
Involuntary admission to hospital and associated coercive
practices are relatively common in public mental health services.
The concept of coercion varies in the literature. It may refer
to the use of physical force or threats of such force,1 or the
application of more subtle pressure or influence to engender
compliance.2 Physically forcing people to attend hospital or
preventing them from leaving and the use of restraints, seclusion
and forced medication are all obvious forms of coercion. Coercion
always interferes with a person’s autonomy. It is typically justified
with reference to the principle of beneficence. Hence, the
argument for coercion in mental healthcare depends on the
outcome, i.e. the extent to which the good arising from it
sufficiently outweighs its inherent harm. Consequently, the
outcomes (clinical and social) and the perceptions of the person
subjected to coercion must be considered by those who use or seek
to justify coercion in psychiatric care.

Empirical evidence relating to the outcomes and impacts of
involuntary hospitalisation or treatment remains scarce and
inconsistent.3–5 Most people who are involuntarily admitted have
been found to demonstrate clinical improvement over time,5 and
mandated out-patient treatment has been found to be associated
with improvements in functioning and quality of life.6 A small
pool of qualitative studies provide data on subjective experiences
of involuntary hospital admission. A review of qualitative studies
examining different aspects of the experience of coercion high-
lighted negative themes, such as a sense of violation or abuse of
human rights associated with restricted autonomy and limited
participation in decision-making; a sense of not being cared for,
respected or listened to; and strong negative emotional responses,
leading people to feel devalued and stigmatised.7 Practices such as
restraint and seclusion are often perceived as unnecessary,
punishing and harmful rather than therapeutic.8–10 Experience
of coercion can lead to an internalised sense of self as ‘mad and
bad’, resulting in low self-esteem, stigma and discrimination after
discharge.7 Compulsory admission and treatment can also have a

negative impact on the therapeutic relationship and contribute to
a view of hospitalisation and treatment as prejudicial and
unjust.11,12 However, some people subjected to coercive treatment
do come to view it as necessary, and to regard hospital as a place of
safety that can offer protection against self-harm, suicide and
impulses to harm others.7,8,12 Involuntary admission – at least
for some – may be a step towards self-awareness and self-reflection
and can lead to positive treatment outcomes.7

Overall, coercive practices are experienced differently and have
both positive and negative aspects. The way people perceive the
experience of coercion may profoundly affect their sense of self
and identity, which are crucial aspects in the course of illness
and recovery.13,14 However, up to now there has been no
systematic exploration of how people integrate these experiences
into a coherent life story. Therefore, this qualitative study of
people with a lived experience of involuntary hospital admission
and treatment is aimed at establishing a typology of coercion
perspectives and styles of integration into life stories.

Method

Data collection and analysis

A qualitative design drawing on a modified grounded theory
approach, derived from a combination of pragmatism (the
doctrine that the meaning of all concepts and actions lies in their
observable practical consequences and effects) and Chicago-style
interactionism (human beings interpret each other’s actions
instead of just reacting to them),15 was chosen to gain insight into
participants’ personal beliefs, attitudes and experiences of coercive
measures and their impact on life stories. Theoretical sampling
and in-depth semi-structured personal interviews were used
because previous research suggested a number of areas of interest
that needed to be explored.7–9,11,12,16 Accordingly, broad open
questions were asked relating to the experience of involuntary
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hospitalisation, associated feelings and reactions, how the
experience was processed (e.g. through talking to other people),
the perceived impact of the experience on the person’s life and
its personal significance. Semi-structured interviews allowed these
areas to be covered, at the same time providing the flexibility to
explore emerging themes and individual issues in detail.
Questions were open-ended and revised iteratively, allowing a
wide range of topics to be explored. The interviews were
conducted in the department of psychiatry and psychotherapy at
the Medical University of Vienna and lasted between 30 min and
2 h. All interviews were undertaken face to face by a researcher
(A.S.) who had no previous relationship to the participants.
Interviews were tape-recorded and transcribed verbatim.

Transcripts were coded and analysed for thematic content
inductively. Interviewing and analysis proceeded simultaneously.
Three investigators read the first four transcripts, identifying
topics that emerged as issues of concern to the participants. These
separate readings and the resultant codings were compared and
discussed until a consensus was reached. A coding frame was
constructed to guide both the conduct of the next interviews
and their analysis. Further transcripts were coded, four at a time,
independently by the three researchers applying and refining the
coding frame. Resulting codes were discussed and checked for
consistency and relevance. Transcripts were repeatedly recoded
to the refined coding frame and newly emergent themes were
explored in subsequent interviews until theoretical saturation
was reached. The broad categories included the life story of
the respondent, the nature of the illness, experience of coercion,
dealing with the experience afterwards, impact of coercion,
attitude towards coercion, the role of coercion in the illness and
life story of the respondent, and suggestions for improvement
(see Appendix). The final coding frame was then systematically
applied to all transcripts using QSR NVivo version 7 on Windows
(www.qsrinternational.com). This coding frame facilitated the
extraction of a typology of perspectives on coercive experiences
and styles of integration into the life story to be drawn from the
descriptions provided by participants.

Recruitment and participants

The study commenced after approval from the ethics committee
of the Medical University of Vienna. People were invited to
participate if they were currently using mental health services,
had a history of involuntary commitment and were 18–65 years
old. Those who were in an acute psychotic state, presented with
a severe thought disorder or had cognitive impairment were not
invited to participate. Patients at the Medical University of Vienna
department of psychiatry and psychotherapy and at a mental
health centre in the county surrounding Vienna who met these
criteria were provided with written information about the study.
People who were interested in joining the study directly contacted
the research team or wrote their telephone number on a list to be
contacted. Detailed information about what participation would
entail was provided by a researcher. Participants then provided
written consent to participate in a taped interview, for the
interview to be transcribed and for anonymous quotations to be
used in reports and publications.

Seven women and eight men participated in the study before
theoretical saturation was reached. Their age ranged from 32 to
66 years (mean 44.6). The majority of participants lived alone
(n= 10) and only four reported having a current intimate
relationship. Their ICD-10 diagnoses included acute psychotic
disorder (n= 1), schizophrenia (n= 2), drug-induced psychosis
(n= 1), schizoaffective disorder (n= 6) and bipolar disorder
(n= 5).17 The average age at first psychiatric diagnosis was 25.5

years (range 19–40) and the average age at first psychiatric
hospital admission was 27.5 years (range 19–57). The mean
number of involuntary hospital admissions was 2.1 (range 1–9)
and the average time between last involuntary admission and
interview was 3.8 years (range 6 months to 9 years).

Results

The interviews provided rich descriptions of the experience of
coercion and associated emotions. All participants provided
accounts of physical restraint and/or forced medication when
admitted to hospital. People described being in situations in which
they felt humiliated, disrespected, helpless and alone. Telling their
stories invoked strong emotions which were conveyed in their
accounts.

‘Being restrained was the most horrible experience I had in my life . . . being
restrained and not being able to defend yourself and then these applied injections,
medication that makes you feel tired, that you want to sleep, but at the same time
you are restrained in such a way that you can’t fall asleep . . . that is horrible.’

Perspectives on involuntary admission and coercion

Three different perspectives on the experience of coercion were
identified which accounted for all the variation in these
participants’ stories. These three perspectives were a ‘necessary
emergency brake’, an ‘unnecessary overreaction’ and a ‘practice
in need of improvement’. The same individual could hold different
perspectives relating to different admission episodes or aspects of
care. For instance, people reported that some involuntary
admissions were a ‘necessary emergency brake’ but others were
not (instead being an ‘unnecessary overreaction’), or that the
admission was necessary but the physical restraint was not. Also,
independently of their judgement about the necessity of
involuntary admission and treatment, most participants
questioned the way coercive measures were applied (a practice
in need of improvement). The three perspectives on involuntary
hospitalisation and associated coercive measures are described in
more detail below.

A necessary emergency brake

Some participants volunteered that involuntary admission was
necessary to maintain their safety or the safety of others. In
situations of acute crises, involuntary admission provided a degree
of containment and safety not immediately obtainable through
other means.

‘I was really not well at this time, what else could they do? And, well, it was important,
well, and also necessary . . . it is an experience that is not absolutely necessary in life,
but what I reckon, because I have had this experience in my own life, that it was
necessary.’

The need for admission to hospital was often not recognised at the
time it occurred, but looking back on events some people
concluded that they were not in control and were on a trajectory
of destructive behaviour if left unchecked.

‘It was the only possibility to bring me back to normality.’

For the brakes to be applied safely, participants highlighted
attributes of professionals that were of value such as being
respectful, appearing knowledgeable and projecting a sense of
being mentally healthy themselves. Some participants saw
compulsory hospital admission and indeed the mental health
system as part of a social apparatus to ensure the safety and
well-being of citizens. These individuals, although not necessarily
accepting of interventions at the time, had some faith that those
within the system operated with integrity and accepted the
expertise of psychiatry in matters relating to mental health.

‘If it has to be so. If they don’t find anything else, then it has to be so.’
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An unnecessary overreaction

Sometimes the involuntary hospitalisation was seen as neither
helpful nor necessary:

‘Three of a total of six involuntary admissions were completely unnecessary.’

Hospitalisation was perceived as a failure to properly identify and
address problems and highlighted failures in the system and
structures in society for dealing with crisis.

‘Again the doctor persuaded me to go to the hospital, and I said actually I don’t want
to and I believe I could deal with it very well, just with him, outside of the hospital, and
then he said I really should go to the hospital and he would also pay the taxi and
whatsoever and then I went in again and then the next day I was restrained, but all
that would not have happened if I had not gone to the hospital.’

In some instances people perceived that the interventions offered
did not help resolve the crisis and in some cases exacerbated
problems. Merely providing a safe or containing environment
was perceived as unhelpful and did not fulfil the well-expressed
needs of the participants. The ways that problems were formulated
by mental health staff as psychiatric issues were sometimes
contrary to the ways patients saw their problems and what was
needed to solve them.

‘At that point in time I would have needed only two talks with people before the
coercion . . . to have the possibility to show the psychiatrist, the police and even
my general practitioner where my fears, my paranoia came from . . . I didn’t get
the possibility to speak with these people, I was instantly put on drugs and my mind
was killed.’

Sometimes the need for involuntary admission was accepted but
the need for other associated coercive interventions such as
physical restraint and forced medication were questioned.

‘Looking back, I must say it [involuntary admission] was necessary . . . but if someone
would have talked to me, half an hour, all that acute [physical restraint, forced drugs]
would not have happened.’

Threats of force were considered unhelpful by everybody, whereas
positive pressure and efforts at persuasion were valued.

‘ ‘‘Five nurses are coming to overpower you,’’ that’s what he said to me, and for that
I blame him . . . I mean, he could have tried to persuade me.’

A practice in need of improvement

Most of the participants, irrespective of their assessment of the
need for coercive interventions, complained about the way
coercive measures were applied to manage an emergency
situation. Coercive interventions were of poor quality, caused
harm, left people feeling disrespected or were otherwise in need
of improvement. The extent that coercion was required was
frequently questioned.

‘If it is the first time [the first psychosis] one does not have a relationship with a good
doctor with whom a trustful relationship could have been developed and from whom
treatment would be accepted, well, and that’s the next thing, ‘‘treatment’’, that is as if
I would treat an object, yes, but a human should not be treated, instead, I should act
with them and develop together new strategies which lead to improvement.’

Participants provided numerous suggestions for attenuating the
impact of involuntary hospitalisation and suggested more helpful
responses to crisis situations. For example, some suggested
providing a place or room for people experiencing psychosis in
which they could be accompanied by health professionals who
were able to be with them, and enable them to feel safe without
resorting to coercive practices. The importance of ongoing
provision of information about therapy and further treatment
was emphasised as a means to allay people’s fears and ensure that
patients felt secure during intense experiences.

‘I got no information about the injection and what it contained, probably in my
situation it would have also been adequate if they had just said, ‘‘dear Ms A., there
is danger that you might jump out of the window if God tells you to do so, so listen,
you have been brought here with the police, we are in a hospital here and you have to
stay for observation’’ . . . then they could have saved themselves the trouble of the
injection, because that way it would have been possible to talk to me.’

Lack of information about what was to happen next, and the lack
of a clear rationale for treatment as well as coercive measures

contributed to increased anxiety and sometimes a worsening of
psychotic experiences.

‘ . . . and then an injection and if you are confused anyway, in my opinion this can
make the situation even worse.’

Some participants suggested that specialist, dedicated crisis
intervention teams might reduce the amount of involuntary
treatment and enhance trust in the mental health system.

‘I know this example about a team that intervenes in situations of crises, a good team,
that convinces, that the police is not needed to convince people to go to the hospital
and there are data saying that people recover faster after that, and it would pay to
have such a team, with trust, and they explain why it is necessary to go to the
hospital.’

The need for more ordinary conversation with health professionals
was emphasised by the participants, many of whom experienced
mental health staff as being aloof and unavailable.

‘This would be interesting, if such a conversation would help in any way. When I get in
such a situation again, I wish to have someone who talks to me.’

Participants highlighted the importance of having access to
helpers whom they were able to trust, but conceded that trust
was something that evolved over time and was compromised by
coercion. People considered that their problems were meaningful
and that health professionals should recognise and respond to the
unique content and circumstances associated with the crisis.

‘To help people to understand the key to psychosis, each psychosis has a message.’

Integration of experiences into life stories

Three different styles of integrating the experience into the
participant’s life story were differentiated.

Over, not to be recalled

A few participants regarded their involuntary admission as an
exceptional event which was now over. They did not want to be
reminded of it and did not anticipate such an event happening
again. Despite participating in the research, they were reluctant
to think about the event and avoided potentially painful
reminders of that period of their lives.

‘I don’t know it [the impact of coercive measures] any more and I don’t talk about it.’

‘I don’t want to talk about or remember it, and when I realise in a dialogue that the
other person is affected as well and might find it burdensome, then it is even worse
. . . usually I don’t think about it any more because I don’t want to remember, same
with regular psychiatric hospitalisations.’

A life-changing experience

Most participants emphasised that their life had changed after
involuntary admission and treatment. They experienced changes
in the following areas.

Impact on self-esteem and sense of self. Having experienced
coercive measures can have detrimental effects on self-esteem:

‘It leads to an absolute inferiority complex, I have the feeling that I am not worth
talking to other people, already thinking that I am not worth it, well, we can say
destroying my personality.’

The sense of vulnerability to being out of control and being
subjected to the control of others contributed to a profound
uncertainty in the sense of self and fear of coercion being exercised
again:

‘The consciousness that there is lack of control, that you cannot control anything, that
you cannot control yourself, you cannot decide yourself . . . I always face it that
something happens again.’

‘It is the moment of breakdown, you have the feeling that you cannot get out. I think
that I could get in any time again.’

Some engaged in lengthy periods of psychotherapy particularly
focusing on the experience of hospitalisation:
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‘Well, then I was in psychotherapy, I was there for one and a half years and we
processed all that. Yeah, it often was not that easy, because to speak about such a
thing is not easy at all.’

Impact on relationships and community life. After involuntary
admission people lived with a sense of being under surveillance by
their family and friends and therefore felt inhibited in expressing
themselves freely. This led to a ‘life on probation’ and a sense of a
changed identity:

‘I often thought, this can’t be true, I can’t do anything, I can’t go anywhere, can’t show
any kind of personality, the first thing that happens is that I have to go to a psychiatric
clinic.’

People reported a sense that others treated them differently from
before; they were no longer considered as credible, reliable or a full
social participant:

‘Because of the involuntary admission the judge was convinced in his decision that
there is something not quite right with me and that my son was right.’

Participants reported becoming more cautious in their inter-
actions with people, were sensitive to cues of rejection and
judgement, and perceived that others did not wish to hear about
their experiences:

‘At the beginning, after discharge from the psychiatric hospital, I talked a lot about
what happened to me but then I changed, I kept quiet about it, because most people
can’t deal with it, they actually don’t understand it.’

This constellation of response to coercion extended to a general
distrust of others, particularly of medical professionals:

‘Yeah, for sure I became more cautious related to doctors and nurses.’

For some, involuntary admission to hospital had tangible negative
legal consequences:

‘I don’t find it good that it is on record . . . I can’t get life insurance . . . and my driving
licence is limited in time and to prolong it costs a lot of money.’

Impact on health. Coercive interventions were perceived as
contributing to prolonged hospital stays, negative effects on
employment and social roles, and poor recovery.

‘Well, I must say, that all that [coercion] impacts the length of treatment, the amount
of drugs, then the illness can be pushed, aggravated, the dose of drugs gets higher if
you have to deal with injustices in hospital . . . if they don’t believe you then the
subsequent depression is deeper, you get into work more slowly, you get into
recovery more slowly . . . the traumatic experiences can contribute to a chronic state
[of illness].’

‘My life changed that way that for a long time I gave up every aim, didn’t see any aims,
didn’t want to achieve anything in life any more.’

Positive changes. Some positive changes were also acknowledged.
People suggested that their experience of bad times helped them to
gain an appreciation of their current stable situation, more
consciously enjoy everyday life and be more relaxed when
confronted with adversity:

‘Sometimes I think I really felt bad often but now I’m well again and then in a sense I
appreciate that I had this experience, because if I hadn’t had this experience then I
couldn’t enjoy it so consciously that I’m well at the moment.’

‘Actually I became more easy-going and some things I view more easily, if you have
overcome such an illness you look differently on things in life.’

Some participants emphasised that they took their illness more
seriously and tried to prevent further coercive interventions:

‘I changed the doctor . . . that eventually I come in voluntarily or that I increase the
amount of drugs and to have an advanced directive.’

Respondents also mentioned that their experience led to a better
understanding of psychiatric patients and more vulnerable people
in general:

‘The experience is not just negative, because that way I got a heart for vulnerable
people.’

Sometimes life changes following the involuntary admission could
not be distinguished from life changes following the psychiatric
illness:

‘I believe that [it] happens not just because of the experience of coercion, the illness
itself changes [people] a lot . . . suddenly all is different.’

Motivation for political engagement

The experience of being coerced and experiencing the psychiatric
system as poor provided an impetus to become involved in
seeking reform of the system. Some people became politically
active and through various means sought to draw public attention
to the negative consequences of coercion and amending laws that
permitted psychiatric coercion.

‘I said, ‘‘somewhere down the road, I will publicly take them to court’’ . . . all of the
hospitals, some of the doctors who treated me against my will and didn’t want to hear
me . . . not to seek revenge but to draw attention to this issue and in light of the future
for many other psychiatric users, who could experience the same thing, not being
heard like I was.’

People wanted mental health professionals to know how service
users experience coercion and they sought to find ways to engage
with health professionals on a different footing to do so. People
hoped that discussions with professionals, carers and the public
might help to improve psychiatric services and reduce negative
societal and social consequences associated with psychiatry and
involuntary treatment:

‘I attended a lot of seminars at the social academy where users can speak about the
way they see their illness and I was also asked to become a lecturer in education and
training for police and paramedics.’

Some people became engaged in activities with other service users
or former service users to improve their situation and the
situation of others. They emphasised the importance of the
exchange of experiences and peer support in their own recovery:

‘The exchange of experiences, how others experienced it and how they dealt with it,
especially how they deal with it now in their life.’

Discussion

This study set out to explore the views and recollections of people
who had experienced involuntary hospital admission. The analysis
of participants’ opinions and comments about involuntary
treatment revealed that people had diverse and differentiated
perspectives about involuntary admission and associated coercive
interventions. Participants regarded their admission as a
‘necessary emergency brake’ or as an ‘unnecessary overreaction’,
and sometimes one and the same person reported that some
involuntary hospitalisations were necessary whereas others were
unnecessary. Some people regarded their treatment in hospital
as necessary but forced medication and physical restraints as
unnecessary. These different perspectives on involuntary hospital
admission and treatment have been noted in the literature.3,5,18,19

However, it has rarely been acknowledged that these different
perspectives may be held by the same individual, and that
people develop a nuanced, reflective and differentiated view.
Although it was regarded as necessary in case of acute crisis
and lack of control, it was judged as unnecessary or excessive
reaction in other situations when listening and understanding
on the part of staff could have contributed to de-escalating
the situation.

Many participants considered practices associated with
involuntary hospital admission to be ‘in need of improvement’.
Independently of whether they regarded these practices as
necessary or unnecessary, they agreed that involuntary
commitment was acceptable in cases of real danger to oneself or
to others but were critical of the way in which coercive measures
involving forced medication and restraints were actually
implemented. A strong plea for information and orientation,
communication and respect, and the need to strive to
communicate about and possibly understand the content of
psychotic experience was made. These aspects are in accord with
previous studies,7–10 which concluded that the negative effects of
compulsory treatment can be greatly attenuated through
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respectful engagement with health professionals, not overextending
coercive processes, maintaining usual routines, rituals and
relationships while under involuntary care, and a sense of being
cared for or kept safe.

Styles of integration and effects of admission

Three different styles of integrating the experience of coercive
measures into the life story were found. Some people regarded
their involuntary admission as an exceptional event and did not
want to be reminded of it; most people clearly indicated that
the event had changed their life. Coercive measures violated the
individual’s integrity, contributed to low self-esteem and led to a
sense of vulnerability. In accordance with Wynn’s finding that
people who had been subjected to coercive measures were afraid
of being subjected to coercive measures again,12 people in our
study reported entering a ‘life on probation’. They were eyed by
others with scepticism and tried to change their own behaviour
to reduce the likelihood of involuntary admission in the future.
People also changed their views towards life and towards other
people, and in many cases it was harder for them to trust others,
especially medical doctors. This indicates that experiences of
involuntary hospital admission and treatment can undermine
the therapeutic relationship and people’s trust in mental health
services, causing them to avoid such services. Distrust and other
negative effects on health such as resignation and purposelessness
hinder the recovery process. Such possible negative consequences
of coercion have also been reported in other studies.11,12,20–23

Participants in this study reported stigma and discrimination
after involuntary admission. They felt treated differently by others,
that they were no longer considered as credible and reliable, and
they perceived that their friends and relatives did not want to
speak or hear about their involuntary admission and in some
instances avoided them. People with experience of coercion
may be especially exposed to stigmatising and discriminating
behaviour in the community – an assumption supported by a
recently published study by Thornicroft et al, who found a greater
amount of negative discrimination among participants who had
been treated compulsorily.24

Some positive changes following involuntary admission were
also mentioned. They related mainly to appreciating and enjoying
the current stable situation after experiencing a difficult time.
Interestingly, nobody regarded the involuntary admission itself
as a positive, life-saving event that contributed to reintegration
into society and reconnection with family and friends. A possible
explanation, besides the stigma and shame associated with such an
event of loss of control, could be that people had not only to deal
with life changes following the involuntary admission but also
with far-reaching life changes following the psychiatric illness,
which sometimes was not easy to distinguish. For some people
the experience of coercion was a ‘motivation for political
engagement’; they felt the necessity to raise public awareness of
the negative consequences of coercion and to improve the
situation for service users. In this study, more negative than
positive aspects of coercion were reported and included long-term
detrimental consequences such as being more insecure, anxious
and mistrustful, which represent negative effects on sense of self
and self-assurance. Although our study may have had a selection
bias towards a more negative view, Priebe et al in a survey of
396 patients from consecutive involuntary hospital admissions
in England found that 60% considered their admission unjustified
a year later.18 Given that one might expect greater insight with the
passage of time, this brings the helpfulness of involuntary
hospitalisation into question.

Study limitations

Further limitations of this study need to be considered. Using a
qualitative design makes it possible to obtain in-depth views of
a variety of different perspectives on coercion, and the different
ways of integrating such an event into one’s life story, but it is
not possible to say how often these viewpoints occur for others.
The sample contains participants who were interested in the topic
and wanted to be interviewed. Other perspectives and ways of
integration could occur among people who might feel less inclined
to speak about the experience of coercion. Another point is the
time elapsed between the event of hospital admission and the
research interview. In contrast to previous qualitative studies of
experiences of coercion,7–12 which included patients who had
recently been subjected to coercive measures, this study included
participants who had a history of involuntary admission with
the last of these being between 6 months and 9 years ago.
Although memory bias might have impaired the recall of
experiences, there had been time to reflect on the event and
long-term consequences could be reported.

Implications for mental health practice

Involuntary hospital admission and coercive measures to prevent
harm are retrospectively acceptable to at least some of those
subjected to such measures providing they are implemented with
respect, not extended beyond the prevention of harm and
undertaken in a climate of trust, information-sharing, genuine
interest and understanding. Coercion may be regarded as
unnecessary and even harmful. Therefore the use of coercive
measures ought to be confined to acute crisis events and
implementation should be improved substantially. Education
and service development should focus on both how to prevent
coercion and how to apply coercive measures in case of acute
danger. The integration of the views of service users is crucial to
make essential improvements. Indeed, service user involvement
in every aspect of individual treatment decision-making is the
ideal.

The views of the participants of this study might also help
other service users to cope with coercive measures. At least for
some people, it is important to have the possibility of speaking
about the experience with family, friends, professionals and other
service users. Professionals might incorporate discussing the
experience of being coerced in formal group therapy, and similar
benefits might arise from service users participating in self-help
groups in which these experiences might be safely discussed.
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Appendix

Text coding categories

1. Life: the life story of the person.

2. Own illness: symptoms, causes, treatment and coping.

3. Experience of coercion: preconditions, physical force, forced treat-

ment, communication with mental health professionals, people

involved in the process of involuntary admission, evaluating the

experience, reacting and responding to coercive measures.

4. Dealing with the experience afterwards: repression, reflection,

processing, activities, evaluation/closure (marking/framing).

5. Impact of coercion: effects on the person and on recovery, social and

legal consequences.

6. Attitude towards coercion: the necessity, or lack thereof, of coercive

measures.

7. The role of coercion: the role of coercion in the illness and life story of

a person.

8. Suggestions for improvement: general and specific ideas about

desired changes in psychiatric practice.
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