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Important Note: This document consists of the report from the Force and Coercion
Plank Sessions at the 1999 National Summit of Mental Health Consumers and
Survivors in Portland, Oregon, with the revisions and additions from the
Alternatives 2001 Dialogue Sessions in Philadelphia (August 23-24, 2001)
indicated in bold italics.

Facilitator: Sally Zinman
Dialogue recorder: William T. Krum

Introduction:
The group decided to consider the subject of force and coercion as it applied to several specific
areas rather than as a broad issue.
Following the educational session, Sally Zinman began by giving background on the proposal for
the expansion of forced treatment in California, which includes an array of areas — including
the loosening of commitment criteria, an expansion of the number of days that someone could be
held, a decrease in the standards of proof, and a reduction in the number of hearings. After some
discussion, the question became not "Are there any circumstances under which forced treatment
might be justified?" but whether the criteria for forced treatment should be expanded.
The group reached some degree of consensus on all the issues covered.

I.

Expansion of forced treatment, including involuntary outpatient
commitment and any other overt or subtle action which forces people to
make treatment and or service decisions which do not reflect the
recipient’s choice. (8/23/01)

After some discussion, there was consensus that everyone opposed expanding forced treatment,
including involuntary outpatient commitment. Outpatient commitment was defined as using a
court order to force someone to undergo treatment in an outpatient setting under the threat of
inpatient commitment if the individual did not comply with the court order.
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Consensus was reached on the following issues:
• Outpatient commitment would not be necessary if there were appropriate community
services available.
• Forced treatment drives people away from seeking voluntary treatment.
• Studies have shown that outpatient commitment has no positive value; what does make a
difference is getting appropriate services.
• It is less expensive to put money into community services than to use it for the
enforcement of outpatient commitment laws.
• People diagnosed with mental illnesses should have a voice in their own treatment.
• Choice is essential for recovery.
• Using violence as an argument for expanding forced treatment and outpatient
commitment is wrong; every study shows that, absent drugs and alcohol, people with
mental illness are no more violent than any other group of people.

Action Plan
•
•
•
•

Education
Outreach to other groups
Work to interest the media in this issue.
Explore the possibility of a national Underground Railroad to move people out of states
with outpatient commitment laws to places where supports, including housing and food,
would be available.

The Alternatives 2001 Dialogue Group continued discussion of these issues,
adding sections on coercion, involuntary treatment, services, a mission
statement, and additional action plan items.

Coercion
•
•
•
•
•

Mental health courts
PACT model
Children between 14 - 18 years of age
Culture of force based on age
People on probation with extra requirements if "mentally ill”

Involuntary Treatment: Issues
Background
•

•
•
•
•
•

Propelled by
Family groups
Psychiatry groups
Torrey
Crime
Media
Family reaction
Media response
"Public safety" issue
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•
•
•

Homeless mentally ill
Myth that medications are "the answer"
"Criminalizing" the mentally ill and "mentalizing" criminals

Changing the direction of force: forced availability of treatment

Services
Olmstead Decision
•

States required to report back to President on plans for providing "least
restrictive environment" and "most integrated" setting

Action Plan
•
•
•
•
•
•
•
•
•
•
•
•

Link to Olmstead: get states to implement Olmstead
Olmstead is about choice
Service on demand
Local legislators
Start national organization or group to combat forced treatment
National organization
"Stop IOC" electronic mailing list
Bazelon
NARPA (rights protection organization.)
IASPRS International Assn. of Psychosocial Rehabilitation Services
NMHA National Mental Health Assn.
Slogans
Legal Challenges



Mission Statement
•
•
•
•
•

Challenge the biochemical model?
Focus on discrimination
Respect choice
Define services
Close hospitals

(8/23/01)

II. Electroshock (ECT)
The group discussed two issues: whether forced electroshock should be allowed, and whether
voluntary electroshock should be available. The group was in complete agreement that there
should not be forced electroshock. The group was in complete agreement that shock treatment
should be banned for people under 18 years of age. All but one individual felt that electroshock
should not be available even on a voluntary basis. That person felt that, in the future, experts on
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both sides of an issue should be present in a group discussion such as the Summit plank sessions;
in this case, the most knowledgeable person at the sessions was someone opposed to
electroshock.

Action Plan
•
•
•
•

Work to achieve a ban on electroshock for children and adolescents under 18.
Work to achieve passage of an ECT reporting law, including information on outcomes.
Work to develop an accurate and complete Informed Consent Form.
Go after the Food and Drug Administration regarding having the electroshock machine
investigated, and go after Congress about this issue. There should be a special emphasis
on electroshock as it affects the geriatric population.

The Alternatives 2001 Dialogue Group continued discussion of these issues, and
developed additional Action Plan items.

•
•
•

Action Plan
Produce a well documented Fact Sheet on the effects of ECT and make
available to everyone
Push to have ECT halted until (and if) it can be proved to be safe
Grassroots education of our own peers

(8/23/01)

III. Advance directives
The session began with a general discussion of the status of advance directive policies in
participants’ states.

Consensus
The consensus was that consumers/survivors should be working for the creation of a
standardized national psychiatric advance directive.

Action Plan
•

•
•

Work for uniform national laws governing advance directives so that
consumers/survivors can write advance directives that will be recognized in other states
besides their state of residence. This will protect people as they travel beyond their home
state.
Have protection and advocacy agencies monitor hospitals to make sure they are honoring
advance directives.
Work for education and training so that hospital staff understand what advance directives
are and what they mean.

The Alternatives 2001 Dialogue group continued to discuss issues relating to
Psychiatric Advance Directives.
Repudiate the issue of a national psychiatric advanced directive (PAD) or "put
it on hold" at this time.
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Create a "white paper" on PAD that raises key concerns or issues associated
with advance directives. This will be done by a workgroup from the Dialogue
Group.
Important Issues
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Who the agent is
Monitoring is an important issue
How the agent is selected
Who is helping to write the PAD
What is incapacity
When is it decided
Need for training and education about PAD
What to do about a "registry"
Difficulty to enforce
Legal cases have been bad for PADs
People want PADs but with all of the "bugs" removed (worked out)
Need to get the issue into law
How to revoke PADs
How to stop being used in a coercive way
How to avoid coercive PADs
Form a national committee/clearinghouse to track what is happening with
regard to PAD
Monitor and evaluate the different states' implementation of PADs
Training ourselves about the issue of PDA Additional information about
PADs can be found at the Bazelon Center's Web site
<http://www.bazelon.org> and the Protection & Advocacy, Inc. (CA) site
<http://www.pai-ca.org/> as well as many others. A Google search using
"psychiatric advance directives "will produce a listing of additional web
sites to consider.

(8/24/01)

IV. Forced Treatment
The session began with a lengthy discussion of the issue, including suggestions that people
should address forced treatment issues when they are able to do so, before they find themselves
in a position to be involuntarily committed; that there should be no expansion of forced
treatment; that forced treatment should be avoided as much as possible; that, if used, forced
treatment should be done with respect for people's rights; and that all forced treatment should be
stopped. At this time there was a call for a vision statement, which resulted in the following:
We have a vision: we will work toward a future where all the needs of a person with a
psychiatric disability can be truly met in the community, gently, supportively, and holistically.
There would be no more need, real or perceived, for forced treatment.
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The Alternatives 2001 Dialogue Group decided to adopt the #1 Core
Recommendation of the National Council on Disability:
Laws that allow the use of involuntary treatments such as forced drugging
and inpatient and outpatient commitment should be viewed as inherently
suspect, because they are incompatible with the principle of selfdetermination. Public policy needs to move in the direction of a totally
voluntary community-based mental health system that safeguards human
dignity and respects individual autonomy.
(8/24/01)

V. Rights protection and confidentiality
This discussion focused on concerns by people about the privacy of their own records and their
ability to access them when needed.

Consensus
•
•
•

An individual has a right to access his or her own medical records at a reasonable cost
and in a timely manner.
An adult individual has an absolute right to control access to his or her records by others.
Managed care companies should provide written, detailed information about what records
will be shared and with whom.

VI. Seclusion and restraint
The discussion began with two questions: "Should restraints be available as an option?" and "Are
there alternatives?"
The facilitator's belief is that the only time seclusion or restraint should be employed is when an
individual requests it. Another person felt that the movement should work toward a policy of
zero involuntary restraint and seclusion, keeping in mind that it would take time to effect this
change. Any exception would have to be justified as a medical emergency.

The Alternatives 2001 Dialogue Group continued discussion of seclusion and
restraint issues.

Important issues
•
•
•
•

All alternative less restrictive methods must be exhausted prior to any use
of seclusion or restraint.
Need for prevention of the escalation of episodes requiring restraint.
Eliminate seclusion or restraint as a behavior modification tool.
Under the use of any treatment, staff must bear in mind that the person is a
fellow human being and must be treated with dignity and respect.
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Consensus Statement
Within a two-year period of the adoption of this plank, all institutions will
establish a zero involuntary restraint and seclusion policy. This two-year period
will allow institutions to change their culture, increase their staffing, enhance
their supportive services, or take whatever steps are necessary to create a safe
and therapeutic environment. Under a zero restraint policy, all incidents of
restraint and seclusion must be demonstrated as medical emergencies.
In the meantime, we support the new federal regulations on seclusion and
restraint, including but not limited to the modifications recommended by the
Bazelon Center. These are (in paraphrased form*):
• Seclusion or restraint should only be ordered by a physician, after a
medical examination.
• Restraint of an adult should only be permitted for up to one hour, subject
to renewal if the individual is still agitated.
• Strict standards should be set for children, such as eliminating the use of
seclusion and restraint for youngsters who are not posing an immediate
physical threat, based on their age and weight and with prohibitions on
certain types of restraints for children.
• The rules should not permit the use of seclusion and restraint
simultaneously (especially for children under nine).
• Monitoring should mean requiring checks every 15 minutes and vital sign
readings every two hours, with written documentation of such checks in
medical records.
• Staff should be required to work actively with the individual to assist him in
regaining control or to explain what he can do for the seclusion or restraint
to end.
*See www.bazelon.org for specific information on the federal rules and the
modifications suggested by Bazelon.
(8/24/02)
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