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“To allow every maniac liberty consistent with safety; to propor-
tion the degree of coercion to the ... extravagance of behavior; ... that
bland art of conciliation, or the tone of irresistible authority pronounc-
ing an irreversible mandate .. are laws of fundamental importance ...

to the ... successful management of all lunatic institutions.”
Philippe Pinel (1806)

duction

Western world, since at least the 15th century, state-sanctioned force has
employed to control those who disturb others by their violent or existentially
abilizing behaviors such as threatening or inflicting self-harm. Coercing the

to madhouses, separating and detaining them from the rest of society, and
g them to comply with their keepers” wishes, occurred before physicians
me involved in theorizing about the meaning or origins of madness, and it

e mad used to be confined, beaten, tied, shocked or whirled into submis-
but it seems less appreciated today by scholars, practitioners, and the general
ic that the physical control of “dangerous” mental patients remains a central
tion, and perhaps the only constant function, of public mental health systems,
In this chapter we discuss the hospital and community-based management
atment, by public, state-supervised or state-controlled psychiatric and oth-
ntal health agencies, of those categorized as “mad” in America. We argue
he employment of coercion (that is, naked force or its th reat, not requested or
) was the essential ingrediant that enabled the formal emergence of profes-
1al psychiatry. American psychiatry originated within 19t century state asy-
. Based on the state-granted legal authority that allowed psychiatrists (then
nasalienists) to incarcerate people involuntarily if their families or the state
chiatrists so wished, psychiatry became a fundamental institution of social
gement of some of society’s social deviants. Unlike coercion by the crimi-

itizens who were destitute, abandoned, elderly, unsocialized, mentally re-
, or otherwise judged to be socially troublesome. Despite the emergence of
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a parallel trend of voluntary individualized psychiatric practice by the beging ; \00% of such appeals are routinely rejected by judges (Dallaire et al. 2000; Kel-
of the 20th century, coercive psychiatric practice continued virtually Unchap al, 2002; Solomon et al. 2009), exemplifying a pattern that has been charac-
until the beginning of some reforms following the Second World War, ‘ rized as “leaving civil rights to the experts” (Stefan 1992). In sum, if those who
Starting in the 1960s and extending for approximately two decades, the § erationalize the laws’ guidelines operate with the paternalistic presumption that
ed legal grounds for involuntary psychiatric hospitalization narrowed op pa ‘herapeutic considerations must take precedence over the civil and legal rights of
in virtually every American state to include those who were deemed to be af jo ‘dividuals, even a slightly reformist law will be perceived as an obstacle or an
mediate or imminent risk for harm to self or others as a result of a mental ijjp, yance and will be avoided, ignored, or transformed in practice. The courts,
The now formally mandated evaluation of dangerousness would, it was arg reover, have overwhelmingly abdicated their roles as independent guardians

by reformers, restrict involuntary psychiatric interventions only to those j
viduals truly needing them. Legal psychiatric scholar Paul Appelbaum (19
however, showed in a wide ranging study that the reformed laws had few of ¢
intended consequences, such that rates of involuntary detention increased (in
some cases doubling and tripling) or remained unchanged, as did the charae
istics of involuntarily detained individuals. The availability of psychiatric b
was the most important determinant of recourse to involuntary detention, Ap
pelbaum proposed that the difference between laws on paper and laws in prac-
tice is best understood by recognizing that the application of laws is delegated
to specific actors. He wrote:

: d approve the practices of those to whom this application has been delegated.
Since the 1960s, the state supported professional mental health treatment sys-
1 has morphed toward a more community-based system, with public and pri-
te clinics and outpatient centers integrated into general medical units or other-
e distributed widely across the mental health organizational landscape. Still,
ychiatrists in the private and public mental health system retain the same au-
rity to coerce and to incarcerate as they have always possessed. And, those
erced and incarcerated remain society’s unwanted or undesirables, including
e whose undesirability (in the form of non compliance to treatment, for ex-
ple) has been spawned by the mental health system itself.
Following the intellectual tradition pioneered in psychiatry by Thomas Szasz
(1963, 2007), we believe it essential to differentiate, on the one hand, state sup-
d involuntary psychiatry based on coercion from, on the other hand, con-
tractual or voluntary psychiatry, which mostly emerged starting with Sigmund
Freud when he contracted his services to individual, fee-paying patients. In the
second enterprise, the person seeking help and the psychiatrist or mental health
ctitioner offering it mutually agree to work together to clarify and address the
intrapersonal or interpersonal difficulties identified by the help seeker. The re-
ionship, which can be terminated by the patient at any time, is based initially
mutual respect or neutrality, and usually involves persuasive discussion. In-
The trouble with the widespread use of delegation in modern times is not that the power of make asingly over the past half-century, such a relationship has included the encour-
ing general rules is delegated, but that administrative authorities are, in effect, given powerlo ement to take or the prescription of licit psychoactive chemicals or other bio-
wield coercion without rule, as no general rules can be formulated which will unamblguously echnologies, with no coercion imposed by the practitioner (at least to the extent
guide the exercise of such power. What is often called “delegation of lawmaking power” is .. ‘fhat the ractitioner-shares-what he'orshe truly k d i it
delegation of the authority to give any decision the force of law... (pp. 211-212). y KNows or does not Know abou
hiese technologies).' This sort of practice occurs more frequently with the “wor-

. laws are not self-enforcing. Indeed, implementation of involuntary hospitalization is del-
egated to a variety of participants in the commitment process, all of whom have the potential
to affect how the law is applied. When the results of a law narrowly applied will be contrarg
to the moral intuitions of these parties, they will act at the margins to modify the law in pracs
tice to achieve what seem to them to be more reasonable outcomes. (p. 142)

Appelbaum’s observation appears to illustrate one of the obstacles to safeguard-
ing individual liberty identified by Friedrich Hayek in The Constitution of Liber-
£ty (1960). In discussing what he called “the delegation of powers” by legislatures.
to administrative bodies, Hayek observed:

To address this problem, Hayek suggested that administrative decisions should be
subject to “independent judicial review.” And it has come to pass in more modern
times that involuntary psychiatric procedures may be submitted by almost any
interested party to judicial review. However, according to the evidence ina fg&?\'ﬁ;
published studies from a few North American jurisdictions on this matter, closet0

This is of course an enormous problem, well documented by David Healy (2012) and others,
who argue that most of the information relevant to making judicious decisions about using
this or that drug with this or that patient is actually, and actively, hidden from the view of the
medical practitioner by the pharmaceutical industry and its willing or helpless allies. There
i3 also the important issue that psychoactive drugs (such as opium) that might prove to be of
significant benefit to some people and less harmful at comparative doses and durations than
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Psychiatry is the government certified profession for maintaining “Norm : chiﬂtl‘ic Coercion Before Deinstitutionalization

behavioral order among small groups of people, such as familief. Or Workplageg - Joint Commission on Mental lllness and Health (1961) was created under the
Psychiatrists are expected to detect and to manage people who visibly violage

; ; pices of the Mental Health Study Act of 1955, to review how mad people were
terpersonal norms, codes, or nliles w1thout‘, for the most part, breaking any viously managed. Its findings were expected to “make recommendations for
inal laws. This detection activity superficially (and linguistically) resemble

. . bating mental illness in the United States” (p. v). Led by Jack R. Ewalt, chair-
diagnosis of medical conditions, and consists in placing such people morcGH an of the Department of Psychiatry at Harvard Medical School, the commis-
permanently into the category of deviants know as the “mad.”* Like all polig ers included 52 notable authorities and experts, 30 of whom were physicians.
institutions (including schools, jails, the military), psychiatry is also grantec__i-':_[ga medical experts on the Commission and its advisory committees included
gal authority to employ force to make recalcitrant individuals identified a5 magd sch luminaries as biologist Ernst Mayr, Columbia University English professor
conform to the prevailing norms of proper personal conduct. d cultural critic Lionel Trilling, famed Harvard psychologist Jerome S. Brun-

In the remainder of this chapter, we begin by reviewing the 1961 report of the ocial psychologist M. Brewster Smith, vice president of the Commission, and
Joint Commission on Mental Iliness and Health (JCMIH), created to assess hoy University of Chicago philosopher Charles Morris.
America had dealt with its mad citizens and to propose a national plan to “proyide " The Commission members recognized that “[m]ental illness is different from
more humane care for the mentally ill” (p. xxix). The Commission underlined,._fﬁ sical illness,” being “a disorder with psychological as well as physiological,
our view quite insightfully, the historical role of force and coercion in the psy chi- tional as well as organic, social as well as individual causes and effects” (p.
atric treatment of mad Americans. Next, we describe the role of coercion in the i), that are “so closely intertwined that so far science has been unable to un-
creation of public American psychiatry, and we use contemporary literature 0 el the causes and establish their relative importance” (p. 86).
describe its various manifestations in community mental health treatmentiiiy In contrast to its panchreston-like definition of mental illness, the Commis-
United States. We also attempt to estimate the prevalence of all coercive prac- son’s historical review of treatments for the mad displayed no ambiguity what-
tices in current American psychiatry. We discuss how and why the employmen pever. It argued that the mad for centuries both in Europe and in America had
of coercion, especially its “clinical effectiveness,” has become a leading area for

i 3 e ] , en subjected to “a superstitious and retaliatory approach .... The instrument
academic research. Finally we dem.mistrauﬂ': that pS){chlatrlc detect_mn (dlagpos?z of this approach is punishment” (1961: 25). It recognized that this was attenu-
ing) and the various psychiatric “clinical” interventions are not science-derived

A ; " ed by periodic efforts to employ less directly coercive approaches (i.e., moral
ameliorators of human travail, but rather, coercive social management activities

X | tment) but which were quickly abandoned and replaced by outright coercive
deceptively marketed as therapies. What is left in the treatment landscape ap-

; : f . 3 b nipulation and management. One section of the Commission’s report was en-
pears as nothing otlier than the various manifestations of coercion to control and tled “Punishment As Treatment” (p. 25-28). It quoted Benjamin Rush, a signer
manage mad behavior.

he American Declaration of Independence and whose visage adorns the of-
ficial emblem of the American Psychiatric Association: “Terror acts powerfully
... and should be employed in the cure of madness” (p. 27).

The report argued that the religiously inspired notion that sinful behavior
auses disease justified interventions by the medical and lay superintendents run-
ing America’s madhouses in the 19th century. These interventions included “a
e assortment of shock techniques” (p. 28), such as bleeding to the point of
ainting, near drowning, rapid spinning, forced vomiting, and applying an early
orm of electric shock to the body. The Commission members acknowledged that
fthese techniques, forced on unwilling recipients, were based on “fallacious
dical rationales” (p. 28), implying either that some genuine medical rationales
fould today justify the employment of coercion on the mad, or else, as we shall

3 We prefer the category label word “mad” over the more contemporary versions of it sucikaé:
“mentally ill” or other terms such as Schizophrenic, Bipolar or Borderline because we bglle:vt?ﬁ
that these represent an explanation of mad behavior dependent on the entirely unproven claﬁﬁ?
that it is, or is a sign of, brain disease. The word “mad” on the other hand trad1t10nal]y;!}'ﬂ§;
served as a general category for collecting all disturbing and disturbed behavior notcategorl?:éd% i
criminal and had no particular etiological commitments attached. We note however that unlike:
the label of criminal the label of mad or any of its alternative versions, once ascribed, cannot
be eradicated.



n: The Only Constant In Psychiatric Practice? 297

296 Tomi Gomory/David Cohen/Styqre

see in other statements in the report, rejecting the use of any medica]
for coercion and rejecting coercion fout court. In looking at some de;
and justifications for coercion and torture proposed by leading alienists o
and 19th-century America, for example, it is difficult to tell whether thg
employed it did so because they thought coercion helped to “cure” or be,
produced immediate behavior change, or both. Benjamin Rush’s descrj
his new “tranquilizer” chair illustrates this point clearly.*
Another section of the JCMIH report, “The Tranquilized Hospit
cussed contemporaneous treatments for the mad, namely, some chemj
(“major tranquilizers”) which the Commission believed had “revolutioniz
management of psychotic patients in American mental hospitals” (p. 39), T
thors described their effects as “tranquilizing patients who are hyperactive,
manageable, excited, highly disturbed, or highly disturbing ...” Their “mg
ticeable effect” was “to reduce the hospital ward noise level” (p. 39). The
not discuss whether the drugs were ever voluntarily requested or consur "g
psychiatric patients or had known adverse effects. 3
The Commission’s overall review of America’s policy toward the ma
Colonial time to the mid 20" century concluded that the policy had been ¢
fine the mad in institutions against their will and subject them to various ph
cally and emotionally brutal treatments. The Commission went further, pro
ing that forced confinement in institutions without any other effective mean
treatment had “shown beyond question that much of the aggressive, disturb
suicidal and regressive behavior of the mentally ill ... is very largely an artif
product of the way of life imposed on them” (p. 47), and that “[tJo be rejected
one’s family, removed by the police, and placed behind locked doors can o
interpreted, sanely, as punishment and imprisonment, rather than hospitalizat
(p. 53). The Commission’s point was unmistakable: America’s approach to mi
ness for the previous 200 years, whether carried out by a physician or by ap
man, relied on the use of coercion.
The Commission’s ultimate advice to the Federal government, despite al
coercive history its members identified, was to fully embrace the medical |

ic model and invest in a national mental health program that would move
aent from institutions to the community as rapidly as possible. This policy
me known as the deinstitutionalization of the mentally ill. As M. Brewster
the former vice-president of the Commission admitted some 40 years after
wublication of the JCMIH report, “the rapid and ill-prepared deinstitutional-
_ion ... for which | take some responsibility as an officer of the Joint Commis-
_had unexamined consequences that are socially almost as irreversible as
of psychosurgery” (Smith 2003: 215).

hiatry as a Coercive Enterprise

first involuntary admission in America occurred in the City of Brotherly
Philadelphia, in 1752 (Anfang and Applebaum 2006). Most historians con-
nowever, that mad doctoring fully emerged with the decision, several decades
to construct specialized buildings to confine and manage mad people invol-
y. This fortuitous development allowed for “unparalleled scrutiny of luna-
under controlled conditions, particularly while interacting with keepers, [to
he matrix for the practical (experimental) discipline of managing the mad”
1987: 174f)). Many of the keepers turned out to be medical men looking
table employment. According to Andrew Scull (1993), by the 1850s the ear-
lgling economic enterprise had become resolutely medical, with mad folk
arcerated in a specialized, bureaucratically organized, state-supported asy-
system which isolated them both physically and symbolically from the larg-
ety... [a]nd... now recognized [madness] as ... a uniquely and essentially
ical problem” (p. 1f). This state-sanctioned confinement gave free reign to
-doctors to experiment on their charges, to claim that their controlling ac-
ies were medical treatments, and to assert and simultaneously confirm their
ority over this new class of deviants. Psychiatrists could claim to be doing
od medical treatment when actually they were constructing a “new apparatus
he social control of the mad’ (p. 3).

It would appear obvious that police authority granted to psychiatry to im-
n mad individuals for psychiatric treatment in specialized facilities (wheth-
lled insane asylums, mental hospitals, or mental health institutes) is the key
professional importance. Yet we think that the impact of this unique police
ority on mental health practice overall has not been adequately studied. Po-
authority makes truly voluntary psychiatric treatment in the current public

4 Dr. Rush described the chair in a letter to his son:
I have contrived a chair and introduced it to our [Pennsylvania] Hospital to assist in cui
madness. It binds and confines every part of the body. By keeping the trunk erect, it lessen
impetus of blood toward the brain. By preventing the muscles from acting, it reduces the!
and frequency of the pulse, and by the position of the head and feet favors the easy a 1
of cold water or ice to the former and warm water to the latter, ... It acts as a sedativ
tongue and temper as well as to the blood vessels. In 24, 12, six, and in some €ases
hours, the most refractory patients have been composed. I have called it a Tranquilize
in Scull, 1993: 73, footnote no. 104)
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mental health field a near-impossibility.* All the relevant “stakeholders® (the;
their friends and families, the treating psychiatrists, and society at large)
notice that involuntary commitment may be deployed on any diagnosed mag
son who refuses to follow prescribed psychiatric treatment. We believe ¢
knowledge shapes the behavior of all parties to psychiatric encounters a
ly as the knowledge that one’s parent has used and may use physical punishm,
shapes the behavior of a child. Furthermore, not knowing when pumshmem
be employed makes comphance by the less powerful party much more likels
voluntary medical treatment, in the sense entertained by most people when
consult their physician for a physical health problem, is much less likely to
in public psychiatric practice.

Those fortunate enough to afford medical care or purchase health i msura
go to their personal physician by choice, whether for an annual health chec
or over a concern about some possible ailment. Regardless of the doctor’s
ommendation, they can choose to follow it entirely, partly, or reject it a]toget;ﬂ
That’s so, because the power imbalance between a medical patient and the ¢
tor is only marginally in favor of the doctor. It is based on the doctor’s hope .
more informed opinion about the problem, resulting from specialized education
training, and experience — the very reasons a patient would seek a physic
advice in the first place. But once informed about his medical condition and h
ing received advice or even exhortation from the physician, the patient retain:
full control over his course of action from that moment onward. This is true ey
if the health problem diagnosed by the doctor, if left untreated, could short
the person. Our physicians cannot force us to take medications, such as st
for our coronary heart disease, or involuntarily inject insulin into our bodies
control our runaway diabetes.

In contrast, if the diagnosed mad person resists “emergency” psychi:
treatment (where the person is deemed to be at risk for harm to self or othe
she knows very well that she can be involuntarily hospitalized in a locked facili
ty and be subjected to stupefying psychotropic drugs and other “therapies” ‘
talk to electroshock treatment) against her active protests and physical resistance
This common knowledge, we think, colors and shapes many (all) engageme
between mental health patients and mental health professionals. No true volu
tary treatment can ever occur because no mad person can freely walk away
the recommended treatment if there is a serious disagreement between th

ic professional and that patient. It is true that the patient’s behavior must be
-ed to place the patient or others at risk of harm in order to involuntarily com-
d treat, but only if this behavior is believed to result from a mental illness
daredevil Evel Knievel’s death-defying motorized leaps never earned him
wanted attention of psychiatrists). Since this judgment of “mental illness”
linical decision” (a statutorily authorized personal judgment of the profes-
al based on still-unvalidated diagnostic criteria, see Kirk, Gomory and Co-
013), it has never, ever been a difficult standard to meet. The legislated pro-
found in any state’s involuntary hospitalization laws or statutes reveal the
ate intertwining of psychiatric practice with legal power, making the two
ally indistinguishable.®

yehiatric Coercion in Contemporary America
fadness Counts

hen the JCMIH published its report in 1961, 527,500 people resided as inmates
fate and county mental hospitals in the United States (Scull 1976: 176). Includ-
the latter, fewer than one million people were diagnosed mental patients us-
psychiatric services in any sorts of public mental health facilities (Grob 1994:
). Fifty years later, the National Institute of Mental Health (NIMH, 2011) de-
gs that “[m]ental disorders are common in the United States .... An estimated
 percent of Americans ages 18 and older ... suffer from a diagnosable men-
order in a given year ... this figure translates to 57.7 million people.” The
H further specifies that about 6 % (3.5 million people) of those individuals
re diagnosable with a “major mental illness.”
- This amazing epidemiological uptick in psychiatric diagnoses has occurred
e, or in tandem with, the increase in the number of mental health profes-
als treatment centers and funds devoted to preventing or treating mental ill-
.In 2010 in the United States, there were approximately 40,000 psychiatrists,
000 psychologists, and 255,000 clinical social workers (U.S. Bureau of La-
or Statistics, 2010). The federal government has increased its funding for NIMH
1) from $0.3 billion in 1986 to $1.5 billion in 2010 (most of it spent on research
bout treatments for the “seriously mentally ill”), making that agency the seventh

As argued by Dallaire et al. (2000), in civil commitment the psychiatric system and the legal
System reveal their “common logic: treatment-control. Our analysis of the treatment role and
‘of the control role, when manifested in civil commitment, has not been able to separate them,
either conceptually or in practice” (p. 144). These authors rest their conclusion partly upon the
f]l:zzmess of concepts central to the control role (dangerousness) and treatment role (mental
ilness).

5 Think of the payment of income taxes. Because the Internal Revenue Service is able to ent
the tax code through criminal and civil sanctions, it would be naive to conclude that
pay taxes “voluntarily.”
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community. New developments in the application of force and coercion
- mad have emerged from the community where the mad mostly live and
eated today. Not surprisingly, here too no national prevalence data exist,
in, by reviewing some recent studies on community-specific psychiatric
rcion, one might make educated guesses. One study conducted in five Amer-
ities found that 44 % to 59% of the sampled individuals reported having
subjected to at least one of four coercive measures (the researchers call
“tools,” p. 38) while in outpatient community treatment (Swartz, Swan-
(im et al. 2006).

Toto. Using the above evidence our tentative guess is that at least 50% of the
n the above three settings are the regular recipients of at least one form of
jatric coercion. We can put numbers to this percentage by using the latest
al government data on “patient care episodes” (the odd name the govern-
uses for the count of the total number of persons under psychiatric care’ in
ne year in the United States). There were 9.5 million patient care episodes
2002 (Manderscheid and Berry 2006: 209), translating to about 4.75 million
pisodes involving coercion in the name of mental health in any single year.

highest funded of the 27 Institutes and Centers that comprise the Natjong
tutes of Health (NTH). In 2005, year of the latest comprehensive nationga|
available for mental health service expenditures, the total national Priva
public expenditures for mental health services were approximately $113
— about 60% of it coming from tax revenues (Garfield 2011).

The Numbers of Mad Coerced

In Hospitals. The threat of involuntary hospitalization and the use of ¢
is no idle one. Given how the American tradition and political system conc
of the loss of liberty and the protection of individuals from the encroach
the state on their natural spheres of sovereignty, one might expect such loss.
der any state-sanctioned circumstances to be meticulously documente ‘
in connection with criminal arrests and incarcerations. Nonetheless, the
rently exist no comprehensive national data regarding involuntary hospitaliz
or even unduplicated counts of the number of individuals hospitalized psy¢
rically in a given year. Thus one must rely on extrapolations from state an
data for any such estimates. Based on the data released by the two large s
of California and Florida, we conservatively estimated that approximate
million American adults are the subjects of involuntary hospitalization each

(Gomory, Wong, Cohen and Lacasse 2011). This number makes up about 62 Pommunity based mechanisms of coercion are deployed by the judicial and the
those hospitalized for any psychiatric reason. However, it does not include the nublic welfare systems, the two major institutions outside the mental health sys-
known (but almost certainly quite large) proportion of those deemed to be “v {em where the mad are managed or located (Monahan 2008). The judicial sys-
untarily” hospitalized but who know that they might or will be forcibly hospit mploys several coercive civil mechanisms on non-criminal mad persons to
ized if they do not submit (Sorgaard 2007). them out of hospitals and force them into community treatment (by far the
ostly option) (Swartz, Swanson, Kim et al. 2006). The best known of these
ourt ordered outpatient commitment, and it usually comes in three forms:
rst, conditional release from involuntary hospitalization if the person is willing
_bmit to mandated comm‘unity treatment; second, as a substitute for involun-
y hospitalization for those meeting commitment criteria; and third, as a form
reventive detention for those who are not legally committable but are consid-
d to be “at risk.”

fools” of Community Psychiatric Coercion

In Prisons. Another group of involuntarily confined mad people in Americaa
those currently confined in jails. The data here are again not based on actual
tional counts, since no such data exist, and since distinguishing “mental illne:
from “normal” behaviors and distress within oppressive jails and penitentiar
may be a conceptually impossible task. Thus, counts must be estimated from stu
ies conducted on subsamples of this population. Recent research suggests th
average prevalence of “serious mental illness” among the approximately 2.
lion people incarcerated in jails, prisons, and penitentiaries is 14.5 % for me
31 % for women (Steadman, Osher, Robbins, et al. 2009). These percentages«
vert to roughly 330,000 mad people confined in our penal institutions as ares
of having been found guilty of criminal offenses.

The counting of patient care episodes tracked by the federal government since 1955 is a du-
~ plicate count, since a person may be admitted to more than one type of service or can receive
the same service more than once in any one year. The number of individuals who receive
multiple service episodes is unknown, so we are unable to have a total unduplicated count of
the number of persons under care in any one year,
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Mad individuals who are adjudicated of a minor or non-violent crim
further subjected to mental health courts, such as so-called “drug coygy
courts use judges’ recently expanded extralegal role to force some g,
nals into psychiatric treatment by “play[ing] a hands-on, therapeutically
ed, and directive role at the center of the treatment process” (Monahan-,
Appelbaum et al. 2001: 1200). The research indicates that such court
have at best a moderate effect in reducing criminal recidivism among
complete their programs (a high drop out rate is common). However,'beg.‘1
participants are often selected by judges “based on personal knowledge o
dividual’s history” as those “most likely to succeed,” even this outcom
generalizable (Sarteschi, Vaughn and Kim 2011: 14).

The social welfare system uses two prominent coercive measures to
havioral compliance. One is by controlling funds that the mad may be enj
This is done by appointing payees who will control the patient’s access to
disability benefits, predicated on the patient’s level of cooperation with |
atric treatment. The second measure is by providing access to subsidize
ing only to those who comply with treatment, an effective mechanism
jugation because most of the public mental health patients cannot afford 1
fair market rents from their monthly disability checks. These powerful pres
tactics are today ordinarily called “leverage” by academics (Monahan, Red|
Swanson et al, 2005). John Monahan, the dean of psychiatric coercion s¢
goes as far as to argue “that framing the legal debate on mandatory co
ty treatment primarily in terms of coercion has become counter producti
[and it is] unhelpful and [a] misleading assumption that all types of leverage
essarily amount to coercion” (2008: 284). Monahan seems to forget that
datory community treatment” means, if it means anything at all, treatm
voluntarily sought but forced on the patient, a deliberate interference in ai
within which the patient could act. The scientific work of some eminent schols
ars of coercion might be summed up in one phrase: Coercion by any other
is not coercion.

ariented paradigm...” (2012: 493, italics added). Geller is candid about the
ecoercion in outpatient treatment:

crcive interventions, with little or no review by anyone other than a physician or a treatment
mor administrator, are rampant in entitlement programs; they include leveraged housing (for
-xample, “1f you want to live in this residence, you have to take your medication as prescribed
dgotoa day program”}; representative payeeships; “bargained” psychopharmacologic regi-
1 (for example, *You take your antipsychotic and you can have a benzodiazepine”), waiver
civic responsibility (for example, jury duty); treatment “contracts” through Individual Ser-
¢ Plans; and threats of emergency detention (for example, civil commitment). (ibid.: 494)

er, Geller also proposes that regardless of their psychiatric status, individ-
outinely get coerced in the community, which he finds equivalent to “pre-
and treatment™:

person who repeatedly gets stopped for speeding loses his or her license and must attend
 glasses to get it back (treatment). ... Someone who disrupts a public event is removed from the
 yenue (treatment, behavior modification). If you park illegally, the car is towed and you get fi-
ned ... (treatment and prevention). (ibid.: 495).

¥

-medicalizing drivers’ education, Geller now proceeds to demedicalize forced
ent by medical doctors:

“[fa person behaves in a way that is dangerous to others, and the danger can be mitigated by

psychiatric treatment, the person gets treatment. ... It is coercion in the same way that others

inthe community are subjected to coercion. It is not coercion because of “psychiatric status™
~ itis an intervention to address behavior. Just as we all experience” (p. 493).

eller seems clearly mistaken here. Society does not enact special laws to co-
peeding drivers (who are clearly dangerous to others) on the basis that they
r from a mental illness that is responsible for their speeding. But society co-
‘other vaguely defined dangerous people into psychiatric treatment only on
asis of special laws that require a diagnostic evaluation by a psychiatrist.

- Actually, Geller is on to something, but not what he intended. He repeats
oercion occurs everywhere in society and not just in psychiatry because he
Wants to make psychiatric coercion palatable. But in constructing this argument,
unwittingly recognizes that coercion has always been essential to the practice
hiatry, that no existing psychiatric treatment can compete with coercion:
otion that we can eliminate all coercive interventions by using our current
f psychopharmacologic agents, psychotherapies, and rehabilitation inter-
ons is without precedent” (p. 494). Undoubtedly, Geller is resting psychia-
n a foundation of coercion,

The New Case for Psychiatric Coercion

Other eminent psychiatric scholars, however, have recently come out unabash
ly in defense of psychiatric coercion, which they insist is plain coercion, p
Jeffrey Geller, professor of psychiatry and director of public sector psychia
the University of Massachusetts Medical School, asserts that “the psychiatrists
option to employ coercion is an integral component of functioning in this recovs
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istration and the Substance Abuse and Mental Health Services Adnmmstragwﬂ
devotes a section to ACT coercion. The report notes that “[wlithin the contexy
of ACT programs, coercion can include a range of behaviors including, friend.
ly persuasion, interpersonal pressure, control of resources and the use of force,

. Research generally suggests that coercion may be harmful to the consumer*?
(Lemeroup 2000: 43). It is noteworthy that “friendly persuasion” is ingjyg.

ed as an example of “coercion” in a federal government report on psychiatrje

treatment. Is this a simple error, or part of a strategic effort to dilute the mean.
ing of coercion? Is the inclusion of an obviously non-coercive interpersonal ac-
tivity (indeed, perhaps the essential ingredient of voluntary talk therapy) in thg
preceding list of coercive activities an effort to mask externally imposed force
as treatment? Similar strategic inclusions regularly occur in the mental healih

field.. The most common examples besides those noted earlier include the efforgg

to authenticate “mental illnesses” as physical diseases by lumping together prob-
lems called depression and schizophrenia within lists of common neurological
disorders or “brain-based disorders” that have identifiable neurological Slgns,

such as Parkinson’s Disease or Alzheimer’s Disease, though neither depression

or schizophrenia have any such signs.

ACT is merely a recent manifestation, adapted to the exigencies of life be-
yond hospital walls, of the longstanding coercive strain that has characterized
psychiatric interventions with mad persons to this day and that wears the cloak
of scientific activity and scientific progress.

Conclusion

Coercion is increasingly seen in psychiatry and in other mental health professions

and the legal profession as an acceptable form of psychiatric treatment needing no
critical scrutiny by psychiatric professionals and academics beyond meeting the.
technical criterion of effectiveness. “Psychiatric scientific authority” has trans-
formed coercion into a routine intervention, leaving the average psychiatric res

searcher to focus on its technical details and to lose sight of larger moral issues

regarding human freedom, dignity, and autonomy (Cherry 2010; Oaks 2011; Olofs-
son & Jacobson 2001); and even the narrower issues of whether coercion should
ever be used as a “tool” of helping professionals, free of the safaguards that sur-
round its uses outside of the mental health system.

We believe that the two roles of psychiatry, that of policing and detaining (in-
voluntary psychiatry) and therapeutic helping (voluntary psychiatry) of the mad,
are irreconcilable. In order for one to work the other cannot. The first requires
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|, coercive social technology (ultimately, incarceration) in order to enforce com-
iance if social seduction (i.e., friendly persuasive rhetoric or incentives) fails.
aving psychiatric coercion at the ready eliminates or at least greatly constrains
hoice of their treatment for those mad who are under the purview of this psychi-
atric approach. As we have repeatedly suggested, one should not define the police
are in charge of managing criminal behavior as therapists, even if sometimes

gy act to deescalate the anger and potential violent behavior of those they must
&omrol We think this is obvious. Thinking that psychiatrists with very similar
nolicing or punitive authority over the mad can be therapists consistently watch-
over the interest of their wards suggests the magical symbolic power of la-
pels like “doctor” and “mental illness” to transform how their activities are per-

‘_’geived. Force is force, regardless of how we label it. The intention of the one who

\wields force may be benevolent, but force hurts equally whether we call it pun-
Ejs}iment or “punishment therapy.” Perhaps, if we indeed call it and manage it as
Spunishment therapy” — thus refusing to acknowledge that it is actually punish-

“ment — it might hurt even more.

A voluntary psychiatry and an involuntary psychiatry cannot both be the same
enterprise, evaluated by the same criteria, scientific or otherwise. The small num-

- berof dissenting voices concerning the legitimacy of psychiatric coercion doesn’t

indicate the rightness of the approach, only the numbing of our moral and critical
?f“&cu!ties. The historical role of punishment of those people society calls mentally
ill remains imbedded in the medical model because of the ways in which control
and coercion easily slip into the rubric of benevolent treatment for the relatively
powerless and vulnerable, and because of the ways that, outside hospital walls,
control and coercion have been chopped up into bits, each of which is echoed by

ious professionals and institutions in society, and each of which seems like a

Il price to pay to ensure proper “medical” treatment of widespread distress

: and misbehavior.

- Coercion is the only intervention in the management of the mad to have en-
dured since the birth of the diseipline of psychiatry, over 200 hundred years ago.
We suggest that coercion and the threat of coercion persist in psychiatry because
coercion is all there ultimately is.
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s Berliner Weglaufhaus als Beispiel antipsychiatrischer
Xis

istiane Carri/ Martin Abrahamowicz

tipsychiatrie — historische Begriffsklirung

erste deutsche ,antipsychiatrische’ Bewegung lisst sich in die Zeit des Wil-
jinischen Reichs um 1900 zuriickdatieren (vgl. Nolte 2003). In Folge der letzt-
erfolgreichen Bemithungen, die Psychiatrie aus dem Zusténdigkeitsbereich
or ,Policey” herauszuldsen und als eigenstdndige wissenschaftliche Disziplin
g etablieren, entwickelten sich erste Ansitze, ihre Praxis nicht nur kritisch zu
nterfragen, sondern sich ihrer grundsétzlich auch zu wehren. Die damaligen
orderungen der Gegner_innen psychiatrischer Institutionen #hneln dabei in er-
nlichem Malle dem, was in den 1970er-Jahren in der psychiatriekritischen
ewegung ausformuliert und zum Teil bis heute von verschiedenen Akteur innen
dalisiert wird. Laut Schott und Tolle (2005) waren insbesondere die Verhilt-
e in den psychiatrischen Anstalten sowie die Willkiir der Internierungspraxis
on als .geisteskrank® deklarierten Menschen die zentralen Kritikpunkte um 1900.
ie Bezeichnung ,, Antipsychiater* haben sich die Psychiatriekritiker innen al-
dings erst zu einem weitaus spéteren Zeitpunkt angeeignet, wurde dieser Aus-
ruck zunéchst noch als abfilliger Ausdruck seitens der Arzteschaft verwendet.
Im Zuge der 68er-Bewegung und der aus dieser heraus entwickelten Kritik
't (spét-)kapitalistischen Gesellschaftsordnung entstanden insbesondere in akade-
ischen Zusammenhingen eine neue Betrachtung der psychiatrischen Diagnostik
ie eine radikalisierte Kritik der Ordnungsfunktion der Institution Psychiatrie.
ablierte Vertreter der akademischen Psychiatriekritik waren u.a. Michel Fou-
ult (1993, 2003), Herbert Marcuse (1969) und Erving Goffman (1973). Marcuse
dgte mit seinen kapitalismuskritischen Schriften die Antipsychiatricbewegung
ner Zeit aus marxistischer Perspektive; Goffman wurde durch die Pragung der
egrifflichkeit der ,totalen Institution” bekannt. Darunter versteht er eine Ein-
ung, die als ,,Wohn- und Arbeitsstiitte einer Vielzahl Zhnlich gestellter Indi-
duen fungiert, in der diese ,,fiir lingere Zeit von der iibrigen Gesellschaft ab-
schnitten sind und miteinander ein abgeschlossenes, formal reglementiertes



