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Abstract 

Severe mental illness and substance abuse are all too common in BC today. With the rise in 

popularity of involuntary treatment, policies are looking toward ways to use more involuntary 

treatment for substance use disorders in addition to other mental illness. However, with many 

studies having conflicting results or no definitive conclusions on the efficacy of involuntary 

treatments in these cases, more clarity on the efficacy and ethics is needed. The goal of this 

Capstone is to highlight the efficacy of involuntary treatment for severe mental illness (bipolar 

disorder, schizophrenia, psychosis) and substance use disorders. Approaches that were successful 

and failed approaches will be discussed. There will also be a discussion on the ethics of 

involuntary treatments.  

Keywords: involuntary treatment, mental health act, substance use disorders, bipolar, 

schizophrenia, trauma, ethics 
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Chapter 1: Introduction 

The mental health care system in British Columbia (BC) is a current topic of interest due 

to high rates of addiction, alcohol abuse, fentanyl contamination, homelessness, incarceration, 

and mental health disorders (Krausz et al., 2011; Milaney et al., 2021). Between 2013 and 2018, 

there was a 27% increase in hospitalizations from opioid overdose (Milaney et al., 2021). 

According to Milaney et al., homelessness and unstable housing contribute to an increase in 

mental health concerns, an increase in substance use, and trauma, with 30% of individuals 

overdosing. There is also a correlation between childhood trauma and homelessness, lowered 

quality of life, concurrent mental illness, and substance use (Dobischok et al., 2024; Goodman, 

2017). In 2007 up to 15,500 individuals in BC experiencing mental illness and addictions were 

homeless with a significant increase (137%) from 2002 to 2008 (Krausz et al., 2011). These 

individuals experienced limited access to mental health care. In rural communities, Fernando et 

al. (2022) found the risk of overdose is higher in the Lower Mainland in BC, which had a 

majority of the deaths (68.6%), compared to the larger population of the Vancouver area 

(36.3%). Krausz et al. (2011) conducted a study on the BC homeless population. They found that 

Vancouver’s homeless population lived disproportionately in the Downtown Eastside where 

there is open drug use, poverty, substance use disorders (83% of participants), and concurrent 

mental illness (93% of participants). At-risk populations include women, youth, and First 

Nations people, with an overrepresentation of the Indigenous population (Homelessness Services 

Association of BC et al., 2024). Many of the First Nations (71%) had lived or generational 

experience with residential schools. In addition, a majority (56%) also experienced mental health 

issues and 68 percent reported addiction issues. This highlights the effect of trauma on mental 

health and homelessness. The COVID-19 pandemic only aggravated these issues, resulting in an 
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increase in substance use, overdose deaths, mental illness, and homelessness (Cherkasova, 2020; 

Fernando et al., 2022; Van Tuyl & Young, 2023). 

The BC Mental Health Act (2022) offers guidelines for voluntary and involuntary 

treatment admissions. An individual can be admitted to voluntary treatment if they have a mental 

disorder that needs psychiatric care, they provide consent to receive treatment and be admitted to 

the facility, and they are not an immediate risk to themselves. The Mental Health Act outlines 

that if an individual is unable to be admitted voluntarily, then a physician can admit them 

involuntarily if they meet two main criteria; they have a specific, diagnosable mental health 

disorder per the Diagnostic and Statistical Manual for Mental Illness (5th ed.; DSM-5; American 

Psychiatric Association, 2013), and they pose imminent risk of harm for self or others. Due to 

the ongoing addiction crisis, the government of BC is expanding involuntary treatment for 

individuals with addiction, opening new mental health wards in secure facilities and correctional 

facilities despite studies demonstrating some inefficacy (Kulkarni, 2024). A goal of involuntary 

addiction treatment is to support individuals who are a risk to themselves or others, however 

experts in substance use claim that it could be dangerous when discharged from care due to a 

lower tolerance of the substance (Junos, 2024). This makes it easier to overdose on the substance 

if they take similar amounts they were taking before treatment. The proposed legislation includes 

an amendment to the Mental Health Act, Bill 22, which would give physicians the authority to 

involuntarily admit youth under the age of 19 for up to seven days after an overdose with no 

mental disorder (Loyal et al., 2023). Currently, the BC Mental Health Act requires a review 

panel for people under the age of 16. This amendment would also allow physicians to 

involuntarily detain and treat youth with a substance use disorder (Josewski et al., 2024). 
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Josewski et al. expressed concern that Bill 22 would disproportionately impact First Nations 

youth, though Bill 22 did not make it through parliament. 

Purpose Statement/Research Questions 

 This Capstone is for those in the field of psychology and mental health including 

counsellors, psychologists, psychiatrists, and policymakers. The intent is to understand the ethics 

of involuntary treatment for mental illness and substance abuse. It will also highlight the studies 

conducted on the efficacy of involuntary treatment. While there are merits and necessity for 

some involuntary treatment (suicide risks, severe mental illnesses such as psychosis, etc.), it is 

prudent to consider the effect of obligation, coercion, and lack of autonomy on the treatment 

process (Hofmann et al., 2022; Vieta & Sanchez-Moreno, 2008). For this Capstone, severe 

mental illness will refer to treatment-resistant bipolar disorder, psychosis, and schizophrenia. 

There are also valid concerns regarding ethics, human rights, and barriers to proper program 

initiatives. This Capstone will address these concerns, providing an overview and 

recommendations on the subject as well as answering the following research questions: 

1. What is the efficacy of involuntary treatment for severe mental health disorders and 

substance use disorders? 

2. Is involuntary treatment ethical? 

3. What factors influence the success or failure of involuntary treatment for severe mental 

illness and substance use disorders? 

Theoretical/Conceptual Framework 

 The connection between autonomy, mental health, and substance abuse can be explained 

by Self-Determination Theory originally developed by Edward Deci and Richard Ryan (2000). 
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Thus, the primary theoretical framework used throughout the Capstone is Self-Determination 

Theory. Trauma-informed treatment and motivational interviewing will also be considered. 

Self-Determination Theory 

 Self-Determination Theory (SDT) is concerned with how social, biological, and cultural 

conditions influence a person’s capacities for psychological wellness (Ryan & Deci, 2000). It 

also explains motivation and behaviour change. Ryan and Deci explained that these conditions 

can allow a person to flourish, or they can undermine wellness. This is described by three basic 

psychological needs: competence, relatedness, and autonomy. Neglect of any of these needs can 

lead to cognitive, motivational, affective, or psychological problems, resulting in fragmentation 

and diminished well-being. People can neglect these needs by pursuing desires or activities that 

do not promote mental health, such as material wealth and preoccupation with reputation. In 

SDT, Ryan and Deci outlined that need satisfaction is connected to psychological wellness. Need 

satisfaction refers to a necessary condition for a person to have psychological wellness, where 

their autonomy, relatedness, and competence are fulfilled. This can be referred to in different 

domains in a person’s life such as work, school, and interpersonal relations. 

 Competence. The first basic psychological need is competence. Competence is feeling 

capable in one’s experiences and interactions, often providing the energy required to achieve 

goals (Ryan & Deci, 2000). When an individual is experiencing a high degree of competence, 

they develop effectance motivation. Effectance motivation describes a growth-oriented 

propensity toward feeling competent and building a sense of mastery in their life. This 

motivation is self-initiated, enhancing intrinsic motivation and leads to actions that benefit one’s 

life. 
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 Relatedness. The second basic psychological need is relatedness. Relatedness refers to 

feeling connected to others with a sense of belonging and intimacy (Church et al., 2012; Ryan & 

Deci, 2000). This feeling is twofold – feeling cared for while reciprocating this care and 

connection. Ryan and Deci (2000) explained that relatedness can be improved through 

interpersonal connection, development of trust, and recognition of self. Meaning and motivation 

are linked to relatedness, that is, the need for relatedness ties to hygiene, image, status, 

acceptance, and engagement in social activities. Competence and relatedness enhance a person’s 

self-esteem. Chan et al. (2019) brought relatedness to substance abuse and explained that a focus 

on developing good relationships with the individual, respecting their choices, and unconditional 

positive regard when they choose is more beneficial than forcing external motivation upon them. 

In their study, Chan et al. found lack of competence, not maintaining relationships, and lack of 

connectedness with others as reasons some individuals abuse substances, highlighting the 

importance of relationality and connection when treating substance use disorders (SUDs). This 

approach aims to use improved relatedness to build intrinsic motivation, competence, and 

autonomy leading to a reduction in substance use. Moreover, higher levels of relatedness and 

connection with others improve an individual’s resilience significantly (Perlman et al., 2017). 

Autonomy. Autonomy is a willingness and genuineness between one’s actions and 

values (Ryan & Deci, 2000). It allows competence and relatedness to be fully actualized in a 

person. The full effect of competence is felt when autonomy is satisfied. Relatedness is fully felt 

when connections with others are made out of autonomy. Autonomy is acting on volition and 

self-regulation. Intrinsic motivation stems from autonomy as it is an internal, value-guided 

motivation. While there are criticisms of autonomy when it is merged with independence and 

self-sufficiency, Ryan and Deci noted that in SDT autonomy is not conflated with these 
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concepts. Rather, more autonomy support leads to better self-control and less effort required 

given desires or temptations. Mindfulness is also connected to autonomy and self-regulation due 

to the relationship between the capacity to attend to internal and external experiences and 

automatic behaviours.  

 Motivation. Ryan and Deci (2000) emphasized the difference between intrinsic 

motivation, extrinsic motivation, and amotivation. Intrinsic motivation is autonomous, behaving 

out of interest with the feeling of efficacy. It is also highly internalized and in line with a 

person’s beliefs and values and promotes autonomy and competence. On the other hand, 

extrinsic motivation is controlled, behaving to achieve an external award, avoid punishment, or 

attain a particular outcome. It can be internalized to a degree, depending on how much value is 

put into autonomy rather than control, and can be highly influenced by relationality. Ryan and 

Deci also described a person with amotivation as passive with behaviours lacking intentionality 

often due to ambivalence. In SDT, amotivation shows up as feeling a lack of competence, value 

relevance, or resistance to influence.  

Culture. As Ryan and Deci (2000) explained, the concept of psychological needs is 

relevant across many cultures and groups. Choosing to adopt cultural values to one’s identity out 

of one’s own volition demonstrates autonomy and is often a source of relatedness through 

connection with the cultural group (Church et al., 2012; Ryan & Deci, 2000). However, Ryan 

and Deci (2000) elaborated that some cultures can limit the internalization of values of 

autonomy, competence, and relatedness by imposing certain cultural or social values upon an 

individual – preventing strong well-being. Church et al. (2012) explained that autonomy is more 

valued in Western and individualized cultures, but also shows up in collectivist cultures through 

autonomy-supportive environments rather than environments that are controlling. 
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Trauma-Informed Treatment 

There are six principles of trauma-informed care, including safety, transparency, choice, 

collaboration, empowerment, and culture (Bartholow & Huffman, 2021; Goodman, 2017). 

Emphasis on safety impacts how a therapist approaches room layout (such as easy access to 

doors) and their approach to care (attending to patient experience and psychological safety). A 

patient can feel empowered when they are included in developing a group agreement for 

members in their group therapy. Moreover, involving the patient in developing behavioural 

agreements and problem solving is a form of collaboration, an important part of trauma-informed 

care. By involving the patient in deciding on treatment goals, physicians and clinicians offer 

choice and transparency. Finally, cultural components can also be added to the treatment plan in 

trauma-informed care (Bartholow & Huffman, 2021). Adding cultural components brings in 

personal values to the treatment such as Indigenous healing practices and traditions, providing a 

holistic approach to treatment. 

Substance Use Disorders. According to Goodman (2017), contemporary trauma theory 

(CTT) and trauma-informed care (TIC) view trauma as an injury rather than a moral deficiency. 

Bartholow and Huffman (2021) added that trauma-informed care reframes substance abuse as a 

solution to the individual’s suffering, emphasizing the system and impact of trauma, 

empowerment, and preventing re-traumatization. Research has demonstrated correlations 

between childhood trauma, adverse childhood experiences (ACEs), and developing SUDs later 

in life (Bartholow & Huffman, 2021; Goodman, 2017). Research also indicated higher rates of 

severe mental illness such as mood disorders, psychotic symptoms, and personality disorders, for 

individuals who experienced childhood trauma. The effects of childhood trauma can show up as 

coping mechanisms such as dissociation (Goodman, 2017). Adverse childhood experiences also 
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impact an individual’s ability to form healthy attachments with others, diminishes a sense of 

health, impedes intrapersonal capacities, and impairs emotional abilities (such as emotional 

numbing, inability to self-regulate, etc.). Coping and resilience are also affected by childhood 

trauma and are important factors when considering treatment for SUDs as poor coping and 

resilience can lead to relapse. Thus, according to Goodman, trauma-informed care is vital when 

treating SUDs, not only due to childhood trauma but the traumatic nature of addiction itself.  

Korchmaros et al. (2021) mentioned two trauma-informed treatments that are research-

supported: the Sanctuary Model and Seeking Safety. The Sanctuary Model focuses on 

comprehensive system change, emphasizing collaboration, choice, and safety. In line with other 

trauma-informed treatments, The Sanctuary Model aims to prevent re-traumatization during this 

change over time. Seeking Safety is more focused on individualized treatment approaches. The 

five principles include personal safety, integrated treatment, the client’s needs, the therapeutic 

process, and a focus on cognitions and case management. While there is context for utilizing 

these treatments for adolescents, they can also be applied to adults with SUDs. 

Bipolar Disorder. Bipolar disorder is a complex mental illness characterized by manic 

episodes and major depression. There is evidence that there is a neurobiological component and 

an environmental component for those who develop bipolar disorder (Budania, 2024; Cakir et 

al., 2015). Childhood trauma can be a gene stressor, increasing susceptibility for bipolar disorder, 

and is related to psychotic episodes and suicidal behaviours (Cakir et al., 2015). According to 

Budania (2024), childhood trauma impacts a child’s brain development and structure during the 

period when a child’s brain is highly vulnerable, affecting the part of the brain responsible for 

regulating the stress response and coping mechanisms. In a study by Cakir et al. (2015), a 

majority of patients (76.2%) had comorbid PTSD. Of the individuals with bipolar disorder, 25% 
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to 70% experienced childhood trauma. In a study by Budania (2024), childhood emotional abuse 

was most prevalent (57.14%), followed by emotional neglect (54.76%). These studies both 

suggested that trauma-informed treatments are appropriate when treating an individual with 

bipolar disorder. 

Schizophrenia. The comorbidity of PTSD in individuals diagnosed with schizophrenia or 

psychosis is high (14% to 30%) compared to the general population (3.5% to 7.8%), yet very few 

of these individuals are asked about trauma when accessing mental health resources (Mihelicova 

et al., 2018; Štrkalj-Ivezić & Degmečić, 2024). Trauma impacts natural development, 

dysregulating emotions, proper attachments, formation of trusting relationships, and activates a 

state of hyperarousal (anxiety, hallucinations, dissociation) (Štrkalj-Ivezić & Degmečić, 2024). 

Interpersonal trauma in childhood and adolescence is highly correlated with developing 

psychosis, feelings of helplessness, and shame. According to Štrkalj-Ivezić and Degmečić, there 

are three models connecting trauma and schizophrenia and psychosis. The stress vulnerability 

model includes the genetic risk components of mental health. The socio-developmental 

hypothesis relates cumulative stressors at various stages to the development of psychosis in the 

future. Social Defeat Theory links childhood trauma to psychosis due to prolonged exposure, 

causing negative framing of social intentions. Štrkalj-Ivezić and Degmečić observed that a 

trauma-informed approach adds the component of resilience, aims to prevent re-traumatization, 

and addresses the childhood trauma linked to schizophrenia and psychosis through the three 

models. Trauma-informed care encourages feelings of internal safety and trust to keep the client 

engaged and not overwhelmed – feelings which could be exacerbated by forcing involuntary 

treatment on a vulnerable individual. Thus, a trauma-informed lens is important for severe 

mental illnesses, including schizophrenia and psychosis. 
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Motivational Interviewing 

 Motivational interviewing (MI) is a client-centered treatment approach originally 

developed for substance use disorders as a highly effective treatment (9 out of 11 studies), but it 

is now being applied to other behavioural changes (Magill et al., 2014). The two main 

components are change talk (reasons to change) and sustain talk (reasons not to change). In a 

study by Magill et al. (2014), techniques such as reflexive listening, open questions, and 

affirmation increased change talk. There are three primary dimensions of MI: collaboration, 

evocation, and autonomy. Magill et al. identified reducing ambivalence as the first step in the 

change process of MI, utilizing techniques such as rolling with resistance and identifying 

discrepancies between values, goals, and behaviour. Once this is resolved, the focus moves to 

committing to change. 

Contribution to the Field 

 This Capstone highlights the lack of research on the efficacy and ethics of involuntary 

treatment for severe mental illness and substance use. It addresses the gap in the literature by 

identifying methods of involuntary treatment that were beneficial or not beneficial. It also 

contributes by informing practice in the treatment of severe mental illness and SUDs, 

highlighting the complexities when it comes to involuntary treatment, especially when used in 

the context of substance use disorders, where there are usually comorbid conditions to address.  

An additional contribution of this Capstone is the potential impact on policy. By 

understanding the Mental Health Act, how to clinically address substance use disorders, and 

results from involuntary treatment, new policies can be analyzed and adjusted to fit the research 

rather than public opinions and politics. For example, a theme that continually resurfaces is 

autonomy and how the lack of autonomy impacts treatment for individuals with severe mental 
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illness and substance use disorders. If policymakers ignore this key component in treatment, 

involuntary treatment may cause more harm than good, resulting in poor treatment outcomes and 

potentially distrust of clinicians. 

Methodology 

 For the literature review, databases used to search for articles included Google Scholar 

and the City University Library. Some keywords used included Mental Health Act, trends in 

involuntary treatment, involuntary treatment, involuntary treatment efficacy, substance abuse, 

schizophrenia, bipolar disorder, autonomy, coercion, and ethics. The literature review includes 

resources and studies that revolved around involuntary care. Case studies provided firsthand 

experiences with such policies. The ethical components of involuntary treatment will be 

examined using the Canadian Psychological Association’s (2017) Canadian Code of Ethics for 

Psychologists and the BC Association of Clinical Counsellors’ (2014) Code of Ethical Conduct 

as resources. 

Definition of Terms 

Definitions that are important for this Capstone will follow in alphabetical order. 

BC Mental Health Act 

 The BC Mental Health Act outlines policies and requirements for mental health care in 

BC, including voluntary and involuntary admission criteria (Mental Health Act, 2022). 

Coercion 

 According to Newton-Howes (2010), coercion is a subjective state of an individual 

influenced by their environment, situation, and other people. Perceived coercion varies between 

individuals depending on their backgrounds and social pressure (Newton-Howes, 2010; Wild et 

al., 2006). 
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Community Treatment Orders 

 Community Treatment Orders (CTOs) are outpatient, community-based care, often 

involuntary and forced (Newton-Howes, 2019). 

Coping 

 Coping is the strategy an individual uses to deal with stressful and challenging 

experiences (Goodman, 2017). 

Deemed Consent 

 Deemed consent is presumed to be given by the patient admitted to involuntary treatment 

by the director who authorized treatment due to impairment caused by their mental illness 

(Mental Health Act, 2022). 

Involuntary Treatment 

 Involuntary treatment is psychiatric treatment that has been deemed necessary according 

to the director of the facility once a patient is deemed unfit to be admitted voluntarily (Mental 

Health Act, 2022). 

Least Restrictive 

 Choosing effective, autonomy-focused treatments that have minimal mandatory 

requirements is deemed to be least restrictive (British Columbia Ministry of Health, 2005).  

Resilience 

 Resilience is the ability of an individual to adapt successfully in response to stressful and 

challenging experiences (Goodman, 2017). 
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Socioeconomic Status  

 Socioeconomic status refers to quality-of-life aspects of a person’s life including 

education, income, occupation, and social class (American Psychological Association [APA], 

2022). These aspects influence a person’s mental health. 

Stigma 

 Stigma is the “labeling, stereotyping, separation, status loss, and discrimination that occur 

in a situation that gives relatively less power to the stigmatized” (Xu et al., 2019, p. 458). 

Substance Use Disorder 

 In the DSM-5 substance use disorders include alcohol use disorder, opioid use disorder, 

cannabis use disorder, and other substance use disorder (American Psychiatric Association, 

2013). They are characterized by 11 criteria, including tolerance, withdrawal, cravings, 

unsuccessful attempts to stop, continued use with negative consequences, using more than 

intended, etc. For this Capstone, substance use disorders (SUDs) will cover all substance use 

disorders in the DSM-5. 

Trauma 

 Trauma is an emotional response to a difficult event that can have long-term implications 

(APA, 2024). These events include physical abuse, emotional abuse, neglect, an accident, natural 

disaster, war, and experiencing or witnessing violence. According to the DSM-5 (American 

Psychiatric Association, 2013), post-traumatic stress disorder (PTSD) can be diagnosed if the 

emotional response and its effects (flashbacks, emotional distress, nightmares, avoidance, 

irritability, trouble sleeping, etc.) last for more than a month. 
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Reflectivity and Positionality Statement 

My connection to the topic is personal. I have experience with the mental health system 

in Montreal, Quebec, and Nanaimo, BC. The difference in care and quality is vast, and BC may 

have a lot to learn from Quebec. I experienced more autonomy, a more positive experience, and 

better treatment while living in Montreal compared to Nanaimo. In Montreal, the hospital’s brief 

intervention unit and even the psychiatric ward felt safe with nurses and other staff checking on 

me and ensuring I had positive connections. I also had immediate access to multiple specialized 

day programs with no waiting periods. By contrast, my experience with the mental health unit in 

Nanaimo, BC, included being locked in a room with a plastic mattress, and no one checked in on 

me. Because of this, I have questions about the newest policy changes in BC and whether they 

have people’s best interests in mind and whether they have the sufficient resources to make the 

changes a success. I also have two friends who have a family member with severe mental illness 

who need help but refuse because they don’t believe they need help. This shows the other side of 

involuntary care, where family members want to help but with current policies, they cannot get 

their loved one the care they need.  

I recognize that I have biases from previous experiences when it comes to this topic. One 

bias is that while the treatment may be necessary for an individual, there are good and bad ways 

to go about getting someone into involuntary treatment. This comes from my experience of not 

being told I was being moved to the psychiatric ward until I was in the ward. My bias also 

includes the necessity of involuntary treatment in some cases of severe mental illness. However, 

I am also aware that balancing the need for effective treatment with letting the individual make 

autonomous decisions is a difficult task for a clinician ethically. While one treatment approach 

may have been helpful for my recovery years ago, I acknowledge that there is no one-size-fits-all 
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approach, and nuance must be considered. I also value rigorous analyses and will provide an 

objective review of the literature on the topic of involuntary treatment to the best of my abilities. 

To address my bias and confirmation bias in my research, I made a conscious effort to include 

articles and findings that did not agree with my views on the topic. 

Part of the discussion (Chapter 3) will use the context provided by my connection to the 

topic to propose potential areas of improvement. It will also utilize the literature review to 

answer my research questions. 

Outline of Subsequent Chapters 

 Chapter 2 will consider the efficacy of involuntary treatment for severe mental illness and 

the efficacy for substance use disorders. Important themes that will be discussed include 

potential barriers, the impact of coercion, the importance of autonomy, and whether involuntary 

treatment is the optimal avenue for severe mental illness and substance use disorders. This will 

be followed by a detailed review of the ethical components of involuntary treatment. Chapter 3 

will include insights from the literature review, answers to the research questions, and 

recommendations. There will also be an example of a form that clinicians can utilize to help 

guide their decision of whether involuntary treatment will provide benefits to their client with 

severe mental illness or SUDs. 
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Chapter 2: Literature Review 

 The concept of involuntary treatment is complex with various nuances to consider. New 

proposals for expanding involuntary treatment to people with severe addictions appear to be a net 

positive for societal concerns and family members (BC Gov News, July 2024, Sept. 2024). 

Involuntary treatments including hospitalization and community treatment orders are on the rise 

in many countries (Hung et al., 2017; Vigo et al., 2019). Clinicians and policymakers must 

research the possible negative effects it could have on a patient forced into the treatment. There 

are nuances when it comes to substance use disorders (SUDs). SUDs often develop more 

complex coping mechanisms such as rationalization and repression (André et al., 2003). This 

implies that SUDs may require a different approach than other mental health disorders and even 

substance types (Thornton et al., 2012).  

Important themes regarding the long-term efficacy of involuntary treatment for substance 

use disorders will be discussed in this section. Case studies, primary research, and meta-analyses 

provide insight into these effects and policies. The ethics of involuntary care will be discussed in 

terms of the Canadian Psychological Association’s (2017) Canadian Code of Ethics for 

Psychologists and the BC Association of Clinical Counsellors’ (2014) Code of Ethical Conduct. 

A human rights approach regarding persons with disabilities is also an important consideration. 

BC Mental Health Act 

 The BC Mental Health Act (2022) outlines guidelines for voluntary and involuntary 

treatment for individuals suffering from mental health disorders. For someone to be involuntarily 

committed two conditions must be met (Gray et al., 2016; Reid et al., 2020). First, the individual 

must present with a mental disorder and the definition of a mental disorder must be specific, 

utilizing the DSM-5 (American Psychiatric Association, 2013). Substance use disorders are not 
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explicitly included or excluded but fall under mental disorders via the DSM-5. Second, the 

clinician must deem the patient at risk of harm without involuntary intervention. In this case, 

harm is broadly defined to include bodily harm to self or others as well as the imminent risk of 

substantial mental or physical deterioration (Mental Health Act, 2022; Gray et al., 2016; Reid et 

al., 2020). This broader definition provides opportunities for care for individuals suffering from 

severe mental illness who may not be suicidal but are still living with reduced capacity and 

decline due to their illness. More considerations include assessing whether the individual needs 

treatment and whether they are capable of making informed treatment decisions. The director of 

the psychiatric unit consents to involuntary treatment with renewable conditional leaves similar 

to community treatment orders (Mental Health Act, 2022). The Supreme Court in BC clarified 

that the Mental Health Act should involuntarily detain only for treatment and nothing more 

(Gray et al., 2016). This can be interpreted as utilizing involuntary treatment to stabilize the 

patient before encouraging them to engage in outpatient or community treatment orders. 

Community treatment orders are associated with a decrease in hospitalizations and are 

considered less intrusive than other involuntary treatments (Hung et al., 2017; Müller et al., 

2024; Weiner et al., 2024). 

Trends 

The number of involuntary hospitalizations in BC is increasing. Josewski et al. (2024) 

reported an increase of involuntary hospitalizations of 65% for persons aged 15 years and older 

and an increase of 128% of involuntary hospitalizations from police apprehensions. Loyal et al. 

(2023) described similar trends, with an increase of 162% for children and youth between 2009 

and 2018 as well as an increase of 71% overall between 2006 and 2017, while voluntary 

hospitalizations increased by only 16%. This is consistent with results from Kolar et al. (2022) 
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who found an increase of 70% over 10 years. Low socioeconomic status, gender, and age have 

been correlated with involuntary hospitalizations (Lavergne et al., 2022; Loyal et al., 2023). Men 

are more likely to be admitted for substance use (62.9%) whereas women are more likely to be 

admitted for severe mental illness (56.3%). Between 2017 and 2018, mood disorders were most 

common in involuntary treatment (25.1%), schizophrenia diagnoses were next (22.3%), with 

substance use disorders in third (18.8%) (Loyal et al., 2023). Other influencing factors include 

structural limitations to providing voluntary services (such as the number of beds), the housing 

crisis, the opioid and fentanyl epidemic, and COVID-19 exacerbating mental health and 

substance use (Kolar et al., 2022; Loyal et al., 2023). Furthermore, emergency department visits 

and reliance related to mental health have been increasing with the lack of access to primary care 

practitioners, psychologists, and psychiatrists (Kolar et al., 2022; Lavergne et al., 2022; Loyal et 

al., 2023). 

Involuntary Treatment Efficacy: Bipolar and Schizophrenia 

 Vieta and Sanchez-Moreno (2008) found that involuntary treatment offered benefits for 

individuals with bipolar disorder and schizophrenia; however, there is a risk for negative, long-

term impacts. Immediate effects included stabilization, safety, and starting treatment. For 

example, individuals with bipolar disorder may require short-term involuntary treatment to get 

on the right medications and improve their psychosocial functioning. There is also a stigma 

around involuntary commitment. This stigma can be internalized by the patients, worsening their 

cognitive and emotional self-evaluations, and ultimately impeding their recovery (McLeod et al., 

2019; Xu et al., 2018). A survey of former involuntary treatment patients by Katsakou et al. 

(2011) found that many feared that the impact of their experience would have a permanent effect 

on their lives. To prevent this, clinicians need to provide psychoeducation on treatment options 
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as well as develop new targeted interventions to reduce the negative impacts of involuntary 

hospitalization (Xu et al., 2018). 

While many former patients retroactively acknowledged their need for help, they wished 

they had been given less invasive options than involuntary treatment. Two studies are especially 

important when discussing the efficacy of involuntary treatment. Hofmann et al. (2022) 

conducted a study in Switzerland that compared involuntary and voluntary treatments. They 

emphasized the importance of psychiatric hospitalization intervention in altering the trajectory of 

the mental illness and avoiding situations where the person is at severe risk. Hofmann et al. 

found that patients who were admitted involuntarily had similar improvements during treatment 

as those who were voluntarily admitted. However, they also found that patients who were 

involuntarily admitted experienced more coerced treatments such as seclusion, restraint, and 

forced medication. Hofmann et al. suggested this may be due to involuntary patients requiring 

more crisis interventions but is something to further research. There is also conflicting evidence 

on the readmission rates for patients who were involuntarily committed. Hofmann et al. claimed 

that readmission rates are reduced for patients who were involuntarily treated; however, results 

from Müller et al. (2024) and Hung et al. (2017) showed increased readmission rates. The 

increased readmission rates were most prominent for individuals with SUDs, psychotic 

symptoms, schizophrenia, and mania, especially when they were lacking social support. 

 The second study by Katsakou et al. (2011) surveyed former involuntary treatment 

patients on their opinion of the efficacy and necessity of their treatment. The results included 

three patient groups based on their experiences: positive experience, negative experience, and 

ambivalent. The positive group had high agreement that involuntary treatment was necessary to 

improve their social situation, retroactively acknowledging that they were unable to recognize 
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their need for help at the time. Many patients who had negative experiences reported feeling a 

loss of control of their lives, were treated against their will, and considered involuntary 

hospitalization as life-disrupting. This participant response suggested that disrupting aspects of 

the client’s life, including jobs, pets, and prior engagements, can be a source of anxiety, 

especially if they do not have family or friends for support. Katsakou et al. indicated it is likely 

that patients would perceive this as a social injustice and potentially be victims of the mental 

health system. This perception was also a universal worry for ambivalent patients. While those 

with negative experiences recognized they do need help, they would rather have less intrusive 

options and more time to try dealing with it on their own. The positive group shared similarities 

with the ambivalent group as well. Both groups felt the hospital was a safe place where they 

could recover. The difference was that ambivalent patients wished for shorter treatment times. 

Based on this study, clinicians need to be curious about what factor into these individuals’ 

experiences and how clinicians can make involuntary treatment a net positive experience for 

more people. 

 An Australian study by McLeod et al. (2019) considered one way in which involuntary 

treatment for severe mental illness (bipolar disorder, schizophrenia, major depressive disorder 

with psychotic symptoms) could have improved efficacy. They found that connecting patients in 

involuntary treatment with recovered peers can improve personal recovery. Peers who have 

recovered from involuntary treatment can challenge the self-stigma and stereotypes of current 

patients by modeling desired behaviors and providing a source of empathic connection. While 

there are limitations, such as having unmeasured factors influencing internalized stigma and no 

longitudinal data, McLeod et al.’s study offered a potential solution to improving the efficacy of 

involuntary treatment for individuals with severe mental illness. Another option mentioned by 
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Weiner et al. (2024) is increasing community-based interventions as an alternative to involuntary 

hospitalizations, with Kolar et al. (2022) suggesting advanced directives for individuals 

diagnosed with a severe mental health disorder such as schizophrenia or bipolar disorder. Such 

interventions are associated with a decrease in hospitalization rates, offering less intrusive 

options that promote autonomy. 

Involuntary Treatment Efficacy: Substance Use Disorders 

There were mixed and inconclusive results regarding the efficacy of involuntary 

treatment for severe SUDs. The most universal opinion was that the capacity to make informed 

decisions and substantial risk of harm (mental/physical deterioration) are the most important 

factors to analyze before looking to involuntary treatment (Andre et al., 2003; Cavaiola & Dolan, 

2015; Kelly et al., 2005; Weiner et al., 2024). According to the same studies, if someone is 

incapable of making treatment decisions due to severe impairment from substance use and they 

cannot see their health is deteriorating, it might be necessary to get them mandated treatment. 

Clinicians can use clinical interviews, an addiction severity index, and a readiness to change 

questionnaire to assess severity of the SUD and adapt their treatment respectively (Opsal et al., 

2019).  

Many physicians in California are in favour of involuntary treatment for SUDs despite 

the insufficient data and expressed need for more training (Komer et al., 1999; Weiner et al., 

2024). Some longitudinal studies indicated that individuals with SUDs who were involuntarily 

committed had better long-term effects such as increased likelihood to abstain from using 

substances at their 1-year follow-up and be employed at a 5-year follow-up compared to those 

who were admitted voluntarily (Cavaiola & Dolan, 2015; Kelly et al., 2005; Opsal et al., 2019). 

A longitudinal study of mandated and nonmandated SUD patients by Kelly et al. (2005) found 
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that while mandated patients had lower motivation to change at the beginning, they had similar 

levels of self-efficacy, coping skills, and satisfaction. This was supported by Opsal et al. (2019) 

who found involuntary patients had an increased readiness to seek help and were approaching 

similar motivation to voluntary patients by the end of treatment. These results contrasted with 

other studies claiming that involuntary treatment for SUDs can cause negative long-term effects, 

and that even those in voluntary treatment did not see significant improvements (Pilarinos et al., 

2019; Reid et al., 2020). This research suggested that increasing the availability of community 

support and other mental health care initiatives post-treatment may offer solutions for 

maintaining long-term recovery from SUDs after involuntary treatment.  

The purpose and desired length of involuntary treatment for individuals with SUDs also 

had conflicting conclusions. Opsal et al. (2019) viewed increasing the patient’s motivation to 

change as the primary purpose of involuntary treatment. This was in agreement with studies that 

indicated brief interventions to be an effective treatment approach for individuals with SUDs 

(Zweben & Piepmeier, 2020). Florida has a separate system (Marchman Act) specifically for 

substance abuse. The Marchman Act allows involuntary commitment for individuals to be 

assessed and stabilized (Cavaiola & Dolan, 2015). This helps the individual to get to a place 

where they are more capable of making decisions about treatment, promotes autonomy, and 

requires long-term treatment to undergo judicial review. On the other hand, some studies claimed 

involuntary care should be for treatment, not motivation, and that prolonged treatment may be 

more beneficial for those with SUDs due to the complexity of their coping mechanisms (Andre 

et al., 2003; Gray et al., 2016). Clinicians and policymakers can also look towards California for 

ways to improve. The legislation in California is lacking in resource provisions and policy clarity 

(Weiner et al., 2024). Despite amendments, there is not enough funding or institutional 
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engagement for involuntary treatment for SUDs to be effective. This lack of resources includes 

not enough beds, staff, or training for clinicians. Weiner et al. encouraged the use of less 

restrictive options before involuntary treatment such as community-based interventions. These 

are factors Canadians in BC need to consider when increasing the scope of the Mental Health 

Act. 

Important factors in satisfaction and treatment efficacy are the social and environmental 

influences on behaviour and cognition. Positive experiences during treatment improve the 

therapeutic relationship. Clinicians can also improve the efficacy of involuntary treatment by 

allowing the patient to engage with family, friends, and culture (e.g., clergy, pastors, etc.) 

(Cavaiola & Dolan, 2015). For individuals with SUDs especially, the social aspect of recovery is 

vital when trying to achieve complete abstinence. Including patients in treatment decisions and 

communicating why a particular treatment is being used increases the sense of autonomy for 

individuals involuntarily committed (Opsal et al., 2019). Clinicians can also increase autonomy 

by giving patients access to communal areas and occasionally leaving the ward with a staff 

member. Providing outpatient treatment options after discharge and encouraging regular 

attendance of 12-step programs (providing sources of social inclusion and spirituality) can 

increase the chances of recovery (Andre et al., 2003).  

Impact of Coercion: Internal Versus External Motivation 

People use substances for a purpose—often as a solution to a problem they are facing 

such as concurrent mental illnesses and trauma (Thornton et al., 2012). Thornton et al. discussed 

common substances (alcohol, tobacco, cannabis) as self-medication and as a coping strategy to 

treat an underlying mental health issue. For example, cannabis use was often used to relax and 

feel pleasure whereas alcohol helped with negative affect and loneliness. Intrinsic and internal 
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motivation to make healthy changes and work through negative feelings must be higher than the 

motivation to use the substance and does not come from external motivation or coercion 

(Pilarinos et al., 2019; Wild et al., 2006). Perceived coercion impacts levels of external and 

internal motivation. Wild et al. (2006) described three types of motivation: external, introjected, 

and identified. External motivation to engage in treatment is the result of being demanded or 

pressured into treatment. This correlated with higher levels of perceived coercion from legal 

mandates or family pressure. Introjected motivation arises with internal conflicts, such as guilt or 

anxiety, are driving the decision to change. Although these are internal conflicts, introjected 

motivation is ultimately a type of external motivation. Identified motivation is internal, 

developing from personally identifying with the goals of treatment and wanting to get help. Wild 

et al. observed that these individuals tend to be more ready to change, are usually self-referrals, 

and experience low levels of perceived coercion. This is one reason why involuntary treatment 

may not be the best avenue for SUD patients as higher coercion reduces the identified, internal 

motivation that allows for goal-directed improvement and self-efficacy. 

Motivational interviewing strategies are a key step in deciding who is ready to engage in 

treatment (Opsal et al., 2019). Motivational interviewing can be used in involuntary treatment as 

a tool to respect autonomy while addressing a patient’s ambivalence and to “resolve 

discrepancies between their substance use and personal priorities, values, and goals” (Zweben & 

Piepmeier, 2020, p. 70). Assessing a person’s readiness to change can indicate whether 

involuntary treatment will be effective for them. Zweben and Piepmeier claimed that high levels 

of readiness to change correlate with the benefit of treatment. On the other hand, Opsal et al., 

(2019) found no relationship with treatment outcomes. Motivational interviewing applied in the 

context of involuntary treatment can help build rapport between clinician and patient, allowing 
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for a more positive therapeutic relationship (Zweben & Piepmeier, 2020). The strong therapeutic 

relationship helps to facilitate an increase in the client’s intrinsic, identified motivation by 

providing a safe space to restore connection with their values and realistic goals. 

Studies have found that low internalized motivation resulted in the lowest treatment 

response (Wild et al., 2006). Thus, involuntary treatment provides an external motivation that 

may not be as beneficial as if the individual had sought help themselves. The reasons for seeking 

help are more influential in treatment engagement than coercive measures. According to Wild et 

al., the patient must identify with treatment goals and decide for themselves to seek help. 

However, the emotional and cognitive perceptions of coercion are also influential in determining 

the negative impact of involuntary treatment (Xu et al., 2018). These studies are in contrast to 

policies that promote external motivation for individuals with SUDs. Florida has drug courts that 

provide motivation to enter substance abuse treatment as an alternative to being incarcerated 

(Cavaiola & Dolan, 2016). The external motivation to not be in prison is enough for the 

individual to comply. Florida also gives family members the ability to petition someone to enter 

treatment through court proceedings, more external motivation. One could argue that this should 

be left to mental health practitioners as social and environmental contexts, including family, can 

significantly impact an individual’s cognition, behaviour, and substance use (Kelly et al., 2005). 

This research suggests that these policies weigh families and communities against what the 

addicted person wants or is ready for.  

Autonomy and Treatment Efficacy 

 Mental illness fundamentally interferes with a person’s capacity for autonomy. Bergamin 

et al. (2022) considered autonomy to be the combination of an individual’s competence and 

authenticity and uses SUDs and schizophrenia to demonstrate how mental illness impacts 
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autonomy. Competence is a person’s ability to develop goals and act on them effectively. 

Authenticity is when a person’s motivations and actions stem from their own values, desires, 

commitments, and beliefs. Bergamin et al. stated that a person suffering with a SUD is directed 

by overwhelming desires, acting on habitual behaviours rather than goal-oriented behaviours. 

This leads to an inauthentic motivational state where the individual loses touch with personal 

values and stops setting goals due to a lack of self-belief. Compulsive behaviours undermine 

autonomy by causing behaviours that may not align with previous goals, such as wanting to stop 

using the substance but not being able to follow through. Bergamin et al. expanded this concept 

to a person with schizophrenia where the loss of autonomy is more nuanced. The presence of 

delusions and hallucinations causes fear and disconnect from an individual’s environment, 

leading to an inability to engage in daily activities. An artificial and temporary increase of 

autonomy through grandiose ideas about themselves is also possible, however, after a psychosis 

an individual’s sense of reality is altered. This often creates a feeling of distance from behaviours 

and ideas during psychosis. An individual with schizophrenia may also experience cognitive 

impairment, such as issues with planning and organization, diminishing their decision-making 

capacity – important criterion of involuntary treatment (Mental Health Act, 2022). Taking into 

account how the mental illness itself takes away an individual’s autonomy provides an 

alternative view to the purpose of involuntary treatment, potentially making it more effective – to 

improve a patient’s autonomy by restoring their authenticity and strengthening their competence 

(Bergamin et al., 2022). This is in line with other studies that sought ways to increase autonomy 

in involuntary treatments as well as utilize involuntary treatments to get the patient to a place 

where they are able to exercise true autonomy, such as getting them off substances (Cavaiola & 

Dolan, 2015; Vieta & Sanchez-Moreno, 2008; Weiner et al., 2024; Xu et al., 2018). These 
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studies also indicated that SUDs or other mental illnesses impair one’s capacity to make 

decisions  

A positive perception of autonomy provides clients with better experiences of involuntary 

treatment and plays a crucial role in the long-term success of such programs. This is especially 

key in treating substance use disorders and severe addictions as the sense of autonomy is 

important for patient compliance and treatment efficacy (Komer et al., 1999; Reid et al., 2020). 

A study by Katsakou et al. (2011) surveyed former involuntary treatment patients. A majority of 

participants (92%) felt they had no control over other treatment alternatives or voluntary 

hospitalization. These results suggested that loss of autonomy, a fundamental need, should be 

taken seriously and clinicians should make sure they are communicating the options for 

treatment. One participant was not even told why they had to go to involuntary treatment, 

begging the question of how physicians are deciding which patient needs involuntary or if they 

are providing alternatives when feasible. Encouraging ways in which people with mental illness 

can feel empowered and competent could be a key factor in making involuntary treatment a more 

positive experience. This can be done by facilitating autonomy, a sense of control, mastery, and 

confidence going forward in their recovery (Xu et al., 2018). 

The presence of autonomy can act as a protective factor and reduce the negative effects 

of coercion, which can undermine the therapeutic relationship through a lack of trust (Burn et al., 

2019; Opsal et al., 2019). The first experience with the mental health care system can set the tone 

for the healing journey by either causing the client to view the experience as negative and 

unnecessary or positive and empowering. Burn et al. (2019) conducted a study to evaluate 

whether an intervention they developed can aid in ensuring positive experiences and improved 

autonomy during involuntary treatment. The intervention was a 30–60-minute session with the 
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clinician and patient during the first week of involuntary treatment, with the goal of increasing 

choice for the patient. In this session, the clinician outlined what the patient has control over on 

the ward, discussed patient preferences and concerns, negotiated where they could, and 

summarised these decisions in an action plan. Burn et al. observed that this intervention allowed 

the patient to have more choice in their treatment and promotes autonomy, something taken 

away by involuntary treatment. It also held the clinician accountable to provide better care by 

following through on the action plan. This improves the therapeutic relationship by facilitating 

trust and communication, ultimately helping outcomes and overall experience (Reid et al., 2020). 

Cultural and Social Identities 

Initial experiences with the mental health system set a tone for the client’s treatment and 

can be influenced by social factors and culture. A study found that Hispanics and non-Hispanics 

in the U.S. have a decreased prevalence of mood and anxiety disorders, but these disorders 

persist longer (Nakash & Saguy, 2015). This persistence is likely due to not seeking help due to 

mistrust and stigma – though this stigma can also be applied to different mental health 

conditions, not just race. The therapeutic relationship can be influenced by previous cultural, 

ethnic, and social interactions. Nakash and Saguy explained that these interactions shape the 

course of treatment and the client outcomes, potentially contributing to negative experiences 

which make it easier for ruptures to form in the therapeutic alliance. If the person does not feel 

respected and understood, or if there is a miscommunication due to cultural differences, they 

likely will not want to go forward with that care. Implicit bias from clinicians may interfere with 

these social interactions. Nakash and Saguy also mentioned that a client’s accounts of the quality 

of the therapeutic alliance does not differ by ethnicity – conflicting with some of their previous 
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statements. They concluded that structured diagnostic assessments can reduce bias and increase 

the reliability of the diagnostic process.  

Social aspects such as low socioeconomic status, isolation, homelessness, and age 

contribute as risk factors for involuntary treatment (Hofmann et al., 2022; Hung et al., 2017; 

Müller et al., 2024; Nakash & Saguy, 2015). When an individual lacks economic resources, 

social support, and/or security (such as reliable housing or job), it affects their mental health, and 

many individuals get stuck in the “revolving door phenomenon” of recurrent admission and 

discharge. Multi-faceted community-based treatments have the potential to fill in these lacking 

areas. Improving access to psychosocial support programs such as housing initiatives and 

involving case management can reduce readmission and hospitalization rates (Hung et al., 2017; 

Müller et al., 2024). Milaney et al. (2021) suggested Housing First models to address 

homelessness and the increased substance abuse risk for that population. Housing First models 

provide stable housing, emphasize autonomy and self-determination, have a harm-reduction 

approach to recovery, provide individualized treatment plans, and offer support when integrating 

into the community. This model helps reduce barriers to care for individuals struggling with 

homelessness and addictions. However, the authors acknowledged that there are also barriers to 

this model, such as limited capacity and costs.  

Barriers 

 Current barriers to mental health treatment must be considered by policymakers and 

clinicians when expanding the Mental Health Act in BC to explicitly include those with severe 

addictions and SUDs. The current system of voluntary treatment for mental health and substance 

use lacks resources such as a limited budget, availability of beds, training enough staff, and 

offering enough protected time for each patient’s recovery (Burn et al., 2019; Pilarinos et al., 
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2019; Reid et al., 2020). This brings forward the question: if people who voluntarily seek 

treatment report many barriers to accessing proper and evidence-based treatment, how can 

clinicians ensure involuntary treatment provides robust and effective care? Pilarinos et al. (2019) 

proposed more effort should be put into same-day treatment and integration of services in 

primary care facilities. They also emphasized on the need for trauma-informed care, evidence-

based treatments, and expanding access to opioid agonist treatments. Providing more protected 

time with each patient encourages collaboration between the clinician and the patient. This extra 

time spent with the patient can help clarify the patient’s goals, what the patient needs, and 

ultimately make informed decisions on what is best for each individual (Burn et al., 2019).  

Guidelines and Communication 

Policymakers and clinicians then need to analyze whether there are enough guidelines for 

clinicians and psychiatrists to make informed and ethical decisions about involuntary treatment 

(Reid et al., 2020). Analysis by Reid et al. suggested that guidelines indicating admission 

thresholds for substance use disorders would aid in ensuring that involuntary treatment is only 

used with the right candidates and provides an opportunity to work with the individual for a 

longer period to offer them alternatives. Studies offered retrospective insights from former 

involuntary treatment patients where some considered it an unnecessary disruption of their lives 

or wished they had been offered less intrusive treatment options like community-based care 

(Katsakou et al., 2011; Weiner et al., 2024). Moreover, these guidelines should involve proper 

medical education, further research, community advocacy, and adequate resources (funding, 

beds). Communication is also a barrier to effective involuntary treatments. Some individuals may 

not speak or understand English well. Others may not understand the criteria used to determine 

involuntary treatment for SUDs and avoid seeking help for fear of being involuntarily 
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committed. Clinicians need to develop strategies to communicate treatment services to people 

with SUDs across cultures (Burn et al., 2019; Pilarinos et al., 2019).  

Stigma 

The stigma around mental illness, inpatient treatment, and stereotypes from clinicians are 

barriers that can cause undue stress for those who have been involuntarily committed. For 

example, a study by Xu et al. (2018) found that patients in involuntary treatment were more 

likely to devalue themselves. As a result, they may experience heightened shame, 

embarrassment, and feelings of being a failure. Higher levels of stigma, stress, shame, and self-

contempt from involuntary care impact an individual long term. They are often associated with 

less empowerment one year after treatment, causing further marginalization of a group that is 

already marginalized (Reid et al., 2020; Xu et al., 2018). This stigma can manifest as negative 

self-evaluations such as believing personal recovery is not possible, decreased self-esteem, and 

loss of self-respect, ultimately leading to worse recovery (Bergamin et al., 2022; McLeod et al., 

2019). These are barriers that need to be addressed to improve efficacy and understanding 

around the purpose of involuntary treatment. 

There is also stigma around individuals with severe addiction and SUDs. Health Canada 

(2018) described three types of common stigmas for individuals suffering from SUDs: self-

stigma, social stigma, and structural stigma. Self-stigma is the internalization and application of 

negative messages about people who use substances leading to shame, hiding drug use, and using 

drugs alone which can be dangerous. Applying these negative stereotypes to themselves can 

prevent them from accessing care and lead to further harm. Social stigma is the negative attitudes 

and labels toward substance users, including emotional reactions such as fear, anger, pity, and 

desire for social distance (Health Canada, 2018; Yang et al., 2017). A study by Yang et al. 
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(2017) considered surveys in many countries and found that drug users are more likely to be 

perceived as more dangerous, unpredictable, and immoral than any other mental health disorder 

including schizophrenia, depression, eating disorders, and dementia. Individuals with SUDs are 

also considered to have very little to no ability to make treatment decisions compared to those 

with schizophrenia or depression and were considered to have more blame for their disorder (59-

67%). These results are part of the social stigma that Health Canada (2018) described. Structural 

stigma contributes to reduced access and quality of care such as policies from some health and 

social services that provide care only when the individual’s drug use is better managed. It also 

contributes to discrimination with a high percentage of respondents in a survey in favour of 

coerced treatment such as involuntary hospitalization (95.5%), legal means to force a visit to a 

doctor (67.3%), and social restrictions such as limiting job opportunities or revoking a driver’s 

license (Yang et al., 2017). The social restrictions are in opposition to what the goal of treatment 

should be; to increase their autonomy and capacity to make informed decisions. These stigmas 

and stereotypes create a barrier to treatment, causing fear of judgment, lower quality care, and 

fear of involuntary commitment (Health Canada, 2018; Reid et al., 2020; Yang et al., 2017). 

Ethics 

Mental health clinicians, including psychiatrists, psychologists, and counsellors, must 

utilize the Canadian Psychological Association’s (CPA) Code of Ethics and the BC Association 

of Clinical Counsellors’ (BCACC, 2014) Code of Ethical Conduct to help inform the ethical 

dilemma of involuntary treatment. In both Codes, informed consent is a key aspect of the mental 

health profession that must be taken seriously before enforcing involuntary treatment on those 

who are suffering from severe mental illness. An exception to informed consent is if there is a 

dire need for treatment and the individual does not have the capacity to provide informed consent 
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– this is usually the case for involuntary treatment. Someone without the capacity for informed 

consent may be a severely depressed and suicidal individual or someone experiencing psychosis 

and is detached from their environment and reality. In this case, it may be reasonable to assume 

that had the individual been in a better mindset with the capacity to consent to treatment, they 

would (Sjöstrand et al., 2015). 

The CPA’s (2017) Code of Ethics and BCACC’s (2014) Code of Ethical Conduct push 

for informing the patient of treatment purpose and evaluation must be done even in cases where 

they cannot provide informed consent. It is important to provide a sense of autonomy and choice 

regarding involuntary treatment where patients don’t have much choice. The clinician should 

also be providing and explaining other options before involuntary treatment to prevent 

incomplete disclosure and ensure the least restrictive care is utilized (CPA, 2017). If this 

explanation is lacking, before or during involuntary treatment, it can cause conflict, emotional 

distress, and hinder the formation of the therapeutic relationships, especially with minorities 

(Faissner & Braun, 2023).  

Action to ensure there are enough trained professionals who are capable of working with 

clients who have severe mental illness or SUDs is necessary to maximize the benefits and 

minimize the harms associated with involuntary treatment (BCACC, 2014). This is where risk-

benefit analysis comes in – determining whether involuntary treatment would cause more harm 

to the individual than if they were to be released (BCACC, 2014; CPA, 2017). This risk-benefit 

analysis suggests that avoiding harm may mean involuntarily committing someone who is 

severely ill. Assessing on an individual basis and completing forms accurately ensures the 

clinician maintains ethical standards. Errors made in the forms justifying the use of the Mental 

Health Act are not acceptable and is a source of ethical failure in maintaining appropriate records 
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(BCACC, 2014). Taking note of severe mental or physical deterioration or impairment indicates 

the individual may be incapable of consent and not suitable for voluntary admission (Pasyk et al., 

2019). A common error on these forms is indication of previous mental health problems and 

previous improvement with treatment. Pasyk et al. noted that this is important because if there 

was previous improvement with treatment and the individual is refusing treatment then it can be 

concluded they will likely improve with treatment again. 

Autonomy 

 The principle of autonomy can be an ethical argument against the use of involuntary 

treatment for individuals with severe mental illness and substance use disorders. Many authors 

argue that although involuntary treatment violates the autonomy of the individual, there are 

important nuances where the ethical principle of autonomy may not hold. The first is if there is a 

risk of harm to the individual or others (Bloch & Green, 2021; Newton-Howes, 2010). While 

there is evidence that people who are mentally ill do not often harm others, they are potentially 

harming themselves. Bloch and Green (2021) considered the clinical features of mental illness 

(used as a reason for involuntary treatment) such as a severe and pervasive depressed mood, 

disabling thought disorder, or psychotic experiences that are causing harm to the individual and 

thus involuntary treatment can be ethically justified. The temporary loss of autonomy is justified 

because the goal is to get the patient to a better place where they can heal and move forward 

long-term with help keeping up with treatments and medications (Newton-Howes, 2019; Steinert 

et al., 2005). A patient’s altered state of mind resulting from their mental illness provides a 

rationale for the use of involuntary treatment. For example, psychotic delusions or grandiose 

self-beliefs prevent individuals from realizing they need help. These distortions from mental 

illness can be considered as an inauthentic representation of their true beliefs and clinicians can 
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act on presumed will (Bergamin et al., 2022; Newton-Howes, 2019; Sjöstrand et al., 2015). For 

example, if there is reason to believe that in the right capacity, a patient would accept treatment, 

involuntary treatment can protect the person from serious harm. In this case, it is the least 

restrictive option as it is a step to restore their autonomy. 

In a qualitative study by Sjöstrand et al. (2015), a clinician made a case for temporarily 

reducing a patient’s autonomy – “sometimes when you make decisions about involuntary 

treatment, at the end of the day it’s about restoring the patient’s autonomy” (p. 5). Thus, in many 

cases, involuntary treatment is provided to restore the autonomy of the patient and their ability to 

make decisions in their best interest. In another qualitative study, Katsakou et al. (2011) 

interviewed former patients who were involuntarily hospitalized. They found that 92% of 

participants felt they had no option for alternative treatments or voluntary hospitalization. This 

resulted in feelings of being out of control and loss of autonomy. There were many former 

patients who retroactively understood the situation had a positive impact and that they needed the 

involuntary admission but were unable to recognize this at the time. Of those who viewed the 

experience as negative, 89% believed they had needed help from services but viewed involuntary 

treatment as intense, coercive, and feared their experience would leave permanent effects on 

their lives. These mixed reactions after the fact highlighted the importance of using involuntary 

treatment as one of the last options, suggesting that more emphasis should be put on trying to 

find less intrusive options and educating the patient on each of the options so they can provide 

informed consent to the best of their capabilities.  

 Determination of a patient’s capacity to give informed consent must be considered before 

moving forward. If a patient needs medication to get well or if they need extra assistance, it 

should ultimately be up to the patient if they have the capacity to make informed decisions and 
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they are not in immediate danger of suicide or hurting others (Newton-Howes, 2010, 2019). In 

BC, informed consent is not required for the use of the Mental Health Act but rather deemed 

consent, the legal provision where consent is implied by law not the patient (Vigo et al., 2019). 

This raises ethical concerns regarding patient autonomy as with deemed consent clinicians can 

make mental health treatment decisions unilaterally. Vigo et al. observed that policymakers and 

clinicians also need to have important conversations about the expansion of involuntary 

treatment in BC and how clinicians are making decisions about a patient’s capacity to give 

informed consent. To ensure autonomy and rights for a patient, transparent decision-making 

processes are necessary. Involving the patient, peer advocates, family members, and care teams 

can help ensure this transparency. Moreover, if a patient lacks social support during this time, it 

is more likely that they are put into involuntary treatment as there may not be family members 

involved in the process (Sjöstrand et al., 2015; Vigo et al., 2019). The addition of an independent 

rights advocate for involuntary treatment patients has mixed reviews from clinicians. A study by 

Cheung et al. (2021) reported that some clinicians recognize the benefits for patients while others 

believe rights information is within their scope of practice and it would cause more 

administrative paperwork. Cheung et al. explained that consideration of this addition may be 

beneficial for patients who might not necessarily meet the requirements for involuntary 

hospitalization. On the other hand, it may result in fewer patients getting the care they need if 

there are errors in the forms. This suggests that more protected time with the patient and specific 

training for the rights advocate is needed, both of which are current barriers to ethical and 

effective involuntary (Reid et al., 2020). 
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Coercion in Mental Health Settings 

Newton-Howes (2010) defined coercion as a subjective state, within a patient, that is 

impacted by their situation, previous experiences, and interactions with others in their 

environment. Although involuntary admission to psychiatric wards and community treatment 

orders (CTOs) are forms of coerced care, individual patients will experience coercion differently 

depending on various aspects. These can include social location, previous experiences, who is 

claiming they need help, and how clinicians approach the topic of treatment. Newton-Howes 

observed that that qualitative studies have demonstrated that even if a treatment is technically 

coercive, the patient can perceive having more autonomy by having clinicians ensure the patient 

is heard, understands treatment, and knows what is going to happen – ultimately leading to a 

more beneficial experience. This study indicated that proper training can contribute to a less 

coercive experience. Mill’s harm principle provides justification for some coercion if it is 

preventing harm to others by involuntarily treating an individual, with Kant furthering this view 

to mental health as long as it is presumed to be beneficial for the patient and society (Faissner & 

Braun, 2024; Newton-Howes, 2010). What is interesting is that coercion is associated more with 

mental health and psychiatric interventions whereas in other healthcare fields, there is a form to 

fill out saying the patient is leaving against medical advice if they do not want the treatment they 

need (Newton-Howes, 2010). There are nuances between mental health care and other health 

care that cause this distinction including the mental illness or SUD impairing the person’s 

capacity for competency, an important part of autonomy (Bergamin et al., 2022). With this view, 

one can see how involuntary treatment could be a way to improve a patient’s autonomy when 

they are suffering from mental illness rather than making an unethical decision. 
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However, the use of coercion in mental health settings can also cause harm to the 

individual (Faissner & Braun, 2024; Newton-Howes, 2019; Sjöstrand et al., 2015; Vigo et al., 

2019). Harm can come from the stigma around involuntary care and being involuntarily 

committed, leaving lasting effects on an already vulnerable individual due to the loss of 

autonomy and self-determination. Being coerced into involuntary care can also appear 

threatening to certain individuals, serve as a deterrent for seeking help, and even cause trauma 

(Newton-Howes, 2019; Vigo et al., 2019). A supportive environment that allows the patient to 

have some autonomy is vital to ensure the patient does not develop additional trauma. Moreover, 

coercion can prevent the formation of a therapeutic alliance which serves as a valuable 

component in mental health treatment (Faissner & Braun, 2024; Müller et al., 2024; Sjöstrand et 

al., 2015). Disrespect from clinicians increases feelings of coercion and poor experiences with 

the mental health system can cause further loss of trust. Thus, the use of coercion in mental 

health evokes the ethical principles of beneficence, nonmaleficence, patient autonomy, and care 

versus no care (CPA, 2017). 

Culture, Stigma, and Bias 

 The culture of clinicians and patients can influence assessment and outcomes for those 

utilizing the Mental Health Act. Cultural background and past experiences of racism can cause 

increased experiences of coercion in mental health care (Faissner & Braun, 2024; Newton-

Howes, 2010). Studies have shown that Nordic countries are eight times more likely to 

experience coercion than the U.S., highlighting how culture can influence the perception of care 

and what is ethical (Newton-Howes, 2010).  

 Faissner and Braun (2024) provided one view of mental health care. They claimed that 

racism is embedded into mental health care, with anti-black racism pervasive in German 
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healthcare. Racism and stereotypes can cause bias for some physicians and self-awareness is 

important for counsellors and physicians to address their bias, especially when making decisions 

about involuntary treatment. Requiring more than one assessment would be a way to reduce 

these biases. A fictional case study based on the authors’ experiences described a black man with 

severe psychosis, involuntarily treated in a psychiatric ward to illustrate the pervasiveness of 

systemic racism. The criterion used to assess whether to use involuntary care with a patient was 

applied to this case. Faissner and Braun concluded that negative descriptions of this patient from 

nurses and clinicians were due to gendered racial stereotypes, but these negative descriptions 

may have been due to stigma around his diagnosis as more stigma is associated with more severe 

mental illness such as psychosis (Reid et al., 2020; Xu et al., 2018). 

Faissner and Braun (2024) explained that instead of restraining a person of colour who is 

violent, nurses and clinicians should realize that being restrained may cause the person more 

distress, and to let him go. While being restrained may cause him distress and less intrusive 

options should be considered in other cases, the safety for others must be considered. Utilizing 

findings from other studies, his distress may be due to high levels of shame, feelings of failure, 

or self-stigma (Health Canada, 2018; Reid et al., 2020; Xu et al., 2018). Faissner and Braun 

(2024) failed to provide references for some claims and drew conclusions that conflicted with 

other articles. For example, Faissner and Braun claimed physicians might underestimate the 

impact of coercion on black patients but an article by Newton-Howes (2010) stated that black 

and ethnic minorities is a protective factor mental health care. Faissner and Braun (2024) also 

claimed that clinicians should uphold justice and not compound justice. However, per the CPA’s 

(2017) Code of Ethics, counsellors and psychologists have a responsibility to society and to 

ensure clients have natural justice (fairness, impartiality, reasonableness, due process, equitable 
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treatment). The authors’ suggestion of additional cultural sensitivity in involuntary treatment is 

very relevant and should be taken into account during policymaking, the decision-making 

process, as well as throughout care – including utilization of the cultural formulation interview in 

the DSM-5 (American Psychiatric Association, 2013).  

There were conflicting reports on the impact of race and gender on the quality of care, 

coercion, and views of involuntary treatment. Steinert et al. (2005) found gender to be a predictor 

of positive views on involuntary care with female support being higher. There have also been 

results indicating elderly Black and ethnic minorities have a greater risk of coercion in England 

and that racism against Black minorities is high in Germany’s healthcare (Faissner & Braun, 

2024; Newton-Howes, 2010). However, in New Zealand and the U.S., identifying as a Black and 

ethnic minority is a protective factor (Newton-Howes, 2010). The attitude and bias of clinicians 

influences patient care and how the care is received. Bias formed about a particular race may 

cause misdiagnosis and is unethical especially when conducting an assessment on competency 

(Faissner & Braun, 2024). Stereotypes of certain mental health conditions can also cause 

mistreatment. An individual suffering from psychosis also has the stereotype of being dangerous. 

This suggests that proper training to reduce bias and stigma should be required to improve 

experiences of involuntary treatment for all patients.  

In BC, this cultural component is especially relevant to the Indigenous populations. 

Taking care to understand communities and providing access to traditional healing is an 

integrative approach to involuntary treatment where they are not completely isolated from their 

traditions (Vigo et al., 2019). To prevent coercion of Indigenous and ethnic minorities, 

involuntary treatment must utilize these traditional aspects to make it an effaceable and viable 

option for all individuals, especially with voluntary care lacking resources. 
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Least Restrictive Argument 

 Involuntary treatment should be considered after other autonomy-focused, less-restrictive 

options have been explored. For example, in cases where there is risk of imminent harm or the 

mental illness is causing severe debilitation, involuntary treatments may become the least 

restrictive option (Vigo et al., 2019). These cases can be considered least restrictive because they 

help stabilize the person while renewing their capacity to consent and their autonomy (Sjöstrand 

et al., 2015).  

Community treatment orders (CTOs) have been increasingly enacted in many 

jurisdictions following the widespread deinstitutionalization of mental health care transitioning 

to more community-oriented, progressive approaches (Newton-Howes, 2010, 2019). Ultimately, 

CTOs are intended to increase a sense of autonomy in opposition to being held in a psychiatric 

ward. CTOs give the patient freedom to go where they want, to see family and friends, and the 

patient does not have to disrupt their life while obtaining treatment – an issue that former patients 

had with the involuntary treatment (Katsakou et al., 2011; Newton-Howes, 2019). However, the 

ethics around CTOs can be unclear due to not having the same policies or regulations as in-

patient care. CTOs appear to allow for more patient autonomy yet may not facilitate the right 

atmosphere or safe environment that being in a hospital can provide (Newton-Howes, 2019; 

Sjöstrand et al., 2015). Bringing this into the context of BC, before enacting policies there should 

be a discussion about improving access to and ensuring that adequate training and resources are 

available for involuntary hospitalization and CTOs (Reid et al., 2020). Newton-Howes (2010) 

found that although there is limited evidence of CTOs effectiveness, these programs are 

increasing. The authors suggested that by increasing staff, providing more training to clinicians, 

and reducing the perception of coercion by including the patient in decisions, CTOs and 
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involuntary treatment can be more effective and ethical. Involuntary treatment has an important 

place in society and optimising it for patients includes ensuring it is the least restrictive option. 

Safety for Society 

 Amongst various clinicians and people with mentally ill family members there was a 

relatively high agreement that certain instances of coercive treatments are ultimately in the best 

interest of society and the patient (Newton-Howes, 2010, 2019; Sjöstrand et al., 2015; Steinert et 

al., 2005). When a severely mentally ill patient is caught in a cycle of revolving door admissions, 

there is a responsibility to society to provide them with involuntary treatment (CPA, 2017; 

Newton-Howes, 2019). Getting these people into treatment can help them escape this distressing 

and hopeless cycle and re-integrate into society in a healthy way. While this approach seems 

ethically sound it is important to consider how clinicians are making the decision on what is for 

the patient’s own good and whether they are consulting other clinicians or family members. This 

ensures that the risk-benefit analysis is taking place, and that they are getting assent from the 

patient (CPA, 2017; Newton-Howes, 2010). 

Clinician Views 

 The acceptance of involuntary or coerced treatments varies between clinicians. Some of 

these treatments are involuntary admission and CTOs. Social workers and psychologists were 

found to view involuntary treatments less positively than psychiatrists (Newton-Howes, 2019; 

Steinert et al., 2005). This demonstrates how differences in training lead to differences in 

potential bias and understanding of treatment efficacy. Some clinicians asserted that protecting 

patients under the principle of beneficence and pursuing their best interests is just as important as 

respecting their autonomy if not of higher importance (Sjöstrand et al., 2015; Vigo et al., 2019). 

Authors argued that providing safeguards and adhering to the ethical frameworks proposed by 



ETHICS AND EFFICACY OF INVOLUNTARY TREATMENT 48 

regulatory bodies (CPA, BCACC, etc.) is enough to ensure an individual’s rights are respected 

while providing them with the help they require. For example, in their review of the Mental 

Health Act in BC, Vigo et al. (2019) proposed the right to appeal an involuntary treatment 

decision and a provision of legal representation to inform the patient of their rights. They also 

suggested ensuring there is collaboration between clinicians to reduce bias and to respect 

individual autonomy while also pursuing their best interests. 

 An important point brought up by Newton-Howes (2019) was that although there is 

conflicting evidence of the effectiveness of involuntary treatments and community treatment 

orders, they are on the rise and unlikely to be abolished. Clinicians then must consider how can 

we make these treatments more positive, ethically sound, and effective. Newton-Howes proposed 

three ways to do this. First is indicating the specific diagnosis that the CTO or involuntary 

treatment is addressing. This provides direction for the treating clinician to use evidence-based 

practices and treatments for the disorder. The second is to foster an environment of collaboration 

among clinicians. This ensures that involuntary treatment is provided to the right person and 

reduces the risk of mistakes in assessment. Last, there needs to be a thorough assessment of 

decision-making capacity. A clinician needs to strive for the least restrictive option and if the 

patient does indeed have the capacity to make informed decisions, they need to be allowed to 

assert their autonomy and make the decision for themselves.  

Limitations 

An area lacking substantial research is the efficacy of involuntary treatment for bipolar 

disorder and schizophrenia. Articles were sparse. A gap in knowledge around involuntary 

treatment is the cultural component. The articles I found were biased and did not always cite 

sources of fact. There were many studies about counselling treatments in general. However, for 
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involuntary treatment there was a lack of properly done, fully cited, unbiased research on the 

effect of culture and social identities on the efficacy of involuntary treatment. This is an area that 

needs more research. 

Future Directions 

 Due to the lack of consensus in the efficacy of involuntary treatment for substance use 

disorders, we need to consider two factors when implementing policies in BC. First, what are the 

differences between studies that found involuntary treatment to be a success compared to those 

that did not? Second, how can barriers to effective care be minimized? Involuntary treatment 

needs to increase patient autonomy throughout treatment, communicate alternate options, involve 

them in their treatment (decrease coercion), and use an integrative approach (cultural 

component). Integrating traditional healing practices into their care helps to reduce isolation 

from their sense of self. Ethically, an integrative approach is necessary to treat mental health 

across cultures. This will be discussed more in Chapter 3.  

Conclusion 

Overall, there has been a shift towards more involuntary treatment interventions in 

Canada and throughout many other countries despite the inconclusive results on their efficacy. 

While there is some evidence on the efficacy of involuntary treatments for stabilizing patients 

with severe mental illness, there were few articles that formed the consensus that it is effective 

for patients suffering from substance use disorders. For individuals suffering from SUDs some 

studies indicated that involuntary treatment produces better long-term results than voluntary 

(better abstinence), while others claimed the negative long-term harms (decreased self-esteem, 

worse recovery) do not ameliorate the short-term benefits (safety, stabilization). The impact of 

coercion on motivation and treatment success was consistent – internal motivation and low 
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perceived coercion were more effective than external motivation and high perceived coercion 

when it comes to SUDs. It negatively impacts the therapeutic relationship, hinders autonomy, 

and serves as a barrier to effective treatment. Increasing the sense of autonomy though initiatives 

such as collaboration with the patient and reducing stigmas help to mitigate the negative impacts 

of coercion.  

While involuntary treatment takes away autonomy from the individual, there are ways to 

increase the perception of autonomy. Involving the individual in the development of a treatment 

plan and their goals provide the patient with the opportunity for choice. Identifying areas the 

individual has control over such as the freedoms they may have on the psychiatric ward, give the 

individual some autonomy during treatment. When there are cultural components such as first 

nations people, bringing in their traditions and health practices will benefit their autonomy and 

allow for more personalized treatment. 

Although there were inconclusive results on the efficacy of involuntary treatment, many 

clinicians were in favour of their use. When implementing new policies, we must consider how 

to minimize the barriers to care, including limited budget, availability of beds, enough staff, 

proper training, and protected time for each patient. Moreover, stigma contributes to reduced 

access, worse recovery, and discrimination – clinicians must acknowledge this impact and work 

to reduce stigma. Research is lacking evidence-based initiative on reducing the stigma around 

involuntary treatment. 

An ethical argument for involuntary treatment is respecting the principle of beneficence – 

pursuing their best interests is just as important as respecting their autonomy. Autonomy is 

important for recovery and taking it away through involuntary treatment measures can cause 

harm. However, mental illness acts in ways that reduce an individual’s autonomy by decreasing 
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their competency and authenticity to their values. Adhering to ethical frameworks can help 

ensure the patient is getting the help they need while also respecting their rights. With the rise of 

involuntary treatments and community treatment orders, clinicians need to consider how to make 

them more effective and ethically sound rather than trying to abolish them. The least restrictive 

argument ensures that other treatment options are considered before concluding that involuntary 

treatment is necessary. 
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Chapter 3: Discussion and Applied Practices 

 The research on involuntary treatment is mixed; often, studies had no definitive results on 

whether involuntary treatment is effective. In the case of substance use disorders, involuntary 

treatment can be as effective as voluntary treatment but there are many ethical caveats that 

reduce efficacy and highlight human rights issues (Kelly et al., 2005; Opsal et al., 2019). There 

are also ways clinicians can make involuntary treatment more effective. These directions involve 

increasing autonomy before, during, and after treatment, decreasing coercion, and minimizing 

the stigma around involuntary treatment. This chapter will begin with a discussion to answer the 

research questions posed in Chapter 1. Next, there will be an applied practices section where a 

form to assist in the decision of involuntary treatment will be introduced as well as 

recommendations and reflections on personal learning. 

Discussion 

 In the discussion each research question will be addressed in its own section. I will begin 

with the efficacy of involuntary treatment for severe mental health disorders, followed by the 

efficacy of involuntary treatment for substance use disorders. The next section will answer 

whether involuntary treatment is ethical. I will end with a discussion on the factors that 

contribute to the success and failure of involuntary treatment. 

Is Involuntary Treatment Effective for Severe Mental Health Disorders? 

 Involuntary treatment for severe mental health disorders benefits individuals through the 

immediate effects of stabilization (through medications and other therapeutic interventions), 

providing a safe place to recover, and beginning treatment (Vieta & Sanchez-Moreno, 2008). 

The early stages of treatment set the tone and trajectory for a mental illness, with early 

intervention and stabilization of mental illnesses like bipolar disorder and schizophrenia being an 
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important step (Hofmann et al., 2022). A mental health crisis such as mania, psychosis, and 

suicidality are circumstances where involuntary treatment is necessary. In these cases, 

involuntary treatment is restoring autonomy to the individual from the mental illness rather than 

taking it away. Hofmann et al.’s study compared involuntary and voluntary treatments and found 

that those admitted involuntarily had similar improvements during treatment to those who were 

admitted voluntarily. These similar results indicated that involuntary treatment can provide 

beneficial effects to the patients. If the involuntary treatment program is similar to voluntary 

treatment, then the patient should be receiving good care. However, for those who were 

involuntarily committed, there were more instances of coerced treatments like seclusion, forced 

medication, and restraint. This highlighted the need for proper training on how to provide 

autonomy-focused and trauma-informed care for physicians and mental health workers rather 

than coerced care. It should also be noted that many people admitted involuntarily required more 

crisis interventions than voluntary admissions due to an immediate risk of self or mental 

deterioration, influencing the type of care they received. These crisis interventions must be 

provided with care to ensure the patient is not losing autonomy and that it is the least restrictive 

option given the patient and circumstances. Coercive care such as seclusion may cause more 

harm as social support is an important factor in the long-term efficacy of involuntary treatment. 

It can be concluded that seclusion, force medication, and restraint should be considered after 

trying other less restrictive interventions due to the negative psychological impact on the patient 

by removing autonomy – a fundamental psychological need. Involuntary treatment for severe 

mental illness should be used initially as a method in which to stabilize the individual mentally. 

Once an individual is in their right, cognitive state of mind where they are able to access their 
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higher, rational brain, they are able to make decisions for themselves based on what is best for 

them rather than staying stuck in their inauthentic mindset of the lower, survival brain. 

While studies demonstrated that involuntary treatment for severe mental illness can have 

a beneficial result with some patients, there were studies that demonstrated the opposite – that 

there are long-term negative effects. Thus, one cannot definitively say that involuntary treatment 

is always effective. There are, however, ways to improve the efficacy of involuntary treatment. 

Newton-Howes (2019) offered three changes to increase the efficacy of involuntary treatment. 

First, they suggested that indicating a specific diagnosis from the DSM-5 is key to providing 

direction to the treating physician. When there is a diagnosis, clinicians can utilize evidence-

based treatments for this disorder and focus on what is effective rather than having little 

structure. It also provides structure for the patient – having a clear plan and diagnosis can help 

the patient make sense of what they are experiencing. Second, Newton-Howes stated that there 

should also be collaboration among clinicians. Collaboration can offer multiple perspectives for 

treatment and reduce the risk of bias. Bias and stereotypes of certain mental illnesses may change 

how a clinician approaches care and can hinder treatment. Thus, mitigating bias through 

collaboration is important to providing effective treatment. Taking collaboration a step further, 

not only should there be collaboration with clinicians but there should be collaboration with the 

patient. Even in cases where the patient is not capable of making sound decisions about their 

care, including them collaboratively can enhance their feelings of control over their treatment, 

autonomy, and better understand the reasons for treatment approaches. Finally, Newton-Howes 

argued that an emphasis on how a patient’s decision-making capacity is assessed and on what 

other less restrictive options are available gives the patient the chance to assert their autonomy. 

For example, community treatment orders can be utilized more so that there is support for the 
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patient’s care through physicians, social workers, counsellors, etc., while allowing them to 

continue their daily life without the disruption of inpatient involuntary treatment. Inpatient 

involuntary treatment should be a last resort if the less restrictive options fail or are not 

appropriate, for example if the person has no social supports in their life a more structured, 

inpatient approach may be the best option for them. 

As stated in the literature review, studies have shown after involuntary treatment that 

individuals recognize they did need treatment to address their mental health (Katsakou et al., 

2011). This recognition of the need for treatment was found across experiences, even in 

individuals who had an overall negative or ambivalent experience with involuntary treatment. It 

can be deduced that involuntary treatment offers some benefit to many patients and should thus 

be scrutinized for ways to increase this benefit. Utilizing case studies and surveys are ways in 

which clinicians and policymakers can obtain feedback to improve these involuntary programs. 

There are also ways in which involuntary treatment for severe mental health disorders can be 

more effective. These include peer connection to reduce self-stigma and provide empathic 

connection with individuals who have gone through involuntary treatment. This is part of the 

element of collaboration Newton-Howes (2019) suggested. By reducing self-stigma, shame from 

being involuntarily hospitalized can be addressed. Shame is a powerful emotion that can be a 

detriment to an individual’s mental wellness because of the negative effects it has on the mind 

like lack of self-confidence and loss of autonomy, which often exacerbate the negative feelings 

caused by the mental illness (Yakeley, 2018). By addressing self-stigma, shame can be replaced 

with desired behaviours. These desired behaviours developed during involuntary treatment can 

be utilized once the patient is discharged. Another way of increasing the effectiveness of 

involuntary treatment is to provide social support through community treatment orders (CTOs). 



ETHICS AND EFFICACY OF INVOLUNTARY TREATMENT 56 

Newton-Howes (2019) suggested CTOs should be used more for support and as a less restrictive 

option.  

Studies done on the readmission rates after involuntary treatment showed mixed results. 

Multiple studies demonstrated an increased readmission rate for those with SUDs, schizophrenia, 

psychotic symptoms, and mania (Hung et al., 2017; Müller et al., 2024). An increased 

readmission rate for those who went through involuntary treatment indicates that there is 

something missing in the treatment process that is not providing the patient with adequate, long-

term skills needed for sustained recovery. One possible reason for increased readmission is not 

teaching sufficient emotion regulation skills, distress tolerance skills, or interpersonal skills. 

Bringing a trauma-informed lens, severe mental illnesses are often the result of trauma. Trauma 

takes away the resilience and skills of the individual. Rebuilding these skills needs to be 

addressed in treatment, otherwise the patient will leave without the set of skills needed to cope in 

a healthy way. Thus, involuntary treatment is not always effective long-term for severe mental 

illness if these are not addressed. 

Is Involuntary Treatment Effective for Substance Use Disorders? 

 The capacity to make informed decisions and the risk of harm are the most important 

factors when considering involuntary treatment for SUDs (Andre et al., 2003; Cavaiola & Dolan, 

2015; Kelly et al., 2005; Weiner et al., 2024). Studies done on involuntary treatment efficacy did 

not agree that it is always a net positive for individuals with SUDs. Often there were conflicting 

results. Redefining how involuntary treatment should be utilized can make it more effective and 

autonomy-promoting. The substance use itself takes away an individual’s autonomy and 

authenticity (Bergamin et al., 2022). It also exacerbates the complex coping strategies that the 

individual has developed. By utilizing involuntary treatment to assess the individual’s need, 
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provide stabilization, and begin psychotherapy treatment, the individual becomes more capable 

of making treatment decisions and increases their autonomy – according to Bergamin et al., this 

should be the goal of treatment as autonomy is one of the fundamental psychological needs 

according to self-determination theory. With autonomy comes relationality, another way to 

increase the efficacy of involuntary treatment. Incorporating engagement with friends, family, 

and culture provides the social aspect of recovery from SUDs which is key when trying to 

achieve abstinence (Cavaiola & Dolan, 2015). It is a way of reengaging the individual with the 

fundamental psychological need of relatedness and improves their resilience (Chan et al., 2019; 

Perlman et al., 2017). Without the focus on these aspects, involuntary treatment for SUDs will 

not be effective. This is why community support (such as Alcoholics Anonymous or Narcotics 

Anonymous) and mental health care initiatives post-treatment are necessary for long-term 

recovery after involuntary treatment. Community treatment orders are less intrusive options for 

involuntary treatment. While CTOs are coerced into treatment, they promote autonomy by 

providing outpatient treatment where the patient can continue their life (Newton-Howes, 2010, 

2019). There are concerns around the effectiveness of CTOs due to not providing a healing 

environment (like an inpatient facility) and having fewer guidelines than other involuntary 

treatment (Sjöstrand et al., 2015). However, in some cases the individual’s home feels safer than 

a mental health ward and could be what the patient needs, especially if they have social supports 

outside of the hospital such as friends or family. 

There are instances where involuntary treatment can be effective for SUDs. Some studies 

have shown that there can be better long-term effects for those who were admitted involuntarily 

versus voluntary (Cavaiola & Dolan, 2015; Kelly et al., 2005; Opsal et al., 2019). In these cases, 

there was a better 1-year abstinence record. An important question to ask is why these studies 
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demonstrated greater long-term efficacy for treatment compared to voluntary treatment. Cavaiola 

and Dolan (2015) looked more specifically at alcohol use disorder while Opsal et al. (2019) and 

Kelly et al. (2005) considered broader SUDs. These studies indicated that depending on the 

substance that is abused, a different approach to involuntary treatment may be necessary. These 

studies also contrasted with other studies which demonstrated no improvement of involuntary 

versus voluntary treatment (Pilarinos et al., 2019; Reid et al., 2020). The length of treatment also 

needs to be considered – should it be short-term stabilization or longer-term due to the 

complexity of SUDs. There were studies on both sides of the length of treatment. Some 

individuals may benefit from longer care if they have complex coping mechanisms or 

maladaptive thought processes that need to be addressed or if there is risk of safety if they were 

to leave after a shorter period of time. In other cases, the individual needs help getting off of the 

substance and extra support, emphasizing a shorter-term treatment. Thus, treatment length should 

be considered on a case-by-case basis depending on the needs of the individual rather than a 

blanket statement for everyone. 

More often involuntary treatment that has a greater degree of coercion will not be 

effective. From the literature, ideally involuntary treatment for SUDs should focus on two 

aspects: stabilizing the individual and improving autonomy (Sjöstrand et al., 2015). Stabilizing 

the individual includes not only getting the patient off the substance but addressing their mental 

health as there is a high comorbidity between SUDs and concurrent mental illness. Trauma-

informed approaches and motivational interviewing techniques are important for treatment. 

Second is to improve autonomy. This can be done through CTOs once the patient is stable as 

well as collaboration and including the patient in the treatment planning. Seeking Safety, a 

trauma-informed approach for SUDs, focuses on individualized treatment approaches 
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(Korchmaros et al., 2021). Individualized treatment approaches could be CTOs or it could be 

inpatient involuntary treatment depending on the individual  

Low socioeconomic status and homelessness are risk factors for involuntary treatment 

and substance abuse (Krausz et al., 2011; Milaney et al., 2021). Lacking economic security and 

social support influences mental health. This is an aspect that should be considered during 

involuntary treatment intake. Taking a more integrative approach includes not just harm 

reduction and treating the substance abuse but addressing the factors driving the substance abuse 

including trauma, lack of social security (housing, job), and the social isolation that comes from 

negative stigma (Health Canada, 2018). There is the “revolving door phenomenon” where 

severely mentally ill and substance abusing individuals who experience a lack of secure housing, 

a lack of social support, and coercion fall into the cycle of admission and release (Newton-

Howes, 2019). Steps to minimize this phenomenon need to be taken when considering the 

efficacy of involuntary treatment. For example, Milaney et al. (2021) offered a Housing First 

model when it comes to homeless individuals and their increased substance abuse. This approach 

offers an emphasis on the individual’s autonomy while minimizing one of the barriers to 

effective care and should be considered in BC where homelessness is a large problem, with 68 

percent of the homeless population experiencing substance use issues in 2023 (Homelessness 

Services Association of BC et al., 2024). In this Housing First approach, individualized treatment 

plans and support of integration into the community are emphasized (Milaney et al., 2021). 

However, there are barriers to this approach including funding and limited capacity which need 

to be considered. An integrative, person-centered approach must be taken when in involuntary 

treatment for SUDs. Unless the trauma, mental illness, barriers (homelessness), and coping 

mechanisms are addressed, involuntary treatment will not have long-term efficacy for individuals 
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with SUDs. Harmful coping mechanisms can be replaced with mindfulness skills, distress 

tolerance skills, emotion regulation skills, and interpersonal effectiveness. Moreover, adding 

cultural components relevant to the individual adds personal elements to treatment and can 

increase a sense of autonomy and community. For example, bringing Indigenous healing 

practices or healers into the treatment for Indigenous patients builds connection with one’s 

values and increases introspective, internal motivation to change. 

 To make involuntary treatment for SUDs more successful, independent review boards 

and advisors should be used on a case-by-case basis. The independent review board’s purpose is 

to have people who specialize in the Mental Health Act of BC oversee physicians’ use of the 

Mental Health Act (2022). Guidelines for involuntary treatment need to be clearer for clinicians 

and psychiatrists, and an understanding of less coerced and restrictive treatments should be 

reviewed before involuntary treatment (Reid et al., 2020). Clinicians should utilize tools that can 

aid in determining the potential success or failure of involuntary treatment (Opsal et al., 2019). 

Clinical interviews provide the details of the family of origin, previous mental health issues, and 

current mental status, among other information. Assessing the severity of substance use can help 

determine immediate risk. Examples of these are the Addiction Severity Index (ASI) used for 

assessing client status for drugs and alcohol, or the Drug Abuse Screening Test (DAST) 

(Substance Abuse and Mental Health Services Administration US, 2005). A readiness to change 

questionnaire should also be used, as studies have indicated that higher levels of readiness to 

change correlate with better success of involuntary treatment. An example of this is the 

Circumstances, Motivation, and Readiness Scales (CMR Scales) (Substance Abuse and Mental 

Health Services Administration, US, 2005). Clinicians need to set up the patient for success and 

by using the resources available, they can provide optimal support and treatment. By 
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understanding the severity of substance use and the patient’s history, clinicians can find a 

treatment approach that resonates best with the patient’s needs and meet the patient where they 

are in the present. 

Is Involuntary Treatment Ethical? 

 Informed consent is necessary in mental health care. Capacity to give informed consent 

must be determined when considering a patient for voluntary or involuntary treatment (Mental 

Health Act, 2022). Involuntary treatment circumvents this due to the lack of capacity of the 

patient to provide informed consent. Instances where an individual is unable to give consent are 

when they are actively suicidal or experiencing psychosis to the point where they are detached 

from reality (Gray et al., 2016; Reid et al., 2020). If involuntary treatment is deemed to be the 

least restrictive option for care (utilizing a risk-benefit analysis), there needs to be clear, 

transparent communication about the decision, the treatment options, and the treatment purpose 

to the individual. This approach maintains ethical standards by preventing incomplete disclosure 

and respecting the individual’s autonomy to a point (BCACC, 2014; CPA, 2017). The purpose of 

the risk-benefit analysis is to determine whether more harm would come from a form of 

involuntary treatment compared to no treatment. Involving family members can aid in the 

decision-making as they could provide the necessary social support that the patient can utilize for 

a less restrictive care option that better promotes autonomy like CTOs. 

Ethically, the temporary loss of autonomy can be justified by clinicians to restore the 

autonomy lost due to their mental illness and distorted state of mind (Sjöstrand et al., 2015). This 

is especially true if the individual has benefited from treatment in the past. In this case, it is likely 

they would benefit from treatment again (Pasyk et al., 2019). For example, the temporary loss of 

autonomy due to psychotic delusions may be necessary as the delusions prevent the individual 
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from realizing they need help and are not a true, authentic representation of the person’s beliefs 

(Bergamin et al., 2022; Newton-Howes, 2019; Sjöstrand et al., 2015). In these cases, the purpose 

of treatment is to restore the autonomy of the individual that was taken away by their mental 

illness. Findings from a study by Katsakou et al. (2011) indicated a mixed reaction to whether 

involuntary treatment benefited patients. In their study, they found that many people who had 

negative reactions to their involuntary treatment retroactively recognized that they did need help 

but didn’t realize it at the time. Katsakou et al. emphasized that even when people recognize the 

need for treatment, involuntary treatment can be viewed as intensive, coercive, and cause fear. 

Based on the research, although involuntary treatment can be justified in some cases, more 

emphasis should be put on providing less intrusive options and collaborating with the patient’s 

perspective in the decision-making so they can better provide informed consent. 

Coercion in the mental health setting is detrimental to ethical and effective treatment 

(Newton-Howes, 2019; Vigo et al., 2019). An important aspect of coercion is that its effects are 

influenced by a person’s past experiences, social location, current situation, and interactions with 

others (Newton-Howes, 2010). For example, one patient may experience a high degree of 

coercion while another may feel little coercion. Results from the literature indicated that how a 

clinician treats and acts around a client can impact their experience through a transference 

reaction. This reaction may increase the subjective coercion of the patient, especially if the 

clinician is not following best practices to optimal and successful involuntary treatment such as 

not including the patient in decisions about their treatment plan. Not including the patient in the 

treatment plan is incomplete disclosure and can cause conflict and hinder the therapeutic 

relationship (Faissner & Braun, 2023). It can also increase stigma. On the other hand, if the 

patient is experiencing good care and is not experiencing a transference reaction due to previous 
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experiences, they may experience less coercion. This is an important takeaway from the 

literature because it highlights the nuances around ethics and coercive treatments like involuntary 

treatment. The self-stigma that can come from involuntary treatment, stereotypes (cultural and 

mental illness-related), and the loss of self-determination can leave lasting, harmful effects on an 

individual, such as trauma and a lack of trust in clinicians (Health Canada, 2018). Research 

demonstrated that a clinician can impact the experience of coercion by providing a supportive 

environment, respecting the autonomy of the patient, including them in the treatment process 

(keeping them informed, making sure they understand treatment), and allowing them to feel 

heard. With the view that the mental illness or substance abuse diminishes a person’s autonomy, 

one can see the ethical perspective that involuntary treatment is to restore their autonomy, 

competence, and relationality. In other words, instances of coerced treatment for mental illness 

should be in line with self-determination theory and re-establish the fundamental needs for good 

mental health. 

Ethics brings in the importance of considering the least restrictive treatment plans (CPA, 

2017). In some cases, such as imminent risk of harm or debilitating mental illness, involuntary 

treatment is the least restrictive route in providing the level of necessary care (Vigo et al., 2019). 

There are other instances where alternative routes must be considered first, especially for 

individuals who may have a job they can’t afford to lose or other responsibilities in their life that 

make it complicated for them to be away. CTOs and other community-oriented approaches 

provide a greater degree of autonomy and freedom than those who go into inpatient involuntary 

treatment (Newton-Howes, 2010, 2019). There is some opposition to CTOs. Some authors 

argued that the policies and regulations for patient care do not provide the environment needed 

for healing mental illness. Ethical regulations for CTOs are also more nuanced to follow as there 
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is not a hospital or facility overseeing patients like they would in an inpatient involuntary 

treatment program (Sjöstrand et al., 2015). 

 The ethical principle of beneficence provides some clinicians the rationale for 

involuntary treatment – pursuing the client’s best interest is just as important as respecting their 

autonomy (Sjöstrand et al., 2015; Vigo et al., 2019). Beneficence is the principle of acting to 

promote the well-being of clients. Involuntary treatment is protecting the well-being of clients in 

two ways. First, involuntary treatment is preventing harm caused by the individual to themselves 

by providing a safe place for them to recover and receive the care and treatment they need. 

Letting someone with a severe mental illness leave without treatment is going against improving 

their well-being. Second, involuntary treatment is restoring the individual’s autonomy (Sjöstrand 

et al., 2015). As the research has shown, severe mental illness and SUDs take away a person’s 

autonomy. By providing treatment for the mental illness and the SUD, the clinician is restoring 

their sense of who they are, their values, their relationality, competence, and autonomy – 

restoring their fundamental needs for mental wellness. Thus, when done correctly, involuntary 

treatment is ethical by the principle of beneficence. Vigo et al. (2019) reviewed the Mental 

Health Act in BC and proposed that there should be a right for an individual to appeal an 

involuntary treatment decision with legal support to inform them of their rights. This helps make 

the decision more sound ethically as it provides the individual with the ability to understand what 

rights they have in the situation of involuntary treatment and under the Mental Health Act. From 

the literature it can be concluded that without legal consultation and understanding of their 

situation, some individuals may experience higher levels of coercion and be more resistant to 

treatment. This treatment would also not be fully ethically sound.  
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What Factors Influence Success or Failure of Involuntary Treatment? 

 Multiple factors influence the success or failure of involuntary treatment. The most 

prevalent include coercion and motivation, restoring and respecting autonomy, and the 

therapeutic relationship and supportive environment. 

Coercion 

Coercion is a driving factor of failed involuntary treatment. Perceived coercion 

negatively impacts identified, internal motivation which has a more profound effect on consistent 

action rather than external motivators such as legal mandates or pressure from family (Wild et 

al., 2006). Thus, through personally identifying with treatment goals and wanting to get help, 

individuals with SUDs are more ready to change and experience lower levels of perceived 

coercion. Wild et al. explained that low internalized motivation results in the lowest treatment 

response. Motivational interviewing assesses an individual’s readiness to change and can guide 

physicians on who involuntary treatment will be most effective for and build rapport with the 

individual. Building rapport includes identifying the individual’s values. Having goals in 

alignment with one’s values is key in increasing internalized motivation. It can be concluded that 

by adding this step, the people admitted will be more likely to sustain positive change and 

benefit from treatment. 

Autonomy  

From Self Determination Theory, autonomy is a fundamental need for mental wellness 

(Ryan & Deci, 2000). With autonomy comes competence and authenticity. Treatment for severe 

mental illness and substance use disorders must focus on restoring the autonomy lost by the use 

of the substance or altered state of mind from the mental illness. Although involuntary treatment 

takes away an individual’s autonomy, there are ways to promote autonomy. Involving the 
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individual in the treatment process and planning when possible gives a sense of control over their 

treatment. When the individual feels in control, they are more likely to develop internal, 

identified motivation, increasing the success of treatment. Another way to promote autonomy 

during involuntary treatment is to give access and freedom to roam in the treatment facility and 

give different options for activities they can engage in during free time. Pilarinos et al. (2019) 

emphasized protected time with each patient to increase collaboration with the patient and 

identify the patient’s goals and needs rather than the clinician setting the goals themselves. Ryan 

and Deci (2000) emphasized that more autonomy leads to better self-control, self-regulation, and 

less effort to resist unhealthy behaviours such as substance abuse when given temptation – higher 

resilience. The ability to attend to internal and external experiences is a mindful technique that is 

strengthened by autonomy. Being able to attend to these experiences helps the individual connect 

with their values, needs, and enhances internal motivation. 

Therapeutic Relationship 

The therapeutic relationship between clinician and client facilitates healing. Genuineness, 

empathy, communication, and curiosity are key for establishing a strong and conducive 

relationship. If there is a lack of communication of the reason for involuntary treatment, this 

leads to emotional distress and conflict (Nakash & Saguy, 2015). This is particularly relevant if 

the client is a cultural minority who has already faced poor mental health treatment. Coercion 

and lack of cultural competency can prevent the formation of a strong therapeutic alliance due to 

a lack of respect for autonomy and client or patient choice. Nakash and Saguy observed that the 

therapeutic relationship can also be affected by cultural factors where miscommunication and 

implicit bias of clinicians can lead to ruptures. When these ruptures happen, clinicians must 

understand how they happened and how to repair the ruptures to restore the therapeutic 
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relationship. With the strong therapeutic relationship comes better treatment outcomes, even in 

involuntary treatment. By providing a safe space to re-examine their values and set realistic 

goals, the client’s intrinsic, identified motivation increases.  

Barriers to Successful Treatment 

 Stigma, particularly around substance use, can be a barrier to accessing treatment due to 

feelings of shame and stereotypes about the mental illness or substance abuse (Health Canada, 

2018). Health Canada explained that social stigma causes negative perception towards 

individuals suffering from SUDs, where it may not be warranted. This perception can be 

internalized by the individual as self-stigma. Self-stigma can be detrimental to an individual with 

a SUD because the shame it causes prevents them from seeking help due to fear of being judged 

for their substance use. This leads to using the substance alone and hiding the use. Structural 

stigma reinforces self-stigma through discrimination, reduced access to quality treatment, and 

coerced treatment – all of which contribute to failed involuntary treatment. A study by Yang et 

al. (2017) considered the stigma and discrimination towards individuals with mental illness and 

SUDs from many countries. They found that a majority of respondents (95.5%) were in favour of 

coerced, involuntary hospitalization, limiting job opportunities, and revoking a driver’s licence. 

This emphasised the impact stigma has on the perception of individuals struggling with SUDs 

and the response to their suffering. These barriers contributed to failed treatment by increasing 

fear, shame, and stigma while adding the negative repercussions of coerced treatment. It also 

contributed to diminishing the person’s autonomy and does not help them regain the capacity to 

make informed decisions. To make involuntary treatment more successful, stigma (self, social, 

and structural) must be addressed by clinicians at intake. Moreover, societal education about 

mental illness and SUDs must be done by clinicians, educators, and the government to foster an 
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understanding of what the individuals are experiencing and how best to care for them in this 

vulnerable period. 

 Other barriers that impact the success of involuntary treatment include the lack of access 

to evidence-based treatment and trauma-informed care. There is a lack of access for people 

seeking voluntary treatment (Burn et al., 2019; Pilarinos et al., 2019; Reid et al., 2020). 

Expanding the scope of involuntary treatment must take this barrier seriously because it can be 

inferred that if there are not enough support staff and efficacious treatment for voluntary patients, 

the involuntary patients will not receive the care they need. Taking barriers and other factors into 

consideration, it can be assumed that by emphasizing protected time with the patient, utilization 

of trauma-informed approaches, and developing a therapeutic relationship with the patient, 

involuntary treatment will be more successful. 

Applied Practices 

 This Capstone is particularly relevant in BC with new legislation aiming to increase the 

scope of involuntary treatment to substance use disorders. There are barriers to accessing 

voluntary treatment including limited access to beds and programs. When considering utilizing 

the Mental Health Act of BC more extensively for involuntary admission, these barriers need to 

be addressed by policymakers and clinicians. Increasing access to beds and programs for 

voluntary treatments may reduce the need for involuntary as individuals seeking help may 

receive it before their mental state worsens to the point of needing involuntary treatment.  

There also needs to be a better way to determine whether involuntary treatment is the best 

option for the individual. I have developed a brief clinical interview and readiness to change 

questionnaire that can be used as a tool by clinicians to guide their decisions and determine if 

involuntary treatment is likely to benefit the patient or cause negative effects. I made this clinical 
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interview because I saw a need for a way to help predict success or failure for those who are 

being considered for involuntary treatment in addition to the Mental Health Act. While there are 

some versions of a readiness to change questionnaire, there are not many supports that clinicians 

can use to factor into their decision. I utilized motivational interviewing questions as well as 

came up with some guided by the literature. It outlines questions to assess motivation, clarify if 

the patient understands why they are being considered for involuntary treatment, gain 

information on previous trauma and concurrent mental illness, assess readiness to change (high 

readiness to change correlates with treatment benefit), and assess social supports (to see if a CTO 

might be better than in-patient). This form, which comprises a semi-structured interview, can be 

found in the Appendix. Clinicians ask all the questions but are able to add their own questions 

and insights depending on the patient’s needs and cooperation. I encourage the use of other 

assessments in conjunction with this form including anxiety, depression, substance use, and 

PTSD assessments. This will create an overall picture of where the client is in their life now, 

what is affecting them (mental illness, trauma, etc.), and what evidence-based approach would be 

best for their needs. 

Clinicians and policymakers should also seek ways to make voluntary treatment more 

accessible. Currently there are many barriers, including the stigma of seeking care, availability of 

spaces in programs, financial costs that are covered by the client, lack of training of staff in 

evidence-based and trauma-informed methods, and not having enough staff contribute to the 

inaccessibility of voluntary treatment (Burn et al., 2019; Pilarinos et al., 2019; Reid et al., 2020). 

Many treatment programs are expensive and have limited space, isolating individuals who need 

help but are unable to afford treatment. Thus, ideas such as expanding current treatment 

programs and subsidising cost for individuals suffering from severe mental illness or SUDs 
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opens opportunities for healing and wellness. Making effective treatment affordable for even 

those who are homeless or are barely making it by in life can reduce a major barrier and more 

individuals will be reached. Moreover, research on the effect of culture and race on involuntary 

treatment is lacking. Future studies should focus on minorities, for example, the Indigenous 

population. As stated previously, Indigenous peoples are overrepresented in SUDs and 

homelessness. Since it is such a prevalent population, it would be prudent to analyse how 

clinicians and policymakers can assist them better with involuntary or voluntary treatments. It 

would be interesting to see how their perceived coercion would differ from other populations 

and, in turn, how this is affecting their treatment. 

Reflections on Personal Learning 

 Reflecting on the literature review and answers to the research questions has made it clear 

to me why my experience in Montreal was better than in BC. In Montreal, the clinicians 

emphasized autonomy while on the psychiatric ward by letting patients decide how we were to 

spend our day, including us in our treatment plan, and forming solid and safe therapeutic 

alliances with us. In BC, it was more coercive and isolating, not following many aspects noted 

above that make involuntary treatment successful. Experiences of involuntary treatment vary 

widely, and I recognize how even a small factor, such as the level of coercion can impact the 

success. As someone who has experienced involuntary treatment, I recognize that although I was 

angry and confused at the time, I needed involuntary treatment for my safety and recovery. I 

could see from the studies that many people experienced this, including those who had a negative 

experience. This can be a learning opportunity – the fact that even those who had negative 

experiences can retroactively acknowledge the need for treatment illustrates the importance of 

involuntary treatment. More emphasis needs to be put on minimizing coercion, increasing 
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autonomy, providing evidence-based treatments, reducing fear, and improving relationality. 

Consideration of the individual as a whole and not just their mental illness is important as well. 

Before deciding on involuntary treatment, the clinician needs to acknowledge the life of the 

individual and how involuntary treatment could negatively affect it, for example if they might 

lose a job or pet. If needed, clinicians should come up with a better option like less invasive 

CTOs if there is enough support. I believe involuntary treatment has a time and place where it is 

beneficial for an individual suffering from severe mental illness or SUDs and it is important to 

properly assess whether it is the right course of treatment. 

 I followed my value of rigorous analysis and objectivity during the literature review. This 

led to a deeper discussion than simply whether involuntary treatment is effective or not. It 

outlined the nuance and complexity that comes from a treatment that has many components to 

consider, whether it is of the patient, the clinicians, or society. While there is not one clear 

answer to whether involuntary treatment is always effective or always ethical, this Capstone has 

made me more aware of what goes into successful treatment, not just involuntary treatment. 

Feelings of coercion are possible even in voluntary treatment and do impact the therapeutic 

alliance. My bias in this area was addressed through reading articles that did not share my view. 

Rather than ignoring other ideas, I chose to take an open-minded approach and try to understand 

where their results came from and comparing them to all other articles and studies I read to gain 

an overall perspective of the literature out there. I believe this process has made my skills as a 

researcher better as well as my skills as a counsellor who wants to specialize in trauma and 

addictions. 
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Conclusion 

 Involuntary treatment for severe mental illness and substance use disorders is very 

complex and nuanced when it comes down to efficacy and ethics. Severe mental illness is more 

clear-cut than SUDs. Involuntary treatment for severe mental illnesses such as suicidality, 

bipolar disorder, psychosis, and schizophrenia offer a safe environment to stabilize the individual 

with the therapy and medications they need to gain control of their mental illness. While their 

autonomy is reduced temporarily, the goal is to re-establish the autonomy that the mental illness 

took away. There are also ways to increase perception of autonomy during involuntary treatment 

such as including the patient in treatment planning and giving them supervised access outside the 

mental health ward. However, there are higher readmission rates for those who underwent 

involuntary treatment, indicating that it is not always an effective form of treatment. There are 

also CTOs that can be considered.  

Substance use disorders are more complex than other mental illnesses due to the coping 

mechanisms and the traumatic nature of addiction. In these cases, motivation, coercion, and 

trauma history influence success or failure in treatment. The substance is used as a solution to 

their problem, and although it is not a sustainable and healthy solution, the individual finds the 

benefits to out way the harm it has on their life. Involuntary treatments and court orders provide 

external motivation to change. Internal, identified motivation with the goals of treatment leads to 

higher success rates in involuntary treatment. Increasing identified motivation, limiting coercion, 

fostering a sense of autonomy, and providing social supports are ways to increase the long-term 

efficacy of involuntary treatment. However, involuntary treatment for SUDs can cause negative 

long-term effects. Involuntary treatment can be prolonged due to the complexity of the 

individuals coping mechanisms which leads to greater perception of coercion, greater disruption 
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of their life, and more stigma. Clinicians must take the right steps to determine whether an 

individual will benefit from involuntary treatment or if it will cause more harm, and consider less 

intrusive, less coercive options. Cultural aspects should also be considered during involuntary 

treatment such as including a traditional healer for a first nations individual, a population that is 

overrepresented in SUDs and homelessness in BC. 

In cases where involuntary treatment is necessary, the focus should be on stabilization, 

rebuilding autonomy and competence, and increasing their capacity to make informed decisions 

about their treatment. Involuntary treatment and CTOs are not going anywhere. The goal should 

be to make them more effective and successful through following ethical guidelines, promoting 

autonomy, reducing coercion, focussing on building a solid therapeutic alliance, and fostering an 

empathetic, collaborative environment.  
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Appendix 

Involuntary Treatment Benefit Form 

The purpose of this form is to help clinicians with patients who meet the requirements of the 
Mental Health Act decide whether involuntary treatment will likely help or harm the patient. It 
consists of a semi-structured interview to help determine whether involuntary treatment is the 
right direction. This is to be used in conjunction with other assessments, including anxiety, 
depression, substance use, and PTSD assessments. There is a second part specifically for 
substance use and determines readiness to change, and recommendations based on these factors. 

The clinician must ask all questions to the patient. The clinician may ask additional questions to 
clarify where they see fit and are encouraged to utilize open-ended questions, empathic 
reflections, autonomy supportive affirmations and rolling with resistance. 

We are going to discuss your behavioural and mental health today. I will ask you some 
questions to gauge where you are with your mental health. Do you have any questions before 
we get started? 

What is your belief about why you are here today? 

______________________________________________________________________________
______________________________________________________________________________ 

Have you been diagnosed with a mental illness? (answer will guide evidence-based treatment) 

______________________________________________________________________________
______________________________________________________________________________ 

Do you have access to any social supports (friends, family, community, etc.)? What are these 
supports? How much can you rely on these supports? (no social supports may indicate need for 
involuntary) 

______________________________________________________________________________
______________________________________________________________________________ 

Do you have a job? What is it and do you find meaning from it? (no job and lack of meaning 
may indicate vulnerability without treatment) 

______________________________________________________________________________
______________________________________________________________________________ 

What are the responsibilities that are keeping you from seeking it? What can we do to support 
your responsibilities during involuntary treatment? (For example, loss of education, loss of 
place to live, family issues – all of these can contribute to feelings of coercion and be a detriment 
to healing) 

______________________________________________________________________________
______________________________________________________________________________ 
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Do you have any financial problems preventing you from seeking treatment such as 
potentially losing a job during treatment? 

______________________________________________________________________________
______________________________________________________________________________ 

What are some external motivators for treatment, for example, family members or friends who 
will not support you without treatment? 

______________________________________________________________________________
______________________________________________________________________________ 

Do you have any personal motivators for treatment? 

______________________________________________________________________________
______________________________________________________________________________ 

If you were admitted for treatment, what would you like to gain from treatment? Would you 
have any goals? 

______________________________________________________________________________
______________________________________________________________________________ 

If your mental health concerns were to disappear, what would be different in how you live 
your life and how would you feel emotionally? 

______________________________________________________________________________
______________________________________________________________________________ 

What were the differences between you five years ago and now? What has changed? 

______________________________________________________________________________
______________________________________________________________________________ 

How many times in your life have you been treated for mental illness or substance use? What 
worked? What didn’t work? (If previous treatment worked it may work again). 

______________________________________________________________________________
______________________________________________________________________________ 

If the patient uses substances: 

How often do you use the substance? What do you gain from using the substance?  

______________________________________________________________________________
______________________________________________________________________________ 
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Have you experienced legal problems such as jail? Does this impact your social support 
system? 

______________________________________________________________________________
______________________________________________________________________________ 

What concerns you most about your drinking or substance use? 

______________________________________________________________________________
______________________________________________________________________________ 

(Some questions were adapted from Motivational Interviewing: Looking Back Worksheet. (n.d.) 
and Motivational Interviewing: Querying Extremes Worksheet. (n.d.)) 
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Substance Use Readiness to Change 

The following questions are designed to identify the patient’s personal beliefs about their 
substance use presently and indicate their readiness to change. Each question can be ranked as 
strongly disagree, disagree, unsure, agree, or strongly agree.  

 Strongly  
Disagree 

(-2) 

Disagree 
 

(-1) 

Unsure 
 

(0) 

Agree 
 

(1) 

Strongly 
Agree 

(2) 
1. It’s a waste of time thinking about my 

substance use because I do not have a 
problem. 

     

2. I enjoy using the substance but 
sometimes I use too much. 

     

3. There is nothing that is seriously wrong 
with my substance use. 

     

4. Sometimes I think I should quit or cut 
back my substance use. 

     

5. Anyone can talk about changing their 
substance use, I am actually taking 
action. 

     

6. My substance use is fairly normal. 
 

     

7. My substance use is sometimes a 
problem. 

 

     

8. I am changing my substance use habits 
right now (cutting back or quitting). 

     

9. I have already started to carry out a plan 
to cut down or quit my substance use. 

     

10. There is nothing I need to change about 
my substance use. 

     

11. Sometimes I wonder if my substance use 
is out of control. 

     

12. I am actively working on my substance 
use problem. 
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Readiness to Change: Scoring 

 

Precontemplation score (sum questions 1, 3, 6, 10) _______ 

Contemplation score (sum questions 2, 4, 7, 11) _______ 

Action score (sum questions 5, 8, 9, 12) _______ 

 

Each score is between -10 to 10 with negative scores indicating disagreement and positive scores 
indicate agreement. The highest score indicates the stage of change of the patient, 
precontemplation, contemplation, or action. If two scores are equal, the stage that is further along 
is chosen. 

Individuals in precontemplation may not be ideal candidates for involuntary treatment as their 
readiness to change is low (higher readiness to change indicates better success from involuntary 
treatment). 

 

 

 

 

 

*Note: This questionnaire was adapted from the Substance Abuse and Mental Health Services 
Administration’s (2019) Readiness to Change Questionnaire (Treatment Version). 
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