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A rejection of involuntary treatment in mental health social
work
Christopher H. Maylea

Social Work, RMIT University, Melbourne, Australia

ABSTRACT
Social work has long taken a pragmatic approach to involuntary
mental health treatment, attempting to reconcile social work
values and ethics with the perceived need for involuntary
treatment. This paper draws on developments in law, psychiatry,
psychology and sociology to challenge this acceptance and social
work’s implicit support of involuntary treatment. Mental health
social work is shown to be characterised by neoliberal influences
of risk management and conservative professionalism. The
implications of the Convention on the Rights of Persons with
Disabilities are examined to highlight the discrimination inherent
in involuntary treatment on the basis of diagnosis, and to
demonstrate the importance of adopting an approach of
supported, not substituted, decision-making. The right to choose
treatment is suggested as a guiding principle for rethinking
mental health service provision. Contemporary research on risk
management is presented to challenge the justification of
involuntary treatment as a means to manage dangerousness, and
the ascendant recovery approach is shown to be incompatible
with coercion in involuntary treatment. Finally, social workers are
encouraged to consider theoretical and practical alternatives in
the new paradigm of mental health social work which rejects
involuntary treatment.
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Introduction

Social work practice in mental health in Australia is largely based on an assumption of the
need for involuntary treatment. Despite this assumption, many people who are subject to
involuntary treatment consistently recount the experience as traumatic, rather than thera-
peutic (O’Hagan 2003; Floyd 2013; Lawn et al. 2016). While other disciplines, such as law
(McSherry and Weller 2010), psychiatry (Callaghan and Ryan 2014), psychology (Coles,
Keenan, and Diamond 2013) and sociology (Pilgrim and McCranie 2013), have engaged
with this debate, social work has tended to seek to improve social work practice within
involuntary frameworks, rather than challenge their validity (see, e.g. Courtney and Mould-
ing 2014; Bland, Renouf, and Tullgen 2015; Davidson, Brophy, and Campbell 2016). This
article challenges this approach, drawing on these developments in law, psychiatry, psy-
chology and sociology to illustrate that involuntary treatment is inconsistent with
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human rights and international law, contemporary research on risk management and the
adoption of the recovery model. It argues that social work as a profession should reject the
notion of involuntary treatment, and work towards a mental health support system which
respects capacity, agency and recovery.

This paper will begin by illustrating the contradictory nature of the attachment mental
health social work has to involuntary treatment. Following this, understandings of citizen-
ship will be used inform the link between international human rights law and mental
health social work, outlining the ways in which involuntary treatment denies both
liberal and social citizenship. Justifications for involuntary treatment on the basis of risk
and dangerousness will be considered and rejected, and the emerging recovery paradigm
will be shown to be incompatible with involuntary treatment. Finally, some opportunities
for moving forward on this issue will be presented. This paper challenges the reliance
social work has on involuntary treatment, and encourages social workers to reject it and
to seek viable alternatives.

Society will always use coercion against citizens, and as agents of state control, social
workers will inevitably be involved in this process. Accepting this inevitability does not
mean that social workers should abandon their ethics, but rather than reject involuntary
treatment, social workers have consistently attempted to reconcile these ‘seemingly anti-
thetical orientations’ (Courtney and Moulding 2014, 215). Characteristic of this are Owen
and Floyd (2010, 298), who argue that involuntary treatment is necessary, despite
writing that ‘to respond to a terrifying illness by further traumatizing the patient defies
logic and points to a dark side in society’s need to control deviant behavior’. Davidson,
Brophy, and Campbell (2016, 160) add that ‘social workers and others have often been
ill prepared for the challenges of implementing coercive powers and the potential conflict
this creates in relation to their values and principles’. Morley (2015, 167) articulates this
conflict as one between the values of the market-driven neoliberal state and the values
and ethics of a civil society, including ‘freedom, democracy, social justice and equity’.
When put in those terms, it seems unfathomable that the social work position is not tren-
chantly opposed to involuntary treatment. Yet many critiques of mental health social work,
such as Macfarlane (2007), are silent on the issue of involuntary treatment, and Renouf
(2016, 132), claiming to adopt a critical social work perspective, writes that there is ‘no
choice about the fact of involuntary treatment’. McNutt (2008, 138) rationalises this, claim-
ing that the rise of neoliberalism has formed social work ‘into a conservative profession
that has a hard time resolving the conflict between its social justice values and its
choice of primary practice methodologies’.

In the decade since Campbell et al. (2006) called for a continuing debate about how
involuntary mental health treatment coexists with social work ethics, social work has
instead tended to take what Brophy and McDermott (2013, 74) call a pragmatic approach
to involuntary treatment. Their study used social work theory and values to investigate
compulsory treatment, highlighting that ‘the challenge for social workers includes remain-
ing consistent with their ethical principles while also being capable of competently balan-
cing the care and control dimensions of practice’. They resolved this through compromise,
recognising the complex nature of coercive practice environments. Similarly, Campbell
and Davidson (2009) and Courtney and Moulding (2014) attempted to reconcile involun-
tary treatment in social work mental health practice. While these are valid and useful
approaches for engaging the realities of social work practice, they belie the reality that
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coercive mental health social work is maintaining the systems of oppression social workers
should be moving to combat.

At the heart of involuntary treatment is coercion, be it formal legal coercion or informal
threats, demands or leveraging access to resources. Involuntary treatment is enforced
through many forms of coercion, and no distinction is made in this paper. Morgan and
Felton (2013) outline the two main justifications for coercion, as being in an individual’s
‘best interests’, or for the greater good or community protection. Involuntary treatment
in mental health social work relies on both justifications, and both are considered and
rejected in this paper, on the grounds that they deny agency and restrict citizenship.

Agency and citizenship

The need to support people with a diagnosis of mental illness to full citizenship has long
been widely recognised and encouraged in theory and practice (Rogers and Pilgrim 1989;
Rowe 2015). For example, South Australia’s Health and Wellbeing Policy 2010–2015 defines
citizenship as:

… being able to both enjoy the civil, political and social rights associated with being a
member of a community and to fulfil the duties and responsibilities associated with that mem-
bership, accompanied by a sense of belonging and an ability to participate in the life of the
community. (SA Health n.d.)

The Australian national mental health training resource, MHPOD, identifies upholding
citizenship as vital to supporting recovery, directing mental health professionals to work:

…with the person to re-claim lost citizenship… as a recovery priority and services need to
support practitioners to incorporate work that recognises and supports citizenship. This
includes first and foremost upholding and facilitating full reclamation of the person’s
rights – supporting the person’s capacity to make decisions for themselves and respecting
the individual’s physical and mental integrity… (Cadre 2014)

While this resource describes involuntary treatment as ‘regrettable’ and ‘justifiable’, it
does reflect a growing understanding of the importance of citizenship, and the incompat-
ibility of citizenship and involuntary treatment. When people are denied rights associated
with citizenship on the basis of belonging to a minority group, such as when people with a
diagnosis of mental illness are denied the right to refuse treatment, they are denied citi-
zenship, and denied participation in society. Fisher (2012) argues that when a person’s
voice or participation is repressed, human rights abuses inevitably follow.

It is helpful to consider liberal citizenship as protecting only civil and political rights, and
social citizenship, which also extends to social rights (Marshall 1963; Rogers and Pilgrim
1989). This social perspective ‘ … includes the right of every individual to protection
from exclusionary laws and social practices which may lead to segregation or discrimi-
nation of any kind’ (Prior 2007).

Fisher (2012) identifies a third notion of neo-liberal citizenship, in which only those who
participate in the market are afforded citizenship. As over recent decades the liberal view
has yielded to the neoliberal position, people who are not in paid employment are con-
sistently denied the rights afforded to others. This has complex implications for involun-
tary treatment, as people subject to involuntary treatment will often not be in paid
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employment, and involuntary treatment may be used with justification of preserving a
person’s employment.

A participatory approach to social citizenship appreciates that agency, or the partici-
pation by people in their own decisions, is increasingly viewed as an extension of democ-
racy, empowerment and social justice, as well as justified on consumerist grounds. Fisher
writes:

Whereas understandings of well-being were previously embedded in concerns regarding the
distribution of resources and services, it is now generally acknowledged that human beings
have a fundamental need to be recognised, and this is seen as a precondition for agency.
(2012, 10)

Involuntary treatment denies people the ability to participate in their own decisions,
and as such should be viewed as undemocratic, disempowering and detrimental to
social justice. This view is reflected in international human rights law, which provides a
stimulus for social workers to rethink involuntary treatment.

Human rights and international law

Under a liberal model of citizenship, the starting point of a rights-based rejection of invo-
luntary treatment stems from the principle of informed consent. Well established in
common law and statutory frameworks, this states that ‘an individual has the right to
make freely formed, information-based decisions about health care’ (Weller 2013b).
Mental health legislation around the world extinguishes this right to refuse treatment
for people who have a mental illness diagnosis. Under the Victorian Mental Health Act
2014 (Austl.), for example, only persons who have a mental illness diagnosis can be invo-
luntarily treated. This discriminates against people who have a mental illness diagnosis
(Davidson, Brophy, and Campbell 2016), rejecting their agency and denying them
citizenship.

Much of the discussion regarding involuntary treatment focuses on the issue of
capacity, which can be viewed as two interrelated concepts: the legal capacity to partici-
pate in the legal system, and the mental capacity to make decisions. Legal capacity can be
seen to be necessary to achieve liberal citizenship, while mental capacity is required to
achieve participatory or social citizenship.

While studies have shown that the majority of people hospitalised for serious mental
illness do have both mental and legal capacity (Grisso, Appelbaum, and Roesch 1995),
some people will inevitably require assistance making decisions. The Convention on the
Rights of Persons with Disabilities (the Convention) (2007, art 12), which incorporates
‘people with a long term mental impairment’, requires that States parties ensure that
‘persons with disabilities enjoy legal capacity on an equal basis with others in all
aspects of life’. This is a major shift from previous approaches to disability, which acknowl-
edged a central place for involuntary treatment.

Article 12 also requires States parties to ‘take appropriate measures to provide access by
persons with disabilities to the support they may require in exercising their legal capacity’.
Now, as Minkowitz (2010, 157) writes, ‘article 12 means that a person who experiences dif-
ficulties with decision-making must be supported to make his or her own decisions, rather
than having the right to make decisions taken away and given to another person… ’. This
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calls for the provision of whatever support is necessary to ensure that disabled people are able
to exercise full legal capacity on an equal basis with others, and addressing discriminatory atti-
tudes and barriers that might limit the recognition and exercise of legal capacity by disabled
persons. (Series 2015, 80)

This is consistent with social citizenship and a social model of disability, which sees ‘dis-
ability as a consequence of an environment that is organised to meet the needs of
persons who are “normal”’ (O’Mahony 2012, 884). The Convention states that ‘disability
results from the interaction between persons with impairments and attitudinal and
environmental barriers that hinders their full and effective participation in society on an
equal basis with others’.

In addition, article 17 of the Convention provides that ‘[e]very person with disabilities
has a right to respect for his or her physical and mental integrity on an equal basis
with others’. As Waddington and McSherry (2016) write, ‘[a]n individual’s integrity is
violated when he or she is subject to enforced treatment’. When this treatment is
enforced on the basis of disability, this is clearly discriminatory, and in breach of the
Convention. Moreover, just as the Convention prohibits compulsory treatment, it prohi-
bits involuntary detention for the purpose of that treatment. Article 14 of the Conven-
tion prohibits the arbitrary and unlawful deprivation of liberty, and article 14(1)(b)
stipulates that ‘the existence of a disability shall in no case justify a deprivation of
liberty’. Involuntary detention is also prohibited by article 18, which protects liberty
of movement, and article 19, which upholds the right to live independently. This has
led the United Nations Committee on the Rights of Persons with Disabilities (2015, 2)
to call for ‘an absolute prohibition of detention on the basis of impairment’, requiring
States parties to ensure that ‘the provision of health services, including mental health
services, are based on free and informed consent of the person concerned’. This results
in a clear right for people with a mental illness diagnosis to refuse treatment at inter-
national law.

A rights-based, legalistic rejection of involuntary treatment has been widely criticised,
with psychiatrists and other mental health professionals lamenting that it leaves people in
mental distress ‘dying with their rights on’ (Treffert 1973; d’Abrera 2015). A rights-based
rejection of involuntary treatment does not have to be, as Davidson, Brophy, and Campbell
(2016) query, the extreme libertarian position advocated by Szasz (1961). This might be a
strong legal argument, and consistent with liberal notions of citizenship, given the state
does not have a general power to involuntarily treat citizens, even to the point of death
(see, e.g. Stuart v Kirkland-Veenstra 2009; Hope 2010). It is, however, unlikely to convince
social workers, who regularly uphold the concept of parens patriae, the obligation on the
state to protect people from themselves.

Social workers should instead consider a rights-based rejection of involuntary treat-
ment with the ‘right to treatment’. This can be seen to arise from article 25 of the Conven-
tion which requires States parties to provide quality care and support – but on the basis of
free and informed consent. It can also be simply characterised as an ethical responsibility to
provide support, when early intervention might prevent further deterioration and avert
other harm to that person or those around them (Bland, Renouf, and Tullgen 2015). The
right to treatment does not convey a right on the state to involuntarily treat a person –
it conveys a responsibility on the state to provide voluntary, timely, appropriate and
high quality treatment, and to uphold their social citizenship.
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There is also a clear link between the quality of mental health services and involuntary
treatment (Brophy 2012; Mechanic, McAlpine, and Rochefort 2014). So long as social
workers accept a role for involuntary treatment, they accept a practice reality in which
mental health services are of insufficient quality or quantity to support people voluntarily,
denying them citizenship. The process of supporting a person to make their own
decisions, and determining their wishes, may be much more difficult than simply
making decisions for them (Davidson et al. 2016), especially while the quality of care
within underfunded involuntary treatment regimes remains almost universally below
the ideal standard (Burns and Molodynski 2014; McSherry 2014). Taking a participatory
view of citizenship, the right to refuse treatment and the right to treatment can been
seen as complementary, not competing rights. Together, they should be conceived as a
right to choose treatment (McSherry and Wilson 2015). This is a right which is extended
to the general population, and denying it to people with a diagnosis of mental illness is
discriminatory.

This is often met with the ‘pragmatic’ argument; that sometimes some people will fun-
damentally lack the capacity to make decisions due to their mental illnesses. This notion
denies a person’s social citizenship and is inconsistent with a social model of disability and
the recovery model of mental health (Glen 2012). Social workers can position themselves
as supports for decision-making, not substitute decision-makers. This requires what US
Judge Kristin Booth Glen, discussing here intellectual disability, describes as an entirely
new paradigm:

This paradigm sees incapacity as socially constructed, insists on the full legal capacity of every
person with intellectual disabilities, and does away with substituted decision-making in favor
of society’s obligation to provide appropriate supports to permit everyone to make his or her
own decisions. Like every emerging paradigm, this challenges our perceptions and our under-
standing of when, how, and even if the state may intervene in a person’s life, and it has the
potential to be deeply unsettling. And, unsurprisingly, it takes time. (Glen 2012, 98)

The Convention has fuelled a rethinking of mental health law by lawyers and others in
the sector. Glen (2012, 153) writes that ‘for the world legal community, transition from the
current paradigm of incapacity and guardianship to the emerging paradigm of full legal
capacity and support for decision-making has become an imperative’. Social workers
should be at the forefront of implementing human rights into local practice, yet social
work practice which acknowledges a continuing place for involuntary treatment on the
basis of mental illness continues to uphold this discriminatory practice. As Yianni (2009,
342) writes, ‘Social workers, and indeed all social care professionals, have to deal with
the inescapable fact that, ultimately, service users are capable of making their own
decisions and may well do what they want’. This notion may cause alarm for contemporary
social workers, trained as they are in risk management and minimisation.

Risk management

Davidson, Brophy, and Campbell (2016, 159) write that ‘mental health social work has
embraced the professional status that assessing risk bestows while also being criticised
for its inability to accurately predict the future and so prevent all harm’. The preoccupation
with risk in mental health social work draws on the ideologically ascendant focus on risk
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management which has led to a moral panic regarding people with a mental illness diag-
nosis, and an expectation that mental health professionals will act to minimise this risk.
The inability of mental health professionals to accurately predict risk of harm entirely
undermines risk management as a justification for involuntary treatment.

The relationship between diagnosed mental illness and violence to others is poorly
understood, and regularly overblown. Mechanic, McAlpine, and Rochefort (2014) review
a number of studies which examine this relationship, noting that factors such as self-
medication with drugs and alcohol and inappropriate responses to people experien-
cing mental distress make it extremely difficult to draw firm conclusions. Even consid-
ering the strongest relationship, between psychosis and violence, where the positive
symptoms of a schizophrenia diagnosis could be linked to violent behaviours, this
could be statistically negated by the negative symptoms, such as social withdrawal,
which reduced the incidence of violent behaviours back to population-wide levels.
This is characteristic of what Morgan and Felton (2013, 63) describe as the
‘contradictory and ambiguous’ nature of the link between mental illness diagnosis
and violence.

In any case, as Mechanic, McAlpine, and Rochefort (2014) and Morgan and Felton (2013)
point out, the vast majority of violent crimes are committed by people without a diagnosis
of mental illness. The problematic assumptions which underpin this ‘myth of dangerous-
ness’ are widely critiqued in psychiatric and legal literature (Walsh and Fahy 2002; Fried-
man 2006; Gostin and Gable 2008; Large et al. 2008; Freckelton 2010). This is not to
suggest that there is no link between a diagnosis of mental illness and violence, but
that given that socioeconomic, demographic and political indicators are much stronger
links (Segal 2012), it is discriminatory to apply a different standard on the basis of
diagnosis.

Morgan and Felton (2013) and Pilgrim and Tomasini (2013) point out that groups which
pose genuinely preventable risk are not subject to coercive practices, such as people with
lung cancer who continue to smoke, or women who drink while pregnant. Some groups,
such as racing car drivers, mountaineers, boxers or members of the armed forces are actu-
ally accorded high social status for extremely violent or risk taking behaviour (Pilgrim and
Tomasini 2013). This suggests that people who are afforded neoliberal citizenship, and
participate in the economy, are afforded the right to make risky decisions, while those
who do not, are not. Szasz (1998) draws comparison to people diagnosed with epilepsy,
noting that until the 1950s people with epilepsy were viewed as so dangerous that
they needed to be involuntarily treated in asylums and epilepsy colonies. There is evidence
for a link between epilepsy and violence (Pandya et al. 2013), and yet people diagnosed
with epilepsy are no longer involuntarily treated without their consent. While many
social workers would reject Szasz’s libertarian reasoning, they would resonate with his
call for a time when we view people who are diagnosed with mental illnesses in the
same way we now view people diagnosed with epilepsy.

The risk people with a diagnosis of mental illness pose to themselves is another reason
used to justify involuntary treatment. This can also be viewed as discriminatory, as people
who are not diagnosed with a mental illness cannot be involuntarily treated to prevent
suicide. In the case of Stuart v Kirkland-Veenstra (2009) the High Court of Australia found
that the former Victorian Mental Health Act 1986 (Austl.) could not be used to prevent a
person without a mental illness from committing suicide. French CJ wrote, at 41:
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Unless the person met the criteria set out in s 8, including that of mental illness, there was no
basis for further coercive action following upon examination by the practitioner. These pro-
visions of the Act give nobody the legal power to prevent a person from taking his or her
own life.

This clearly discriminates against people with a diagnosis of mental illness. Even if social
workers accept that this form of discrimination is necessary and consistent with social
work values, the same problems arise as with attempts to empirically link mental illness
to violence. Psychiatrists including Mulder (2011), Undrill (2007), Large et al. (2011) and
Ryan et al. (2010) rely on empirical evidence to challenge the assumption that good risk
assessment can prevent suicide, concluding that only a very limited prediction of
suicide is possible, and that the majority of suicides were committed by people assessed
as low risk. Ungrounded assumptions regarding risk also have the consequence of divert-
ing resources away from high risk groups at the expense of low risk groups (Ryan et al.
2010). Large et al. (2011, 619) write that ‘Risk categorization is of no value in attempts
to decrease the numbers of patients who will commit suicide after discharge’, finding
that only 3% of patients categorised as high risk will commit suicide in the year after dis-
charge, but that 60% of suicides occurred in low-risk groups. Goldney (2012) counters this,
writing that a 3% risk is a relevant consideration for treatment. When considering in light
of the legal maxim, that ‘the law holds it better that ten guilty persons escape, than that
one innocent party suffer’ (Blackstone 1897, 352), a 3% risk seems a flimsy basis on which
to extinguish a person’s right to make decisions about their treatment.

Even if the goal is not to prevent harm, but simply to provide clinically optimal treat-
ment and reduce the risk of further mental distress in the community, the evidence
base for Community Treatment Orders (CTOs) is similarly problematic. Despite the dra-
matic rise in the use of CTOs around the Anglophone world, evidence suggests that
they do not reduce rates of hospital admissions (Kisely et al. 2013; Burns and Molodynski
2014), but are instead used by clinicians to cope in an overstretched and underfunded
practice environment (Light 2014). While CTOs certainly have some positive benefits, par-
ticularly for carers (Vine and Komiti 2015), the consumer response is one of ‘one of distress
and profound ambivalence’ (Light 2014, 7) and overwhelming coercion (Lawn et al. 2016).
A 2007 review of 72 data-based empirical studies from six countries found that ‘is not poss-
ible to state whether community treatments orders (CTOs) are beneficial or harmful to
patients’ (Churchill et al. 2007, 7), and a 2014 literature review found that ‘no systematic
review or meta-analysis has identified any clear clinical advantage to CTOs’ (Rugkasa,
Dawson, and Burns 2014, 1868).

Undrill (2007) suggests that risk is simply another way in which people are stigmatised
as a result of their mental illness diagnosis, and risk assessments are used by professionals
to assuage their own anxiety in the face of public perceptions of risk management. The
notion that people with a diagnosis of mental illness pose a risk which can be managed
by mental health professionals not only discriminates against them, but also impedes
the work of the mental health professional. Morgan and Felton (2013) point out that
the power given under coercive mental health legislation conveys a responsibility onto
mental health practitioners to manage risk, shifting the social work focus from care to
control, and from a relationship where responsibility rests with the person, to a relation-
ship where responsibility rests with the state. This shift in responsibility is antithetical to
notions of recovery and social work values. Social work should reject the justification for

ETHICS AND SOCIAL WELFARE 343



involuntary treatment based on risk, and focus instead on ‘ … challenging the social struc-
tures that create social disadvantage and risk, and championing the rights of marginalised
groups, rather than trying to measure their potential to be harmed’ (Morley 2015, 167).

None of this diminishes the seriousness or the tragedy of harm occurring in connection
with mental distress. People should not be allowed to harm others, but this is not a justi-
fication for discriminating against a person on the basis of their diagnosis – the level
required to detain a person should be at the same level for people with a diagnosis as
for those without. Police and other first responders should be adequately trained and sup-
ported to ensure appropriate responses are in place when this level is reached.

Under liberal notions of citizenship, a right, such as a right to refuse treatment, can be
extinguished if a person poses a risk to society. Conversely, a participatory, social, model of
citizenship views social exclusion as contributing to dangerousness by reducing commu-
nity links. By rejecting involuntary treatment and supporting social citizenship, social
workers can reduce the likelihood of a person harming others by supporting their engage-
ment with their community, based on mutual respect, trust and compassion. An approach
is required which appreciates risk, and the dignity of risk, without discriminating on the
basis of diagnosis, a practice Yianni (2009, 342) describes as ‘positive risk’. Such approaches
have shown success in providing violence-free treatment settings (see, e.g. Venner and
Noad 2013), but they are rarely employed by social workers in practice. There is,
however, some evidence that this is changing with the rise of the recovery movement,
and social work’s adoption of recovery principles.

Recovery

Even as risk management and community-based involuntary treatment has come to dom-
inate mental health services, there has been a shift toward a recovery model of treatment
(Courtney and Moulding 2014). This is reflected in policy and legislation, such as the New
South Wales Mental Health Act 2007 (Austl.)(s68), which requires that people should be
‘supported to pursue their own recovery’ and that ‘every effort’ should be made to
include them in the development of their recovery plans. O’Hagan (2012) notes that
‘legal coercion erodes all the cornerstones of the recovery philosophy, yet it remains a
core response in our mental health systems’. Social workers, such as Courtney and Mould-
ing (2014, 216), have attempted to reconcile this practice reality, writing that ‘involuntary
treatment and recovery approaches are often understood as inherently oppositional, with
potentially confounding implications for social workers’.

Despite its rise in popularity, recovery itself is an ambiguous and contested notion, and
one commonly critiqued on a variety of points, including the way it has been used to pre-
ference individual choice, blaming individuals when they fail to ‘recover’ (Pilgrim and
McCranie 2013). Pilgrim (2008) outlines three overlapping understandings of recovery; a
biomedical model of recovery characterised by medication compliance and insight into
diagnosis, a social model focused on building skills and resources which mitigate
mental distress, and a rights-based model which views recovery as freedom from coercion,
in particular iatrogenic harm. The first of these, a biomedical model, is the most compatible
with involuntary treatment, and is supported by the accounts of those who value involun-
tary treatment as a necessary evil (Pilgrim and McCranie 2013; Bland, Renouf, and Tullgen
2015). Social workers should not conflate the acknowledged benefits of medication with
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involuntary treatment. Better access to voluntary services, relational and dignified engage-
ment and supporting sovereignty in engaging with medications can avail the benefits of
medication without the need for involuntary treatment (Moncrieff, Cohen, and Mason
2013). Social workers can support people to make their own decisions about medication,
rather than take those decisions away from them. In any case, the coercive nature of invo-
luntary treatment may work against goals of medication compliance and psychosocial
education, as research shows that people subject to involuntary treatment ‘developed a
deep-seated mistrust of service providers and a fear of mental health treatment settings,
generally’ (Lawn et al. 2016, 12). Involuntary treatment will inevitably push many people
away from services, and the antagonistic relationship it fosters is hardly susceptible to
good social work relationships.

The second of Pilgrim’s conceptualisations of recovery is also incompatible with invo-
luntary treatment, given the need for people to develop skills and resources of their
own. In addition to the acerbic effect of involuntary treatment on the social work relation-
ship, the process of removing a person’s decision-making capability neutralises their ability
to develop these skills themselves and attain full citizenship. The final of Pilgrim’s concep-
tualisations of recovery is most trenchantly opposed to involuntary treatment, having
grown from the anti-psychiatry survivor movement, this approach identifies involuntary
mental health treatment as a main barrier to recovery.

Deegan (1996), in her seminal work ‘Recovery as a Journey of the Heart’, presents a
fourth perspective, highlighting the importance of choice in recovery, and calling on
workers to maintain their commitment to recovery:

The person with a hardened heart will reject, reject, and reject again these invitations to
choose. However the staff must not fall into despair, feel like their efforts are futile, grow
hard of heart, and stop caring themselves. If they do this, then they are doing exactly what
the person with a psychiatric disability is doing. Staff must avoid this trap. They must do
what the person cannot yet do. Staff must role model hope and continue to offer options
and choices even if they are rejected over and over again. (Deegan 1996, 95)

This is particularly relevant when considering the incompatibility of recovery and invo-
luntary treatment. If people are not allowed to choose, or refuse, they will be forced into
adversarial relationships with those who restrict their choices and their recovery. This may
be a difficult process for social workers, who may struggle to watch people they work with
struggle, and assume they can avert their suffering with involuntary treatment. This is a
mistake. Deegan warns against this patronising assumption:

In order to support the recovery process mental health professionals must not rob us of the
opportunity to fail. Professionals must embrace the concept of the dignity of risk and the right
to failure if they are to be supportive of us. (1996, 97)

Perhaps most incisively Morgan and Felton (2013) point out that the key components
which are consistent across the various notions of recovery; working together, choice,
hope, humanism, an appreciation of a personal narrative and support of individual
meaning, are completely incompatible with involuntary treatment. Attempts to support
a place for involuntary treatment in a recovery setting fail to acknowledge the inherent
incompatibility of these approaches. The argument put forward by Bland, Renouf, and
Tullgen (2015) and Courtney and Moulding (2014); that social workers can use recovery
principles to mitigate trauma and stigma in involuntary treatment is not disputed here.
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It is possible for social workers to reject justifications for involuntary treatment, and to
oppose it, while working to mitigate its impacts. Currently, however, the lack of alternative
treatment options makes a mockery of the notion that social workers can work within the
system to minimise involuntary treatment (Ramon 2010). Involuntary treatment imposed
as a result of a lack of alternatives and lack of resources has been called one of the ‘biggest
under-reported scandals of our time’ (Kinney 2009, 334). Social workers, who are genuinely
committed to the recovery model need to develop alternatives to involuntary treatment,
not strive to maintain two inconsistent approaches.

The way forward

As Davidson, Brophy, and Campbell (2016) suggest, the vacuum left by a rejection of com-
pulsory treatment must be filled, or social workers may be guilty of benign neglect in their
failure to provide adequate alternative support services to ensure social citizenship. This is
an issue mental health social work has faced before, in the era of deinstitutionalisation.
Glen describes the last paradigm shift, when opponents of the changes:

…were convinced that the prior statutory schemes better protected people who lacked
capacity; that increased procedural protections would dramatically increase the cost of, and
time necessary for, protective proceedings; that those protections would cause undue hard-
ship to families seeking only to ‘do right’ by their incapacitated relatives; and that the virtually
unlimited power previously given to judges was appropriate because of their experience and
belief that they ‘knew best.’ (2012, 110)

This is profoundly reminiscent of supporters of involuntary treatment today, few of
whom would now support a return to institutionalisation and unfettered guardianship
powers. The next paradigm shift, a rejection of involuntary treatment, will be as
significant as the last, and if it is to avoid the unintended side effects of deinstitutionalisa-
tion, new ways of engaging with people who experience mental distress will need to be
developed.

These alternatives are many, and while no jurisdiction in the world has totally rejected
involuntary treatment, there are some attempts at transitional solutions. One example,
from Sweden, is of a limited guardianship model in which a mentor, usually a friend or
a relative is appointed and paid for by the state who can only usually act with the
consent of the person (Glen 2012). While the Swedish system retains involuntary treat-
ment for some circumstances, this mentoring approach offers a model for supported,
rather than substituted, decision-making. Others, such as psychiatric advance directives
(Weller 2013a), or representation agreements (see, e.g. the Representation Agreement Act
1996 (B.C.)(Can.)), give people the power to make binding decisions for themselves or
appoint representatives to make decisions on their behalf. This could include providing
consent to be involuntarily treated in the future.

More complete alternatives fall into two related approaches: broad theoretical changes
and service models which implement them. The main theme in the theoretical discussion
is the need to move beyond a biological model of mental health. Psychiatric diagnosis
forms the basis and the framework for involuntary treatment, and biological explanations
for diagnoses are central to the propagation of ‘medical imperialism’ which uphold diag-
noses (Pilgrim and McCranie 2013). The singular biological explanation for mental illness,
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and the subsequent focus on biological treatment, is widely contested in the literature
(Szasz 1961; Szasz 1998; Boyle 2013; Cromby and Harper 2013; Bland, Renouf, and
Tullgen 2015). Instead, Coles, Diamond, and Keenan (2013) call for a plurality of causal
explanations. Minkowitz (2010) proposes spiritual and cultural approaches and collabora-
tive healing methods which rely on relational engagement rather than coercion. Carney
(2010) suggests informal, communitarian or feminist alternatives to the current
utilitarian liberalist model of protective detention, citing successful examples in
Germany and Italy.

Social explanations for mental distress abound (Mechanic, McAlpine, and Rochefort
2014; Colla 2015), and can be as simple as an understanding of mental distress as a
normal reaction; an adaptation to abnormal events (Boyle 2013). One approach which is
consistent with social work more generally is social role valorisation, a sociopsychological
framework developed to reverse the impact of stigma of mental illness diagnosis which
requires the reorganisation of services to support inclusive social citizenship (Double
2006). Social work, and critical social work in particular, has a long history of providing
alternative theoretical approaches to mental illness, such as power analyses and structural
influences including race, trauma, sex, gender and the role of work (Macfarlane 2007).
Despite the presence of this alternative theory base, social workers in mental health are
consistently seduced by the positivistic rigour of medical diagnosis and language, by
the clarity of risk management frameworks and the power of the professionalised clinician
(Macfarlane 2007).

Practice approaches which derive from or contribute to these theoretical perspectives
are also numerous. Co-production, a framework for ‘professionals and citizens to share
power to plan and deliver support together’ is an obvious pragmatic next step for
service reorganisation (Slay and Stephens 2013). This relationship includes professionals
as equals, an improvement on the current power dynamic, but falling short of the consu-
mer-led service model in which social workers would work for, rather than with, people
with a diagnosis of mental illness. Despite this, co-production is a model aimed at enhan-
cing social citizenship, and is well positioned for wider implementation.

It remains to be seen if insurance schemes, such as Australia’s National Disability Insur-
ance Scheme (NDIS), can successfully unbalance this power dynamic in favour of people
receiving services (Laragy et al. 2015). Many of these models, such as co-production and
the NDIS, rely on a neoliberalist notion of choice and a consumerist notion of recovery
which might not always be ideal for people experiencing mental distress. Consumerism,
with its focus on individual choice, is clearly incompatible with involuntary treatment,
but its individualist nature also puts it at odds with communitarian responses which
focus on solidarity. Pragmatically, Laragy et al. (2015) argue that social workers have a
vital role in schemes such as the NDIS, providing information, supporting decision-
making and creating welcoming communities to facilitate maximum choice.

Adopting co-production in a communitarian, rather than individualistic way, Cahn
(2004) suggests a radical reorganisation of the entire market economy around trust, reci-
procity and civic engagement, rejecting the neoliberal conceptualisation of citizenship.
This kind of radical social reorganisation proposal responds to the understanding of
mental illness as caused by the organisation of society. While not exactly pragmatic,
this macro approach is an example of how social workers can acknowledge and
address structural causes of mental distress.
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Other areas for further exploration abound, as Moncrieff, Cohen, and Mason (2013)
propose a democratic approach to neuroleptic treatment, arguing that people should
be supported in their decisions to take, or not take, medication, while others propose cog-
nitive therapy as an alternative (Morrison et al. 2014). Cromby and Harper (2013) and
Longden, Corstens, and Dillon (2013) highlight mutual support groups, such as the
Hearing Voices movement, or the Paranoia Network. Alternatives to crisis response invo-
luntary treatment include survivor-led services, which often incorporate social work the-
ories such as anti-oppressive practice (Venner and Noad 2013). Longer-term alternatives
to hospitalisation can be seen in the Soteria House model (Calton et al. 2008). Social
workers are uniquely placed to support alternatives to involuntary treatment. Reisch
writes:

Particularly in an era of economic globalisation and neoliberal ideological dominance, reaf-
firming the social justice goals of social work requires constant attention to the processes
of creating and sustaining change. Because hegemonic institutional structures strive to pre-
serve systems of power and privilege, the status quo must be challenged and destabilised
for any desired changes to occur. Resistance at the intellectual and practice levels are both
essential components of the processes that help people to survive, find meaning in their
lives, become aware of injustice and work for justice. (2013, 74–75)

This behoves social workers to engage in practice approaches, theoretical development
and all else that is necessary to bring about the next paradigm shift in mental health care –
a rejection of involuntary treatment. Szasz (1998, xiii) joins this call to extend social citizen-
ship to people with a mental illness diagnosis, reflecting that ‘only in this century, and only
begrudgingly, did we stop treating blacks and women as quasi children. Perhaps in the
next century, we will extend fully human status to the so-called mentally ill as well’.
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