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ABSTRACT

Mental health nursing practices within inpatient care aim to empower consumers to lead their treatment and recovery. However,
involuntary care may be justified for safety reasons. This practice can be traumatising and harmful. Our review explores the en-
forcement of involuntary care by mental health nurses in inpatient settings utilising meta-ethnography. Searches of articles pub-
lished over a 10-year period (2014-2024) were conducted in Cumulative Index of Nursing and Allied Health Literature (CINAHL)
and MEDLINE. The searches aimed to identify rich qualitative data on this area of mental health nursing practice. Six articles
were selected for inclusion and a reciprocal translation synthesis was undertaken. Three key metaphors emerged: ‘a necessary
evil’, ‘the dilemmas of enforcement’ and ‘perturbed practice’. These metaphors illustrate the complex and often conflicting emo-
tions nurses experience when enforcing involuntary care. Nurses viewed the enforcement of involuntary care as a necessary but
difficult practice, justified by the belief that it ultimately benefits the person's safety and well-being. Despite justifying involun-
tary care as necessary, nurses faced ethical dilemmas balancing patient autonomy, safety and dignity. Enforcing involuntary care
caused significant emotional distress for nurses, who experienced discomfort, guilt and moral conflict, questioning their actions
and the impact on their relationships with consumers. The findings highlight the importance of minimising restrictive practices

and developing supportive frameworks that prioritise patient dignity and autonomy while ensuring safety.

1 | Introduction

It is widely accepted that the best approach to mental health
inpatient care involves minimal restrictive practices, en-
abling consumers to be the lead decision-makers of their care,
treatment and recovery goals (Beckett et al. 2017; Fletcher
et al. 2019). However, the compulsion of inpatient care is often
justified by ethical and/or legal mandates (Szmukler 2020).
Involuntary care is typically used when experiences of distress
or illness severely interfere with a person's autonomy or pose
an acute threat to safety (Szmukler 2020; Rienecke et al. 2023).

For example, during experiences of psychosis, life-threatening
anorexia nervosa or suicidal behaviour (Plahouras et al. 2020;
Rienecke et al. 2023). The temporary suspension of autonomy
is usually justified on the presumption that long-term wellbe-
ing can only be secured by such means (Zugai 2023). Despite
arguable defensibility, involuntary care may hazard safety and
dignity, with consumers reporting punitive and humiliating
experiences (Hawsawi et al. 2020). The enforcement of invol-
untary treatment by mental health nurses in inpatient settings
is often a critical element of practice within inpatient mental
health services, albeit a complex area (Wormdahl et al. 2020).
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Using restrictive or coercive practices and interventions to en-
force involuntary care is common in mental health nursing
care (Lawrence et al. 2024; Muir-Cochrane et al. 2018) de-
spite international calls for elimination (Belayneh et al. 2023;
Bennetts et al. 2024; World Health Organization and United
Nations 2023). Restrictive practice is ‘an overarching term used
to refer to the broader context of confinement, including the
ward environment, dynamics, atmosphere and routines, which
include restrictive interventions’ (Lawrence et al. 2024, 1).
Restrictive interventions are ‘measures which intend to control
or contain patients beyond the daily norms of their hospital en-
vironment’ (Hui 2017, 1). Restrictive practices and interventions
include hospital units with locked doors (Mann et al. 2021),
physical, mechanical and chemical restraint such as compulsory
medications. The use of seclusion is also a restrictive practice
involving the use of quiet rooms or controlled areas (Belayneh
et al. 2023; Mann et al. 2021; Hui 2017). Interventions such as
one to one individual care which consumers may perceive as
restrictive, should also be considered under the umbrella of re-
strictive practices and interventions (Mann et al. 2021).

Restrictive practices are known to be physically and emotionally
traumatising for consumers (Doedens et al. 2019) and staff in
mental health inpatient units (Muir-Cochrane et al. 2018). The
implications of consumers exposed to restrictive practices in-
clude worsening of distress, traumatisation, physical health con-
cerns and on occasions, death (Lawrence et al. 2024). Consumers
may also experience several differing forms of restrictive prac-
tices (Belayneh et al. 2023) concurrently, such as compulsory
medications and mechanical restraint (Mann et al. 2021), fur-
ther compounding their distress and trauma.

2 | Aims

Alongside widespread recognition of the importance of mini-
mising restrictive practices in mental health inpatient care and
growing movements calling for their elimination, it is critical to
explore what is known about mental health nurses’ experiences
of enforcing care. Understanding how nurses navigate this chal-
lenging area of practice can inform necessary service reforms
and guide the development of more human rights based and ef-
fective approaches to involuntary care in mental health settings.
Therefore, the aim of this review was to explore mental health
nurses' enforcement of involuntary care in inpatient settings.

3 | Methods

A meta-ethnography was undertaken, guided by ideas of social
analysis focused on contextualising multi-sited social phenomena
(Marcus 1999). Existing qualitative research was used to develop
insights into the ‘shared world of a set of subjects’ (Marcus 1999,
7), in this case, mental health nurses. A review protocol was regis-
tered with the Open Science Framework (osf.io/XXXX).

Meta-ethnography is an inductive interpretative method of knowl-
edge synthesis (Noblit and Hare 1988). This established method
interprets qualitative research studies to reveal the analogies
between them (Noblit and Hare 1988). The seven steps of Noblit
and Hare's method are: getting started (step 1), deciding what is

relevant to the initial area of interest (step 2), reading (and reread-
ing) studies to discover their main concepts (step 3), determining
how the studies relate to one another (step 4), then translating the
studies into one another (step 5), synthesising translations (step 6)
and communicating the synthesis (step 7) (Noblit and Hare 1988).
The reporting of this review has been guided by the eMERGe re-
porting guidelines for meta-ethnography (France et al. 2019). Step
1 is described in the aims and rationale for the review.

The reviewers sought qualitative data that could derive an un-
derstanding of nurses' perceptions of being the enforcer of invol-
untary care within acute inpatient mental health units for step
2. This included research studies published in English over a 10-
year period (2014-2024). We excluded studies that did not con-
tain qualitative data. We searched two bibliographic databases
which contain mental health care-related research: MEDLINE
and CINAHL. These databases were chosen as they provide com-
prehensive coverage of qualitative studies in nursing (Wright
et al. 2015; Justesen et al. 2021). Titles and abstracts were pur-
posively searched for the words: Involuntary or compulsory or
coercive or mandatory or forced orunwilling or compelled an-
denforc* or impos* or coerc* or compel* or mandat* or impos* or
requir* or pressur* and Mental health nurs* or psychiatric nurs*.
LM and PB screened the titles and abstracts of the search results,
followed by the full text of potential suitable studies. This search
identified six qualitative research studies that were sufficiently
similar in their findings to undertake a reciprocal translation
synthesis (Sattar et al. 2021). This approach concentrated on it-
eratively translating the findings from one study to another, aim-
ing to develop interpretative metaphors that best represent the
connections across the studies, in alignment with the research
objectives (Noblit and Hare 1988; Sattar et al. 2021). A flow di-
agram of the search is presented in Figure 1 and an overview of
the studies included is provided in Table 1 (organised chronolog-
ically by year of data collection). For step 3, the studies that met
the inclusion criteria were read and reread to develop an under-
standing of their key metaphors (LM). Data were extracted from
the studies utilising NVivio 12 plus. This included participant's
quotes as first-order concepts and the second-order concepts of
the researcher’s interpretations of their findings. The reader's ob-
servations were documented, and these led to the development of
the review's third-order constructs and the interpretation of this
meta-ethnography. A conceptual map of the process covering
steps 4, 5 and 6 of the meta-ethnography is presented in Figure 2.

The National Institute for Health and Care Excellence (2012)
critical appraisal guidelines for qualitative research were used
to evaluate the methodological rigour of the studies included in
the meta-ethnography. One of three assessments is made to indi-
cate whether all (++), some (+) or few or none (—) of the quality
appraisal criteria were fulfilled. The results of this critical ap-
praisal are included in Table 1.

4 | Results

The review identified six studies that had rich qualitative data
that provided insights in mental health nurses’ enforcement of
involuntary care in inpatient settings (see Table 1). Within these
studies, three interpretative metaphors were identified that con-
nected the studies and were relevant to the review's aims and
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FIGURE1 | PRISMA Flow diagram (Tricco et al. 2018).

rationale. Figure 1 shows how these third-order constructs link
to the second-order concepts in the included studies. The meta-
phors identified were as follows:

1. A necessary evil: Mental health nurses viewed the en-
forcement of involuntary care as a necessary but difficult
practice, justified by the belief that it ultimately benefits
the person's safety and wellbeing, despite the ethical and
emotional challenges involved.

2. The Dilemmas of Enforcement: Despite justifying involun-
tary care as necessary, mental health nurses faced ethical
dilemmas in balancing patient autonomy, safety and dig-
nity, often reflecting on their actions and advocating for
ethical practices within coercive environments.

3. Perturbed practice: Enforcing involuntary care caused sig-
nificant emotional distress for mental health nurses, who
experienced discomfort, guilt and moral conflict, question-
ing their actions and the impact on their relationships with
consumers.

4.1 | A Necessary Evil

Mental health nurses consider the enforcing of involuntary care
asa ‘necessary evil’ (Andersson et al. 2020, 741; Bailey et al. 2021,
406) inherent to their practice. Across the studies, mental health

nurses describe the need to reconcile their enforcement of care
through coercive practice with their professional obligations.

The patient should know that I do all this because the
patient needs this care and not because I want to use
my power.

(Manderius et al. 2023, 7)

[P]rofessional power is used by nurses to persuade the
patient to accept interventions s/he disagrees with.
As nurses, they “know what's best”...

(Andersson et al. 2020, 748)

Nurses justify their role in involuntary care by emphasising
the intended positive outcomes for the person receiving care.
Involuntary care was enforced because ultimately it was hoped
to be beneficial for the person.

I Forcing someone to do something... is not right... but
if it's for their own good, then it's fine’
(Aragones-Calleja and Sanchez-Martinez 2023, 988)

In accordance with mental health legislation, nurses understood
that individuals receiving involuntary care were considered
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TABLE1 | Descriptive details of included studies and NICE quality scores.

NICE
Methodology/ quality
Author Year Country methods Aim Sample score
Chambers et al. 2015  United Kingdom  Qualitative design Explore nurses’ 12 nurses ++
Focus groups experiences caring for
distressed and/or
disturbed service users.

Jansen et al. 2020 Norway Qualitative design To describe moral distress 16 nurses ++

Interviews in acute inpatient settings.
Bailey et al. 2021  United Kingdom Phenomenology To understand how 14 nurses ++

Interviews nurses perceived

touch during physical
restraint.
Andersson et al. 2020 Sweden Qualitative, Describe nurses' experiences 10 nurses ++
inductive design of informal coercion.

interviews
Calleja and 2023 Spain Phenomenology Explore the experiences, 28 nurses ++
Sanchez- Interviews knowledge and perception
Martinez of coercion among nurses.
Manderiusetal. 2023 Sweden Qualitative design Explore nurses' ethical 12 nurses ++

interviews

considerations and other
factors influencing
coercive measures.

to have impaired judgement. In these circumstances mental
health nursing was characterised as a paternalistic practice, un-
derscored by the belief that enforcing involuntary care, though
unpleasant, was necessary to protect the person's wellbeing.

In that situation, something has to be done. It's
like the car is going to roll over someone. All you're
thinking of is just holding them from doing any more
of that. So, I think of it as if it were a child going into a
road, because you'd hold them, wouldn't you?’
(Bailey et al. 2021, 406)

They can't determine things and make decisions
when they are in such a mental state. You must lead
them to the right track

(Andersson et al. 2020, 747)

Enforcing involuntary care was also a means to ensure the
safety of both the person and other people in the inpatient en-
vironment. In this context, mental health nurses reluctantly
engaged in practices which they recognised as potentially ‘dam-
aging’ (Chambers et al. 2015, 292), rationalising their use as a
last resort to prevent harm. Feeling compelled to act decisively
to prevent danger they resorted to coercive measures only after
non-coercive approaches had proven ineffective.

I Although they spoke of not wanting to restrain, they
defended their actions on safety grounds for service

I users and staff, and they believed they had no other
choice
(Bailey et al. 2021, 405).

Despite being framed in terms of an emergency response, the
enforcement of involuntary care was also understood to have
potential benefits in the longer term. Nurses believed that the
recipient might appreciate and understand the necessity of
coercion once they experienced improvements in their men-
tal state.

Coercive measures are used for the benefit of the
patient and to break various difficult conditions....
It's hard, but the patients may thank us afterwards
because it's about alleviating suffering

(Manderius et al. 2023, 5).

Nurses also experience that ‘talking to the patient
when he has recovered might strengthen the
relationship’ (P10), as the patient can understand that
the coercion was helpful and ‘actually thank us for
intervening’

(Andersson et al. 2020, 749).

4.2 | The Dilemmas of Enforcement

Despite what seemed to be a clear sense of certainty around the
justification for enforcing involuntary care, nurses experienced
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Chambers et al., 2015

Emotional and cognitive dissonance, Therapeutic engagement, Organizational management and
support.

Jansen et al., 2020

Experienced dilemmas between nurses’ perceptions of capacity and patients’ needs, Risk of violence
and dilemmas concerning coercion, Experienced physical and mental reactions to moral distress.

Bailey et al., 2021

Enhancing de-escalation, Sensory interventions, Impact on staff. Needing to justify, Inconsistent
knowing, Compassionate whilst careworn.

Andersson et al., 2020

Striving to connect, Involving others, Adjusting to the caring culture, Dealing with laws, Justifying
coercion, Waiting for the patient, Persuading the patient, Negotiating with the patient, Using
professional power, Scrutinizing one’s actions, Learning together.

Manderius et al., 2023

Ethical considerations that promote the patient’s autonomy and health, Obstacles to ethical
considerations.

Calleja & Sanchez-Martinez, 2023

Therapeutic relationship and treatmentin the MSMHU, Coercion at the MSMHU.

Reciprocal translation synthesis

A necessary

FIGURE2 | Conceptual map of the reciprocal translation synthesis.

dilemmas associated with balancing complex ethics, autonomy,
issues of safety and attempts to maintain dignity. Mental health
nurses needed to reflect on the ethical tensions of involuntary
care in enacting their roles, particularly when using practices
such as physical restraint, seclusion and administering medica-
tions against a person's will.

It emerged during the interviews that the participants
felt that a high level of ethical awareness was required
in order to provide psychiatric care

(Manderius et al. 2023, 8)

Mental health nurses practiced in physical environments that
were designed to enforce care and inpatient units in particular
were inherently coercive, in which nurses and consumers had
limited control.

The Dilemmas
evil of Enforcement

Perturbed
practice

I They have a restricted autonomy just by being here.
They are locked in. We close the door behind them
(Andersson et al. 2020, 746).

In inpatient care, mental health nurses are only one com-
ponent within a broader, coercive system of treatment.
Within these systems, the professional autonomy of mental
health nurses is restricted, with nurses’ identifying subordi-
nation to psychiatry as a major influence on their practice and
the enforcement of involuntary care. This hierarchy, its ex-
pectations of compliance and the impact this had on decision-
making, compounded the ethical quandaries for mental
health nurses.

ILoyalty and adherence to instructions were

emphasised: ‘It is difficult to execute coercive
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I [treatment measures| you do not agree with, but of
course we do it... for me this is a moral dilemma’
(Jansen et al. 2020, 1320).

With greater clinical experience, nurses develop more confi-
dence to advocate and articulate concerns when faced with di-
lemmas in enforcing involuntary care.

Some expressed that earlier in their professional
careers, when less experienced, they valued duty
higher than their own ethical convictions, in,
for example,

enforcing a doctor's compulsory

prescriptions even though the participants did not

consider it fair or in the patient's best interests.
(Manderius et al. 2023, 7)

Paradoxically, enforcing care is viewed as an essential com-
ponent of ethical mental health nursing. Despite this, mental
health nurses face ethical dilemmas when using physical re-
straint, particularly in situations involving personal hygiene.
In such situations, using coercive practices to limit a person's
autonomy were deemed necessary to preserve that person's
dignity.

Andy expressed his concerns about the dilemma of
using physical restraint in caring for and maintaining
the dignity of the service user, who was highly
distressed and incontinent of faeces: You can't leave
a man in his own faeces. So, you clean them up and
that's good, clean nursing. But it doesn't feel like that.
You know you're doing it for the best.. The other
choice is to leave him floundering around the floor

in his poo.
(Bailey et al. 2021, 406).

As nurses plan and implement coercive practices, they also use
their ethical awareness within the structuring and planning
of interventions to support ethical principles of care. They ap-
proach enforcing care with a belief that they need to preserve
the person's dignity and promote self-determination as much as
possible within the limits of the situation.

Ensuring that service users are treated with dignity
and respect was part of the process of demonstrating
that service users were valued as individuals
according to nurses

(Chambers et al. 2015, 292).

Not exposing the patient's body more than necessary
when giving forced injections, or only allowing
female staff to be present in a coercive procedure if
the patient had previously been mistreated by men,
were examples of situations where the patient's

vulnerability was considered
(Manderius et al. 2023, 6).

4.3 | Perturbed Practice

The meta-ethnography highlights an emotional impact on
mental health nurses as they enforce involuntary care, despite
their beliefs about the rationale for coercive practices and
ethical awareness related to their use. Mental health nurses
expressed feelings of discomfort, guilt and shame related to
their actions, prompting them to question their practice and
highlighting dissonance in their understanding of their pro-
fessional role.

[W]hy did I do this? Even if they in a way agreed they
should have been entitled to refuse?
(Andersson et al. 2020, 749).

It's not to be taken lightly when you put your hands
on somebody. It's wrong really. It's like the opposite of

therapeutic touch
(Bailey et al. 2021, 405).

Nurses also experience moral distress in the use of coercive in-
terventions, which contradicts their understanding of their ther-
apeutic role, leading them to believe that what they were doing
had the potential to damage the relationship they had with the
person.

The use of coercive practices and their potential to cause harm
also creates a moral tension for nurses and challenges their
identity and understanding of their therapeutic role. They
find it difficult to integrate the use of coercive practice while
simultaneously trying to develop and sustain a therapeutic
relationship.

I It's not a comfortable thing to do to the patient or
yourself because it ruins the relationship
(Chambers et al. 2015, 292).

This emotional impact was further exacerbated through the in-
ternal conflict that nurses experience as participants in the en-
forcing of involuntary care, particularly when they had doubts
about its necessity. This again raised concerns and confusion
about the impact of their actions on the relationship with the
person.

Although I deep inside perhaps understand that she
had to have that medicine, it is abusive towards her
when so many people enter... at times I find that some
cases are doubtful

(Jansen et al. 2020, 1320).

Nurses' distress at enforcing involuntary care is compounded by
the need to navigate the conflicting obligations between profes-
sional duty and personal values. While recognising the necessity
of the care for the person's well-being, they also struggle with
feelings of moral ambiguity and a desire to practise in alignment
with their own beliefs and values, rather than simply perform-
ing their role within the systems of coercion.

6 of 10

International Journal of Mental Health Nursing, 2025



[T]t felt more right to act on their own conscience than
on the mere duty to implement a coercive measure
that they felt could not be justified, especially if the
purpose of the coercive measure did not correspond
to a fair and humane treatment

(Manderius et al. 2023, 6).

5 | Discussion

This study provides insight into the experiences of mental health
nurses (MHNS) in enforcing mental health care. The enforcement
of care in mental health contexts is different to any other area of
health care. The findings of the review highlight the complex eth-
ical, emotional and systemic challenges that enforced care creates
for mental health nurses. Central to the findings is the concept of
involuntary care as a ‘necessary evil’. This finding is congruent
with the extant literature, which suggests MHNs accept invol-
untary treatment in a hospital setting as necessary for managing
acute mental health crises and ensuring the safety of consumers
and staff (Aragones-Calleja and Sanchez-Martinez 2023; Hem
et al. 2018; Paradis-Gagne et al. 2021). However, the experience of
enforcing such treatment raises significant ethical tensions in the
context of awareness of the harms that it can cause. Many MHNs
grapple with the moral discomfort of enacting practices that may
be seen to prevent some harm, yet simultaneously risk causing
other forms of harm to consumers, particularly those with his-
tories of trauma (Paradis-Gagne et al. 2021). Enforced treatment
and hospitalisation are distressing for anyone but can replicate
dynamics of disempowerment and helplessness for people who
have experienced trauma, leading to re-traumatisation (Hennessy
et al. 2023). It is also important to note that legitimising harmful
actions based on a person's ‘best interest’ can further compound
trauma (McKeown et al. 2019).

According to Hem et al. (2018), an ethical challenge arises
when a person is unsure of the most appropriate actions to
take, experiences discomfort or feels uncertain about how to
respond to a situation. Despite the legitimisation of coercive
practices through legal and professional mechanisms, MHNs
often experience moral distress, characterised by emotional
burdens of guilt, shame and discomfort when using restrictive
interventions, which can then lead to emotional blunting or
burnout (Aragones-Calleja and Sanchez-Martinez 2022; Hem
et al. 2018). This internal conflict reflects a recurring theme
around the ethical dissonance between nurses' professional
obligations and the values of mental health nursing, which es-
pouse the principles of person-centred, trauma-informed and
recovery-oriented practice (Wilson et al. 2021).

There is a critical tension between nurses' roles in supporting
consumers’ autonomy and safety while simultaneously enforc-
ing care (De Ruysscher et al. 2020). MHNS are required to up-
hold the values of autonomy and safety in acute care settings
despite a prioritisation of risk minimisation (Aragones-Calleja
and Sanchez-Martinez 2023). This balance is made more chal-
lenging by biomedical approaches to mental health care, where
nurses may be required to enact medical directives (Traynor
et al. 2010) and there is reliance upon pharmacological interven-
tions. While the use of medication is often necessary in acute

mental health settings, MHNSs report feeling conflicted when
consumers are opposed to taking medication or they observe
that treatments may cause harm, further intensifying ethical di-
lemmas (Hem et al. 2018; Paradis-Gagne et al. 2021). Systemic
factors compound this ethical complexity. Nurses work within
hierarchical environments where their professional autonomy is
limited by institutional protocols, often leading to resentment
towards their lack of input into treatment decisions (Delgado
et al. 2020; Salberg et al. 2022). Power dynamics are central to
MHNSs experiences within the multidisciplinary team where
their professional power to enforce care is contradicted by
their disempowerment in resisting systemic coercion (Haines
et al. 2018). Duality is also apparent in their dual roles as pro-
tectors and enforcers, as well as conflicts between humanis-
tic ideals and the ‘harsh reality of their daily work’ (Bjérkdahl
et al. 2010, 511).

While some nurses prioritise adherence to organisational obli-
gations and institutional protocols, others advocate for a more
nuanced approach that integrates consumers’ dignity and au-
tonomy into care. This divergence in approaches highlights
the ongoing need for reflective practice and heightened ethical
sensitivity among mental health nurses, particularly in contexts
where coercive measures are perceived as unavoidable yet ethi-
cally fraught. However, increasing nurses' ethical sensitivity may
also amplify their experiences of moral distress. To address this,
clinical supervision is recommended to foster reflective practice,
helping to build resilience when confronting moral dissonance
(Delgado et al. 2020). While supporting nurses to perform their
roles with empathy and reducing vicarious traumatisation is im-
portant, it is questionable whether nurses need to learn to work
effectively despite experiencing moral distress, or whether men-
tal health institutions and systems need to reconcile coercive ap-
proaches to care that are endorsed in the name of safety. That is,
by taking a critical eye to coercive practices which are deemed
safe from the perspective of institutions and systems, but are
deemed unsafe by, and for, consumers. It has been argued that
nurses are carrying the moral load that more correctly sits with
the institution and system (Jansen et al. 2022). While practices
such as clinical supervision and reflective practice are helpful,
there is also a need for overt acknowledgement of the pressures
upon staff, including nurses, within existing mental health sys-
tems and the limitations of current models of care (Isobel 2021).
This acknowledgement logically leads to consideration of what
alternative approaches to care are possible that prioritise con-
sumer autonomy and dignity, while still ensuring safe and ther-
apeutic care is available to those who require it.

There are strong messages of power apparent throughout the
findings. MHNs are seemingly aware of their professional power
to influence care, their personal power to support individuals
and the disempowerment both they and consumers experience
within involuntary treatment. MHNs are known to also hold
transformational power in mental health care (Gabrielsson
et al. 2020). Thus, it is apparent that MHNS face choices between
resisting or aligning with the system; however, such a simplistic
perspective risks negating the efforts of the many MHNs work-
ing within inpatient settings who do what they can to deliver
care in compassionate, trauma informed and least restrictive
ways despite organisational pressures (Solomon et al. 2021;
Wilson et al. 2024). It is likely that within coercive care there
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is much unseen negotiation and kindness delivered by MHNs.
However, it is also acknowledged that interpretations of events
can differ tremendously, with people who receive coercive care
reporting kindness in the context of coercion to simply further
oxymoronic tensions (McKeown et al. 2019).

Beyond the experience of nurses and people who receive ‘care’,
the voices of carers and families are also important. While there
are clear and important arguments against involuntary care,
there are also many carers and families struggling to support
their loved ones who are experiencing mental health crises
(Carbonell et al. 2020; Norvoll et al. 2018). This is reflective of
an under-resourced system that relies upon ‘necessary evils’ to
ensure basic care. Coercive care takes many forms across men-
tal health services, including through short-term responses to
overwhelming distress or agitation in inpatient settings, as well
as community treatment orders and sustained restrictive prac-
tices (Haines et al. 2024). Many of the nurses in the included
studies are reflecting on inpatient, acute responses but it is also
important to know whether nurses view sustained restrictive
practices such as recurring CTOs as restricting people’s free-
doms for their ‘own good’ or whether these forms of coercive
care are more about meeting the expectations of society, families
and communities, and a lack of funding for supportive and pre-
ventative services. When considering the wider context of coer-
cive practices, removing coercion is ideal but can only happen
with significant investment in other services and settings (Aluh
et al. 2023; Molodynski et al. 2014).

6 | Conclusion

This meta-ethnographical study, undertaken by mental health
nurses, raises critical issues for the profession of mental health
nursing. The identified issues are not about the role of individ-
ual nurses in managing involuntary care and what efforts they
should take to cope better, self-care better or build their personal
resilience, but rather about the responsibility of institutions to
restructure care towards non-coercive models that prioritise
autonomy, dignity, and ethical integrity. Moving towards such
models would improve the well-being of consumers and staff
and relieve nurses of the moral weight of enforcing restrictive
practices, more appropriately shifting it back to the systems
and policies that shape mental health care. This would align to
transformational moves towards human rights based mental
health care, while also resonating with trauma informed and
recovery-oriented approaches. This study highlights that as
long as coercive care remains a ‘necessary evil’ in the delivery of
mental health care, the rights and humanity of consumers and
staff remain compromised.

7 | Relevance for Practice

As our findings show, enforcing involuntary treatment is an
uncomfortable topic for nurses and a source of ethical tension.
Nurses, as frontline providers of care in mental health care,
occupy a trusted role in delivering therapeutic care. However,
they often find themselves in a predicament as they try and nav-
igate the delicate balance of safeguarding the well-being of the
patient, protecting the rights of others and upholding human

rights principles (Hawsawi et al. 2020). Nurses are often tasked
with implementing restrictive practices and thus hold signifi-
cant responsibility in ensuring that these practices are applied
in a manner consistent with professional and ethical standards,
legal frameworks and human rights obligations.

Endorsement of restrictive practice among the nursing profes-
sion is declining, with increasing calls that it should be mini-
mised or, where possible, eliminated (Daguman et al. 2024;
Havilla et al. 2024). This is in part possible due to mental health
professionals and policymakers embracing the concepts of
recovery-oriented practice. Recovery principles such as offering
hope and optimism require autonomy and self-determination
(Solomon et al. 2021). Nurses, and other mental health profes-
sionals, must continue to be educated and trained to recognise
when enforcing involuntary care may violate a person's rights
and explore alternative approaches that minimise coercion. The
integration of trauma-informed care, which acknowledges the
past experiences of those receiving care, is crucial in reducing
the need for restrictive interventions and supporting the recov-
ery and empowerment of people and building a more empathetic
mental health service. Nurses are uniquely positioned to lead
this change by leveraging their therapeutic relationships with
patients and fostering environments that promote safety and
trust without the need for coercive measures.
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