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Summary
We assessed whether adult Black and minority ethnic (BME)
patients detained for involuntary psychiatric treatment
experienced more coercion than similar White patients. We
found no evidence of this from patient interviews or from
hospital records. The area (mental health trust) where people
were treated was strongly associated with both the
experience of coercion and the recording of a coercive
measure in their records. Regarding charges of institutional

Accusations of institutional racism in psychiatry have been made
for several years in the USA and UK.1–3 One area of investigation
has been the use of in-patient coercion: three studies have
reported higher levels of coercion among Black and ethnic
minority (BME) psychiatric in-patients compared with White
patients.4–6 However, in the one study that carried out more
complex analyses, ethnic differences in coercion were explained
by adjustment for factors that differed according to ethnic background.4 In our study of detained in-patients we obtained
information from both self-report and hospital records, collected
at different times during the hospital stay. Our hypothesis was that
detained BME patients would experience more coercion than
White patients.

Method
Twenty-two hospitals managed by eight mental health trusts,
located in London and in the south-east, north-west and southwest of England, participated in a study of involuntary hospital
admissions.7 Patients aged 18–65 years who had been admitted
under Sections 2, 3 or 4 of the Mental Health Act 1983, or who
became involuntary patients within a week of admission, were recruited between July 2003 and July 2005. Recruitment took place
during the 7-day period following admission and interviews were
carried out at baseline and 4 weeks after admission. Following approval by the Patient Information Advisory Group, demographic
data were obtained for all eligible patients. Participants were asked
to indicate their ethnicity using the 16 categories from the 2001
census. Owing to the small numbers in some categories, for
analysis data on ethnicity were collapsed into four categories:
White, Black, Asian and mixed ethnicity.
At baseline and 4 weeks after admission those consenting to be
interviewed indicated on the Coercion Ladder, a ten-point visual
analogue scale based on Cantril’s Ladder,8,9 the level of coercion
they had experienced (see online supplement). Information on
forced medication, use of restraint and seclusion was obtained
from participant interviews (online supplement) and from
interviewees’ records during the first 4 weeks of hospital stay.
Logistic regression models were used to estimate odds ratios
for our outcomes and for adjustments. Three outcome variables
were used: a patient score of 10 on the Coercion Ladder at baseline
or at 4 weeks; a patient report of any coercive measure; and a

racism in psychiatry, this study highlights the importance
of investigating the role of area characteristics when
assessing the relationship between ethnicity and patient
management.
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record of a coercive measure in the notes. Statistical analyses were
carried out using Stata version 9.0 for Windows.

Results
About half (n = 778) of the 1570 eligible patients consented to be
interviewed. Recruitment was similar across ethnic groups (online
Table DS1). Information on ethnicity was recorded for 773 of the
778 patients interviewed. Of these, 73.0% (n = 564) were White,
17.9% (n = 138) Black, 6.1% (n = 47) Asian and 3.1% (n = 24) of
mixed ethnicity. Three-quarters of the participants of Black or
Asian ethnicity were recruited from two hospitals managed by
one mental health trust in inner London. Nearly three-quarters
of patients (70.5%, n = 545) interviewed at baseline agreed to a
second interview 4 weeks after admission. Retention rates were
similar across ethnic groups (Table DS1). Both eligible patients
and interviewees in the BME groups were younger, more likely
to be male and to have a diagnosis of schizophrenia.
Many patients (249 of 716; 34.8%, 95% CI 31–38) reported
that the maximum level of coercion had been used during their
admission. Such reports were more frequent among Black patients
(adjusted analyses, Table 1; unadjusted, Table DS2). However, this
association was largely explained in terms of the mental health
trust: trusts with higher than average coercion had more patients
from ethnic minorities, and in the adjusted model we found an
association between mental health trust and perception of
coercion (w2 = 32.19, d.f. = 7, P50.01) but not between ethnicity
and coercion. At 4 weeks, 15.6% (95% CI 13–19) of participants
reported maximum coercion. There was no evidence of
association with ethnicity before or after adjustment (Tables 1 &
DS2). About half (52.1%, 95% CI 48–56) of the interviewees
reported restraint, enforced medication or seclusion. There was
no evidence for an association between ethnicity and use of these
coercive measures. There was a significant association between
mental health trust and use of a coercive measure after adjustment
(w2 = 20.42, d.f. = 7, P50.01). Only a quarter (95% CI 22–28) of
patients had a hospital record of a coercive measure. There
was a difference in the use of such measures across ethnic
groups, but not after adjustment. The two mental health trusts
with the highest proportion of patients from ethnic minorities
had more frequent use of coercive measures (w2 = 20.17, d.f. = 7,
P50.01).
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Table 1 Proportion and odds ratios of coercion, categorised
by ethnicity
Patients Experiencing
n
coercion, %

Adjusteda
OR (95% CI)

Experience of coercion at admissionb
Black
130
Asian
44
Mixed
22
520
Whitec

45.4
34.1
40.9
31.9

1.11 (0.66–1.86)
0.69 (0.33–1.47)
1.07 (0.43–2.64)
1.00
w2 = 1.54, d.f. = 3,
P = 0.67

Experience of coercion at 4 weeksb
Black
101
Asian
29
Mixed
18
363
Whitec

17.8
24.1
27.8
13.8

1.31 (0.60–2.88)
2.13 (0.76–5.98)
2.48 (0.81–7.59)
1.00
w2 = 3.70, d.f. = 3,
P = 0.30

Experience of a coercive measure
Black
98
Asian
32
Mixed
18
383
Whitec

57.1
62.5
61.1
49.4

1.11 (0.62–2.01)
1.44 (0.62–3.34)
1.69 (0.62–4.63)
1.00
w2 = 1.46, d.f. = 3,
P = 0.69

Hospital record of a coercive measure
Black
102
Asian
33
Mixed
18
Whitec
392

39.2
27.3
33.3
19.6

1.09 (0.66–1.81)
0.79 (0.38–1.64)
0.99 (0.39–2.54)
1.00
w2 = 0.79, d.f. = 3,
P = 0.79

a. Adjusted for age, gender, diagnosis and mental health trust.
b. Perception of coercion experienced as a score of 10 (maximum) on the Coercion
Ladder.
c. Reference category.

size was also small in the US study.6 Although we recruited only
half of the eligible population, response rates across ethnic groups
were similar and this is reassuring in relation to the validity of our
results.
Ethnic groupings are always artificial, but are potentially
useful in identifying the influence of racist stereotypes on mental
health practice.11 Our results suggest that improvements are
needed in mental health trusts where there are higher rates of
involuntary admission of BME patients. Although such differences
across trusts may relate to policy or staff training, they are likely to
reflect the characteristics of the catchment area. Our results
suggest that patients from areas with a high proportion of ethnic
minorities are more likely to experience coercion, regardless of
whether they themselves belong to an ethnic minority.
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Discussion
We found no association between ethnicity and patient perception
of coercion at admission or during the first 4 weeks after
admission. There was also no association between ethnicity and
either self-report or hospital record of a coercive measure being
used during the first 4 weeks of hospital stay. The treating mental
health trust was strongly associated both with patient experience
of coercion at admission and with whether a coercive measure
was recorded in the patient’s notes. People from ethnic minorities,
particularly Black patients, were more likely to be in hospitals that
were perceived to be more coercive. This explained the apparent
association between BME and coercion in some unadjusted
analyses and highlights the importance of adjusting for factors
that may explain apparent associations. Our results on coercive
practices do not support the suggestion that institutional racism
is common in UK mental health services. However, the wide
confidence intervals mean that we cannot exclude the possibility
of a clinically important association between some of these
coercive factors and ethnicity, and the generalisability of these
results also needs to be investigated.
A strength of this study was our sample size and the number
and geographical spread of mental health trusts involved in patient recruitment. Previous studies of ethnicity and coercion in
the UK recruited only from hospital wards in London and relied
on routine hospital records; or, where both patient self-report
and information from notes were collected, the focus was on
the admission process and the sample size was small.4,5,10 Sample
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