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Abstract: Coercive treatment with antipsychotic drugs was commonly used in German psychiatric
institutions until it became a topic of substantial medical, legal and ethical controversy. In 2011
and 2012, several landmark decisions by Germany’s Constitutional Court and Federal Supreme
Court challenged this practice in all but life-threatening emergencies. In March 2013, the new legal
provisions governing coercive treatment took effect allowing coercive medication under stricter
criteria. While mainstream psychiatry in Germany resumed the use of coercive medication, although
less frequently than before 2012, there are examples where clinicians put an even greater emphasis
on consensual treatment and did not return to coercive treatment. Data from a case study in a local
mental health service suggest that the use of coercive medication could be made obsolete.
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1. Introduction

Coercive use of antipsychotic medication is common in psychiatric institutions and usually affects
people with severe mental illness [1,2]. Nevertheless, few studies into the rationale, frequency and
effects of coercive medication have been conducted. While there is a remarkable absence of randomized
trials on coercive antipsychotic treatment in hospitals, the use of community treatment orders has been
studied in an experimental design in the UK and was found not to be effective in reducing relapse and
readmission to hospital [3].

In 2011, Germany’s Constitutional Court declared the regulations on coercive treatment in
two German states (Rhineland-Palatine and Baden-Wurttemberg, 2 BvR 882/09 and 2 BvR 633/11)
unlawful, which effectively stopped coercive antipsychotic treatment in these parts of Germany [4]. It
was not the view of the Constitutional Court that coercive treatment per se was unconstitutional but
rather that the criteria under which it could be given were far too wide. In 2012, Germany’s Federal
Supreme Court followed these rulings (XII ZB 99/12, XII ZB 130/12) [4] and extended the ban on
coercive antipsychotic treatment across Germany, when it found the regulations governing coercive
treatment in German guardianship law unconstitutional.

An outcry of protest, amongst others from Germany’s professional association for psychiatry [5],
led to changes in federal law allowing coercive treatment [6] under strict criteria (impaired capacity,
prior attempts to reach consensual treatment, treatment is necessary to avert serious damage to the
patient’s health, least restrictive option, expected benefit exceeds the expected adverse effects).

Additional procedural safeguards were put in place, such as an assessment by a second opinion
doctor and the option for the patient to go through an appeal process before treatment is commenced.
In 2013, against fierce protest from users’ organizations and a small minority within the psychiatric
profession [4], these changes in guardianship law were passed by the German Bundestag.
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Between the decisions by Germany’s Federal Supreme Court in June 2012 and the amendments in
guardianship law passed by the Bundestag in January 2013 Germany was left without a law governing
coercive treatment in psychiatry in all but life-threatening emergencies. The legal hiatus applied to
both people with and people without capacity to consent to the treatment. Doctors were left with
section 34 of Germany’s criminal code, which allows action in justified emergencies (Rechtfertigender
Notstand) to avert an imminent danger (similar to self-defense).

However, this section is not regarded as a justification for treatment of mental or other illness,
and will only be used in exceptional circumstances, for example rapid tranquillization in a hospital
emergency department, when the delay incurred to make a formal application and to call a judge
would infer serious health risks.

The debate in public and in parliament [7] revealed an absence of data on the rationale, frequency,
form and effect of coercive treatment in Germany’s psychiatric hospitals. In small studies, coercive
treatment is reported in 2%–8% of inpatients of psychiatric hospitals [8]. There is some data however,
on the use of detention in hospitals and on the use of mechanical restraint (being strapped to a bed
frame), physical restraint (being held down by staff), and seclusion (being locked in a small room).
These vary considerably from hospital to hospital (between 2% and 10% of inpatients) [9] and between
German states [10], suggesting perhaps that the use of coercion reflects the institutional culture rather
than a variation in patient behavior for example between rural Bavaria and urban Hamburg.

At the same time on an international stage, combating human rights abuses in mental health
care was identified as the “single most important priority for global mental health” ([11], p. 362). The
2015 first report of Germany by the UN Committee on the Rights of Persons with Disabilities [12]
expressed serious concerns on Germany’s compliance with the UN Convention and called on German
authorities to acknowledge torture, inhuman and degrading treatment in psychiatric institutions and
to end substitute decision making in German Guardianship proceedings.

Nevertheless, the legal void created by the court decisions did not prompt a huge interest in the
research community to study this unique opportunity. Some observations were made and will be
described in this paper.

2. Methods

A benchmark project [10] established in 1994 involves a network of psychiatric hospitals
voluntarily submitting their data on the use of coercion in their institutions. These data will be
reviewed against data on the use of coercive treatment in a group of hospitals in Bavaria since 2014 [13].
Furthermore, in an attempt to shed some light on institutional cultures some more detailed data will be
presented from one institution with an uncommon approach to violence and coercion in mental health
care. These data will highlight areas for further research and consideration of standard clinical practice.

In this paper a narrow definition of coercion is used. Included are: physical restraint (holding
someone down), mechanical restraint (strapping someone to a bed frame), seclusion (locking someone
in a room) and coercive medication (medication being administered against the declared will and/or
with physical force).

3. Results

3.1. Data on Coercion in Mental Health Institutions in Germany

Prior to the Constitutional Court decisions of 2011, coercive medication could be administered to
those patients being detained in psychiatric institutions under German mental health laws without an
additional judicial procedure. As long as an individual was detained in hospital by a court of law, he
or she could be treated against his or her will. The decision on involuntary medication was left to the
treating physician.

Soon after the Constitutional Court rulings, some psychiatrists reported an increase in violence
and other coercive measures in their hospitals as they felt unable to control their patients’ disruptive



Laws 2016, 5, 15 3 of 6

behavior when these patients objected to treatment with antipsychotic medication. Flammer and
Steinert looked at the network data and concluded that with the court rulings of 2011 and the ban on
coercive antipsychotic medication, other forms of coercion were used more frequently in a defined
group of patients, those with psychotic disorders, and presumably in situations where coercive
medication was not permitted anymore [14]. They also reported significantly more violent incidents in
patients with a diagnosis of psychosis (+44%).

Recently, data from a group of psychiatric institutions in Bavaria suggested that coercive
medication under the new 2013 rules is used for 0.5% of inpatients [13]. This may well represent a
less frequent use compared to pre-2011 data indicating coercive medication in 2%–8% of inpatients [8],
as the new rules from 2013 introduced stricter criteria and additional safeguards regarding its use: a
separate judicial procedure, a second opinion given by a doctor who is independent from the institution
where the patient is detained and procedural requirements involving a separate court hearing.

3.2. Data from Heidenheim Mental Health Service

In a case study on a smaller level but over a longer time period, observations in a psychiatric
department of a general hospital in South-West Germany allow for a more detailed narrative. The
Heidenheim Department of Psychiatry serves a population of 130,000 in a small town and rural part of
Baden-Wurttemberg. Against the mainstream of German psychiatry, coercive antipsychotic medication
was not reintroduced with the new law in 2013, but remained obsolete since the 2011 court rulings.

Before 2011, coercive medication was used in 2–5 cases per year, thereby affecting up to 0.4% of
inpatients. Compared to the data of the pre 2011 studies quoted above [8], this appears low and may
well represent the therapeutic culture of this institution. The department, from its beginnings in 1995
operated an open-doors policy. There are no locked wards, voluntary and detained patients are being
treated on open wards. All members of staff are trained in de-escalation, the department is a member
of the above mentioned network of hospitals aiming to reduce coercion in mental health care. The
department does not use seclusion rooms to contain disruptive behavior.

The hospital keeps detailed records of violent behavior of inpatients, of the use of coercion
(according to the network definitions) and the use of antipsychotic medication. Violent incidents
are defined as incidents where disruptive behavior by a patient leads to painful or harmful physical
contact with another patient or member of staff (for example: when a cup is thrown and hits a wall,
this is not a violent incident. If the cup hits a person, this will be counted. Threatening language is not
counted; kicking, beating, pulling hair are counted).

For the data on antipsychotic medication, defined daily doses (DDDs) according to the WHO
Collaborating Centre for Drug Statistics Methodology are used. This accounts for the different dose
ranges of various antipsychotics. Some antipsychotics are used in a dose range between 2–12 mg,
others between 100–900 mg. From the amount of each antipsychotic used within one year by a hospital
department, defined daily doses can be calculated and added up. This allows a quantification of
the use of medication of a certain group (antibiotics, antidepressants, antipsychotics, etc.) within a
defined period.

Contrary to assumptions made by mainstream psychiatry and within the hospital network, the
frequency of violent behavior (Table 1) and the frequency of other forms of coercion (mechanical
restraint, Table 1) did not increase in Heidenheim once coercive use of antipsychotic medication was
abandoned. During this period however, a shift in the therapeutic culture led to a reduction in the use
of antipsychotic medication of more than 40% (Figure 1).
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Table 1. Violent incidents and mechanical restraint in Heidenheim Psychiatric Department 2009–2015.

Violent Incidents
Percentage of Inpatients Subject

to Mechanical Restraint

2009 30 3.2
2010 49 3.1
2011 38 4.5
2012 21 5.2
2013 14 5.4
2014 31 4.8
2015 19 2.9

Laws 2016, 5, 15 

 

 Violent incidents Percentage of inpatients subject to 
mechanical restraint 

2009 30 3.2 
2010 49 3.1 
2011 38 4.5 
2012 21 5.2 
2013 14 5.4 
2014 31 4.8 
2015 19 2.9 

 

Figure 1. Defined Daily Doses of antipsychotic medication in Heidenheim Psychiatric 
Department 2009–2014. 

It appears unlikely that these data result from a different mix of diagnoses treated in this 
hospital, as the population served by the institution, the number of inpatients (between 1250 and 
1300 admissions per year) and the distribution of recorded diagnoses has largely remained the same 
during the period from 2009 to 2015. 

4. Conclusions 

Constitutional court rulings in Germany sparked a lively debate on the use of coercion in 
psychiatric institutions. Welcomed by users’ organizations, the court rulings stipulated additional 
efforts in the field of human rights and mental health care. Germany’s largest professional 
organization for psychiatry and psychotherapy responded with the formulation of an ethical 
position on autonomy and coercion in mental health care [15].  

National and local data during the legal void between 2011 and 2013 and thereafter suggest that 
giving up coercive medication is not straightforward and problems arise when one form of coercive 
treatment (coercive medication) is stopped but other forms of coercion (restraint) and violence in 
psychiatric institutions increase. This was observed in several mental health services. 

The data from one mental health service in south-west Germany go against this trend. In this 
service, giving up coercive medication did not coincide with an increase in another form of coercion 
(restraint or seclusion). Also, the service did not observe an increase in violent behavior and 
managed to reduce the use of antipsychotic medication substantially. On a cautious note, the data 
from a small-town/rural area may not be representative for mental health services in urban areas. 

Figure 1. Defined Daily Doses of antipsychotic medication in Heidenheim Psychiatric
Department 2009–2014.

It appears unlikely that these data result from a different mix of diagnoses treated in this
hospital, as the population served by the institution, the number of inpatients (between 1250 and
1300 admissions per year) and the distribution of recorded diagnoses has largely remained the same
during the period from 2009 to 2015.

4. Conclusions

Constitutional court rulings in Germany sparked a lively debate on the use of coercion in
psychiatric institutions. Welcomed by users’ organizations, the court rulings stipulated additional
efforts in the field of human rights and mental health care. Germany’s largest professional organization
for psychiatry and psychotherapy responded with the formulation of an ethical position on autonomy
and coercion in mental health care [15].

National and local data during the legal void between 2011 and 2013 and thereafter suggest that
giving up coercive medication is not straightforward and problems arise when one form of coercive
treatment (coercive medication) is stopped but other forms of coercion (restraint) and violence in
psychiatric institutions increase. This was observed in several mental health services.

The data from one mental health service in south-west Germany go against this trend. In this
service, giving up coercive medication did not coincide with an increase in another form of coercion
(restraint or seclusion). Also, the service did not observe an increase in violent behavior and managed
to reduce the use of antipsychotic medication substantially. On a cautious note, the data from a
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small-town/rural area may not be representative for mental health services in urban areas. Yet, the data
cover a time period of several years and may well offer an opportunity to study complex interventions
aimed at reducing coercion and violence in mental health care and to formulate best-practice models.

A further limitation to the research is that compulsory treatment was abolished, but compulsory
detention was not. It may well be the case that while people were not legally coerced, they were well
aware that if they wanted to get out, they would have to follow medical advice. Case reports about
what happened in clinical situations without the option of coercive medication provide an insight into
the institutional culture of this service [4].

From a human rights perspective, the German experience of the brief hiatus in the legal sanction
of coercive medication from 2011 (in some parts of Germany, from June 2012 across Germany) to 2013
was largely disappointing. Little research was conducted until the new law was passed. There are
however promising experiences, albeit on a small scale, which suggest that a reduction in the use of
coercive treatment is possible under strict legal regulation.

An important barrier to accessing mental health services in high income countries is the stigma
involved with mental illness and mental health services. Efforts to reduce stigma have been largely
unsuccessful [16]. Stigma may be an obstacle in reporting human rights abuses ([11], p. 371). One
might argue that reducing coercion in mental health services will help to reduce the stigma of mental
illness and mental institutions. A mental health system treating everyone with care, dignity and
respect would eventually earn respect from all corners of the community.
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