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Substance use disorder and compulsory commitment

to care: a care-ethical decision-making framework

In the era of deinstitutionalisation of psychiatric patients,

steady or even increasing rates of compulsory commitment

to care (CCC) are an intriguing phenomenon to analyse.

From a clinical, legal and ethical perspective, CCC contin-

ues to be a controversial practice in psychiatry, and per-

haps even more so when applied to patients with severe

substance use disorder (SUD). Several reasons make it con-

troversial. The lack of consensus about the benefits of CCC

and professional disagreement about what mental illness

and autonomy mean in the case of SUD make it difficult to

apply ethically sound clinical decision-making in CCC.

Also, the medico-legal framework underlying CCC use

sometimes appears to foster the use of reductionist clinical

evaluation. Layered on top of these issues is how stake-

holders view coercion. There is a discrepancy between

clinicians’ and patients’ perception of coercion, which

leads to clinician–patient differences on whether CCC is

necessary. Moreover, the way in which the evaluation is

typically carried out influences patients’ perception of

coercion and subsequently their motivation for

participating fully in treatment. In this article, we explore

the value of care ethics, often applied to care practices such

as nursing, when applied to more procedural medical prac-

tices, such as decision-making regarding CCC. The care-

ethical approach views decision-making as part of a

dynamic care process, within which the lived experience,

interpretative dialogue and promotion of dignity are core

features. Embracing this new framework means a para-

digm shift in when the therapeutic relationship begins,

namely, investing in it occurs while conducting an evalua-

tion for a possible CCC procedure. Unlike in current typical

evaluations, early cultivation of the therapeutic relation-

ship enables the patient to participate in the definition of

his needs, reduces perceived coercion and negative emo-

tions and enhances treatment motivation. Finally, implica-

tions of this novel approach for clinical practice are

formulated and discussed.
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Introduction

Despite the deinstitutionalisation of psychiatric patients,

compulsory admission rates have remained mostly steady

or may even have been increasing over the past few

years. Rates vary greatly across European countries, rang-

ing from 6 to 218 per 100 000 inhabitants (1). The leg-

islative criteria for compulsory commitment to care

(CCC) of a patient are the presence of a mental disorder

and associated lack of decision-making capacity. Addi-

tional prerequisites are a need for care and the strong

likelihood of imminent danger to themselves or others

(2). CCC remains a highly controversial practice in mod-

ern psychiatry (3–5).

Even more questioned is its use for the subgroup of

patients with severe substance use disorder (SUD). Due

to their high-mortality risk and their treatment reluc-

tance, even when critically necessary, patients with SUD

are likely to be subjected to CCC (4). However, from a

clinical, legal and ethical perspective, CCC continues to

be a controversial topic for SUD patients. First, outcome

research on the use of coercion for SUD patients com-

pared to voluntarily and nonvoluntarily treated patients

has yielded inconsistent results (6). This is reflected in

the lack of agreement among psychiatrists about the issue

(5). Second, from a legal perspective, international con-

sensus is lacking on whether invoking CCC in the case of

SUD is on firm legal ground, compared to invoking it in
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the cases of cognitive, affective or psychotic disorders (7).

Third, important ethical challenges exist regarding the

care of patients in need of coerced treatment. Ethical ten-

sion exists because of the conflicting duties of the clini-

cian: respecting the patient’s autonomy, on the one

hand, and protecting the patient in order to control and

minimise harm to himself and others, on the other hand

(7, 8). Moreover, sound ethical deliberation before

invoking CCC is more difficult when it involves SUD

patients, as reality testing is not grossly distorted – in

contrast to patients with other psychiatric disorders like

psychosis. In effect, then, SUD patients still have partial

decisional capacity (4). Layered on top of the ethical

dilemma is that good clinical care is hindered because

clinical practice recommendations regarding CCC are

lacking (9). Practical difficulties such as the nature of the

setting, availability of beds and patients’ negative atti-

tudes also appear to play an important role in decision-

making (10). These clinical, legal and ethical deficiencies

appear to leave decision-making regarding CCC of SUD

patients in a state of flux and confusion.

In the following section, we will first briefly discuss the

clinical aspects related to a patient’s dangerousness and

treatment refusal that influence decision-making involv-

ing SUD patients. Second, we will illustrate how clini-

cians and patients differ in their perspectives about CCC

procedure. We will discuss the negative consequences of

coercion on patients’ experience, and specifically on

treatment motivation in the case of SUD patients.

The aim of this paper was to explore the value of care

ethics as a guidance for decision-making regarding CCC

of SUD patients. We focus on SUD patients as a subgroup

of patients because they are being subject to CCC given

their symptom profile but are less likely to benefit from

it. We start from this clinical and ethical dilemma to

explore whether care ethics can provide guidance.

Although care ethics has been applied to the field of psy-

chiatric care, in general (11), and in particular to preven-

tion of seclusion (12), it has not been applied to more

procedural clinical practices, such as decision-making

regarding CCC. We argue that several core aspects of care

ethics make it a promising candidate framework to deal

with the manifold difficulties regarding decision-making

regarding CCC laid out above. The proposed care-ethical

interpretation views decision-making as a dialogical and

interpretative care process, starting from the perspective

of the patient’s vulnerability and with the aim of promot-

ing the patient’s dignity. Finally, implications for clinical

practice will be formulated.

Clinical perspectives on dangerousness and
care refusal

Possible reasons why SUD patients are being subjected to

CCC despite the controversies are the intermittent but

serious threat these patients pose to themselves or to

others and because of their care refusal. There are speci-

fic types of danger that are typically associated with a

severely drug-addicted patient, and these differ from the

dangers often associated with a psychotic or severely

depressed patient. In addicted patients, dangerousness

can occur at multiple levels: danger to oneself (e.g. acute

intoxication or withdrawal, self-inflicted harm, suicide

attempt); danger to others (e.g. physical harm through

impulsive and violent behaviour); and danger to society

(e.g. property damage, road traffic accidents) (13).

Besides the risks related to disinhibited and violent beha-

viour, specific additional complications may emerge dur-

ing intoxication, such as psychotic, affective or cognitive

disorders; serious cardiovascular complications; Wernicke

encephalopathy; or convulsions (14). Similarly, acute

withdrawal often is associated with psychiatric and medi-

cal risks, such as delirium, seizures, hyperthermia and

cardiac arrhythmia, or even cardiac arrest (14).

SUD patients often present with negative, reluctant

and impulsive behaviour, and often refuse care. This can

be understood medically as a consequence of impair-

ments in emotional and motivational processes associated

with SUD (14). The core clinical symptoms of addiction

include an enhanced incentive for drug taking (craving),

impaired self-control (impulsivity and compulsivity) and

increased stress reactivity (15). These symptoms are

related to reduced activity in core brain areas involved in

self-control and emotional reactivity, such as the pre-

frontal cortex, anterior cingulate and striatum (15). From

a neurobiological perspective, desensitisation of the

brain’s reward system occurs (16). This means that as

affected individuals increasingly crave a drug, the reward

response for a given dose decreases, leading the user to

seek ever-increasing doses to achieve the same reward

response. Functional brain imaging research in addicted

patients shows an abnormal salience attribution (i.e. to

the drug) and weakened cognitive control (17). These in

turn lead to motivational impairment, wherein an indi-

vidual’s desire to obtain drugs overpowers the drive to

attain nondrug-related long-term goals (18). This mecha-

nism, among others, explains the ambivalence or refusal

of addicted patients to enter treatment voluntarily.

Clinicians’ and patients’ perspectives on
decision-making and use of coercion

Coercion as defined in psychiatric practice is often inter-

preted rather broadly, and it can be used both in the sub-

jective and objective sense (19). The term coercion

includes compulsion, but encompasses a broader range of

practices (20). However, in this paper, we will focus on

coercion as the result of a compulsory action. We will

further elaborate on the differences between clinicians’

and patients’ perspectives on the use of coercion, in this
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case CCC, as a starting point for a care-ethical analy-

sis.The empirical literature often refers to ‘perceived coer-

cion’ to designate the subjective experience arising from

compulsory actions (19, 21, 22). It has been shown that

a discrepancy exists between the clinicians’ and the

patients’ perspectives regarding the decision-making pro-

cess in the context of CCC (23, 24). Clinicians tend to

rate the decision-making process more positively than

patients, and they tend to perceive a higher level of pro-

cedural justice than patients do (23). Procedural justice is

defined as the transparency and fairness of a procedure

and is manifested by freedom of bias and patient partici-

pation in the decision-making process, both of which val-

idate an open and constructive dialogue (24).

Several reasons might explain why perception of pro-

cedural justice is higher in clinicians. First, legal criteria

require clinicians to internalise the law’s demand during

clinical evaluation and act accordingly (25). Indeed,

with CCC, some researchers propose that a cognitive

shift from a medically paternalistic approach to a legalis-

tic one occurs in clinicians. In the former, the clinician

defines what the patient’s best interest is. However, in

the latter, the clinician first needs to discern an objec-

tive truth about the patient in order to assess whether

legal or clinical criteria can apply (26, 27). In the latter

scenario, an independent expert offers neutral and

value-free evaluation, resulting in decision-making that

is free of bias and is theoretically fair and just, hence

conveying to a perception of procedural justice in

clinicians.

From the patient’s perspective, perceived coercion

appears to be linked to the experience of ‘not being lis-

tened to’, resulting in the patient powerless, humiliated

and disrespected (8). In the context of CCC, patients

report experiencing negative emotions, for example

stigma, shame, disempowerment and self-contempt (28).

How patients perceive coercion depends less on the speci-

fic kind of coercion used and more on the manner in

which patients are treated (29). When patients do not

understand the reasons for their admission, or when they

are not informed, they appear to feel powerless and sub-

jected to an arbitrary decision (30). On the contrary, hav-

ing the opportunity to participate in the decision-making

process has a positive influence on patients’ evaluation

(8). Patients, then, view involuntary treatment as a

needed treatment and as protection and guidance (30).

The degree of procedural justice present, the extent to

which the patient is included in decision-making and the

quality of the therapeutic relationship can influence clin-

ical treatment outcome (24). In the specific case of SUD

patients, their motivation to accept treatment appears to

be inversely related to their perception of coercion in the

situation (31). If patients are given the opportunity to

participate in the care and decision-making process, their

perception of coercion lessens, leading to heightened

motivation to explore and accept treatment options.

However, achieving this outcome is a difficult task in

patients whose core symptoms include lack of self-control

and emotional reactivity, which instead leads them to

refuse care. Indeed, there is an apparent discrepancy

between coercing someone into treatment and engaging

him in the care process.

Starting from the discrepant clinicians’ and patients’

perspectives on CCC, we argue in favour of a paradigm

shift in which CCC is not a momentary, rule-governed

decision made by an individual expert but instead is a

relational practice that includes the patient embedded in

a dynamic care process.

A care-ethical analysis

Care ethicist Carol Gilligan described two different

approaches to moral problems, which can be applied to

the specific issue of CCC. The first is a universalistic

approach, which is translated into medico-legal require-

ments and an impartial expert opinion (32). The second

is a particularistic approach, which takes into account the

partiality and contextual embeddedness of care practices

(32). These two approaches are not mutually exclusive,

but are complementary. In fact, ethical decision-making

requires different perspectives: context sensitivity, impar-

tial reasoning, emotional involvement and motivation

(33). Knowledge-based impartial reasoning is a funda-

mental requirement for decision-making, from which

care practice emerges, as well as the capacity for emo-

tional involvement, and Hume’s notion of motivation to

act in a morally sensitive way (33, 34). In the context of

ethics applied in the clinical context, the top-down

approach has been defined as the application of knowl-

edge in a process of deduction in light of relevant empiri-

cal facts, and in an impartial and value-free manner (35).

But ethical deliberation should occur both top-down

(here, according to the legal criteria that apply in the

institution where the decision-making takes place) as

well as bottom-up, in connection to the care practice (36,

37). The care practices in which decision-making about

CCC is embedded emerge from the relationship between

the care receiver and caregiver. CCC should not only

proceed as a top-down expert intervention that directs

the needs of the recipient of care, but simultaneously as

a process that includes the care receiver’s bottom-up par-

ticipation in defining his1 needs as an integral part (34,

38). The bottom-up participation in the decision-making

also allows the care receiver to take responsibility in the

process. Therefore, the question is not whether we

should use coercion and how that decision can be justi-

fied based on universal medico-legal principles, but

instead how we should come to that decision within the

patient–caregiver relationship and how the decision is

implemented in particular care practices (39) (Fig. 1).
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Lived experience and vulnerability

Within the care perspective in health care, care is viewed

as embedded in a relational web comprising all involved

parties, wherein lived experiences of a patient’s vulnera-

bility are central (33, 40). A person is considered to be

an embodied identity embedded in a particular relational

and social context (34). According to care ethicist Chris

Gastmans, care processes should begin with a considera-

tion of the concrete lived experiences of all the people

involved (40); this is the first dimension. This step corre-

sponds to Joan Tronto’s first dimension of care, referred

to as ‘caring about’ and to the related moral attitude of

attentiveness (41). When initiating care, it is important

to note the existence of a need and to evaluate it in its

particular context, especially in situations where it might

not be obvious. For example, a patient’s impulsive beha-

viour affects not only him but also others. Vulnerability

dominates the lived experience of all involved. Others

find it impossible to relate to or to have contact with the

patient in a reciprocal way. For relatives, their capacity to

support the patient is severely taxed in this situation, and

in the case of SUD, there is the intense burden of repeat-

edly facing the patient’s intoxication, withdrawal, aggres-

sion and impulsive behaviour, or health problems.

Further increasing their vulnerability is the fact that rela-

tives often feel estranged from the patient when CCC is

invoked (42). Others, or even society as a whole, are

made vulnerable through the potential danger and

threats the patient represents. Another expression of the

shared lived experience of vulnerability is the patient’s

failure to meet social, financial or occupational responsi-

bilities as a result of SUD. These relational and social

problems can be reinterpreted as representing the extent

of damage not only to the shared life of the patient with

family and friends, but also to society (11).

Care as a moral practice takes place through a process

that reacts to vulnerability (43). Vulnerability of a fellow

human being prompts us to care for the ‘other’; it reveals

ethical appeal. The ‘other’ (e.g. patient, family, society),

as described by Levinas, sets the norm for the caregiver

in the care process (44). Hence, the first step in the care

process for SUD patients is noting and correctly interpret-

ing the lived experience of all those who participate in

the care process, in particular the vulnerability and the

related ethical appeal of the patient. We can note that

care ethics, invoking the lived experience as a first step

in ethical decision-making, has a common ground with

practical hermeneutics, which emphasises the embedded-

ness of deliberation in the experience of the persons

involved (37).

Interpretative dialogue and care process

The second dimension in Chris Gastmans’ care frame-

work consists of the actual care process that is developed

by means of an interpretative dialogue. In order to find

the best care scenario that meets the needs of the patient,

the different viewpoints of the parties involved should be

gradually interpreted. Ethically sensitive decision-making

involves evaluating principles, such as beneficence, non-

maleficence and the principle of proportionality. Assess-

ment of the patient’s needs and the corresponding

individualised care programme should serve the patient’s

best interest (beneficence), while limiting as much as

possible negative effects (nonmaleficence). To serve the

ethical principles of beneficence and nonmaleficence,

one needs to identify the patient’s needs. According to

Figure 1 Care-ethical framework on CCC.

Adapted from Gastmans (2013).
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Tronto, this involves competence (41). Given the lack of

consensus on the outcome of using CCC in SUD patients,

caution should prevail (39). The principle of proportion-

ality requires that the care-associated extent of damage

(i.e. coercion) is proportional to the patient’s clinical sta-

tus and to the treatment’s expected therapeutic benefit.

In other words, the level of coercion applied should be

proportional to the harm that would be caused to the

person’s integrity or health (45). Hence, with a person

having partial decision-making capacity, such as an

addicted patient with acute intoxication, coercion can be

justified only if the bodily and/or psychological integrity

of that person or of another person are seriously

threatened.

Even given the above considerations, interpretative

dialogue cannot exist without the dimension of mutual

responsiveness being present. Tronto defines responsive-

ness as how a patient responds to given care and how

this response is influenced by the shared interdepen-

dence of caregiver and care receiver (38). The care recei-

ver depends on the caregiver, who can become

vulnerable and dependent through feelings of helpless-

ness and even moral distress when the patient refuses

care. From the caregiver’s perspective, responsiveness

constitutes embracing an attitude of openness and being

motivated to respond to the appeal of the patient, inde-

pendent of the emotions the encounter evokes. From the

care receiver’s view, responsiveness means that he or she

is responsible for participating in the care process as

much as possible. However, responsibility implies possess-

ing a certain degree of mental capacity. Although SUD

patients may temporarily lack decision-making capacity

(e.g. during intoxication or withdrawal) and therefore

may be incapable of participating in a responsible and

responsive manner, they are still considered by clinicians

to be more responsible than patients with other kinds of

disorders, for both the onset and recurrence of their con-

dition (46).

Normative standard and dignity

Finally, the aim of the care process is to maintain, protect

and promote the patient’s dignity. In care ethics, dignity

does not emerge from an individual-focused anthropolog-

ical framework, in which autonomy is interpreted in the

traditional liberal sense of self-sufficiency and indepen-

dence. On the contrary, the relational anthropological

framework of care ethics focuses on the mutually inter-

dependent partners in the care process as being the nor-

mative ground for clinical–ethical deliberation (47).

The use of CCC, and the infringement of one’s free-

dom that results, might seem to be a paradoxical way to

enhance a patient’s dignity. However, this is not the case

if we consider care to be a moral practice that aims at the

enhancement of the patient as a human being in all his

dimensions. This means not only as an individual subject

but also as a relational and social human being. Human-

ising the patient and respecting him as a person in need

of care, and not as an object of harm reduction, is the

goal of the caring process. Care should strive to promote

the person’s self-realisation and provide meaning to one’s

existence. This is defined as positive freedom: the capac-

ity of developing meaningful and flourishing relation-

ships (11). This view is in opposition to what is referred

to as negative freedom (self-determination), being able to

act without interference from others (48). Hence, the

crucial question from a care-ethical perspective is not

whether the use of CCC is legitimate – being a hindrance

for the person (i.e. negative freedom) – but whether the

provided care adequately promotes the person’s positive

freedom. In other words, ‘dignity-enhancing care’ should

enable the patient to achieve a sense of self in order to

promote his self-realisation as an individual, relational

and social human being. The emphasis on patient’s dig-

nity is consistent with Fulford’s values-based practice in

psychiatry, a patient-centred model in which the values

of the individual are central to evidence-based clinical

decision-making (49).

Implications for clinical practice

What does this care-ethical interpretation mean for clini-

cal practice regarding CCC for SUD patients? We discuss

next the implications according to the three dimensions

of our care-ethical framework.

Seeking the lived experience

The first element of our ethical framework consists of the

clinician being attentive to the SUD patient’s vulnerabil-

ity and related ethical appeal, striving to understand his

symptoms and placing the immediate emergency situa-

tion within his personal, relational and social context.

For instance, the clinician should interpret symptoms

related to the patient’s failure to meet social, financial or

occupational responsibilities as a result of SUD as an

expression of the shared lived experience of all parties

involved. Hence, the clinician being attentive and being

sensitive to context also apply on a relational level; that

is, the clinician should be alert to detecting a possible

weakening of the relatives’ capacity to support, including

that arising from disruptive events, such as the ending of

a patient’s relationship or his recent dismissal from a

workplace. Therefore, an attentive care practice takes

these into consideration and involves family members in

the decision-making process in order to decrease the rela-

tives’ burden related to feeling estranged towards the

patient.

Clinicians need to perceive and correctly interpret

environmental cues before engaging in the decision-
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making process. In this context, this means not only

being more acutely aware but also being able to perceive

and comprehend cues commonly ascribed as being ‘nega-

tive’, such as a patient’s care refusal, irritability, ambiva-

lence, and unpredictable or ‘antisocial’ behaviour.

Similarly, suicidal thoughts or acting-out behaviour

might be a proxy expression of hopelessness that the

patient cannot express overtly at that particular moment.

Moreover, the clinician should discern complex emotions

and attitudes of family members. Often, feelings of anger

and rejection prevail in a crisis situation. Context sensi-

tivity means understanding that genuine but frustrated

concern, care and love are ‘on the other side of the coin’.

If the clinician is aware that these positive feelings and

attitudes are present, but masked, it helps to bring them

back into the foreground. Because of the layered com-

plexity comprising the patient, the family, the caregiver

and in the interaction between all parties involved, it is

important for clinicians to resist the temptation of mask-

ing one’s own sense of vulnerability by adopting a pater-

nalistic top-down attitude towards defining the patient’s

needs. In other words, even though top-down clinical

reasoning is necessary for making a judgement, these

top-down reasons should not be misused to justify actions

that arise from a shared vulnerability in the relational

encounter.

Supporting the interpretative dialogue

In order to foster a dialogical interpretative process, sev-

eral initiatives can be taken. First, all potentially useful

information about the patient’s situation should be col-

lected from different sources (e.g. relatives and general

practitioner). Being aware of and considering different

perspectives of the situation and about the patient make

it easier for aspects of the patient’s life and lived experi-

ences of all parties to be acknowledged and understood.

This leads to a better interpretation of the patient’s pre-

sent situation and desires and leads to a more confident

determination of his treatment needs. It is important to

understand that the interpretative dialogue involves

more than just the patient and his relatives. The dialogue

should also be established and fostered among healthcare

professionals. An interdisciplinary collaboration among

psychiatrists, emergency physicians and nurses is impor-

tant, with each having their own role in the care process.

For example, emergency physicians are needed for the

medical management of critical clinical issues, such as

haemodynamic instability or cardiac abnormalities due to

severe intoxication or withdrawal. General practitioners

are better equipped to assess the patient’s past clinical

history and the impact of a particular treatment course

on the patient’s life, both valuable elements for appropri-

ate decision-making. Psychiatric nurses can provide use-

ful information on how the patient behaves ‘here and

now’, in stressful or embarrassing situations in which he

feels vulnerable or humiliated.

A second initiative that can be taken is to make efforts

to integrally embed the actual evaluation and decision-

making on CCC within the dialogical interpretative care

process. This implies that the timing of evaluation should

be carefully chosen. Information and clinical evaluation

from healthcare professionals other than the evaluating

clinician is important to have in hand first in order to

correctly interpret the patient’s symptoms and current

clinical status. A patient might seem very irritable and

agitated, expressing uncharacteristic antisocial behaviour.

Therefore, it is imperative to consider all available infor-

mation first in order to establish whether the patient is

in the best possible condition to be clinically evaluated.

Consultation with emergency room physicians can help

in applying a phased approach to evaluation; that is, giv-

ing priority to clinically stabilising the patient in the case

of intoxication/withdrawal so that he may be put in the

best possible state to be receptive to care and be able to

participate in it in a responsible way. Since acute intoxica-

tion, substance withdrawal, concomitant use of benzodi-

azepines or fluctuating consciousness hinders the patient

from engaging in an interpretative dialogue, a decision

on whether to invoke CCC should be postponed, and pri-

ority should be given to medical management and reso-

lution of the intoxication or withdrawal. This includes

pharmacological management of acute agitation, if

present.

A third initiative relates to ethical deliberation. Once it

is established that the patient is in a sufficiently stable

condition to be evaluated and to participate in the care

process, the principles of competence and proportionality

should be applied. The clinician needs to determine

whether there is a causal relationship between the threat

the patient represents and his current clinical status (14)

in order to properly evaluate the proportionality of CCC.

That is, the use of coercion should take into account the

partial decision-making capacity of the SUD patient, be

in proportion to the patient’s status (whether it is cau-

sally related to the danger he represents) and the treat-

ment’s expected therapeutic benefit.

The evaluating clinician therefore plays a dual role: the

clinician acts as an independent expert and as a patient-

centric caregiver. Indeed, the criteria are difficult to inter-

pret, if not also from a value-laden point of view (26).

Care philosopher Kari Martinsen illustrates this dual per-

spective of the clinician as being a ‘recording eye’, on the

one hand, neutral, classifying and differentiating. On the

other hand, it can be understood as a ‘perceiving eye’,

characterised by an attitude of openness, being in touch

and being emotionally involved (50). In psychiatry, Karl

Jaspers drew a similar distinction in his famous phe-

nomenological method for assessing values and subjectiv-

ity taking into account the scientific method: the
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distinction between explaining (erkl€aren) and understand-

ing (verstehen) (51). Jasper’s phenomenological dual

approach allows exploring the patient’s values, experi-

ences and behaviour, where these are the basis of psy-

chopathology (49).

But how should the clinician apply this dual role when

facing a patient who refuses to participate in the care

process? It is extremely important for the clinician in this

situation to understand the shared dependence that

becomes explicit when encountering a patient who

refuses care. Care refusal, especially in a patient who

lacks obviously disrupted reality testing, illustrates how

responsiveness in a care process is not reciprocal. When a

patient is unwilling to accept care as we would expect or

wish, he is essentially undermining our position as clini-

cians. It can then be tempting to internalise the norm

provided by the legal requirements and view the

patient’s refusal of care as a clinical sign of poor judge-

ment, illness severity or his inability to cooperate. How-

ever, from a care-ethics perspective, refusal of care is not

just a given determined by the addiction. Refusal of care

cannot be separated from the relational care encounter.

The way a clinician approaches the patient influences

his response. For example, focusing too much on the

patient’s addiction and behaviour can induce or amplify

defensive responses, possibly resulting in care refusal.

Moreover, clinicians should express their own feelings of

helplessness or moral distress, which reflects their own

relational and embodied identity. By understanding the

addictive behaviour as a defence against emotional pain

(e.g. shame, ambivalence, feelings of failure, loss, help-

lessness, guilt, emptiness, inadequacy or inability to cope

and change) underlying the patient’s behaviour, defences

can be lowered, creating openness towards voluntary

care. Alternatively, a prima facie refusal of care in an indi-

vidual interaction with the patient can be overcome in a

broader interaction involving the patient and his closest

relatives. Furthermore, the perspective of the next of kin

counteracts mechanisms of denial, such as minimising

the addiction and fleeing in unrealistic hopes (e.g. getting

better without help).

Finally, refusal of care can be the result of the interac-

tion with a caregiver, in which the patient feels that his

concerns, needs and wishes are insufficiently taken into

account. But if the patient’s concerns (e.g. sleeping prob-

lems, pain, depressive feelings, anxieties, or bodily com-

plaints) are explored and satisfactorily addressed, if

possible, he may be more open to accepting further care.

Promoting dignity

The process of arriving at a decision to use CCC should

entail more than aiming simply to interrupt this vicious

seek-use-seek cycle (e.g. protecting the patient from his

own dangerous behaviour), but also should strive to

promote the patient’s self-realisation. This proceeds by

starting a care process that goes beyond the strict med-

ico-legal procedure itself. Although the presence of dan-

gerousness should be an additional requirement for

deciding to use CCC, it appears now to be a main deter-

minant in many countries (2). This current state of affairs

stems from a historical shift towards focusing mainly on

dangerousness as the legal standard for invoking CCC

(4); that is, considering an imminent threat to one’s

safety or to that of others or society to be pre-eminent.

However, prioritising the patient’s self-realisation and

dignity should ethically be placed over harm reduction,

for two reasons. First, prioritising dangerousness is ethi-

cally problematic, as it tends to exclude other patients

deserving care, who are less dangerous to society but

nonetheless need treatment (52). For example, prioritis-

ing the dangerousness criterion in a care environment

with limited resources means that sick elderly people or

women, who tend to be less violent (i.e. dangerous), are

excluded, or receive only delayed care. Second, emphasis

on dangerousness, harm reduction, and benefit or protec-

tion of society over that of the individual may result in a

treatment that is longer than strictly necessary (53). This

is important, since a treatment that aims only at reducing

harm without clear therapeutic purpose from the beginning

might be experienced by the patient as an arbitrary, ‘le-

galistic’ decision, one in which the clinician acted primar-

ily as a ‘protector of society’. The patient can feel

stigmatised and humiliated and can perceive this as an

abuse of power by the clinician rather that a source of

protection.

In order to maintain and promote the patient’s dignity

– understood as expressing his relational autonomy – it is

important to give sufficient attention to the relational

and social dimension of the patient. That is, the clinician

needs to focus on cultivating the remaining positive and

constructive elements of the patient’s life as an expres-

sion of previously existing self-realisation projects (e.g.

hobbies, interests). Focusing on positive elements, sense

of accomplishment and self-efficacy throughout the

entire care process (i.e. during the first encounter and

later during the treatment process) is crucial. This

approach is congruent with elements of motivational

interviewing, an important evidence-based psychothera-

peutic approach to treating addiction (54). Supporting

patient self-efficacy during the early stages of decision-

making – even though it could seem to be contradictory

in the context of CCC – is essential for a successful care

process that comes after CCC. With motivational inter-

viewing, sense of accomplishment serves as the ‘motor’

for pushing the patient to adopt responsibility and for

carrying out actions that change his behaviour. The psy-

chotherapeutic intervention is based on the principle that

in order to change behaviour, patients need to be able to

see the discrepancy between their behaviour and its

Compulsory commitment to care and SUD 7
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(unwanted) consequences, on the one hand, and what

they desire or aim at, on the other hand. Therefore, pro-

moting dignity as a relational concept, in which the

patient is able to restore the capacity of developing

meaningful and flourishing relationships, starts with

acknowledging his remaining (or temporarily lost) posi-

tive elements, desires and ambitions.

Conclusions

From a clinical, legal and ethical perspective, CCC contin-

ues to be controversial, especially when involving SUD

patients. This analysis of CCC from a care-ethical stand-

point shows that decision-making could benefit from

application of care-ethical principles. Consistent with

these principles, we argue in favour of a paradigm shift

in deliberations about the application of CCC, one that

fundamentally integrates the care-ethical perspective. We

propose that the procedure should deeply invest in culti-

vating a therapeutic alliance among all stakeholders,

even at an early stage, that is, during the decision-mak-

ing process of whether to invoke CCC. Decision-making

is viewed as an important part of a dynamic care process,

wherein the lived experience, interpretative dialogue and

promotion of dignity are core features. It is crucial to

understand that we advocate giving real attention to the

therapeutic relationships among stakeholders while con-

ducting an evaluation for a possible CCC procedure, not

after. This shift enables the patient to participate in the

definition of his needs, reduces his perceived coercion

and negative emotions and enhances his treatment

motivation. These positive elements may be extremely

difficult to attain when CCC occurs before considering

the patient’s expressed needs and desires. With this new

framework, CCC is not a ‘necessary evil’ designed to pro-

tect a patient and to enable a future process of care;

rather, it is an essential and initial part of that same care

process. In the future, this care-ethical perspective can be

compared to other ethical approaches to determine the

best way forward in disentangling the conflicting

demands in the context of CCC.
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