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Abstract The emphasis on care in the community in

current mental health policy poses challenges for commu-

nity mental health professionals with responsibility for

patients who do not wish to receive services. Previous

studies report that professionals employ a range of

behaviors to influence reluctant patients. We investigated

professionals’ own conceptualizations of such influencing

behaviors through focus groups with community teams in

England. Participants perceived that good, trusting rela-

tionships are a prerequisite to the negotiation of reciprocal

agreements that, in turn, lead to patient-centred care. They

described that although asserting professional authority

sometimes is necessary, it can be a potential threat to

relationships. Balancing potentially conflicting processes—

one based on reciprocity and the other on authority—rep-

resents a challenge in clinical practice. By providing

descriptive accounts of micro-level dynamics of clinical

encounters, our analysis shows how the authoritative aspect

of the professional role has the potential to undermine

therapeutic interactions with reluctant patients. We argue

that such micro-level analyses are necessary to enhance our

understanding of how patient-centered mental health policy

may be implemented through clinical practice.

Keywords Leverage � Informal coercion � Coercion �
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Introduction

Over the last few decades, UK mental health policy, like

that in most Western industrialized countries, has focused

on deinstitutionalizing services. Consequently, there has

been a sharp increase in the number of people with severe

and enduring mental illness receiving services in the

community. For professionals, this presents challenges in

how to respond when patients for whom they hold

responsibility do not wish to receive services. Mental

health legislation has been amended to allow for involun-

tary community treatment (Rugkåsa and Burns 2009;

Sjöström et al. 2011), and new models for service delivery

are developing that monitor patients closely while seeking

to assist them to achieve stability, insight and indepen-

dence (Burns and Firn 2002; Davies 2002; Moser 2007).

Mental health services are increasingly delivered via case

management approaches by multidisciplinary teams con-

sisting of psychiatrists, nurses, psychologists, social

workers, support workers and occasionally other profes-

sionals such as occupational therapists (Burns and Firn

2002; Burns 2004; Stanhope and Matejkowski 2010). The

overarching therapeutic aim of mental health profession-

als1 working with patients with severe mental illness is to

prevent relapse and readmission to hospital by ensuring
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adherence to treatment and by addressing patients’ wider

needs. Increasingly, services focus on assisting ‘recovery’,

which refers to a patient’s ability to identify their needs,

manage their symptoms and live fulfilling lives with a

mental illness (Anthony 1993). To achieve these aims,

professionals become involved in a wide range of patients’

daily activities and interact with family members and those

services with a remit for housing, social security benefits

and so forth (Davies 2002; Szmukler and Appelbaum

2008). This approach to service delivery means that pro-

fessionals are often involved across different spheres of

patients’ personal lives and take on roles that are both

empowering and controlling (Moser 2007; Angell and

Mahoney 2007). Different types (and degrees) of influence

or pressure are applied, and these have been described as

spanning:

A continuum of restrictiveness that includes verbal

encouragement or admonition (‘‘That behaviour

keeps getting you into trouble’’), contingent support

or contracting (‘‘Once you manage your medication

reliably, we’ll see about getting you that job’’),

involvement of others (‘‘You seem to need help

managing your money’’), informal coercion (‘‘You

can enter the hospital voluntarily, or we will have to

commit you’’), or formal coercion (Neale and Ro-

senheck 2000, p. 499).

Patients might, of course, perceive the ways in which

professionals seek to influence their behavior as helpful or

caring but also as pressurizing or coercive (Neale and

Rosenheck 2000). A small but growing literature investi-

gates patients’ experiences of various influencing behav-

iors. Monahan et al. (2005) focus specifically on how

certain areas of social welfare (housing provision, child

custody and social security benefits) and the criminal jus-

tice system can be used as ‘leverage’ by service providers,

that is, where access/avoidance is made contingent on

adherence to treatment. They found that more than half of

patients in US services have experienced such leverage. An

adaptation of Monahan’s study in England showed that

these forms of leverage are also experienced here, albeit

less frequently, with around a third reporting them (Burns

et al. 2011). In addition to ‘leverage’, researchers also refer

to ‘treatment pressure’ (Szmukler and Appelbaum 2008),

‘therapeutic limit setting’ (Neale and Rosenheck 2000) and

‘informal coercion’ (Appelbaum and Le Melle 2007). In

this article, we use the descriptive ‘influencing behaviors’

as a catch-all term to refer to the full range of techniques or

strategies used intentionally, or occasionally unintention-

ally, in attempts to make patients adhere to treatment and

engage in therapeutic activities.

Not much attention has been given in the literature to

community mental health professionals’ own perspectives

on how they exert influence over patients (Angell et al.

2006). A small number of studies, largely from the US,

identify and measure the use of different influencing

behaviors. We summarize these in Box 1.

Whereas it is important to ascertain which influencing

behaviors are used and to what extent, there remains a gap

in the literature regarding how these behaviors or strate-

gies are conceptualized by those applying them (Neale

and Rosenheck 2000). In this article, we present an ana-

lysis of focus group discussions in which mental health

professionals in community teams in England described

what they wanted patients to do and how they attempted

to get them to do it. Our analysis focuses on participants’

descriptions of their relationships with patients, a recur-

rent theme in the focus groups and a central feature in the

current discourse on mental health services in the United

Kingdom (Mind 2008; Shepherd et al. 2009; Department

of Health 2011; Gillard et al. 2012; Kirsh and Tate 2012)

and elsewhere (Curtis and Hodge 1995; Davies 2002). In

this discourse, the ideal relationship is presented as sup-

porting recovery and moving beyond a more narrow focus

on treatment to foster ‘patient-centered care’ (Anthony

1993; Department of Health 2009). The (albeit limited)

literature on health professionals’ descriptions of their

relationships vis-à-vis patients suggests that professionals

also view these relationships as central mechanisms for

the delivery of care and that they perceive their approach

to be patient-centered (Seale et al. 2005). Indeed, in the

literature, mental health professionals (particularly nurses)

describe how building trusting relationships is a core

aspect of their practice (Olofsson et al. 1995; Magnusson

and Severinsson 2004; Seale et al. 2005) and that coercive

measures often result from a failure to achieve this (Ol-

ofson and Norberg 2001; Seale et al. 2005). The devel-

opment of trusting relationships can be impeded by

difficulties in balancing trust building with insistance on

change (Lützén 1998; Neale and Rosenheck 2000; Nath

et al. 2012), and with moving in and out of the authori-

tative part of the professional role (Seale et al. 2005). We

return to these issues below where we apply the notion of

reciprocity (Mauss 1990 [1922]) to an analysis of these

dynamics. We also discuss how the context within which

these relationships occur, where one party ultimately

holds authority to compel the other, makes them unlike

many other social relationships and, arguably, ones where

reciprocal exchange cannot be balanced (Øye 2010)

because the relationships are played out in what can be

described as a ‘coercion context’ (Sjöström 2005). Given

the central role of therapeutic relationships in current

mental health policy, investigating professionals’ con-

ceptualizations of these relationships might, we argue,

shed light on how such policy is implemented in practice

(Nath et al. 2012).
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Methods

The data reported here are from focus groups conducted as

part of a research program on ‘leverage’ in community

mental health services in England. A total of 417 patients

in one NHS Trust area took part in structured interviews

(Burns et al. 2011), and 39 of them were also interviewed

in-depth (Canvin et al. 2013). We then conducted focus

group interviews with staff in a purposive sample of six of

the community teams from which the patient sample was

drawn. The aim was to investigate how influencing

behaviors were conceptualized by professionals. We used

naturalistic groups (i.e. existing groups, in this case, com-

munity teams, rather than people brought together for the

purpose of research) to encourage participants to express

their own views and comment on those of others through

discussion of real cases as opposed to hypothetical or

abstract situations (Kitzinger 2005). We moderated the

groups to obtain reflection more than consensus, and,

because we were investigating current service delivery,

attention was primarily directed towards team approaches

rather than individual ones.

Between three and 13 participants attended the six

groups, and in total 48 people (16 men, 32 women) took

part, from a range of professions as outlined in Table 1.

Each participant received information about the research

and signed a consent form. The sessions were facilitated by

AS, with another member of the research team observing

and taking notes.

We designed a topic guide based on a review of the

literature and the qualitative interviews with the patient

sample. The guide was designed to investigate participants’

experience of using leverage (as described above), other

Box 1 Influencing behaviors to promote adherence to treatment plans

among reluctant patients in community mental health services, as

described in the literature

Forging trusting, supportive relationships (Lingam and Scott 2002;

Kirsh and Tate 2006; Appelbaum and Le Melle 2007; Stanhope

and Matejkowski 2010)

Creating partnerships through listening to patients’ views,

including their resistance, and communicating that one sees

patients’ viewpoint (Seale et al. 2005; Magnusson and

Severinsson 2004; Angell et al. 2006)

Showing ‘human’ and not exclusively ‘professional’ responses,

developing ‘therapeutic friendliness’ (Olofsson et al. 1995,

Gardener and Lidz 2001; Olofson and Norberg 2001; Seale et al.

2005; Kirsh and Tate 2006)

Developing skills to overcome hostility and conflict (Seale et al.

2005)

Reminding or persuading, including appealing to obligations to

reciprocate (Solomon 1996; Lützén 1998; Angell et al. 2006;

Stanhope et al. 2009; Gardener and Lidz 2001)

Educating patients through motivational interviewing and

psychosocial interventions, CBT or behavioral interventions

(Angell et al. 2006; Stanhope et al. 2009; Gray et al. 2002;

Zygmunt et al. 2002)

Giving verbal reminders about potential consequences of non-

adherence, drug use or self neglect, or confronting patients with

these consequences (Swartz et al. 2002; Appelbaum and Le

Melle 2007; Angell et al. 2006; Nath et al. 2012)

Negotiating deals, including presenting choices (e.g. about use of

medication) (Susser and Roche 1996; Lützén 1998; Seale et al.

2005)

Using reinforcement strategies such as praise or taking patients out

for coffee (Angell et al. 2006)

Using incentives such as food, shelter or money (Angell 2006;

Appelbaum and Le Melle 2007; Lopez 1996; Classen et al.

2007)

Structuring adherence through routines, for example by bundling

medication delivery with disbursement of money (Angell et al.

2006; Appelbaum and Le Melle 2007)

Intensive monitoring of medication or observed consumption

(Appelbaum and Le Melle 2007; Moser and Bond 2009; Nath

et al. 2012)

Involving family, friends or family doctors in the monitoring of

medication (Seale et al. 2005; Appelbaum and Le Melle 2007)

Holding back support or refraining from activities (such as caring

for pets or homes) (Angell et al. 2006)

Making unwanted contacts or increasing attention from care

coordinator (Appelbaum and Le Melle 2007; Swartz et al. 2002)

Making access to housing, children or social security benefits

contingent on treatment adherence (Korman et al. 1996; Robbins

et al. 2006; Anderson et al. 1993; Nicholson 2005; Monahan

et al. 2005; Burns et al. 2011; Jaeger and Rossler 2010)

Making access to money conditional (Appelbaum and Redlich

2006; Elbogen et al. 2003; Nath et al. 2012)

Initiating actions to bring about consequences such as invoking the

threat of or threaten with (re)hospitalization or the involvement

of legal authorities (Appelbaum and Le Melle 2007; Angell et al.

2006)

Holding back, delaying or playing down information (e.g. about

side effects of medication) or telling something which is untrue

(Solomon 1996; Seale et al. 2005)

Box 1 continued

Making treatment a condition for parole or in lieu of incarceration

(Redlich et al. 2006)

Enforcing legal mandates (Swartz et al. 1999; Steadman et al.

2001; Angell et al. 2006; Swartz and Swanson 2008)

Table 1 Description of sample

Profession Number of participants

Nurse 23

Psychiatrist 7

Social Worker 5

Community support worker 5

Occupational therapist 1

Student 6

Office manager 1

Total 48
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types of influencing behaviors and general interactions

with reluctanct patients and their families. To facilitate

discussion about their own practice, each group was asked

two opening questions:

• What are the things you want patients to do?

• What do you do to get them to do those things?

Responses to these two questions were recorded on a flip

chart to act as prompts in the discussions that followed, and

the topic guide probed for case examples throughout. The

focus groups were audio recorded, and the audio files range

from 50 to 80 min in duration (average 60 min). Files were

transcribed ad verbatim, and the transcripts imported into the

qualitative software package Atlas.ti (1999) to aid analysis.

Each author read the transcripts and made a draft coding

plan. We discussed these in detail before reaching consensus

on a coding framework. Subsequent adjustments to this

framework were discussed among the authors before they

were implemented. Some of the final codes corresponded to

the themes included in the topic guide or derived from the-

oretical interests, whereas others emerged from the data.

This article is based on thematic analyses of the coding

reports, using the constant comparison method (Glaser 1965;

Denzin and Lincoln 1993). The findings we present below

are accompanied by quotes from the transcripts to illustrate

and validate our interpretations (Smart 2007). Each quote is

identified by an alias name, profession and the focus group in

which that person participated (FG1–6). Names of patients

and organizations have been changed or removed.

Ethical approval was given by an NHS Resarch Ethics

Committee (Ref. 05/Q1604/180). All authors certify

responsibility for the study and this article and that they

hold no conflict of interest.

Results

When asked: ‘What are the things you want patients to

do?’, participants’ replies broadly included wanting

patients to take medication as prescribed, to engage with

the team and keep appointments, and to take responsibility

for leading more stable, healthy lives. When we asked

participants how they tried to achieve these goals, they

provided rich, contextual accounts of how, and in what

circumstances, they sought to exert influence over patients.

We identified three categories of influencing behaviours:

building trusting relationships; negotiating agreements;

and, asserting authority.

Building Trusting Relationships

The quality of their relationships emerged as the central

way of attempting to influence patients to achieve

treatment aims. Achieving good, trusting relationships

required the participants to ‘‘be honest’’, ‘‘interested’’,

‘‘fair’’, ‘‘empathetic’’, ‘‘reliable’’ and ‘‘consistent’’ all of

which might, of course, be perceived as an ideal for any

social relationship. Trust, often built up over time, was

seen as fostering continued contact with services:

‘Cause we work with some of our patients for quite a

long time – to work with somebody that they like and

they trust and they can talk to – that often retains

people in treatment, actually. When things are tough

they will come and see you (Lisa, nurse, FG3).

‘‘Good’’ relationships were described as providing a

platform for achieving ‘‘engagement’’ and for educating,

encouraging or reminding patients to take treatment, such

as when the professional could reflect on past experiences

with the patient:

‘‘Last September, this is what you were doing: You

were in employment; you were much more active,

seeing the family. That was obviously a good place to

be. Let’s try and get back to that again.’’ So it’s

reminding them that they were well and there was a

reason for them being well and again, ‘‘At that time

you were taking 150 mg of Clozapine. [Now] you’re

only taking 50. Do you think there’s something

relating to that?’’ (Marko, nurse, FG4)

Being attuned to the patients’ situations and taking their

concerns and priorities into account was perceived as

crucial to get patients to work ‘‘with’’ professionals:

[One should be] prepared to think outside the box,

you know, maybe do the unconventional things for

them. I think it’s difficult to give examples specifi-

cally but it might be about, you know, phoning up

somebody on their behalf, writing a letter, just doing

stuff that will improve their quality of life, which

might be secondary to a mental health agenda. But

doing those things, you know, proving your worth to

them as a practitioner and part of the service. To

ultimately keep them engaged with the service as

well (Alice, occupational therapist, FG6).

Focusing on patients’ priorities and perspectives was not

only perceived to provide necessary information about the

patient (including why he or she might be reluctant to take

treatment), but also to form part of the reciprocal ‘give and

take’ of social relationships that could facilitate longer-

term aims:

Finding out what people’s priorities are for them and

trying to have as much focus on that, even though it

might not be my biggest concern. Because I think if

you can find out what people want and show them

Community Ment Health J (2014) 50:886–895 889
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that you can be effective in helping them improve

what they want to improve then you might also get to

work on the other things that we see as more of a

priority. (Emma, nurse, FG6)

Addressing practical issues was often believed neces-

sary before pursuing other aims:

I can’t go and do anxiety management with some-

body because of the money issues that she’s got [if]

the bailiffs are coming around next week. […] And so

sometimes you’ve got to do the practical things [first]

(Emma, nurse, FG6).

Participants described how they assisted patients who

neglected themselves to keep their homes tidy and clean,

attend to their diet and personal hygiene and to take

exercise. Educational activities and employment was also

encouraged and supported. Participants assisted with

paperwork and other forms of communication with other

agencies and sometimes helped patients ‘‘fight off evic-

tion’’ through extensive liaison with housing providers.

Some participants explained that they occasionally needed

to apply assertive approaches to ensure that patients

received the support to which they were entitled:

Sometimes it’s not so much signposting and it’s,

[pause] ‘dragging’ is not the right word but, I mean,

it’s going along with them and, you know, actually

taking them, you know, sometimes make all the

appointments for them and going and picking them

up and taking them rather than just saying, you know,

‘‘There’s so and so, why don’t you go and try that?’’

They wouldn’t do it (Mike, nurse, FG1).

Several participants indicated how offering something

outside patients’ expectations, such as going out for coffee

or meals or doing practical tasks, helped to create reci-

procal obligations, which in turn could pave the way for

constructive interactions:

AS: If you do do these things, mowing the lawn and

launderettes and stuff, do you think that helps? Because

you said about building a relationship. Do you think

that helps to get them to take the medication? […]

Claire: With Jim I think, you know, ‘‘You’re going to

do this; you’re going to do that for me’’. ‘‘Yeah I am

going to take my medication’’. He’s said that to me

before (Nurse, FG1).

Linda: I think he’s sort of playing ball because we’re

doing some things for him (Nurse, FG1).

Claire: If we don’t, I don’t think he would. He

wouldn’t come to the clinic (Nurse, FG1).

Liz, who believed one of her patients would both enjoy

and benefit therapeutically from a local gardening project,

said she had given him a plant when he was still in hospital

with the aim of nudging him towards using this service:

So I took [the plant] to him and said, ‘‘This is from

[the gardening project], come and have a look’’. And

he later on came and thanked me for it ‘cause he was

obviously quite touched by that. And a few weeks

later he was down at the project digging and gar-

dening. And he did that for quite a few months until

he decided he’d had enough of it. But that was, I

suppose, a slightly creative way of getting him to do

what I wanted him to do (Liz, social worker, FG2).

Negotiating Agreements

Negotiations with patients to find mutually acceptable

solutions were common. Participants reported reaching

compromises with patients about medication:

There was a female patient, Mary, who refused to

have – she was on leave [from hospital] – refused to

have her depot [injection]. Came to see me, I had a

bit of a chat with her and I said, ‘‘Oh why don’t you

have it every three weeks then?’’ [i.e., less frequently]

And she said, ‘‘Oh great, yes that’s fine’’ and off she

went and had it (Dan, psychiatrist, FG 4).

Courses of action regarding wider well-being issues

were also negotiated:

He won’t let me in and he can’t move because of

books. He can’t cook and so he eats out and he’s over

20 stone and his health is suffering. And so rather

than hit him head on and get into the house – which I

know I won’t do – I’ve got him to fill the bin liners

and leave them out without seeing me and I collect

them. As a result, he has cleared a little bit of his

draining board and he is now eating fresh food (Alice,

occupational therapist, FG6).

The descriptions of negotiations often focused on

striking ‘‘deals’’ or agreeing ‘‘contracts’’, again alluding to

a relationship’s reciprocal dimensions. Negotiation also

occurred when participants and patients held radically

different views about their respective rights and responsi-

bilities. For example, some patients were portrayed as

holding unrealistic expectations, thinking professionals

possessed a ‘‘magic wand’’ with which they could solve

‘‘any’’ problem. Extensive assistance with practical issues

were in some cases perceived to undermine efforts to

increase patients’ independence:

I think we do too much ‘doing’ for people […]

Because we’re so concerned with engaging them that

we are doing all these things for the person, and then
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quite often we need to then take a back step. And

we’re trying to help people; we want to help people to

do things for themselves (Linda, nurse, FG1).

If patients were unwilling to take on responsibilities that

they might be capable of, participants sometimes tried to

re-negotiate the relationship, which, at times, could be

frustrating:

I find the most frustrating ones the ones that do want

you to be their mother. And trying to get them to

accept the fact that you’re not going to do that and

that they do have to take responsibility for them-

selves. And that you’ll be there to help with bits

(Lucy, nurse, FG4).

Although participants emphasized an ambition to let

patients’ views influence agreements, balancing a patient-

centered approach with their responsibility for patient

safety could occasionally limit the room for negotiation:

It’s kind of compromise isn’t it? Anne would perhaps

prefer not to take any medication at all but in terms of

the deals we might strike with her they’re a bit

stacked on our side ‘cause we’ve got the Mental

Health Act, but within that then there’s some com-

promise offered. […] So it’s not all, ‘‘No, you will do

exactly what I say’’. That, as far as you can, you give

back but not to the extent that you make somebody ill

again. So that would be the balance but that’s the

kind of balance you’re trying to get in the deal (Lucy,

nurse, FG4).

As this quote suggests, participants perceived that their

power to compel impacted on negotiations. This power was

seen as creating an underlying coercive dimension that

took effect when, for example, professionals presented

predictions to patients about what could happen if they

failed to follow up on conditions for hospital leave:

Well, if you put somebody out on leave when they’re

sectioned [detained] in the hospital the deal is, ‘‘You

come here and have your treatment and you can see

us as often or as little as you want to. You can do

what you like in between times but that is the deal. If

you don’t come, the other side of the deal [is] then

I’m forced to put you back in hospital where, pre-

sumably, you don’t want to go’’ (Dan, psychiatrist,

FG4).

Asserting Authority

Building trusting relationships that facilitated negotiation

of mutual agreements was presented by participants as the

ideal way to achieve therapeutic aims. Nevertheless, where

encouragement and education failed, ‘‘deals’’ were broken,

or participants believed patients were unable to act in their

own best interests, more authoritative approaches were

sometimes deemed necessary:

It’s building up the rapport and trust, you know. And

he’s had that with us and he now knows that we will

listen. And also to set boundaries. […] And so we’ve

had to be firm with him and set guidelines about what

he can do and can’t do (Emma, nurse, FG6).

If they were worried that a patient might be relapsing,

participants described using more assertive methods for

ensuring that medication was taken, such as counting pills,

using depot injections or observing consumption:

A great deal of the work of this team, I think, is

chasing people up. Sometimes we make daily visits

and sometimes we can visit people twice a day to

actually ensure that they, we observe them and they

take their medication (Linda, nurse, FG1).

The ultimate assertion of authority was the application

of the Mental Health Act. Although participants saw the

appropriate use of the Act as part of their duty of care, it

was portrayed as an inferior tool to what could be achieved

by other means:

AS: Is there any one thing of what you want patients

to do that you would consider to be top of the list?

Lucy: I suppose it would be engage wouldn’t it?

Because we can’t do any of the other things without it

(Nurse, FG4).

Ajmal: Engagement (Psychiatrist, FG4).

Rob: Engagement (Community support worker,

FG4).

Sue: Yes (Nurse, FG4).

Lucy: Or all we’re left with is the Mental Health Act,

isn’t it, if we haven’t engaged them? (Nurse, FG4)

Moreover, applying the Act was considered to have the

potential to undermine relationships:

I think the next time I hear that things are bad I might

insist [under the MHA] to be let in. But it’s a pretty

heavy handed way of dealing with things, when they

are a family who are in family therapy and you’re

trying to work together. It’s pretty sort of [a] sledge-

hammer approach (Amy, social worker, FG2).

Previous experience of legal coercion was described as

alerting some patients to ‘‘early signs’’ that an involuntary

admission to hospital was being considered:

For example, someone’s starting to relapse and – [or]

we think they are – and we may decide to do joint

visits. Some of the patients are so experienced they

Community Ment Health J (2014) 50:886–895 891
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say, ‘‘Oh you’re doing joint visits. You must think

I’m relapsing’’ (John, community support worker,

FG4).

Participants experienced a need to address perceptions

of coercive services:

So people often have the idea, ‘‘If I stop taking my

medication, you’ll put me in hospital’’. Well, we

wouldn’t automatically do that. Other than about two

people I can think of off the top of my head […] we

try to get through to people, ‘‘No, it’s about working

with us’’ (Lucy, nurse, FG4).

The authority of the professional role (including the use

of the Mental Health Act) therefore simultaneously repre-

sented a useful tool to ensure patient safety during relapse

but also a threat to relationships.

Discussion

Our participants stated that they wanted patients to adhere

to treatment and to look after their social, physical and

mental well-being. To facilitate this, participants attempted

to build good, trusting relationships which were perceived

as a prerequisite to establishing reciprocal agreements and,

through that, patient-centred care. This resonates with

patients’ descriptions of pressure from service providers to

‘stay well’ as well as to adhere to treatment (Canvin et al.

2013). ‘Asserting authority’ was presented by participants

as a necessary tool, albeit one with potential to threaten

relationships.

By emphasizing the need for trust and ‘‘deals’’, partic-

ipants evoked ideals of relationships containing a degree of

reciprocity and equality. This was somewhat at odds with

their presentation of the authoritative aspects of the pro-

fessional role where it was understood that they had a

unique overview over what constituted patients’ best

interests and occasionally an obligation to act against

patients’ wishes. This represents two overarching—and

potentially conflicting—processes by which participants

sought to influence patients: one based on engagement

facilitated by reciprocal relationships and one based on

their professional authority. We discuss each in turn.

Relationships and the Obligation to Reciprocate

The giving of gifts (material or symbolic) creates obliga-

tions in recipients to accept and reciprocate and such uni-

versal reciprocal mechanisms are thought to constitute the

foundation of social relationships, feelings of community

and trust (Mauss 1990 [1922]; Malinowski 1978 [1922];

Simmel 1950 [1908]). Øye (2010) suggests that creating

bonds and alliances with patients always has been a central

feature of psychiatry and applies this notion of reciprocity

to an analysis of interactions on an in-patient ward. She

describes how ward staff sometimes provide services or

favours that extend beyond their professional duties, such

as giving patients cigarettes or staying on after their shift to

provide support. These ‘gifts’ create expectations, she

argues, among staff and patients alike, that patients will

participate in the therapeutic activities offered. Many of the

influencing behaviors identified in the literature (Box 1)

rely on similar reciprocal expectations. These were also

reflected in our data, such as in the example of Liz and the

gardening project.

Forming relationships that create reciprocal obligations

in patients who are reluctant to take treatment might, on the

face of it, appear manipulative. If, however, reciprocal

obligations are inherent in all social relationships, this

might simply tell us that the relationships between mental

health professionals and patients rely on the same social

mechanisms as most others. The context of deinstitution-

alized services means that traditional boundaries between

professional relationships and friendships become blurred

(e.g., when giving practical assistance in the home; Angell

and Mahoney 2007). The deinstitutionalized nature of the

services provided by our participants thus arguably provide

wider scope for initiating reciprocal obligations than the

hospital setting because interactions occur across a broader

range of arenas in patients’ lives, including those which are

private, domestic, social and familial.

Reciprocity in an Authority Context

While our participants emphasized their efforts to negotiate

‘‘fair’’ solutions, the reciprocal dimension of relationships

between professionals and patients with severe mental ill-

ness differ from many other social relationships in regard

to at least two inherent power dimensions. First, one party

is employed to create a professional (i.e. not personal)

relationship with the other (whether or not the other wants

this) which, as shown, extends into the private sphere of the

other’s life. Second, one party holds legal authority to

compel the other if needed. Sjöström (2005) describes how

the latter power differential forms part of the context sur-

rounding the relationships. In an analysis of interactions in

a psychiatric ward he shows how clinicians might evoke

(consciously or not) a ‘coercion context’ on the basis of

patients’ previous experiences. For example, a patient who

has been under compulsion a number of times might

interpret a statement of how he or she ‘‘must’’ or ‘‘ought

to’’ do something differently from patients without this

experience, even at times when treatment is voluntary (i.e.

not legally mandated). In community care, simple predic-

tions of how compulsion might become necessary might

892 Community Ment Health J (2014) 50:886–895

123



similarly evoke perceptions of a coercive environment

(Canvin et al. 2013). As our data indicate, participants

perceived that these power dimensions in some cases per-

meated their interactions with patients. Their professional

authority was acknowledged as giving participants an

‘‘advantage’’ over patients in negotiations, and stood in

contrast to their expressions of an ideal, more balanced,

professional-patient relationship. According to participants,

the awareness of the possibility of compulsion could

therefore be enough to undermine trust, and subsequently

threaten patient-centered care and recovery. This has also

been reported by patients receiving community care

(Laugharne et al. 2012). Perceptions of services as coercive

might be a barrier to people seeking care, as suggested by

recent studies of Community Treatment Orders (legal

regimes that oblige patients to accept treatment to stay out

of hospital; Van Dorn et al. 2006; Swartz et al. 2003). Our

analysis has shown that the ‘coercion context’ in addition

to the effect on patient experiences as reported by others

forms part of how professionals conceptualize their role,

and produces potential conflicts between the inherent ‘care’

and ‘control’ aspects of that role.

Limitations

Very little has been published on English community mental

health professionals’ perceptions of their behaviors to

influence reluctant patients and as such this study was

explorative in nature. The study is based on a relatively small

sample and limited to one NHS Trust, so it is possible that

professionals from other areas have different experiences.

The influencing behaviors reported here are, however, sim-

ilar to those identified elsewhere (Box 1). A strength of the

study is the multi-disciplinary nature of the sample (Table 1)

which facilitated analysis of team-based service delivery, in

line with current practice. Although individual participants’

professions meant their practical interactions with patients

differed, we found no systematic differences between pro-

fessional groups as to how they conceptualized the rela-

tionships with patients. Given our design, however, we

cannot conclude these do not exist, and because varying

levels of authority are vested in different professions we

recommend that this is a focus for future studies. Further-

more, data collection was undertaken when Community

Treatment Orders had only just been introduced in England

and Wales, which might account for why the use of these

orders was largely absent from the data. Whether this leg-

islation has changed professionals’ conceptualization of

their roles and interactions remains to be investigated.

Finally, because our aim was to explore professionals’ con-

ceptualizations of their practice, we did not collect corrob-

orating data to test whether the influencing behaviors did, in

fact, lead to increased adherence or wellbeing.

Conclusion

Current mental health policy is focused on community care

and encourages patient-centred approaches (Department of

Health 2011) and relationships are envisaged as mecha-

nisms for mental health service delivery (Anthony 1993;

Department of Health 2009). To the extent that mental

health professionals today more than previously are

involved in the private spheres of patients’ lives, deinsti-

tutionalization might be viewed not only as changing the

locus of care but, arguably, also the relationships and

interactions between mental health professionals and

patients (Davies 2002; Szmukler and Appelbaum 2008).

We have highlighted some aspects of how community

mental health professionals conceptualize these interac-

tions, which in turn help us gain a better understanding of

their practice. The accounts of the professionals in this

study express commitment to patient-centered approaches

to achieving treatment adherence and wellbeing. They

suggest that this approach ideally should manifest itself in

trusting, reciprocal relationships that allow ‘‘deals’’ and

agreed courses of action to be negotiated. In practice,

however, they might need to assert their professional

authority in these interactions when patients refuse ser-

vices. As a consequence, interactions occur in a context

that might evoke perceptions of coercion that affect, and

sometimes threaten, the very relationship considered a

prerequisite for patient-centered care.

This dual focus on patient-centered approaches and

professional authority is accepted as a core part of mental

health service delivery. By providing descriptive accounts

of micro-level dynamics of clinical encounters, our ana-

lysis has shown how the authoritative aspect of the pro-

fessional role has potential to undermine therapeutic

interactions with reluctant patients. Such micro-level

analyses, we argue, are needed in order to enhance our

understanding of how patient-centered mental health policy

may be implemented through clinical practice.
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