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ABSTRACT

Adolescents are a developmentally vulnerable group in mental health care, yet their experiences of informal coercion remain
underexplored. Most existing research reflects adult perspectives, leaving a gap in understanding how adolescents experience
such practices. This review synthesises qualitative evidence on the forms and consequences of informal coercion experienced
by adolescents in mental health settings. The review followed the PRISMA guidelines and was registered in PROSPERO. A sys-
tematic search was conducted across seven databases in February 2025 (PubMed, CINAHL, PsycINFO, EMBASE, Scopus, Web
of Science, Cochrane Library). Screening and inclusion were performed using Covidence supplemented by manual reference
searches. Qualitative content analysis was applied, using a framework informed by previously identified forms of informal coer-
cion. Across 12 studies, informal coercion shaped adolescents’ involvement in mental health care. Predominant forms included
treatment pressure, silencing and exclusion and appealing to rules and routines, accompanied by threats or disciplinary control.
These practices were experienced as undermining autonomy and trust. The adolescents responded through adaptive and resist-
ant coping strategies, such as compliance, concealment, or overt opposition. The experiences were commonly associated with
emotional distress, relational mistrust and hindered recovery, although some adolescents interpreted structured pressure as
supportive or protective. Informal coercion is present and consequential in adolescent mental health care. Existing adult-based
conceptualisations may overlook its relational and subtle nature. Further research is needed to explain how informal coercion is
constructed in interactions and how it is justified in adolescent mental health care. Such knowledge is essential for developing
ethically sound, rights-respecting nursing practices.

Trial Registration: PROSPERO: CRD42025644678

1 | Introduction (World Health Organization, Regional Office for Europe 2025),
particularly in relation to the use of coercive practices in mental
Globally, approximately one in seven adolescents aged health treatment (Moell et al. 2024, 2025).

10-19years experiences a mental health disorder (World Health

Organization, Regional Office for Europe 2025), and nearly half
of all lifetime mental health conditions begin before the age of 18
(Solmi et al. 2022). The increasing prevalence of mood-related
symptoms has led to a growing demand for adolescent mental
health services (Collet et al. 2025). Alongside this, concerns have
intensified regarding the quality of care provided to adolescents

Coercion in mental health care, especially when applied to mi-
nors, raises complex ethical questions about legitimacy, effi-
cacy and human rights (Heyer et al. 2002). Evidence suggests
that younger patients are disproportionately affected by coer-
cive measures, with age consistently identified as a risk factor
(Moell et al. 2024; Walker et al. 2021). This may be linked to
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developmental vulnerabilities such as limited emotional regu-
lation and consequential thinking, as well as paternalistic atti-
tudes among professionals that lower the threshold for coercion
(Moell et al. 2024).

While formal coercion has been widely studied, informal co-
ercion, defined as subtle, non-legislated pressures used to
influence patients' decisions and behaviours, has received con-
siderably less attention (Pelto-Piri et al. 2019). These practices
often remain undocumented and fall outside the scope of clin-
ical guidelines and mental health legislation (Elmer et al. 2018;
Yeeles 2016). Previous research on informal coercion has pre-
dominantly focused on adult populations and professional
perspectives (Andersson et al. 2020; Elmer et al. 2018), with in-
formal coercion conceptualised in diverse ways emphasising its
various forms, applications, and broader theoretical foundations
(Beeri et al. 2025).

Identified forms of informal coercion include, for example,
referring to rules and routines (Pelto-Piri et al. 2019), decep-
tion (Lidz et al. 1998) and treatment pressure (Szmukler and
Appelbaum 2008). These practices are often employed to avoid
the use of formal coercive measures (Hotzy and Jaeger 2016),
to prevent hospitalisation (Yeeles 2016) and to foster treatment
engagement (Valenti et al. 2015). In addition to these practical
applications, informal coercion has also been discussed as a
more abstract phenomenon, frequently described using terms
such as ‘softer’ (Allison and Flemming 2019) or ‘subtle’ coercion
(Liitzén 1998), occupying a conceptual space between full au-
tonomy and formal coercion (Hotzy and Jaeger 2016).

Despite the recognised relevance of informal coercion in
psychiatric care (Valenti et al. 2015), evidence regarding its
consequences remains limited and inconclusive (Jaeger and
Rossler 2010). Moreover, no studies have focused on adolescent
patients, despite adolescence being widely recognised as a piv-
otal developmental phase during which rapid biological, cog-
nitive and social transitions heighten vulnerability to mental
health challenges (Fusar-Poli et al. 2024). The ongoing reliance
on formal coercion (Moell et al. 2024; Nyttingnes et al. 2018;
Walker et al. 2021), and the possible use of informal coercive
practices in adolescent mental health care, highlight a clear re-
search gap, as evidence on their effectiveness and adolescents’
lived experiences remains limited. Such research is essential to
inform ethically sound and rights-respecting practices, in line
with the mission of the World Psychiatric Association's Child
and Adolescent Psychiatry section (2025) (WPA-CAP), which
advocates for the highest standards of clinical and ethical care
that uphold the dignity and human rights of adolescent patients.

2 | Aim

Research on informal coercion in adolescent mental health care
is fragmented and conceptually limited. Therefore, this system-
atic review aimed to synthesise qualitative evidence on informal
coercion as experienced by adolescents. The review addresses
the following questions:

1. What forms of informal coercion have adolescents experi-
enced during their treatment in mental health care?

2. What are the perceived consequences of informal coercion
as experienced by adolescents in mental health care?

3 | Methods

This systematic review was conducted in accordance with the
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines (Page et al. 2021) and was regis-
tered with PROSPERO, the international register for systematic
reviews.

3.1 | Eligibility Criteria

This systematic review included studies offering qualitative data
that allowed adolescents’ voices to be authentically represented.
Descriptions of the inclusion and exclusion criteria are presented
in Table 1. Eligible studies employed qualitative research meth-
ods for scientific analysis or mixed-methods designs that pre-
sented relevant qualitative findings. There were no restrictions
on publication language or date. In this review, adolescents were
defined as individuals aged 13 to 17 years. Studies were included
if they focused exclusively on this age group or if the majority of
participants (> 50%) were within the 13-17 age range. If the age
range of participants was not explicitly reported, studies were
included if the described service setting was clearly intended for
adolescents. Studies were excluded if they did not involve ad-
olescent participants as defined above, or if they did not focus
on adolescents’ own first-hand experiences. Studies conducted
outside of mental or psychiatric health care settings were also
excluded. No distinction was made between inpatient and out-
patient care, as the focus of the review was on the identification
of informal coercion in its various forms across different mental
health care settings. Thus, there were no restrictions on diagno-
sis. Furthermore, autobiographical accounts of single individu-
als that were not subject to scientific analysis were excluded, as
were letters, theses, opinion pieces, literature reviews and meta-
analyses that did not present new empirical findings.

3.2 | Search Strategy

A systematic literature search was conducted in February
2025 across seven electronic databases: PubMed, CINAHL,
PsycINFO, EMBASE, the Cochrane Library, Scopus and Web of
Science. In addition to database searches, reference lists of the
included studies were screened for potentially relevant articles,
and manual searches were performed using Google Scholar to
identify additional eligible studies. The selection of key words
was informed by pilot searches, including studies focusing on
informal coercion across various population groups and mental
health contexts, and the final search strategy was externally val-
idated in consultation with a specialist university librarian. To
structure the search, the PICO model was applied, focusing on
population (adolescents), intervention (informal coercion) and
outcome (experiences). Search terms included broad combina-
tions of terms, including (i) adolescent, (ii) mental health or psy-
chiatric care, (iii) informal coercion and other terms referring
to informal coercion based on previous literature. The complete
search strategies for each database are provided in Table S1.
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TABLE1 | Inclusion and exclusion criteria.

Inclusion Exclusion

Study Design Qualitative studies or mixed- methods studies Quantitative studies or mixed-

including relevant qualitative findings methods studies not including

relevant qualitative findings
Population Adolescents 13 to 17 years or at least majority (> 50%) Study participants were not adolescents
of adolescents between 13 and 17 years old. as defined in the inclusion criteria
Setting Inpatient, outpatient, or community mental Studies conducted outside of mental
health care, as defined by each study or psychiatric health care
Phenomena Adolescents' own lived experiences Experiences of individuals
other than adolescents

Language Any language No
Geographic location Worldwide No

Publication type

Peer reviewed, empirical research

Auto-biographical descriptions, letters,
theses, opinions and literature reviews
or meta-analyses of existing literature

3.3 | Study Selection

The screening of studies was conducted independently by two
blinded reviewers (T.0., S.B.) in Covidence. During the screen-
ing process, a few discrepancies in eligibility assessments arose.
These were discussed among the reviewers, and the senior au-
thor (T.L.) was consulted to reach a consensus.

3.4 | Quality Appraisal

The quality of the included studies was assessed using the Mixed
Methods Appraisal Tool (MMAT), which enables the evaluation
of quantitative, qualitative and mixed-methods studies with a
single instrument. Each study was appraised using seven cri-
teria, with response options of ‘Yes’, ‘No’, or ‘Can't tell’ (Hong
etal. 2019). Two reviewers (T.0., S.B.) conducted the assessments
independently. In cases of disagreement, the senior author (T.L.)
reviewed the assessments and made the final decision.

3.5 | Data Extraction

Data extraction was conducted independently and manually
by two authors (T.O., S.B.). Any discrepancies were resolved
through discussion, and unresolved cases were adjudicated by
the senior author (T.L.). General study characteristics were ex-
tracted, including authorship, publication year and country of
origin. Data were also collected on the study aim, methodologi-
cal design and participant characteristics, such as the total sam-
ple size, mental health care setting and diagnostic information.

Data extraction related to informal coercion was conducted by
two reviewers (T.O., S.B.), guided by a deductive framework
developed based on prior empirical and theoretical literature
(T.0.). The framework outlined previously recognised forms of
informal coercion with corresponding operational definitions
(Lidz et al. 1998; Lorem et al. 2015; Neale and Rosenheck 2000;
Pelto-Piri et al. 2019; Potthoff et al. 2022; Rugkésa et al. 2014;

Szmukler and Appelbaum 2008; Valenti et al. 2015), and was
systematically applied across all included studies to enable
structured mapping of these forms. The complete framework
and operational definitions are presented in Table S2.

3.6 | Data Analysis

Data were analysed using deductive (Elo and Kyngids 2008) and
inductive (Hsieh and Shannon 2005) qualitative content analy-
sis. Deductive analysis was conducted first, in which predefined
categories from the framework were used to code and organise
the extracted data. Consensus decisions were reached through
discussion between the reviewers (T.0., S.B.), and final arbitra-
tion was provided by the senior author (T.L.). Forms of infor-
mal coercion that did not align with the predefined categories
but were identified as relevant were analysed using inductive
content analysis by (T.0.). These emergent expressions were re-
viewed collaboratively (T.O., S.B.), and consensus was achieved
through discussion. Disagreements were resolved by consulting
the senior author (T.L.).

To gain an understanding of the magnitude of different forms of
informal coercion in adolescents’ experiences, the identified ex-
pressions were quantified by counting their occurrences across
the included studies (T.O.). This quantitative mapping enabled
a descriptive representation of the relative prevalence of each
form of informal coercion.

4 | Results
4.1 | Study Selection Results

A total of 5039 records were identified through electronic da-
tabase searches (n=5030) and manual citation tracking (n=9).
After removing duplicates (n =2462), 2568 records remained for
title and abstract screening, of which 2553 were excluded. In the
full-text screening phase, 15 articles were assessed for eligibility,
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[ Identification of studies via manual search

Citation searching (n = 9)

Studies not retrieved
(n=0)

v

Studies assessed for eligibility

v

Studies excluded:
Wrong setting (n = 1)
Wrong study design (n = 4)

FIGURE1 | PRISMA flow diagram of the study selection process.

resulting in the exclusion of seven articles. Ultimately, 12 (n=12)
studies met the inclusion criteria and were included in the re-
view (Andrea Gonzalez-Urbina 2022; Bjonness et al. 2020;
Coyne et al. 2015; Engstrom et al. 2020; Jones et al. 2021;
LeFrancois 2008; Ludot-Grégoire et al. 2022; Moses 2011; Offord
et al. 2006; Persson et al. 2017; Rice et al. 2021; Tan et al. 2010).
The screening process is presented in the flow chart below
(Figure 1).

4.2 | Study Characteristics

The study characteristics from the included studies are presented
in Table 2. Three of the studies were conducted in the United
Kingdom (LeFrangois 2008; Offord et al. 2006; Tan et al. 2010),
three in the United States (Jones et al. 2021; Moses 2011; Rice
et al. 2021) and two in Sweden (Engstrdm et al. 2020; Persson
et al. 2017). One study was identified from each of the following
countries: Ireland (Coyne et al. 2015), France (Ludot-Grégoire
et al. 2022) and Norway (Bjonness et al. 2020). Only one study
was conducted in a non-Western country, Chile (Andrea
Gonzalez-Urbina 2022).

Six (n = 6) of the studies were conducted in the 2020s (Gonzalez-
Urbina 2022; Bjonness et al. 2020; Engstrom et al. 2020; Jones
etal.2021; Ludot-Grégoire et al. 2022; Rice et al. 2021), four (n =4)
in the 2010s (Coyne et al. 2015; Moses 2011; Persson et al. 2017;
Tan et al. 2010) and two (n=2) in the 2000s (LeFrancois 2008;
Offord et al. 2006). Two (n =2) of the studies were retrospective,
based on participants' recollections of past treatment experi-
ences occurring 1 month to 6years (Jones et al. 2021) and 2 to
Syears (Offord et al. 2006) prior to data collection.

Identification of studies via databases and registers
—
Studies from databases/registers
= (n=5030):
,Ig“ PubMed (nf 1183) Records removed before
8 Embase (n_— 1106) screening: Records identified from:
£ Scopus (n= 1952) Duplicates identified by
5 PsycINFO (n = 859) Covidence (n = 2462)
e} Web of Science (n = 403)
CINAHL (n = 320)
Cochrane (n = 107)
__J
— l
Records screened Records excluded**
(n = 2568) (n = 2553)
Reports sought for retrieval Reports not retrieved Studies sought for retrieval
2 (n=15) (n=0) (n=9)
c
3
o
: ! !
(2]
Reports assessed for eligibili
(n=15) bl 1 Reports excluded: (n=9)
Wrong study design (n = 2)
Wrong setting (n = 4)
Wrong population (n = 1)
-
A
—
° L . )
=z Studies included in review
3 (n=12) <
o
=
__

The included studies were conducted across diverse child and
adolescent mental health care settings, encompassing both in-
patient and outpatient contexts. Several studies were situated
in inpatient psychiatric units, including acute, long-term and
compulsory care wards as well as specialised settings such as
intensive care and crisis stabilisation units (Bjenness et al. 2020;
Engstrom et al. 2020; Gonzalez-Urbina 2022; Rice et al. 2021;
Tan et al. 2010). Others were conducted in multidisciplinary
hospital departments or specialised programmes providing
adolescent mental health care, such as day hospitals or inpa-
tient eating disorder units (Ludot-Grégoire et al. 2022; Offord
et al. 2006). A number of studies were conducted in outpatient
and community-based services, including CAMHS clinics and
wraparound programmes offering psychosocial and therapeutic
support (Coyne et al. 2015; Moses 2011; Persson et al. 2017). In
addition, some studies were conducted in integrated or mixed-
care settings providing inpatient, day-patient and community
services (LeFrancois 2008; Jones et al. 2021).

Across the reviewed studies, a total of 242 participants were in-
cluded, with ages ranging from 9 to 26 years. Where reported,
mean participant ages varied between 14.8 and 18.1years
(Bjonness et al. 2020; Jones et al. 2021; Rice et al. 2021; Tan
et al. 2010). While several studies encompassed broad age
ranges extending into late adolescence and early adulthood, the
majority focused more narrowly on mid-adolescent populations.
Sample sizes ranged from 7 to 60 participants. One study did
not report the number of participants but described the inpatient
setting as providing beds for 8 to 10 children (LeFrancois 2008).
Among the studies that reported participants’ gender, approxi-
mately 70% included samples in which females constituted the
majority.
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The data on adolescents' family structures and living environ-
ments varied notably across the reviewed studies. In one study,
54% of the participants were reported to live outside the paren-
tal home, in foster care, residential facilities or group homes
(Moses 2011). Another two studies referred more generally to
some participants being from foster care institutions, expe-
riencing unstable home environments (Jones et al. 2021; Rice
et al. 2021), or being homeless (Jones et al. 2021). The remaining
studies did not specify the living environment or family condi-
tions of the adolescents.

Slightly more than half of the studies (n=7) provided detailed
diagnostic information about the adolescents. In addition,
broader descriptions of symptoms were reported, including
internalising and externalising symptoms as well as family-
related causes (Persson et al. 2017), or more generally as se-
vere mental health problems (LeFrancois 2008), indicating a
wide spectrum of mental health conditions among participants.
The most frequently reported diagnostic category was mood
disorders, including depression and anxiety, either as primary
diagnoses or comorbid conditions, affecting a total of 93 adoles-
cents (Bjonness et al. 2020; Coyne et al. 2015; Ludot-Grégoire
et al. 2022; Moses 2011; Rice et al. 2021). The second most com-
mon diagnostic group was eating disorders, particularly an-
orexia nervosa, reported in 53 adolescents (Bjonness et al. 2020;
Ludot-Grégoire et al. 2022; Offord et al. 2006; Rice et al. 2021;
Tan et al. 2010). Furthermore, neurodevelopmental disorders
emerged as the third most frequently reported diagnostic cat-
egory, affecting 38 adolescents (Bjenness et al. 2020; Coyne
et al. 2015; Rice et al. 2021).

4.3 | Quality of Included Studies

Of the included studies, 11 employed qualitative methodologies,
and one was a mixed-methods study with a qualitative compo-
nent. Table 3 summarises the quality assessment results. All
included studies received quality assessment scores of 7 out of
7. The mixed-methods study was rated 13 out of a possible 17
points according to the relevant appraisal criteria. The included
studies were predominantly conducted in Western countries,
with only one study originating from a non-Western setting
(Gonzalez-Urbina 2022). Such geographical bias may restrict
the applicability and generalisability of the findings to cultur-
ally diverse populations. Furthermore, male underrepresenta-
tion was notable in two studies that did not include any male
participants (Offord et al. 2006; Tan et al. 2010); consequently,
the findings may not comprehensively reflect the broader ado-
lescent population.

The studies were conducted across a wide range of mental health
service settings, allowing for a broad exploration of informal co-
ercion in diverse contexts. However, the descriptions of service
environments were not consistently detailed (Ludot-Grégoire
et al. 2022). Moreover, none of the studies explicitly addressed
informal coercion as their primary research focus, which under-
scores the contextual and experiential nature of the data from
adolescents’ perspectives. While the interpretation of findings
appeared to be well-supported across the studies, the contex-
tual dependency of adolescents’ experiences could have been

articulated more explicitly (Jones et al. 2021; Offord et al. 2006;
Persson et al. 2017).

While ethical considerations were generally well addressed
and the studies were well justified, reflexivity remained largely
methodological and did not extend to a critical examination of
the researchers’ roles. It is worth noting that only two of the
included studies explicitly addressed reflexivity (Gonzalez-
Urbina 2022; Jones et al. 2021). In addition, two studies reported
the involvement of researchers with personal experience (Jones
et al. 2021) or youth co-researchers (Bjonness et al. 2020) in the
research process. These participatory elements may enhance the
credibility and relevance of the findings, although their limited
presence across the studies suggests that youth perspectives
were not consistently integrated into the research design or
interpretation.

4.4 | Informal Coercion Forms Experienced by
Adolescents

From the data included in this review, seven of the 13 previously
distinct forms of informal coercion were identified: interper-
sonal leverage, threat, (using) a disciplinary style, referring to
rules and routines, treatment pressure, deception and physical
force. Furthermore, the analysis of adolescents’ experiences
revealed two additional distinct forms of informal coercion: si-
lencing and exclusion and manipulation. Table 4 presents the
forms of informal coercion included in the deductive framework
developed from previous research and those emerging induc-
tively from this systematic review. The numbers (n) refer to the
total number of coded expressions representing each form of in-
formal coercion across all included studies.

In total, 69 (n=69) expressions reflecting adolescents’ experi-
ences of informal coercion were identified across the included
studies. Among adolescents, the most frequently reported forms
of informal coercion were treatment pressure (n=17), silenc-
ing and exclusion (n=14), and referring to rules and routines
(n=12). These were followed by experiences of threats (n=10)
and using a disciplinary style (n=7). Notably, some adolescents
reported experiencing physical force (n=5) not associated with
formal coercive measures such as restraints. Less frequently,
adolescents described experiences of manipulation (n =2), inter-
personal leverage (n=1) and deception (n=1). An overview of
the results of experienced informal coercion forms is presented
in Figure 2.

4.4.1 | Threat

In the reviewed studies, Threat (n=10) emerged in adoles-
cents' experiences as an action manifested through threaten-
ing care culture, treatment-related threats, or threats aimed
at controlling the behaviour of adolescents. Threats were per-
ceived as a method of care and, in some cases, as part of a
professional’s personal style of practice, often characterised
by a threatening communication style and authoritarian be-
haviour (Engstrom et al. 2020). Adolescents reported being
threatened with involuntary treatment or more coercive
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treatment measures to ensure compliance with care initia-
tion and behavioural regulation within care units (Engstrom
et al. 2020; Jones et al. 2021; Tan et al. 2010). For example,
coercive threats were used to persuade adolescents to consent
to treatment (Tan et al. 2010), while punishing actions, such
as removal of privileges (Moses 2011) or denial of discharge or
weekend leave (LeFrancois 2008), were employed to maintain
engagement. In addition to threats of coercion, adolescents’
behaviour was shaped through conditional access to personal
resources, such as their belongings (Gonzalez-Urbina 2022).
Safety-related threats, including threatening to activate alarm
systems in response to unwanted behaviour, were also used
to influence adolescents' actions (Engstrom et al. 2020). In re-
viewed studies, these threatening practices were described by
adolescents as instruments of power, strategically employed
to enforce compliance and exert control over adolescents’
conduct.

4.4.2 | Interpersonal Leverage

One expression (n=1) was categorised under interpersonal
leverage. Pressure and feelings of guilt directed toward family
members and professionals created only an illusion of free-
dom of choice. Although the decision to initiate treatment
was technically perceived as self-made, it was influenced by a
sense of guilt toward loved ones and a desire to please others
(Tan et al. 2010).

4.4.3 | (Using) a Disciplinary Style

In the reviewed studies, using a disciplinary style (n=7) was
identified as a means of control, manifested through criticism
and humiliation, restrictions and punitive measures, such as
collective sanctions. Professionals sought to influence ado-
lescents’ behaviour and presence using disciplinary methods,
which included collective punishment, public criticism and
humiliation of individual youths (Gonzalez-Urbina 2022).
Treatment plans were described as disciplinary tools, with obe-
dience expected from the adolescents (Engstrom et al. 2020).
Participants reported that it was made clear that failure to
comply with the treatment plan would result in disciplinary
actions, such as emergency meetings or punitive consequences
(LeFrancois 2008).

4.4.4 | Referring to Rules and Routines

Expressions categorised under referring to rules and routines
(n=12) captured adolescents’ experiences of both the prevail-
ing style of care adopted by professionals and the house rules
that structured daily life. House rules often referred to gen-
eralised routines that embodied impersonal, dehumanising
and non-individualised practices, reflecting a care environ-
ment detached from adolescents’ personal needs (Engstrom
et al. 2020; Offord et al. 2006; Rice et al. 2021). House rules
were perceived as guiding treatment without regard for indi-
vidual circumstances (Andrea Gonzalez-Urbina 2022; Offord
et al. 2006). They were broadly applied to restrict freedom
of movement (Gonzalez-Urbina 2022), communication (Rice

et al. 2021) and peer interaction (Gonzalez-Urbina 2022; Rice
et al. 2021), and were often described as excessive, arbitrary
and unjust (Engstrom et al. 2020; Offord et al. 2006). Beyond
their regulatory function, rules and routines were experienced
as a style of care characterised by a rule-oriented and coercive
approach, and manifested in interactions with adolescents
that lacked therapeutic justification (Engstrom et al. 2020;
Offord et al. 2006). At times, they were used to influence be-
haviour without explanation and functioned as instruments
of coercion, with compliance expected as a sign of respect
(Engstrom et al. 2020).

4.4.5 | Treatment Pressure

In the reviewed studies, Treatment Pressure (n=17) was expe-
rienced as a form of social pressure. This category was further
divided into pressure to meet others' expectations, pressure to
adhere to treatment, pressure to engage in treatment and pres-
sure to exceed one's personal boundaries during the treatment
process. Adolescents reported being pressured to comply with
decisions made by others (Bjonness et al. 2020) or to participate
in treatment activities, such as group sessions, according to ex-
ternally imposed performance expectations (LeFrangois 2008). In
treatment meetings, they felt compelled to say the ‘right’ things
and to perform within predefined boundaries, including pressure
to begin therapeutic work according to professionals’ timelines
(Persson et al. 2017). Pressure to engage in treatment was expe-
rienced from professionals, family members and peers on the
ward, even when the adolescent lacked personal motivation or
readiness (Bjonness et al. 2020; Persson et al. 2017). Adolescents
who acted differently were required to justify their choices, which
was sometimes deemed insufficient (LeFrancois 2008). They
described feeling pressured to accept ‘voluntary’ treatment, in
which their opinions were solicited in ways that did not allow
for refusal (Coyne et al. 2015; Tan et al. 2010). Additionally, they
experienced pressure to exceed personal boundaries, such as dis-
closing more than they were comfortable with or participating
in interventions they found unpleasant or unhelpful (Persson
et al. 2017).

4.4.6 | Physical Force

In reviewed studies Physical Force (n=5) was identified as a
style of care within the caring relationship or as a specific treat-
ment situation. Adolescents described interactions with profes-
sionals in which, despite the absence of formal coercion, they
were physically pressured or compelled to act in a prescribed
manner. Physical Force was experienced as humiliating and, at
times, as physical violence used to ensure obedience (Engstrom
etal. 2020). Such experiences occurred both within professional-
adolescent interactions (Engstrom et al. 2020) and in family con-
texts, in which a parent was reported to have physically coerced
the adolescent into taking medication (Moses 2011).

4.4.7 | Deception

Deception (n=1) captured adolescents’ experiences of being
deceived into treatment without having any genuine influence
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over the decision. Adolescents described feeling misled into
care, reflecting a lack of transparency and autonomy in the ad-
mission process (Bjonness et al. 2020).

4.4.8 | Silencing and Exclusion

Across the reviewed studies, Silencing and Exclusion (n=14)
was identified as a form of informal coercion that reflected
a restriction of participation, which referred to the exclusion
from care processes and bypassing adolescents' voices, partic-
ularly in decisions related to their care. Such exclusion was
often enacted through professionals’ intentional commu-
nication strategies and practices that bypassed adolescents
in treatment-related decision-making (Bjonness et al. 2020;
Coyne et al. 2015; LeFrangois 2008; Moses 2011). Adolescents’
perspectives were frequently disregarded, especially in de-
cisions concerning treatment plans or interventions (Coyne
et al. 2015; LeFrancois 2008; Ludot-Grégoire et al. 2022;
Moses 2011). In some cases, treatments or actions related to
care were administered without clear justification or with-
out offering the adolescent any meaningful choice (Jones
et al. 2021; Offord et al. 2006). Requests to review medica-
tion (LeFrancois 2008; Moses 2011) or to engage in treatment
planning (Coyne et al. 2015; LeFrancois 2008) were routinely
overlooked, and opportunities to express preferences regard-
ing personally meaningful treatment options were notably ab-
sent (Moses 2011).

4.4.9 | Manipulation

In the reviewed studies, Manipulation (n=2) was identified as
a form of informal coercion, experienced through framing and
labelling. It shaped adolescents’ experiences of care through
professionals’ assumptions, interpretations and directive prac-
tices (Offord et al. 2006; Rice et al. 2021). Professionals were
perceived as treating adolescents according to diagnostic stereo-
types, such as assuming dishonesty in individuals with eating
disorders, which led to the rejection of their narratives and a loss
of personal agency (Offord et al. 2006). Furthermore, adoles-
cents reported that the structure and practices of the treatment
environment reinforced the belief that there was something
fundamentally wrong with them. Adolescents described the
institutional routines as so dehumanising that they began to
believe there must be something inherently wrong with them,
thus legitimising the need for treatment. The framing of their
thoughts and behaviours as symptoms served to justify treat-
ment without further explanation or dialogue (Rice et al. 2021).
This deficit-based identity was not self-derived but constructed
through institutional routines and interactions, which shaped
how adolescents came to understand themselves within the con-
text of care.

4.5 | Adolescents’ Experienced Consequences

This review also aimed to explore the consequences of infor-
mal coercion experienced by adolescents. Attention was di-
rected toward identifying the specific consequences informal
coercion has on different dimensions of experience. A total

of 41 expressions (n=41) of consequences were identified in
the data that could be linked to experiences of informal coer-
cion. Based on the content of these expressions, five main cat-
egories were constructed: Reactive coping strategies (n=15),
emotional wellbeing (n=13), relational impacts on the care
relationship (n=9), impacts on recovery (n=3) and impacts
on health behaviour (n=1). The consequences of informal
coercion are outlined below and illustrated in more detail in
Figure 3.

4.5.1 | Reactive Coping Strategies

Adolescents’ responses to informal coercion were described
as reactive coping strategies (n=15), manifesting either as
adaptive behaviour or reactive opposition. Adaptive behaviour
included acts of compliance, negotiation, avoidance and pre-
tending, such as deliberate lying, feigning wellness, withhold-
inginformation and attempting to influence treatment decisions
through interaction with professionals (Bjenness et al. 2020;
Jones et al. 2021; Ludot-Grégoire et al. 2022; Offord et al. 2006).
In contrast, reactive opposition was expressed through acts of
resistance and aggression, including non-adherence to medi-
cation, disengagement from treatment plans (Moses 2011) and
overt behaviours such as shouting or throwing objects, often
triggered by feelings of exclusion and lack of agency (Bjonness
et al. 2020). These strategies were not driven by intrinsic moti-
vation but rather by a perceived lack of alternatives (Bjonness
et al. 2020; Ludot-Grégoire et al. 2022; Moses 2011). In some
cases, resistance was described as the only available means of
exerting influence (Bjonness et al. 2020). Importantly, oppo-
sition was not limited to individual professionals; it was also
directed at broader service structures or punitive institutional
practices (Offord et al. 2006).

4.5.2 | Emotional Wellbeing

The consequences on Emotional Wellbeing (n =13) identified
in the reviewed studies were grounded in individual affective
experiences of adolescents, which were attributed to the influ-
ence of informal coercion. These experiences were classified
into emotional distress perceived as negative consequences
and positive emotional responses. Notably, none of the in-
cluded studies reported ambivalent expressions. Adolescents
frequently described feelings of powerlessness, sadness and
anger, which were attributed to the limited opportunities for
influence and autonomy (Engstrom et al. 2020; Moses 2011;
Offord et al. 2006). Experiences of worthlessness, disappoint-
ment and frustration were commonly reported, particularly in
interactions with professionals perceived as rigid in their ad-
herence to rules, routines or disciplinary practices (Engstrom
et al. 2020).

Furthermore, adolescents described emotional responses of bit-
terness resulting from being ignored, belittled or treated in a pu-
nitive manner (Engstrom et al. 2020; Tan et al. 2010). Collective
punishments were associated with feelings of hopelessness
(Gonzalez-Urbina 2022). Withholding treatment options from
adolescents and the experience of being coerced without for-
mal justification were perceived as mentally burdensome
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TABLE 3 | Quality appraisal of the included studies using the MMAT.

Screening Quantitative non- Mixed-methods Total
References questions Qualitative studies randomised studies studies points
Andrea Gonzalez- Y Y Y Y Y Y Y 7/7
Urbina (2022)
Bjenness Y Y Y Y Y Y Y 7/7
et al. (2020)
Coyne et al. (2015) Y Y Y Y Y Y Y 7/7
Engstrom Y Y Y Y Y Y Y 7/7
et al. (2020)
Jones et al. (2021) Y Y Y Y Y Y Y 7/7
LeFrangois (2008) Y Y Y Y Y Y Y 7/7
Ludot-Grégoire Y Y Y Y Y Y Y 7/7
et al. (2022)
Moses (2011) Y Y Y Y Y Y Y N Y Y CT NA Y Y Y CT Y 13/17
Offord Y Y Y Y Y Y Y 7/7
et al. (2006)
Persson Y Y Y Y Y Y Y 7/7
et al. (2017)
Rice et al. (2021) Y Y Y Y Y Y Y 7/7
Tan et al. (2010) Y Y Y Y Y Y Y 7/7

Abbreviations: CT, can't tell based on the article; N, no; Y, yes.

and, in some cases, likened to psychological torture (Bjonness
et al. 2020; LeFrancois 2008). Despite the predominance of neg-
ative emotional consequences, one study also highlighted pos-
itive emotional experiences. These were primarily associated
with safe and consistent structures that enabled adolescents to
focus on themselves and their treatment, while simultaneously
preventing self-harming behaviours (Rice et al. 2021).

4.5.3 | Relational Impacts on the Care Relationship

Informal coercion was identified as influencing care relation-
ships (n=9), particularly through two relational dimensions: re-
lational disempowerment and experiences of support and safety.
In several studies (Gonzalez-Urbina 2022; Bjenness et al. 2020;
Engstrom et al. 2020; Offord et al. 2006; Tan et al. 2010), ado-
lescents were described in ways suggesting a subordinate and
powerless position within care settings, often characterised
by conflict and mistrust. A reliance on rules and routines was
interpreted as undermining respect and trust toward profes-
sionals (Engstrom et al. 2020), while restricting participation
and choices appeared to reinforce adolescents’ sense of disem-
powerment and mistrust (Moses 2011; Offord et al. 2006; Tan
et al. 2010). Practices such as collective punishment were per-
ceived by adolescents as oppressive, evoking prison-like experi-
ences (Gonzalez-Urbina 2022; Bjenness et al. 2020). In contrast,
some expressions reflected a more positive relational dynamic,
captured under the category of Support and Safety. In this con-
text, care-related pressure was perceived as an expression of
concern, which in turn fostered feelings of support and safety
within the therapeutic relationship (Tan et al. 2010).

4.5.4 | Impacts on Recovery

Informal coercion was identified as having adverse effects on
adolescents' recovery experiences (n=3). One subcategory,
worsening of condition and symptoms, captured how rule-based
restrictions and rigid institutional routines were experienced
as unhelpful or even obstructive to recovery. In particular, in-
humane practices and a lack of flexibility were seen to hinder
emotional and psychological progress, failing to support ado-
lescents’ subjective experiences of recovery (Rice et al. 2021).
Furthermore, limitations on choice and participation were per-
ceived to restrict the expression of symptoms, thereby compli-
cating the recovery process (Tan et al. 2010).

4.5.5 | Impacts on Health Behaviour

Informal coercion was also found to influence adolescents’
health behaviour (n=1), particularly in relation to motivation
and treatment engagement. Among the included studies, only
one explicitly addressed this connection, suggesting that in-
formal coercion may be associated with health-promoting be-
haviours. In this context, external pressure was perceived to
enhance adolescents’ commitment to treatment and to encour-
age its continuation or maintenance (Moses 2011).

5 | Discussion

This systematic review aimed to identify the forms of informal
coercion experienced by adolescents in mental health care and
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to synthesise the findings available in existing literature. A total
of 12 studies were included, from which seven distinct forms of
informal coercion were identified (treatment pressure, referring
to rules and routines, threat, (using) a disciplinary style, physi-
cal force, interpersonal leverage and deception). In addition, two
novel forms of informal coercion emerged specifically from ad-
olescents’ own accounts (silencing and exclusion and manipula-
tion). These forms were present across a range of mental health
service settings, including both inpatient and outpatient care.

Another key aim of this review was to explore the consequences
of informal coercion as experienced by adolescents. The find-
ings suggest that such practices have consequences on adoles-
cents' reactive coping strategies, emotional wellbeing, relational
impacts on the care relationship, experienced impacts on recov-
ery and health behaviour. Although the aim of this systematic
review was not to compare positive and negative experiences, it
is noteworthy that the consequences of informal coercion were
predominantly described as negative across the included stud-
ies. In contrast, positive or ambivalent interpretations were con-
siderably less common. This asymmetry highlights the potential
of informal coercion to undermine adolescents' engagement in
treatment and their recovery processes. While some adolescents
perceived structure and pressure as protective, the majority de-
scribed their experiences as coercive, which in turn diminished
their sense of autonomy and trust. For mental health nursing,
these findings underscore the importance of fostering therapeu-
tic relationships that balance guidance with respect for auton-
omy and support adolescents’ active participation in care.

Notably, none of the included studies explicitly focused on in-
formal coercion as a primary research topic, highlighting a
significant gap in the current evidence base. To the best of our
knowledge, no dedicated empirical research has systematically
explored adolescents’ experiences of informal coercion in mental
health care. More broadly, the limited number of studies address-
ing adolescents’ perspectives in this context reflects a wider pau-
city of research concerning adolescents’ views and experiences
in mental health care (MacDonald et al. 2021). As a result, de-
cisions regarding the organisation, content and quality of ado-
lescent mental health care continue to be shaped predominantly
by adult-centric perspectives (Scherer and Reppucci 1988). This
is problematic, as research has shown that adolescents’ experi-
ences of recovery (Moberg et al. 2023), mental health disorders
(Twivy et al. 2023) and overall symptom profiles (Rice et al. 2019)
differ from those of adults. Furthermore, studies have identified
themes that are specific to adolescence, such as social identity,
school-related concerns and developmental challenges (Fusar-
Poli et al. 2024; Twivy et al. 2023), which further distinguish ado-
lescents’ experiences from adult populations.

These findings are consistent with those of the present review,
which suggest that existing conceptualisations of informal coer-
cion, based primarily on the perspectives of adult patients and
professionals, may not fully capture the full breadth and com-
plexity of informal coercion forms as experienced by adolescents
in mental health care. This underscores the importance of incor-
porating adolescents’ lived experiences into both the design and
delivery of adolescent mental health care. Therefore, a deeper
understanding of informal coercion and adolescents' lived expe-
riences is essential to advance mental health nursing knowledge

and the development of evidence-based, developmentally sensi-
tive and ethically grounded care practices.

Although not the primary focus of this review, the analysis revealed
several underlying and contextual factors that may contribute to the
use of informal coercion, offering important directions for future
research. The care environment appeared to shape how informal
coercion was manifested and experienced. Adolescents described
various forms of informal coercion as instruments of power used to
influence their thinking and behaviour, grounded in power asym-
metries, an observation also noted by Hempeler et al. (2024). In
some cases, informal coercion seemed to function as a pedagogical
tool aimed at directing adolescents’ behaviour or attitudes, raising
important questions about the perceived legitimacy and ethical im-
plications of such practices in mental health nursing.

These observations are supported by previous research on
both formal and informal coercion, which has emphasised the
context-dependent nature of coercive practices in adolescent
mental health care. Key influencing factors identified in ear-
lier studies include the care culture of the unit and profession-
als' competencies (Moell et al. 2025), knowledge asymmetries
between professionals and adolescents and broader social en-
vironments such as family dynamics (Nyttingnes et al. 2018).
Therefore, future studies within mental health nursing should
approach informal coercion from a perspective that more com-
prehensively considers adolescents’ social context and how it
shapes their experiences in mental health care.

Ultimately, informal coercion appears to be deeply embedded
in adult-led mental health care systems and reflects broader
societal discourses on adolescents’ rights to autonomy. These
discourses often justify restrictions based on assumptions
of developmental immaturity and the need for protection.
Increasingly, however, there is recognition of the need for
more nuanced and individualised assessments of adolescents’
decision-making capacity (Scherer and Reppucci 1988). For ex-
ample, Knaappila et al. (2021) reflected on the relevance of the
maturity gap theory (Dijkstra et al. 2015) in interpreting the ob-
served decline in externalising behaviours preceding the recent
rise in internalising symptoms among adolescents. The theory
suggests that adolescents may experience a mismatch between
their biological maturation marked by a growing desire for au-
tonomy and the limited social autonomy afforded to them in
contemporary Western societies. This discrepancy can lead to
frustration, which some adolescents may express through delin-
quent acts or other forms of risk behaviour (Dijkstra et al. 2015;
Knaappila et al. 2021). As they begin to perceive themselves as
autonomous individuals, such behaviours often diminish, sug-
gesting that increased autonomy may support more adaptive
developmental outcomes (Barnes and Beaver 2010). In the con-
text of mental health care, this perspective offers a useful lens
for understanding how informal coercion may be experienced
by adolescents. When perceived as undermining their develop-
ing autonomy, informal coercion may contribute to frustration,
mistrust and a sense of dissmpowerment, potentially weakening
therapeutic alliances and reducing engagement in care. These
findings underscore the importance of developmentally sensi-
tive approaches that actively support adolescents’ autonomy and
participation in decision-making processes in mental health
nursing.
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TABLE 4 | Number of informal coercion forms identified in the current systematic review and their relationship to previous research (total

n=69).

Informal coercion

Relationship to previous research

Form of informal coercion

Number of identified expressions

Previously identified forms, Treatment pressure n=17
S:\igf;ively identified in the current Referring to rules and routines n=12
Threat n=10
(Using) a disciplinary style n=17
Physical force n=>5
Deception n=1
Interpersonal leverage n=1
Previously identified forms not Persuasion Not identified
identified in the current review Inducement Not identified
Influencing behaviour Not identified
Blackmail Not identified
Show of force Not identified
Giving orders Not identified
Forms emerging inductively from the Silencing and exclusion n=14
current review Manipulation n=2

Abbreviations: n=number of identified expressions for each form of informal coercion; Not identified =no expressions identified in the included studies.

This review has a few important limitations. First, the number
of included studies was relatively small (n =12), which limits the
generalisability of the findings and reflects the overall scarcity
of research explicitly addressing adolescents’ experiences of in-
formal coercion. Second, none of the studies focused on infor-
mal coercion as a primary research topic, which means that the
identification of coercive practices relied on secondary interpre-
tations of data, potentially affecting the depth and specificity of
the findings. Third, the heterogeneity of study designs, settings
and populations posed challenges for synthesis. The included
studies varied in terms cultural context, and service structures,
which may have influenced how informal coercion was per-
ceived and experienced. In addition, while the review aimed
to capture adolescents' lived experiences, many of the studies
included perspectives mediated through adult researchers or cli-
nicians, which may have shaped the framing and interpretation
of adolescents’ voices. Two of the included studies employed ret-
rospective designs, which may have introduced positivity bias
(Michalos 2014), and may affect the reliability of adolescents’
accounts. Finally, the search strategy focused on terms related
to coercion and mental health care, which may have excluded
studies using alternative conceptual frameworks (e.g., relational
ethics, behavioural management, or pedagogical approaches)
that nonetheless describe coercive dynamics.

6 | Conclusion
The findings reveal that informal coercion is not only present

but multifaceted, encompassing both previously recognised and
novel forms such as silencing and exclusion and manipulation.

These practices were identified across diverse mental health
care settings and were experienced as having consequences on
emotions, care relations, health-related behaviours and recov-
ery. While some experiences were interpreted as protective or
supportive, the majority were perceived as disesmpowering, dis-
tressing and undermining autonomy. Importantly, adolescents’
responses to informal coercion included both adaptive and op-
positional coping strategies, highlighting the complex interplay
between agency, context and perceived legitimacy of care.

The review underscores a critical gap in the current evidence
base: existing conceptualisations of informal coercion are largely
derived from adult and professional perspectives and may fail to
capture the relational, subtle and context-dependent nature of co-
ercion as experienced by adolescents. Incorporating adolescents'
lived experiences into both the conceptual understanding of in-
formal coercion and the practical design of adolescents’ mental
health care is thus essential. Such an approach would not only
enhance the validity of informal coercion constructs but also
support the development of more collaborative, developmentally
attuned models of mental health nursing. Future research should
aim to address these limitations by conducting dedicated empir-
ical studies that centre adolescents’ voices, employ participatory
and youth-informed methodologies and explore informal coer-
cion across diverse cultural and service contexts.

7 | Relevance for Clinical Practice

This review synthesises new findings about the forms of infor-
mal coercion as experienced by adolescents and may inform
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FIGURE2 | Forms of informal coercion identified in the included studies.
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FIGURE 3 | Consequences of informal coercion identified in the in-
cluded studies.

the development of mental health nursing that better acknowl-
edges adolescents’ experiences and the complex forms of in-
formal coercion. This direction aligns with the mission of the
WPA-CAP and the World Health Organization, Regional Office
for Europe's (2025) quality standards for youth mental health
services, both of which emphasise adherence to the highest
standards of clinical and ethical practice globally. Advancing
research and practice requires collecting and analysing data on
informal coercion as experienced and understood by adolescent
patients themselves.
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