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ABSTRACT 

Introduction. Dementia is a disease leading to decreased cognitive capacity and memory loss. 

Coercion is sometimes used within the care for demented persons with the aim to provide care and 

protection. An ethical dilemma arises when one must override someone's will to provide for the 

persons' best interest. Aim. To discuss ethical arguments for and against the use of coercion in 

dementia-care. Material and Method. An argumentative- and concept analysis based on a 

qualitative and hermeneutic approach. The material is derived from a literary review and consists of 

scientific articles, debate articles and official material. Results. Coercion can violate ethical values 

of beneficence, autonomy and dignity, but can also be used to promote and protect the same values. 

There is a disagreement if coercion is necessary in dementia-care to provide for the demented 

person's best interest. Conclusion. More research is needed on how to prevent the use of coercion 

in dementia-care, however at present it is part of clinical practice, therefore demented persons' 

rights could be supported if its’ use was regulated by law. Before coercion is used on an individual, 

remaining autonomy and ability to make decisions need to be supported, and competence evaluated. 

Finally, to know more about the consequences of coercion, more research is needed on its different 

forms. 
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1. Introduction and Background 

 

1.1 Introduction 

Dementia is a disease that leads to decreased cognitive capacity and loss of memory, often 

combined with behavioral and psychological symptoms of dementia, BPSD, such as aggression, 

screaming- and wandering behaviors, paranoid delusions and hallucinations [1-7]. BPSD may be 

hard to manage, but when care is given with focus on the individual person’s need the level of 

aggression and anxiety may decrease [8, 9]. Other interventions such as music-therapy, massage, 

stimulating memories, etc. can also decrease aggression and anxiety [8-10]. Anti-psychotic 

medication can be effective in some cases but are combined with serious side-effects and risks and 

should only be given as a last resort [1, 2]. Dementia also leads to decreased cognitive capacity, 

memory loss and an increasing need for help of others to manage every-day life [1-7].  

 

When caring for demented individuals, coercion is sometimes used with the aim to provide care and 

protection [7]. Since every person, according Swedish constitutional law, is protected from forced 

bodily procedures, deprivation of freedom and intrusion of privacy, the following is illegal in the 

care for demented persons: physical restraint using mechanical devices, force and pressure during 

daily activities, confining someone to their room or other limited area, electronic surveillance 

without consent, and psychotropic medication when used with the purpose to control the 

individual's behavior for other reasons than indications recommended from drug authorities [7, 11]. 

However, the use of coercion has been shown to be widespread in the care for demented persons, 

and it has been suggested that a law that regulates its’ use in dementia-care, may protect demented 

persons’ rights. [7]. (The Appendix contains more information about dementia, a description of 

coercion in dementia-care, the legal situation in Sweden and earlier research on the use of constraint 

in dementia-care.).  

 

An ethical dilemma arises when one must override someone's will to provide for the persons' best 

interests. The background will contain an overview of relevant ethical concepts that may be at stake 

when coercion is used in the care for persons with dementia.  
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1.2 Relevant Ethical Concepts 

The following section contains an overview of ethical concepts important to biomedical ethics, 

which are especially relevant to the care for demented individuals. These ethical aspects will be 

referred to when evaluating the arguments for and against using coercion in dementia care.  

 

 1.2.1 Beneficence and Nonmaleficence 

The principle of avoiding harm and contributing to the patient's beneficence has long been an 

important ethical guideline in medical practice throughout history [12, 13]. To harm includes to 

cause damage to life or health, both physically, such as pain or discomfort, or psychological 

suffering [12]. Within healthcare one should also avoid exposing the patient to the risk of 

unnecessary harm [12]. Besides from harmful actions, damage can be caused to the patient by 

negligence to provide necessary health care [12]. 

 

To provide beneficence, one should put the patient first and act in a way that contributes to the 

patient's welfare [12]. The concept welfare has different meanings and can refer to a person's 

experience of health and well-being, enjoyment of life and feelings of happiness [14]. The principle 

of beneficence states that the goal of health care is to help people by diagnosis and treatment of 

disease and to ease suffering, although this aim sometimes needs to be balanced with other 

principles such as respect for autonomy and integrity [14].  

 

 1.2.2 Autonomy and Competence 

A basic principle within healthcare is respect for the patients' right to make their own decisions in 

matters that concern their own life [13, 14]. To have the opportunity to make meaningful and 

informed choices, the patients have the right to receive relevant information about their health and 

treatment options [15]. A patient cannot be forced to treatment, and informed consent is always 

required [13]. Medical paternalism is when healthcare professionals decide for the patient in his or 

her best interest, instead of respecting the patient’s autonomy [12]. When a person is clearly able to 

make an informed decision, the principle of respecting autonomy is usually prioritized [14, 16]. 

 

Coercion from others can limit a person's ability to make an autonomous choice [17]. However, 

there are different opinions on what it means to make an autonomous decision and to be in control 

over ones’ actions [17]. One idea is that a person's actions ought to be motivated by reasonable 

arguments based on relevant facts, so the ability to make an autonomous decision is grounded in the 

ability to understand important facts and motives [12, 14, 17]. Another idea stresses the importance 

of being able to reason and change ones' mind when the facts are convincing enough: to be able to 
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be autonomous requires “the capacity to evaluate one's motives and to adjust these motives in 

response to one's evaluations” [17]. Finally, some mean that a person is not autonomous if the 

person's actions are controlled by impulses or compulsions instead of being consistent with the 

person's plans and goals [17]. 

 

Criteria for incompetence is based on the inability to express ones’ preference, to grasp ones’ 

situation, understand relevant facts and to reason about the consequences of ones’ choice [12]. 

Dementia leads to difficulties in remembering, sorting out thoughts, reason and comprehend a 

situation, since intellectual capabilities decrease [7, 18]. Competence may be preserved despite 

dementia depending on degree of illness and clinical picture, and can vary from situation to 

situation [10, 18, 19]. It is important to consider individual differences and to adjust information so 

that the person can understand as much as possible [7, 10, 14]. Research has shown that to improve 

the demented person's ability to make an autonomous decision, it is important to include the person 

in a dialogue, to have knowledge about the person's maintained abilities and to give the person an 

opportunity to participate in decisions in daily life [18]. Therefore, to know and to have a close 

relationship with the demented person is likely to be important to enable the person to participate in 

the decision-making process [18]. 

 

 1.2.3 Integrity 

The word integrity is derived from Latin and means whole or untouched [13], and the concept has 

several meanings [20]. One of the meanings is integrity as self-integration, which is about being 

true to ones' desires and wishes in order to bring ones' personality into a “harmonious, intact 

whole”, or the identity view of integrity which is about holding on to ones' commitments in life 

[20]. Integrity can also be about consistency to fulfill goals and pursuing ones' life-plan [20]. Moral 

integrity is to stand up for and be true to ones' moral beliefs [12]. Integrity can become violated if a 

person is restricted in how to think or behave, which may feel degrading and decrease well-being 

[20]. 

 

Within healthcare, integrity can be violated either physically or psychologically [13]. For example, 

if a person is undergoing physical examination without consent [13], is restricted to move or is 

exposed to physical abuse [12], his or her physical integrity is overridden. Psychological integrity 

can become threatened when the person's values, beliefs or wishes are not being respected [13, 14]. 

However, it is important to note that the meaning of integrity for the individual may change 

throughout life [7]. If a person has decreasing capacity to reason, remember and reflect about a 

given situation, for instance resulting from late stage dementia, one can assume their thoughts to be 
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mainly focused on their experience here and now and less focused on other more complicated 

aspects of the outside world, and this may change what integrity is about for them [7]. 

 

According to bioethics, and a humanistic view of human beings, respect for patients' integrity is 

one of the most important virtues [12]. A person with decreased autonomy may lack the power 

to defend their rights, which is why it is especially important that others respect their integrity 

[12].  

 

 1.2.4 Dignity 

Human dignity is about our equal rights that is the same for every human being, and never 

changes but remains the same throughout life [14, 21]. To treat a person with dignity, means to 

show respect for his or her value as a human, which includes to treat the person in the same way 

as one would like to be treated, and not expose him or her to humiliating situations [15]. For 

example, to not leave a demented person seated only partially clothed in public [15].  

 

Even though this concept has been criticized for being too vague, there are several reasons for 

why it is an important concept to consider in the care for demented persons [15]. First of all, 

even though it may be argued that if the person does not seem to mind there is no harm done, it 

is never possible to be sure about what a demented person is experiencing [15]. And also, if one 

considers values and beliefs held earlier in life, which is a way of respecting autonomy, one can 

draw the conclusion that it is likely that the person would have wanted to be treated with 

dignity. 

 

There is also another meaning of the term dignity, dignity of identity, which is a subjective 

experience affected by self-image and self-respect [21]. Social relationships and how a person 

is being treated by others can affect a person's experience of dignity [21]. For this reason, 

dignity of identity can become violated by humiliation, invasion of personal integrity or when a 

person is not being seen or validated as an individual [21]. Within dementia care, the term 

dignity also refers to care that is focused on the individual, where the person is seen, listened to 

and acknowledged, and of the importance of meaningful social relationships: to “[see] the 

person behind the diagnosis” [22]. If care is dignified or not is usually associated with the 

patient's personal experience, and the experience of those close to the patient [22]. The 

experience of dignity has been shown to be important both for caretakers and their relatives, 

and has been suggested to affect quality of life and feelings of well-being [21, 22].  
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1.3 Aim 

The aim is to evaluate the ethical strength of arguments for and against coercive measures in the 

care for persons with dementia by answering the following research questions: 

– What is the meaning of coercion in dementia-care? (Discussed in Appendix). 

– Which arguments can be used to justify coercion in dementia-care? 

– Which arguments can be used against coercion in dementia-care? 

 

2. Method 

This work is based on a qualitative and hermeneutic approach. An argumentative- and concept- 

analysis is used to analyze the material, derived from a review of literature.  

 

2.1 Approach 

This work is based on a qualitative approach which is suitable when the aim is to analyze the 

content of a given material [23]. Qualitative methodology is based on a phenomenological view 

with the premise that some aspects of reality can only be understood subjectively through lived 

experience [58]. Hermeneutics is the study of interpretation of texts or other material, were the aim 

is to obtain meaning and understanding [23]. Hermeneutics is based on the belief that understanding 

can only be obtained through interpretation, and that a given phenomenon needs to be understood 

within its context [23, 24]. Interpretations are affected by so called pre-understanding which 

consists of beliefs, assumptions and knowledge that have been required from previous experiences 

and ones' culture [24]. Pre-understanding can both be seen as a tool and an obstacle when meaning 

is interpreted: pre-understanding can “as likely constrain or facilitate understanding” [24, p 384]. 

 

Even though it is probably not possible to be completely aware of our implicit pre-understandings, 

since part of it lies on an unconscious level, it is important to acknowledge it, attempt to reflect over 

it and be as transparent as possible [24]. Otherwise the research process may be limited since it may 

be difficult to be open to the research material and to gain new knowledge [23, 24].  

 

Pre-understanding in this work is based on the ethical concepts derived from biomedical ethics 

described in the background. The author’s own pre-understanding in this work is also affected by 

experience from working with demented patients, which has led to the assumption that coercion is 

part of clinical practice, but that it can be prevented and avoided to a certain extent. To be open to 

different views and opinions in the material, the author of this work will attempt to put aside pre-
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understandings based on personal experiences and previous knowledge during the research process, 

but may come back to it during the discussion. When personal thoughts and opinions are present, it 

will be made clear. 

 

2.2 Design 

The design of this work is an argumentative- and concept-analysis based on a review of literature. 

The aim of a concept analysis is to clarify and describe a given concept in relation to the context 

where it is used [25, 26]. There are several ways to perform a concept analysis, but a guideline can 

be to follow certain steps: to choose a concept relevant to the work, describe how the concept is 

used, define its context, search material and identify attributes and antecedents [25, 26]. In this 

work the concept coercion within the context of dementia care is analyzed in Appendix. 

 

Ethical arguments in relation to the concept is evaluated using an argumentative analysis, which is 

an adequate method to use when material consists of debate articles and scientific reports, were the 

aim is to identity the meaning of a text and test the strength of arguments put forward [27, 28]. The 

analysis is performed in two steps: a descriptive part were the arguments are singled out and 

described, and an evaluative part were the relevance and credibility of the arguments are tested [28]. 

In this work the arguments from the material are presented, categorized and analyzed using the 

ethical concepts described in the background. 

 

2.3 Data Collection and Limitations 

The material in this work consists of scientific articles, debate articles and official material obtained 

from a literature research carried out on several databases. Material containing an ethical discussion 

of different forms of coercion in dementia-care was singled out. 

 

Databases included Cinahl, PubMed, Google Scholar and Psychinfo. Keywords included 

“dementia” in combination with “coercion” and its’ synonyms (“restraint”, “chemical restraint” and 

“physical restraint” etc), and also in combination with “autonomy” and “ethics” to find a broad 

range of material and better answer the research questions. The material was also completed by a 

manual search from reference lists from the articles, and by searching for official material 

(concerning Swedish laws, regulations and guidelines on the topic) and archived debate articles 

available online (from www.lakartidningen.se). Articles were excluded if not available in full-text 

or in other languages than English or Swedish. The amount of material obtained was further limited 

by the limited extent of this work.  
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3 Results 

In the following section an attempt is made to sort out the major arguments used for and against 

coercion in dementia care. 

 

3.1 Beneficence and Nonmaleficence 

 

 3.1.1 Justifications of Coercion 

A major theme was the need to act in the individuals best interest in order to provide welfare and 

avoid harm [7, 19, 29-31]. For example, to protect someone with osteoporosis from wandering 

around and falling during delirium [30], or to use gloves to hinder someone from putting out ones 

feeding tube which is necessary for nutrition and to prevent the fluid from entering the lungs [24]. It 

is argued that the welfare of demented persons is built on good care which can only be provided 

using elements of coercion [19, 28, 29]. If coercive measures such as closed units, bed-rails and 

drops of laxatives in coffee were suddenly cased the individuals would instead come to harm [19]. 

Without a law that allows for and regulates the use of coercion to provide necessary health care, 

there is a risk for negligence [19, 29]. 
 

Constraint can sometimes lead to positive psychological consequences. The use of belts, bed-rails 

and code locks can provide feelings of calmness and safety for the residents themselves, and for 

their family and caregivers [30, 31].  

 

 3.1.2 Arguments against Coercion 

Arguments against coercion, on the other hand, points out that coercion may not be as effective in 

preventing accidents, and that it may cause more harm than good [30]. Even though the purpose 

often is to provide safety, there is no proof that it actually reduces accidents, instead physical 

restraint has been associated with increased risk of more severe injury [24, 32] partly as a result of 

struggling to get out and the anxiety and agitation that comes from being restrained [28, 31, 33, 34]. 

 

Besides the fact that physical restraint may be counterproductive when it comes to protecting the 

elderly from bodily harm, beneficence is more than physical safety [15, 30, 35]. There is a need to 

balance the interest of safety to other interests such as emotional, social and psychological welfare 

in order to provide for the individual's best interest [15, 30, 35]. Examples of negative 

psychological effects of constraint are emotional stress, shame and feelings of captivity [21, 30-32, 

36].  
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Some argue that coercion is a necessary evil on occasions where the individual is exposed to (or 

exposes others to) an even greater risk of harm. However, it has been questioned if coercion is 

necessary. Some argue that the use of coercion does not occur for the individual's best interest but 

for other reasons such as limited resources, convenience, purposeless routine or because of limited 

knowledge, lack of communication skills and/ or education [15, 30-32, 35, 37, 38]. Challenging 

behaviors can be seen as a form of communication and the solution is to understand the behavior, 

meet their needs and to avoid situations that may trigger the behavior [39]. Some believe that if one 

could manage to meet the person's individual needs, the need for coercion would be reduced [24, 

33, 39, 40]. It has been argued that if coercion were allowed, its use may increase since it can be 

used to save money and resources [7].  

 

 3.1.3 Summary  

Even though most would agree that coercion should be avoided when possible, the opinions differ 

on whether is a necessary evil to provide good and safe care, or if it is simply a result of bad quality 

care with the exception of extreme and rare situations. This disagreement will be further 

commented in the discussion. The argument to provide beneficence and avoid harm is used both for 

and against coercion: either as a mean to provide good care or as an action that causes harm. 

Finally, there is a fear of over-protection at the cost of well-being.  
 

3.2 Autonomy and Competence 
 

 3.2.1 Justifications of Coercion  

When the concepts of autonomy and competence are applied to individuals who are highly 

dependent on the care of others one needs to take into account a broader view of the concept [15]. A 

person with dementia has a decreased ability to make independent choices and live accordingly. To 

respect autonomy for those who are highly dependent on the care of others, interference may be 

used to promote the persons interests [15]. For example, to use coercion to provide care or medical 

treatment that the individual would have chosen if capable of understanding the consequences [19]. 

Arguments in favor of using coercion stress that demented individuals have lost their ability to 

make informed decisions as a result of decreased cognitive capacity. Since their autonomy is 

already limited by their disease, decisions need to be made for them in their best interest. [19, 34, 

38, 41]. It is also important that this decision is not left to individual care-givers, but is regulated by 

law to ensure legal protection of the demented individual and avoid abuse [7].  
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Other arguments state that a temporary violation of autonomy may promote the individual's ability 

to be autonomous in the long run. When the emotional state of mind and perception of reality is 

distorted as a result of behavioral or psychological symptoms of dementia, psychotropics may 

improve the ability to make an autonomous decision [35]. 

 

 3.2.2 Arguments against Coercion 
In the literature on coercion in dementia care, there is sometimes a fear of over-protection since 

there is a possibility that the need for safety will be prioritized over other interests [15, 35]. Some 

mean that it is not possible nor desirable to try to eliminate every possible risk in the environment 

[15, 34, 35], especially not at the cost of depriving a person of his or her freedom [34]. 
 

It is also pointed out that demented individuals need to be encouraged to participate in the decision-

making process since the ability to make informed decisions decreases gradually and vary from 

situation to situation. Hence it is important to promote their remaining abilities and autonomy [19, 

30, 34]. There is a fear that if coercion is allowed, its use will increase instead of promoting 

independence [7]. 

 

 3.2.3 Summary 

There are different aspects of how to respect a demented individual's autonomy. On the one hand, 

coercion can be used to preserve a person's interests and to promote autonomy in the long run. On 

the other hand, some emphasize the importance of promoting decision-making ability and 

respecting the person's current wishes. There is also a fear that decisions will be made for demented 

only on the basis of providing safety, ignoring all other aspects.  
 

 

3.3 Dignity and Integrity 
 

 3.3.1 Justifications of Coercion 

Coercion can be justified when it is required to avoid an undignified living situation for the 

demented individual [29]. When necessary care cannot be provided, such as help with personal 

hygiene, it may damage the experience of dignity both for the individual and for those close to the 

person [29]. A temporary violation of personal integrity can be motivated by the need to avoid 

negligence [19, 29].  
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Restraints can also be a way of promoting social relationships with others, which is important for 

maintaining self-image and self-esteem [31]. An example is aids, such as belts or tray tables to help 

the person sitting straight in a wheelchair, that help the person to come out and socialize and 

maintain relationships to others [31].   

 

The use of electronic surveillance on persons that cannot consent has been questioned since it is an 

intrusion of the person's privacy. However, it has also been suggested that it is a substitute for other 

forms of constraints and that it may promote freedom of movement at lower risks [15, 31, 42]. Such 

forms of restraint can be less invasive of personal integrity, for example when surveillance systems 

are used instead of locking someone to their room or violate physical integrity by the use of 

restraints [24]. 

 

 3.3.2 Arguments against Coercion 

Physical restraint is sometimes associated with feelings of shame, loss of dignity and loss of self-

respect [30]. Nurses have also reported feelings of guilt and pity when they feel obligated to use 

physical restraint, since they feel that it is a violation of the person's integrity [28]. Every person has 

the right to be treated with dignity and respect [34, 38]. Surveillance can be seen as an invasion of 

privacy when the person is not able to consent [24].  

 

Visible restraints can also affect how the person is seen by relatives and people close to the person 

[30], which may affect their relationship and their experience of dignity. For instance, feelings of 

disillusionment when relatives see the person being restrained, because it is a reminder that their life 

together has changed and that the person's mental capacities are no longer the same [30]. Visible 

restraint can also be experienced as an embarrassment in front of others and affect the person's self-

image as it is considered a social stigma and a symbol of frailty and being dependent on others [35, 

42]. 
 

 3.3.3 Summary 

When values of dignity and integrity are discussed it can be argued that the use of coercion is a 

demeaning action that leads to feelings of guilt, shame and disillusionment for the persons 

involved. However, when coercion is justified it is argued that the action may violate dignity 

and integrity temporarily but also promote the same values.  
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4 Discussion 

Coercion can be argued to both promote and damage well-being and experience of dignity. To 

determine what action is of least harm and most beneficence is a judgment that needs to be 

made from situation to situation. The values that are being protected by the act of coercion 

should stand in proportion to its possibly harmful consequences and violation of dignity and 

integrity. To make a judgment about this proportion is not just a matter of weighing ethical 

values for and against, but also a matter of facts about how harmful the consequences of 

coercion can be. 

 

The consequences may however be hard to draw any definite conclusions about, which is a 

result of research built on observational studies with confounding variables, the lack of a 

consensus of a definition of coercion in dementia care and the difficulty to know to what extent 

harm is avoided by using coercion [30, 36 38]. More knowledge about different forms of 

coercion is also needed. In some research it is suggested that the harmful effects often derive 

from situations where the individual actively opposes, and force is being used which triggers 

aggression and anxiety [31, 33, 34]. There is less research on the effects of subtle forms of 

coercion and on situations where the individual neither consents nor resists [36, 43]. Hence the 

strength of the argument that coercion does more harm than good is dependent on facts that are 

hard to prove through research. 

 

Arguments against allowing the use of coercion by law are sometimes based on a belief that it 

will lead to increased use [7]. There is a fear that coercive measures will be used to make the 

care more effective and less focused on doing what is best for the individual, which will be a 

way to save money and resources at the cost of demented persons' right to autonomy and 

dignity [7]. There is also a fear of overprotection and that safety will be prioritized over other 

aspects of well-being. Arguments that are based on statements that a certain action should not 

be allowed because it may lead to unwanted or dangerous consequences are sometimes called 

slippery-slope arguments [14]. These arguments are important to discuss but must be viewed 

critically, especially if they are not backed up by some kind of evidence [14]. Typical is also, 

that since those arguments cannot be proven, they can be used to defend the opposite side as 

well [14]. In this case similar arguments are used for allowing coercion: if its use is not 

regulated by law, it will be left to the judgment of individual care-givers, which may mean to 

that coercion is used for the wrong reasons [7, 44]. 
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The argument that the use of coercion is undignified since it is a violation of physical and 

psychological integrity is an important one. These values are important to respect, especially 

when caring for persons who have difficulties to protect their own rights. However, it is also 

argued that a temporary violation of integrity, when a person lacks the ability to protect his or 

her own interests, may be motivated if other values are at stake. For instance, demented persons 

have the right to receive equally good care as others, and should not be exposed to negligence 

or risks because they have difficulties to foresee consequences. If one also takes into account 

how the person used to reason earlier in life, before the disease, one may conclude that the 

person would have preferred to be provided good and safe care and live a dignified life in 

relation to others. To respect past as well as current wishes is also a way to respect expressions 

of autonomy as well as psychological integrity. If coercion can be accepted by the need to 

provide safe and dignified care, it may be argued that the use should be regulated by law. 

 

Any justification of coercion in dementia-care must be based on the assumption that the 

individual already has limited autonomy and difficulty to foresee consequences of his or her 

choice. As discussed earlier, this ability may vary from situation to situation. One ought to 

support remaining ability to make decisions as far as possible in first hand: try to get through to 

the person by adjusting communication and attempt to interpret the person's will. The person's 

relationship to caregivers and others are of great importance to support remaining decision-

making ability [18]. If this is not successful and the reason for overriding the person's will is 

considered important enough, competence needs to be evaluated based on to what extant the 

person understands the information and the consequences of his or her choice. Since it is a 

question of judgment and since the meaning of competence cannot easily be defined [12, 17], 

there is always a risk of uncertainty and of the judgment is being biased, therefore the reason 

for violating a person's current wishes must be strong enough, especially if the coercive 

measure is of a more restrictive kind. 

 

Even though most would agree that coercion should be avoided when possible, the opinions 

differ on if it is a necessary evil to provide good and safe care, or if it is simply a result of bad 

quality care except for in extreme and rare situations. It is not possible to answer that question, 

however the use of coercion is widespread in clinical practice, and has not been eliminated 

despite efforts to decrease its use [7, 30, 32, 35, 45]. On the other hand, research has shown that 

it is possible to decrease aggression and the need for coercion by using different interventions 

such as implementation of person centered care and education to caregivers [7, 32, 21, 45, 46, 

47], and the extent of coercion vary largely between different units, which may suggest that 
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external factors such as the caring environment are of importance. One can conclude that 

research on how to prevent and decrease coercion is important and need to continue. 

 

5. Concluding Reflection 

The strength of many arguments is based on how harmful the effect of coercion is believed to be. 

The answer to that question is not only dependent on values and principles but also facts about the 

consequences of coercion. In order to get closer to a consensus on the definition of coercion in 

dementia-care, and find out more about the consequences of the different forms, this work could 

have been extended by a systematic review of literature. Interviews with caregivers on how they 

reason about ethical values would further have strengthened the results, as well as comparisons to 

nearby countries where coercion is regulated by law. Due to the limited space of this work, an 

argumentative and concept analysis was chosen instead since the aim was to describe coercion in 

dementia care and evaluate the arguments from an ethical point of view. The strength of this method 

was the broad range of material that could capture different views, and the fact that the topic of the 

demented persons' rights is important to discuss, since they consist of a vulnerable group with 

difficulties to defend their own rights. 

 

In conclusion, it seems that coercion in dementia care can both promote and violate ethical values 

of beneficence, autonomy and dignity. An individual decision needs to be made from situation to 

situation. Research on how coercion in dementia care can be prevented needs to continue, but since 

coercion seems to be an inevitable part of clinical practice at present, a law that regulates its use and 

protects demented persons' legal rights might be useful. A good ground for a law would be a clear 

definition of when a person can be judged to be incompetent by law, and more research about the 

effects of different forms of coercion, which would be necessary to separate between more and less 

harmful coercive measures. 
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Appendix 

 

A.1 Dementia 

Dementia can be described as an aggregation of symptoms caused by damage to the brain, for 

which there are several etiologies. One of the most common forms of dementia is Alzheimer's 

disease which is caused by the death and decline of brain cells, and is related to the accumulation of 

phosphorylated tau proteins and neurofibrillary tangles in the brain [1, 2]. What causes this to 

happen is not known, but the most important risk factors include old age, high blood pressure, low 

education and certain genes and in some cases the disease is a result of Downs syndrome or certain 

gene mutations [3]. Another common disease category is vascular dementia which is caused by 

damage to or pathological changes of the blood vessels in the brain. This kind most commonly 

occurs together with Alzheimer's disease: mixed dementia. Vascular dementia can be a result of 

multiple minor strokes in the cerebral cortex and/ or damage to the small, deep blood vessels 

beneath cortex which cause destruction of white matter in the brain [1, 4]. The risk factors are 

similar like those that cause other vascular damage and include high blood pressure, heart disease, 

diabetes, former stroke or transient ischemic attack (TIA), high cholesterol and old age [3]. There 

are also other forms of dementia such as Lewy body dementia, frontotemporal dementia and 

dementia secondary to other diseases or conditions (examples include traumatic brain injury, 

hydrocephalus, infection, B-vitamin deficiency and high intake of alcohol) [1, 4]. 

 

It is estimated that about 47 million people in the world suffer from dementia and the number is 

predicted to increase because of a growing population and increasing lifespan [1, 3]. In Sweden the 

number is 160 000, and the prevalence increases with age; 8% over 65 years and almost 50% over 

90 years have dementia [1, 3]. Similar numbers are seen in most other countries [5]. Alzheimer's 

accounts for 50-75% of the cases and vascular dementia for 25-50% [6]. 

 

The different kinds of dementia have different profiles. Alzheimer's disease usually includes loss of 

memory, loss of language, decreased abstract thinking and visuospatial problems, while vascular 

dementia often leads to decreased executive abilities such as planning and decreased ability to 

multitask [7]. However, there is a great variety of symptoms among individuals and most 

commonly a patient suffers from a mixed form of dementia. Dementia also results in psychiatric 

and behavioral symptoms and, as the disease progresses, physical symptoms such as incontinence, 

rigidity, cramps and contractures [7]. 

 



 

ii 

 

Persons with dementia may experience psychiatric and behavioral symptoms, BPSD [1]. The 

psychiatric symptoms include confusion, anxiety, aggression and sometimes psychotic 

symptoms such as paranoid delusions and hallucinations. Aggressive behavior may also occur 

for several other reasons such as pain, discomfort or misunderstandings because of inability to 

interpret environmental stimuli or misinterpretations of the caregiver. Behavioral symptoms 

include wandering back and forth and shouting. These symptoms may be caused or exaggerated 

by anxiety. 

 

Psychotropic medication is sometimes used in attempt to treat BPSD, however one should 

always look for an underlying cause in the first place and then try to treat the symptoms with 

caring actions if possible [1, 2]. Specific caring actions that have been tried to reduce BPSD are 

massage, touch, stimulating memories, animal therapy and music therapy, which have been 

proven to have a calming effect [8]. However, it is hard to determine if the effect is simply a 

result of positive attention from caregivers [8]. To better understand and treat underlying causes 

of BPSD, knowledge about the persons' individual needs and symptoms is essential, hence the 

caregiver needs opportunity to get to know the persons they care for [8]. The Swedish Social 

Board of Health and Welfare states that the caring for demented individuals should be based on 

person centered care: the concept stresses the importance of the relationship and 

communication between the demented person and the caregiver built on the individuals' life 

story [9, 10]. It has been suggested that this approach reduces the need for constraint since it 

reduces stress and agitation [11].  

 

Some anti-psychotic medication has been proven to have effect on hallucinations and delusional 

symptoms when compared to placebo (including Risperidon and Haldol) [8]. Other medications 

that may have an effect on BPSD symptoms are Memantine, that improves cognitive abilities 

by affecting the NMDA-receptors, and Selective serotonin reuptake inhibitors (SSRI) that has 

been proven to reduce agitation and aggression [2, 8]. Side effects of anti-psychotic medication 

include extra-pyramidal symptoms, fall in blood pressure, tiredness and increased risk of 

cerebrovascular disease and mortality, why it should only be given on strict indication and for 

as short period of time as possible, and with the smallest dose possible. [2].  

 

A.2 Definitions of Coercion and Constraint in Dementia-Care 

The definition of coercion includes ”the use of force to persuade someone to do something that they 

are unwilling to do” [48]. The use of force can both include the direct use of violence or restraint, 

but coercion can also be accomplished by using threat of the same [49]. Sometimes a broader 
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meaning of the definition is included such as the threat of negative consequences or, during some 

circumstances, even offers or bribes, for instance in situations with unequal power distribution [49]. 

Coercion usually requires that the coercer has some sort of power advantage over the person being 

coerced, for instance over life or health, or that the person with less power is dependent on the 

coercer in some way [49]. The coercer also uses this power to exert control over the weaker person's 

choices to act [49]. 

 

Even though coercion violates autonomy and freedom to choose, most would probably agree that a 

society without any use of coercion would be hard to imagine, for instance laws that forbid us to 

harm one another or coercion used in child rearing [49]. Hence coercion can be justified to a certain 

extent, as long as the superior parts do not use it for their own purposes, and as long as it does not 

violate, or threatens to violate, human rights [49]. However, it should be acknowledged that since 

the use of coercion limits the others' autonomy, it should not be used without careful ethical 

consideration, or as put in Stanford Encyclopedia of Philosophy: “it is a very potent means, prone to 

abuse, and something that deserves ethical scrutiny whenever it is used” [49]. 

 

Since demented persons are reliant on the care of others, they are in a position of dependency. This 

leads to a relationship with unequal power distribution where one part is dependent on the other [7, 

44]. Therefore, the ethics of coercive treatment within dementia care has long been a debated topic, 

both the use of force and subtler forms of coercive measures are questioned [19, 35]. Persons 

suffering from dementia are easily manipulated, hence others can use their power advantage to 

control behavior, lying, manipulating or hiding medication in food or drinks [19]. Even though this 

kind of coercion undermines the will of the demented person, some argue that it is justified when it 

takes place for the individual's own good, since he or she has lost the ability to make their own 

informed decision as long as the person cannot make an informed decision [19]. 

 

The definition of constraint includes to “force or limit something” [50], and restraint “a measure or 

condition that keeps someone or something under control” [51]. These terms have similar 

meanings, however the use of “restraint” is usually about preventing an action, and “constraint” to 

place limits on an action. In this work the terms will be used synonymously. There is no consensus 

on the definition of constraint or restraint in dementia care [36, 52]. Some definitions put focus on 

limiting free movement [46, 53], others focus on constraining as using power to control behavior or 

preventing someone from doing something [33, 54, 55]. 
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Most commonly in relation to the care of demented persons, the meaning refers to physical forms of 

restraint through the use of mechanical devices used to restrict freedom of movement. Examples are 

belts, bed-rails and table on chairs [30, 31, 34, 37, 38, 40, 43, 47, 52, 54-59]. In some studies, 

physical restraint also included leaning wheelchairs backwards, tucking in sheets too tight, 

removing a person's walking aid or using force and pressure during daily activities or medical 

procedures, as indirect forms of physical restraint [30, 38, 39, 40, 43, 54, 55, 59]. Other studies 

included locking someone to their room or other confined space [31, 32, 37, 39, 40, 43, 54]. The use 

of electronic surveillance such floor pressure mats or GPS-tracking were also included in some 

studies [37, 39, 40, 47]. Chemical restraint was either defined as misuse of psychotropic medication 

(for convenience of staff, discipline or controlling behavior instead of indications recommended 

from drug authorities) [32, 36, 39, 54, 59] or covert medication hidden in food or beverage without 

the person's knowledge [19, 37, 39, 40, 47, 52, 54]. 

 

A smaller amount of studies included the use of deception or manipulation to control behavior [19, 

37, 54, 55]. These subtler forms of coercion could include manipulating someone into taking their 

medicine [19], or to control behaviors through “unpleasant sensory or verbal stimuli”, for example 

preventing a behavior by intimidation, threatening tone of voice or body language, or to end 

activities by turning the lights off [54]. The use of mirrors to disguise entrance can also be 

considered a form of environmental restraint [54]. 

 

A.3 The Legal Situation in Sweden 

According to Swedish constitutional law, every citizen is protected against forced bodily procedures 

and deprivation of freedom [60]. Examples of bodily procedures may include medical procedures or 

examination and force during daily activities. Covert medication can also be considered a form of 

forced bodily procedure [60]. Every citizen also has the right to be protected from monitoring and 

surveillance of ones' personal sphere without consent, if it is a considerable intrusion of ones’ 

personal integrity [61]. 

 

Deprivation of freedom includes confinement to a room or any other limited area [60]. Confinement 

to an area can be achieved by locking the door, or by any other measure that makes it practically 

impossible for the individual to open the door because of his or her handicap [61]. Examples 

include doors with complicated locks which may make it practically impossible for the demented 

person to leave [61].  
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Exceptions to this law can be made when there is another law restricting these rights including the 

law of psychiatric compulsory care, LPT [60]. This law can be applied to a person with dementia if 

the person has a serious cognitive decline and disturbed perception of reality, and as long as other 

criteria for LPT are fulfilled: the care must be necessary and only possible to provide through 

hospital care, and the person opposes this care [44]. This law only applies to psychiatric care where 

the aim is to restore the person's capacity to realize his or her own need for care [44]. Exceptions 

can also be made in situations where life or health are at danger [60]. The action must in that case 

stand in proportion to the risk, and must be carried out in the least restrictive way. The law can only 

be applied in exceptional cases and not routinely on a daily basis [60]. 

 

No exception to this law is possible on the basis of decreased cognitive capacity or inability to make 

informed decisions [60]. If an individual clearly opposes care the action cannot legally be 

proceeded [60]. However, if a patient is not able to consent due to decreased cognitive capacity and 

remains indifferent to the action it can be proceeded on the basis of assumed consent – the 

assumption that the patient would have consented if the patient had capacity to do so [60]. On the 

other hand, if there is reason to believe that the person would not have consented if able to, for 

example because of a statement made earlier in life, the action can be considered to be done through 

coercion [61]. 

 

The issue concerning coercion when caring for people with dementia and decreased cognitive 

capacity has been discussed for decades in Sweden. In 2005 a governmental inquiry took place in 

order to investigate the need to legally regulate constraining actions for people with decreased 

ability to make informed decisions [44]. The reason for this inquiry was to legally regulate the use 

of coercion in order to enable care and protection for this group of people [7, 44]. There was also a 

hope that the use of coercion would decrease if it was regulated by law [7, 44]. The inquiry led to a 

bill with regulations of which constraining actions that would be allowed and under what 

circumstances [44]. The actions, including seclusion, alarms, physical force during activities in 

daily living and the use of mechanical devices (bilateral bed-rails and belts), could be applied after 

an approval from the social welfare committee [44]. One of the requirements was a medical 

examination that stated that the person lacked the ability to make an informed judgment about his or 

her need for the action in question, as a result of dementia [44]. 

 

However, the bill received objections with the result that no new law was implemented [60, 61]. 

One of the reasons for this was the difficulty to define decision making competence and therefore 

who the law would apply to [45]. Another objection was that the law would be unethical since the 
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use of coercion violates dignity, self-image and self-esteem [45]. Finally, it was argued that good 

quality care, with a person-centered approach, will replace the need for coercion [45]. 

 

Therefore, the following procedures, described by the Swedish Social Board of Health and Welfare, 

is considered illegal: physical restraint using mechanical devices, force and pressure during daily 

activities, confining someone to their room or other limited area, electronic surveillance without 

consent, and psychotropic medication when used with the purpose to control the individual's 

behavior for other reasons than indications recommended from drug authorities [7, 44]. 

 

A.4 Prevalence, Consequences and Causes 

Most numbers on the prevalence of coercion refer to the use of physical restraints. In a population-

based study the prevalence of physical restraint was measured in over 14,000 nursing homes from 

different countries, using a standardized quality register [56]. In this study the definition of physical 

restraint included the use of devices or materials to restrict freedom of movement, bed-rails 

excluded, used on any resident within a seven-day period. Results showed a large difference in 

prevalence numbers between countries: from 9% (in Switzerland) to 31% (in Canada). The numbers 

also varied largely between nursing homes within the same countries. Similar variations in 

prevalence span have been found in Sweden [7, 63]. In a recent Swedish survey, nurses estimated 

the number of residents that currently were exposed to any form of constrain (defined according to 

the Swedish Social Board's definition), and results showed the prevalence to vary between under 

10% of the residents to over 50% of them. Factors that contribute to this large span in prevalence-

numbers may be how the term constraint is defined, what group of people that is being studied, the 

environmental setting, organization and what research method that is being used [30, 35, 40]. Hence 

the exact number is hard to determine, but it seems as if the use of constraint is widespread in 

clinical practice. 

 

Physical restraint has been associated with increased risk of serious injury, especially when the 

patient is struggling [30, 32, 57]. The use of restraint has also been argued to be associated with 

deaths [54, 57], however it is important to note that the physical harms described in literature are 

associated with constraint, but not necessarily caused by its use [30, 44]. Physical constraint used to 

prevent movement has also been associated with decubitus ulcers, bruises, constipation and 

impaired muscle strength [30, 38, 44, 57]. 

 

Negative psychological effects of constraints are emotional stress, agitation, shame and feelings of 

captivity [21, 30, 32, 40, 57]. However physical constraint can also provide feelings of safety in 
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some cases [30]. Elderly have also described feelings of imprisonment and captivity as a result of 

locked doors [21]. The negative effects can however be put in relation to the fact that a certain 

number of demented individuals have been found outside, frozen to death, as a result of them 

getting out when doors have not been locked [44]. 

 

In a review of research on electronic surveillance used on demented it was concluded that the 

devices can enhance safety and feelings of security, and in some cases even promote independence 

[42]. However, some elderly viewed alarm systems as a social stigma, an embarrassment and a 

symbol of frailty and dependence [42]. 

 

To conclude the findings from earlier research, it seems like constraint is associated with some 

severe and harmful effects. However, the relationship between cause and effect, and the impact of 

confounding variables within this kind of observational studies makes it difficult to draw any 

definite conclusions. One should also keep in mind the possible dangers of not being provided 

protection. When it comes to subjective experience the results also differ from positive feelings of 

safety and even freedom, to feelings of shame, anxiety and imprisonment.  

 

Qualitative research has been done on reasons for using constraint described by caregivers. Staff 

sometimes feel that they need to restrain in order to provide for the persons' best interest: to provide 

safety, prevent falls and accidents, enable medical treatment and provide the caretakers with higher 

degrees of freedom and social interactions [7, 28, 36, 39, 44], for instance mechanical devices that 

allow an individual to be able to sit in a wheelchair for meals [39]. Other reasons that have been 

given are that constraining actions can function as a substitute for limited amount of staff and 

resources [39, 40]. A cross-sectional Norwegian study [26] examined the correlation between ward 

and patient- characteristics and the use of different kinds of constraint, which showed high use of 

restraint to be correlated to specific characteristics of the caretaker such as high degree of dementia, 

high degree of helplessness in daily activities and aggressive behavior [26]. 

 

One study investigated strategies care givers use to avoid and prevent coercive situations, for 

instance by using distractions, being flexible or by providing one-to-one care [47]. All strategies 

were based on knowledge and understanding of the individual's history and medical needs [47]. The 

importance of continuity and knowing the caretaker in order to provide individualized care and 

avoid coercion is a frequently described research finding [7, 21, 32, 47, 53]. The authors draw the 

conclusion that a practice with enough staff with high professional and relational competence, 

working continuously with the care takers, decrease the need for coercion [47].  
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