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Abstract

Background: For the first time, Nigeria has enacted a new mental health law that regulates the use of coercive
measures in mental health care.

Aim: The study aimed to investigate the extent to which the Nigerian public accepts the use of coercive measures in the
treatment of people with mental health conditions and to understand the impact of stigma and other sociodemographic
characteristics.

Methods: A cross-sectional survey was conducted among 615 adult respondents from Nigeria’s six geopolitical zones.
The study instrument included a case-specific vignette, a social distance scale, and a brief sociodemographic form.
Descriptive and inferential statistics were conducted with SPSS v.25 software.

Results: More than half of the study respondents agreed that the vignette character should be forced to go to the
hospital if he refuses to go (65%, n=400), and he should be forced to take medications at the psychiatric hospital
(55.1%, n=339). The least accepted coercive measure was Isolation (28.8%, n=177). There were significant associations
between social distance and the acceptance of involuntary admissions, forced medication, mechanical restraints, and
isolation (p <.05). Social distance score was highest among respondents who agreed that the vignette character should
be isolated (24.023 = 5.503; F=24.672, p <.001).

Conclusions: The study highlights variations in public attitudes toward coercive psychiatric measures, within the Nigerian
context compared to other countries. The lower acceptance rates for isolation as a coercive measure underscore the
cultural importance of social interaction in Nigeria. The relatively recent implementation of Nigeria’s Mental Health
Act also suggests a potential gap in public knowledge regarding the criteria for coercive measures. Future research
should aim to include diverse populations and consider longitudinal approaches to assess changes in public attitudes as
awareness of mental health legislation increases.
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While advocating for human rights remains crucial, it
must compete with numerous other urgent issues.
Unfortunately, human rights, especially for specific popu-
lations such as PMHCs, are not always prioritized on the
public agenda (Simmons, 2014). The movement for the
rights of PMHCs has a complex and evolving history,
closely intertwined with broader disability rights move-
ments. Although the disability rights movement has been
in progress since the aftermath of World War II, promoted
by the substantial number of veterans with disabilities and
the polio epidemic, regional advocacies have developed at
a later stage. On an international scale, the UNCRPD was
ratified by numerous African countries, including Nigeria.
However, it is worth noting that the specific protocol to the
African Charter on Human and People’s Rights addressing
the rights of persons with disabilities in Africa was estab-
lished more recently in 2018 (Protocol to the African
Charter on Human and Peoples’ Rights on the Rights of
Persons with Disabilities in Africa | African Union, 2018 ).
Similarly, in Nigeria, the Discrimination Against Persons
with Disabilities (Prohibition) Act was passed in 2019
(Discrimination Against Persons with Disabilities
(Prohibition) Act, 2018), signaling a growing acknowledg-
ment of the importance of protecting the rights of people
with disabilities. Nigeria’s National Mental Health Act
(National Mental Health Act, 2021), which replaced the
colonial Lunacy Act of 1958 (Lunacy Act, 1958), was
passed in January 2023, reflecting the country’s belated
recognition of the rights of PMHCs. The new law has been
commended for being more aligned with international
human rights conventions (Aluh, Onu, & Almeida, 2023).
It clearly outlines the rights of PMHCs, including their
right to receive adequate care, participate in treatment
decisions, and live free from discrimination. The Act also
establishes robust safeguards to prevent abuses, setting out
clear criteria for the use of coercive measures as a last
resort. These measures include involuntary admissions, as
well as the use of physical, mechanical, and chemical
restraints (National Mental Health Act, 2021).

Despite Nigeria’s ratification of various international
human rights agreements, the state of human rights has
been on a decline for its citizens. Multiple armed groups
are causing havoc in Nigeria, with bandits terrorizing the
Northwest and the Islamic State West Africa Province
(ISWAP) launching attacks in the Northeast. Agrarian con-
flicts between farmers and herders in the Middle Belt and
Northcentral region are escalating due to ethnic and reli-
gious tensions. Security forces have been implicated in
human rights abuses, including indiscriminate airstrikes,
while accountability measures have been lacking. The
removal of fuel subsidies and other factors has led to high
inflation rates, worsening poverty, and inequalities (Human
Rights Watch, 2024). Corresponding severe human rights
violations against PMHCs have been reported in the com-
munity, prayer camps, traditional healing centers, and

some psychiatric facilities (Human Rights Watch, 2019). A
study conducted in two Nigerian psychiatric hospitals
revealed significant human rights violations, including the
chaining of patients to prevent absconding and the use of
physical punishment for refusing medication (Aluh et al.,
2022).

Previous research has highlighted the significance of
stigma in influencing the acceptance of coercive measures
in the treatment of PMHCs (Lauber et al., 2002; Steiger et
al., 2022). In Nigeria, multiple studies conducted among
diverse populations in various regions of the country have
consistently shown poor mental health literacy(Aluh et al.,
2018; Gureje et al., 2005) and high levels of stigma (Audu
et al.,, 2013; James et al., 2012; Ronzoni et al., 2010;
Sheikh et al., 2015; Ubaka et al., 2018). Given that coer-
cion is a last resort measure to manage dangerousness and
that stigmatization of PMHCs is linked to the attribution of
dangerousness (Jorm et al., 2012), it has been hypothe-
sized that greater stigmatization could be linked to a
greater population acceptance of coercive measures
(Steiger et al., 2022). This may be particularly so in
Nigeria, where mental health care is primarily funded out
of pocket, social services are scarce, and collectivism is
deeply ingrained. By exploring the extent of acceptance
and understanding the underlying factors contributing to
the acceptance of coercive measures, informed interven-
tions and policies can be developed and tailored to the con-
text. The study’s overarching goal was to investigate the
extent to which the Nigerian public accepts the use of
coercive measures in the care of PMHC and to understand
the impact of stigma and other sociodemographic charac-
teristics on this acceptance.

Methods
Study design and participants

The study employed a cross-sectional design and was con-
ducted among a conveniently selected sample. The sample
size was computed using the Cochran formula for sample
size determination (Cochran, 1963).

n,=z".p.(1 —p)%
eZ

where:
n, = sample size
Z = Z-score (which corresponds to the desired confidence
level; 1.96 for 95% confidence level)
p = estimated proportion of the population with the char-
acteristic of interest 0.5
e = is the desired level of precision (margin of error; typi-
cally, .05 for 5%).

The sample size was computed to be 384. More
respondents were recruited to account for attrition,
increased statistical power, and external validity of the
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study findings. A total of 615 adults 18 years old or older
who were willing to participate in the survey were con-
secutively recruited between February 2024 and April
2024. The questionnaires were available in online and
paper formats and were administered through various
channels including social media, hospitals, and churches.

Measures

The study instrument consisted of three sections. The first
section presented a culturally sensitive fictitious vignette
depicting a person with a first episode of psychosis and
social withdrawal. This vignette was adapted from an
already established vignette, first developed by Jorm et al.
(1997). The adapted vignette had previously been used
within the study population to assess mental health literacy
(Aluh et al., 2019) and modifications were made to align
the vignette with the current study’s objectives. The
National Youth Corps Service (NYSC) is a mandatory
post-graduate program for all Nigerian graduates. It was
added to the case study for relatability. ‘John is 24 and
lives at home with his parents. He just completed his NYSC
service but is now unemployed. Over the last six months,
he has stopped seeing his friends and has begun locking
himself in his bedroom and refusing to eat with the family
or to have a bath. His parents also hear him walking about
his bedroom at night while they are in bed. Even though
they know he is alone, they have heard him shouting and
arguing as if someone else is there. When they try to
encourage him to do more things, he whispers that he
won't leave home because he is being spied upon by the
neighbor. They realize he is not abusing any drugs because
he never sees anyone or goes anywhere. His parents sug-
gested seeking help from a psychiatric hospital, but this
suggestion made John angry and agitated.’

Respondents were asked to what extent they agreed to
the following statements using a Likert scale. (1) John may
harm himself or others. (2) John should be forced to go to a
psychiatric hospital if he refuses to go. (3) John should be
forced to take medications at the Psychiatric hospital when
he is eventually taken there. (4) John should be tied up or
mechanically restrained if he resists the medication or
attempts to run away from the psychiatric hospital. (5) John
should be locked up in a room alone if he resists the medica-
tion or attempts to run away from the psychiatric hospital.

The second section was an eight-item social distance
scale used to assess an individual’s avoidance reaction
directed toward PMHCs. The validity and reliability of the
instrument have been proven in previous studies (Cates et
al., 2011). The third section sought information on the
sociodemographic characteristics of the respondents.

Data analysis

The socio-demographic characteristics were summarized
using descriptive statistics and reported as frequencies,

percentages, means, and standard deviations. To compare
the differences in the social distance score for different
levels of acceptance for coercive measures, ANOVA tests
were employed. Chi-squared tests were conducted to
understand the associations between the socio-demo-
graphic characteristics and the acceptance of coercive
measures. The p-values less than .05 were considered sig-
nificant. Data were analyzed with SPSS v.25 software.

Ethical considerations

The approval for the study was obtained from the Health
Research and Ethics Committee of the Department of Clinical
Pharmacy and Pharmacy Management, University of Nigeria
Nsukka (CPPM/HREC/24/RES/0001). Informed consent for
the study was obtained from each participant. They were
assured of anonymity and confidentiality of the study data,
and the right to withdraw consent if they wanted to.

Results

More than half of the study respondents agreed that the
vignette character should be forced to go to the hospital if
he refuses to go (65%, n = 400) and he should be forced to
take medications at the psychiatric hospital (55.1%, n =
339). The least accepted coercive measure was Isolation
(28.8%, n = 177; Table 1).

There were significant associations between social dis-
tance and acceptance of all the coercive measures explored
(p < .05). Social distance score was highest among
respondents who agreed that the vignette character should
be isolated (24.023 * 5.503; Table 2)

Sociodemographic differences in agreement
with coercive measure

More males than females accepted isolation for the vignette
character (30.7% vs. 26.1%, p < .05). There were no sig-
nificant differences in the acceptance of forced hospitali-
zation, forced medications, mechanical restraints, and
isolation according to Age, Education, having the experi-
ence of a mental health condition or having a family mem-
ber with a mental health condition (Table 3).

Discussion

More than three-quarters of the study sample felt that the
vignette character would harm himself or others and about
65% of them agreed that the character should be forced to
go to a psychiatric hospital. A greater proportion of the
respondents who agreed that the character would harm
himself or others accepted that he should be forced to go to
the psychiatric hospital if he refused. The level of agree-
ment for forced admission in our study is higher than that
reported in a Norwegian population survey, where 45.2%
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Table 1. Agreement with coercive measures in the care of PMHCs.

To what extent do you agree with the Disagree Neutral Agree M=SD
following statements?

N (%) N (%) N (%) Score
John may harm himself or others. 43 (7.0) 38 (6.2) 534 (86.8) 2.79 £0.549
John should be forced to go to a psychiatric 125 (20.3) 90 (14.6) 400 (65.0) 2.45+0.809
hospital if he refuses to go.
John should be forced to take medications at 157 (25.5) 119 (19.3) 339 (55.1) 229 +0.849
the Psychiatric hospital when he is eventually
taken there.
John should be tied up or mechanically 285 (46.3) 108 (17.6) 222 (36.1) 1.89 =0.902
restrained if he resists the medication or
attempts to run away from the psychiatric
hospital.
John should be locked up in a room alone 351 (57.1) 87 (14.1) 177 (28.8) 1.72+0.883
if he resists the medication or attempts to run
away from the psychiatric hospital.
Table 2. Association between social distance and agreement with coercive measures.
To what extent do you agree with the Disagree Neutral Agree F (p-value)
following statements? Mean total SD Mean total SD Mean total SD

scores £ SD scores = SD scores = SD

John may harm himself or others. 22.53 +4.469 24.61 =3.759 22.44+5.403 3.019 (.050)
John should be forced to go to a psychiatric 21.28 +4.985 22.344 +5.591 23.04 =5.233 5.45 (.005)**
hospital if he refuses to go.
John should be forced to take medications at 21.29 +=5.488 22.45+4.588 23.21 £5.304 7.24 (.001) **
the Psychiatric hospital when he is eventually
taken there.
John should be tied up or mechanically 21.42 +5.053 22.66 +4.635 24.023 = 5.503 15.92 (<.001)**+*
restrained if he resists the medication or
attempts to run away from the psychiatric
hospital.
John should be locked up in a room alone if he 21.49 +5.045 22.45 +4.707 24.79 +5.329 24.672 (<.00])***

resists the medication or attempts to run away
from the psychiatric hospital.

SD scores: Social Distance scores.

of participants supported involuntary admission for a
young individual with newly developed symptoms of
schizophrenia (Wynn et al., 2006). However, it is lower
than the support for compulsory admission in a similar
scenario involving first-episode paranoid delusions,
observed in a cross-cultural study of psychiatrists, other
professionals, and laypeople from four European coun-
tries: England, Germany, Hungary, and Switzerland. In
that study, 75.8% of them agreed with compulsory hospi-
talization for a patient experiencing a first episode accom-
panied by social withdrawal (Steinert et al., 2005).
Additionally, our findings are lower than those of a previ-
ous Swiss study, where over 70% of respondents supported
compulsory admission (Lauber et al., 2002). It is important
to note that the Swiss study did not use case-specific
vignettes. It has been suggested that the use of case
vignettes versus general statements can significantly

impact public attitudes toward coercive measures, poten-
tially contributing to differences in acceptance levels
(Steiger et al., 2023). In addition to methodological, legis-
lative, and other contextual differences from the studies
cited, the preference for spiritual and traditional healers for
mental health conditions among Nigerians (Jidong et al.,
2021; Okafor et al., 2022) may also explain the lower
acceptance of forced psychiatric hospitalization for the
vignette character among respondents in this study.
Steinert et al. (2005) suggest that the higher level of sup-
port for involuntary admission among English respondents
might be reflective of trust in the system attributed to their
lack of experience with totalitarian dictatorship and abuse.
Following this argument, the relatively lower support for
forced hospitalization in our study could reflect Nigeria’s
history of totalitarian dictatorships and ongoing experi-
ences of human rights violations.
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It is worthwhile to note that Nigeria’s Mental Health
Act (National Mental Health Act, 2021) requires evidence
of a mental disorder and a serious likelihood of imminent
harm to oneself or others due to the mental health condi-
tion for involuntary admissions to take place. Alternatively,
there must be evidence that the mental health condition is
so severe that failure to admit the person would likely hin-
der the provision of appropriate treatment, which can only
be given in a facility following the principle of the least
restrictive alternative. The high levels of agreement for the
forced hospitalization of the vignette character, who was
not described as violent or potentially dangerous, possibly
indicate a lack of awareness of the criteria for forced hos-
pitalization in Nigeria’s National Mental Health Act 2021.
This could be because the mental health legislation outlin-
ing such criteria was only passed in January 2023 for the
first time in the country's history, making it plausible that
the public is not well acquainted with its provisions. On
the other hand, it could also reflect high levels of concern
and care expected from parents or relatives of PMHCs,
considering that forced admission is not a free service in
Nigeria. It may be a case of forcing the vignette character
into treatment early to avoid significant deterioration in
their condition. Research on public opinion about using
coercive measures in mental health care is limited, espe-
cially in developing countries. However, studies conducted
among clinicians in India suggest that they generally view
coercion positively (Gowda et al., 2019; Raveesh et al.,
2016). This attitude may reflect broader public opinion. In
the context of limited resources, many see coercion as pro-
viding necessary care, protecting patients and others, and
minimizing harm.

Isolation was the least accepted coercive measure for
the vignette character in the psychiatric hospital, with
fewer than one-third of respondents approving of it. In
communitarian cultures like Nigeria, isolation is viewed
as one of the harshest punishments because it entirely
deprives individuals of social interaction. Consequently,
it is rarely practiced, both due to its severity and the lack
of available space (Aluh, Ayilara, et al., 2023). This find-
ing aligns with the study conducted in Switzerland,
where approval for seclusion was also the lowest, indi-
cating that seclusion was seen as the most severe coer-
cive measure (Steiger et al., 2023). The desire for social
distance, which indicates stigma, was associated with
the approval of all the coercive measures explored in the
current study. This contrasts with a previous study
among the Swiss population, where social distance was
not linked to approval of involuntary hospitalization
(Steiger et al., 2022). The social distance scores seemed
to progressively increase with the severity of the coer-
cive measures, reaching their highest among respond-
ents who agreed that the vignette character should be
isolated. A significantly higher proportion of males than
females accepted isolation for the vignette character, in

keeping with extant literature that suggests that isolation
is particularly more painful and traumatizing for females
(Smith et al., 2023).

Lower support for coercive measures has been linked
to knowing someone with a mental health condition or
having firsthand experience with psychiatric treatment
(Steiger et al., 2023). In the current study, having a family
member or a personal history of mental health conditions
was not associated with acceptance of coercive measures,
consistent with the findings of Steinert et al. (2005). This
lack of association may be attributed to the presence of
internalized stigma among individuals with mental health
conditions as well as their relatives. In the context of our
study, high levels of internalized stigma have been
reported (Adewuya et al., 2011; Akinjola et al., 2021),
which could explain why participants with personal or
familial experiences of mental health conditions did not
show significantly lower acceptance of coercive
measures

Additionally, there was no significant association
between acceptance of coercive measures and educational
attainment, unlike previous studies which reported that
reluctance to accept infringements on the rights of PMHCs
increased with higher levels of educational attainment
(Angermeyer et al., 2014). Although there were no signifi-
cant differences in the acceptance of forced hospitalization
and forced medication, the proportion of respondents
agreeing with these measures increased with higher educa-
tional attainment. Conversely, support for mechanical
restraints and isolation decreased among more educated
individuals, suggesting that they were less inclined to
endorse harsher coercive measures.

Strengths and limitations

The use of case-specific vignettes is both a strength and a
limitation. On the one hand, clinical vignettes describing
detailed patient cases have been reported to allow respond-
ents to empathize with the case and consider the pros and
cons of applying coercive measures, in contrast to general
questions about the acceptance of coercive measures in
psychiatry (Steiger et al., 2023). On the other hand, the
extent to which these subjective responses based on a case
vignette can be translated into real-world scenarios is
unclear. The concept of desired social distance is used in
this study to operationalize stigmatization. It remains
uncertain to what extent this behavioral intention will
manifest as actual behavior. The online questionnaire-
based approach may have facilitated the participation of
individuals with a relatively high level of education. The
survey was completed by people with lived experience of
mental health conditions, staff members from mental
health services and other members of the public. However,
without a specific question about the profession, it was not
possible to directly compare responses among the groups.
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Furthermore, the convenience sampling makes it unclear
how broadly our findings can be generalized to the overall
population, particularly to non-literate people in rural
areas.

Conclusion

Culturally sensitive mental health policies are urgently
needed in Nigeria, and indeed most developing countries
to reduce coercive psychiatric practices. While the mental
health laws provide a framework for achieving this, their
implementation  requires multifaceted  approaches.
Prioritizing mental health literacy, stigma reduction, and
service user empowerment is crucial in addition to service
reform, especially so in Nigeria's context. Deep-seated
social prejudices hinder efforts to reduce coercion, so
actively addressing misconceptions is essential. Service
users, with their firsthand experience, are best placed to
advocate for their rights and drive change. Mental health
professionals must promote ethical practices and human
rights through ongoing training. Collaboration with ser-
vice users is key to fostering a culture of respect.
Policymakers must invest in mental health systems, imple-
ment policies protecting patient rights, and allocate
resources to community-based support to minimize coer-
cion in mental health care.
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