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Summary in Norwegian / Norsk sammendrag 

Bakgrunn og mål 

Bruken av tvang i psykisk helseverntjeneste er omdiskutert, og det er 
enighet om at nivået av tvangsinnleggelser skal være så lavt som mulig. 
I 2004 - 2005 fikk SINTEF Helse i oppdrag fra Sosial- og 
helsedirektoratet å bygge opp, etablere og lede et Evalueringsnettverk for 
akuttpsykiatri. SINTEF Helse inviterte alle helseforetak i landet til å 
delta. Hensikten var at helseforetakene kom sammen og etablerte ny 
kunnskap om akuttpsykiatri – et område som så langt hadde et for lite 
fokus med hensyn til kvalitetssikring og forskning i Norge. Dermed ble 
Multi - senter studiet for Akutt Psykiatri (MAP) etablert. Denne 
avhandlingen ser nærmere på bruken av tvangsinnleggelser og hvilke 
faktorer som påvirker dette. 

Metode 

Helsedirektoratet og SINTEF Helse inviterte alle helseforetak i landet til 
å delta. Resultatet ble at 20 akuttpsykiatriske enheter, som utgjorde cirka 
75% av alle voksen - psykiatriske akuttenheter i Norge deltok og bidro 
med data i studien. I løpet av høsten 2005 og våren 2006 samlet hver 
enhet inn data om akutte, fortløpende innleggelser på frivillig psykisk 
helsevern og tvangsinnleggelser på henholdsvis tvungen observasjon (§ 
3-2 og tvungen psykisk helsevern § 3-3. 

Det ble til sammen registrert 3506 innleggelser. På grunn av manglende 
data på 180 innleggelser, ble 3326 innleggelser basis for alle tre artikler. 
Inkludert her var også 29 pasienter i alder 15-17 år, da ikke alle steder i 
landet hadde egne ungdomspsykiatriske sengeposter. 

Artikkel 1 «Predictors of involuntary hospitalizations to acute 
psychiatry»:  

Man tok utgangspunkt i disse 3326 innleggelsene og delte dem opp i 
frivillig innlagte (voluntary hospitalized - VH) og tvangsinnlagte 
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pasienter (involuntary hospitalized - IH). Data ved innkomst ble 
registrert i et eget kartleggingsskjema (Registrering av opphold i 
akuttavdeling i psykisk helsevern voksne - Admission registration form) 
utviklet av alle de 20 voksenpsykiatriske enhetene i samarbeid. I tillegg 
brukte man skåringsskalaene Health of the Nation Outcome Scales 
(HoNOS) og Global Assessment of Functioning (GAF - scale) som 
inneholder sosio-demografiske variabler og symptom variabler. Ut ifra 
dette kalkulerte man hva som predikerte at pasienter ble henvist på 
tvungen psykisk helsevern. 

Artikkel 2 «Voluntary or involuntary acute psychiatric hospitalization in 
Norway: A 24 h follow up study»: 

Med samme datagrunnlag tok man utgangspunkt i 1468 henviste 
innleggelser på tvang, og analyserte disse med hensyn på hva som 
karakteriserte pasienter som ble konvertert fra tvungen psykisk helsevern 
til frivillig innleggelse basert på legespesialist i psykiatri eller 
psykologspesialist med vedtakskompetanse, og hvilke faktorer som 
predikerte konvertering til frivillig innleggelse basert på en inntil 24 
timer maksimum observasjonstid i de akuttpsykiatriske enheter.  

Artikkel 3 « Patients’ attitudes to psychiatric hospitalization: A national 
multicentre study in Norway»:  

3051 pasienter ble av helsepersonell i de akuttpsykiatriske enhetene 
oppfattet som at de enten ønsket innleggelse eller ikke i tidlig fase under 
oppholdet – uavhengig av om pasienten var henvist frivillig eller på 
tvang. Av disse analyserte man videre 1232 innleggelser henvist på 
tvang; hva som karakteriserte pasientgruppen og hvilke faktorer 
predikerte at tvangsinnlagte pasienten svarte «ja» til innleggelse.  

Resultater 

Resultater fra artikkel 1 «Predictors of involuntary hospitalizations to 
acute psychiatry» viste at 44% av alle innleggelsene var på tvang. 
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Pasienter som var tvangsinnlagt var eldre, oftere menn, oftere av en ikke-
norsk bakgrunn, ugift, og hadde lavere gjennomsnittlig utdannelse 
sammenliknet med de som ble frivillig innlagt. Pasientene hadde oftere 
uføretrygd eller fikk sosial stønad, og ble oftere tatt imot på kveld og 
natt, oftere med rusmisbruk, sjeldnere ansvar for egne barn, og var 
mindre motivert for innleggelse. Tvangsinnlagte pasienten hadde mindre 
kontakt med psykisk helsevern før innleggelsen og ble innlagt på grunn 
av forverring av sin lidelse.  

En regresjonsanalyse utført etter de bivariate sammenlikningene viste at 
det som predikerer for tvangsinnleggelser var; kontakt med politi, 
henvist av en lege som ikke kjente pasienten fra før, kontakt med 
helsetjenesten i løpet av de siste 48 timene, at pasienten ikke hadde egen 
bolig / leilighet, høy scoringer på aggresjon, hallusinasjoner og 
vrangforestillinger (HoNOS), kontakt med legevakt som innleggende 
instans og lav score på GAF (Global Assessment of Functioning) 
symptomdel (var klinisk dårligere). 

I artikkel 2 «Voluntary and involuntary acute psychiatric hospitalization 
in Norway: A 24h follow up study» fant vi at av 1468 pasienter innlagt 
på tvang ble 320 pasienter (21.8%) så ble henvisningsbegjæring på tvang 
ikke tatt til følge og pasienten ble tatt imot på frivillig grunnlag etter 
spesialist - re-evaluering av tvangsparagraf i Lov om Psykisk Helsevern 
innen de første 24 timer pasienten var innlagt. Prediktorer for at 
pasienten ble overført til frivillig innleggelse var at pasienten sa at 
han/hun ønsket innleggelse, bedre GAF symptom score (pasienten er 
friskere), lavere nivå av hallusinasjoner og vrangforestillinger og mer 
bruk av alkohol. 

I artikkel 3: «Patients’ attitudes to psychiatric hospitalization: A national 
multicentre study in Norway» fant vi at 69.5% av de inkluderte 
pasientene i studien ønsket innleggelsen uavhengig av om de var henvist 
til frivillig innlagt eller ble tvangsinnlagt. Som forventet svarte 96.5% av 
de som ble frivillig innlagt at de ønsket innleggelse, men et uventet funn 
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var at nærmere en tredjedel (29.7%) av de som var innlagt på tvang sa 
de ønsket innleggelse. Disse pasientene var sjeldnere henvist av sin 
fastlege, sjeldnere transportert av politiet, hadde høyere GAF symptom 
og funksjonsscore (færre symptomer på psykisk lidelse og bedre 
funksjon), hadde lavere score på aggresjon, hallusinasjoner og 
vrangforestillinger. De hadde et mer depressivt symptom uttrykk, brukte 
sjeldnere rusmidler og viste mindre suicidalfare sammenliknet med de 
tvangsinnlagte pasientene som ikke ønsket innleggelse. Prediktorer for å 
bli innlagt på tvang og ønske innleggelse var at man ikke ble transportert 
med politi til sykehuset, utviste lavere grad av aggresjon og brukte i 
mindre grad rusmidler. 

Konklusjoner 

Innleggelse på tvang synes å bli styrt av alvorlighetsgrad av psykiatriske 
symptomer, at pasienten er mann, bruker rusmidler, at pasienten 
innlegges av en lege som ikke kjente pasienten fra før, har aggressiv 
adferd og lavere nivå av sosial fungering og mangel på motivasjon for 
innleggelse. Dette medfører at man må se på hvordan man kan oppnå 
bedre veier til innleggelse og behandling på et tidligere stadium i 
sykdomsprosessen. 

At man har opptil 24 timer før legespesialist eller psykologspesialist med 
vedtakskompetanse re-evaluerer om pasienten tilfredsstiller kriteriene 
for innleggelse på tvungen psykisk helsevern medfører at pasienten som 
ikke tilfredsstiller kriteriene faktisk i stedet blir overført til frivillig vern. 
Dette reduserer bruk av tvangsinnleggelser og det styrker lovens 
funksjon. 

Det kan virke som et paradoks at pasienter innlagt på tvang sier at de 
egentlig ønsket innleggelse og allikevel ikke ble innlagt på frivillig 
grunnlag. Det er vanskelig å fortolke, men årsaker kan være at pasientene 
i løpet av den første tiden i akutt mottaksposten endret tilstand i form av 
bedring i innsikt i egen situasjon, pasientene ble mindre ruset, 
selvmordstanker ble redusert, eller man ble tryggere i miljøet og på de 
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ansatte i enheten. Det kan også være at hadde innleggende lege brukt 
lengre tid på vurderingen av pasienten og blitt bedre kjent med pasienten 
kunne en tvangsinnleggelse blitt unngått.  

Vår studie kan ikke si noe om årsaken til at pasienter blir tvangsinnlagt 
unødvendig, men det er viktig å fokusere på hva pasienten faktisk ønsker 
i slike kompliserte innleggelsesprosesser. Det kan tenkes at det blir brukt 
for mye tvang enkelte steder. Men samtidig kan pasienter ha behov for 
behandling på psykiatrisk sykehus når dette er nødvendig. Tvang skal 
kun brukes når det er juridisk grunnlag for det og strengt nødvendig for 
et videre behandlingsforløp. 
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Summary (in English) 

Background and aim 

The use of coercion in mental health care services has been widely 
debated, and it is agreed that the level of coercive hospitalizations should 
be as low as possible. In 2004-2005, SINTEF Health was commissioned 
by the Norwegian Directorate of Health and Social Affairs to build up, 
establish and lead an Evaluation Network for Acute Psychiatry. SINTEF 
Health invited all local health trusts in Norway to participate. The 
purpose was for the local health trusts in Norway to come together and 
establish new knowledge about acute psychiatry - an area that so far had 
too little focus with regard to quality assurance and research in Norway. 
Thus, the Multi-Center Study for Acute Psychiatry (MAP) was 
established. This dissertation takes a closer look at the use of involuntary 
hospitalizations and the factors that influence this process. 

Study One: - Predictors of involuntary hospitalizations to acute 
psychiatry 

Rates of involuntary hospitalized (IH) patients and involuntary 
psychiatric treatment of people with mental illness reflect characteristics 
of national mental health care and laws or other legal frameworks. 
International studies on the rates of IH in psychiatric hospitals show great 
variability in results. It is, however, very difficult to compare figures due 
to differences in methodology of studies and legislation between 
countries. 

The aims of Study One were to examine to (i) the rates of patients 
admitted to 20 acute psychiatric ward units in Norway for IH, (ii) 
compare voluntary hospitalized (VH) with IH patients’ and (iii)  describe 
the predictors of IH. 
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Study Two: - Voluntary and involuntary acute psychiatric hospitalization 
in Norway: A 24h follow up study 

The Norwegian Mental Health Care Act states that patients who are 
involuntarily admitted to a hospital must be reassessed by a psychiatrist 
or a specialist in clinical psychology within 24 hours to assess whether 
the patient fulfils the legal criteria of the psychiatric status and 
symptoms. International research on the process of reassessment of IH 
in psychiatry is scarce, and an investigation of Norway's routine re -
evaluation of IH patients may increase knowledge and understanding of 
this aspect of psychiatric treatment.  

The aims of Study Two were to (i) investigate the rate of conversion from 
IH to a VH status; and (ii) identify the predictors of conversion from IH 
to VH.  

Study Three: - Patients’ attitudes to psychiatric hospitalization: A 
national multicentre study in Norway. 

Being IH raises a number of issues: attitudes from family and society, 
stigma of being hospitalized against patients own will, and the conflict 
of autonomy versus need for treatment. Law/policymakers, governments 
and the public want a reduction in IH. The aims of Study Three were to 
(i) investigate to what degree do patients referred for VH and IH state 
that they want admission or not; and (ii) what are the predicting factors 
for IH patients who stated they wanted admission. 

 

Methods 

The Multi-centre study of Acute Psychiatry (MAP) included all cases of 
acute consecutive psychiatric admissions in 20 acute psychiatric units in 
Norway, representing about 75% of the Norwegian acute psychiatric 
units during 2005–2006. Data included an Admission registration form 
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describing admission variables and the rating scales of Global 
Assessment of Functioning and Health of the Nation Outcome Scales. 

Of the full sample of 3.326 referred patients for admission, 3.051 patients 
provided data on wanting admission or not. We studied demographics 
and characteristics of the two groups (VH and IH). We then did a logistic 
regression analysis by using generalized linear mixed modelling based 
on data from 1.231 IH patients to calculate predictors of IH who wanted 
admission. 

Results  

Study One: Fifty-six percent of the sample were VH and 44% were IH. 
Regression analysis identified contact with police, referred by physicians 
who did not know the patient, contact with health services within the last 
48 hours, not living in own apartment or house, high scores for 
aggression, level of hallucinations and delusions, and contact with an 
out-of office hours / emergency primary health care clinic within the last 
48 hours and low GAF symptom score as predictors for IH. IH patients 
were older, more often male, non-Norwegian, unmarried and had a lower 
level of education. They were more likely to have a disability pension or 
received social benefits, and were more often admitted during evenings 
and nights, found to have more frequent substance abuse, less often 
responsible for children and were less frequently motivated for 
admission. IH patients had less contact with psychiatric services before 
admission. Most patients were referred because of a deterioration of their 
psychiatric illness. 

Study Two: Out of 1468, admissions who were IH (44%), 1148 (78.2%) 
remained on IH status, while 320 patients (21.8%) were converted to VH. 
The predictors of conversion from IH to VH (IH → VH) after re-
evaluation of a specialist included patients wanting admission, better 
scores on Global Assessment of Symptom scale (GAF), fewer 
hallucinations and delusions and higher alcohol intake. 
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Study Three: 69.5% of the patients stated they wanted admission. As 
expected, 96.5% of the VH stated they wanted admission. However, 
nearly one-third (29.7%) of IH patients also expressed a need for 
hospitalization. In a multivariate analysis, we found that being IH and 
wanting admission were predicted by not being transported by police, 
having less aggression and using less drugs. 

Conclusions 

IH seems to be guided by the severity of psychiatric symptoms and 
characteristics of the referred patient such as male gender, substance 
abuse, contact with GP or not, aggressive behaviour, low level of social 
functioning and lack of motivation. There was a need for assistance by 
the police in a significant number of cases. This complexity challenges 
the organization of primary health care and psychiatric health services 
and highlights a need to consider better pathways to care. 

The 24-hour re – assessment period for patients referred for IH, as 
stipulated by the Norwegian Mental Health Care Act, appeared to give 
adequate opportunity to reduce unnecessary IH, while safeguarding the 
patient's right to VH. 

It is important to explore the attitude of a patient who has been referred 
to involuntary hospitalization. This can form the basis for a future 
dialogue about alternative ways of dealing with the patient's serious 
mental condition, and as far as possible preserve the patient's autonomy 
and co-determination, and if possible reduce unnecessary involuntary 
hospitalizations.  

Some patients who expressed the need for admission are still being 
admitted to acute psychiatric units under IH rather than VH. Thus, it is 
imperative that more effort should be made in the process of referral and 
admission by communication with patients in order to achieve a VH. By 
allowing more time for the referral and admission process, the referring 
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physician may gain more knowledge of the patient such that an IH would 
not be necessary. 

It is not within the study to establish causality concerning wrongful 
involuntary admission, but it is important to focus on the patient’s wishes 
in such complicated hospitalization processes. It is conceivable that 
coercion is used too much in some places. However, at the same time 
patients may need to receive treatment in a psychiatric hospital when this 
is necessary despite not being in agreement with the referral physician. 
Coercion should only be used based on Mental Health Care Act criteria 
and when it is strictly necessary for the treatment. 
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1 Introduction 

From treatment to ownership 

- I owned myself 
- I owned my illness 
- I owned my treatment, and then 
- I owned my recovery 

 
Bumps in the road - a journey through 
psychiatry in Rogaland, Dag Lieungh 
(Lieungh, 2018). 

1.1 My pathway to research in mental health 
As a resident physician in psychiatry, I started in 1993, at the Department 
of Psychiatry – Veum, Østfold General Hospital (Sykehuset Østfold) 
with clinical supervisor psychiatrist Paul Stronegger. From 1994, I 
started working at Rogaland Psychiatric Hospital (later named Division 
of psychiatry, Stavanger University Hospital) and then in 1996 I was 
connected to the TIPS project (Early Treatment and Intervention in 
Psychosis (Tidlig Intervensjon ved Psykose)) collecting data for the 
Assessment Team.  In 2001 the hospital opened Section of acute 
psychiatric ward C2 (Akutt Mottakspost C2 (AMC2)) for patients 
staying up to 24 hours in order to safeguard legal and medical routines 
around involuntary admission. At the same time, we started collecting 
administrative demographic data about our acutely admitted patients. 
From January 1st 2002 to December 31st 2020, we have had 41.622 acute 
hospitalizations, and 14.957 (35.9%) patients were referred for 
involuntary hospitalization (IH) from our catchment area of 
approximately 360.000 inhabitants.  

My interest for research on the use of voluntary and involuntary 
hospitalizations was established. I was therefore very happy when our 
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institution gave me the opportunity to participate in the Network of 
Acute Psychiatry. Every site participating had a local project leader. My 
role was to be the local project leader for the Division of psychiatry, 
Stavanger University Hospital site. During national meetings, a process 
for research was developed and a publication committee was established. 
The Publications Committee was broadly composed, and it was useful 
for me to be a member of this committee. 

1.2 The MAP study 
In 2003, the Social and Health Directorate (Sosial - og Helsedirektoratet) 
gave SINTEF Health Norway (SINTEF Helse) the assignment to 
conduct a network of clinicians working in acute psychiatric units in 
mental health hospitals in Norway. The purpose was to develop a 
network of psychiatric acute units to increase quality evaluations and 
research, and to design a common systematic study of acute psychiatric 
admission and treatment in Norway. The final aim was to develop 
reports, scientific papers and PhD degrees.  

The project was named the Multi-centre study of Acute Psychiatry 
(Multisenter studien av akuttpsykiatri (MAP)). The planning for a 
common data collection was prepared during 2005 -2006.  

A final report was made by SINTEF Health based on results from 
collaborating psychiatric emergency units in Norway delivered to The 
Norwegian Directorate of Health (T. Ruud, Gråwe, R.W., Hatling,T., , 
2006b). 

Up until that point, there did not exist any research in Norway that had 
examined the process from the first meeting between patient and primary 
care and the reassessment of criteria for IH completed by a specialist in 
psychiatry or clinical psychology on a large scale / national level.  

In the process of establishing a network for acute psychiatry, we 
developed a common Admission registration form with variables 
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describing the admission process voluntary hospitalization (VH) or IH 
for all 20 acute psychiatric units in Norway. We also agreed on one 
question would be included as the patient’s own voice – “did the patient 
want or not want admission” (T. Ruud, Gråwe, R.W., Hatling,T., , 
2006b). 

 

1.3 Background  

1.3.1 Key concepts  

Coercion is the action or practice of persuading someone to do 
something by using force or threats. It includes IH, forced use of 
medication for a short or long period (chemical restraint), seclusion and 
isolation, physical restraint / holding, use of mechanical restraint, time 
out  / isolation (placed in a room with the door locked), constant 
observation and emergency law based involuntary electro convulsive 
therapy (ECT) (Bak & Aggernaes, 2012; Gooding, 2018). 

Coercion may also be explained as excessive pressure or influence to 
force or entice a person to act in a given way. It may be exercised by 
offering excessive incentives, applying social pressure, using authority 
figures, or otherwise manipulating the vulnerable person or group (Porta, 
2014,). 

Compulsion is the action or state of forcing or being forced to do 
something, a constraint, and can be understood as synonymously with 
treatment pressures, including “interpersonal leverage”, and even 
“persuasion.”(Dictionaries.com, 2019; Szmukler, 2015).  

Psychiatric detention is the action of detaining someone, or the state of 
being detained in official custody / “isolation from friends and family,” 
(Dictionaries.com, 2019). 
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Involuntary placement equals forced or non-consensual placement, 
commitment or treatment. It can be defined as any treatment, placement 
in, or commitment to a hospital or other institutions administered against 
someone’s expressed wishes – expressed verbally or by any other means 
(body language, advanced directive etc.). The legal definitions of 
involuntary placement and treatment vary from country to country 
(Mental Health Europe and The Tizard Centre at the University of Kent, 
2017 ). 

Involuntary hospitalization (IH) can practically be described as 
admission to a psychiatric hospital for treatment done without the 
patients will or conscious control. Wu et al describes IH as “patients are 
coerced against their wills as they have been incapable, meaning not 
able to make decisions, and a threat to themselves or others (Wu, 
2012b).”  

In most European and other westernised countries, a Mental Health Care 
Act law separates voluntary from involuntary admissions through 
different sections / paragraphs or regulations. In this thesis, we will use 
the terms IH, and the opposite - voluntary hospitalization (VH) - as the 
other and opposite legal description of psychiatric hospital admission. 

Voluntary hospitalization (VH) is defined as an admission to a 
psychiatric hospital done, given, or acting of one's own free will. 
https://www.lexico.com/en/definition/voluntary 

Community treatment order (CTO) (in Norwegian: Tvang uten døgn = 
TUD) is a mental health law status where patients who have been 
discharged from an IH status and can be readmitted IH without an 
assessment by a physician at the municipal health level (Rugkasa, 2016; 
Rugkasa et al., 2019). In Norway, these patients will be counted as IH 
when readmitted. 

When a patient is admitted to a psychiatric hospital because of a 
psychiatric illness or a suspicion of an emerging psychiatric illness, there 
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may be conflict between the patient’s level of insight, capacity to make 
decisions for treatment, and the patient’s legal right for autonomy. The 
illness can be described naturalistically as a disruption of natural bodily 
function (Danzer & Wilkus-Stone, 2015), or as distress and disability 
with a clinically significant behavioural or psychological syndrome or 
patterns that occurs in an individual resulting in impaired functioning 
(Radoilska, 2012). 

Insight 

Insight has been defined as the capacity to recognize and accept having  
a mental illness (Thirioux, Harika-Germaneau, Langbour, & Jaafari, 
2019). The opposite - having a lack of insight - is being unaware of one’s 
mental illness. When a person has insight in his / her mental illness, the 
person is aware of symptoms and their consequences, and can attribute a 
cause to the symptoms, agree with others with regards to the reality of 
the disease, recognize that cognitive deficits are induced by the mental 
illness and being convinced that the he or she is suffering from a mental 
illness. 

A number of studies have shown that patients with severe mental 
disorders have lack of insight. Historically the absence of insight was 
regarded as a symptom of psychosis and a hallmark symptom of 
schizophrenia (Case, 2016). It has been explained as a psychological 
defence mechanism, damage to the frontal or right parietal lobe or lesions 
in grey matter. It may also be given as a reason for a patient lacking 
capacity to consent. In studies of patients with schizophrenia, 50-80% of 
patients did not believe that they had a mental disorder (Gilleen, 
Greenwood, & David, 2011; Raffard et al., 2008).  

In a prospective observational study from three psychiatric in-patient 
units in western Ireland, they studied 263 IH respondents on admission. 
Then, 155 respondents were interviewed again three months following 
termination of their involuntary admission order (Bainbridge et al., 
2018). When asked at each point whether they believed IH had been 
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necessary, at initial interview 42% agreed, and at follow up 65% agreed. 
Higher awareness of illness at baseline was associated with more 
satisfaction with care at baseline and follow-up. 

Incapacity 

Lacking capacity or being in a state of incapacity has been defined by 
lawyers as being: “... unable to make a decision on the issue at hand, that 
inability being caused by an impairment or disturbance of the mind or 
the brain.” (Case, 2016). Prevalence of incapacity among psychiatric 
patients has been found to range from 40 to 60% (Cairns et al., 2005; 
Owen et al., 2009). Patients with schizophrenia and mania were highly 
likely to have mental incapacity, while only a minority of depressed 
patient lacked capacity. Thirty-nine percent of voluntary and 86% of 
involuntary patients lacked capacity. In a study of 200 IH patients 23% 
were not able to communicate their decision to hospitalization (Alexius, 
Berg, & Aberg-Wistedt, 2002). 

Autonomy 

Autonomy is a Greek word made from “autos” meaning “self“ and 
“nomos” meaning “rule.” (Beauchamps, 2013). An autonomous person 
has the capacity to understand reason, be deliberate and choose 
independently. The ability to act with autonomy is challenged in a 
number of different ways in the life of an average person. Are we 
autonomous while being in love? Young age, dementia, or a serious 
accident leading to unconsciousness might weaken your ability to take 
full responsibility for your choices or actions. So does mental illness at 
times. 

Autonomy has been defined as “the capacity to make and act on 
deliberated or reasoned decisions” (Harris, 1990). Harris further 
exemplifies autonomy as ‘self-government’ and control your own life 
and destiny. Full autonomy may be an ideal situation and different 
circumstances can undermine that goal. Autonomy is also described as 
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desires, reasons and actions originating in and belonging to the self. 
(Radoilska, 2012). 

There is also an ethical dilemma between autonomy and an effective 
treatment. Autonomy may exist when there is a communication between 
persons with mutual acceptance and respect (Hoff, 2019). However, this 
may not be the case with a person with lack of insight and with incapacity 
to make reasonable decisions.  

Above we have shown there are several definitions on patients who are 
admitted against their will to psychiatric hospitals for treatment. 
However, IH may be the simplest and most frequently used concept for 
describing the action of admitting a patient against their will under the 
Mental Health Care Act. 

Generally, health laws are based on the concept that the patient has the 
ability to consent to treatment. However, both in somatic medicine, when 
patients are traumatized and in a near comatose state, or in psychiatry, 
when a patient has severe mental health symptoms, research has shown 
that the patient is not in a fully autonomous situation, and the ability to 
choose treatment is often reduced. 

1.3.2 Rates of involuntary hospitalization 

Rates of IH varies around the world. However, there are few studies with 
sound methodology and representative samples. Some countries have 
only provided reports on certain hospitals or regions (figure 2).  

IH in Norway 

The Norwegian Directorate of Health, SAMDATA, aims to develop, 
analyse and publish processed and comparable management indicators 
for the specialist health service. For psychiatry, IH includes section 3-2 
compulsory observation (maximum 10 days duration) and section 3-3 
compulsory mental health care (regular assessments are required at 3,6 
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and 9 months) (University of Oslo, 1999). National reports from Norway 
show varying rates of IH: 21% of all admissions in adult psychiatric 
institutions in 2008 were IH, 15.6% in 2013 17.5% in 2018 and the latest 
prognosis of 18.2% in the third tertil 2019 (The Norwegian Directorate 
of Health, 2009a; The Norwegian Directorate of Health / Bremnes, 
2019). 
 
According to a report from the Norwegian Directorate of Health the 
population-based rate of  IH in the regions of Norway in 2002 varied 
from 80 per 100,000 inhabitants over 18 years of age in the county of 
Sør-Trøndelag to 394 per 100,000 in the county of Østfold (The 
Norwegian Directorate of Health, 2003). This geographical variation was 
confirmed by a national report (The Norwegian Board of Health, 2006). 
 
The national numbers of IH per 100 000 inhabitants per year for the years 
2012, 2016 and 2017 showed a natural variation respectively of 183, 190 
and 179 (The Norwegian Directorate of Health / Bremnes, 2019). After 
the change in the Mental Health Care Act from 1st of September  2017, 
the national rate was 186 / 100.000 in 2018, and estimated 187 / 100.000 
in 2019 (The Norwegian Directorate of Health, 2020).  
 

IH in Europe 

It is difficult to determine the national IH rates in different European 
countries due to different mental health legislation, no international 
clarification of concepts and non-representative samples (some national 
statistics only show IH from selected hospitals or regions within 
countries). The available rates are shown in figure 2. However, the IH 
rates varies from 2.0% in Cyprus to 24.0% in France while Turkey had 
a rate between 70-85% that included forensic patients. It is not always 
clear if forensic patients are included or not in calculated rates from each 
country (figure 2) (Turnpenny, 2017b).  
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Some studies present rates from particular hospitals or regions. From 
2000 until 2017, the IH rates ranged from 8.1% in some areas of Dublin, 
Ireland to 60% IH in a study of psychiatric emergency hospitalization in 
Moscow, Russia (Sheridan Rains et al., 2019; Tsygankov, 2013a).  
 

 
 
 
Generally, the national IH per 100 000 per year in European Union (EU) 
countries during 1990-2000 was rather stable within each country. 
However, studies showed a range from 6.0 per 100 000 per year in 
Portugal to 218 per 100 000 per year in Finland (H. J. Salize & Dressing, 
2004). From 2008-2017 lowest rate was Ukraine with 2.3 per 100 000 
per year, Italy 14.5 per 100.000, and highest Austria 282 per 100.000 
(Sheridan Rains et al., 2019) (figure 3). We did not find year-by-year 
population IH rates for all European countries. We do not know if this 
variation is due to a combination of different legislation, statistical 
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collection, culture or other reasons (Bak & Aggernaes, 2012; Balducci, 
Bernardini, Pauselli, Tortorella, & Compton, 2017; Curley et al., 2016; 
McKeown, 2019a; Ng & Kelly, 2012; Schoevaerts, Bruffaerts, Mulder, 
& Vandenberghe, 2013; Sheridan Rains et al., 2019; B. Silva, Golay, & 
Morandi, 2018; M. Skokou, Gouma, P., Gourzis, P.,, 2017a; Smith, 
2014). 
 
Fig 3. IH per 100.000 inhabitants per year in Norway and Europe. 
 

 
 
 
IH in the rest of the world 
In a study of IH and legal frameworks of western European countries, 
Australia and New Zealand (2008-2017) there was no relationship 
between annual IH rates and any characteristics of legal frameworks. 
However, higher national rates of IH were associated with larger number 
of beds, higher Gross Domestic Product (GDP), proportion of foreign–
born individuals in the population, and lower absolute poverty. There 
were no associations between annually IH incidence and any other 
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demographic, economic, or health-care indicator (Sheridan Rains et al., 
2019).  
 
In a meta-analysis of 94305 patients in China, the overall IH rate was 
32.3% for severe mental illness (Yang et al., 2019; Zhou et al., 2015). 
The analyses reported increased rates of VH due to reduction in stigma, 
public education of mental health, new local and national mental health 
laws, easier access to mental health services, more educated health 
personnel and wider coverage of the health insurance system. In a study 
from Taiwan the IH rates were 94,7% in 2009 (Hui-Ching Wu, 2012). A 
possible explanation for this high number was the societal thinking based 
on Confucianism, with similarities to western paternalism and a focus on 
public security, caregiver burden and lack of support for caregiver and 
patient in society.  
In summary, when we discuss why IH rates differ, the literature show 
that comparing hospitals, regions or countries' rates of IH can be 
difficult. National compatible statistics may also be inadequate due to 
different health care system; some nations have both governmental 
hospitals (general psychiatric hospitals and/or forensic hospitals) and 
private hospitals. This makes comparisons challenging. New research 
indicate that the psychiatric infrastructure, the national economic 
situation and heterogeneity in the population may be factors that explain 
the differences in level of IH (Sheridan Rains et al., 2019).  

 

1.3.3 Mental Health Care Acts / legislation 

History of Norwegian Mental Health Care Act legislation 

Norway has a long tradition of law making for the mentally ill person. 
Special rules for people with mental health disorders goes back to the old 
"Ting Lov” (Land Code). Laws were made from the eighth century when 
the king met the people at the Things (in Norwegian: Ting møtet) 
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(Michael Quarterly / The Norwegian Medical Society  /Det norske 
medicinske Selskab, 2017). According to the “Ting Lov” (Land Code), 
it was the family who had the main responsibility for the "insane". The 
Things («Ting-møtet”), a parliamentary meeting, determined the 
question of the mental illness and the family was judged responsible for 
the insane. Magnus Lagabøte’s national law replaced the «Land Code». 
King Magnus the 6th, “Magnus the lawmaker /  law mender”, made the 
first law of this subject in Norway  1274-1276 A.C (King Magnus the 
6th of Norway, 1276) (picture 1). The law said: The nearest heir in the 
family had the right and duty to take care and support the mentally ill. 
The heir who supported the mentally ill also decided over his/her 
personal freedom. No person should be treated as insane before an expert 
had “proven” his or her insanity. 

                          
Picture 1: King Magnus the 6th, “the lawmaker”,                        Picture 2: Dr. Herman Wedel Major 

Source: Stone carving at Stavanger Cathedral.  The Journal of Norwegian Medical 

Wikipedia.com Stavanger archaeological Museum Society. 

In 1736, a royal decree came from Copenhagen, Denmark to build so-
called dollhouses. In 1760 - 70, a few small houses were built for the 
insane. A “Dollhouse" was established at Oslo Hospital in 1778 
(Abrahamsen, 2000). A medical doctor cared for the insane inmates' 
somatic problems and a priest for the needs of the soul. In 1855 the first 
psychiatric asylum, Gaustad hospital was built in Oslo, Norway. 



Acute hospitalization in psychiatry 

33 

In Norway, the first modern Mental Health Care Act was developed in 
1848 (Act on the Treatment and Caring of the Insane /  Lov om Sindsyges 
Behandling og Forpleining) authored by the medical doctor Herman 
Wedel Major, who was in fact solely responsible for the preparation of 
this law (picture 2)(Høyer, 2016). The new principles in the Mental 
Health Care Act were that all severe mental illness could be healed, all 
mental health asylums must have a royal authorization, no dollhouses 
must be authorized, and physicians must govern all psychiatric asylum 
hospitals. The supervisory commission (in Norwegian Kontroll 
kommisjonen) was introduced to secure rule of law for the patients.  

The law was revised in 1961. The focus was on getting patients treated 
quickly without too many inhibitory formalities. The law placed less 
emphasis on guarantees of legal certainty, but that the patient had the 
opportunity to appeal the admission. There were two consecutive 
revisions in 1981-88 and 1995-97 (Lov om psykisk helsevern (Ministry 
of Social Affairs, 1961). From the 1970s onwards, psychiatric patients 
were seen as a particularly oppressed group, and psychiatry was part of 
a power apparatus that exercised social control. (Michael Quarterly / The 
Norwegian Medical Society  / Det norske medicinske Selskab, 2017). 
The Parliament revised all health laws in 1999 (Ministry of Health and 
Care Services, 1999a, 1999b; Norwegian Ministry of Health and Care 
Services, 1999a, 1999b) including a new Mental Health Care Act Law 
No. 62, Odelsting Proposition No. 11. The law came into force in 2001. 
A new law proposal was presented in 2011 by the Paulsrud law 
committee, but did not come into effect (Paulsrudutvalget, 2011). The 
focus here was self-determination and the rule of law.  The latest revision 
came in 2017 (The Norwegian Directorate of Health, 2017a) with the 
introduction of capacity to consent. Finally, a new law proposal for the 
use of coercion at the municipal and specialist health service level was 
presented in 2019 by the Østenstad law committee (Norway's public 
investigations / Norges Offentlige Utredninger NOU 2019 14, 2019). 
The Norwegian Parliament has still not evaluated this proposal. 
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Aspects of European Mental Health Care Act legislation 

In European countries, mental health laws are very different with regards 
regulating who can propose a psychiatric admission, and who has the 
authority to decide if the patient is eligible for IH, and determine the 
period of detention (T. W. Kallert, Torres-Gonzales, F., 2006),  

As Table 2 shows there is a variance in who can refer a person to be 
admitted for IH from “any person” (Spain), relatives or guardian 
(Bulgaria, Czech republic, England, Greece, Slovak Republic), approved 
social worker (England), physician (Bulgaria, Italy, Norway, Poland and 
Sweden), psychiatrist (Lithuania, Poland), or an administrative authority 
(Germany). 

In most countries the criteria for IH is assessed by a physician or a 
psychiatrist at the hospital level. However, in Norway a psychiatrist or 
certified clinical psychologist may conduct this evaluation. The 
European Torture Commission (The European Commission for the 
Prevention of Torture or Inhuman or Degradation Treatment or 
Punishment) recommended in 1994 that involuntary admission could 
only be made after a court decision. But Norway chose not to follow this 
recommendation (The Norwegian Medical Society / Det norske 
medicinske Selskab, 2017). In European countries, several professions 
have the decisional authority and participate in the IH process. In 
England they include a physician and a social worker, in Greece a public 
attorney / prosecutor and assessment by two or three psychiatrists, in 
Germany several agencies; administrative authority / police / judicial / 
psychiatric hospital, and in the Netherlands the town mayor or court 
order may in acute situations authorize the IH (de Jong et al., 2016; T. 
W. Kallert, Torres-Gonzales, F., 2006; M. Skokou, Gouma, P., Gourzis, 
P.,, 2017b). The period from when the patient enters the psychiatric 
hospital until the decision has to be concluded varies from less than 24 
hours (Germany), most countries 24 or 48 hours, and up to four weeks 
in Sweden.  
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Table 2 Involuntary hospitalization processes in Europe - 
emergency legal procedures*. 

European 

country 

Can refer 

patient to 

hospital 

admission 

Authority to 

decide hospital 

admission 

Period until 

re-

evaluation 

(hours) 

Bulgaria Relatives 

Physician 

Head of health 

service 

24h  to 48 h 

Czech 

republic 

Parents / 

relatives 

/guardian 

Physician 24 h 

England Relatives + 

approved social 

worker 

Physician / + social 

worker 

72 h 

Germany Administrative 

authority 

Administrative 

authority / police / 

judicial / 

psychiatric hospital 

Until 10 a.m. 

next day 

Greece Relatives or 

guardian 

Public attorney 

/Public Prosecutor 

Assessed by two or 

three psychiatrists 

** 

48 h 

Greek law 

2071/1992 

 

Israel Any psychiatric 

examination 

Hospital director, 48 h 
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Must refer to 

district psychiatrist 

Italy Physician 2 physicians 48 h 

Lithuania Psychiatrist Psychiatrist 48 h 

Norway Physician Psychiatrist / 

approved 

psychologist * 

24 h 

Poland Physician / 

psychiatrist 

Psychiatrist 48 h 

Slovak 

Republic 

Parents or 

relatives / 

guardian 

Physician 24 h 

Spain Any person Psychiatrist 24 h 

Sweden Physician Psychiatrist 4 weeks 
Table designed after Legislation on Coercive Mental Health Care in Europe page 380. Kallert & Torres-
Gonzales, 2006. (T. W. Kallert, Torres-Gonzales, F., 2006) 

*There has to be two physicians to evaluate the patient clinically, one outside hospital, and one inside 
hospital. Inside the hospital, an approved clinical psychologist can do the specialist re-evaluation for 
Mental Health Care Act criteria. 

** Compulsory admissions in southwest Greece 2010-2011 (M. Skokou, Gouma, & Gourzis, 2017).  

Mental Health Care Act legislation outside Europe 

In The United States of America the first psychiatric official commitment 
took place in Philadelphia in 1752 (Fariba, 2022). From the 19th century 
up to the 1960’s “mental illness” and “a need for treatment” was the 
criteria for IH (R. A. Brooks, 2006). Then there came a change from the 
1970’s. California State was the first state to demand that it had to be 
proven the patient was mentally ill, dangerous to self or others and 
unable to care for oneself in order to be IH. 
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Japan has been seen as a country of paternalism, based on the assumption 
that physicians possessed the knowledge and the patient ought to rely on 
the physicians decision (Hayashi et al., 2000). Japan had a civil 
commitment for patients with severe mental disorder from the pre-Meiji 
Restoration era (1868). They had a law allowing IH for patients without 
them being dangerous to self or others but in need of treatment.  

Mental health legislation may be different within regions and between 
countries. As described here, the process of IH may also be different, 
based on who can refer a patient to a hospital admission, who has the 
authority to decide if the IH fulfil the legal criteria, and the period from 
when the patient enters the hospital to the decision on staying IH is 
concluded.  

There is a continuous debate in the public, between lawmakers and 
among health workers in regards the care of patients with severe mental 
health symptoms versus the cut off point for IH criteria, and the ability 
for health personnel to provide adequate treatment for patients. To 
manage these issues in the interest of the patients and the public, there 
are quality assurance bodies such as the Supervisory Commission (in 
Norwegian: Kontroll kommisjonen) - to oversee and respond to patients 
complaining about IH and other uses of coercion in psychiatric units. 
States also have to reconcile their Mental Health Care Act laws with the 
United Nations Convention on the Rights of Persons with Disabilities 
and Optional Protocol (UN-CRPD) (United Nations, 2006). 

1.3.4 Attitudes to involuntary hospitalization 

The goal for psychiatric services to the public and the patients is to give 
the patients adequate treatment, and protect patients with a mental illness 
from self-harm, suicide, harmful consequences of untreated mental 
illness, and to protect relatives, healthcare staff and the general public 
from preventable aggression and violence (Huber & Schneeberger, 
2020). 
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The process of being IH can be discussed on several levels: from the 
view of the patient, the family, health personnel and society in general. 

The patient 

Being involuntary hospitalised represents a personal loss of autonomy. 
There are studies showing that IH patients describe their admission 
process and opinion about hospitalization and treatment as an overall 
negative experience: 

A Swedish study from a psychiatric emergency unit of 200 IH patients 
with severe psychiatric disorders showed that 53% were negative and 
24% were ambivalent to hospital care, while 23% were not able to 
express their opinion about hospitalization.  (Alexius et al., 2002). 

In an Australian study of 100 IH and VH patients, the IH patients 
reported feeling coerced, angry about hospitalization, being hospitalized 
felt like a prison, and believed hospitalization would be harmful when 
asked within a week of admission (Spence, Goldney, & Costain, 1988). 
Similar opinions from patients were found in a smaller study from Ohio 
in America of 15 IH patients who had been admitted to a state psychiatric 
hospital. Their experiences were that prior to admission they were 
frightened, anxious, overwhelmed, confused, tired, felt they were losing 
control, and had concerns about taken from their family (Joseph-
Kinzelman, Taynor, Rubin, Ossa, & Risner, 1994). When going through 
the admission process retrospectively they said they focused on being 
scared, not knowing what to expect, “what are the rules,” fear of being 
locked up and hopelessness. They wanted staff to be more flexible, 
taking time to listen and be attentive to their physical and emotional 
needs, re-evaluate medication after being given explanations and answer 
questions. When asked specifically about being IH, they answered their 
major concerns were an emotionally painful time, and a demanding 
experience, coping with intense feelings, lack of personal freedom and 
choice, unhelpful staff relations and boredom. They reported having 
experienced anger, fear, sadness and being trapped.  
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In a semi-structured qualitative study of 13 previous psychiatric patients 
in Norway with a focus on humiliation in relation to being hospitalized,  
IH patients described  “loss of freedom” as humiliating (Husum, 
Legernes, & Pedersen, 2019). 

In a descriptive exploratory qualitative study from Sweden, with seven 
patients with experience of IH, two of the patients acknowledged that 
coercive actions in the beginning of the hospitalization was necessary 
(Olofsson & Norberg, 2001). However, they experienced the coercion in 
a negative way by describing feeling powerless and not listened to and 
wanting more responsibility. Seven nurses, seven physicians (six 
psychiatrists and one psychiatrist resident) were also interviewed about 
the IH. Patients, nurses, psychiatrists said the coercion was to protect and 
calm patients. Patients agreed that the purpose of coercion “was to 
protect them” (the patients), and they emphasised that interpersonal 
relationships and the human contact were important. 

In a veteran psychiatric hospital study in Durham, USA, of 240 VH and 
IH inpatients with schizophrenia spectrum disorders, severe mood 
disorders or Post Traumatic Stress Disorder (PTSD), current and prior 
IH patients had a lower satisfaction rating score of being hospitalized 
(Strauss et al., 2013).  

The MacArthur research network on mental health and the law 
concluded in 2001: “The amount of coercion a patient experiences in the 
mental hospital admission process is strongly associated with the degree 
to which that process is seen to be characterized by "procedural justice." 
That is patients who believe they have been allowed "voice" and treated 
by family and clinical staff with respect, concern, and good faith in the 
process of hospital admission, they reported significantly less coercion 
than patients not so treated. This holds true even for legally "involuntary" 
patients and for patients who report being pressured to be hospitalized” 
(The MacArthur research network on mental health and the law, 2004). 
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Patients have also described examples of “informal coercion” as a 
situation when patients accepts IH to get help due to the lack of voluntary 
beds (Norvoll & Pedersen, 2016). 

The family 

The process of IH, getting help often starts when the closest person (s) 
to the patient sense a mental health change. A Greek study of 183 IH 
patient showed that 93.6% of all applications of IH-admission processes 
were initiated by the relatives (M. Skokou et al., 2017).  

Having a family-member with severe mental illness can be a difficult 
challenge and even a burden for families. In a qualitative study from 12 
hospitals in England of 31 family caregivers experiences of the first IH 
of their family member, the most common response to the IH was 
conflicting emotional experiences; relief, then worry and guilt. They also 
reported frustration in delay of getting help from mental health services. 
They did not know how to start contact with the psychiatric health 
system, since they had no prior experience of IH (Jankovic et al., 2011). 
In other regions of the world (South India) caregivers’ methods for 
getting a patient admitted were described as: using threats 52.5%, 
persuasion 48.5%, or with the help of police / the community 21% (G. S. 
Gowda, Kumar, N., Ray, S., Das, S., Nanjegowda, R.B., Math, S.B.,, 
2019). Reasons for admissions were risk of harm to self (82.5%), altered 
biological function (81.5%) and risk of harm to others (64.5%).  

Health personnel – psychiatrists, physicians and psychologist 

The attitudes of psychiatrists may be influenced by the given role to 
decide IH or not, their knowledge of mental health disorders and the need 
for treatment. Therefore, the opinion of psychiatrists concerning the 
criteria for an IH has a central value. In a survey of 726 psychiatrist in 
the United States of America in 2001, psychiatrist were asked for the 
criteria they wanted for an IH in a Mental Health Care Act (R. A. Brooks, 
2006). Ninety-nine percent wanted criteria that included danger to self, 



Acute hospitalization in psychiatry 

41 

dangers to others (99%), and grave disability (90%), illness relapse 
(52%), sexual predator (26%), drug addiction (22%) and alcohol 
addiction (22%). 

Swedish physicians (18 psychiatrists and 37 residents) who had 
committed 200 IH patients, stated that the most important determinant 
for IH was the patients’ psychiatric symptoms (Alexius et al., 2002). The 
physicians concluded that 93% of the IH were necessary because it 
benefitted the patient. Resident physicians more often than psychiatrists, 
and a greater proportion of male physicians believed IH would benefit 
the community. Older physicians reported that IH would violate the 
patient’s autonomy. Swiss psychiatrists in Canton Zürich viewed IH 
significantly more as “offending” and less often as “treatment” compared 
to other physicians (Hotzy et al., 2019). 

However, other professions may have different views of IH. Norwegian 
psychiatrists and psychologists, in a study of mental health professionals, 
were presented with case reports. Psychiatrists would much more often 
have used coercion than psychologists (Aasland, Husum, Forde, & 
Pedersen, 2018b). Psychiatrists scored highest and psychologist lowest 
on an authoritarian scale (Aasland, Husum, Forde, & Pedersen, 2018a). 
The study also revealed that mental health professionals lacked sufficient 
knowledge of the Mental Health Care Act. 

Health care workers and other health related professions  

We might think that attitudes towards IH may be different at different 
locations due to different ward culture, hospital architecture, number of 
beds available and number of health personnel working there. However, 
a study comparing staff attitudes to coercion at two psychiatric hospitals 
with closed wards in eastern Norway, found little variance in staff 
attitudes across the two hospitals and between staff groups (Wynn, 
Kvalvik, & Hynnekleiv, 2011). Males and unskilled staff were 
significantly more prone to highly restrictive interventions. 



Acute hospitalization in psychiatry 

42 

In a qualitative study of  seven patients, seven  nurses and seven 
physicians, nurses and physicians said coercion was done to create a 
“working alliance … and provide structure and opportunity to work with 
the patient” (Olofsson & Norberg, 2001). The patients said human 
contact, being met with understanding and closeness, more time from 
staff to listen and talk to patients, and to wait and see instead of acting 
would prevent coercion. Staff should actively identify areas were 
patients were free to make decisions even if they were IH.   

In Taiwan, 235 social workers were interviewed. The respondents 
considered  IH from a pragmatic point of view, meaning they believed it 
to be a means of providing care and security (Wu, 2012b). Most of them 
favoured patients’ rights to a good environment and daily life over the 
right to refuse treatment and the right to make legal decisions. 

Society in general 

The use of mental health laws, IH and involuntary treatment is often 
debated in public and in the media.  

An interdisciplinary international research group of expert contacts from 
10 European countries and India distributed a Mental Health Legislation 
Attitudes Scale of nine questions to networks consisting of medical 
practitioners, GP’s and psychiatrist (33%), mental-health nurses (29%), 
criminal justice, legal professionals or police (23%), and close family 
members of a person who had an IH experience (16%) (Georgieva et al., 
2019). The online-anonymized study recruited 2288 professional and 
family members, all with experiences of IH. They were asked to rate their 
satisfaction (on a 5 point Likert’s scale) of the mental health legislation 
in their country. The countries with the lowest satisfaction of the current 
mental health law were Ireland (64%) and India (65%). The highest 
satisfaction were Denmark (74%), England and Wales (76%). Among 
the Nordic countries, Denmark (74%) and Iceland (68%) were more 
satisfied than Norway (67%), maybe partly explained by higher rates of 
IH in Norway. Doctors (68%) and nurses (71%) were significantly more 
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satisfied than police (63%) and family members (63%). Gender, age and 
overall work experience was not associated with overall satisfaction. 
However, the more experience the respondent had with IH, the higher 
their level of overall satisfaction with the mental health legislation in 
their country.  

A Norwegian study of attitudes towards IH and involuntary treatment 
was conducted by computer assisted telephone interviews by an 
independent polling company. One thousand adults were interviewed in 
2009 and another 1.001 people completed the same survey in 2011. (Joa 
et al., 2017). Results showed that between 87% and 97% of respondents 
expressed strong or partial agreement with the use of IH or involuntary 
treatment related to specified cases and situations. The majority (56%) 
stated that overall, current levels of IH were acceptable. A further 34% 
were of the opinion that current levels were too low. Only 9.9% of 
respondents supported a reduction in the level of involuntary treatment. 
Lower levels of education were associated with a more positive attitude 
towards IH and treatment. The study showed there was a stronger support 
for admission to prevent suicide than the possibility of violence by the 
mentally ill. The study concluded that the Norwegian adult population 
largely supports current mental health legislation and practices regarding 
IH and involuntary treatment in the mental health services. 

Two studies have used case reports. In a study of 1.737 health personnel 
and lay people’s attitudes to IH based on presented case reports in four 
countries in Europe (2005), 51% - 91% agreed to IH (Steinert, Lepping, 
Baranyai, Hoffmann, & Leherr, 2005). Psychologists and social workers 
were less supportive while psychiatrists, nurses and lay people supported 
IH the most. In a smaller French study of 123 lay people and 31 health 
personnel, 95% agreed that IH was acceptable under certain conditions. 
Seventy percent of nurses, 83% of physicians and 100% of psychologists 
were not systematically opposed to IH (Guedj, Sorum, & Mullet, 2012) 

Students and their parents 
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In a Japanese study about respecting autonomy in difficult medical 
settings (brain death, organ donation, death with dignity, euthanasia, 
suicide and IH), 747 students at non-medical universities and colleges 
and 114 parents of the students were interviewed. Two thirds stated that 
IH for individuals with mental illness should be justified (Hayashi et al., 
2000). The patient’s decision was most respected concerning death with 
dignity (90.9%) and euthanasia (86.3%), and the lowest with IH (31.1%) 
and suicide 21.1%). 

In Israel 170 medical students with completed internship in psychiatry 
and 170 law students in their final year, completed a questionnaire on 
attitudes towards prolongation of an IH. There were no significant 
difference between the two groups concerning prolongation of IH 
regardless if this decision was against the patients will, or according to 
the patients will or against the advice of the treating physician 
(Abramowitz, Bentov-Gofrit, Khawaled, Bauer, & Cohen, 2011). 

In conclusion, based on all these studies, patients with an IH admission 
most often do not have a good experience with being IH, but some 
patients perhaps later may understand the need for IH. Families often 
find it distressing being in a pressured situation where they discover the 
patients’ need for hospitalization, while the patient, due to severe 
symptoms, may not want to be hospitalized at all. Psychiatrists, who 
mostly are the designated profession who often have the judicial power 
to decide and handle the IH and see the consequences of such a choice 
concerning treatment possibilities, have a more positive and 
understanding attitude for the need of IH while other health professions 
with less responsibility for IH decisions may have a less understanding 
attitude to IH. Other health personnel who do not have the function of 
deciding IH or not, may have a more critical role to IH. When the public 
is asked there seem to be a clear understanding that severe mentally ill 
patients need admission and treatment in psychiatric hospitals, even if 
the patient himself / herself can see the need of it. However, it is the 
national government / parliament who decide the Mental Health Care 
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Act.  The law content and consequences for the patient has to be founded 
in the people of the nation, and express how this nation want to give 
treatment and care for severely ill mental health patients. 
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2 Objectives and aims 

2.1 Objectives 
This study investigated consecutively admitted patients in 20 psychiatric 
emergency wards all over Norway in order to get a more profound 
knowledge of the different processes related to the use of IH. 

2.2 Aims  
Article I  

a. To examine to which extent patients were referred on an 
involuntary basis.  

b. To compare IH with VH patients. 
c. To describe which factors predicted use of referral for IH. 

 
Article II 

a. To investigate the extent to which IH patients were converted to 
VH. 

b. To identify predictive factors leading to conversion. 
 
Article III:   

To explore patients’ attitudes towards voluntary and involuntary     
hospitalization in Norway. 
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3 Materials and methods 

3.1 Design  
The study included patients consecutively admitted to 20 acute 
psychiatric emergency wards in Norway during autumn 2005 and spring 
2006. It was a part of The Multicentre study of Acute Psychiatry (the 
MAP study). 

3.2 Inclusion criteria and material 
Data were collected from all consecutive hospitalizations during three 
months at 20 acute psychiatric wards in Norway during autumn 2005 and 
early 2006. The twenty participating health trusts represented a large 
sample of emergency psychiatric admissions, represented by all 
geographical regions in Norway, urban and rural, and 75% of all acute 
wards in the country.  

Psychiatric emergency wards who participated were from the following 
health trusts (by geographical location): Sanderud, Reinsvoll, 
Kristiansand, Arendal, Haugesund, Stavanger, Bergen, Tromsø, Aker, 
Ullevål, Vinderen, Bodø, Tromsø-Karlsøya, Drammen, Tønsberg, Skien, 
Førde, Molde, Namsos, and Gjøvik. There were cities like Trondheim, 
Fredrikstad and parts of the Oslo region (the capital of Norway), which 
were not participating health trust. We consider that the remaining wards 
in Norway who did not participate are to our knowledge not different 
regarding urban or rural characteristics (T. Ruud, Gråwe, R.W., 
Hatling,T., , 2006a).  

Altogether 3.506 hospitalizations were registered. As the result of 
incomplete data on IH, 180 cases were excluded. However, 29 cases aged 
15-17 were included since not all hospitals in Norway had acute 
adolescent units available and adult acute psychiatric units could not 
reject patients seeking admission. Four admissions based on child 
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protection law or a social law of involuntary admission were coded as 
IH. The final data set for analyses was thus 3.326 cases.  

There were no exclusion criteria.   
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3.3 Clinical assessments 

3.3.1 Admission registration form measurements  

For general sociodemographic description, in order to register VH or IH, 
referring source, admission time and contact with other sources during 
admission, and measures of symptoms, we developed an Admission 
registration form for acute psychiatric wards. The Admission registration 
form “Registrering av opphold i akuttavdeling i psykisk helsevern for 
voksne / Registration of stay in the emergency department in mental 
health care units for adults” had 42 variables for admission, and 26 
variables for discharge (T. Ruud, Gråwe, R.W., Hatling,T., , 2006a). 

The Admission registration form included the following eight item areas 
with altogether 68 variables 

A: Referral and admission      (14) 

B: Information about the patient    (13) 

C: Services received in time prior to admission   (7) 

D: Assessment at admission      (8) 

E: Investigation and treatment during your stay   (3) 

F: Collaboration and coordination     (4) 

G: Assessment at discharge      (8) 

H: End of the emergency service    (11) 

 

3.3.2 The Health of the Nation Outcome Scales (HoNOS) 

The Health of the Nation Outcome Scales (HoNOS) was used to rate the 
severity of psychiatric problems (T. Ruud, 2002). HoNOS consists of 12 
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items measuring behaviour, impairment in cognitive functioning, 
symptoms and social functioning (J. Wing, Bevor, A.S., Curtis, R.H.,  
Park, S.B., Hadden, S., Burns, A. , 1998; J. Wing, Curtis, R.H., Bevor, 
A.S. , 1999): 

The 12 items were the following: 

1 overactive, aggressive disruptive or agitated behaviour, 2 non-
accidental self-injury, 3 use of alcohol or drugs, 4 cognitive problems, 5 
physical illness or disability problems, 6 hallucinations and delusions, 7 
problems with depressed mood, 8 other mental or behavioural problems 
(phobic, anxiety, obsessive-compulsive, mental strain/tension, 
dissociative, somatoform, eating, sleep, sexual or others), 9 problems 
with relationships, 10 problems with activities of daily living, 11 
problems with living conditions and 12 problems with occupation and 
activities.  

The scale used the following outcome scores; zero (no problem), one 
(minor problem which do not need action), two (mild problem but 
definitely present), three (moderately severe problem) to four (severe to 
very severe problem). The Global Assessment of Functioning (GAF)  

3.3.3 The Global Assessment of Functioning (GAF) scales 

We used The Global Assessment of Functioning (GAF) scales of axis IV 
in DSM-IV split version, with symptoms (GAF-S) and functional level 
(GAF-F) scored separately on a scale from 1 to 100 (American 
Psychiatric Association, 1987; Goldman, Skodol, & Lave, 1992; G. 
Pedersen, Hagtvet, & Karterud, 2007). A higher score indicated less 
symptoms / better functioning. Lower score indicated more severe 
psychiatric (more psychotic or suicidal) symptoms and lower 
functioning.  
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3.3.4 Alcohol and Drug Use. 

The Alcohol and Drug Use Scale measures drug and alcohol abuse for a 
6 month period prior to admission being: zero (abstinent), one (use 
without impairment), two (abuse), three (dependency), and four 
(dependency requiring institutionalization) (K. T. Mueser, Drake, R.E., 
Clark, R.E.,  McHugo, G.J., Mercer-McFadden, C., Ackerson, T.H.,, 
1995; K. T. Mueser, Noordsy, D.L., Drake, R.E., Fox, L.,, 2003; Sederer, 
1996).  

3.3.5 Referring agencies for psychiatric hospitalization 

The following agencies referred patients for admission to psychiatric 
hospitalization: General Practitioners (in Norwegian: Fastlege), local 
municipal emergency primary health care clinic (some places in Norway 
described as out-of-office-hours casualty clinics (in Norwegian: 
Legevakt)), other psychiatric health care departments (other psychiatric 
hospitals, district psychiatric centres and psychiatric outpatient 
polyclinics), and somatic hospitals. 

3.3.6 Statistical analysis 

For several variables, there were some missing data. Patients arriving at 
psychiatric emergency wards are often in an unstable state, will not, or 
are not able to answer all questions and variables in the Admission 
registration form, or the health personnel failed to collect the 
information.  

Analyses were conducted using the statistical package SPSS (SPSS, 
2012)  and overall descriptive statistics were used to calculate the mean 
and standard deviation (SD). T-test and Chi-square were used for testing 
significance of differences between IH and VH. Logistic regression was 
used in the analyses of predictors for IH. Due to the large data set, many 
factors may be identified and complex models may be well estimated. 
However, the focus here was on the main effects highlighting the most 
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important trends in the data. Such a parsimonious model may be viewed 
as an approximation to a more elaborate model for the data. The validity 
of such an approximation may be checked via goodness of fit measures 
and residual diagnostics. To achieve this stepwise variable selection 
techniques with strict criteria (p-in=0.01, p-out=0.02) were used to 
include a variable in the model. Forward and backward variable section 
procedures were used to single out the statistical most important 
predictors. Initially 32 different prediction variables were candidates for 
inclusion. Both procedures gave very similar results and the model 
showed good fit according to the Hosmer–Lemshow statistic and 
residual analysis. 

In article II and article III, analyses were made using the GLIMMIX 
module of SAS Academic version 3.3 used for the generalized linear 
mixed modelling (Schabenberger) As the binary variable of conversion 
from IH to VH was the outcome variable for all analyses. The SAS 
GLIMMIX procedure was used for all inferential statistics, using random 
intercepts for the site to correct for different base-rates at the different 
sites, and fixed effects for all variables, with logit link-function. All 
effects are presented as odds ratios (OR) with corresponding 95% 
confidence intervals. First, individual analyses were performed for each 
variable, but with random intercepts in order to estimate the unadjusted 
effects. Secondly, all variables showing unadjusted significant effects on 
conversion from involuntary to voluntary admission were entered 
simultaneously, in order to estimate adjusted multivariate effects.  

In article II initially 25 variables were used: admission time of day, who 
referred the patient, prior knowledge of the patient, escorted by the police 
to the hospital, patient requesting admission, age, gender, marital status, 
living alone, GAF symptom and functioning, HoNOS scores (9 items), 
use of drug or alcohol, living accommodation, income source, 
educational level and appearance of drug use. Out of the 20 sites 
investigated, there were 11 sites with 11 or more converted from IH to 
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VH cases, and nine sites had fewer than 11 converted cases and were 
excluded from the analyses as they precluded good model fit. 

In article III a binary variable representing wanting admission (1) or not 
(0) was the outcome variable in the analyses using generalized linear 
mixed modelling, using random intercepts for the site to correct for 
different base-rates at the different sites, and fixed effects for all 
variables, with logit link-function. All effects were presented as odds-
ratios (OR) with corresponding 95 % confidence intervals. Individual 
analyses were performed for each variable in order to estimate the 
unadjusted effects. All variables showing unadjusted significant effects 
on wanting admission were entered simultaneously in the GLIMMIX 
procedure in order to estimate adjusted multivariate effects. 
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4 Short summary of papers 

4.1 Article 1 – Predictors of involuntary 
hospitalizations to acute psychiatry 

 

Background: There is little knowledge of predictors for involuntary 
hospitalizations in acute psychiatric units. 

Methods: The Multi-centre study of Acute Psychiatry included all cases 
of acute consecutive psychiatric admissions in twenty acute psychiatric 
units in Norway, representing about 75% of the acute psychiatric units 
during 2005–2006. Data included admission process, rating of Global 
Assessment of Functioning and Health of the Nation Outcome Scales. 

Results: Fifty-six percent were voluntary and 44% involuntary 
hospitalizations. The police was in contact or transported the patient to 
hospital in 8% of the VH and 49% of the IH patients. 

Involuntary patients were older, more often male, non-Norwegian 
ethnicity, unmarried and had lower level of education. They more often 
had a disability pension or received social benefits, and were more often 
admitted during evenings and nights, found to have more frequent drug 
abuse and less often responsible for children and were less frequently 
motivated for admission. Involuntary patients had less contact with 
psychiatric services before admission. Most patients were referred 
because of a deterioration of their psychiatric illness. 

Regression analysis identified contact with police, referral by physicians 
who did not know the patient, contact with health services within the last 
48 h, not living in own apartment or house, high scores for aggression, 
level of hallucinations and delusions, and contact with an emergency 
primary health care clinic / out-of office clinic within the last 48 hours 
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and low GAF symptom score as predictors for involuntary 
hospitalization.  

Conclusions: IH seems to be guided by the severity of psychiatric 
symptoms and characteristics of the referred patient such as male gender, 
substance abuse, and contact with own GP, aggressive behaviour, low 
level of social functioning and lack of motivation. There was a need for 
assistance by the police in a significant number of cases. This complexity 
challenges to the organization of primary and psychiatric health services, 
and highlights a need to consider better pathways to care. 

 

4.2 Article 2 – Voluntary or involuntary acute 
psychiatric hospitalization in Norway: A 24 - hour 
follow up study 

Background: The Norwegian Mental Health Care Act states that patients 
who are involuntarily admitted to a hospital must be reassessed by a 
psychiatrist or a specialist in clinical psychology within 24 h to decide 
whether the patient fulfils the legal criteria for the psychiatric status and 
symptoms. International research on the use of different law processes 
during acute admission for coercive hospitalization in psychiatry is 
scarce, and an investigation of Norway's routine reassessment process of 
involuntarily referred patients may expand knowledge about this aspect 
of psychiatric treatment.  

Methods: The Multi-centre Acute Psychiatry study (MAP) included all 
cases of acute consecutive psychiatric admissions across twenty 
Norwegian acute psychiatric units in health trusts in Norway across three 
months in 2005–06, representing about 75% of the psychiatric acute 
emergency units in Norway. The incident of conversion from 
involuntarily hospitalization (IH) to voluntary hospitalization (VH) was 
analysed using generalized linear mixed modelling.  
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Results: Out of 3.338 patients referred for admission, 1.468 were IH 
(44%) and 1.870 were VH. After reassessment, 1.148 (78.2%) remained 
on involuntary hospitalization, while 320 patients (21.8%) were 
converted to voluntary hospitalization. The predictors of conversion 
from involuntary to voluntary hospitalization after reassessment of a 
specialist included patients wanting admission, higher scores on Global 
Assessment of Symptom scale, fewer hallucinations and delusions and 
higher alcohol consumption. 

Conclusions: The 24-hour reassessment period for patients referred for 
involuntary hospitalization, as stipulated by the Norwegian Mental 
Health Care Act, appeared to give adequate opportunity to reduce 
unnecessary involuntary hospitalization, while safeguarding the patient's 
right to VH. 

 

4.3 Article 3 – Patients’ attitudes to psychiatric 
hospitalization: A national multicentre study 
in Norway 

Background /Objective: To explore patients’ attitudes towards voluntary 
and involuntary hospitalisation in Norway. 

Methods: A multi-centre study of consecutively admitted patients to 
emergency psychiatric wards over a 3 months period in 2005-06. Data 
included demographics, admission status (voluntary / involuntary), 
symptom levels, and whether the patients expressed a wish to be 
admitted regardless of judicial status. To analyse predictors of wanting 
admission (binary variable), a generalized linear mixed modelling was 
conducted, using random intercepts for the site, and fixed effects for all 
variables, with logit link-function. 
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Results: The sample comprised 3.051 patients with data of their attitude 
to hospitalization. 1.232 of these (40.4%) being involuntary hospitalised. 
As expected 96.5% of the voluntary admitted patients wanted admission, 
while as many as 29.7% of the involuntary patients stated that they 
wanted the same. The involuntary patients wanting admission were less 
likely to be transported by police, had less aggression, hallucinations and 
delusions, more depressed mood, less use of drugs, less suicidality before 
admission, better social functioning and were less often referred by 
general practitioners compared with involuntary patients who did not 
want admission. In a multivariate analysis, predictors for involuntary 
hospitalization and wanting admission were, not being transported by 
police, less aggression and less use of drugs. 

Conclusions: Almost a third of the involuntary admitted patients stated 
that they actually wanted to be hospitalized. It is unclear what this 
implies, but it seems to be important to ask patients, both before and after 
admission, thoroughly regarding whether they wish to be hospitalized or 
not. 
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5 Discussion 

5.1 Main results from our MAP study 
We found that 44% of the patients were involuntary hospitalized (either 
involuntary observation (section 3-2) or involuntary hospitalization with 
known severe mental illness (section 3-3). From here on described as 
involuntary hospitalization (IH). The IH patients were older, more often 
male, non-Norwegian, unmarried and had lower levels of education and 
more often on a disability pension or social benefits, admitted during 
evenings and nights and were more often transported by the police to the 
hospital. IH patients were more likely to have substance abuse, were less 
often responsible for children, and less frequently motivated for 
admission. Most patients were hospitalized because of a deterioration of 
their psychiatric illness. In a multivariate model we found that predictors 
for IH were contact with police; referral by physicians who did not know 
the patient; contact with health services within the last 48 hours; not 
living in their own apartment or house; high levels for aggression, 
hallucinations and delusions; contact with a municipal emergency clinic 
within the last 48 hours and low GAF symptom scores. 

In Norway, according to the Mental Health Care Act, a psychiatrist or a 
clinical psychologist must reassess the admitted patient within 24 hours 
from the time of admission to the hospital, to decide if the mental health 
status of the patient fulfils the criteria for involuntary hospitalization 
(IH). Of all the IH patients, 21.8% were converted to Voluntary 
Hospitalization (VH). The predictors of conversion from IH to VH were 
patients wanting admission, fewer symptoms (better scores on Global 
Assessment of Symptom scale), less often hallucinations and delusions 
and more frequent use of alcohol. 

We asked all patients whether they actually wanted admission or not. As 
expected, the majority of voluntary hospitalized (VH) stated that they 
wanted admission (96.5%). We found however, that as many as 29.7% 
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of the IH patients also stated that they wanted admission. These IH 
patients were more seldom referred from a GP, less transported by 
police, and had better social functioning, lower levels of aggression, less 
severe hallucinations and delusions, a more depressed mood, less use of 
drugs and less suicidality when compared with IH patients who did not 
want admission. Predictors for IH patients who wanted admission were 
not being transported by police, less aggression and less use of drugs. 

Important results to discuss are; Are our rates of IH comparable to results 
in other studies? How can we understand the fact that nearly one third of 
IH patients are converted to voluntary stay after a 24-hour re-evaluation 
period? Finally, how can we understand the finding that a third of IH 
patients said that they wanted hospitalization when they were admitted 
to the psychiatric emergency ward? 

5.2 Pathways to psychiatric care - the process of 
hospitalization starts early. 

The process of seeking help for mental health problems often starts 
weeks, months or even years before a patient is hospitalized (Larsen, 
Johannessen, & Opjordsmoen, 1998)(Figure 5). This applies to patients 
who are either admitted for the first time, or it is due to worsening of a 
mental condition in need of a new admission. We believe different levels 
can be assumed to exist in this process: the first appearance of symptoms, 
evaluation at the GP / municipal emergency primary health care clinic, 
the assessment at intake by a physician during the hospitalization and 
reassessment by a specialist in psychiatry within 24 hours of admission.  

In Norway, the IH patient will be systematically reassessed within 24 
hours according to the Norwegian Mental Health Care Act. Before 
admitted to the hospital and during this process the patient’s attitude of 
wanting admission or not may arise and be under development and even 
be changed. Unfortunately, we do not have data of the patient’s changes 
in opinion in our study.  
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The beginning of symptoms 

Some patients may realize that “something is wrong” concerning their 
mental health and seek professional help. However, a considerable 
number of patients lack insight into the illness (Gilleen et al., 2011; Okai 
et al., 2007; Raffard et al., 2008; Ramachandran, Ramanathan, Praharaj, 
Kanradi, & Sharma, 2016).  Those patients most strongly associated with 
incapacity to make decisions were patients with psychosis, severity of 
symptoms, IH, and treatment refusal (Lepping, 2011). 

In such cases, the surrounding environment such as family take action 
and bring the ill person to the doctor. They may, as caregiver or spouse, 
experience a process where their attitude towards the patient in the 
beginning is on supporting the patient to get in contact with health 
personnel and a GP. Some patients will be grateful for this kind of 
support. However, other patients may refuse any interference. If family, 
other health personnel, friends and sometimes colleagues are those who 
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do not get a proper response from the patient for getting psychiatric help, 
they may sometimes have to continue with other more negatively 
charged methods like persuasion and threats, and this may lead to the use 
of police in order to get the patient to admission and treatment (G. S. 
Gowda et al., 2019) (Johansen, Carlsen, & Hunskaar, 2011; Johansen, 
Morken, & Hunskaar, 2012).  

At the GP office / municipal emergency primary health care clinic. 

In Norway, all patients are entitled to have their own GP (in Norwegian: 
“fastlege”). This was developed for the Norwegian society by the 
Municipal Regular GP Scheme in the year 2000 (The Ministry of Health 
and Social Affairs, 2000). GP’s are working daytime and often know the 
patients very well, and often they work at municipal emergency primary 
health care clinics during evenings and nights. Emergency primary 
health care clinics are open 24/7, and they are staffed by GPs and 
sometimes other physicians from somatic hospitals who wants to work 
extra during daytime, evenings and nights. These clinics are “first come 
first serve” clinics when patients are not able to go to their GP or if the 
illness is acute. Mostly, the physician will not have previous knowledge 
of the patient. This assessment will not represent the same continuity of 
care as compared to the GP who already knows the patient. At the 
emergency primary health care clinics, the physicians often have limited 
consultation time, and must decide what to do with the unknown, 
potentially severely mentally ill, patient here and now. Physicians at 
emergency clinics may also have less access to the full medical records, 
and therefore are less likely to be able to consider the patients’ 
background history. Research in Norway has shown that many 
physicians working in an emergency primary health care clinic, as an 
extra job, had less than 5 years of job experiences, and then less 
experience with IH procedures and understanding of the mental health 
law (Rotvold & Wynn, 2015a).  GPs working in emergency primary 
health care clinics also experienced fear for personal safety, uncertainty 
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and working with patients with complex situations with limited 
information, time and knowledge (Johansen et al., 2011).  

Family or friends may transport the patient to the GP or the emergency 
primary health care clinic, or the patient travels to the clinic or GP by 
himself / herself. The patient may also due to resistance to visit a 
physician or because the patient sometimes may have made public 
disturbance, be transported to the GP or the emergency primary health 
care clinic by the police (Johansen et al., 2011). The same stakeholders 
(family and friends) may also continue and follow the patient from the 
GP / emergency primary health care clinic to the hospital.  

Involuntary hospitalizations are described as complex processes which 
involve many stakeholders (Rotvold & Wynn, 2016). In a Norwegian 
study of 74 GPs and physicians working at an emergency primary health 
care clinic who a previous week had admitted an IH patient, the 
physicians were asked who they believed first detected the patient’s need 
for hospitalization. Results showed that other branches of health services 
(municipals services / psychiatric home nurses) were the major source in 
53% of the cases. Some of these patients could possibly be readmissions, 
detected by municipal health personnel. Other sources were family 25%, 
police 17%, friends of the patient 5% and others 5%.  

5.3 Rates of IH 

5.3.1 National figures in Norway. 
Norwegian national referral rates of IH in psychiatric hospitals in 
Norway were  38% in 2003, 41% in 2005 (P. B. Pedersen, 2006) and 
44% in 2006 (SINTEF Helse, 2007).  

IH rate after a specialist in psychiatry / clinical psychologist within 24 
hours made a reassessment at hospital level were 28% in 2003, 30% in 
2005 (P. B. Pedersen, 2006)  32% in 2006 (SINTEF Helse, 2007),  25% 
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in 2008 (P. B. Pedersen, 2009) and 25% in 2013 (The Norwegian 
Directorate for Health, 2014).  

For all admissions to psychiatric hospitals and district psychiatric centres 
included, after reassessment by a specialist, IH rate were 27% in 2005) 
and 27% in 2006 and 21 % in 2008 (P. B. Pedersen, 2009) and 16% in 
2013 (The Norwegian Directorate for Health, 2014). As presented, the 
rates are lower when national rates includes all psychiatric admissions, 
which include elective and acute admissions, hospitals and district 
psychiatric centres.  

In 2018, there were approximately 48.000 referrals to psychiatric 
admissions in Norway (R. Bremnes, 2020; R. Bremnes, Skui, H.,, 2020). 
They found an annual volume of approximately 12.000 referrals (25%) 
to involuntary observation (section 3-2) or involuntary admitted with 
known severe mental illness (section 3-3). Of all IH admissions 
(hospitals and district psychiatric centres) in 2018, 38% were converted 
to VH in 2018, compared to our result of 21.8% (hospital admissions 
only).  

The national figures for Norway represented 186 IH admissions per 100 
000 inhabitants per year age 16 years and over. The IH patients have 
actually been detained under duress for up to 24 hours pending the 
psychiatric specialist reassessment. The rate of IH was nearly the same 
in 2016 (190/100 000) as in 2018, even after a change in the Mental 
Health Care Act in 2017 (179/100 000). However, national figures 
included all admissions, both acute and elective at all psychiatric 
institutions (psychiatric hospitals and district psychiatric centres) who 
were eligible to receive IH.  

We found that 44% were referred for IH. It is difficult to know if this is 
a high or a low rate of IH. However, this represented all patient acutely 
and consecutively hospitalized at psychiatric emergency units. Often, our 
district psychiatric centres, as part of the specialist health service, receive 
patients with less severe symptoms on a voluntary basis, but some also 
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admit IH patients. If these most often VH admissions were included in 
our study, there would have been a lower total rate of IH.  

5.3.2 International rates of IH. 
Internationally, there are huge variations of IH between and within 
countries. Some countries report very low rates: Cyprus (2%), Serbia 
(3%) (Turnpenny, 2017c).   

However, mid-range rates: Ireland (10%), Canton Basel in Switzerland 
(10.6%), Poland (14%) (Turnpenny, 2017c), a more deprived population 
in inner city Dublin, Ireland 14.1% (2008-2014) (Curley et al., 2016) , 5 
hospitals in Portugal (16.2%) (M. Silva et al., 2020). 

High rates: Finland (22%), France (24%), two studies in parts of China: 
(32%) (Yang et al., 2019) and (42%) (Zhou et al., 2015), and Canton 
Vaud in Switzerland (38%) (Turnpenny, 2017c).  

Countries or areas with even higher IH were local hospitals in Moscow, 
Russia (60%) (Tsygankov, 2013b), and Taiwan nearly (95%) (Wu, 
2012b) (figure 2).   

Some studies present rates of IH per population. A systematic review of 
IH in different adult psychiatric hospitals in Norway  (2001 – 2016) 
found that Norway had a relative high rate of IH,  on a population base,  
135 to 418 / 100 000 inhabitants per year compared to rates in other 
European countries (Dressing & Salize, 2004; Wynn, 2018). In Norway, 
after the new Mental Health Care Act of 2017, we could not to admit 
patient who had not the capacity to consent on a voluntary basis. This 
patient had to be admitted IH. 

We identified no studies with a similar design as our study. Population 
data show that rates of IH in Europe ranges from two to 282 per 100 000 
inhabitants per year (fig 3). However, sometimes these data only 
represent acute admissions, or only regions. National statistics are not 
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always available (table 1). Some countries have both public, private, and 
forensic hospitals. It can be unclear if all types of hospitals are included 
in the data. Criteria for IH may also differ. Some countries have the 
danger criteria; others include the need for hospitalization as a criterion 
(Rotvold & Wynn, 2015b; H. J. Salize & Dressing, 2004).  

5.3.3 Characterizations of IH patients 
We found that IH patients significantly were more often older, male, 
non-Norwegian, unmarried, and more often admitted during evenings 
and nights. In a Swiss study of 8.917 cases during 2013-2015, 10.6% 
(942) were IH (Arnold et al., 2019). They found similar results: IH 
patients were often older, of non-Swiss nationality, not married, admitted 
during nighttime and weekends, and had a diagnosis of schizophrenia 
spectrum disorders. However, in the Swiss study there were no 
significant differences between VH and IH patients concerning gender, 
housing situation, occupational setting, substance use and affective 
disorder (Arnold et al., 2019). 

In a more deprived population in inner city Dublin, Ireland (2008-2014) 
the IH population had a high rate of patients of single status, VH patients  
76.6%, and IH 79.4% (Curley et al., 2016) compared to our study (VH 
51.9 and IH 59.3). From the same inner city Dublin study; there were 
variations in IH rates between three hospitals, explained by gender, 
marital status and diagnosis (Umama-Agada et al., 2018). However, in a 
Swiss study from the Canton of Vaud, there were significantly more IH 
patients who were widowed and they were more likely to be older than 
the VH group (B. Silva et al., 2018).  

Ethnicity may influence IH. In our study, IH patients were more often of 
non-Norwegian ethnicity. In a study of 1.633 IH admissions in Ireland in 
2009, the proportion of IH admissions was higher among Non-Irish 
(33.9%) compared to patient with Irish ethnicity (12.0%) (Ng & Kelly, 
2012). Similar results are found in other countries (Mulder, Koopmans, 
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& Selten, 2006) (Barnett et al., 2019). Health personnel may have less 
understanding of patients from other ethnic nationalities because of 
language- and cultural barriers (Kisely & Xiao, 2018). The physicians’ 
ability to interpret psychiatric symptoms such as delusions and 
hallucinations may be more difficult. It can also be more challenging to 
convey other solutions than admission to a psychiatric hospital. 

5.4 Predictors of IH 
In multivariate analysis, we found six significant predictors of IH. The 
predictor with highest Odds Ratio was contact with the police, (OR 3.72). 
This finding has also been reported in a study in Switzerland (B. G. Silva, 
P. Morandi, S., , 2018), Ireland (Feeney, Umama-Agada, Curley, 
Asghar, & Kelly, 2020) and Brazil (Mosele, 2018). In Norway, as in 
most countries, the police are involved when a person behaves 
aggressively or appears threatening to self or others. The police may be 
the first official agency at the scene, sometimes before health personnel 
or ambulance. When the police are suspecting the person to have mental 
problems, they take the person to a municipal emergency clinic so a 
physician for symptoms of mental health problems and the need for 
hospitalization can evaluate the person. We found one comparable study 
from Switzerland with a large number of cases (5027) (B. G. Silva, P. 
Morandi, S., , 2018). IH patients were more likely than VH patients to 
be referred for admission by the police. However, IH patient were more 
often referred by a GP, a general hospital, a psychiatric hospital, or the 
justice system. A study from Dublin, Ireland, during a 3.5 years period, 
of 2.715 patients, 16% were IH (2015-2018). They found that concerning 
IH the police were involved in 20% of the of all IH admission (Feeney 
et al., 2020). A smaller study from Brazil of 137 patients, where 71 
patients were IH (51.8%) (2012-2013) found that the primary predictors 
of IH were being brought to hospital by police or ambulance (Mosele, 
2018).  
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The second strongest predictor of IH in our study was that the patients 
were referred from someone who did not know them (OR 1.50). A 
number of studies have reported the same. The Swiss study from the 
Canton of Vaud, found that most of the IH patients were referred by a 
physician who did not know the patient even as the region had among 
the highest rates of psychiatrists per 1.000 inhabitants in the world (B. 
Silva et al., 2018). Similar results were found in another Swiss study 
from Canton of Zurich were 79% of the referring physicians did not 
know the patient from prior treatment when they were referred to IH. 

A third predictor in our study was if the patient had other contact with 
health or social services prior to admission in the last 48 hours (OR 1.48).  
We did not find comparable results other than in a study describing that 
if the patient had previously been IH at least once the previous year, this 
was a strong predictor (B. G. Silva, P. Morandi, S., , 2018). 

A forth predictor of IH was patients living in other less stable housing 
conditions than living in own apartment or house, (OR 1.46). We have 
not found any study with similar results.  

A fifth predictor of IH was a high score on HoNOS aggression, (OR 
1.39). This result was supported by a Swiss study of 5.027 patients from 
the Canton of Vaud in 2015, where they found that a high score on 
overactive, aggressive, disruptive or agitated behaviour had a OR of 1.37  
(B. G. Silva, P. Morandi, S., , 2018). A Chinese study of 797 patients 
(42% IH) interviewed one week after discharge from 16 psychiatric 
hospitals in 10 provinces in China (Zhou et al., 2015) also found a high 
score on aggression as a predictor for IH. A limitation of this study was 
that the essence of the old Mental Health Care Act in China gave 
psychiatric patients a low level of protection with human rights, limited 
guidance for IH, and limited data on rate of IH before the new law was 
activated. The new law was introduced in 2013, and more than 50% were 
IH. The study did not have a clear definition on IH, and all data was 
obtained after discharge. Similar result was also found in a Brazilian 
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study (Mosele, 2018). Their IH patients had a more aggressive behaviour 
at admission and during the first 24 hours of hospitalization, but also 
73.2% of the patients had a history of physical aggression before 
admission. 

A sixth predictor of IH was a high score on HoNOS hallucinations and 
delusions (OR 1.20). In the Swiss study from Canton of Vaud they found 
the same (OR 1.12) (B. G. Silva, P. Morandi, S., , 2018). Severe mental 
illnesses with symptoms of psychosis including hallucinations and 
delusions are the main criteria for IH in most Mental Health Care Acts. 
Several studies have found that psychosis related diagnoses were 
predictors of IH. An Irish study of 446 patients of deprived inner city 
Dublin admitted to a single acute psychiatric ward during a 3-year period 
(2008-2010), IH were 15%. They found a diagnosis of schizophrenia 
spectrum disorders was the only predictor of IH (Ng & Kelly, 2012). 
However, based on the same site but extending the period from 2008 to 
2014 including 1.099 patients, IH was 14.1%. They found then that 
predictors for IH was place of origin and male gender. Diagnosis were 
no longer a significant predictor of IH. However, the study area had a 
high level of people born outside Ireland, and fewer of them did seek 
voluntary care, compared to Irish born individuals (Curley et al., 2016). 
A French study of 363 IH patients hospitalized during one year (2014-
2015) at Tours University Hospital concluded that a psychotic syndrome 
was associated as a predictor for IH (Godet & Niveau, 2018). A Dutch 
study (a follow up study over two years) of 244 acute psychiatric patients 
at risk of IH at a psychiatric emergency unit in Amsterdam showed that 
predictors of a new IH were patients with a previous history of IH (van 
der Post, Peen, & Dekker, 2014). However, this study had limitations 
since out of 954 patients who were at risk of IH, many of them did not 
respond, refused to participate, or were too ill to consent to the study.   

Finally, our study showed that low GAF symptom score at intake was a 
predictor of IH (OR 0.35). We found that IH patients had lower scores 
on GAF symptoms and functioning at intake. Increase in GAF symptoms 
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score decreased the OR for IH by a factor of 0.35 per unit. We found no 
study of adult patients describing the same result. However, it is clinical 
understandable that IH patients will be presented at admission with 
severe psychiatric symptoms and then a low GAF symptom score to 
fulfil the Mental Health Care Act criteria.  

5.5 Is there a reasonable threshold value for IH?  
In order to find out whether the use of IH is in accordance with good 
clinical practice and the understanding of the law's criteria, a study with 
a quality control – a sort of gold standard – would need to be carried out. 
Let us say that a number of consecutively IH were studied in order to 
decide whether IH was necessary. One need to define a threshold for 
determining IH as being beneficial for the patient. The researchers would 
have to go through the medical records, but also interview patients, 
relatives and GP’s. In other words - we do not know what the mean 
average rate of IH in a population based on a Mental Health Care Act 
ought to be.  

Public support to the Mental Health Care Act is important. A Norwegian 
study conducted telephone interviews presenting cases with severe 
mental health symptoms. The public were asked if they supported IH or 
not when voluntary interventions had proven to be inadequate (Joa et al., 
2017). This public support for IH is also described in a study of patients 
in a hypomanic or manic state needing treatment (Borgeat & Zullino, 
2004). In this study of 449 patients, relatives and caregivers were asked 
about their opinion based on a clinical vignette with an above-described 
situation. Up to 60% of respondents (including a majority of patients) 
supported the use of coercion. 
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5.5.1 Reduced rate of IH – a political, pressure group or 
autonomy-based strategy? 

Every time a person is sent to a hospital against his/her own will, the 
patient’s autonomy will be challenged. Over a long period, there has 
been a debate in Norway regarding the use and rates of IH and 
involuntary treatment. Politicians, government officials, human rights 
organizations, patients and relative organisations and the media have 
debated the use of IH in psychiatric institutions during the last decades, 
many of them concluding the rates of IH were supposedly too high 
(Aftenposten, 1998; Dagbladet, 2011). In addition – there has been a 
focus on different rates of IH within regions of Norway. However, it is 
difficult to interpret such findings because there are no studies, so far, 
which have described different variables like organization of psychiatric 
treatment on municipal and hospital level, number of available beds per 
capita, demographic differences, or differences in for example culture in 
use of IH. From 2012, the Norwegian Ministry of Health and Care 
Services instructed regional health authorities and local hospitals in 
Norway to reduce coercion as part of a national health strategy. The 
Norwegian Ministry of Health and Care Services stated in 2013 the IH 
rates ought to be reduced by 5% per year (N. Ministry of Health and Care 
Services, 2013). Yearly, from 2014 until 2018 hospitals were required to 
continue to reduce IH (N. Ministry of Health and Care Services, 2018). 
We do not know the empirical data upon which the Norwegian 
Government based this decision. Could it be higher IH rates in Norway 
compared to other countries? We have already outlined that mental 
health legislation is different in different regions and states throughout 
Europe (de Jong et al., 2016; Georgieva et al., 2019; Gourevitch, 
Brichant-Petitjean, Crocq, & Petitjean, 2013; Hotzy et al., 2019; T. W. 
Kallert et al., 2005; H. J. Salize & Dressing, 2004; H. J. Salize, Dressing, 
H., Peitz, M., 2002; B. Silva et al., 2018; Turnpenny, 2017a) and in other 
countries (Noguchi et al., 2016; Wu, 2012a; Yang et al., 2019; Zhou et 
al., 2015).  
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At the Norwegian national level, the number of referrals for IH was 
unchanged from 2016 (11.939) to 2018 (11.783) (R. Bremnes, Skui, H.,, 
2020). The rates of conversion from IH to VH were both years the same 
(2016: 38%, 2018: 38%). In Norway, the Mental Health Care Act was 
changed in 2017. The new criteria introduced in IH was that the specialist 
had to evaluate the patients’ competence for consent to admission. If the 
patient had competence to consent, and were not in danger for self or 
others, the patient could not be admitted for IH. The intentions for the 
lawmakers were to give the patient more autonomy, and hopefully 
reduce unnecessary IH. 

Could there be pressure groups that have influenced the authorities for 
various reasons? If so, - who are these groups? Where there any risk 
assessed of the consequences the change of law might give for patient 
treatment, the relatives' situation, and the situation of society as a whole? 
I am critical towards the idea that a 5% reduction in IH rates was 
warranted. I believe this decision was more based upon ideology than 
science. Obviously, it is important to use as little IH as possible, but there 
must be a limit to the good of such a reduction. If we go below that 
threshold, we could harm the patients in need of treatment.  

In Norway, we are able to provide treatment, hospitalization, 
medications, and support for housing and income, regardless of whether 
patients are wealthy or have medical insurance. In some countries, this 
is not the case. Studies show that between a quarter to a third of the 
homeless in the USA have a serious mental illness (schizophrenia, 
bipolar disorder or severe depression) (Harvard Health Publishing, 
2014). If they suffer from illnesses such as psychosis, mania or severe 
depression they may lack illness insight. In a Norwegian health care 
system study in 2012, the average cost per individual per year with 
schizophrenia was 106 thousand USD (Evensen et al., 2016). It is 
expensive to run hospitals and outpatient clinics. As clinicians, we must 
be aware of the economic aspects of providing less treatment to mentally 
ill citizens. 
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However, some studies have shown that patients, family and health 
personnel often think that IH is necessary if this is done in the best 
interest of the patient due to the need for proper evaluation, diagnostic 
assessment, good psychiatric treatment, and a better life after discharge 
(Abramowitz et al., 2011; Borgeat & Zullino, 2004; R. A. Brooks, 2006; 
Guedj et al., 2012; Hayashi et al., 2000; Jankovic et al., 2011; Noguchi 
et al., 2016; Olofsson & Norberg, 2001). In letters presented in national 
media written by patients or family members, they express that IH 
sometimes saves lives and preserves dignity (Alfsen, 2009; Herschel 
Hardin, 1993), and psychiatric specialists try to reduce IH by giving GPs 
evenly feedback on their admission practice to hospitals (Paulsen, 2016). 
It is important that family member organizations and patient organization 
present their good or bad experiences from psychiatric health care. 
However, sometimes this criticism is mainly from selective groups who 
have only negative experiences with psychiatry.  

In conclusion, there is much uncertainty over what a gold standard rate 
of IH might be. 

5.6 Conversion to voluntary hospitalization 
In Norway the psychiatrist or clinical psychologist has to reassess the IH 
patient within 24 hours to decide if the patient fulfil the Mental Health 
Care Law criteria or not. As the next step, we studied to which degree 
patients stayed as IH after the reassessment that had to be carried out. 
This is a complex process since some symptoms might change 
significantly during the first 24 hours of hospitalization due to the fact 
that the patient might have used alcohol or drugs. We found that 21.8% 
of IH patients were converted to VH. We found no country that had a 
similar 24-hours reassessment process as Norway. However, two studies 
showed similarities when patients are referred for IH, but refused for IH 
after psychiatric assessment.  
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In a study from Belgium in 2007 of 346 patients requested for IH, more 
than 50% were refused after a psychiatric assessment (Lorant, Depuydt, 
Gillain, Guillet, & Dubois, 2007). In Belgium a public prosecutor have 
the authority to decide if a patient need to be IH. The public prosecutor 
have to request a psychiatric assessment in a psychiatric emergency 
ward. The assessment is carried out or reviewed by a senior psychiatrist. 
Main criteria for IH is presence of a mental disorder, danger to self or 
others, urgent need for treatment, refusal for treatment by the patient or 
a lack of less restrictive alternative forms for care. Results showed that 
the lack of less restrictive alternatives to care was the most profound 
criteria for IH. The study concluded that patients with psychosis, non-
Belgians, not living in a private household and adults were more likely 
to be IH because of a lack of a less restrictive alternative form of care. 

In 10 member states of  the European Union (Austria, Belgium, France, 
Germany, Greece, Italy, The Netherlands, Portugal, Spain and United 
Kingdome), a non-medical authority makes the decision for IH, while in 
five member states (Denmark, Finland, Ireland, Luxembourg and 
Sweden), the physicians have the decision authority (H. J. Salize & 
Dressing, 2004). Since development of new mental health care laws are 
in a continuous process of change, these countries and other countries 
may make changes concerning assessment procedures and the deciding 
authority.  

In other parts of the world, for example in Taiwan, a Psychiatric Disease 
Mandatory Assessment and Community Care Review Committee 
accepted 90% of all patients requested for IH. (Wu, 2012b).  

We found that predictors of IH to VH conversion were: the patient did 
not want admission, had higher scores on GAF / fewer symptoms of 
mental health problems, lower scores on hallucinations and delusions 
and more use of alcohol. There are no similar studies for comparison,  
but one Norwegian study suggested the high number of IH who were 
converted might be due to the referring physician outside the hospital 
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feeling pressure to admit the patient on an IH basis (Rotvold & Wynn, 
2015a). This kind of pressure to IH could come from the health service, 
family or police. Is there a tradition in Norway to IH due to lack of 
housing facilities for patients with severe mental illness, lack of enough 
beds in hospitals, or lack of municipal adequate follow up and outpatient 
treatment? Now, we do not have clear answers to these questions. 

5.7 Do patients want to be hospitalized? 
The final step in our study was to ask 3.051 patients whether they wanted 
to be hospitalized or not.  

Of all patients 69.5% stated they wanted admission when asked by the 
health personnel in the psychiatric emergency wards. As expected, 
nearly all of VH patients (96.5%) stated they wanted admission. 
However, as many as 29.7% of IH patients stated the same.  

IH patients who stated they wanted admission were less often referred 
from a GP, less likely to be transported by the police, had a better GAF 
symptom and functioning score, less aggressive or agitated behaviour, 
less symptoms of hallucinations and delusions, more depressed mood, 
fewer used drugs, and they had less suicidal behaviour before admission.  

We found one study from the USA that explored the same question 
during an acute admission process using the expression of “need for 
hospitalization”, and a study from England about “attitudes” to IH.  

The USA study took place in the states of Pennsylvania and Virginia 
(1992-1994). Patients consecutively admitted were asked within two 
days of admission and 2 weeks after discharge whether they thought that 
they needed hospitalization, 184 patients (69%) were VH and 84 (31%) 
IH (Gardner et al., 1999). They found similar rates as we did. Of all 
patients, 76% stated they needed hospitalization, 85% of VH patients, 
and majority of the IH patients (55%) said they needed hospitalization 
during an admission interview. 
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When they asked 40 IH patient after discharge who initially said they 
needed hospitalization, only 5% changed their opinion two weeks after 
discharge. When they asked 36 IH patients who at admission believed 
they did not need hospitalization, 39% changed their attitude two weeks 
after discharge. 

In the UK study with eight mental health trust about attitudes to IH, 
(2003-2005), 778 IH patients consented to participate and were 
interviewed at baseline and 396 of these were re-interviewed after one 
year (Priebe et al., 2009). They found that patients who were not satisfied 
with the care / treatment at the psychiatric hospitals during the first week 
of the emergency IH were more likely to be readmitted later on an IH 
basis. They were also less likely to believe that the first acute admission 
was correct. Poor general functioning at the time of acute admission was 
associated with a more positive attitude toward IH care later. Those who 
remembered well that the acute state of illness had a major impact on 
their general functioning, said this may have influenced their view of a 
need for IH. In our study, we had no variables describing insight.  

In conclusion, as our study and other research has shown, the timing of 
asking a patient if they want hospitalization or not may lead to different 
responses from the patient. Time may also change patients’ attitudes 
because insight may change during hospitalization, and the experience 
of treatment may influence the result. Our study had no similar follow 
up question at discharge to measure if IH patients who wanted 
hospitalization had the same opinion at discharge. 

5.8 Future challenges 
We found that 44% of all admission to 20 psychiatric emergency units 
in Norway were IH. However, comparing rates from Norway with other 
countries proved to be difficult. There are several possible explanations: 
Weaknesses in national statistical data, lack of representative samples 
and real differences because of different mental health legislations. Also 
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different attitudes towards IH in the public, among patients, relatives and 
health personnel, unequal funding of psychiatric services, different 
pathways to care and different levels of social welfare within and 
between countries may influence theses data. A mental health system 
with private and public mental health institutions may also affect the rate 
of IH.  

However, more than one fifth of the IH patients in our study were 
converted to VH during reassessment within 24 hours by a specialist.  
This quality process of testing the patient's symptoms and condition 
against the Norwegian Mental Health Care Act within 24 hours after the 
patient arrived at the psychiatric emergency ward in itself means that the 
proportion of IH is reduced. This ensures that those patients who do not 
meet the law's criteria are quickly either transferred to a voluntary further 
stay, or discharged because they then want to. In this way, the patient's 
autonomy is safeguarded. 

Our result showing that nearly one third of the IH patients stated that  
they wanted to be hospitalized raises the question of whether the opinion 
of the patients are taken seriously in the process of hospitalization. 
Would we have a different result if the GP has used more time to discuss 
the admission and other possibilities before the patient is decided to be 
IH? 

Are our results from 2005-2006 valid today? We see that there has been 
a legal adjustment with the introduction of consent competence in new 
legislation from the autumn of 2017. Nevertheless, admission to 
compulsory mental health care (IH) is not reduced, rather stable or 
perhaps increasing. The Østenstad Law Committee contains a kind of 
zero vision for coercion in psychiatric treatment (The Norwegian 
Directorate of Health, 2019). In the same way that serious chronic 
somatic disorders require hospitalization and intensive treatment, it can 
be argued that the same is true for severe mental disorders with the need 
for involuntary hospitalization (IH) (Malkomsen, 2022). 
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Future challenges may be: Coercion in relation to public health ethics 
has been expressed as:  “Early intervention in mental health seeks to 
improve the wellbeing of as many people as possible, by intervening at 
an early stage in the onset of illness, or by taking preventative action in 
‘at risk’ populations (McKeown, 2019b).” Could we reduce the rate of 
acute admissions by intervene at an earlier stage of the development of 
the patients severe mental health conditions? Will this change the rate of 
IH? Some researchers have put forward four possible scenarios for future 
mental health: Patient driven services without coercion, modified social 
contexts with focus on patients social and living context, virtual mental 
health care by online and virtual technology using an avatar, and partners 
to the poor by access to the provision of care regulated on the basis of 
social disadvantage (Giacco et al., 2017). My question to this kind of 
mental health care system would be: Would patients with less insight and 
severe psychotic symptoms under such a regime get better treatment with 
less IH? 

Researchers have questioned if different mental health care laws and the 
interpretation of these laws are the reason for unequal levels of IH in 
different countries. In a recent study of incidence of IH between 2008 
and 2017 in 22 countries (Europe, Australia and New Zealand), they 
found that a higher incidence of IH was associated with a larger number 
of inpatient beds, higher Gross Domestic Product per capita, health care 
spending per capita, a higher proportion of foreign-born individuals in a 
population, and lower rate of absolute poverty (Sheridan Rains et al., 
2019). The study did not find that other country level demographics, 
economic, health-care delivery indicators and characteristics of the 
legislative system were associated to annual IH rates. In Norway, for 
example, number of in-patient beds have been reduced from 8011 in 
1990, 5370 in 2005, to 3582 in 2020. 
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5.9 Criticism of interpretation of results 
A limitation in our study was the lack of follow up questions to get 
information on the set of arguments the IH patient who wanted admission 
had, or the reasons why some VH patients did not want admission. We 
had a discussion during the planning of the study with a possibility for 
more direct patient questions. However, our principle investigator had 
contact with the Norwegian Social Science Data Services and the 
Regional Ethics Committee. They responded saying if we added more 
variables, we would need a letter of consent from the patient. The result 
of this may be patients with known severe mental illness would refuse to 
participate.  

5.10 Recent developments  

5.10.1 CRPD 

During the last decade we have seen an increased national and 
international focus on the reduction in the use of coercion in psychiatry 
(Dagbladet, 2011). This discussion has been partly driven by The United 
Nations Convention on the Rights of Persons with Disabilities (CRPD) 
Assembly in 2006 and the UN - nations ratification process of the charter  
(United Nations, 2006). The United Nations Convention on the Rights 
of Persons with Disabilities (CRPD) was adopted by the United Nations 
General Assembly in 13 December 2006 (United Nations CRPD, 2006). 
CRPD is an international treaty that identifies the rights of persons with 
disabilities as well as the obligations on States parties to the Convention 
to promote, protect and ensure those rights. CRPD is signed by 177 UN 
members (May 2019) including Norway (ratified in 2013). The main 
purpose of the CRPD is to ensure that disabled people have equal 
opportunity to realize their human rights and to reduce obstacles that 
make this difficult. CRPD recognizes “the equal rights of all persons 
with disabilities to live in the community with choices equal to others” 
(Molodynski, Khazaal, & Callard, 2016) (United Nations, 2006). The 
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Convention is important for psychiatric services because it focus on 
human rights, and does not accept torture and other cruel, inhuman or 
degrading treatment or punishment. 

The CRPD is considered “the most up-to-date international legal 
instrument specifically tailored to stipulate the rights of persons with 
disabilities. Such persons are taken to include those with serious mental 
disorders” (Szmukler, 2019). Szmukler further states, “The 
discrimination against people with mental illness in conventional mental 
health law is being increasingly recognized, raising fundamental 
questions about justifications for compulsion.”  

The CRPD requires the signing UN member states to replace regimes of 
“substitute decision making” with regimes of “supported decision-
making.” It has been argued that it is the interest of psychiatry to reduce 
its reliance on coercion and implement alternative ways of support for 
the psychiatric patient (Puras & Gooding, 2019). However, some authors 
dispute the CRPD with conflict between the right to life (CRPD § 10) 
versus the right of health (CRPD § 25) in relation to seriously mentally 
ill patients (Steinert, 2019). An example would be a deeply depressed 
patient who want to take his/her life, but when treated – using coercion 
(including IH) will thank the therapist for being alive when not ill 
anymore - the “thank you” theory  mentioned by Gardner (Galderisi, 
2019; Gardner et al., 1999). 

Challenges have been made to the CRPD proposal such as restrictions in 
governments ability to intervene to protect the interest and rights of 
disabled persons (Appelbaum, 2019). An interpretation of this is: People 
with a major depression who intend to end their lives, psychotic patients 
who think food is poisoned and will not eat, and bipolar patients in a 
mania use all their financial resources could not be hospitalized against 
their will if the CRPD is interpreted too restrictive. Appelbaum present 
a new critique of the CRPD saying, “Protecting vulnerable people does 
not constitute discrimination – indeed ignoring their vulnerability may 



Acute hospitalization in psychiatry 

80 

be discriminatory.” He therefore suggest that CRPD needs amendments 
to address these conflicts between autonomy and ignoring vulnerable 
people. Several other authors have expanded this discussion (Bartlett, 
2019; Flynn, 2019; Funk & Drew, 2019; Galderisi, 2019; Puras & 
Gooding, 2019; Steinert, 2019; Szmukler, 2019). Following this new 
debate about the understanding of CRPD, an important issue could be; 
should the need for care and treatment be raised to a higher valued ethical 
level than autonomy itself, concerning patients with loss of insight and 
in danger for self or others? If so, what implication will the present 
understanding of CRPD be for the society and the individual when 
patients do not receive adequate psychiatric hospitalization, care and 
treatment? If the Government refrains from treating psychiatric patients 
without insight into their disease and allow them to “manage on their 
own,” then on the one hand you will save hospital expenses, but will you 
actually inflict additional costs on society both financially and in other 
ways over time? 

5.10.2 Changes in Norwegian Mental Health Care Law 

The criteria for IH in Norway has changed from our first Mental Health 
care Act in 1848 where the focus was that madness was a medical 
condition (Da Silva Øvregard, 2020).  

The first revision in 1961 stated that the main criteria for IH was a serious 
mental illness. The additional criteria were either that IH was best for the 
patient, or necessary for public order and safety, or for reasons of 
possible cure or significant improvement in hospital treatment. The 
second revision in 1999 described IH as problematic and that the use of 
it should be regulated and limited. The main criteria was not changed - a 
serious mental illness. However, a new additional criterion was that the 
patient had to be a danger to self or others' lives and health, and it was 
demanded that voluntary mental health care had been tried out or is 
obviously pointless.  
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The CRPD ratification in the United Nations had focus on the 
competence to consent to treatment. If the patient had the competence to 
consent, even with a serious mental disorder, the patient could not be IH 
unless he/she was a danger to self or others. With effect from 1 
September 2017, the Mental Health Care Act in Norway was revised and 
the conditions for compulsory mental health care were tightened (The 
Norwegian Directorate of Health, 2017b). The change laid in the 
introduction of a competence-based model. In practice, this entails a 
requirement for lack of consent competence as a condition for 
compulsory observation (section 3-2), compulsory mental health care 
(section 3-3), and treatment without own consent for all patients who do 
not pose a danger to their own lives or the lives or health of others. The 
amendments to the law will contribute to increased self-determination 
and the rule of law. The introduction of conditions for lack of consent 
competence shall contribute to less coercion.  

Patients who have capacity to give informed consent may refuse to 
accept offers from mental health care. Patients, who after a period of 
treatment recover consent competence, may terminate the processing at 
its own request. The change may first have the effect that the IH period 
will be shorter, including shorter periods for patients who are on an 
involuntary outpatient commitment order. At the same time, the change 
in the law entails an increased awareness that patients who lack consent 
competence cannot be treated "voluntarily". In isolation, this could lead 
to a small increase in the number of IH decisions. 

In Norway, 2005- 2018 the rates of IH (compulsory observation section 
3-2 and compulsory mental health care section 3-3) of all patients 
admitted ranged from 25% to 38% after specialist reassessment. The 
rates of referrals to  IH  that were converted to VH after reassessment of 
a specialist ranged from 22% to 38% (The Norwegian Directorate of 
Health, 2003, 2007b, 2008b, 2009b, 2020; The Norwegian Directorate 
of Health / Bremnes, 2019) (Appendix 13 Table 4). From 2016 to 2017 
the number IH was reduced, but increased again in 2018. The reduction 
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applied to the latter part of 2017, and was assumed to be related to stricter 
conditions for compulsory mental health care after the introduction of 
capacity to give informed consent criteria in September 2017 (R. 
Bremnes, Skui, H.,, 2020).  

In 2019 a new law proposal for all areas of coercion in mental health, 
somatic health on both level of specialist care and municipal care were 
under review (The Norwegian Directorate of Health, 2019). The 
Government received hearings from all over the nation in 2020, and the 
result of this is still not presented to the public.  

5.11 Future prospective 
To hospitalize someone involuntary is the last working tool we have in 
order to secure that the patient with severe psychiatric illness receives 
treatment. A recent registry-based observational study of 4.55 million 
Norwegians listed to their GP, showed that with a personal GP, there is 
greater continuity of care, lower mortality rates, fewer hospitals 
admissions and fewer referrals to specialist health care if (Baker et al., 
2011; Barker, Steventon, & Deeny, 2017; Sandvik, Hetlevik, 
Blinkenberg, & Hunskaar, 2021). These findings will definite affect the 
importance of the GPs role, and hopefully prevent unnecessary IH 
admissions. A future study could be interviewing GP’s who have IH 
patients who said they wanted hospitalization. What were their reasons 
for doing so? 

The psychiatric hospitals work every day to minimize the use of IH if 
appropriate. However, there are still challenges. In the United States, due 
to private financed health care, patients who have received treatment for 
loss of consciousness, cardiac arrest, or traumatic injury in situations 
they cannot consent to treatment, may receive so-called "surprise 
medical bills" (Morris & Kleinman, 2020). There are examples of 
patients who are forcibly admitted to psychiatric hospitals and receive 
compulsory treatment also receiving such bills. This is a serious example 
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of the conflict of autonomy and lack of insight into one's own mental 
illness in contrast to health economic patient systems.  

However, research has shown that if hospitals focus on increasing 
patients’ satisfaction with care (van der Post, Peen, Visch, et al., 2014), 
let the patient make advanced statements (de Jong et al., 2016), make a 
Joint Crisis Plan (Lamb et al., 2019; Morant et al., 2017) and develop 
Crisis Resolution Teams (Morant et al., 2017; Wheeler et al., 2015) this 
may reduce the use of IH. In a meta-analysis of 13 RCT studies (based 
on literature search on several databases) including 2970 patients have 
shown that advanced statements about the patients future desires 
concerning how to handle a crisis and involvement of family showed the 
best outcome by reducing IH with 23% (de Jong et al., 2016).  Meta-
analysis of RCTs focusing on Community Treatment Orders (CTO’s), 
compliance enhancement (including treatment adherence therapy) and 
integrated treatment (augmentation of standard care) found no significant 
IH reduction.  

Other promising interventions are: rapid clinical and risk assessment 
when in a crisis, early involvement of senior clinicians, Assertive 
Community Treatment (ACT), advanced directives - patient’s wishes 
regarding treatment are recorded in the patients journal in advance, 
independent advocacy, involvement of patients and families, allow 
routine extended visiting hours, all patients in seclusion be reviewed by 
senior staff regularly and legislative and policy changes (Molodynski et 
al., 2016; Schottle et al., 2019). 
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6 Methodological considerations 

6.1 Choice of clinical instruments 

6.1.1 Admission registration form 

The Admission registration form was made in several joint conferences 
were all the MAP participating psychiatric emergency unit sites were 
present. There were comprehensive discussions over variables we 
wanted to include. In addition, the discussions focused on not having too 
many variables because the units would not be able to collect and deliver 
enough data. Finally, the Admission registration form was a consensus 
supported by all participating sites. 

 

6.1.2 The Health of the Nation Outcome Scales 
(HoNOS) 

The HoNOS scale was introduced in 1992 to improve the health and 
social functioning of the mentally ill people in The UK (James, Painter, 
Buckingham, & Stewart, 2018). The Royal College of Psychiatrists 
developed the scales and the scales have been evaluated as reliable and 
valid. There has been a process of a review of the HoNOS (James et al., 
2018).  Psychometric properties concerning validity and reliability has 
been questioned (R. Brooks, 2000). However in a later reviews it was 
concluded that HoNOS perform adequately or better on validity and 
reliability (Pirkis et al., 2005). HoNOS was mainly developed to measure 
outcomes for adults with mental illness as a routine measurement of 
clinical variables, monitored at admission and discharge, to describe 
quality and effectiveness of mental health services (Pirkis et al., 2005). 
The scales were divided into four subscales: behaviour (scales 1-3), 
impairment (4-5), symptoms (6-8), and social (9-12). It has been used 
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mainly in Britain, Australia, New Zealand, Canada, Denmark, France, 
Germany and Norway.  

 

6.1.3 The Global Assessment of Functioning 
(GAF)  

The GAF scale was chosen for this study because the Norwegian health 
authorities in the year 2000 made it mandatory for hospitals to use GAF 
score at intake and discharge as an outcome measure. (T. Ruud, 2015). 

However, GAF scores based on information about the patient the last 7 
days has been criticized. Critical arguments have been that GAF score 
will fluctuate from day to day and the scale does not identify the 
differences between a mental illness and a medical disorder that causes 
psychiatric symptoms (Nall, 2017). 

Other studies concluded that even if raters had only one brief training 
session, satisfactory reliability was obtained for total GAF score and for 
symptom and disability measures (Jones, Thornicroft, Coffey, & Dunn, 
1995) (Støre-Valen, 2015).  However, the score in GAF symptoms and 
function were based on information from the last seven days, evaluating 
the most severe symptoms and function deficits as the score level.  

Psychometric properties concerning validity and reliability has shown 
that GAF split version scores from a single rater holds acceptable 
reliability, and can be used in a clinical setting, but two persons rating 
increase reliability. This is often problematic in an ordinary clinical acute 
psychiatric setting (G. Pedersen et al., 2007; Soderberg, Tungstrom, & 
Armelius, 2005). 

6.1.4 Alcohol and Drug use scale (“Drake scale”) 
Evaluation of the patients’ use of alcohol and drugs were based on the 
Alcohol and Drug use scale (“Drake Scale”) measuring drug and alcohol 
abuse for a six months period prior to admission. These items were 
included in the Admission registration form. The Clinical Rating Scales 



Acute hospitalization in psychiatry 

86 

(Clinician Alcohol Use Scale and Clinician Drug use Scale) which we 
complemented in the Admission registration form in this study 
describing alcohol and drug use over the past six months, rating the worst 
period, has achieved high sensitivity and specificity (K. T. Mueser, 
Drake, R.E., Clark, R.E.,  McHugo, G.J., Mercer-McFadden, C., 
Ackerson, T.H.,, 1995). 

There are others scales which could have been used for example AUDIT 
(Alcohol Use Disorders Identification Test) and DUDIT (The Drug Use 
Disorders Identification Test), but they are more comprehensive, and the 
study needed a more simple test to evaluate the patients drug use in an 
short and easy way (Berman, 2003; World Health Organization).   

 

6.2 Strengths and limitations of data collection 
Strengths 

Our study had a large consecutive sample with 3.506 cases.  

It was a highly representative sample since the twenty participating 
health trusts covered all geographical regions in Norway with both an 
urban and rural population. Within each site, mostly the catchment area 
was both urban and rural. The 20 sites represented about 75% of all 
psychiatric emergency wards in Norway. 

Patients were recruited from a national relatively uniform public health 
care system located across over Norway with governmental funding for 
psychiatric care. 

Patients were consecutively recruited during the 3-month inclusion 
period at each site. There were no attrition since none was excluded due 
to diagnosis, mental health symptom or functioning status. 

There were no exclusion criteria – since patient did not have to make a 
personal consent – patients with all kinds of psychiatric symptoms in 
need of acute admission was included.  
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National meetings were held, with representatives from all sites, and 
each site with a local project leader, had an equal ownership in the 
development of the Administration registration form. Due to several 
meetings between the sites, there was an equal understanding of the 
registration of the variables. 

Every site, with its own local project leader worked on the registration 
process using case vignettes made by the national project leader. At 
every site, there were training sessions for the measure HoNOS, GAF 
and the Admission registration form. GAF was an instrument all units 
had to use before the study was implemented due to national 
requirements. 

There were no known organizational changes or law changes of the 
national psychiatric health care system during the inclusion period. 

As far as we know, more than 95% of all admissions during the inclusion 
periods of three month were included in the study (T. Ruud, Gråwe, 
R.W., Hatling,T., , 2006b).  

Limitations 

We do not know anything of the about 25% of psychiatric emergency 
units in Norway who did not participate. Non-participating areas were 
part of Oslo, the capital of Norway with mostly urban areas. Other 
hospitals not included were in the south-eastern region of Østfold and 
the city of Trondheim, both with catchment areas urban and rural. 

The sites had different sizes of catchment area giving unequal number of 
cases to the study.  

Due to the size of the study, we had many people collecting the data; no 
reality test was carried out. We used case vignettes to train employees in 
the use of the Admission registration form, HoNOS, GAF and Alcohol 
and drug use scale. Concerning reliability, we did not have any test-retest 
of case vignettes. 

The HoNOS scale and the Admission registration form were new for the 
psychiatric health personnel to use when the study started. 
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There were many raters with different medical education and work 
experience (psychiatric nurses, nurses and nurse assistants, resident 
physicians, psychiatrists and clinical psychologists) who carried out the 
data collection.  

Concerning start and end of the study, the inclusion period was in the 
autumn of 2005 and the spring of 2006, but the sites did not have a 
common date to start and stop including cases during a 3-month period.  
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7 Ethical considerations 

The Project Manager and Principle Investigator made an application for 
exemption from the duty of confidentiality in order to include all 
consecutive admitted patients (Regional Committee for Medical 
Research Ethics Eastern Norway (REK1), 2004) (T. Ruud, 2005). 

We argued that it was important to obtain data for all admissions 
including those who were admitted against their will (IH). These patients 
represents persons with severe mental disorders, acute psychoses, acute 
suicidal danger, confusion, intoxication, aggression and are in immediate 
need of help. It was of great social importance to implement the study 
and to include those patients who did not have capacity to give informed 
consent. There was a meeting with the committee leader in REK about 
this, and REK agreed with the exemption in a letter (Engedal, 2004).  

The same arguments were presented to Social and Health Directorate, 
and Norwegian Centre for Research Data (NSD) (Social and Health 
Directorate, 2005). 

The MAP project planned to collect data by a questionnaire to the 
patients as well, but NSD said in this case the MAP project could not 
include those who would not answer such a questionnaire. In the MAP 
project we therefore chose to prioritize including everyone, and therefore 
dropped the patients questionnaire (Norwegian Social Science data 
Services (NSD), 2005, 2009). 
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The Alcohol and drug Use Scale / Skalaer om alkohol / 
stoffmisbruk 1999 
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The Alcohol and drug Use Scale / Skalaer om alkohol / 
stoffmisbruk 1999 
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The Global Assessment of Functioning Scale / Manual for 
GAF-S symptom og GAF-F Funksjoner 
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Appendix B – Regional Ethics Committee 
approval / Norwegian Social Science Data 
services approval / coursework approval 

Regional Ethics Committee approval 
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Norwegian Social Science Data Services approval / Norsk 
Samfunnsvitenskapelig datatjeneste AS, godkjenning. 
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Approval of coursework at University of Stavanger 
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Approval of coursework at University of Stavanger 
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Appendic C - Tables 1 , 3 and 4                                
Table 1 Mapping and Understanding Exclusion: Institutional, 
Coercive and Community – Based Services and Practices 
Across Europe 

Based on “Mapping and Understanding Exclusion: Institutional, 
Coercive and Community – Based Services and Practices Across Europe, 
January 16th 2018 (Turnpenny, 2017a) and Variations in patterns of IH 
and in legal frameworks: and international comparative study *** 
(Sheridan Rains et al., 2019). 
 

Country 1999-
2000 
(%) 
** 

1999-
2000 
/100000 
Per 
year 
** 

Year of 
statistics 
(2013-
2016) 

IH rate 
(%) 
(2013-
2016) 

Number 
of IH 
(2013-
2016) 

IH / 100000 
inhabitants / 
Year 
(2013-2016) 

IH / 
100000 / 
year in 
2017 *** 

Australia   2014   189.3  
Austria 18.0 175 2015  24308 282.0   
Belgium 
-Flanders 

  2014 11.1 4576 n.a  

Bosnia   n.a n.a. n.a. n.a  
Bulgaria   2016 n.a 379 5.3 

** 
 

Croatia   n.a n.a n.a n.a  
Cyprus   n.a 2.0 n.a n.a  
Czech 
Republic 

  2016*  366   

Denmark 4.6 47 2016 n.a 4699 81.6  
** 

58.5 

England       82.2 
Estonia   n.a n.a n.a n.a  
Finland 21.6 218 2015 21.6 7955 144.0 

** 
 

Former 
Yugoslav 
Republic of 
Macedonia 
 

  n.a n.a n.a n.a  

France 12.5 11 2015 24.0 80000 119.0 
** 

 

Georgia   n.a n.a n.a n.a  
Germany 17.7 175 2013 n.a 139608 168.6 

** 
 

Greece 
-Attica region 

  n.a 
2013 

n.a 
3233 

n.a n.a 78.9 

Hungary   n.a n.a n.a n.a  
Ireland 10.9 74 2016 n.a n.a 52.6   
Italy 12.1 n.a 2015 n.a 8777 14.5  
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Latvia   n.a n.a n.a n.a  
Lithuania   2016 n.a 1011 35.5  
Northern 
Ireland 

      45.4 

Norway   2014   155.3  
Malta   2015 n.a 108 24.5  
Netherlands 13.2 44 n.a n.a n.a n.a 155.3 
New Zealand       73.3 
Poland 
 

  2015 14.0 45137 118.9  

Portugal 3.2 6 n.a n.a n.a n.a  
Republic of 
Moldova 

       

Romania   n.a n.a n.a n.a  
Scotland   2016 n.a 5008 92.7 98.4 
Serbia   n.a 3.0 n.a n.a  
Slovak 
Republic 

  n.a n.a n.a n.a  

Slovenia   n.a n.a n.a n.a  
Spain   n.a n.a n.a n.a 121.9 
Sweden 30.0 114 Average 

per year 
n.a 12000 120  

Switzerland 
-Canton Basel 
 **** 
-Canton Vaud 
***** 

  2013 
 
 

2013-15 
 

10.6 
 
 

38.0 

   

Turkey   n.a 70-85  
inclusive 
forensic 

n.a n.a  

Ukraine   2016 n.a 960 2.3  
United 
Kingdom 

13.5 48 2016 n.a 25577 46.3  

Wales       56.8 

 n.a.: Not available 
*  Czech Republic: Released from the officially declared 
involuntary placements is 366 people in 2016. There is no data available 
about the number of the involuntary placements actually started which 
could potentially be much higher. 
 
**  (H. J. Salize & Dressing, 2004). 
 
***  Based on population in the document (Sheridan Rains et al., 
2019). 
****  (Arnold et al., 2019) 
***** (B. Silva et al., 2018) 
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Table 3 Emergency legal procedures referred to involuntary 
hospitalization in European and other countries based on 
information from individual studies. 

European 
country 

Proposal to be 

admitted 

Authority to 
decide 

Law Reference 

The 
Netherlands  

 Mayor of the 
town or 

Court- ordered 
admission 

The 
Netherlands 
Exceptional 
Admissions to 
Psychiatric 
Hospitals Act 
(BOPZ) 

(de Jong et 
al., 2017; 
Steinert, 
Noorthoorn, 
& Mulder, 
2014) 

France  A 72 –Hours’ 
observation 
period before 
any type of 
involuntary 
placement.  

Reviewed by 
at least 3 
physicians 

The July 2011 
Act 

(Gourevitch 
et al., 2013) 

Switzerland In Zurich every physician 

Who is entitled to practice 
medicine in Switzerland 
independently, or works under 
the supervision of a physician 
is authorized to refer patients 
involuntarily if he or she is not 
affiliated to the hospital the 
patient is referred to.  

 

 

 

 

 

Differs in 
different 
cantons.  

 

 

 

 

 

 

 

 

 

IH is regulated 
by a federal law 
which is 
implemented 

Differently in 
the 26 Swiss 
cantons (states) 
(Art.426, 427 
and 429) in the 
Swiss Civil 
Code. 

(Hotzy et 
al., 2019) 
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The child and adult protective 
services (Kindesund 

Erwachsenenschutzbehoerde, 
KESB) is also entitled to 
execute an IH. 

 

Only doctors designated by the 
Department of Health  and 
Social  Action 

 

 

 

 

 

In Canton 
Vaud. 

IH cannot 
exceed 6 
weeks unless a 
compulsory 
order from the 
Adult 
Protection 
Authority is 
promulgated 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(B. Silva et 
al., 2018) 

Other countries 

Japan  One family 
member, often 
the parent of a 
patient, was 
officially 
designated as 
the patients’ 
‘family 
guardian’. A 
family 
guardian, 
called 
‘Hogosha’ in 
Japanese, was 
responsible for 

The 2014 
revision of the 
Act for Mental 
Health and 
Welfare, 
operative since 
April 2014. 
Hospitalization 
for Medical 
Care and 
Protection 

(Noguchi et 
al., 2016) 

(Hayashi et 
al 2000) 
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protecting the 
patient 
particularly for 
approving 
involuntary 
hospital 
admissions. 2 
psychiatrist 
must agree that 
treatment is 
necessary 

 

(HMCP), ‘Iryo-
Hogo-Nyuin’ in 
Japanese  

Taiwan Patients family Taiwan’s 
Mental Health 
Act of 1990 
were in 2007 
changed: 

The 2007 
Mental Health 
Act 
Amendment in 
Taiwan: 2 
licensed 
psychiatrists 

 

 

IH: Review by a 

Psychiatric 
Disease 
Mandatory 
Assessment and 
Community 
Care Review 

Committee = 

consisting of 
several 

specialists 
participating in 
a court-like 
body  

(Hui-Ching 
Wu, 2012) 

     

Commonwealth 
of Puerto Rico 

Any person age 18 years or 
older may file a petition in the 
court  

A psychiatrist 
indicating the 
need for the 
individual in 
question must 
certify the 
petition. 

 (de Jesus-
Rentas, 
2008) 

China Admission to a psychiatric 
hospital should be determined 
by the patients himself/herself 
except when lack of insight and 
aggressive or destructive 
behaviour. 

New Mental 
Health Law 
2013 

 (Yang et al., 
2019) 
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Table 4 Voluntary and involuntary admissions at psychiatric 
hospital levels in Norway 2003-2020 

Year 
 

No of 
admissio
n in 
adult 
psychiatr
y 
 

Referre
d VH § 
2-1 (%) 

Referred 
IH 
compulso
ry 
observatio
n § 3-2 
and 
compulso
ry mental 
health 
care § 3-3    

No of 
admissio
n in adult 
psychiatr
y after 
specialist 
re-
assessme
nt 

Admitted 
VH after 
specialist 
re-
assessme
nt § 2-1 
(%) 

IH 
compulso
ry 
observatio
n § 3-2 
and 
compulso
ry mental 
health 
care § 3-3   
after 
specialist 
re-
assessmen
t (%) 
 
*** 

Percentag
e of 
referrals 
to 
compulso
ry mental 
health 
care that 
ended 
with 
decisions 
on 
compulso
ry mental 
health 
care or 
compulso
ry 
observatio
n 

Referenc
e 

 n (%) n (%) n (%) n n (%) n (%) %  
2003 12338 7599 

(62) 
4695 (38) 12274 8638 (70) 3451 (28) 72 (The 

Norwegia
n 
Directora
te of 
Health, 
2003) 

2005 
-
2006 
MA
P 
stud
y 

3322** 1869 
(56) 

1453 (44) 3338  1148 78  

2005 11291 6339 
(56) 

4877 (43) 11327 7623 (67) 3567 (31) 69 (The 
Norwegia
n 
Directora
te of 
Health, 
2006) 

2006 11777 6475 
(55) 

5239 (44) 11939 8048 (67) 3781 (32) 73 (The 
Norwegia
n 
Directora
te of 
Health, 
2007a) 

2008 Not 
available 
data 

  16853 12496 
(74) 

4229 (25) 75 (The 
Norwegia
n 
Directora
te of 
Health, 
2008a) 
(The 
Norwegia
n 
Directora
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te of 
Health, 
2009a) 

2012      7421 (15)   
2013      7464 (16)   
2014      7819 (16)   
2015      7821 (17)   
2016 47921 

age16 or 
older 

 11939   8095 (17) 62 (The 
Norwegia
n 
Directora
te of 
Health, 
2020) 

2017
* 

     7704 (16)  (The 
Norwegia
n 
Directora
te of 
Health, 
2018) 

2018 48.089  
age 16 or 
older 

 11783   8076  (16) 
186/100.0
00 
9% were 
IH→VH 

62 (The 
Norwegia
n 
Directora
te of 
Health, 
2020) 

2019      8170  (statistics
, 2020) 

2003 
- 
2018 

Range     15-32%  62-78  

 

*    = Change in Mental health legislation 

** =  MAP multi-center study 20 sites of acute emergency admission 
wards during 3-month period in Norway 

***  = excluding District psychiatric centers 

****= Personal message from Senior Advisor Ragnhild Bremnes 
Department of Health Registers, Division of Digitization and 
Health Registers, Norwegian Directorate of Health. 

 
 
 
 
 
 
 



Acute hospitalization in psychiatry 

133 

Appendix C - articles 1 - 3 

 



Author's personal copy

Predictors of involuntary hospitalizations to acute psychiatry
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Introduction: There is little knowledge of predictors for involuntary hospitalizations in acute psychiatric units.
Method: TheMulti-center study of Acute Psychiatry included all cases of acute consecutive psychiatric admissions
in twenty acute psychiatric units in Norway, representing about 75% of the acute psychiatric units during
2005–2006.Data included admission process, rating of Global Assessment of Functioning andHealth of theNation
Outcome Scales.
Results: Fifty-six percent were voluntary and 44% involuntary hospitalized. Regression analysis identified contact
with police, referral by physicianswhodid not know the patient, contactwith health serviceswithin the last 48 h,
not living in ownapartment or house, high scores for aggression, level of hallucinations anddelusions, and contact
with an out-of office clinic within the last 48 h and low GAF symptom score as predictors for involuntary hospi-
talization. Involuntary patients were older, more often male, non-Norwegian, unmarried and had lower level of
education. Theymore often had disability pension or received social benefits, andweremore often admitted dur-
ing evenings and nights, found to havemore frequent substance abuse and less often responsible for children and
were less frequently motivated for admission. Involuntary patients had less contact with psychiatric services be-
fore admission. Most patients were referred because of a deterioration of their psychiatric illness.
Conclusion: Involuntary hospitalization seems to be guided by the severity of psychiatric symptoms and factors
“surrounding” the referred patient. Important factors seem to be male gender, substance abuse, contact with
own GP, aggressive behavior, and low level of social functioning and lack of motivation. There was a need for as-
sistance by the police in a significant number of cases. This complicated picture offers some important challenges
to the organization of primary and psychiatric health services and a need to consider better pathways to care.

© 2013 Elsevier Ltd. All rights reserved.

1. Introduction

The use of involuntary hospitalization (IH) in psychiatric institutions
has been intensively debated by patients, mental health workers, rela-
tives' organizations, human rights' organizations and legislators during
the last decades (La Fond & Srebnik, 2002; Szasz, 2006). It is both a pro-
fessional and a political goal to limit IH to those in need. However, little
is known concerning the optimal use of IH and the factors that deter-
mine the use of IH.

1.1. Background

Rates of IH and involuntary psychiatric treatment of people with
mental illness reflect characteristics of national mental health care
and laws or other legal frameworks (Salize & Dressing, 2004). Inter-
national studies on the use of IH in psychiatric hospitals show great
variability in rates from 6 (in Portugal) to 218 (in Finland) per
100,000 inhabitants per year (Barbato & D'Avanzo, 2005; Mulder et
al., 2008; Salize & Dressing, 2004). It is, however, very difficult to
compare figures because studies have different designs and the EU
countries have different legislation.

1.2. Norwegian Law

In Norway general practitioners (GP's) or other physicians work-
ing outside a psychiatric hospital may refer a patient to be assessed
for voluntary or involuntary hospitalization. After the patient has ar-
rived at the acute psychiatric unit, a psychiatrist (or a physician and
clinical psychologist approved for this) finally decides whether the
patient's admission should be voluntary or involuntary.
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According to the Norwegian Mental Health Act referrals for invol-
untary psychiatric admissions can only be to inpatient units in hospi-
tal departments or community mental health centers certified for this
(Ministry of Health and Care Services, 1999, 2006). Norway does not
have separate psychiatric forensic hospitals. The referring physician
must have seen the patient in person within 10 days prior to hospital-
ization if the patient's referral is involuntary (Fig. 1).

The referring physician thendecides, based on theMental Health Act,
whether a patient should be referred for voluntary hospitalization (VH)
(§ 2–1), involuntary observation up to 10 days (§ 3–2) or an involuntary
admission with unspecified length of stay (§ 3–1). The involuntary
observation § 3–2 requires or a strong suspicion of a severe psychiatric
disorder in order to accept the patient for IH, in other words a possible
psychotic condition which need further assessment. Involuntary admis-
sion § 3–1 with unlimited length of stay requires that the patient has a
serious mental disorder (i.e. psychosis) in order to accept the patient
for IH. The law also requires at least one of the following additional
criteria: there must be an urgent need for treatment and/or life threat-
ening danger to self or others. After the arrival to the hospital's acute
ward, IH patientsmust then be assessed by a psychiatrist (or a physician
and a clinical psychologist approved for Mental Health Act decision
making) within 24 h in order to make the final decision whether IH is
appropriate and fulfills the criteria in the Mental Health Act. This 24 h
observation period is used to obtain and evaluate all available informa-
tion from the referring physician, the patient, the family if available,
and sometimes from other sources like psychiatric nurse, home services
or county mental health teams, as long as the patient does not deny
access to this information. Patients who are referred for involuntary ob-
servation may not fulfill the suspicion of a severe psychiatric disorder
(i.e. psychosis) and then have to be admitted voluntary § 2–1. A patient
referred for involuntary admission § 3–1 may not fulfill the criteria and
can either be admitted on observation § 3–2 based on suspicion of a se-
vere psychiatric disorder, or on voluntary basis § 2–1 if no criteria are
fulfilled.

The patient has the right to be informed about the ability to com-
plain being IH. Both the referring physician (GP), the resident receiv-
ing the patient and the psychiatrist has the responsibility to inform
the patient of his/her legal rights. If the patient does complain about
IH the patient has a right to free legal service by an independent law-
yer. If the patient wants to complain of the decision involuntary
admission, the patient can complain to the Supervisory Commission
(The Norwegian Social Affairs Committe, 1998–99). This commission
consists of and chaired by a lawyer who is qualified to serve as a

judge, physician not affiliated with the hospital, and two other mem-
bers. In respect of the two latter members, a person shall be appointed
who has personally been under mental health care or is or has been a
close relative of a patient or who represented the interests of patients
in his occupation or function. These two are often representative of a
patient's organization and a lay person with education and practice
in social welfare. The Supervisory Commission is autonomous in its ac-
tivity. It can rule out the psychiatrist decision of involuntary admission
if they conclude there are not enough criteria for involuntary observa-
tion or admission on unlimited time period.

The Norwegian Mental Health Act follows the principles of World
Health Organizations checklist for involuntary admission and treat-
ment; 1) evidence of a mental health disorder of specified severity;
2) serious likelihood of doing harm to self or others and/or substantial
likelihood of serious deterioration in the patient's condition if treat-
ment is not given; 3) admission is for a therapeutic purpose (World
Health Organization, 2005).

There are similar laws in Nordic countries like Finland (Turunen,
Valimaki, & Kaltiala-Heino, 2009) and Denmark (Jepsen, Lomborg, &
Engberg, 2010).

In this article we report and analyze clinical, epidemiological and
societal factors influencing the referral patterns for IH in psychiatric
acute units.

1.3. Review of studies

A literature search was carried out in PUB MED regarding involun-
tary hospitalization in different countries (key words: Involuntary
hospitalization, voluntary hospitalization, acute psychiatric wards, co-
ercion, andmental health legislation). Only studies that report rates of
IH for consecutive admissions, and rates of IH per 100,000 inhabitants
per year were selected. The focus was to identify studies in which IH
are comparedwith voluntary hospitalization (VH) in order to evaluate
what characterizes and predicts the former. In one of the studies out-
side Europe it was found that at a university hospital emergency room
in Pennsylvania, USA, offering community-based inpatient psychiatric
services in an urban setting, 10% were IH (Hoge et al., 1997). In a
public sector hospital serving one-third of the state of Virginia 80%
was IH. Among consecutive admissions to acute psychiatric inpatient
services in Auckland, New Zealand, 62% were IH (Wheeler, Robinson,
& Robinson, 2005).

In an overview of legislation regarding compulsory admission and
involuntary treatment of mentally ill patients in EU-countries the

Fig. 1. Hospitalization process for involuntary admission in Norway.

137K. Hustoft et al. / International Journal of Law and Psychiatry 36 (2013) 136–143



Author's personal copy

percentage of IH for each country was quite stable during the period
1990 to 2000 (Salize, Dressing, & Peitz, 2002). EU-countries except
Scandinavia showed an IH range of all admissions from 3.2% in Portu-
gal to 21.6% in Finland. France reported 10.5–12.5% (1988–1999), UK
11.7–13.5% (1976–1999) and Germany between 3.9 and 44.8% in
1978 and 17.7% in 2000. The highest percentage of all of IH occurred
in a region of Switzerland with 93% (1982). Lowest was Spain, with
1% IH of all admissions in 1985 (Riecher-Rossler & Rossler, 1993).
We regard these huge differences in use of IH between countries as
being unlikely and assume that the studies have biased samples.

The Scandinavian countries have different legislation than EU coun-
tries, and to some degree between themselves. Public health services
are free and cover all citizens. The range in percentage of IH in other
Scandinavian countries 1997–2000 varied from 4.6% (Denmark) to
30% (Sweden) (Salize & Dressing, 2004).

In Norway, a comparison of IH in acute psychiatric institutions in
Hedmark County and Ullevål sector in Oslo in 1994, showed that
Hedmark County had 48% IH while Ullevål sector in Oslo had 85%
(Brabrand & Friis, 1997). In a study of three psychiatric hospitals and
one psychiatric unit in a general hospital in 3 regions in Norway, 52%
were IH (range 27 to 67%) (Iversen, Hoyer, & Sexton, 2009). In the city
of Tromsø a study of acute psychiatric admissions from an out-of-hours
casualty clinic, found that 59% were referred to IH (Deraas, Hansen,
Giaever, & Olstad, 2006). In a national report for 2001–2006, 35% of
all inpatients in Norway were referred to IH (Bremnes, Hatling, &
Bjørngaard, 2008, 2010).

We identified only two studies that compared IH with VH. In an
Israeli study, IH patients were found to be more often single, male,
young and with less education compared to VH (Rosca et al., 2006). In
a NewZealand study, IHwas associatedwithmale gender and a diagno-
sis of psychosis and ethnicity (being Maori) (Wheeler et al., 2005).

In summary we found large variations in the use of IH compared
to VH. The lowest rate of IH was reported in Spain with 1% (1985)
and the highest in Switzerland (1982) with 93%. Studies from other
Scandinavia countries varied from 4.6% in Denmark to 30% in Sweden.
In Norway, rates varied between 35 and 85%.

1.4. Aims of the study

a. To examine to which extent patients admitted to twenty acute
psychiatric ward units in Norway were referred on an involuntary
basis.

b. To compare involuntary referred with voluntary referred patients.
c. To describe which factors predicted use of referral for IH.

1.5. The following hypotheses were based upon relevant literature

1. The level of IH was expected to be about 35% based on the most re-
cent national report from Norway.

2. IH patients were expected to be single, male, presented by police,
with lower levels of education and more often non-Norwegians.

2. Materials and methods

2.1. Design

Data was collected from all consecutive hospitalizations during
three months at twenty acute psychiatric units in Norway during the
fall 2005 and early 2006 (Ruud, Gråwe, & Hatling, 2006). The twenty
participating health trusts represented all geographical regions in
Norway, and 75% of all acute wards in the country. The remaining
wards are to our knowledge not different regarding urban or rural
characteristics.

2.2. Subjects

Altogether 3506 hospitalizations were registered. As the result of
incomplete data regarding IH, 180 cases were excluded. Four admis-
sions based on child protection law or a social law of involuntary
admission was coded as IH. The final data set for analyses was thus
3326 cases. In this study the units mainly received patient age 18 or
above. However, 29 patients aged 15–17 were included since not
all hospitals in Norway had acute adolescent units available and
adult acute psychiatric emergency units could not reject patients
seeking admission. Patients referred for involuntary observation up
to 10 days (§ 3–2) or involuntary hospitalization with unspecific
length of stay (§ 3–1) was coded as IH.

There were no exclusion criteria.

2.3. Methods

Data were collected by psychiatric health professionals including
psychiatric nurses, nurses and nurse assistants, admitting psychiatrists
and clinical psychologists. Personnel received training sessions for
use of the Global Assessment of Functioning (GAF)-scale (American
Psychiatric Association, 1987; Wing et al., 1998; Wing, Curtis, & Bevor,
1999) and Health of the Nation Outcome Scales (HoNOS) through dis-
cussions and scoring of vignettes. Every site had a local project coordi-
nator. Data was collected, anonymized and transferred to a central
database for the study.

2.4. Instruments/materials

For general sociodemographic description we used an admission
registration form for acute psychiatric wards developed for this study
(Ruud et al., 2006). The date and time of day for the admission was
described, as well as acute admission (whether or not the patient
could wait another day to be assessed), referral agency, referral status
(voluntary/involuntary), being followed by police, and patient's request
for acute admission and previous contactwithmental health agencies. If
previously admitted, the last level of care, elective or acute hospitaliza-
tionwas described. The following demographic datawas collected: date
of birth, gender, ethnicity, being parent for children less than 18 years
of age, care of children status, living accommodations, source of income,
psychiatric problems, educational level and service deliveries prior to
admission.

We used the Global Assessment of Functioning Scale (GAF) axis IV
in DSM-IV, and the scores were split into symptom (GAFs) and func-
tion (GAFf ) scores (American Psychiatric Association, 1987; Goldman,
Skodol, & Lave, 1992).

Health of the Nation Outcome Scales (HoNOS) was used to rate se-
verity of psychiatric problems. HoNOS consist of 12 items measuring
behavior, impairment in cognitive function, symptoms and social func-
tioning (Wing et al., 1998, 1999): 1 overactive, aggressive disruptive or
agitated behavior, 2 non-accidental self-injury, 3 use of alcohol or drugs,
4 cognitive problems, 5 physical illness or disability problems, 6 prob-
lems associated with hallucinations and delusions, 7 problems with de-
pressed mood, 8 other mental or behavioral problems (phobic, anxiety,
obsessive-compulsive, mental strain/tension, dissociative, somatoform,
eating, sleep, sexual or others), 9 problemswith relationships, 10 prob-
lems with activities of daily living, 11 problems with living conditions
and 12 problems with occupation and activities. The scale used the
following scores; 0 (no problem), 1 (minor problem which do not
need action), 2 (mild problembut definitely present), 3 (moderately se-
vere problem) to 4 (severe to very severe problem).

2.5. Ethical considerations

The study was approved by the Regional Ethical Committee in
Eastern Norway (no. 04049), and Norwegian Social Science Data
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Service and The Norwegian Data Inspectorate under the Norwegian
Ministry of Labour and Government Administration, NSD (no. 11074).

2.6. Statistical analyses

Analyses were made with the statistical package SPSS (version
17.0) (SPSS, 2006). The sample was divided into voluntary hospitali-
zation (VH) and involuntary hospitalization (IH). Descriptive statis-
tics were used to calculate the mean and standard deviation (SD),
t-test and Chi-square test were used for testing significance of differ-
ences between IH and VH. Logistic regression was used in the analy-
ses of predictors for IH logistic regression was used.

Due to the large data set many factors may be identified and com-
plex models may be well estimated. But the focus here was on the
main effects highlighting the most important trends in the data.
Such a parsimonious model may be viewed as an approximation to
a more elaborate model for the data. The validity of such an approxi-
mation may be checked via goodness of fit measures and residual di-
agnostics. To achieve this stepwise variable selection techniques with
strict criteria (p-in=0.01, p-out=0.02) were used to include a vari-
able in the model. Forward and backward variable section procedures
were used to single out the statistical most important predictors. Ini-
tially 32 different prediction variables were candidates for inclusion.
Both procedures gave very similar results and the model showed good
fit according to the Hosmer–Lemshow statistic and residual analysis.

3. Results

We found that 1453 (44%) of the patients were referred for IH. Of
all patients included, 28% were referred for involuntary observation
(maximum duration 10 days) and 16% for involuntary hospitalization
with no time limit for stay. IH patients were older, more often male,
more often of non-Norwegian origin, unmarried and had lower level
of education (Table 1).

IH patients were admitted more often during evening and night-
shifts, were not referred from their family doctor, and the referral agen-
cy did not know the patient. They were more often brought to hospital
by the police, did not want to be hospitalized, had fewer previous con-
tacts with psychiatric services and had less responsibility for children
(Table 2). Many of the IH patients who had children did not seem to
need public assistance or support for their children. IH patient had
less often their income from paid work or sickness benefit.

IH patients had higher mean HoNOS scores on overactive, aggres-
sive, disruptive or agitated behavior, cognitive function, hallucinations
and delusions, problems with relationship with others and problems
with activities of daily living (Table 3). Altogether 62.4% of the VH and
59.7% of the IH were reported to have deterioration or relapse of a
more chronic psychiatric illness as reason for referral. Regarding rea-
sons for being hospitalized by GP we found no differences between
patients with recent debut of psychiatric illness, new period of the psy-
chiatric disorder or deterioration of the psychiatric disorders. IH pa-
tients had lower scores on GAF symptom and GAF function at intake.

Table 1
Demographics of patients with voluntary or involuntary hospitalizations to 20 acute psychiatric units in Norway.

Voluntary hospitalization Involuntary hospitalization

N Mean n S.D. % Mean n S.D. % p-value

Age 3322 38.9 1869 14.5 40.4 1453 16.8 0.0005
Gender; male 3321 906 48.5 784 53.9 0.002
Country of origin 3291

–Norwegians 1684 90.9 1264 87.9 0.006
Marital status 3252

–Unmarried 954 51.9 838 59.3 0.0005
–Married/divorced/separated/widowed 884 48.1 576 40.7

Highest level of education 3069
–Obligatory (1–10) 873 50.3 728 54.7 0.016
–High school/university 864 49.7 604 45.3

Living situation, living alone 3259 958 52.3 728 50.9 0.727

Table 2
Characteristics at referral process of acute patients admitted to 20 acute psychiatric units in Norway.

Voluntary Involuntary

N n % n % p-value

Admission, evening or night (19 to 07) 3132 615 35.7 613 43.5 0.0005
Referral not from family doctor/GP 3326 1443 77.2 1187 81.5 0.0020
Referral source did not know the patient 3301 989 53.4 913 63.1 0.0005
Transported by police 3317 152 8.1 706 48.7 0.0005
No previous contact with psychiatric services 3197 354 19.5 376 27.2 0.0005
Regarding children 2797

No care 1268 79.3 1034 86.3 0.0005
Partly care 112 7.0 64 5.3
Full care 219 13.7 100 8.3

Need public help for children 958 0.0005
No need 315 49.6 112 34.7
Need given 127 20.0 77 23.8
Uncovered need 15 2.4 17 5.3
Unknown 178 28.0 117 36.2

Income source 3316 0.0005
Paid work/sickness benefit 569 30.5 283 19.6
Rehabilitation funds/disability pension 790 42.3 629 43.4
Social benefit 377 20.4 389 26.9
Student loan 47 2.5 34 2.3
Retirement pension 84 4.5 114 7.9
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We carried out a logistic regression analysis in order to examine
what predicts IH. Thirty-two variables were entered including age,
gender, intoxication status at admission, referred agency, marital sta-
tus, living accommodations, source of income, level of education, GAF
score, contact with health sources last 48 h, HoNOS, use of drugs and
alcohol and suicidal status before admission in a stepwise variable se-
lection. Some variables were clearly insignificant while some were at
border level.

Table 4 shows the significant results. The odds ratio for IH was
3.72 if the patient had contact with police during the referral process
entering the acute psychiatric units, 1.50 if the patient was referred
from someone who did not know or followed up the patient, 1.48 if
the patient had other unspecified contacts before referral. The odds
ratio for IH was 1.46 if the patient did not live in his/her own house
or apartment. The odds ratio for IH increased by factor 1.39 per unit
increased score on aggression on the HoNOS scale and by factor
1.20 per unit increased score on hallucinations and delusions on the
HoNOS scale.

The odds ratio was 1.19 if the patient had contact and support
with the out-of-office clinic within 48 h before admission, and the
OR increased by a factor of 1.11 per unit increased score if the patient
had self-harm on the HoNOS scale and by a factor of 1.10 of increased

age (per 10 years). The OR decreased by a factor of 0.87 with in-
creased score of “reduced mood level” on the HoNOS scale and by a
factor of 0.45 with increased score of “passive suicidal thoughts and
no active plans”. Increase in GAF symptoms score (log transformed)
decreased the OR for IH by a factor of 0.35 per unit.

4. Discussion

4.1. Involuntary hospitalization

In this large epidemiological study of hospitalization in twenty
psychiatric acute units representing about 75% of all acute emergency
units in Norway, it was found that 44%were involuntarily hospitalized
(IH). In an earlier study of three psychiatric hospitals and one general
hospital with an acute psychiatric unit in Norway (1997 to 1998),
51.7% were involuntary referred (Iversen et al., 2009). In another
study of acute emergency admissions in Tromsø, 59% were involun-
tary referred (Deraas et al., 2006). In a Norwegian national report of
all psychiatric units who receive involuntary admissions in 2006,
only 35% were involuntary referred (Bremnes et al., 2008). Our results
are in between these findings, but the national report includes both
acute admitted patients and elective admitted patients. The Tromsø
study only looked at patients referred from an out-of-hours clinic,
but did not include patients referred directly from a GP during normal
practice hours. This may have influenced the result of a rather high
level of IH in Tromsø since it included what we now see as predictors
of IH; followed by contact with police, the referring physician proba-
bly did not know the patient and admission took place at evenings
and nights. In this study 28% of all patients were referred for involun-
tary observation (maximum duration 10 days) and 16% for involun-
tary hospitalization with no time limit for stay. In the Norwegian
national report 2001–2006 there was a range from 54 to 42% referred
for involuntary observation and 34–33% for involuntary hospitaliza-
tion with no limit for length of stay (Bremnes et al., 2008). Voluntary
hospitalized patients increased from 11% in 2001 to 24% in 2006.
From our study we can see that there was a higher percentage of VH,
but this study includes only acute emergency admissions, while the
national report also includes elective admitted patients.

4.2. Age

In our study the mean age of IH was 40.4 years and for VH
38.9 years. In the Norwegian study from Tromsø Casualty Clinic the
mean age 32 was years, but they were not divided into IH and VH
concerning age (Deraas et al., 2006). In the New Zealand study the
median age of the 932 patents included were 34 years (range 16–68)
(Wheeler et al., 2005).

Table 3
Symptoms of patients admitted to 20 acute psychiatric units in Norway.

Voluntary Involuntary

N Mean n S.D. Mean n S.D. p-value

GAF at intake 3266
Symptoms 38.77 1843 11.35 31.88 1423 12.28 0.0005
Function 40.02 1843 10.80 34.69 1423 11.73 0.0005
HoNOS variable
Problems with:

Overactive, aggressive disruptive or agitated behavior 3201 0.61 1822 0.992 1.46 1379 1.36 0.0001
Non-accidental self injury 3191 1.03 1818 1.344 0.86 1373 1.352 0.712
Drinking or drug taking 3171 1.06 1809 1.415 1.15 1362 1.501 0.0001
Cognitive 3154 0.72 1806 0.979 1.20 1348 1.279 0.0001
Physical illness or disability problems 3187 0.66 1816 1.073 0.68 1371 1.088 0.301
Hallucinations and delusions 3179 1.00 1812 1.277 1.86 1367 1.495 0.0001
Depressed mood 3179 1.91 1818 1.149 1.29 1361 1.267 0.0001
Relationships 3166 1.67 1804 1.144 2.02 1362 1.237 0.432
Activities of daily living 3166 1.44 1807 1.136 1.73 1359 1.287 0.0001

Table 4
Predictors of involuntary hospitalizations (IH) to 20 acute psychiatric units in Norway.

95% C.I. for ORa

Predicting factors ORa p-valueb Lower Upper

Contact with police 3.72 0.000 2.80 4.94
Referred from someone who did not
know or followed up the patient

1.50 0.000 1.23 1.83

Other contact within the last 48 h 1.48 0.020 1.15 1.90
Living in other less stable housing
conditions than living in own
apartment or house

1.46 0.000 1.21 1.76

HoNOS aggression 1.39 0.000 1.29 1.50
HoNOS hallucinations and delusions 1.20 0.000 1.13 1.29
Contact last 48 h with out-of-office
casualty clinic

1.19 0.090 0.97 1.44

HoNOS self-harm not by accident 1.11 0.005 1.03 1.20
Age, 10 years 1.10 0.001 1.04 1.17
HoNOSc reduced mood level 0.87 0.000 0.80 0.94
Passive suicidal thoughts, no active plans 0.45 0.000 0.36 0.56
GAFd symptoms at intake (log) 0.35 0.000 0.27 0.44
Constant 11.14 0.000

a Odds ratio.
b p-value 0.000 means less than 0.0005.
c Health of the Nation Outcome Scales.
d Global Assessment of Functioning.
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4.3. Gender

In our study 53.9% involuntary referred patients were males. In a
Norwegian national review (in 2006) males constituted 50.4 of those
involuntary admitted (Bremnes et al., 2008). In the New Zealand
study 56% of all patients were males, and 67% of males and 56% of fe-
maleswere involuntary admitted (Wheeler et al., 2005). In aNorwegian
study 55% were males (Deraas et al., 2006), and in another study 47%
weremales (Iversen et al., 2009). Therewas no distinction between vol-
untary and involuntary referredmales in these two studies. In an Israeli
study in 1991, 64.7% of first time involuntary admitted patients were
males (Rosca et al., 2006). In a Dutch study, more males than females
(21% men and 15% women) were involuntary admitted (van der Post
et al., 2009).Males seem to bemore at risk in all these countries to be IH.

4.4. Country of origin

In 2005 there was 7.51 present inhabitants with another ethnicity
than Norwegian (Statistics, 2006). In our study there were 325 patients
(9.8%) with another national ethnicity than Norwegian. Within this
group 13.5% came from other Nordic countries, 14.8% from Europe,
39.7% from Middle-East, 11.7% from Asia, 0.3% from Australia/Oceania,
2.5% from theAmerican continent, and 15.1% from the African continent
and 2.5% were adopted to Norway. Of the IH 12.1% had a different na-
tionality than Norwegian compared to 9.1% of VH. In the Netherlands
it was found that first and second generation immigrants from non-
Western countries had a higher risk of contact with psychiatric emer-
gency services and compulsory admission thannative Dutch population
(Mulder, Koopmans, & Selten, 2006). The association between non-
Western ethnicity and compulsory admissionwas supported by greater
severity of psychiatric symptoms, greater level of threat, more lack of
treatment motivation and a lower level of functioning. In a study from
Denmark, more immigrants were admitted involuntarily than Danish-
born psychiatric patients (Norredam, Garcia-Lopez, Keiding, & Krasnik,
2009). The ethnicity cohort of the New Zealand study represented
European 60%, Maori 23%, Pacific nations nearly 11%, Asian 4% and
others 1% (Wheeler, 2005). Norway has so far a more homogeneous
population than other countries, but receivedmore people seeking asy-
lum and labor immigration in the last 20 years.

4.5. Marital status

In our study 59.3% of involuntary were unmarried. In a Norwegian
study 43% of all voluntary and involuntary were unmarried (Deraas et
al., 2006), and in an Israeli study in 1991, 48.7% of first time involun-
tary admitted patients were single (Rosca et al., 2006). Patients with
severe psychiatric symptoms, and some rather young may have more
difficulty in establishing a stable relationship. When we add that they
may not have their own house or apartment, living on rehabilitation
funds or disability pension, a married or stable cohabitation status
may be more difficult to achieve.

4.6. Level of education

In our study 54.7% of involuntary and 50.3% of the voluntary
referred patients had only obligatory 10 years of education. In the
Norwegian general population (year 2006) only 21% had lower second-
ary education as their highest academically level. In OECD countries av-
erage 31% have lower secondary education (Statistics Norway, 2006).
This shows that patients admitted in our study had a lower level of
education than the general population both in Norway and OECD coun-
tries. In an Israeli study, 22.9% of first time involuntary admitted pa-
tients had 8 years of education, 41.8% 9 to 12 years of education and
16.8% 13 or more years of education (Rosca et al., 2006). Norwegian
Statistical Central Bureau yearbook 2007 showed that 87% aged 25–64
in 2004had fulfilledminimumhigh school level. About 33% had fulfilled

university or college level. Involuntary hospitalized patients had a lower
level of education maybe because the debut of a major psychiatric ill-
ness could have blocked further education. We do so far not know
howmuch an IHmay affect the patient's process to get more education.
This could be influenced by number of IH, length of stay in the hospital,
and the ability for the patient to successfully return to educational insti-
tutions after hospitalization.

4.7. Living situation, living alone

In our study 50.9% of IH and 52.3% of VH lived alone. When we
asked them what kind of housing situation they were in, 67.7% of all
patients had their own house/apartment, 0.9% lived in communal
apartment without milieu personnel around, 5.3% lived in communal
apartment with milieu personnel around, 3.4% in communal apart-
ment with milieu personnel available 24 h/7d, 4% lived in an institu-
tion, 9.8% lived with their parents, 1.1% lived at a hospice, 3.8 did not
have any place to stay at all, 1.4% at an asylum center for foreigners,
0.8% in a prison, and 1.7 with unknown housing situation. Of those
having their own home, 30.3% were IH. In an Italian study it was
much more frequent that patients lived with their family, and the in-
voluntary admitted patient were more frequent young male schizo-
phrenic patients living with their family of origin. Much of the 460
cases were not working at the time of admission (Zeppegno et al.,
2005).

4.8. Drug use

This study showed that IH was significantly influenced by the use
of alcohol or drugs during the last six months. When the material was
divided between no abuse, abuse and dependency, 26.6% of IH and
22.3 of VH abused or had a dependency on alcohol or drugs at admis-
sion. In a Norwegian study of first episode psychosis patients with
substance abuse there was significantly higher risk for IH during fol-
low up (OR 5.2) (Opsal et al., 2011). In the Norwegian study of an
out-of-hours clinic 40% of the patients had a history of substance
abuse (Deraas et al., 2006). The current study shows that 24.2% of
all patients reported substance abuse. One reason less substance abuse
was found may be the higher number of cases in this study.

4.9. Predictors of involuntary admission

The findings in this study showed that the strongest predictors of IH
were the following: the patient had contact with police during the re-
ferral process, referred by someone with no knowledge of the patient,
other contactwith health or social services prior to admission, not living
in an apartment or own house, a high score on aggression, hallucina-
tions and delusions, contact with an out-of office casualty clinic within
the last 48 h, and the patient had a poor GAF symptom score at intake.
No studies have been found in the literature to compare these results.

4.9.1. Contact with the police
One study reported that VH patients bring themselves to the hospi-

tal for treatment, while IH patients are brought to the hospital in the
custody of others who seek their treatment (Hoge et al., 1997). In our
study the police was in contact or transported the patient to hospital
in 8% of the VH and 49% of the IH patients. Altogether 25.9% of all pa-
tients in our studywere transported by the police to the acute psychiat-
ric unit. The police in Norway are normally contacted when the patient
is in an unstable, aggressive or otherwise unsecure state. In these cases,
the police are the only agency that can by force transport a patient to the
acute psychiatric unit. Our findings correspond well to a Norwegian
study which reported that 34% of all patients were accompanied by po-
lice, 24.4% of VH and 40.7% of IH patients (Deraas et al., 2006). However,
this study only included 100 patients referred from an out-of-hours
clinic (located on a county level in the Norwegian health system). In a

141K. Hustoft et al. / International Journal of Law and Psychiatry 36 (2013) 136–143



Author's personal copy

study of 70 involuntary hospitalizations in Tubingen, Germany 21%
were brought to the hospital by the police on doctors' court hold
(Laengle, Durr, Renner, Guenthner, & Foerster, 2000).

4.9.2. Physician who referred did not know the patient
In Norway every citizen has their own GP. We could then expect

that a high percentage of admitted patients were referred by their
GP who knew them from before. Too few patients in this study are re-
ferred from their family physician. Of involuntary admitted patients
63% were referred by someone who did not know the patient. This
was the second strongest predictor of IH, challenging the psychiatric
services that knowledge of the patients' psychiatric history may reduce
IH in the future. Contact with an out-of office clinic the last 48 h was
also a predictor of IH. The out-of office clinic is often staffed by GP's,
physicians working in hospitals or physicians working on shorter con-
tractswith the county health services. Theywork under pressure during
evenings and nights and often do not have a long time relationshipwith
the patients in an acute state. They have to decide on a short time basis,
often based on one appointment only, if the patient has to be admitted
or not. This aspect gives them less knowledge and time to make a good
and qualified conclusion for IH or VH.

4.9.3. Living accommodations
Living accommodations status for the psychiatric patient is impor-

tant.We grouped together all other housing status i.e. all kinds of rented
service apartments from the county with or without staff visiting the
patient, living in an institution, living with parents or others, hospice
or without any place to live at all. A clear predictor of involuntary hos-
pitalization was if the patient did not live in his or her own apartment
or house.

4.9.4. Symptoms of aggression, hallucinations and delusions
Ahigh score onHoNOS aggression predicted IH. Aggressive behavior

oftenwill lead to the need of police in an admission process. Sometimes
psychotic symptomswith hallucinations and delusions are a part of the
psychiatric symptom picture of the patient. In our study there was a
higher OR for aggression, hallucination and delusionwhich corresponds
to the psychotic symptoms in the New Zealand study (Wheeler et al.,
2005). In the New Zealand study IH patients were associated with
male gender, a diagnosis of psychosis and ethnicity (being Maori). We
found that IH were older, more often male, of non-Norwegian origin,
unmarried and had lower level of education. This result corresponds
with the Israeli study where IH patients were more often single males
between ages of 18 and 44, and had poor levels of education (Rosca et
al., 2006).

4.9.5. Symptoms of reduced mood level and self-harm not by accident
and GAF

The OR decreased with an increase in score of “reduced mood
level” and more intense suicidal behavior. This could express that
more depressed patients often are VH. Increase in GAF symptom
score decreased the OR for IH. This conclude that patients with a low
GAF score at intake had severe psychiatric symptoms and were less
likely to be involuntary admitted to Norwegian acute psychiatric
units.

4.10. Patient wanted voluntary admission

After the patients had entered the acute psychiatric unit for hospi-
talization they were asked whether they wanted admission or not, in-
dependent of their referred legal status. It was found that 96.5% of VH
and 29.7% of IH stated that they actually wanted admission.

In the study from Pennsylvania and Virginia USA, 81% of IH reported
that they were not offered the opportunity to voluntarily enter the hos-
pital, 56% of whom indicated they would have entered voluntarily had
the offer been made (Hoge et al., 1997). In a questionnaire testing the

patient's understanding of the admission process, 56% of the VH and
19.3% of the IH had thoughts of voluntary admission. This may reflect
the possibility to reduce the level of IH. On the other hand, patients
who are admitted involuntarily but state that they actually want volun-
tary admission may also be clinically unstable, ambivalent and have
poor insight. They may change their willingness to be voluntarily ad-
mitted when they reach the acute psychiatric unit, or during the period
of admission process.

4.11. Source of income

In our study 25.7% had paid work, while 42.8 had rehabilitation
funds/disability pension and 23.1% had other social benefits. Of the IH
patients 26.9% had their income source from social benefits and 19.6%
had paid work/sickness benefits, while the VH patient 20.4% had as in-
come source social benefits and 30.5%were on paid work/sickness ben-
efits. Many of the VH and IH patients were on disability pension (42.3
and 43.4%). In the Tromsø study 32% were economical supported by
various benefit systems and 7% were employed (Deraas et al., 2006).

These two studies show that a high percentage of acute psychiat-
ric patients in Norway got some kind of social security payments.

In order to control for possible random effects of different psychi-
atric centers we have rerun the model using a hierarchical procedure
(R, lmer) with center as a random effect. This resulted in only minor
changes in the estimated OR's (practically all within 10%). No changes
in the overall results were seen.

5. Limitations

A limitation in this study was that catchment areas differ in popula-
tion density. One patient may have had multiple admissions and could
differ in involuntary or voluntary status when referred. There were
multiple raters, because patients were admitted continuously to the
units over twenty four-hours, seven days a week. Some raters did not
fill in answers to all questions since some data were not always avail-
able in the acute admission process. There was no intersite reliability
test on GAF and HoNOS.

6. Conclusions

Predictors of IH in acute psychiatric units are contactwith the police,
referred from someonewhodid not know the patient, had symptoms of
aggression, hallucinations and delusions and a low GAF score at intake,
and were admitted during evening and nights with frequent substance
abuse.

Forty-four percent of all psychiatric admissions were IH. This result
was in the middle compared to other studies. Few of the other studies
are naturalistic with such a large number of patients included. Health
systems need to consider better pathways to care.

Our data seems to support the idea that most patients IH where in
need of treatment. We do not know to which degree use of IH could
be prevented, however; it is the explicit goal for the Norwegian Health
Authorities to reduce IH. We believe the first step to achieve this must
be a solid knowledge. Descriptive studies like ours, is at least a good
starting for such processes.
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The NorwegianMental Health Care Act states that patients who are involuntarily admitted to a hospital must be
reevaluated by a psychiatrist or a specialist in clinical psychologywithin 24 h to assesswhether the patient fulfills
the legal criteria for the psychiatric status and symptoms. International research on the use of coercive hospital-
ization in psychiatry is scarce, and an investigation ofNorway's routine re-evaluation of involuntarily referred pa-
tientsmay expand knowledge about this aspect of psychiatric treatment. The aim of this study was to investigate
the extent to which Involuntarily Hospitalized (IH) patients were converted to a Voluntary Hospitalization (VH),
and to identify predictive factors leading to conversion. TheMulti-center Acute Psychiatry study (MAP) included
all cases of acute consecutive psychiatric admissions across twenty Norwegian acute psychiatric units in health
trusts in Norway across 3 months in 2005–06, representing about 75% of the psychiatric acute emergency
units in Norway. The incident of conversion from involuntarily hospitalization (IH) to voluntary hospitalization
(VH) was analyzed using generalized linear mixed modeling. Out of 3338 patients referred for admission, 1468
were IH (44%) and 1870 were VH. After re-evaluation, 1148 (78.2%) remained on involuntary hospitalization,
while 320 patients (21.8%)were converted to voluntary hospitalization. The predictors of conversion from invol-
untary to voluntary hospitalization after re-evaluation of a specialist included patients wanting admission, better
scores on Global Assessment of Symptom scale, fewer hallucinations and delusions and higher alcohol intake.
Conclusion: The 24 h re-evaluation period for patients referred for involuntary hospitalization, as stipulated by
the Norwegian Mental Health Care Act, appeared to give adequate opportunity to reduce unnecessary involun-
tary hospitalization, while safeguarding the patient's right to VH.

© 2017 Elsevier Ltd. All rights reserved.
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1. Introduction

Involuntary hospitalization (IH) is a controversial issue in psychiatry
due to the ethical complexity of admitting a person for treatment
against his/her will. The Madrid Declaration on Ethical Standards for
Psychiatric Practice from August 25th 1996 states in article 4 (World
Health Organization, 2005): “…No treatment should be provided against
the patient's will, unless withholding treatment would endanger the life of
the patient and/or the life of others. Treatment must always be in the best
interest of the patient.” International law bodies like the European
Committee for the Prevention of Torture and Inhuman or Degrading
Treatment or Punishment focus on how IH is performed in countries,
the patient's right to information about use of coercion, and how

national supervisory bodies function with inspections practice
(Ministry of Justice and Public Security, 2000).

1.1. Background

The autonomy of the psychiatric patient is a complicated construct.
In situations where the patient might lack insight about the illness
and is believed by health care professionals to suffer from psychosis,
major depression or to be in a manic state, the balancing of patient
autonomy with the right and need for treatment may be challenging.
Patients with psychosis often lack insight – a capacity to gain an accu-
rate and deep understanding of someone or something including
awareness of a mental disorder and understanding social consequences
of the disorder, the need for treatment and awareness of specific signs
and symptoms of the disorder (McCormack, Tierney, Brennan, Lawlor,
& Clarke, 2014). A study on the “patient's perspective”, and “family bur-
den of coercion” showed that IH often is associated with a feeling of
being excluded from participation in the treatment (Kallert, 2008).
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Due to differences in mental health legislature both across Europe and
in the rest of the world, levels of IH are difficult to compare (Kallert &
Torres-Gonzales, 2006). EU-countries have been recorded varying
rates from 3.2% in Portugal, to 21.6% in Finland. France has reported IH
rates of 10.5–12.5% (1988–1999), UK 11.7–13.5% (1976–1999) andGer-
man reports range from 3.9 to 44.8% in 1978 and 17.7% in 2000
(Riecher-Rossler, 1993).

On a general level patients' may experience unaccountability or in-
competency to give consent for hospitalization as a consequence of
young age, or disturbance of consciousness caused by a serious medical
condition. In some cases necessary treatment may conflict with reli-
gious beliefs, for example refusal to receive blood or blood products,
or refusal to break off an ongoing hunger strike (Norwegian Ministry
of Health and Care Services, 1999; Yate, Milling, & McFadzean, 2000).
In these circumstances physicians have to make choices for the patients
based on best practice and the need to save lives. Under the Norwegian
Act of Health Personnel, necessary health care shall be given, even if the
patient is incapable of granting his consent thereto, and even if the pa-
tient objects to such treatment (Ministry of Health and Care Services,
1999a).

In Norway, family members are commonly the ones making contact
with the primary health care system if they believe a person to be in
need of psychiatric hospitalization. The family doctor/the general prac-
titioner (GP) is often the first port of call, or alternatively, the local
afterhours emergency clinic might perform an evaluation of the pa-
tients' mental health status. The physician then determines whether
or not there is a need for hospitalization as IH or VH.

1.2. Norwegian law

The Norwegian Mental Health Care Act follows the principles of the
World Health Organization's checklist which states that IH and involun-
tary treatmentmay only be given when 1) there is evidence of a mental
health disorder of specified severity 2) a serious likelihood exists that
the personmight do harm to him/herself or others, 3) substantial likeli-
hood exists that serious deterioration might occur in the patient's
condition if treatment is not given and 4) admission is for therapeutic
purposes (World Health Organization, 2005).

1.2.1. The Norwegian Mental Health Care Act process
In order to be admitted to an acute psychiatric unit in Norway the

patient must be evaluated by a physician (in most cases a GP) outside
the hospital (Ministry of Health and Care Services, 1999b). The referring
physician decides, based on the Mental Health Care Act, if a patient
should be referred as voluntary hospitalization (VH) (§ 2–1), involun-
tary observation (IH) up to 10 days (§ 3–2) or involuntary hospitaliza-
tion (IH) with unlimited duration (§3–3). To fulfill the IH observation
criteria, the physician must suspect that the patient is suffering from a
seriousmental disorder. IH patientsmay be referred through a court de-
cision, and adolescents can enter thehospital under the law of child pro-
tection or the law of social services. While the vast majority of IH is by
referral from a physician, VH should always be considered first if the
present condition of the patient does not clearly preclude this.

When the patients are admitted to the psychiatric acute emergency
unit at a psychiatric hospital, they are immediately met by a physician
or a resident physician for a first evaluation. The IH patient is re-
evaluated by a psychiatrist or a psychologist with special authorization
within 24 h. This is commonly done in the morning following the ad-
mission. This re-evaluation assesses whether the patient is in further
need of IH. If IH is not indicated the patient can be treated as VH or
discharged. Follow as indicated is performed by their GP and/or outpa-
tient clinic or local municipality services. The 24 h observation period is
intended to allow for more accurate decisions to bemade regarding the
need for IH. Given that patients are admitted, additional information re-
garding their condition and behavior may then be gathered from their
GP, relatives, and other relevant sources like district psychiatric centers

or municipality mental health teams. The observation of patients by
health care staff at the acute psychiatric emergency unit is also valuable
in this decision process. Competent psychiatric staff, a quieter environ-
ment, reduction of stress, contacts with relatives and detoxification of
drugs combines to allow for a more thorough re-evaluation. Especially
in cases of substance abuse, the acute crisis might be over within this
24 h period. There is no claim that the Voluntary Hospitalized (VH) pa-
tients have to be re-evaluated within 24 h by a specialist since there is
no process of changing their legal status of admission.

1.2.2. Conversion from VH to IH
Conversion from a VH to IH was not legal in Norway during

2005–2006. Under this act, if a VH patient required IH due to worsening
of his/her condition he or she was required to return to the GP/or the
local afterhours emergency clinic for a new “first” evaluation. In severe
cases the GP could be called to the hospital, but this was rarely done in
practice. A newParliament revision took place June30th 2006 and legal-
ized January 1st 2007 (Mental Health Act § 3–4). From that time on it
has been legal to convert a seriously ill patient from VH to IH on order
of a specialist, if there was an imminent serious danger to the patient
or others, but even so a second physician has to assess the patient.

1.2.3. Patients' rights
Thepatient is entitled to be informed about their opportunity to con-

test IH. Referring physicians (GPs or a physician at the local afterhours
emergency clinic), the resident receiving the patient and the psychiatric
specialist reviewing their cases are all obliged to inform the patient of
his/her legal rights. If the patient does contest an IH, he/she are also en-
titled to free legal services by an independent lawyer. The patient may
direct the complaint to the Supervisory Commission (The Norwegian
Social Affairs Committe, 1998–99), which in many ways is similar to
the lowest court level in the Norwegian legal system. It consists of
four members chaired by a lawyer qualified to serve as a magistrate.
The remainingmembers are a physician not affiliated with the hospital,
a former patient or next of kin to a patient, and a person from a commu-
nity related profession, such as a social worker or psychiatric nurse. The
Supervisory Commission is autonomous in its activity, andmay overrule
the psychiatric specialist decision for IH.

According to the Norwegian Mental Health Care Act, referrals for IH
can only bemade to psychiatric inpatient units in hospital departments
or community mental health centers (District Psychiatric Centers)
certified for this (Ministry of Health and Care Services, 1999b, 2012).
Independent psychiatric forensic hospitals do not exist in Norway. The
referring physician is required to have seen the patient in personwithin
10 days prior to hospitalization (Fig. 1). Other Nordic countries like
Finland (Turunen, Valimaki, & Kaltiala-Heino, n.d.) and Denmark have
similar laws (Jepsen, Lomborg, & Engberg, 2010).

1.3. Review of earlier studies

We have identified one national report and four studies from
Norway describing the IH to VH conversion process. One study was
based on large samples while three were minor projects. However, we
identified no international studies.

The national report represented 54% of the admissions from
Norwegian psychiatric hospitals in 2001 (N = 10,553) and 78% in
2006 (N = 15,721). A respective 40% and 39% of admitted patients
were referred for IH, and 88% and 75% stayed involuntary after specialist
reevaluation (IH → IH) (Bremnes, Hatling, & Bjørngaard, 2008). Due to
incomplete data from several sites in 2001 and improved admissions
data recording in 2006, the number of included admission rose of
nearly 50%. Hospital wards treating patients aged 15 and over (acute
psychiatric emergency units, high security units and long term units)
were included. The report found that patientswith a diagnosis of schizo-
phrenia had higher risk of IH than other diagnostic groups, and patients
age 50–59 had a higher odds ratio than all other age groups for IH.
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The Bergen University Hospital study (2005–2008) from one
acute psychiatric emergency unit in southwestern Norway (N =
5317) found that 54.5% of patients were referred for IH. The overall
rate of IH → VH was 26.4% (Fuglseth et al., 2016; Johansen, Mellesdal,
Jorgensen, & Hunskaar, 2012). They found that local afterhours
emergency clinic were more likely to refer the patients for IH, and that
this group also had a higher proportion of IH→VH conversion. Of all pa-
tients converted 16.9% reported illegal substance use, while this figure
for non-converted patients (IH → IH) was only 4.6%. The factors most
strongly associated with IH → VH conversion was fewer manifested
symptoms. Other factors included lower competence level of the refer-
ring agent (expected psychiatric expertise, previous knowledge of
patient and availability of follow up), better scores on high GAF symp-
toms (GAF-S), more often reported suicide risk and diagnosis other
than psychotic or affective disorders. The strength of this study was its
basis in a large number of admissions over several years, but a limitation
was that it only represented one hospital in one region in Norway.

We also identified three smaller studies of less relevance because
they had selected and small samples. One study from eastern Norway
looked at 104 patients and found that 49 patients (47.1%) were referred
for IHwith an IH→ VH rate of 44.9% (Tørrisen, 2007). Limitations of this
studywere its fairly low number of patients referred to a single hospital,
and a majority (63%) was referred from a local out–of–office-hours ca-
sualty clinic.

A second small population study was from a local afterhours
emergency clinic in northern Norway referring patients to a local
acute psychiatric emergency unit (Deraas, Hansen, Giaever, & Olstad,
2006). They found that of 100 patients admitted, 59 were referred for
IH. They reported an IH→ VH rate of 15.3%. This study included patients
referred both for IH observation and IH of unlimited duration. They de-
scribed the diagnostic agreement between the referring physician and
the specialist to be fairly good. The majority of the admissions (75%)
happened during weekends, holidays or overnight, and 43% reported
substance abuse. The clinic was staffed by local GP's working nights/
weekends/holidays. However, this study included a relatively low num-
ber of patients referred to a single hospital.

The third small population study from southeasternNorway, looking
at 181 patients referred only for IH observation, found an IH→ VH rate
of 54.1% (Gjelstad, Lovdahl, Ruud, & Friis, 2003). However, the sample
did not include those referred for IH of unlimited duration.

Overall we found that IH→VH conversion rates varied from 11.4% in
the national report to 26.4% in the large hospital study. In the three

smaller population studies the IH→ VH rate varied much more widely
from 15.3% to 54.1%.

1.4. Aims of the study

1. To identify the frequency patients on involuntary hospitalization
were converted to voluntary hospitalization within 24 h observation
across 20 acute psychiatric emergency units in Norway.

2. To study which factors predicted that a patient would stay on
involuntary hospitalization or be converted to voluntary status
after the 24 h observation period.

2. Materials and methods

2.1. Design

A prospective observational study of a cohort of patients consecu-
tively admitted to acute psychiatric emergency units in Norway.

2.2. Subjects

A total of 3506 hospitalizations were registered. Due to incomplete
data regarding involuntary hospitalization (IH) and missing data re-
garding their b24 h re-evaluation, a final data set for analyses was
3338. The units mainly received patients aged 18 or above. However,
29 patients aged 15–17 were included because certain hospitals lacked
acute adolescent units. These patients were instead admitted to adult
acute psychiatric emergencyunits. Of all patients referred for admission,
1468 patients were referred for IH and 1870 patients were referred for
VH. Age was the only exclusion criterion.

2.3. Methods

Twenty acute psychiatric units geographically spread all over
Norway gathered by the invitation of the Norwegian Directorate of
Health to participate in an acute psychiatric network organization to
do more research on acute psychiatry in Norway. Data was collected
from all consecutive hospitalizations at these twenty acute psychiatric
units for three months during the fall 2005 and early 2006 (Ruud,
Gråwe, & Hatling, 2006). The participating health trusts represented
75% of all Norwegian acute psychiatric wards located all over the

time
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Fig. 1. The pathway of IH after specialist reevaluation in 20 acute psychiatric units in Norway.
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country. The VH and IH patients arrived to the acute units transported
by hospital ambulance, followed by the police, relatives or came by
themselves after they all had been evaluated by a physician/GP outside
the hospital. Some patients may have been admitted to the acute psy-
chiatric units before. The psychiatric specialist would use all psychiatric
journal information available and use this as a base for evaluation. Data
were collected by psychiatric health care professionals including psy-
chiatric nurses, nurses and nurse assistants, psychiatrists and clinical
psychologists. Staff were trained to use the Global Assessment of Func-
tioning scale (GAF) (American Psychiatric Association, 1987; Wing
et al., 1998; Wing, Curtis, & Bevor, 1999) and Health of the Nation Out-
come Scales (HoNOS) through sessions involving discussions and the
scoring of vignettes (Wing et al., 1998, 1999). Every site had a local pro-
ject coordinator. Data was collected, anonymized and transferred to a
central database for analysis.

2.4. Instruments and materials

General sociodemographic data was collected by an acute admission
registration form purposely developed for this study (Ruud et al., 2006)
which included: age, gender, ethnicity, having children b18 years of age,
child care status, housing status, source of income, nature of psychiatric
problems, educational level and services received prior to admission.
Also recordedwere the admission date and time of day, acute admission
status (whether or not the patient could wait another day to be
assessed), referral agency and status (voluntary or involuntary), being
escorted to the hospital by police, patient's desire for admission and
any previous contact with mental health agencies.

We used the Global Assessment of Functioning Scale (GAF) axis IV in
DSM-IV, with symptoms (GAF-S) and functional level (GAF-F) scored
separately (American Psychiatric Association, 1987; Goldman, Skodol,
& Lave, 1992).

The Health of the Nation Outcome Scales (HoNOS) was used to
assess the severity of psychiatric problems. The HoNOS consist of 12
items measuring behavior, cognitive impairment, symptoms and social
functioning (Wing et al., 1998; Wing et al., 1999). The scale uses the
following scores; 0 (no problem), 1 (minor problem which do not
need action), 2 (mild problem but definitely present), 3 (moderately
severe problem) to 4 (severe to very severe problem).

Drug and alcohol abuse for a 6 month prior to admission was
assessed by the Alcohol and Drug Use Scale being: 0 (abstinent), 1
(use without impairment), 2 (abuse), 3 (dependency), and 4 (depen-
dency requiring institutionalization) (Goldman et al., 1992; Mueser,
Noordsy, Drake, & Fox, 2003; Sederer & Dickey, 1996).

The IH group includedboth patients referred for IH observation up to
10 days (§3–2) and for IH of unspecified duration (§ 3–3) as well as a
small number of patients referred under other IH paragraphs (IH court
decision (§ 5–3), and law of child protection/law of social services).

2.5. Ethical considerations

The study was approved by the Regional Ethical Committee in East-
ern Norway (no. 04049), and by the Norwegian Social Science Data Ser-
vice and The Norwegian Data Inspectorate under the Norwegian
Ministry of Labor and Government Administration, NSD (no. 11074).

2.6. Statistical analyses

Analyses were made using SPSS 21.0 (SPSS, n.d.), and the GLIMMIX
module of SAS Academic version 3.3 used for the generalized linear
mixed modeling (Schabenberger, n.d.). For descriptive statistics, fre-
quencies, means and standard deviations (SD) were calculated as ap-
propriate. As the binary variable of conversion from involuntary to
voluntary admission was the outcome variable for all analyses, general-
ized linear mixedmodeling with the SAS GLIMMIX procedure was used
for all inferential statistics, using random intercepts for the site to cor-
rect for different base-rates at the different sites, and fixed effects for
all variables, with logit link-function. All effects are presented as odds-
ratios (OR) with corresponding 95% confidence intervals. First of all, in-
dividual analyses were performed for each variable, but with random
intercepts in order to estimate the unadjusted effects. Secondly, all var-
iables showing unadjusted significant effects on conversion from invol-
untary to voluntary admissionwere entered simultaneously, in order to
estimate adjusted multivariate effects. Initially 25 variables were used:
admission time of day, who referred the patient, prior knowledge of
the patient, escorted by the police to the hospital, patient requesting ad-
mission, age, gender, marital status, living alone, GAF symptom and
functioning, HoNOS scores (9 items), use of drug or alcohol, living ac-
commodation, income source, educational level and appearance of
drug use.

Out of the 20 sites investigated, there were 11 sites with 11 or more
converted cases, and 9 sites had fewer than 11 converted cases and
were excluded from the analyses as they precluded good model fit.

3. Results

Overall, 43.9% (1468 cases) of the 3338 patients were referred for IH
(Hustoft et al., 2013) (Table 1). After the 24 h re-evaluation period,
78.2% of those referred for IH remained on IH (1148 cases), whereas
21.8% (320 cases) were converted to VH. In addition we found that a
very small proportion of 12 VH patients (0.6%) who were converted to
IH. The mean age for patients referred for IH was 40.4 years, and 53.9%
of IH were men.

3.1. The IH → VH rate

Out of the IH group 63.1% were referred for IH observation, while
34.9% were referred for IH with unlimited duration of stay (Table 1).

Table 1
Rate of IH→ VH conversion after psychiatric specialist re-evaluation at 20 psychiatric acute emergency units in Norway.

IH Involuntary hospitalized
at admission

Involuntary hospitalized
within 24 h re-evaluation

Voluntary hospitalized
within 24 h re-evaluation

IH IH → IH IH → VH

n % n % n %

IH observation ≤ 927 63.1 669 71.2 258 27.8
IH with unlimited duration 512 34.9 470 91.8a 54 10.5
IH Court decision
Involuntary § 5–3

13 0.9 6 46.2 7 53.8

IH Law of child protection or Law of social services 16 1.1 3 18.8b 1 6.3
Sum 1468 100.0 1148 320

§ 3–2: involuntary observation ≤10 days.
§ 3–3: involuntary hospitalized with unlimited duration.

a Excluded here were 10 voluntary cases § 2–1 (VH) who were converted to IH observation § 3–2 and 2 cases (§2–1) who were converted to IH unlimited duration § 3–3 (VH → IH).
b 12 patients referred Law of child protection or Law of social services were converted to § 3–3.
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Very few patients were referred on other IH paragraphs: 0.9% had an IH
court decision, and 1.1% was under the Law of child protection/Law
of social services. After reevaluation, 27.8% of the referred IH
observation patients and 10.5% of patients referred on IH of unlimited
duration were converted to VH (IH → VH) (Table 2). Of those patients
converted IH → VH, 80.6% (258 cases) were referred for involuntary
observation (§ 3–2), 16.9% (54 cases) unlimited duration (§3–3) and
2.5% (8 cases) on court decisions or laws of child protection or social
services.

A univariate analysis found no significant differences between the
groups IH→ IH and IH→VH in age, gender, ethnicity,marital status, col-
lege or university educational level, living situation, whether or not the
patient was referred from other psychiatric health care institutions,
whether or not the patient was transported by the police or used
drugs (Table 2). However, the IH→VHgroup had significantlymore pa-
tients referred from local afterhours emergency clinics, more often
wanted admission, higher HoNOS scores on self-harm not caused by
accident and reduced mood level, and a higher score on alcohol use.
The IH → IH group was more likely to be admitted during the evening
and night shift, and scored significantly higher on the HoNOS scale for
aggression, hallucinations and delusions, while having poorer scores
on The GAF scale for both symptoms and functioning.

3.2. Predictors of IH → VH conversion

The multivariate analysis showed an increased odds-ratio (OR) for
IH→ VH if the patient wanted admission (0.522), had fewer symptoms
(i.e. higher GAF symptoms scores at time of admission (1.022 per level
of GAF-S)), lower HoNOS scores for hallucinations and delusions
(0.614), and more use of alcohol (Drake Scale scores) (1.182) (Table 3).

4. Discussion

4.1. The IH → VH rate

We found that 21.8% of the patients who came on involuntary
hospitalization (IH) were converted to voluntary hospitalization
VH (IH → VH) (Fig. 2). This finding is similar to what was reported in
the national report of 2006with a rate of 25% and the Bergen University
Hospital study (2005–2008) with a rate of 26.4% (Bremnes et al., 2008;

Table 2
Patients referred for involuntary hospitalization and re-evaluated by specialist within 24 h, demographic and symptom data.

Involuntary hospitalized at
admission

Involuntary hospitalized within
24 h re-evaluation

Voluntary hospitalized within
24 h re-evaluation

p-Value

IH + VH total IH → IH IH → VH

Na n % Mean S.D. nc % Mean S.D.

Demographical data 1468 1148 332
Age 40.6 16.8 39.9 16.7 0.438
Gender; male 1466 1134 52.7 332 57.5 0.130
Norwegian 1450 1120 87.5 330 89.1 0.163
Unmarried 1426 1101 60.5 325 55.4 0.140
College or university 1344 1040 14.0 304 17.8 0.337
Living situation, living alone 1324 1024 55.9 300 54.7 0.997
Referral and admission
Referring agent
GP 1273 971 23.2 282 17.0 Ref.
Local out-of-hours casualty clinic 1273 971 47.5 282 60.6 0.021
From psychiatric health care 1273 971 29.4 282 22.3 0.059
Transported by police 1401 1087 51.5 314 47.8 0.377
Wanted admission 1244 946 26.5 298 41.9 b0.001
Admission, evening and night versus daytime 1422 1097 59.5 325 45.5 b0.001

Symptom data
HoNOS aggression 1391 1085 1.5 1.4 306 1.2 1.3 0.001
HoNOS self-harm not caused by accident 1385 1077 0.8 1.3 308 1.2 1.5 b0.001
HoNOS hallucinations and delusions 1379 1076 2.1 1.5 303 1.0 1.3 b0.001
HoNOS reduced mood level 1373 1066 1.2 1.3 307 1.5 1.2 b0.001
GAF-S symptoms at intake 1435 1113 30.4 11.3 322 37.2 13.9 b0.001
GAF-F functioning at intake 1435 1113 33.4 10.9 322 39.2 13.3 b0.001
Alcoholb 1437 1108 1.7 1.0 329 2.0 1.2 b0.001
Drugsb 1442 1112 1.8 1.3 330 1.9 1.4 0.076

S.D.: standard deviation.
Ref: reference category.
HoNOS= Health of the Nation Outcome Scales.

a Total number varied because of missing/not available data on some patient during acute admission process.
b Alcohol and Drug Use Scale.
c n = 332: 320 (IH → VH) + 12 VH→ IH.

Table 3
Multivariate model predicting conversion to VH at point of initial re-evaluation for IH
patients.

p-Value O.R.a 95% confidence
interval (C.I.)

Referring agent (GP) Ref
Local out-of-office-hours casualty clinic 0.2089 1.359 0.842–2.195
From psychiatric health care 0.2201 0.698 0.392–1.241

Did not want admission 0.0004 0.522 0.363–0.749
Admission, evening and night versus daytime 0.0933 1.370 0.948–1.979
Symptoms

GAF-Sb symptoms at intake 0.0093 1.022 1.005–1.040
GAF-Fb functioning at intake 0.9136 0.999 0.981–1.017
HoNOSc aggression 0.7851 0.980 0.851–1.130
HoNOS self-harm not caused by accident 0.3501 1.073 0.926–1.242
HoNOS hallucinations and delusions b0.001 0.614 0.531–0.708
HoNOS reduced mood level 0.4164 1.067 0.912–1.249
Alcohola 0.0440 1.182 1.004–1.391

The SAS system: the GLIMMIX procedure is modeling the probability that involuntary re-
ferral remained involuntary and was not converted.

a Odds ratio.
b Global Assessment of Functioning.
c Health of the Nation Outcome Scales.
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Johansen et al., 2012). Our study had 43.9% IH referred patients, while
the others had respectively 39% and 54.5% on a hospital level. Our
study is closer in design to the national report. Our study also represents
75% of all acute psychiatric emergency units in Norway, and could
therefore be representative in comparison.

4.2. Predictors of IH → VH conversion

We found the following factors to predict conversion of IH→VH: the
patient wanted admission, fewer symptoms (higher GAF-S), lower
scores for hallucinations and delusions, and more frequent self-
reported use of alcohol. These are similar results as in the Bergen
study concerning alcohol use and symptoms level (Fuglseth et al.,
2016).

The finding that less severe symptoms predicted conversion from IH
to VH carries face validity, as does thefinding regarding use of alcohol. It
is possible that GP's in some cases use IH in order to get unstable pa-
tients into the hospital. However, our study does not explore this aspect
in detail. The fact that many IH→ VH patients were simply more intox-
icated by alcohol at admission seems likely. Blood alcohol levels are gen-
erally reduced by 0.12–0.18 thousandth per hour in most people, with
0.15 thousandth per hours as a mean value across men and women
(Health, N. D. o., 2005). Many of these patients probably “sobered up”
during the night they stayed in hospital.

We find it puzzling that as many as 26.5% of the IH → IH patients
stated that they actually wanted hospitalization. However, even if they
wanted admission, very low GAF scores, lack of insight and ability to
consent, might all leave patients in need of IH based both on the evalu-
ation by the referring physician and the re-evaluating specialist. It is not
so puzzling that 41.9% of the IH → VH population wanted admission
since this population had lower score on HoNOS aggression-, hallucina-
tion and delusion score, higher GAF functioning and symptom score,
and higher score on alcohol use (Table 2). However, it is difficult to in-
terpret these findings because we did not study the extent to which ex-
tent patients wanted hospitalization when they were evaluated at the
GP/out of office hour casualty clinic before they entered the hospital.

A review article shows that someVH is related to high scores on per-
ceived coercion measures, and report that they are admitted against
their free will (Høyer, 2008). Paradoxically some of these studies even
report the opposite; IH patients might have a subjective opinion that
they are VH, even if they legally are IH. In a Norwegian study 10% of
the VH patients answered that they thought they were hospitalized
against their own will (i.e. IH), and 40% of the legally IH patients an-
swered that they had wanted to be hospitalized, and experienced the
admission as VH (Iversen, Hoyer, Sexton, & Gronli, 2002). A study

from Ireland showed that a significant proportion (22%) of VH patients
may experience the same level of perceived coercion as IH patients
(O'Donoghue et al., 2014). They found lower GAF-F scores in the IH
group (score level 32.8) as compared to the VH group (score level
47.1). This is the same trends as in our study (IH score 33.4 and VH
score 39.2).

Our data showed that the proportion of patients referred for IH
observation § 3–2, 27.8% were converted to VH. This was more
than twice the incidence as for those referred for IH of unlimited dura-
tion § 3–3 and converted with only 10.5%, (Table 1). IH observation
§ 3–2 represented 80.6% (258 patients) of all IH → VH patients
(Fig. 2). It makes sense that a larger part of IH observation § 3–2 should
be converted given that the criteria for IH observation in itself represent
anuncertainty about thepresence of amajor psychiatric illness, and also
that the symptoms found by the GP, during a potentially short assess-
ment period, may be unclear. Given that a re-evaluation by specialist
has to be performed within 24 h, this appears to work in securing
patients' right no coercion for a longer period than necessary. The
NorwegianMental Health Care Act has a basic criterion that initially vol-
untary mental health care has to be attempted. It is obviously pointless
to attempt voluntary mental health care due to the patients symptom
status at admission (Ministry of Health and Care Services, 1999b).

Clinically, patients with elevated blood alcohol levels often present
with suicidal thoughts expressed to their spouse or other family mem-
bers. Theymay have presented plans or even attempted suicidewith in-
toxication of drugs in combination with alcohol when initially assessed
by their GP or a local afterhours emergency clinic. However, during their
stay at the acute psychiatric emergency unit, blood alcohol levels sub-
side, and patients may present themselves as less suicidal when they
have been examined by a specialist and they together have found a
way out of the crisis situation. In some cases suicidal thoughts may
have disappeared. This leaves them able to decide that they either
want VH or wish to receive appropriate outpatient treatment.

It is a paradox that on the one hand it is important from human
rights, ethical and legal standpoint to minimize the number of patients
who have their autonomy reduced. On the other hand it is also impor-
tant that patients in actual need of treatment will receive IH if they
lack insight when IH is required. For example, adequate treatment for
First Episode Psychosis (FEP) is very expensive, and in some countries,
a low rate of IH might express unwillingness to spend resources on
this vulnerable group of patients.

The Norwegian government (Ministry of Health and Care Services)
set a goal in 2013 for the Norwegian psychiatric health trusts to reduce
IH by 5% within a year (N. Ministry of Health and Care Services, 2013).
However, this goal seems to be a politically rather than an empirically
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After specialist reevaluation %

45.6

32

21.8

0.4 0.2

§ 3-2

§ 3-3

§ 2-1
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Fig. 2. 1468 involuntary referred patients reevaluated within 24 h in 20 acute psychiatric emergency units in Norway, (§ 2–1 = voluntary hospitalized, §3–2 = involuntary observation,
§3–3 involuntary unlimited stay).
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based decision, as we do not know what the optimal level is for IH. Too
much or too little use of IH might both harm patients whom might not
receive or demand the treatment they need.

In a review of the legislation of coercivemental health care across 12
countries in Europe, substantial differences were found from the time
the patients were admitted until the institutions informed the authori-
ties (mostly courts) responsible for the IH evaluation (Kallert & Torres-
Gonzales, 2006). In certain countries, e.g. Germany, the legal situation
varies across the nation because each federal state within has its own
Mental Health Act. Other countries like Bulgaria are younger democratic
countries concerning the development of new laws and more central-
ized in structure meaning the law is equal in different parts/states of
the country.

4.3. The IH decision process in Europe

In European countries the range of potential starting points for an IH
process ranges from being any person (Spain), parents or relatives/
guardian (Czech Republic, Greece, Slovak Republic) to physician or psy-
chiatrist or administrative authority (Bulgaria, England, Germany, Israel,
Italy, Lithuania, Poland, Sweden). Some countries also allow several
sources to initiate an IH referral. While in Norway it is the GP/physician
outside the hospital who is the generator of IH admission.

The time used to decide whether patients should remain on IH is
very different in other European countries. In Germany the hospital
must immediately inform the court and the administrative authority
at by 10:00 AM the next morning at the latest. In the Czech Republic,
within 24 h, IH patients are required to be reported to a court which
then decides on involuntary placement within seven days. In Italy the
judicial authority must be informed within 48 h, while in the
Lithuanian Republic the IH patient must be brought to court within
48h. In Spain in emergency situations the head of the psychiatric facility
shall inform the court as soon as possible so that the IH can be legally
ratified. Such ratification must take place within a maximum of 72 h
from the time the court was notified. However, there is a second time
period for the courts or authorities hearing ranging from two to ten
days. Then, if IH is still required, the legal process may last for another
week to six months. Norway, Sweden and Poland use a physician out-
side the hospital for assessment and a psychiatrist inside the hospital
for re-evaluation. Italy uses at least 2 physicians while Lithuania re-
quires 2 psychiatrists as the referring source outside the hospital in ad-
dition to a specialist inside the hospital to re-evaluate within 24 to 48 h.

We argue that the Norwegian system of re-evaluating the patient
within 24 h represents a solid processwhich ensures that those patients
not in need of IH are converted as soon as possible to VH. The process
aims to ensure that the legal criteria of the Mental Health Care Act are
fulfilled and the patient actually is in need of IH. It gives the psychiatric
specialistmore time to gather additional information about thepatients'
pre-admission health status. The health personnel in the acute psychiat-
ric emergency unit are able tomake additional clinical observationsdur-
ing this period.

5. Conclusions

In our study, 21.8% of the IH patients were converted to VH within
24 h because they did not fulfill the medical-legal criteria for being
kept on IH. Factors predicting IH → VH conversion were that they said
that theywanted admission, less severe symptoms loads, fewer halluci-
nation and delusions, and more abuse of alcohol at intake.

Involuntary hospitalization should only be usedwhen it is in the best
interest of the patient. The process of specialist re-evaluation of referred
IHpatientswithin a 24h period is a reasonable process in the paradox of
honoring the patient's autonomy and ensuring that the patient gets
appropriate treatment.

6. Limitations

One limitation of this study was that catchment areas differ in pop-
ulation density across Norway. In addition, each patient may have
been admitted multiple times and might have differed in status (IH or
VH) each time. Ratings were done by multiple people, because patients
were included for admission continuously around the clock across
20 units all over Norway. Some raters failed to answer to all questions
as data was not always available at the point of ward admission, and
the patient was in such a labile state that the necessary information
was not collectable.
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Abstract  

Background  

To explore patients’ attitudes towards voluntary and involuntary hospitalisation in Norway. 

 

Methods  

A multi-centre study of consecutively admitted patients to emergency psychiatric wards over 

a 3 months period in 2005-06. Data included demographics, admission status (voluntary / 

involuntary), symptom levels, and whether the patients expressed a wish to be admitted 

regardless of judicial status. To analyse predictors of wanting admission (binary variable), a 

generalized linear mixed modelling was conducted, using random intercepts for the site, and 

fixed effects for all variables, with logit link-function. 

 

Results 

The sample comprised 3.051 patients with 1.232 of these (40.4%) being involuntary 

hospitalised. As expected 96.5% of the voluntary admitted patients wanted admission, while 

as many as 29.7% of the involuntary patients stated that they wanted the same. The 

involuntary patients wanting admission were less likely to be transported by police, had less 

aggression, hallucinations and delusions, more depressed mood, less use of drugs, less 

suicidality before admission, better social functioning and were less often referred by general 

practitioners compared with involuntary patients who did not want admission. In a 

multivariate analysis, predictors for involuntary hospitalization and wanting admission were, 

not being transported by police, less aggression and less use of drugs. 

 

Conclusions 
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Almost a third of the involuntary admitted patients stated that they actually wanted to be 

hospitalized. It is unclear what this implies, but it seems to be important to ask patients, both 

before and after admission, thoroughly regarding whether they wish to be hospitalized or not. 

 

Trial registration 

Approved by the Regional Ethical Committee in Eastern Norway (reg. no. 04049) and the 

Norwegian Social Science Data Service and The Norwegian Data Inspectorate under the 

Norwegian Ministry of Labour and Government Administration, NSD (reg. no. 11074). 
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Background  

Patients’ lack of insight in their mental illness is a challenge and may interfere with patients’ 

willingness for admission (1). Patients often deny being ill despite obvious symptoms such as 

psychosis, mania or severe depression (2-4). This stands in sharp contrast to somatic medicine 

where patients with severe symptoms usually want admission and demand treatment.  

 

The Norwegian Mental Health Care Act gives the physicians the right to admit a patient for 

involuntary hospitalization (IH) when a major psychiatric illness is present, represents a 

danger to self or others, and the patient denies the need for treatment. Voluntary mental health 

care has been tried, to no avail, or it is obviously pointless to try this (5).  From 2002 – 2006, 

the use of IH in Norway ranged from 36% to 44%, including admissions in geronto- and 

forensic psychiatry (6-8). There is an extremely wide range of reported levels of IH. In other 

Scandinavian countries, rates of IH have been reported to vary from 4.6% in Denmark, to 

30% in Sweden, and in Europe (1990 – 2000) with a range from 3.2% in Portugal to 44.8% in 

Germany (9, 10). Many studies are on selected samples and methodology is often unclear. 

 

Hospitalization is influenced by several stakeholders such as the patients themselves, the 

caregivers, GPs and health personnel, physicians at municipal emergency clinics, other agents 

in the social network in which the patient is embedded, socio-political context, the media, or 

the general public’s attitude towards psychiatry. Factors such as access to health care, 

availability of treatment, diagnostic evaluation, use of psychiatric medication, economic costs, 

and the quality of the psychiatric facilities also influences the use of IH (11-16). To be IH 

may increase stigma of having a mental disorder for example by prejudice that patients are 

dangerous and less competent, and patients may feel discriminated as a group (17).  
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In the last decade, there has been increased focus on the use of IH. The United Nations 

Convention on the Rights of Persons with Disabilities (CRPD) is an international treaty that 

identifies the rights of persons with disabilities as well as the obligations on States parties to 

promote, protect and ensure those rights (18).  The main purpose of the CRPD is to ensure 

that disabled people have equal opportunity to realize their human rights and to reduce 

obstacles that make this difficult. It has been argued that it is the interest of psychiatry to 

reduce its reliance on coercion and implement alternative ways of support for the psychiatric 

patient (19). In Norway politicians have decided that use of IH should be reduced despite lack 

of research on what is a reasonable level of IH (20). In a study from Norway, 2001 people 

were interviewed by telephone by an independent polling company about IH and the use of 

coercion in psychiatry.  Between 87% and 97% strongly or partial agreed with the use of IH 

when they were presented specific case-examples (21).  

 

In the present study, we had the opportunity to ask at intake a large sample of 3.051 

consecutively admitted psychiatric patients whether they actually wanted to be admitted or 

not. Based upon a review of the literature our hypothesis was that the majority of voluntary 

hospitalized patients (VH) would state that they wanted to be admitted (22). As we see it, the 

question of what IH patients would experience, is more open. 
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Methods 

Design 

This is a cross-sectional multi-centre study of a large cohort of patients consecutively 

admitted to psychiatric emergency wards in Norway during the fall 2005 and spring 2006.  

Sample  

Admission data were collected from all hospitalizations during three months at 20 psychiatric 

emergency units (23). The health trusts included all geographical regions and 75% of all 

psychiatric emergency wards in Norway. We identified 3.338 cases. Due to missing data 

regarding whether they wanted admission or not, 3.051 cases were included in the study. The 

involuntary hospitalized (IH) group included patients admitted for compulsory observation up 

to 10 days (section 3-2 in the Mental Health Care Law), or compulsory mental health care 

(section 3-3 in the Mental Health Care Law), and a small number of patients under other law 

paragraphs (chapter 5 in the Mental Health Care Law -  court order for transfer to compulsory 

mental health care, and Law of Child Protection and Law of Social Services) (5). 

Measures 

We collected the following sociodemographic data: age, gender, ethnicity, having children 

younger than 18 years of age, childcare status, housing status, source of income, educational 

level and services received prior to admission. We recorded admission time and date, whether 

this admission was acute or elective, referral agency, legal status - voluntary or involuntary, 

whether transported to the hospital by police and previous contact with mental health agencies 

(23). All patients were asked whether they wanted to be hospitalized or not.  

Functioning was measured by the Global Assessment of Functioning (GAF) split version 

scale of axis IV in DSM-IV, with symptoms (GAF-S) and functional level (GAF-F) scored 
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separately on a scale from one to 100. Higher scores indicated less symptoms and better 

functioning (24-27). 

Psychiatric problems were measured by the 12-item Health of the Nation Outcome Scales 

(HoNOS) for behaviour, cognitive impairment, symptoms and social functioning.  The scale 

used the following scores; zero (no problem), one (minor problem which do not need action), 

two (mild problem but definitely present), three (moderately severe problem) and four (severe 

to very severe problem) (28, 29).                

Drug and alcohol abuse for the six month prior to admission was assessed by the Alcohol and 

Drug Use Scale being; zero (abstinent), one (use without impairment), two (abuse), three 

(dependency), and four (dependency requiring institutionalization) (25, 30, 31). 

 

Data collection and procedure  

Psychiatric nurses, nurses, nurse assistants, resident physicians, psychiatrists and clinical 

psychologists carried out the data collection. Health personnel participated in local training 

sessions regarding use of the Admission Registration Form, developed for this study, through 

discussions and scoring vignettes (32). The Admission Registration Form was completed by 

the clinician treating the patient or other health professionals participating in the patient’s 

admission to the ward. The admission form did not have fields for registration of who 

collected these data or when it was done. Data were deidentified, and transferred to a central 

database. 
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Statistics  

For descriptive statistics, frequencies, means and standard deviations (SD) were calculated. A 

binary variable representing wanting admission (1) or not (0) was the outcome variable in the 

analyses using generalized linear mixed modelling, using random intercepts for the site to 

correct for different base-rates at the different sites, and fixed effects for all variables, with 

logit link-function. All effects were presented as odds-ratios (OR) with corresponding 95 % 

confidence intervals. Individual analyses were performed for each variable in order to 

estimate the unadjusted effects. All variables showing unadjusted significant effects on 

wanting admission were entered simultaneously in the GLIMMIX procedure to estimate 

adjusted multivariate effects. Analyses were carried out with the use of SPSS 22.0 (33) and 

the GLIMMIX module of SAS Academic version 3.3 was used for generalized linear mixed 

modelling (34).  
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Results  

Altogether 3.051 patients were included, 40.4% of them were involuntary hospitalized (IH). 

Of all patients, 69.5% stated they wanted to be admitted. The majority of voluntary 

hospitalized (VH) wanted admission (96.5%). In the IH group, we found that almost one-third 

(29.7%) stated the same (Table 1). 

Table 1 about here 

The IH patients wanting admission were more less likely to be transported by police, had less 

aggression, hallucinations and delusions, more depressed mood, less use of drugs, less 

suicidality before admission, better social functioning and less referred by general 

practitioners compared with involuntary patients who did not want admission. (Table 2).  

Table 2 about here 

In a multivariate analysis, we found that being IH and wanting admission was predicted by 

being less often transported by police, having less aggressive and agitated behaviour and less 

use of drugs (Table 3). 

Table 3 about here 
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Discussion 

We found that nearly one third of IH patients and 96.5% of VH patients stated that they 

wanted to be hospitalized when asked after they were admitted to a hospital. Two studies and 

a review of outcome studies have reported similar results. 

In a study from the USA of 260 consecutively admitted patients found that of the 52.6% IH 

group stated that they needed hospitalization, and 85.9% of the VH group stated the same 

(22).  

 

An English mixed method follow up study of 778 IH patients from 22 rural and urban 

hospitals reported patients’ attitudes to IH within first week of hospitalization (35). One year 

after discharge, 396 patients were interviewed again. Patients with higher level of functioning 

at baseline were less likely to consider their IH as justified compared to patients with lower 

level of functioning. Patients who were less satisfied with treatment the first week of IH 

reported the index IH admission as less justified. The rate of IH patients who wanted 

hospitalization was not described at intake. However, 40% of IH patients interviewed after 

one year felt their admission was justified. A qualitative study with a subsample of 59 of these 

patients found that on admission, 25.4% of IH patients felt that the hospitalization was 

necessary. (36). 

 

Based on a review article of 18 outcome studies of IH, three of the studies interviewed IH 

patients within the first 25 days after admission (37). Between 39% and 58% of the IH 

patients stated that hospitalization was needed. However, these studies were rated as to a low 

to median level of quality, and they focused on changes of attitudes at follow up rather than 

what characterizes patients at admission.  
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How can we understand this seemingly counter intuitive finding? There are many dilemmas 

related to this kind of research. It would be expected that voluntary hospitalized (VH) patients 

would state that they wanted admission, and that IH did not want admission. However, studies 

have shown that patients are not always aware of whether they are voluntary or involuntary 

hospitalized. In a Norwegian study they found that 41% of IH patients believed they were on 

voluntary status, while 32% of VH patients thought they were on involuntary status (38). 

At the level of the GP, there might be a tradition for using IH when the physician is unsure of 

whether the patient is psychotic or suicidal. At the level of the hospital, there might be lack of 

beds leading to an increased threshold for acute admissions. Lack of less restrictive alternative 

forms of care has been shown to be  associated with more use of IH (15). 

In a Norwegian study about attitudes towards IH of different stakeholder (former patients, 

relatives of patients, member of supervisory committees, psychiatrists, other physicians and 

lawyers), psychiatrist and physicians were in more favour of using IH for patients who were 

unable to care of themselves, harm themselves or others, compared to the other groups (39).   

The reasons why physicians outside the psychiatric hospital level want to admit patients 

involuntary could be many, including that the physician may have been uncertain about 

whether the patient would stay voluntarily in the hospital, discharge himself / herself and then 

harm self or others due to an unstable mental health status. The physician may be afraid to 

make a serious mistake. The use of IH could be a final safeguard for the physician. Physicians 

at a municipal emergency primary health care clinic have limited time to evaluate symptoms 

and put up a list of pros and cons for an IH, and perhaps might not have explored and listened 

carefully to the patient’s opinions regarding wanting hospitalization or not. Often the 

physicians do not know the patients well (40, 41). Physicians may feel concerned about being 

criticized by health authorities for evaluating the patients wrongly and therefore select IH to 
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be on the legally safe side (41). Cultural or traditional aspects may interfere as well. A study 

of informal coercion in 10 countries indicate that mental health care professionals work with 

ambivalence and contradictory expectations (42).  

In Norway, the Mental Health Care Act has a section  3-4 “Prohibition against transfer from 

voluntary to compulsory mental health care”(43). A voluntary hospitalized patient has the 

right to discharge himself / herself anytime if not in danger for self or others The VH patient 

may not be converted to compulsory observation or compulsory mental health care. However, 

the prohibition in the first paragraph does not apply in cases where discharge means that the 

patient constitutes an obvious and serious risk to his or her own life and health and those of 

others. Very few cases in Norway are converted from VH to IH (201 in 2018) (44).  In some 

countries, they do not have such prohibition of conversion from VH to IH. In Denmark (2001) 

the proportion of IH adult persons in relation to the total number of psychiatric inpatients 

admitted that year were 7.1% (45). However, in Denmark, the same year, the proportion of 

forcibly detained patients within the hospital (converted from VH to IH after maximum 7 

days of admission in hospital) was 8.1%. This shows that Danish Mental Health Care Law has 

a more open possibility to take care of the uncertainty GPs may have, without discharging the 

patient and then readmit the patient on an IH status.  

 

For the patient, there might be changes in attitudes towards being hospitalized during the 

admission phase. Some studies have focused on the IH admission process from the patient 

point of view. The IH patients felt frightened, overwhelmed, confused and experienced a loss 

of control in the admission process. There were also concerns of disrupted family 

relationships. (46, 47). IH patients wished health personnel had more focus on contact with 

patients, closeness, and understanding. They wanted personnel to wait instead of acting. 

Physicians highlighted the importance of human contact and mutual relationship in the 



16 
 

hospital setting to prevent coercion (47). For family caregivers, the most common response to 

admission was relief, worry and guilt, and frustration by delays of getting help in acute 

situations (48). 

In our study IH patients who said that they wanted admission had a better mental health state 

with better global functioning, a higher score on depression, fewer used drugs and evaluated 

with less suicidal danger before admission. These results are all descriptions of IH patients 

with less severe psychiatric symptoms, and - we could presume - with a better insight. 

However, this findings are in contrast to results were IH patients in retrospect who justified 

their admission had a lower level of global functioning at admission (35).  

The police are the only agency with the right to use force against individuals outside the 

psychiatric hospital (49). The police are only needed when patients are aggressive and have to 

be secured and prevented from harming self or others. This corresponds with our results that 

predictors of IH patients who wanted admission were; less transported by police, less 

aggressive and agitated behaviour and less likely to use drugs. Overall, IH patients who 

wanted admission may not have been in need for police assistance due to their better 

behaviour and not affected by use of illegal drugs. 

As expected, in our study almost all VH patients wanted admission. The results seems to 

confirm that VH patients agreed it was a correct decision by the GP to admit them. However, 

3.5% of VH said they did not want admission. We did not have a follow up question that 

could explain this finding. However, some VH patients have reported in several studies that 

being admitted to a psychiatric emergency unit in itself feels like a coercion (50-54). Our 

findings might also mean that IH are too often used in Norway since almost one third stated 

that they wanted to be hospitalized. Maybe GPs ought to use more time and investigated more 
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profoundly the patient’s opinion of admission in a dialogue during the consultation and a 

tighter discussion with the hospital if IH is the best solution for the patient. 

Strengths and limitations 

The major strength of this study was a large and representative sample of consecutively 

admitted patients. In Norway, we have a national psychiatric health care system free of 

charge, and no acute private health care system. The inclusion of cases did not depend on 

consent from the patients. 

Limitations were that we had multiple raters and locations with no possibility to carry out a 

reliability test between all raters. There could also be a delay until when the raters asked the 

question of wanting admission or not during the admission process, since we did not have 

registration of when the question was asked, and what kind of health professionals who asked 

the question. 

Conclusions  

Almost a third of involuntary admitted patients stated that they wanted admission. This raises 

serious questions about the practice around admission of involuntary referred patients, 

representing a possible threat to the patients’ autonomy. A basis for a future dialogue about 

alternative ways of dealing with the patient's serious mental condition could be by using more 

time, more in-depth ask what options the patient could imagine for developing a positive 

admission by preserving the patient's autonomy and co-determination. As a result, there could 

be a reduction in unnecessary involuntary hospitalization and reduced burden on the health 

service in processing such admissions. 
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Table 1. Proportion of voluntarily and involuntary hospitalized patients who stated they 
wanted or did not want admission. 

 Voluntary hospitalized Involuntary hospitalized Total sample 
 n         (%) n        (%)                             N        (%) 
Wanted 
admission 

1755   (96.5) 366    (29.7)                      2121   (69.5) 

Did not 
want 
admission 

64     (3.5) 866    (70.3)                         930   (30.5) 

Sum 1819 (100.0) 1232 (100.0)                          3051 (100.0)    
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Table 2. Socio-demographic and clinical characteristics of involuntary hospitalized patients 
who stated that they wanted or did not want admission. 

 Involuntary hospitalized patients 
  Wanted admission Did not want admission  
 N Mean n (%) S.D. Mean n (%) S.D. sig* 
Demographics          
Age  1230 39.3 365 (29.7) 14.6 40.7 865 (70.3) 17.0 0.172 
Gender; male 1230  211 (57.5)   461 (53.4)  0.169 
Country of origin -
Norwegians 

1216  321 (88.7)   755 (88.4)  0.992 

Marital status 1202        
-Unmarried   218 (60.4)   496 (59.0)  0.654 
-Married/divorced/ 
separated/widowed 

  143 (39.6)   345 (41.0)   

College or university 1133  56 (16.5)   115 (14.5)  0.530 
Living situation, living alone 1126  203 (60.1)   439  (55.7)  0.189 
Admission process         
Referring agent 1062        
-GP   61 (19.1)   178 (24.0)  0.047 
- Emergency primary health     
care clinic 

  156 (48.9)   377 (50.7)   

-From psychiatric health care   102 (32.0)   188 (25.3)   
Referral source did not know 
the patient 

1225  226 (62.4)   547 (63.4)  0.795 

Transported by police 1185  109 (30.8)   511 (61.5)  <0.001 
No previous contact with 
psychiatric services 

1181  91 (25.9   218 (26.3)  0.942 

Admission, evening and 
night versus daytime 

1195  272 76.2)   600 (71.6)  0.125 

Symptoms         
GAF at intake         
Symptoms  1203 34.1 359 11.5 31.0 844 12.4 <0.001 
Function 1203 36.6 359 12.4 34.2 844 11.9 <0.001 
HoNOS         
-Overactive, aggressive or 
agitated behaviour  

1172 1.16 350 1.25 1.56 822 1.38 <0.001 

-Non-accidental self-injury  1166 0.99 355 1.40 0.83 816 1.36 0.056 
-Hallucinations and delusions  1162 1.65 348 1.46 1.92 814 1.49 0.004 
-Depressed mood  1159 1.50 349 1.28 1.20 810 1.25 <0.001 
Appeared intoxicated at 
admission  

1218  39 (3.2)   103 (8.5)  0.319 

Use of drugs** (score 3-5; 
misuse, dependency, need for 
institutionalization) 

1211  116 (9.6)   207 (17.1)  0.015 

Suicidal danger before 
admission  

1228  159 (43.6)   438 (50.7)  <0.001 

Suicidal danger in 
psychiatric ward (moderate 
or high) 

1132  56 (15.7)   103 (13.3)  0.146 

Patient fulfilled a suicide 
attempt during 
hospitalization 

1217  6 (1.7)   17 (2.0)  0.820 

Patient did self-harm during 
hospitalization 

1216  15 (4.2   51 (6.3)  0.267 

Patient did physical attack on 
others 
 during hospitalization 

1222  28 (7.7)   98 (11.4)  0.149 

Patient was physical attacked 
by others during 
hospitalization 

1219  4 (1.1)   11 (1.3)  0.869 

*p- value significant < 0.05 

        S.D = Standard Deviation   



22 
 

Table 3. Predictors for patients involuntary hospitalized who stated that they did want 
admission * 

IH and wanted admission 
P - value Odds ratio 

95 % confidence  
interval (C.I.) 

Referring agent    
-Local out-of-office-hours casualty clinic         0.193 0.984 0.664 – 1.457 
-General practitioner (GP) ref 1.330 0.866 – 2.045 
-From psychiatric health care 0.215 1.353 0.839 – 2.181 
-Transported by police 0.000 0.272 0.194 – 0.381 
Symptoms ratings at admission    
-GAF-S symptoms at intake 0.332 1.008 0.992 – 1.025 
-GAF-F functioning at intake 0.566 1.005 0.988 – 1.022 
-HoNOS aggression 0.050 0.880 0.763 – 1.000 
-HoNOS hallucinations and delusions 0.469 0.953 0.837 – 1.086 
-HoNOS reduced mood level 0.066 1.149 0.991 – 1.332 
-drugs 0.000 1.263 1.117 – 1.429 
-suicidal danger 0.880 0.990 0.870 – 1.127 

IH    = Involuntary Hospitalized 

GAF    =  Global Assessment of Functioning (Function and Symptoms) 

HoNOS = Health of the Nation Outcome Scale 

*= GLIMMIX module of SAS Academic version 3.3 was used for generalized linear mixed 
modelling.  



23 
 

REFERENCES  

1. Sunkel C. The UN Convention: a service user perspective. World Psychiatry. 2019;18(1):51-2. 
2. Raffard S, Bayard S, Capdevielle D, Garcia F, Boulenger JP, Gely-Nargeot MC. [Lack of insight 

in schizophrenia: a review. Part I: theoretical concept, clinical aspects and Amador's model].  
L'Encephale. 2008;34(6):597-605. 

3. Ramachandran AS, Ramanathan R, Praharaj SK, Kanradi H, Sharma PS. A Cross-sectional,  
 Comparative Study of Insight in Schizophrenia and Bipolar Patients in Remission. Indian 
 journal of psychological medicine. 2016;38(3):207-12. 
4. Gilleen J, Greenwood K, David AS. Domains of awareness in schizophrenia. Schizophr Bull.  
 2011;37(1):61-72. 
5. Norwegian Ministry of Health and Care Services. Norwegian Mental Health Act revised 2. July  
 1999. Lov om Psykisk Helsevern. Norway MoHi, editor. Oslo, Norway1999. 1-117 p. 
6. The Norwegian Directorate of Health. SAMDATA mental health sector report 2002 - 2003 /  
 2006 Norwegian Directorate of Health, editor. Oslo2006. 
7. The Norwegian Directorate of Health. SAMDATA Sector report for mental health care 2005 -  
 2006,  2007. 
8. The Norwegian Directorate of Health. SAMDATA mental health care sector report 2003 
 - 2005 Health TNDo, editor2006. 
9. Dressing H, Salize HJ. Compulsory admission of mentally ill patients in European Union  
 Member States. Soc Psychiatry Psychiatr Epidemiol. 2004;39(10):797-803. 
10. Riecher-Rossler A, Rossler W. Compulsory admission of psychiatric patients--an international  
 comparison. Acta Psychiatr Scand. 1993;87(4):231-6. 
11. Engleman NB, Jobes DA, Berman AL, Langbein LI. Clinicians' decision making about  
 involuntary commitment. Psychiatr Serv. 1998;49(7):941-5. 
12. Lincoln A. Psychiatric emergency room decision-making, social control and the 'undeserving  
 sick'. Sociol Health Illn. 2006;28(1):54-75. 
13. Hattori I, Higashi T. Socioeconomic and familial factors in the involuntary hospitalization of  
 patients with schizophrenia. Psychiatry Clin Neurosci. 2004;58(1):8-15. 
14. Cougnard A, Kalmi E, Desage A, Misdrahi D, Abalan F, Brun-Rousseau H, et al. Factors  
 influencing compulsory admission in first-admitted subjects with psychosis. Soc Psychiatry  
 Psychiatr Epidemiol. 2004;39(10):804-9. 
15. Lorant V, Depuydt C, Gillain B, Guillet A, Dubois V. Involuntary commitment in psychiatric  
 care: what drives the decision? Soc Psychiatry Psychiatr Epidemiol. 2007;42(5):360-5. 
16. Strömbäck J. Mediatization and perceptions of the media's political influence. Journalism 

Studies,. 2011;12(4):423-39. 
17. Corrigan PW, Rao D. On the self-stigma of mental illness: stages, disclosure, and strategies for  
 change. Canadian journal of psychiatry Revue canadienne de psychiatrie. 2012;57(8):464-9. 
18. United Nations. Convention on the Rights of Persons with Disabilities and Optional Protocol  
 CRPD. 2006. 
19. Puras D, Gooding P. Mental health and human rights in the 21st century. World Psychiatry.  
 2019;18(1):42-3. 
20. Norwegian Ministry of Health and Care Services. Mission document for The Western Norway  
 Regional Health Authority 2013 Oppdragsdokumentet til Helse Vest RHF2013. 
21. Joa I, Hustoft K, Anda LG, Bronnick K, Nielssen O, Johannessen JO, et al. Public attitudes  
 towards involuntary admission and treatment by mental health services in Norway. Int J Law  
 Psychiatry. 2017;55:1-7. 
22. Gardner W, Lidz CW, Hoge SK, Monahan J, Eisenberg MM, Bennett NS, et al. Patients'  
 revisions of their beliefs about the need for hospitalization. Am J Psychiatry.  
 1999;156(9):1385-91. 
23. Ruud T, Gråwe, R.W., Hatling,T.,. Acute psychiatric treatment in Norway - results from a  
 multicentre study  - akuttpsykiatrisk behandling i Norge - resultater fra en multisenterstudie.  



24 
 

 Oslo and Trondheim; 2006 October 12th. 
24. American Psychiatric Association, editor. Diagnostic and Statistical Manual of Mental  
 Disorders, Revised Third Edition. Washington, DC: American Psychiatric Association; 1987. 
25. Goldman HH, Skodol AE, Lave TR. Revising axis V for DSM-IV: a review of measures of social  
 functioning. Am J Psychiatry. 1992;149(9):1148-56. 
26. Hall RCW. Global Assessment of Functioning. A modified scale. Psychosomatics  
 1996;36:267-75. 
27. Pedersen G, Hagtvet KA, Karterud S. Generalizability studies of the Global Assessment of  
 Functioning-Split version. Compr Psychiatry. 2007;48(1):88-94. 
28. Wing J, Bevor, A.S., Curtis, R.H.,  Park, S.B., Hadden, S., Burns, A. . Health of the Nation  
 Outcome Scales (HoNOS). Research and development. Br J Psychiatry. 1998;172:11-8. 
29. Wing J, Curtis, R.H., Bevor, A.S. Health of the Nation Outcome Studies.  Glossary for HoNOS  
 score sheet. British Journal of Psychiatry. 1999;174:432-4. 
30. Sederer LI, Dickey, B. Outcomes Asessment in Clinical practice. Baltimore, Maryland USA:  
 Williams & Wilkins; 1996. 
31. Drake RE, Mueser KT, Brunette MF, McHugo GJ. A review of treatments for people with  
 severe mental illnesses and co-occurring substance use disorders. Psychiatric rehabilitation 

 journal. 2004;27(4):360-74. 
32. SINTEF Health Society for industrial and technical research at Univertsity of Trondheim N.  
 Admission Registration Form of inpatient stays in the adult emergency care units in mental  
 health hospitals Registrering av opphold i akuttavdelinger i psykisk helsevern for voksne.  
 2005. 
33. SPSS. IBM Corp. Released 2012. IBM SPSS Statistics for Windows, . 21.0 ed. Armonk, NY, IBM  
 Corp2012. 
34. Schabenberger O. SAS Glimmix procedure for Generalized lienar mixed Models. Paper 196- 
 30. 
35. Priebe S, Katsakou C, Amos T, Leese M, Morriss R, Rose D, et al. Patients' views and  
 readmissions 1 year after involuntary hospitalisation. The British journal of psychiatry : the  
 journal of mental science. 2009;194(1):49-54. 
36. Katsakou C, Rose D, Amos T, Bowers L, McCabe R, Oliver D, et al. Psychiatric patients' views  
 on why their involuntary hospitalisation was right or wrong: a qualitative study. Soc  
 Psychiatry Psychiatr Epidemiol. 2012;47(7):1169-79. 
37. Katsakou C, Priebe S. Outcomes of involuntary hospital admission--a review. Acta Psychiatr  
 Scand. 2006;114(4):232-41. 
38. Iversen IK, Hoyer, G., Sexton, H., Gronli, O. K. . Perceived coercion among patients admitted  
 to acute wards in Norway. Nord J Psychiatry. 2002;56(6):433-9. 
39. Diseth RR, Bogwald KP, Hoglend PA. Attitudes among stakeholders towards compulsory  
 mental health care in Norway. Int J Law Psychiatry. 2011;34(1):1-6. 
40. Hustoft K, Larsen TK, Auestad B, Joa I, Johannessen JO, Ruud T. Predictors of involuntary  
 hospitalizations to acute psychiatry. Int J Law Psychiatry. 2013. 
41. Hotzy F, Marty S, Moetteli S, Theodoridou A, Hoff P, Jaeger M. Involuntary admission for  
 psychiatric treatment: Compliance with the law and legal considerations in referring  
 physicians with different professional backgrounds. Int J Law Psychiatry. 2019;64:142-9. 
42. Valenti E, Banks C, Calcedo-Barba A, Bensimon CM, Hoffmann KM, Pelto-Piri V, et al. Informal  
 coercion in psychiatry: a focus group study of attitudes and experiences of mental health 

professionals in ten countries. Soc Psychiatry Psychiatr Epidemiol. 2015;50(8):1297-308. 
43. The Norwegian Ministry of Health and Care Services. Translation: Act No. 62 of 2 July 1999  
 relating to the provision and implementation of mental health care (the Mental Health Care  
 Act), with later amendments. University of Oslo; 1999. 
44. Kalseth B, Bremnes, R., Mjøs, M. Control of coercive use 2018 / Kontroll av tvangsbruk 2018. 

In: The Norwegian Directorate of Health, editor. Oslo, Norway2019. 
45. The Danish National Board of Health. Use of coercion in psychiatry 2001. Anvendelse af tvang  



25 
 

 i psykiatrien 2001. National Board of Health D, editor. Copenhagen: Sundhedsstyrelsen; 2003.  
 21 p. 
46. Joseph-Kinzelman A, Taynor J, Rubin WV, Ossa J, Risner PB. Clients' perceptions of 

 involuntary hospitalization. J Psychosoc Nurs Ment Health Serv. 1994;32(6):28-32. 
47. Olofsson B, Norberg A. Experiences of coercion in psychiatric care as narrated by patients,  
 nurses and physicians. J Adv Nurs. 2001;33(1):89-97. 
48. Jankovic J, Yeeles K, Katsakou C, Amos T, Morriss R, Rose D, et al. Family caregivers'  
 experiences of involuntary psychiatric hospital admissions of their relatives--a qualitative  
 study. PLoS One. 2011;6(10):e25425. 
49. The Norwegian Directorate of Health and The Norwegian Police Directorate. Responsibility of  
 the health services and the police for mentally ill - tasks and cooperation. Helsetjenestens og  
 politiets ansvar for psykisk syke - oppgaver og sammarbeid. Helsedirektoratet og  
 Politidirektoratet. In: Directorate TNDoHaTNP, editor. Oslo2012. 
50. Kjellin L, Westrin CG. Involuntary admissions and coercive measures in psychiatric care.  
 Registered and reported. Int J Law Psychiatry. 1998;21(1):31-42. 
51. Hoge SK, Lidz C, Mulvey E, Roth L, Bennett N, Siminoff L, et al. Patient, family, and staff  
 perceptions of coercion in mental hospital admission: an exploratory study. Behav Sci Law.  
 1993;11(3):281-93. 
52. Lidz CW, Hoge SK, Gardner W, Bennett NS, Monahan J, Mulvey EP, et al. Perceived coercion  
 in mental hospital admission. Pressures and process. Arch Gen Psychiatry. 1995;52(12):1034- 
 9. 
53. Stuart R, Akther SF, Machin K, Persaud K, Simpson A, Johnson S, et al. Carers' experiences of  
 involuntary admission under mental health legislation: systematic review and qualitative  
 meta-synthesis. BJPsych Open. 2020;6(2):e19. 
54. Akther SF, Molyneaux E, Stuart R, Johnson S, Simpson A, Oram S. Patients' experiences of 

 assessment and detention under mental health legislation: systematic review and qualitative 
meta-synthesis. BJPsych Open. 2019;5(3):e37. 

 

 

 




