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Abstract

Background: The aim of the study was to explore patients'attitudes towards voluntary and involuntary hospitaliza-
tion in Norway, and predictors for involuntary patients who wanted admission.

Methods: A multi-centre study of consecutively admitted patients to emergency psychiatric wards over a 3months
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 of 3.051 patients of witch 1.232 (40.4%) were 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 trans-
ported by police, had less aggression, hallucinations and delusions, more depressed moaod, 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 hospitaliza-
tion 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 thus seems to be important to thoroughly address patients’ preferences, both before and after admission, regarding
whether they wish to be hospitalized or not.

Keywords: Psychiatry, Involuntary hospitalization, Attitudes, Acute psychiatric wards, Mental health legislation,
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Background

Patients’ lack of insight in their mental illness is a chal-
lenge and may interfere with patients’ willingness for
admission [1]. Patients often deny being ill despite
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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 physi-
cians the right to admit a patient for involuntary hos-
pitalization (IH) when a major psychiatric illness is
present, represents a danger to self or others, and the
patient denies the need for treatment. Voluntary men-
tal health care has to have been attempted, or have to
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be deemed futile, for instance if the patient lacks the
capacity to give informed consent.

Voluntary mental health care has been tried, to no
avail, or it is obviously pointless to try this [5]. From
2002 to 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 coun-
tries, 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 people in the social network in which
the patient is embedded, socio-political context, the
media, or the general public’s attitude towards psychi-
atry. Factors such as access to health care, availability
of treatment, diagnostic evaluation, use of psychiat-
ric medication, economic costs, and the quality of the
psychiatric facilities also influence 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].

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 inter-
national treaty that identifies the rights of persons
with disabilities as well as the obligations for 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 psychi-
atric 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 on their views on 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. The aim of the study was to explore
patients’ attitudes towards voluntary and involuntary
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hospitalisation in Norway, and predictors for involun-
tary patients who wanted admission.

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.

Methods

Design

This is a cross-sectional multi-centre study of a large
cohort of patients consecutively admitted to psychiat-
ric emergency wards in Norway during the fall 2005 and
spring 2006.

Sample

Admission data were collected from all hospitaliza-
tions during 3 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 regard-
ing whether they wanted admission or not, 3.051 cases
were included in the study. The involuntary hospital-
ized (IH) group included patients admitted for com-
pulsory observation up to 10days (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 under the age of 18,
childcare status, housing status, source of income, edu-
cational 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 men-
tal 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-1V, with symptoms (GAF-S) and functional level
(GAF-F) scored separately on a scale from one to 100.
Higher scores indicated less symptoms and better func-
tioning [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



Hustoft et al. BMC Psychiatry (2022) 22:726

(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 6 month prior to admis-
sion 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 phy-
sicians, 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 dis-
cussions and scoring vignettes [32]. The Admission Reg-
istration 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 record the date of assessment or the name of the
assessor. Data were deidentified, and transferred to a cen-
tral database.

Statistics
For descriptive statistics, frequencies, means and stand-
ard 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 corre-
sponding 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 mod-
ule of SAS Academic version 3.3 was used for generalized
linear mixed modelling [34].

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

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 volun-
tary hospitalized (VH) wanted admission (96.5%). In the
IH group, we found that almost one-third (29.7%) stated
the same (Table 1).

The IH patients wanting admission were less likely to
be transported by police, had less aggression, hallucina-
tions 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).

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).

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 they found that 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 the first week of hospitalization [35]. One year
after discharge, 96 patients were re-interviewed. 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 1

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 393 365 (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 (259 218 (26.3) 0.942
Admission, evening and night versus daytime 1195 27276.2) 600 (71.6) 0.125
Symptoms
GAF at intake
Symptoms 1203 341 359 1.5 31.0 844 124 <0.001
Function 1203 36.6 359 124 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 0.99 355 140 0.83 816 1.36 0.056
Hallucinations and delusions 1162 1.65 348 146 1.92 814 149 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) 0319
Use of drugs (score 3-5; misuse, dependency, need for institu- 1211 116 (9.6) 207 (17.1) 0.015
tionalization)
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(01.3) 0.869

S.D Standard Deviation

*p - value significant <0.05

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 hospitaliza-
tion 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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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.l.)
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

How can we understand this seemingly counter intui-
tive 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].

In primary health care, there might be a tradition for
using IH when the physician is unsure of whether the
patient is psychotic or suicidal. In specialised care, 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 dif-
ferent 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, com-
pared 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 uncer-
tain 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 be on the legally safe side [41]. Cul-
tural or traditional aspects may interfere as well. A study
of informal coercion in 10 countries indicate that men-
tal health care professionals work with ambivalence and
contradictory expectations [42].

In Norway, the Mental Health Care Act has a sec-
tion 3—4 that prevents the transmission from voluntary
to involuntary admission once the patient is admitted
[43]. A voluntary hospitalized patient has the right to dis-
charge himself / herself anytime if not in danger for self
or others The VH patient may not be converted to com-
pulsory 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 prohibi-
tion 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
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proportion of forcibly detained patients within the hos-
pital (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 dis-
charging 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 pro-
cess 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 con-
tact 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 hospital setting to prevent coercion
[47]. For family caregivers, the most common response
to admission was relief, worry and guilt, and frustration
over delays of getting help in acute settings [48].

In our study, IH patients who said that they wanted
admission had a better mental health state with bet-
ter global functioning, fewer used drugs and evaluated
with less suicidal danger before admission. However,
they had a higher score on depression. In the multi-
variate analysis the factor regarding depression did
not receive significance as a predictor (Table 3). 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 hospi-
tal [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 agi-
tated 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
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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 profoundly the patient’s
opinion of admission in a dialogue during the consulta-
tion and a tighter discussion with the hospital if [H is the
best solution for the patient.

In Norway, there has been a legal adjustment with the
introduction of consent competence in the new Mental
Health Care Act from the autumn of 2017. Nevertheless,
admission to compulsory mental health care (IH) is not
reduced during the last years. At the Norwegian national
level, the number of referrals for IH seems very similar in
2016 (11.939) to 2018 (11.783). There are no calculations
for the last 4 years [55].

Strengths and limitations

The major strength of this study was a large and repre-
sentative sample of consecutively admitted patients. The
inclusion of patients did not depend on letter of consent
from the patients. Thus, all cases were included in the
study. 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.

The group of missing patients (287 cases) who did not
answer if they wanted or did not want admission did
not differ from the rest on major characteristics such
as gender, age, use of drugs and general symptom levels
(HoNOS).

Limitations were that we had multiple raters and loca-
tions 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 reg-
istration 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 ques-
tions 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 men-
tal condition could be by using more time, more in-depth
ask what options the patient could imagine for devel-
oping 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.



Hustoft et al. BMC Psychiatry (2022) 22:726

Abbreviations

VH: Voluntary hospitalization;; IH: Involuntary Hospitalized; GAF: Global Assessment
of Functioning (Function and Symptoms); HoNOS: Health of the Nation Outcome
Scale; S.D.: Standard Deviation; NSD: Norwegian Social Science Data Service.

Acknowledgements

The authors wish to thank all the patients who made the study possible.

We also thank our colleagues Jone Ravndal Bjernestad, Wenche 10 Velden
Hegelstad, Robert Jorgensen, Karin Smedvig, and the ward personnel at

the psychiatric acute emergency unit C2, Department of adult psychiatry,
Stavanger University Hospital, Norway. Language consultants: Lina Asmar,
Hilde Egenberg Kveseth, Rosemarie M. Williams, Helen Stain and Melissa Anne
Elin Authen Weibell. The PsykNettVest scientific writing group with guidance
by Professor Povl Munk-Jargensen. Library assistance by Elisabeth Hundstad
Molland and Kari Hglland.

Authors’ contributions

Kjetil Hustoft - Designed the study, collected the data, analysed the data and
interpretation, drafted and revised the manuscript, final approval. Tor Ketil
Larsen - Designed the study, analysed the data and interpretation, drafted and
revised the manuscript, final approval. Kolbjern Brannick - Analysed the data
and interpretation, revised the manuscript, final approval. Inge Joa - Analysed
the data and interpretation, revised the manuscript, final approval. Jan Olav
Johannessen - Analysed the data and interpretation, revised the manuscript,
final approval. Torleif Ruud - Conception and designed the study, collected the
data, analysed the data and interpretation, drafted and revised the manu-
script, final approval.

Funding

The study was financed by the participating health trusts and by funding from the
Norwegian Directorate of Health and Social Affairs to SINTEF research foundation
for the project Evaluation of Acute Psychiatry which organized the study.

Availability of data and materials

The dataset is stored in a de-identified format at Department of adult psychia-
try, Stavanger University Hospital, Stavanger Norway, and is available from the
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

The study was approved by the Regional Committee for Medical Ethics
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). We received
exemption from the duty of confidentiality by the Directorate of Health and
Social Affairs (reg.no 05/3914) because the study was evaluated as of great
social importance, and thus were approved to include those who did not have
competence to give consent.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

!Center of Clinical Research in Psychosis, Department of Adult Psychiatry,
Stavanger University Hospital, 8100, Jan Johnsen gate 12, N-4068 Stavanger,
Norway. Department of Clinical Medicine, University of Bergen, Bergen,
Norway. >Department of Public Health, Faculty of Health Sciences, University
of Stavanger, Stavanger, Norway. “Centre of Age-related Medicine, Stavanger
University Hospital, Stavanger, Norway. °Network for Medical Sciences, Faculty
of Health, University of Stavanger, 4036 Stavanger, Norway. ®Division of Mental
Health Services, Akershus University Hospital, Larenskog, Norway. ’ Institute

of Clinical Medicine, University of Oslo, Oslo, Norway.

Received: 31 May 2022 Accepted: 1 November 2022
Published online: 21 November 2022

Page 7 of 8

References

1. Sunkel C. The UN Convention: a service user perspective. World Psychia-
try. 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. '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 J Psychol Med. 2016;38(3):207-12.

4. Gilleen J, Greenwood K, David AS. Domains of awareness in schizophre-
nia. 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, Norway 1999. 1-117. https://app.uio.no/ub/ujur/oversatte-
lover/data/lov-19990702-062-eng.pdf.

6. The Norwegian Directorate of Health. SAMDATA mental health sector report
2002-2003 / 2006 Norwegian Directorate of Health, editor. Oslo 2006.
https.//www.sintef.no/globalassets/project/samdata/rapporter/samdata_
psykisk_helsevern_sektorrapport_2003.pdf.

7. The Norwegian Directorate of Health. SAMDATA Sector report for mental
health care 2005-2006 2007. https://www.sintef.no/globalassets/project/
samdata/rapporter/samdata-sektorrapport-for-det-psykiske-helsevernet-
2007.pdf.

8. The Norwegian Directorate of Health. SAMDATA mental health care
sector report 2003 + 2005 Health TNDo, editor 2006. https://www.sintef.
no/globalassets/project/samdata/rapporter/samdata-psykisk-helsevern-
2005.pdf.

9. Dressing H, Salize HJ. Compulsory admission of mentally il patients in
European Union member states. Soc Psychiatry Psychiatr Epidemiol.
2004,39(10):797-803.

10. Riecher-Rossler A, Rossler W. Compulsory admission of psychiat-
ric patients--an international comparison. Acta Psychiatr Scand.
1993,87(4):231-6.

11. Engleman NB, Jobes DA, Berman AL, Langbein LI. Clinicians’ deci-
sion 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 Ilin. 2006;28(1):54-75.

13. Hattori |, 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. LorantV, Depuydt C, Gillain B, Guillet A, Dubois V. Involuntary com-
mitment in psychiatric care: what drives the decision? Soc Psychiatry
Psychiatr Epidemiol. 2007;42(5):360-5.

16. Strombéck J. Mediatization and perceptions of the media’s political influ-
ence. Journal Stud. 2011;12(4):423-39.

17. Corrigan PW, Rao D. On the self-stigma of mental illness: stages, disclo-
sure, and strategies for change. Can J Psychiatry. 2012;57(8):464-9.

18. United Nations. Convention on the rights of persons with disabilities and
optional protocol CRPD. New York: United Nations; 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 Oppdragsdoku-
mentet til Helse Vest RHF 2013. https://www.regjeringen.no/globalasse
ts/upload/hod/sha/oppdragsdokumentvest.pdf.

21. Joal, 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. RuudT, Grawe RW, Hatling T. Acute psychiatric treatment in Norway - results
from a multicentre study - akuttpsykiatrisk behandling i Norge - resultater fra
en multisenterstudie. Oslo and Trondheim; 2006 October 12th. https://akutt
nettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-
en-multisenterstudie.pdf.


https://app.uio.no/ub/ujur/oversatte-lover/data/lov-19990702-062-eng.pdf
https://app.uio.no/ub/ujur/oversatte-lover/data/lov-19990702-062-eng.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata_psykisk_helsevern_sektorrapport_2003.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata_psykisk_helsevern_sektorrapport_2003.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata-sektorrapport-for-det-psykiske-helsevernet-2007.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata-sektorrapport-for-det-psykiske-helsevernet-2007.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata-sektorrapport-for-det-psykiske-helsevernet-2007.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata-psykisk-helsevern-2005.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata-psykisk-helsevern-2005.pdf
https://www.sintef.no/globalassets/project/samdata/rapporter/samdata-psykisk-helsevern-2005.pdf
https://www.regjeringen.no/globalassets/upload/hod/sha/oppdragsdokumentvest.pdf
https://www.regjeringen.no/globalassets/upload/hod/sha/oppdragsdokumentvest.pdf
https://akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-en-multisenterstudie.pdf
https://akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-en-multisenterstudie.pdf
https://akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-en-multisenterstudie.pdf

Hustoft et al. BMC Psychiatry (2022) 22:726

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

American Psychiatric Association, editor. Diagnostic and Statistical
Manual of Mental Disorders, Revised Third Edition. Washington: American
Psychiatric Association; 1987.

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.
Hall RCW. Global assessment of functioning. A modified scale. Psychoso-
matics. 1996,36:267-75.

Pedersen G, Hagtvet KA, Karterud S. Generalizability studies of the
global assessment of functioning-Split version. Compr Psychiatry.
2007;48(1):88-94.

Wing J, Bevor AS, Curtis RH, Park SB, Hadden S, Burns A. Health of the
nation outcome scales (HoNOS). Research and development Br J Psychia-
ry. 1998;172:11-8.

Wing J, Curtis RH, Bevor AS. Health of the nation outcome studies. Glos-
sary for HONOS score sheet. Br J Psychiatry. 1999;174:432-4.

Sederer LI, Dickey B. Outcomes Asessment in clinical practice. Baltimore:
Williams & Wilkins; 1996.

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.

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. https://
akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resul
tater-fra-en-multisenterstudie.pdf.

IBM Corp. Released 2012. IBM SPSS Statistics for Windows, Version 21.0.
Armonk, NY: IBM Corp.

Schabenberger O. SAS Glimmix procedure for Generalized linear mixed
Models. Paper 196-30. https://support.sas.com/resources/papers/proce
edings/proceedings/sugi30/196-30.pdf.

Priebe S, Katsakou C, Amos T, Leese M, Morriss R, Rose D, et al. Patients’
views and readmissions 1 year after involuntary hospitalisation. Br J
Psychiatry. 2009;194(1):49-54.

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.

Katsakou C, Priebe S. Outcomes of involuntary hospital admission--a
review. Acta Psychiatr Scand. 2006;114(4):232-41.

Iversen IK, Hoyer G, Sexton H, Gronli OK. Perceived coercion among
patients admitted to acute wards in Norway. Nord J Psychiatry.
2002;56(6):433-9.

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.

Hustoft K, Larsen TK, Auestad B, Joa |, Johannessen JO, Ruud T. Predictors
of involuntary hospitalizations to acute psychiatry. Int J Law Psychiatry.
2013;36(2):136-43.

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 back-
grounds. Int J Law Psychiatry. 2019;64:142-9.

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.

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. Oslo:
University of Oslo; 1999.

Kalseth B, Bremnes R, Mjas M. Control of coercive use 2018 / Kontroll av
tvangsbruk 2018. Oslo: The Norwegian Directorate of Health; 2019.

The Danish National Board of Health. Use of coercion in psychiatry
2001. Anvendelse af tvang i psykiatrien 2001. Copenhagen: The Danish
National Board of Health; 2003. p. 21.

Joseph-Kinzelman A, Taynor J, Rubin WV, Ossa J, Risner PB. Clients’ percep-
tions of involuntary hospitalization. J Psychosoc Nurs Ment Health Serv.
1994;32(6):28-32.

Olofsson B, Norberg A. Experiences of coercion in psychiatric care as nar-
rated by patients, nurses and physicians. J Adv Nurs. 2001;33(1):89-97.

Page 8 of 8

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 Direc-
torate. 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.
Oslo: Directorate TNDoHaTNP; 2012.

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 legisla-
tion: 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 legisla-
tion: systematic review and qualitative meta-synthesis. BJPsych Open.
2019;5(3):e37.

55. Bremnes R, Skui H. Coercion in mental health / Tvang i psykisk helsevern
in: the Norwegian Directorate of Health / Helsedirektoratet, editor.

Oslo 2020. https://www.helsedirektoratet.no/rapporter/tvang-i-psykisk-
helsevern--status-etter-lovendringene-i-2017/Tvang.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-en-multisenterstudie.pdf
https://akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-en-multisenterstudie.pdf
https://akuttnettverket.no/file/sintef-akuttpsykiatrisk-behandling-i-norge-resultater-fra-en-multisenterstudie.pdf
https://support.sas.com/resources/papers/proceedings/proceedings/sugi30/196-30.pdf
https://support.sas.com/resources/papers/proceedings/proceedings/sugi30/196-30.pdf
https://www.helsedirektoratet.no/rapporter/tvang-i-psykisk-helsevern--status-etter-lovendringene-i-2017/Tvang
https://www.helsedirektoratet.no/rapporter/tvang-i-psykisk-helsevern--status-etter-lovendringene-i-2017/Tvang

	Psychiatric patients’ attitudes towards being hospitalized: a national multicentre study in Norway
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Design
	Sample
	Measures
	Data collection and procedure
	Statistics

	Results
	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


