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11  IntroductionIntroduction  
 

 

 
The involuntary placement and involuntary treatment of mentally ill patients are central issues in mental 

health care. Their massive impact upon the liberty and freedom of the persons concerned have made 

them a topic of controversial legal and ethical debates for more than 100 years. These debates evolve 

from the necessity to apply coercive measures in certain circumstances, a fact which singularly 

distinguishes psychiatry from most other medical disciplines.  

Thus, during the 19th and 20th centuries different approaches to regulating the application of coercive 

measures were developed across Europe and all over the world that depend on a variety of cultural or 

legal traditions, as well as on different concepts and structures of mental health care delivery.  

 

The application of coercive measures in mental health care has to balance three different and often 

controversial interests:  

• the basic human rights of the persons concerned,  

• public safety, and  

• the need for adequate treatment of the person concerned.  

 

Since the 1950s and 1960s, far reaching changes in the delivery of mental health care coupled with the 

achievements of the human rights movement have shifted the public focus upon a basic criterion for 

providing mental health care from a paternalistic emphasis upon the need to treat patients who are not 

able to take care of themselves, to the rights of the mentally ill patients. Alongside this development, the 

legal frameworks for the involuntary placement and treatment of the mentally ill or the commitment laws 

have been reformed in many European countries. A basic objective of many of these reforms (Curran 

1978) had been to reduce the frequency of compulsory admission to mental health care and of 

compulsory treatment. In sharp contrast to these intentions, increasing rates of compulsory admission 

have been reported by many European authors as an outcome (Wall et al. 1999, Darsow-Schütte & 

Müller 2001). Additionally, it was criticised that over-emphasising the human rights of patients would 

stress autonomy at the expense of treatment, neglecting the need for appropriate care, so that in extreme 

cases patients might even “die with their rights on” (Treffert 1973).  

A reverse tendency is marked by the objective of the commitment laws of many countries to protect 

society at large or the patients themselves from harm done by the mentally ill. Emphasising the 

“dangerousness criterion” as a mandatory prerequisite for compulsory admissions might foster a strong 
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public perception of the mentally ill as being generally uncontrollable or dangerous persons and thus 

contribute to their stigmatisation (Angermeyer & Matschinger 1995, Phelan & Link 1998).  

 

Nevertheless, strong tendencies for harmonising the concepts and guidelines for mental health care 

delivery, the legal frameworks for the involuntary placement or treatment of the mentally ill, or the 

application of coercive measures still differ widely all over the world. Overviews of national approaches 

are scarce. Moreover, there is a lack of methodologically sound studies. Statistics on compulsory 

admission from official sources are rarely published internationally (Riecher-Rössler and Rössler 1993). 

When such comparisons are available, they usually include only selected nations (Laffont & Priest 1992, 

Legemaate 1995, Forster 1997, Röttgers & Lepping 1999, Van Lysbetten & Igodt 2000). Consequently, 

the Assembly of the Council of Europe criticised the lack of comparative European studies in the field 

(Assembly of the Council of Europe 1994). 

 

Against the background of the rapid European integration process, a standardised description or 

systematic analysis of commitment laws or other legal instruments for regulating involuntary placements 

across the European Union Member States seems to be overdue.  

 

This study attempts to bridge this gap. For the first time, the legal frameworks and routine procedures of 

compulsory admission and involuntary treatment in the European Union Member States are described in 

a comprehensive, systematic and standardised manner. Furthermore, epidemiological data from official 

national sources are provided, detailing the compulsory admission rates for most of the Member States 

for the last decade. Thus, this report contributes basic empirical information, which is essential to any 

discussion of this issue on a European level.  

 

 

Criteria for compulsory admission 

When determining the basic concept of compulsory admission, a basic conflict between a medical model 

and a civil liberties approach must be resolved. The medical model emphasises the need for treatment as 

a sufficient prerequisite for the involuntary treatment of a mentally ill patient. While supporters of the 

medical model might regret the necessity for admitting a person compulsorily, they consider this to be 

essential and inevitable to securing treatment for a minority of patients whose mental illness interferes 

with their capacity to accept treatment on a voluntary basis.  

 

A strict human rights approach accepts forced hospital admission only when a mentally ill person 

threatens to do harm to others or to him-/herself. This is the only criterion (“dangerousness criterion”) 

justifiying or permitting someone to be placed involuntarily (Chodoff 1984). 

 

Criteria for civil commitment have been substantially revised during the last three decades. Beginning in 

the United States, the process has been paralleled to some extent by similar reforms in Europe 
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(Appelbaum 1997). Prior to 1969, most legal frameworks stipulated a given need for treatment as a 

standard criterion for compulsory admission. At that time, California adopted a new standard stipulating 

that a person had to be dangerous to her-/himself or to others to be considered for involuntary placement. 

Since then, most states in the U.S. have passed similar acts (Hodge et al. 1989). Many psychiatrists 

argued, though, that a large number of the mentally ill in need of treatment would not qualify for 

commitment under these new standards, thus minimising their chance of receiving adequate care and 

increasing their chances of referral to the criminal justice system (Abramson 1972). Additionally it was 

criticised that restrictive commitment criteria might further entrench the chaotic living conditions of many 

chronically mentally ill and contribute to the widespread homelessness among them (Lamb & Mills 1986).  

However, some evidence from empirical research refutes in part concerns about giving preference to the 

dangerousness criterion for compulsory admission. Some studies show that treatment of the seriously 

disturbed mentally ill who are not able to seek help on their own might be possible even while applying 

the dangerousness criterion (Hiday 1988). 

 

Experts nevertheless continue to propose and debate numerous additional or other commitment criteria. 

One of the most-discussed is the so-called “Stone model”, which stipulates several conditions for 

commitment: a) a reliable diagnosis of a severe mental disorder, b) major distress of the patient, c) 

availability of an effective treatment, d) patient´s incompetence to decide e) reasonableness of applied 

treatment, which would be accepted by a competent person (Stone 1975, Hoge et al. 1988). These 

criteria provided the basis for the American Psychiatric Association’s (APA) proposed model for civil 

commitment laws (APA 1983).  

 

The criteria debate includes studies concluding that in routine care the characteristics of compulsorily 

admitted populations are rather stable, irrespective of the various commitment criteria which might be in 

effect (Hoge et al. 1989). This suggests that apart from legally defined conditions, decision-makers all 

over the world might also be relying on rather similar intuitive criteria for involuntary placement even 

though a narrow reading of the law might have led them elsewhere (Appelbaum 1997).  

In addition to their strong influence on routine, the application of legal commitment criteria seems to be 

influenced by a variety of known and unknown factors that might seriously affect the procedures and the 

outcome in terms of compulsory admission rates. 

 

 

Factors influencing procedures  

Besides the influence of mechanisms as described above, commitment procedures are considered to be 

determined foremost by legal regulations and commitment criteria. Thus, many studies confirm 

correlations between reforms of legal frameworks and changes in commitment rates. Some studies report 

a strong increase in commitment rates or a changing mix of involuntarily admitted patients when the 

commitment criteria are broadened (Pierce et al. 1985, Hasebe &  McRae 1987, Webster & Kessel 1987) 

Emphasising the dangerousness criterion seems to correlate to a predominance of younger males among 



Compulsory Admission and Involuntary Treatmen in the EU 5 
 
 
 

 
compulsorily admitted patients, whereas an emphasis upon the priority of the need for treatment criterion 

might more frequently select older female patients (Segal 1989). 

 

There might be paradox effects of legal reforms which were explicitly initiated to lower compulsory 

admission rates, however. The adoption of rather restrictive commitment criteria by Belgium and Austria 

resulted in an unexpected increase in commitment rates during the first years after the new laws had 

taken effect (Lecompte 1995, Haberfellner and Rittmansberger 1996). 

Moreover, large regional differences in the commitment rates of a country might occur even though the 

same criteria are used, suggesting an influence of regional administrative routines or differing standards 

of quality of regional mental health care provision (Crefeld 1997). Engberg (1991), as well as Riecher-

Rössler and Rössler (1993), observed lower rates of compulsory admission in areas with good standards 

of mental health care, e.g. areas served by university psychiatric hospitals or psychiatric departments at 

general hospitals. These findings might be in line with considerable differences in the commitment rates 

for urban or rural areas (Miller & Fiddleman 1983, Spengler & Böhme 1989).  

Other authors report a positive correlation between rates of compulsory admission and the number of 

psychiatric beds, whereas areas giving priority to comprehensive outpatient care show fewer frequent 

involuntary placements (Kokken 1993, Malcolm 1989).  

 

This variety of somewhat controversial research findings suggests that a complex set of still poorly 

understood legal, political, economical, social, medical and multiple other factors seems to interact in the 

process of involuntary placement (Faulkner et al.1989). Thus, it would be rather short-sighted to trust in 

simple mechanisms (e.g. simply changing the criteria) in order to change commitment (Roth 1989). 

 

 

Activities for safeguarding human rights 

Since World War II, there have been numerous, and still ongoing, activities to ensure the protection of the 

human rights and dignity of people suffering from mental disorder, especially of those placed as 

involuntary patients. 

In 1948, the United Nations detailed items which are now generally accepted as Human Rights (United 

Nations 1948). Only two years later the European “Convention for the Protection of Human Rights and 

Fundamental Freedom” was signed (Council of Europe 1950). Although basically safeguarding the “right 

to liberty and security of the person”, this document also defines exceptions for which basic human rights 

could be suspended. Thus, detention or involuntary placement might be permitted for persons of unsound 

mind, alcoholics, drug addicts or even vagrants or for preventing contagious diseases, when detention is 

processed “in accordance with a procedure defined by law”.  

 

On a European level, the Committee of Ministers of the Council of Europe (1983) adopted guidelines for 

the legal protection of involuntarily placed persons suffering from mental disorder (Recommendation 
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R/83/2); the Parliamentary Assembly of the Council of Europe (1994) recommended to the Committee of 

Ministers to adopt the rules laid down in this document (Recommendation R1235)  

The Committee of Minister’s Working Party on Psychiatry and Human Rights under the authority of the 

Steering Committee on Bioethics (CDBI-H) presented a “White Paper” (2000) that draws up guidelines for 

a new legal instrument of the Council of Europe to ensure the protection of the human rights and dignity 

of involuntarily placed persons with mental disorder.  

These efforts benefited from the experience of the European Committee for the Prevention of Torture and 

Inhuman or Degrading Treatment or Punishment (CPT), whose activities also addressed the involuntary 

placement in psychiatric facilities.  

 

In 1991, the United Nations (1991) provided in its “Principles for the Protection of Persons with Mental 

Illness” detailed guidelines for safeguarding human rights during daily routine or processes and 

procedures. The World Health Organisation also published ten basic principles for mental health law 

(WHO 1996). 

 

Psychiatric cases in which violation of the convention has been alleged can be referred to the European 

Court of Human Rights or to the Committee of Ministers. The number of cases investigated by the 

Commission is small, however, compared to the total number of involuntarily placed patients. The number 

of cases heard by the Court is even lower (Harding 1989). 

 

Despite these numerous efforts at and achievements in safeguarding the human rights of compulsorily 

admitted or treated mentally ill persons, it was criticised as not being enough. Some critics even raised 

the accusation that these principles or guidelines justify the coercive use of medical power and undermine 

patients´ rights (Gendreau 1997, Harding 2000, Wachenfeld 1991). 

This assertion might be supported by empirical studies showing that only half of all patients admitted 

voluntarily and a third of those admitted involuntarily were able to correctly state their legal status or 

whether they had a right to decide on their discharge (Tuohimäki et al. 2001). Other studies revealed that 

many compulsorily admitted patients are not adequately informed about their rights and are not aware of 

appeal procedures. As a consequence, very few patients in routine care appeal against a detention order 

(Bradley 1995). 

 

 

Socio-demographic and clinical characteristics of compulsorily admitted patients 

Most of the scientific evidence available points to significant differences between voluntarily and 

compulsorily admitted patients, even though results from empirical studies in the field are usually difficult 

to compare due to lacking representativeness or to other methodological shortcomings. Nevertheless, 

compulsorily admitted mentally ill patients are more frequently of lower social status, unemployed or less 

educated. They are more apt to be male than female. (Gove and Fain 1977, Waller 1982, Mahler & Co 

1984, Riecher et al. 1991, Riecher-Rössler & Rössler 1992, Sanguineti et al. 1996a, Sanguineti et al. 
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1996b, Crisanti & Love 2001). Some authors found a predominance of black patients and other ethnic 

minorities (Dunn und Fahy 1990, Davies et al. 1996, Singh et al. 1998). Only a few researchers did not 

confirm any influence of socio-demographic factors (Okin 1986, Tremblay et al. 1994). There are 

contradictory findings as well: Some studies report that the compulsorily admitted mentally ill are older on 

average (Tomelleri et al. 1977, Szmulker et al. 1981, Nicholson 1988), while others identify compulsorily 

placed cohorts as younger than those admitted voluntarily (Bruns 1991).  

Compulsorily admitted patients suffer mainly from schizophrenia, mania, depression, or other psychotic 

disorders. Substance abuse, personality disorder and organic psychoses are usually less frequent 

(Mahler & Co 1984, Spengler 1986, Riecher et al. 1991). 

 

 

Epidemiological data 

There are considerable differences in commitment rates (annual number of compulsory admissions per 

100,000 population) and quotas (percentage of all psychiatric admissions) across Europe.  

Comparisons of frequencies, rates or quotas across countries must distinguish between artificial and real 

differences, which might be due to a reduced reliability of data. Data from official sources is often 

provided by national health reports, health departments or statistical bureaux, and thus is based on 

differing definitions of or methods used to calculate involuntary placements.  

In the case of empirical field studies, representativeness of study populations sometimes might be 

doubtful. An additional bias might be caused by the inclusion or exclusion of short term detentions 

(emergency procedures, by recording changes from voluntary to involuntary status during already 

ongoing inpatient episodes or to differing concepts for including mentally ill offenders, patients under 

guardianship or mentally ill children or adolescents.  

 

Reported compulsory admission quotas from the early 1990s differed dramatically across Europe from 

1% in Spain to up to 93% in Switzerland, whereas compulsory admission rates varied from 24.4 per 

100,000 population in Denmark to 248 in Sweden. (Riecher-Rössler & Rössler 1993). 

In Germany, where each of the sixteen Federal States has passed its own mental health act, enormous 

differences were found even within regions, varying from 9.4 per 100,000 population to up to 108.8 per 

100,000 population (Spengler & Böhme 1989). In a more recent study, a nationwide median compulsory 

admission rate of 28.8 per 100,000 population was reported alongside a rate of 10 preliminary or short-

term detentions per 100,000 population (Spengler 1994). Representativeness was doubtful, though. A 

study of the German Federal State of Lower Saxony alone showed a rate increase from 22 to 45 per 

100,000 population from 1988 to 1998, whereas the compulsory admission quota remained unchanged 

(Darsow-Schütte & Müller 2001). 

 

When analysing official national statistics from England, an increase in the compulsory admission quota 

from 7% to 12% from 1984 to 1995 was found (Wall et al. 1999). Likewise, Italy reports almost increasing 

rates from 26 per 100,000 population to 49 over ten years (de Girolamo &  Cozza 2000). 
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In Belgium, a paradox increase in compulsory admissions to up to 30% of all inpatient episodes was 

detected after restrictive compulsory admission criteria had been adopted (Lecompte 1995). Data are 

based on the records of only one hospital, however. In contrast to the Belgian experience, after the 

commitment law in Sweden was reformed, compulsory admissions decreased sharply from 116 per 

100,000 in 1979 to 19.7 in 1993 (Kjellin 1997). 

 

Denmark is in the favourable position of being able to rely on reliable information from a national 

psychiatric case register. Twenty-four-point-two compulsory admissions per 100,000 population are 

reported for the Danish mainland, whereas for Greenland (whose statutes for involuntary placement are 

different) 43.5 per 100,000 population were calculated (Engberg 1991). 

 

Considering these heterogeneous findings, conclusions from a comprehensive review article published 

ten years ago (Riecher-Rössler & Rössler 1993) still apply. The authors complained of a serious shortage 

of internationally comparable data and profound analyses of the problem area. The situation has failed to 

improve since then and methodologically sound studies are still missing. 
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22  StudyStudy  
 

 

 

Study aims  

This study was funded by the Health and Consumer Protection Directorate-General of the European 

Commission. It aimed at gathering, describing and analysing information on the differences or similarities of 

legal frameworks for involuntary placement or treatment of mentally ill patients across the European Union 

Member States.  

Involuntary placement or treatment in this context did not include the treatment of mentally ill offenders or any 

other aspect of forensic psychiatry, which was seen as another topic, requiring a different scientific approach. 

 

 

Study milestones 

According to the Grant Agreement (No SI2.254882 (2000CVF3-407), the study lasted from October 1, 2000 to 

January 1, 2002). Due to the receipt of the contract by the beneficiary on October 27, 2000, actual work on the 

study started on November 1, 2000.  

All work-packages were completed according to the work plan as outlined in the original application. These 

included  

1. To set up a network of experts and collaborators from each Member State. 
2. To develop a questionnaire for gathering structured information about the current situation and 

practice concerning legislation for compulsory admissions and involuntary treatment of mentally ill 
patients in each Member State. 

3. To develop guidelines for national experts for writing a chapter describing specific characteristics of 
their Member State (e.g., regional differences, historical changes). 

4. To conduct an assessment of the situation regarding involuntary treatment of mentally ill patients in 
each of the EU Member States (by means of the questionnaire).  

5. To analyse and compare the results of the assessment and to compile a synopsis of the current 
situation in the EU. 

6. To organise and conduct a meeting for discussing the national contributions and their consequences 
with at least one expert or collaborator from each Member State.  

7. To summarise the discussions and conclusions from the meeting. 
8. Report writing.  
 

 

Network of Experts 

During the first study phase at least one expert from each EU Member State was selected and contacted for 

collaboration. The experts agreed to collaborate as national partners which included filling in the study 

questionnaire, writing a chapter about the national situation regarding involuntary placement and treatment of 
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mentally ill and attending an expert-meeting to discuss preliminary results. These tasks were subcontracted out. 

The experts were also obliged to inform their responsible ministries of their collaboration on this study. All 

experts returned the signed subcontracts before April 20, 2002. The national experts included  

 

• Austria Prof. Peter König, Rankwiel 
• Belgium Dr. Marc de Hert, Bruxelles 
• Denmark Prof. Helle Aggernaes, Kopenhagen 
• Finland Prof. Riittakerttu Kaltialla-Heino, Tampere 
• France Prof. Viviane Kovess, Paris 
• Germany Dr. Hans Joachim Salize, Dr. Harald Dreßing, Mannheim 
• Greece Prof. George Christodoulou, Prof.V. Alevizos, Dr A.Douzenis, Athens 
• Ireland Dr. Dermot Walsh, Dublin 
• Italy Prof. Mauro Carta, Cagliari 
• Luxembourg Prof. Charles Pull, Dr. J.M. Cloos, Luxembourg 
• The Netherlands Prof. Willem Schudel, Rotterdam 
• Portugal Prof. Miguel Xavier, Lisbon 
• Spain Prof. Francisco Torres Gonzalez, Granada 
• Sweden Dr. Karl-Otto Svard, Karlstadt 
• United Kingdom Dr. David V. James, London 

 

 

Assessment tools and methods 

Information on the legislation and practice of involuntary placement and treatment in the EU Member States 

was gathered by means of a detailed questionnaire, which was the major assessment tool used in this study. 

The items on the questionnaire were based on a thorough review of the research literature as well on the 

expertise of the project leaders. Finally, the questionnaire increased in volume up to a total of 80 items, which 

addressed four main areas: legislation, practice, patients’ rights and epidemiology. Among the main aspects 

covered are the criteria for compulsory admission, the procedures of decision-making, the periods of detention, 

the rules for compulsory treatment or other coercive measures, quality assurance, the complaint procedure, the 

total number or rates of compulsory admissions in each Member State etc.  

In order to ensure the questionnaire’s ability to gather valid information, draft versions were discussed with a 

core group of experts and adapted according to their proposals and comments. This core group included the 

following experts:  

• Prof. Helle Aggernaes, Kopenhagen 
• Prof. Riittakerttu Kaltiala-Heino, Tampere 
• Prof. Francisco Torres Gonzalez, Granada. 

 

In particular, these experts were asked to comment on the questionnaire’s feasibility  and comprehensibility.  

 

In addition to the questionnaire, guidelines for the experts on the preparation of the chapter about the national 

circumstances were established. These chapters (one for each Member State) were supposed to describe and 

discuss the national situation in more detail, in completion of the information given in the questionnaire. The 

guidelines propose the same global structure for the chapter as that used in the questionnaire. The experts 

were also to report on the history of reforms of national mental health legislation, the limitations or weaknesses 

of current legislation, as well as on the reliability and validity of epidemiological data.  
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Final versions of the questionnaire and guidelines for chapter-writing were sent to the experts on May 10, 2001. 

The deadline for the submission of chapters and filled-in questionnaires was July 31, 2001. With some delay in 

some cases, the study centre received chapters and questionnaires from all experts during summer and 

autumn 2001.  

 

 

Informing other organisations in the field 

Other important organisations in the field were informed about the study and were asked for comments on the 

general approach as well as on the draft questionnaires. These included 

• WHO-Regional Office for Europe, Copenhagen – Dr. Wolfgang Rutz  
• Mental Health Europe, Brussels –Josée van Remoortel, Dr. Aart-Jan Vrijland  
• European Network of (ex-)Users and Survivors of Psychiatry, European Desk - Clemens Huitink.  

 
All of them replied and expressed their support of and agreement with the general approach of the study. 

Additionally, the Working Party on Psychiatry and Human Rights (a subordinate body of the Steering Committee 

on Bio-ethics of the Council of Europe), was contacted for an exchange of information and discussion. This 

working party of the Steering Committee on Bio-ethics (CDBI) elaborated a white paper outlining principles and 

guidelines „to ensure protection of the human rights and dignity of people suffering from mental disorder, 

especially those placed as involuntary patients“ in preparation of a new legal instrument of the Council of 

Europe. An exchange of information and experience was considered a valuable contribution to this project. 

Unfortunately, the responsible press office informed us by note that the list of the members of the working party 

has to be kept confidential.  

 

 

Communication with the European Commission 

During the study period there was close contact to the Directorate-General Health and Consumer Protection of 

the European Commission, to ensure a continuous sharing of information.  

Before starting the study, a meeting was held on October 26,  2000 in Luxembourg (Participants: Harald 

Dressing, Horst Kloppenburg, Monika Peitz, Hans Joachim Salize) to discuss the details of the study aims, work 

packages and administrative issues.  

A further meeting took place in Luxembourg on February 12,  2001, attended by Harald Dressing, Horst 

Kloppenburg, Monika Peitz and Hans Joachim Salize. For further communication, mail or e-mail was used. An 

interim activity report including an interim financial statement summarising the work done so far was sent to the 

Health and Consumer Protection Directorate General of the European Commission on June 20, 2001. 

 

 

Assessment and Analysis 

All information gathered by means of the questionnaires and the chapters was compiled into a 

comprehensive set of tables and figures, which is presented as a central part of this report. Similarities 

and differences in the current legislation and practice of the European Union Member were analysed. 
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During this stage, the national experts were contacted frequently to clarify queries or provide more 

detailed information on statutes or procedures. To provide an overview of the current situation in the 

Member States, most important characteristics and crucial issues were compiled in a synopsis.  

 

 

Expert Meeting 

Preliminary results were presented and discussed at an expert-meeting held in Mannheim, Germany from 

November 16-17, 2001. Experts from each Member State were invited, experts from eleven Member 

States were able to attend:  

• Helle Aggernaes, Denmark 
• Athanassios Douzenis, Greece 
• Harald Dressing, Germany  
• Maria Hardoy, Italy 
• David James, United Kingdom 
• Vivianne Kovess, France 
• Monika Peitz, Germany (Study Co-ordinator) 
• Hans-Joachim Salize, Germany 
• Willem J.Schudel, The Netherlands 
• Karl-Otto Svard, Sweden 
• Francisco Torres-Gonzalez, Spain 
• Dermot Walsh, Ireland 
• Miguel Xavier, Portugal 

 

All preliminary results, as presented by the project leaders and the project co-ordinator, were discussed 

thoroughly by the participants. Certain problems were clarified and additional valuable contributions and 

comments for the analysis were provided.  

 

 

Report Writing 

Besides all information and data gathered by means of the questionnaires and national chapters, the 

discussion and comments from the meeting contributed to this final report, which was completed during 

the last months of the study period and forwarded to the European Commission by May 15, 2002.  
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33  Results Results   
 

 

The tables and chapters below summarise information concerning the legislation of involuntary placement 

or treatment of mentally ill patients across the European Union, as gathered from the experts from each 

Member State (see chap.2).  

All data and information were taken from either the questionnaires which have been filled in by the experts 

or from the chapters they have written about their respective country. Besides their own expertise, the 

experts have used various sources of information, e.g. law books, official statistics or scientific research. In 

case of queries, data were cross-checked or experts were requested to provide additional information.  

 

Since the main objective of this study referred to mental health legislation, all tables – except when 

otherwise indicated - describe the basic legal frameworks of the Member States, i.e. if or how acts, statutes 

or regulations pertaining to certain problems are provided.  

When Member States are described as having no acts, statutes or rules regarding specific problems or 

issues, it does not necessarily mean that these problems are not regulated at all. It means only that the 

respective problem is not considered by or has not been included in the legal mental health framework.  

 

Moreover, regulating certain problems on a legislative basis usually may serve only as a rough indicator for 

how or how frequently rules and regulations are applied in actual practice or routine care. More detailed 

information about the application of legal frameworks in routine care or its outcome should be taken from 

the national chapters (see chapter 4) or from the tables below describing epidemiological or outcome data 

(e.g. national compulsory admission rates).  

 

The following tables try to cover the most important or crucial issues in this field. To break down rather 

complicated procedures or stipulations into two or three simple categories, as it has been attempted in 

these tables, cannot be done without losing specific information. Additionally, specific terms or concepts 

might be used differently across the Member States, e.g. as it is the case with the concept of compulsory 

outpatient treatment, which includes as different modalities as discharge from inpatient treatment “on 

probation”, or short-term interruption of an involuntary placement for various reasons (even for vacation) or 

a completely independent alternative to involuntary placement in a psychiatric facility. In some cases, such 

a different understanding of terms or concepts might allow other interpretations or classifications of the 

Member States than those which have been made here. 

Thus, wherever topics seem to be simplified, this has been done in favour of providing a global European 

overview rather than reflecting each procedural detail of national legal frameworks. In a few cases data was 

not available, so the information provided in some tables might not be complete.  
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Abbreviations  

Throughout the following tables, abbreviations for the Member States are used: 

 

Aus: Austria  Bel: Belgium  Den: Denmark  
Fin: Finland Fra: France Ger: Germany  
Gree: Greece Ire: Ireland  Ita: Italy  
Lux: Luxembourg  Neth: The Netherlands  Port: Portugal 
Spa: Spain Swe: Sweden UK: United Kingdom,  

 

When referring to the United Kingdom, usually results for England and Wales are indicated. Scotland and 

Northern Ireland hold separate legal frameworks regarding involuntary placement and treatment of mentally 

ill patients. More details are outlined in the chapter about the United Kingdom. 

 

There are two different procedures for involuntary placements in France. The first, known as 

“Hospitalisation d’office” (HO), is executed by the police for persons suffering from mental health problems 

and considered an endangerment to public safety. The second, ”Hospitalisation à la demande d’un tiers” 

(HDT), entitles family members or other close persons to apply to have someone placed involuntarily who 

might be unable to ask for help or care by him- or herself. Where ever regulations for these procedures 

differ, the divergence has been indicated in the tables below. 

 

Germany has sixteen Federal States, which independently organise and regulate mental health care. 

Consequently, each Federal State provides a separate legal framework for regulating involuntary placement 

or treatment of the mentally ill. Statutes and rules are often similar, but can also differ remarkably with 

regard to crucial procedures. Whenever possible, this has been detailed in the tables. Where this has not 

been possible, the least common denominator has been used to describe the situation in Germany (e.g. in 

the case of short-term or emergency detention, the longest possible time-frame from among those of all 

Federal States has been included in the respective table). 

 

The Faeroe Islands and Greenland provide separate legal frameworks distinct from that of Denmark. The 

tables usually refer to the situation on the Danish Mainland.  
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 Legislation  
 
 
 
1.1 Member States with special mental health acts regulating involuntary placement 

or involuntary treatment of people with mental disorders 
 

 number countries 

special mental health acts 12 Aus, Bel, Den, Fin, Fra, Ger, Ire, Lux, Neth, Port, Swe, UK 

no special acts 3 Gree, Ita, Spa 

 
 
Comment: Most Member States regulate compulsory admissions of mentally ill people by means of special 
mental health laws. Only Greece, Italy and Spain do not. One of the main reasons for not issuing a 
separate mental health act in these countries is to avoid stigmatic effects when separating rules and 
regulations for mentally ill patients from those in effect for general health care. Many psychiatric diseases, 
however, impair an individual's capacity for reasonable judgement, thus making legal regulations 
necessary. This special situation puts mental health care in a position distinct from that of other medical 
disciplines. Clear legal regulations for this special problem which adequately consider the civil rights of the 
compulsorily admitted patients seem to be a good safeguard for the interests of the persons concerned. 
Thus, there is no evidence that a not separated mental health law in itself constitutes progress.  
 
 
 
 
1.2 Age of statutes, laws, acts or legal instruments regulating involuntary placement 

or involuntary treatment of people with mental disorders 
 

 number countries 

 laws taking effect 
before 1980 

2 Ger*, Ital 

 laws taking effect 
between 1980-1989 

5 Den*, Ger*, Lux*, Spa*, UK* 

laws taking effect 
in or after 1990 

14 Aus, Bel, Den*, Fin, Fra, Ger*, Gree, Ire, Lux*, Neth, Port, 
Spa*, Swe, UK* 

 
* Denmark, Germany, Luxembourg, Spain, United Kingdom: more than one mental health law   
   or act currently in effect 

 
 
 
 
 
 
1.3 Major changes in legislation regarding involuntary placement or treatment 

planned or in preparation  
 



Compulsory Admission and Involuntary Treatment in the EU  – Results 19 
 
 
 

 

 number countries 

changes planned 5 Fin, Fra, Neth, Swe, UK 

no changes planned 10 Aus, Bel, Den, Ger, Gree, Ire, Ital, Lux, Port, Spa 

 
 
Comment: The overview shows that mental health legislation is an important topic on the nations' legal 
agenda. Almost all Member States have reformed their legislation within the last decade. This indicates a 
common awareness across the Member States that mental health legislation is subject to continuous legal 
adaptation. Ongoing plans or preparations for adapting legislation in a variety of countries pose an 
opportunity to harmonise legal frameworks across the Member States.  
 
 
1.4 Scope of laws, acts or legal instruments  
 

 number countries 

nationwide 12 Aus, Bel, Fin, Fra, Gree, Ire, Ital*, Lux, Neth, Port, Spa, 
Swe  

regional 3 Den*, Ger*, UK* 

 
* Denmark:  Faeroe Islands and Greenland provide different acts  
  Italy: Some regions have specific regulations regarding the application of nation-

wide laws 
  Germany: Sixteen separate laws according to sixteen Federal States in Germany. Only 

legislation for guardianship is nation-wide 
  United Kingdom: England and Wales have a common legislation that differs from that for 

Scotland and Northern Ireland  
 
 
Comment: Among those countries with regional laws, the situation in Germany is unique across the 
European Union. Germany’s sixteen federal states are autonomous with regard to health care legislation, 
which results in remarkably different regulations and procedures regarding involuntary placements or 
treatments.  
 
 
1.5 Explicit statutory or described overall aims for involuntary placement or 

treatment (besides the decrease of the detention criteria)  
 

 number countries 

statutory/described aims 8 Den, Fra, Ger, Ire, Lux, Neth, Port, Swe 

not statutory/described 7 Aus, Bel, Fin, Gree, Ital, Spa, UK 

 
* aims as defined or referred to in the laws:  
  Denmark:  treatment of the disorder  
  France:  re-integration 
  Germany: different in each Federal State: treatment, improvement of mental health, to 

prevent deterioration, re-integration, to improve social abilities 
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  Luxembourg:  re-integration of patient into society, to improve physical health, to increase 

familial and social contacts 
  The Netherlands: protection from harm 
  Portugal: to prevent deterioration of person concerned 
  Sweden: to restore insight of person concerned 
 

 
Comment: Only eight Member States define overall aims of involuntary placement that are more detailed. 
Usually these aims describe the improvement of the mental state of the person concerned. There is little 
scientific evidence, though, whether compulsory admission alone influences the course of a mental illness. 
 
 
1.6 Priority of less restrictive alternatives to involuntary placement or treatment 
 

 number countries 

priority of less restrictive 
alternatives included in law 

13 Aus, Bel, Den, Fin, Ger, Gree, Ire, Ital, Lux, Neth, Port, 
Swe, UK 

not included 2 Fra, Spa 

 
 
Comment: Inclusion of the priority of less restrictive alternatives in the laws underlines that coercive 
measures is an “ultima ratio”. Prerequisite hereto is the availability of facilities offering less restrictive 
alternatives. 
 
 
1.7 Laws, acts or legal instruments stipulating adequate aftercare following 

involuntary placement or treatment  
 

 number countries 

aftercare stipulated  6 Bel, Ger*, Lux, Port, Swe, UK 

not stipulated 9 Aus, Den*, Fin, Fra, Gree, Ire, Ital, Neth, Spa 

 
* Germany: in some Federal States 
  Denmark stipulated in other acts 

 
 
Comment: Aftercare following an involuntary treatment episode is dependent upon the consent of the 
patient, otherwise it too would be a compulsory measure.  
If laws do not explicitly recommend or stipulate aftercare, that does not mean that there is no such care 
available or applied. However, it is surprising that such an important modality is mentioned explicitly in the 
legislation of only six Member States.  
 
 
 
 
1.8 Involuntary placement or treatment of children and/or adolescents  
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 number countries 

  regulated in the same 
manner as for adults 

11 Bel, Den, Fra*, Gree, Ire, Ita, Lux, Neth*, Spa, Swe, UK 

regulated separately  4 Aus, Ger, Fin, Port 

 
* France: only for the HO-procedure, not for the HDT-procedure 
  The Netherlands: different procedures for minors below 12 years of age  

 
 
Comment:  Mental health conditions that require involuntary placement or treatment can differ remarkably 
in minors. When placing or treating minors involuntarily, educational aspects must be considered. The 
inclusion of parents into the detainment process might be crucial. Detaining minors can require special 
staff or special types of facilities, e.g. special homes or licensed schools. Taking these aspects into 
account, it seems remarkable that only few Member States provide separate regulations for placing children 
or adolescents involuntarily.  
 
 
1.9 Special regulations apart from the general laws, acts or legal instruments 

directing involuntary placement for certain groups of patients 
 

 number countries 

for people in guardianship 8 Aus, Den, Ger, Gree, Ire, Lux, Port, Spa 

for mentally ill offenders 13 Aus, Bel, Den, Fin, Fra, Ger, Gree, Ital, Lux, Neth, Port, 
Spa, Swe 

for persons with addictive 
behaviour  

4 Aus*, Fin, Fra, Swe 

for mentally handicapped 
persons 

2 Den, Fin 

 
* Austria: only for addicted offenders  

 
 
Comment: According to the special requirements for placing and treating these groups of patients, 
separate regulations seem necessary. This is especially true for mentally ill offenders. Forensic psychiatry 
has become a specialised discipline, and is thus in need of a special legal framework. In the case of 
persons with addictive behaviour, evidence is scarce whether involuntary withdrawals are effective or long-
lasting. A guardianship law is especially relevant for gerontopsychiatric or demented patients because 
requirements of the admission procedures for these patients may not be fully covered by the general 
compulsory admission laws. The table reveals that six Member States do not provide special legal 
regulations for this group of patients. Thus, the legal safeguards for basic patient rights for patients with 
dementia seem to be weak across the European Union. 
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1.20 Short-term detention (emergency cases) 
 

 max. duration of short-term 
detention  

decision-making authorities 
for short-term detention 

Austria  48 hours  psychiatrist 

Belgium  10 days  prosecutor 

Denmark  Regular procedure applies to 
emergency cases also 

psychiatrist 

Finland Regular procedure applies to 
emergency cases also  

psychiatrist 

France 48 hours mayor (Paris: police) 

Germany  24 hours (15 Federal States) 
3 days (1 Federal State) 

Municipal public affairs office or 
psychiatrist 

Greece 48 hours  prosecutor 

Ireland Regular procedure applies to 
emergency cases also 

psychiatrist  

Italy  48 hours public health department 

Luxembourg  24 hours police or physician or psychiatrist or 
guardian or social worker 

The Netherlands  24 hours  mayor 

Portugal 48 hours psychiatrist 

Spain  24 hours psychiatrist 

Sweden 24 hours psychiatrist 

United Kingdom 72 hours police or physician plus social 
worker 

 
 
Comment: Emergency procedures for short-term placement are usually applied at night, at week-ends or 
whenever immediate action is deemed necessary. Short-term detention is permitted from 24 up to 72 
hours (except in Belgium, where it can take 10 days). In some Member States, the decision-making 
authorities for short-tem placements differ from those deciding upon the regular detention procedures. 
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1.21 Statutory maximum duration of involuntary placement /  

statutory re-approval of decision  
 

 maximum length of initial placement re-approval by 

Austria  3 months 3 months  

Belgium  40 days for observation, 2 years for 
regular placement 

after 25 days of initial observation, 15 days 
before end of individually ordered length 

Denmark  not defined  3, 10, 20, 30 days, then monthly 

Finland 9 months  3 months  

France not defined  HDT-procedure: 15 days, then monthly 
HO-procedure: 1 month, 3 month, 6 month  

Germany  preliminary detention: 6 weeks 
regular placement 1 year, in obvious 

cases 2 years  

preliminary detention: 6 weeks 
regular placement: 6 months (defined by 

Federal State of Saarland only) 

Greece 6 months 3 months  

Ireland 21 days  21 days, 3 months, 6 months, 12 months 

Italy  7 days 7 days 

Luxembourg  preliminary detention: 14 days  14 days 

The Netherlands  preliminary detention: 3 weeks 
regular placement: 6 or 12 months 

preliminary detention: 3 weeks 
regular placement: 6 or 12 months 

Portugal not defined  2 months  

Spain  not defined   6 months 

Sweden 4 weeks  4 weeks, 4 months, 6 months  

United Kingdom assessment order: 28 days 
treatment order: 6 months 

28 days 
6 months 

 
 
Comment:  Only Denmark, France, Portugal and Spain do not define a maximum duration of initial 
involuntary placements. In the remaining Member States, the maximum length of initial placements can 
vary from seven days to two years, depending mostly on regulations regarding re-approval or re-
assessment procedures, which are established in all Member States. Those countries defining a 
maximum length of initial placements also allow premature termination of placements under certain 
conditions. For treatment and rehabilitation purposes, some Member States (Bel, Den, Fin, Fra, Ger, Ire, 
Neth, Spa), allow the interruption of involuntary placements for short periods (from several days up to 
several weeks). 
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1.22 Legislative distinction between involuntary placement and involuntary treatment  
 

 number countries 

distinct modalities 7 Aus, Den, Ger, Lux, Neth, Swe, UK 

modalities not distinct 8 Bel, Fin, Fra, Gree, Ire, Ita, Port, Spa 

 
Comment: Seven Member states define involuntary placement and involuntary treatment as distinct 
modalities in their legal frameworks, thus acknowledging that admitting a person compulsorily may not 
necessarily include compulsory treatmtent. This distinction is partly due to achievements of the civil rights 
movement or to principles of the EU Court of Civil Rights or to UN Declarations emphasising that patients’ 
competence to decide on treatment prevails even though they have been admitted involuntarily. A legal 
distinction of involuntary placement from involuntary treatment might increase awareness for 
safeguarding patients’ rights when applying coercive interventions. However, regardless of distinguishing 
these modalities on a legal level, there are Member States where patients must accept treatment 
whenever being placed involuntarily, as it is the case in Sweden, Denmark or Luxemourg (see table 
below). When the application of involuntary or coercive treatment measures is not explicitly defined in the 
laws of the Member States, the civil rights of involuntarily admitted persons are usually safeguarded by 
other means or procedures (see tables below). 
 
 
 
 
1.23 Involuntary placement without treatment 
 

 number countries 

placement without 
treatment possible 

6 Aus, Bel, Ger, Gree, Neth, UK 

not possible 9 Den, Fin, Fra, Ire, Ita, Lux, Port, Spa, Swe 

 
 
Comment: Even if no distinction is made between involuntary placement or treatment as separate 
modalities, in six Member States involuntary placement is generally possible without involuntary 
treatment.  
 
 
 
 
1.24  Informed consent for involuntary treatment 
 

 number countries 

informed consent required 5 Aus, Ger, Ire, Neth, Swe 

not required 10 Bel, Den, Fin, Fra, Gree, Ita, Lux, Port, Spa, UK 

 
 
Comment: In Member States which do not require informed consent, involuntarily placed patients might 
be treated without consent in cases of emergency or should they lack the mental capacity to consent.  
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1.25 Special mental health care interventions 
 

 number countries 

application regulated 7 Aus, Den, Ger, Ire, Neth, Port, UK 

not regulated in law 8 Bel, Fin, Fra, Gree, Ita, Lux, Spa, Swe 

 
 
interventions explicitly 

permitted  
Permitted on defined 
conditions 

explicitly 
prohibited  

pharmaceutical intervention Den, Ire, Neth  Aus * 
Electro-convulsive therapy (ECT) Den Ire, Port, UK Aus 
Psychotherapy Ire Ger  
Psychosurgery  Den, Ire, Port, UK Den, Ger 
Treatment of somatic comorbidity Den Ger  
Forced feeding Den, Ger, Neth   
 
 * Austria: depot neuroleptics 
 
 
Comment: Numerous psychiatric treatments or interventions can potentially be applied compulsorily. 
Across the Member States, coercive application of interventions is regulated by a wide variety of 
stipulations or statutes. Common patterns could not be identified. If not regulated on a legal level, the 
application procedures and rules might be directed by codes of practice or court decisions etc. 
Please note: list of interventions might be incomplete for some Member States. 
 
 
 
 
1.26 Application of other coercive measures  

 

 number countries 

other coercive measures 
regulated by law 

5 Aus, Den, Ger, Neth, Swe 

not regulated by law 10 Bel, Fin, Fra, Gree, Ire, Ita, Lux, Port, Spa, UK* 

 
* UK: no statutory regulation, but a detailed code of practice 

 
 

coercive measures number countries 

physical restraint 6 Aus, Den, Ger, Neth, Swe, UK  

seclusion 5 Aus, Ger, Neth, Swe, UK 

pharmaceutical restraint 2 Den, Ger 
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Comment: During involuntary placement, a variety of coercive measures that are not primarily psychiatric 
treatments might be used to keep the patient from doing harm to himself or others,. These interventions 
should be the last resort. From a human rights point of view, adequate regulation of their application is a 
major concern. Again, on a legal level there is no common approach across the Member States. The lack 
of statutory regulations in various countries does not mean that coercive measures in their routine care 
are exempted. Detailed regulations might be substituted by more global guidelines.  
Please note: list of measures might be incomplete for some Member States. 
 
 
 
 
1.27 Compulsory outpatient treatment  
 

 number countries 

mentioned as an option  4 Bel, Lux, Port, Swe 

not considered by law  11 Aus, Den, Fin, Fra, Ger, Gree, Ire, Ita, Neth, Spa, UK 

 
 
Comments: Involuntary outpatient treatment as a follow-up to an involuntary inpatient episode is 
considered to enhance the continuity of treatment as well as public safety. Additionally, it is discussed as 
an alternative to involuntary inpatient treatment. However, the efficacy of coercive outpatient treatment 
has not yet been confirmed by research, which might contribute to the fact that only four Member States 
mention the option of this modality in their laws.  
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 Practice  
 
 
 
2.1 Major court decisions specifying or modifying legislation  
 

 number Countries 

major court decisions  7 Aus, Den, Ger, Ire, Ital, Neth, UK  

no court decisions  8 Bel, Fin, Fra, Gree, Lux, Port, Spa, Swe 

 
 
Comment: Many specific terms or concepts used in the legal frameworks are not defined and are subject 
to clarification or interpretation. Some Member States have done this by means of court decisions, while 
others (e.g., the United Kingdom) have incorporated these decisions into a comprehensive code of practice 
that serves as a guideline for daily routine. 
 
 
 
2.2 Inclusion of standardised risk assessment into medical examination  
 

 number countries 

Standardised  
risk assessment included  

0 None  

not included  15 Aus, Bel, Den, Fin, Fra, Ger, Gree, Ire, Ita, Lux, Neth, 
Port, Spa, Swe, UK 

 
Comment: No Member State currently stipulates the application of standardised risk assessment 
procedures as a mandatory part of the psychiatric examination. According to the general trend towards 
evidence-based or guideline-supported procedures in mental health care, the inclusion of standardised risk 
assessments could improve the quality of confirming the danger criterion. In forensic psychiatry 
standardised risk assessments are more common and have been proved feasible in supporting the 
procedures of decision-making. 
 
 
 
2.3 Separation of involuntary placed and/or treated patients  
 

 number Countries 

Always in locked wards 1 Fin 

always apart from 
voluntary admissions 

0 None 

 
 
Comment: Finland is the only Member State to keep involuntarily placed or treated patients always in 
locked wards. According to the routine in the remaining Member States, safeguarding of involuntarily 
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admitted patients seem to be possible in open wards as well. No Member States separates involuntarily 
admitted patients from those who are being treated voluntarily, thus minimizing any additional stigma for 
involuntarily placed patients. 
 
 
 
2.4 Facilities for involuntary placement and/or treatment  
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* psychiatric hospitals:   all Member States except Italy  
  psychiatric departments  
  at general hospitals:   all Member States except Luxembourg 
  forensic wards/units: Austria, Belgium, Denmark, Finland, France, Germany, The 

Netherlands, Sweden, United Kingdom  
  psychiatric nursing homes: Belgium (only for aftercare), Germany, The Netherlands, 

Portugal, Spain, Sweden, United Kingdom  
  person's home (involuntary  
  outpatient treatment): Belgium (only for aftercare), Germany (civil commitment), 

The Netherlands (only after initial inpatient episode), 
Portugal, Sweden 

  general hospitals: Belgium, Denmark (for treating somatic co-morbidity), Italy, 
Spain, Sweden (for treating somatic co-morbidity)  

  non-psychiatric nursing homes: Belgium, Germany (civil commitment), Spain, Sweden 
  prisons: Belgium, Greece 
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Comment: According to the national experts involved in this study, these are the facilities to which mentally 
ill patients in principle are compulsorily admitted. There is no information about preferences for certain 
types of services or frequencies of admissions. In general, this might depend upon the availability of beds 
or on other administrative requirements. Likewise, it is not known whether or not Member States not 
indicated here generally prohibit involuntary placement, or whether these data reflect only current practice 
in the Member States.  
Nine Member States (Austria, Belgium, Denmark, France, Germany, Ireland, Italy, Luxembourg, The 
Netherlands) require special accreditation for facilities, when treating involuntarily.  
 
 
 
2.5 Separate placement of mentally ill offenders  

 

 number countries 

always separate  1 Port 

in most/some cases  14 Aus, Bel, Den, Fin, Fra, Ger, Gree, Ire, Ita, Neth, Spa, 
Swe, Lux, UK 

 
 
Comment: Since the treatment of mentally ill offenders requires special interventions, therapeutic 
approaches, or programs, along with distinctive security measures, placement separate from compulsory 
admitted non-offenders is a common standard across the Member States.  
 
 
 
2.6 Financing involuntary placements and/or treatments  
 
 

 number countries 

state, government  9 Den, Fin, Gree, Ire, Ita, Port, Spa, Swe, UK 

health insurance, patient  6 Aus, Bel, Fra, Ger, Lux, Neth 

 
 
Comment: Although it is an issue of increased public security and concern, and public responsibility for 
financing detainment thus seems to be at least debatable, in at least six Member States involuntary 
placements or treatments are paid for partly or fully by health insurance or the patient himself. Joint 
payment seems to be a frequent option, however. No Member State seems to apportion cost responsibilities 
according to the original cause for placement or treatment (whether posing a public threat or merely a 
threat to oneself).  



Compulsory Admission and Involuntary Treatment in the EU – Results 35 
 
 
 

 

 
 
 
 
 Patients’ rights 
 
 
 
3.1 Information or notification of others in the event of compulsory admission  
 

 number countries 

notification stipulated 12 Aus, Bel, Den, Fra, Ger, Ire, Lux, Neth, Port, Spa, Swe, 
UK  

not considered 3 Fin, Gree, Ita  

 
 
 
 
3.2 Persons/authorities to be informed 
 

 number countries 

legal representative  6 Aus, Bel, Den, Ire, Neth, Port  

family members/relatives 9 Fra, Ger, Ire, Lux, Neth, Port, Spa, Swe, UK  

guardian  7 Aus, Ger, Lux, Neth, Port, Spa, Swe 

 
 
Comment: The mandatory notification of relatives or other persons in case of a compulsory admission is 
a basic civil right, which is regulated by the laws of twelve Member States. In six Member States, the 
notification, or inclusion of a legal representative of the patient (e.g. advocate counselor, social worker) in 
the procedure is mandatory, whereas in other Member States acts only stipulate that family members or 
guardians have to be informed immediately. 
 
 
 
 
3.3  Free legal support for the person concerned 
 

 number countries 

free legal support  8  Aus, Bel, Den, Ire, Port, Spa, Swe, UK 

no free support 7  Fin, Fra, Ger, Gree, Ita, Lux, Neth 

 
 
Comment: Including a legal representative of the patient in the procedure is free of cost in eight Member 
States, regardless of whether or not this inclusion is mandatory.  
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3.4  Advanced directive / predefined psychiatric will 
 

 number countries 

advanced directive 
possible  

3 Aus, Ger, Neth 

not considered  12 Bel, Den, Fin, Fra, Gree, Ire, Ita, Lux, Port, Spa, Swe, UK 

 
 

Comment: Advanced directives are the predefined instructions of a patient about the preference or 
refusal of certain treatments or interventions in the event of any later incapacity to decide due to their 
mental state. Advanced directives care is an increasingly frequent topic in mental health care and is 
increasingly demanded by user organisations. Currently only three Member States discuss the option  of 
advanced directives in their mental health legislation.  
 
 
 
 
3.5  Independent review of the commitment process  
 

 number countries 

yes 12 Aus, Den, Fin, Fra, Ger, Ire, Ita, Lux, Neth, Port, Swe, UK 

no 3 Bel, Gree, Spa 

 
 
Comment: Independent reviews of compulsory admission procedures are possible in twelve Member 
States as an additional measure of quality assurance.  
 
 
 
 
3.6  Right-to-complaint procedure 
 

 number countries 

complaint procedure 

 

15 Aus, Bel, Den, Fin, Fra, Ger, Gree, Ire, Ita, Lux, Neth, 
Port, Spa, Swe, UK  

 
 
Comment: The right of persons concerned to complain about an involuntary placement or about certain 
details of the procedure is one of the most basic human rights. All Member States safeguard this in their 
legislation. Authorities with whom an appeal can be lodged differ across the Member States. They include 
courts (all Member States), local boards (Denmark, the Netherlands, France, Luxembourg) or mental 
health tribunals (Ireland, the United Kingdom). Consequences that might result from such appeals are 
serious. Decisions can lead to discharges, discharges on parole, changes or termination of treatments, 
interventions or coercive measures etc.  
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3.7 Restriction of basic human rights during involuntary placement 
 

 number countries 

restrictions regulated by 
law 

8 Aus, Bel, Fra, Ger, Gree, Lux, Neth, Swe 

restrictions not regulated 
by law 

7 Den, Fin, Ire, Ital, Port, Swe, UK 

 
 
Comment: Involuntary placements do not necessarily include the restriction of basic human rights. 
Consequently, none of the Member States permits a permanent restraint of legal capacity or the right to 
vote as an automatic consequence of an involuntary placement. However, temporary restriction of free 
communication or the right to receive visits can be inevitable. Some Member States include these 
regulations in their mental health laws (see table). Others use special codes of practice or other means.  
Free communication is explicitly regulated on a legal level in Austria, France, Germany, Luxembourg and 
the Netherlands. Criteria for restricting the right to receive visits are defined in the laws of Austria, 
Belgium, France, Germany, Luxembourg, the Netherlands and Sweden. Patient searches are explicitly 
regulated in Austria, Germany, the Netherlands and Sweden. No Member State restrain religious beliefs 
or practice.  
Most regulations safeguard the human rights of patients by emphasising the principle prohibition of 
restraints and by defining clear criteria and setting clear time limits for their application.  
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 Epidemiology 
 
 
 
 
 
 
4.1 Number of psychiatric beds per 1,000 population, mean length of stay of all 

psychiatric inpatient admissions (voluntary and involuntary) 
 

 year  beds per 1,000 population mean length of stay  

Austria  

Belgium  

Denmark  

Finland 

France 

Germany  

Greece 

Ireland 

Italy  

Luxembourg  

The Netherlands  

Portugal 

Spain  

Sweden 

United Kingdom 

1999 

1999 

2000 

1999 

1998 

1997 

 

1999 

1998 

2000 

2000 

2000 

1999 

1998 

1999 

0.51 

1.2*  

0.77* 

1.0* 

1.14 

0.70 

not available 

1.91 

0.1 

1.0 

1.7 

0.3 

0.43 

0.67 

0.69*  

17.6 days 

not available  

36 days * 

46 days 

35.7 days* 

26.9 days* 

not available 

130 days 

13.4 days*  

not available  

not available 

not available  

18 days  

28 days 

52 days*  

 
* Belgium: rate includes day care and psychogeriatric care  
  Denmark: rate includes child and adolescent psychiatry 
 standard deviation of mean length of stay: 97 days  
  Germany: mean length of stay refers to 1999 
  Italy mean length of stay refers to region of Sardinia only 
  Finland:  calculation of no. of beds: total inpatient days by 365 days 
  France: mean length of stay refers to 1997 
  United Kingdom: figures are for England only 

 
 
Comment: The number of psychiatric beds per 1,000 population and the mean length of stay for all 
inpatient admissions to psychiatric facilities in the Member States is background information essential for 
discussing frequency, rate or mean length of stay for involuntary placements of mentally ill patients. As 
the table shows, there is enormous variation across the European Union, indicating different principles, 
structures and standards of mental health care as well as its inclusion in general health care in the 
various Member States.  
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4.2 Frequency of involuntary placements / percentage of involuntary placements 
 of all inpatient episodes / involuntary placements per 100,000 population 

 

 year  number percentage (of all 
inpatient 

episodes) 

involuntary placements per 
100,000 population  

Austria  1999 14,122 18 175 

Belgium  1998 4,799*  5.8* 47 

Denmark  2000 1,792 4.6 34 

Finland 2000 11,270 21.6 218 

France 1999 61,063 12.5 11 

Germany  2000 163,551* 17.7* 175* 

Greece  not available not available  not available 

Ireland 1999 2,729 10.9 74 

Italy   not available 12.1* not available 

Luxembourg  2000 396 not available 93 

The Netherlands  1999 7,000 13.2 44 

Portugal 2000 618 3.2 6 

Spain   not available not available  not available 

Sweden 1998 10 104 30* 114 

United Kingdom 1998 
1999 

46,300* 
23,822* 

 
13.5 

93* 
48* 

 
* Belgium:  only status at admission, number of changes from voluntary to involuntary 

during the same inpatient episode not considered  
  Denmark:  see Belgium  
  Germany: legal applications per year (of which approx. 90% result in actual 

involuntary placements), placements per 100,000 pop. refers to 1998, 
percentage of all inpatient episodes to 1999 

  Italy:  percentage for region of Lombardy only, year is unknown 
  Sweden: percentage refers to 1997 
  The Netherlands: number of court decisions on compulsory admissions 
  United Kingdom: figures for England only, 1998 includes compulsory admissions as well as 

patients detained involuntarily after being admitted voluntarily. 1999: 
compulsory admissions only. 

 
Comment: When discussing compulsory admissions on a national basis, the number of involuntary 
placements or treatments per year should be compared to the total number of inpatient admissions or 
episodes in mental health care (voluntary or involuntary). Even then, compulsory admissions per 100,000 
population or percentages of all inpatient episodes might be confounded by methods or concepts used to 
calculate figures (e.g. whether or not emergency cases or changes from voluntary to involuntary status 
during the same inpatient episode are included).  
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Because of lacking information about the underlying concepts or methods in some cases, the reliability of 
the data provided in this table might be reduced. Nevertheless, results indicate a wide range of frequency 
of annual involuntary placements across the Member States, suggesting that comparisons of and 
conclusions about mental health policies must be taken very carefully (see fig. 4.2a and fig. 4.2b, please 
note: different scales are used in tables 4.2a and 4.2b to indicate less or more populous Member States). 
Time series for rates of involuntary placements are indicated below (fig. 4.3). 
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4.3 Availability of time series on involuntary placements 
 

  

Austria  

Belgium  

Denmark  

Finland 

France 

Germany  

Greece 

Ireland 

Italy  

Luxembourg  

The Netherlands 

Portugal 

Spain  

Sweden 

United Kingdom 

available 1991-2000 

not available  

available 1990-2000 

available 1995-2000 

available 1992-1999 

available 1992-1999 * 

not available  

available 1990-1999 

not available  

available 1990 – 2000 * 

percentages available 1990-1999 * 

available 1999-2000 

not available  

available 1993-1998 

available 1992-2000  

 
  Germany: available are the number of legal applications per year (of which approx. 

90% result in actual involuntary placements) 
  Luxembourg: total number and percentage of all inpatient episodes in Luxembourg’s only 

hospital accredited for involuntary placements  
  The Netherlands: compulsory admissions to psychiatric hospitals only 
 
 

Comment: Some Member States run agencies or statistical bureaux that record or provide data on the 
involuntary placement or treatment of the mentally ill, whereas others do not. Annually updated rates of 
involuntary placements (detailed for regular and/or emergency cases as well as for sociodemographic 
and diagnostic characteristics) are essential for evaluating national policies.  
Thus, improved health reporting in the Member States would increase the availability of frequencies, rates 
or mean lengths of stay of involuntary placements on a European level. On the basis of valid and reliable 
time series for this data, it is possible to evaluate or conclude the extent to which changes in legislation or 
practice might influence outcome (in terms of compulsory admission rates, the mean length of stay). 
Currently, only some Member States provide time series. The reliability and validity of these time series 
are unknown, however, and require further analysis. 
Nevertheless, available data suggest that in most Member States the rates of involuntary placement (or 
the percentages on total admissions to psychiatric inpatient care) have remained relatively stable during 
the last decade (see fig. 4.3 below) – in contrast to the increasing total number of involuntary placements 
(as indicated in tab.4.2 and fig. 4.2a or 4.2b). Thus, a relatively constant increase in compulsory 
admissions, which is frequently referred to in the literature, could not be confirmed by the data assessed 
for this report.  
 
 
 
 
 
 



Compulsory Admission and Involuntary Treatment in the EU  – Results 42 
 
 
 

 
 

0

10

20

30

40

50

1990
1991

1992
1993

1994
1995

1996
1997

1998
1999

2000

Austria Belgium Denmark

Finland Ireland Luxembourg

The Netherlands Portugal England

Germany

*  The Netherlands:  admissions to psychiatric hospitals only,  Germany:  applications only
Luxembourg:  percentage refers to the country‘s only hospital treating patients involuntary

%

LUX

NETH
GER

ENG

IRE

BEL DEN
PORT

FIN

AUS

NETH

Fig. 4.3   Involuntary placements of all psychiatric inpatient episodes (percentages) 
per year and Member State 

 
 
 

50,9

50
68,5

62,7

61,4
69

52,1
52,2

68,8

0 50 100

Belgium 1997

Denmark 2000

Finland 1999

France 1998

Ireland 1999

Luxembourg 2000

The Netherlands 1997

Sweden 1997

United Kingdom 1999

%

Fig. 4.5      Percentage of male patients among all involuntary placements
(most recent year availabe ) 

 
 



Compulsory Admission and Involuntary Treatment in the EU  – Results 43 
 
 
 

 

4.4 Distribution of mental disorders among compulsorily admitted persons 
 

 year   

Belgium 1998 Psychosis 34.9% 
Substance abuse 24.5% 
Affective disorder 12.6% 
Dementia 2.2% 

Denmark *  2000 ICD 10 F20 32.3% 
ICD 10 F30-31   7.1% 
ICD 10 F0 14.2% 
ICD 10 F1 11.2%  
others 35.2% 

Finland 1999 ICD10  F0      6.1% 
ICD10  F1   16.0% 
ICD10  F2   52.7%  
ICD10  F6     2.8%  

France* 1997/98 ICD10  F1 12.6% 
ICD10  F2 50.0% 
ICD10  F3 12.5% 
ICD10  F6 10.6% 
ICD10  F7  2.9%  

Ireland 1999 Schizophrenia 33.7% 
Other Psychosis 3.7% 
Organic Psychosis 3.3% 
Mania 13.7% 
Depression 13.0% 
Alcoholism 12.3% 
Personality Disorder 7.0% 

The Netherlands  1997 Schizophrenia  29.5% 
Affective Disorder 9.2% 
Organic Psychosis   8.7%  
Drug related  5.2% 
Personality Disorder 9.1% 

Austria, Belgium, 
Germany, Greece, 
Italy, Luxembourg, 

Portugal, Spain, 
Sweden, UK 

  

not available  

 
* France:  survey data covering 122 out of 820 catchment areas   
  Denmark severity of all disorders must be similar to psychosis 

 
Comment: Diagnostic profiles might provide a rough overview of patient groups, giving priority for 
involuntary placements. Only one third of the Member States were able to provide diagnostic profiles of 
involuntary placed persons. Despite differences in the usage of diagnostic categories, the largest group 
being patients admitted involuntarily with severe and chronic mental disorders such as schizophrenia or 
other psychoses, who account for 30% to 50% of all involuntary placements. The share of other relevant 
patient groups such as demented patients, and patients with affective disorders or substance abuse, 
differs remarkably. Additionally, patients suffering from other than the most severe mental disorders are 
remarkably frequent. Detailed information about the psychopathological state of these remaining patient 
groups (disorders, severity) was not available.  
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4.5 Gender distribution for compulsorily admitted patients  

 
 

 year  percentage of male patients 

Austria  

Belgium  

Denmark  

Finland 

France 

Germany  

Greece 

Ireland 

Italy  

Luxembourg  

The Netherlands  

Portugal 

Spain  

Sweden 

United Kingdom 

 

1997 

2000 

1999 

1997/98 

 

 

1999 

 

2000 

1997 

 

 

 

1999 

not available 

68.8%* 

52.2% 

52.1% 

69%*  

not available  

not available   

61.4% 

not available  

62.7% 

68.5% 

not available  

not available  

50% 

50.9%  

 
* Belgium:  percentages available only for involuntary inpatients 
  France:  survey data covering 122 out of 820 catchment areas, 

different percentages for HO/HDT-procedures 
 
 
Comment: Sociodemographic data about involuntarily admitted patient groups is as scarce as 
psychopathological background information. Even the most basic gender data are available for only nine 
Member States, five of which have a clear tendency to place male patients more often than females 
(Belgium, France, Ireland, Luxembourg and The Netherlands) (see fig. 4.5).  
Over-representation of male patients might serve as a rough indicator for giving priority to the 
dangerousness criterion when placing patients involuntarily, since the male mentally ill reportedly show 
dangerous behaviour more often than do female patients.  
However, for a valid comparison, the proportion of compulsorily admitted males would have to be 
compared to the proportion of all admissions of male patients to psychiatric inpatient care in each 
Member State, which was not done here because these data were not available.  
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44  Member States (National Chapters)Member States (National Chapters)     
 

 

 

 

 

In the following chapters, legislation and practice of involuntary placement or treatment or mentally ill 

patients is described separately for each Member State. The chapters were written by the national 

experts from the various Member States, who contributed the data summarized in the tables above.  

The chapters outline the detention processes in the Member States and provide additional details of legal 

frameworks or procedures, which had not been included into the tables or might be too complicated to 

break it down into simple categories.  

 

All national chapters were structured more or less in the same way, thus complementing the overview 

given in chapter 3.  
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AustriaAustria  
 

 

Peter König 

 

 

Up to 1990, when the presently applicable law was passed by Parliament the psychiatric infringement 

upon personal rights/freedom was regulated by different laws and acts. The basic law was the 

„Entmündigungsordnung“ (EntmO.) from June 28, 1916 (Law of tutelage). This law was confirmed in 1945 

and supplemented in 1948 and in 1958 by additional by-laws. It is to be noted that this body of laws gave 

definitions of certain psychiatric conditions, assessment, juridical procedures and time frames for 

compulsory admission, expert hearings etc. 

 

The present law has the advantage of putting personal rights of liberty at the centre of all legal 

procedures pertaining to personal rights and very much strengthening the patient’s position, not only in 

theory by law, but also in fact by supporting him with the patient’s counsel acting on his behalf in all 

matters relevant to his condition. Another advantage is the shortened time frame for legal procedures and 

also for the duration of (compulsory) admission. In addition, the very stringent necessities of 

documentation and notification of controlling agents (e.g. patient counsel) result in transparent and 

reflected treatment attitudes and procedures, thus in itself providing an instrument of quality assurance. 

This is also effected by the mandatory inclusion of external and independent psychiatric specialists as 

experts for the second stage of judicial decision-making regarding a patient’s (duration of) stay or 

„exceptional treatment“. 

 

An obvious shortcoming of this law is its applicability to a small fraction of psychiatric patients only, thus 

not providing any standards for psychiatric in-patient conditions of living, treatments, care and hospital 

expenditure. Another grave omission is the failure of the law to explicitly state the intent to treat or the 

psychiatric patient’s right to adequate psychiatric treatment within the scope of the state of the art. 

The present factual practice of the law furthers „revolving-door-psychiatry“ for some of the most 

vulnerable patients, e.g. certain drug addicts, and schizophrenic and manic patients. For the last 

diagnostic group the fact that the law does not provide possibilities for treatment in case of (grave) 

material danger can lead to severe personal or familial consequences. The possible alternative in these 

cases, namely guardianship, is shunned by patients’ families for psychological reasons and also because 

it may be time-consuming. 

 

The law does not provide any mandatory aftercare, thus contributing to a deficiency in general health 

care, the revolving-door-effect, and unnecessary costs of re-admissions. Decentralisation of psychiatric 



Compulsory Admission and Involuntary Treatment in the EU – Austria 47 
 
 
 

 
hospitals, i.e. the addition of small psychiatric wards to general hospitals, is not really facilitated by the 

law necessitating two psychiatric specialists on call for involuntary admissions. The fact that quality 

assurance in the fields of external psychiatric experts and patients’ councillors, each a very relevant factor 

in the appropriate handling of this law, is not part of its scope may be regarded as a disadvantage. 

 

In general, the new law has become an accepted mechanism of dealing with compulsory admissions and 

commitment in which the different protagonists can co-operate. It has not been so well received by 

patients’ relatives, who wish for the provision of legal measurements concerning jeopardy of material 

goods, the possibility of prolongation of inpatient treatment after commitment has been lifted, and a 

means of compulsory aftercare in certain cases. 

 

 

 

Additional information for Austria 

 

Jutta Knoerzer 
 

 

History and/or frequency of reforming the respective laws and regulations 

• 1916 “Anhalterecht” (commitment law) 

• 1957 “Krankenanstaltengesetz” (law for the institutionalisation of hospitals) 

• 1975 “Maßnahmenvollzug” (special law applied to people who have committed a crime 

and cannot be convicted because they lack responsibility due to their mental illness) 

• 1990 New Commitment law 

• 1997 special regulation concerning the protection of data and the dissemination of information 

by the police when they bring people to a psychiatric ward against their will. 

 

There is a special commitment law in Austria which is related to other laws. The commitment law is not a 

general law to provide psychiatric treatment as a whole in every aspect. A different law is applied to 

criminal acts by people who are (probably) mentally ill. The commitment law is a national law and is 

based on a constitutional law to protect personal freedom (“Gesetz zum Schutz der persönlichen 

Freiheit”). 

 

 

Major changes in routine through new laws 

The roles of psychiatrists and judges in the decision-making process have not changed with the new 

commitment law of 1990. The possibilities of medical treatment without the patients’ consent have been 

regulated. The commitment law has created a new profession: the patients' advocate (Patientenanwalt), 

who specialises in assisting patients of psychiatric wards brought there against their will or without their 
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consent. The proceedings of court begin earlier than before the time when the law was enacted, i.e. 

within a week from the beginning of the involuntary admission a court review takes place. There are first 

efforts to regulate a practical routine during non-compulsory admission by providing for standards of 

information and documentation. Through the possibility to appeal to the court, the position of the 

committed patients is strengthened. 

Generally the patients’ legal position has been strengthened due to the facts that court proceedings start 

earlier, that there is a patients' advocate, and that there are more regulations and standards governing 

the stay of committed patients. 

 

 

General philosophy  

The commitment law does not regulate “protective” commitment; it solely relates to dangerous persons, 

but endangerment of oneself is also a reason for commitment. The law strikes a balance between public 

safety and personal autonomy along with patients' rights.  

The principle of application of the least restrictive alternatives is found several times in the commitment 

law and is considered of paramount importance. 

Partly, the regulations to strengthen the patients’ position while committed are still too weak, various 

forms of coercion which cannot be appealed against in court are still practised. 

 

 

Advantages of current legislation 

The legal position of the psychiatric patients has been strengthened; though. There is a legal basis well-

known to every professional in the field of psychiatry; there are standards for coercive measures. There is 

the patients' advocate with an office at the hospital or ward who is obliged to go to the committed 

patients, to speak with them, to be their advocate in court proceedings and to talk with the professional 

staff of the ward on behalf of the patients concerning their wishes, interests and concerns. 

 

 

Problems currently not covered 

Many problems which arose in the first years since the new commitment law came into force have been 

solved through better collaboration between the different professionals and the empowerment of the 

patients (and their relatives) as their positions in talking and dealing with them have improved. This 

development has not yet come to an end. Particularly the entire health system will change a lot because 

of the financial austerity in public and social welfare expected in the next few years.– According to the 

discussion of the first years about a change in the commitment law so as to expand coercion in medical 

treatment - some psychiatrists and other professionals still want to strengthen the legal basis of coercion 

measures in outpatient care. To the patients' advocates this seems like taking the last step first instead of 

starting to build a system of outpatient care which supports patients in their own right.  
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Current legislation does not take patients with chronic psychiatric disturbances into account to a sufficient 

extent, in particular, there is a lack of low-threshold options. There are hardly any inpatient crisis 

intervention centres for mentally handicapped persons who are committed to institutions (albeit 

temporarily) due to psychiatric symptoms. 

 

There is not so much a lack of legal standards as a lack of possibilities to improve daily routines, 

especially in documentation and providing information in and out of court proceedings, and there is a lack 

of time when the different professionals involved should carefully attend to every single patient in an 

open, democratic manner. 

Last but not least, in view of tight public budgets the financial situation in social and health welfare causes 

a general shift in priority from inpatient care in psychiatric wards to outpatient psychiatric care, which 

increases the danger of non-care for some of the patients. Instead of an increase in coercion measures in 

outpatient care, priority should be given to the improvement of social affairs management, which includes 

the specific necessity of political decisions aiming at greater responsibility for this vulnerable group of 

citizens. 

 

 
Collaboration of police, courts, judges and mental health professionals 

According to the commitment law there exist standards and control through judicial review in respect to 

detention, restriction of freedom, and medical treatment. 

Co-operation between courts, judges and mental health care experts has improved during the past 10 

years, and co-operation with the police has become more intense since the new duty was introduced and 

the restrictions on the information to be passed on by the police to the psychiatric ward were adopted in 

1997 (regulation on data protection).  

The community doctors permitted to order compulsory admission are often off duty during the night and 

on weekends, or it is not easy to get in touch with them in certain difficult situations. 

 

 

Role of the police  

Police can take a person to a psychiatric hospital or ward but they do not decide about the admission of a 

patient, this decision is made by two psychiatrists. 

There are complaints about the stigmatising manner in which the police intervene. There is still a lack 

of training and further education of the police in this respect, although first steps have been taken. 

 

 

Aftercare 

Together with chronic patients, part of the coercion measures have been transferred out of the hospitals 

to other institutions like nursing homes, which are less expensive for public welfare. Outpatient care for 

psychiatric patients still lags far behind inpatient care. 
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There is little difference between the support and medical treatment in psychiatric wards given to 

committed and non-committed patients.  

 

 

Patient-rights 

In principle, the commitment law is better than the reputation it had with medical doctors in the 

beginning. Otherwise, it would not have been possible for the individual professional groups to 

enforce the law in a responsible manner according to their respective professional duties in the 10 

years since the law was enacted in the current version; these years have also been characterised by 

a growing détente and a calmer relationship between the different professions. 

The new provisions of the commitment law not only covered the introduction of the patients' 

advocacy but also new regulations concerning restrictions and treatment, visits, phone calls and 

other fundamental rights. In this context patients' rights have improved significantly. However, some 

grey areas continue to exist, and they should be dealt with as development – including that of related 

court proceedings - goes on. One example is the removal of personal clothing, which at present 

would have to be appealed against before an Independent Administrative Board (UVS). It would be 

more appropriate to formulate a general clause covering any and all other factual coercive measures 

used in commitment, which could then be dealt with before the court in charge of commitment 

proceedings. 

At times, it is also found that the admission of patients on the basis of the opinions of two specialists 

cannot always be ensured in smaller, decentralised psychiatric units. 

 

 

Epidemiology 

Due to the work of patients' advocates there are no closed wards for non-compulsorily admitted patients. 

The number of committed patients has doubled in the wake of the new commitment law of 1990. In public 

a lot of different reasons for this fact are being discussed: one of them is that the patients' advocacy has 

led to a more widespread discussion of patients' empowerment and to a greater transparency of medical 

decisions concerning coercive measures taken by staff members in psychiatric hospitals and wards. 
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  Belgium Belgium   
 

 

Marc De Hert, Maurits Demarsin, Jozef Peuskens 

 

 

Introduction and history 

The oldest laws on compulsory admission date from June 18, 1850 and December 28, 1873. Compulsory 

admission in those days required a demand from someone concerned, a medical report, and approval 

from the mayor of the city or village. The main responsibility was in the hands of medical professionals. 

Compulsory admission was paid for by the authorities. It was not uncommon for people who were 

incapable of managing their financial affairs or even those who were unable to pay for psychiatric 

treatment to be compulsorily admitted simply for financial reasons.  

Since July 28, 1991 compulsory admission has been regulated by the law of June  26, 1990 (published in 

Staatsblad of July 27, 1990, page 14806; this law replaced the old laws on ‘Insanity’ dating from the post-

Napoleonic era 1850/1873. The major change is the strong impact of the legal justice system. 

 

 

The law of 26 June 1990 concerning the protection of a person with mental illness 

The law regulates a new administrative procedure in which the Judge of Peace is the central person. The 

new legal procedure is in agreement with the European Treaty on Human Rights. The central question of 

the law is : “Who can, and under which conditions, be admitted to a psychiatric institution against his/her 

will ?”. Although there are no specific psychiatric disorders named in the law, the law applies only to 

people suffering from (severe) mental illness.  

 

The law applies only when there is no other adequate treatment option. In practice this is the equivalent 

of a patient's refusing voluntary treatment. Article 1 of the law states clearly that limitation of freedom/ 

incarceration is possible only through the application of the required legal procedure (see below). The last 

criterion relates to a situation of danger. This covers both personal health and safety as well as the life or 

integrity of someone else. It must involve a present and real danger. The law is also applicable to minors. 

 

Compulsory admission 

The law regulates two types of compulsory admission: a) compulsory admission to a psychiatric 

institution; b) compulsory admission in a family. There is a general distinction between the first period of 

“observation” (maximum length: the first 40 days) and the possible prolongation (maximum length of 2 

years; “verder verblijf” or “prolongation of stay”).  
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Normal procedure 

The Judge of Peace of the locality where a patient is staying is the responsible legal authority in the 

procedure. A procedure can be started with a written request (‘verzoekschrift’) to the Judge of Peace. 

This request can be made by all concerned (the exception being when a demand would be solely 

motivated by potential financial gains). 

Joined to the request must be an “extensive” medical report, based on medical evaluations no older than 

15 days. “Extensive” means that it not only contain a psychiatric diagnosis but also a description of the 

specific problems, e.g. dangerousness of the situation and the lack of other treatment options. This report 

can be made by any physician who is not a relative of the patient or of the person making the request, or, 

in the case of a hospitalized patient, who does not work on the psychiatric ward where the patient is 

staying or is going to stay.  

 

The Judge of Peace will assess whether all conditions of the law apply. Within 24 hours he/she will 

decide whether the demand for compulsory admission is valid and whether to continue with normal 

procedure. When the demand has been ruled invalid, the procedure will be stopped. When the demand 

has been ruled valid, the Judge of Peace will within 24 hours inform the patient or his/her legal 

representative, a lawyer is appointed either pro deo by the judge or chosen by the patient (see items on 

patient rights). The judge can appoint an independent psychiatrist to assist him/her in his/her judgement, 

and the patient can appoint or choose an independent psychiatrist and “a trusted third person”. 

The judge will also set the date and time when his ruling will take place. On that day he/she will see and 

hear the patient and all concerned whom the judge has decided can provide relevant information. Within 

ten days after the procedure has started with the written request, the judge rules after having heard all 

concerned.  

 

A transcript of the ruling is sent to the patient, the legal representatives of the patient and those who 

made request, the personal physician of the patient, the appointed trusted person of the patient; and to 

the prosecutor. If a compulsory admission has been ruled, the judge appoints the psychiatric service 

where the patient needs to be hospitalised.  

 

 

Emergency procedure 

This procedure does not replace the normal procedure but is used in cases of great emergency, as an 

introduction to the normal procedure. The prosecutor can order an emergency admission of a patient on 

his own authority or at the request of someone, with a report from a physician. This report needs to show 

the urgency of a specific case as well as the other criteria for compulsory admission. The prosecutor can 

rule for an immediate admission to a hospital, in which case he informs the director of the psychiatric 

institution. Within 24 hours the prosecutor must start the normal procedure (written demand, medical 

report) with the Judge of Peace. 
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Mentally Ill criminal offenders 

Each year about 20,000 people are confined to or released from Belgian jails. At each point in time in 

1999 about 8,500 people resided in jail. The law of July 1, 1964 applies to mentally ill criminal offenders. 

A court rules whether someone is not fully responsible for his/her criminal acts due to a psychiatric 

disorder. This ruling is based on an extensive forensic psychiatric evaluation by an expert psychiatrist. 

The law of 1964 in currently under review for changes. Each year about 300 persons are granted an 

insanity plea (1.3% of all convictions). On January 15, 1998 there were 2,953 mentally ill criminal 

offenders known to the system. Of these, 37% reside in jail or a state-run forensic unit, 17% in a 

psychiatric facility, 40% were free on parole (with obligatory aftercare), and about 6% could not be traced 

(Cosyns, 2000). 

 

 

Law on protection of goods and property 

For anyone compulsorily admitted under the old laws of 1850 and 1873 a guardian was automatically 

appointed to manage financial affairs and goods and property. The automatic link between protection of 

goods and property and compulsory admission has been abolished. A separate law of July 18, 1991 

covers the issues and practice of the protection of goods and property of those partially or fully incapable 

of managing their goods and property or financial affairs for physical or mental reasons. This law applies 

to all persons older than 18 years not having a legal tutor. Application upon a demand of someone 

concerned and a medical report is made to the Judge of Peace. 

 

 

Practice, Period of observation of maximum 40 days 

Upon arrival in hospital all compulsorily admitted patients are entered into a logbook (personal 

demographic details, date of entry and discharge, each leave from hospital, all procedures of protection 

(e.g. isolation, use of restraints,…) by the director. This logbook is available to all persons involved with 

the control of the institution. 

 

Hospitalisation for observation is only possible on accredited hospital wards (psychiatric hospital or 

psychiatric ward of a general hospital), the responsible psychiatrist of which has passed a specific exam. 

The period for observation should not exceed 40 days. In this period the patient is ‘guarded’, thoroughly 

assessed and an appropriate treatment is started. Forced treatment as such is not clearly mentioned in 

the law, treatment should be provided in agreement with current medical knowledge and guidelines.  

 

 

Prolongation of stay 

A prolongation of stay can start only after the observation period has ended. At least 15 days before the 

end of the 40-day observation period the medical director has to write an extensive report indicating the 
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necessity of a prolonged stay. This report is sent to the Judge of Peace, who will decide on an eventual 

prolongation of stay and its duration. This prolongation of stay is once again a ruling made after the judge 

has consulted all concerned (e.g. patient, legal representatives, …). 

During a prolongation of stay the patient is further ‘guarded’ and treated. This prolonged stay can last for 

a maximum of two years. It can be prolonged by a new ruling by the Judge of Peace. During a 

prolongation of stay the patient can leave the hospital for short periods under the responsibility of the 

treating psychiatrist; partial hospitalisation is an option. 

The psychiatrist can, in concert with the patient, decide upon compulsory aftercare (‘nazorg’). This can be 

compulsory treatment in the community. This can last only for the maximum period of one year, but 

cannot exceed the duration of the original prolongation of stay. A contract is drawn up between the 

patient and the treating psychiatrist, signed by the medical director of the hospital, and stipulates the 

duration of the contract, treatment conditions, place of residence and activities outside the hospital. When 

a patient fails to observe the conditions of the contract or when the psychiatric conditions requires this, 

he/she is re-admitted to the hospital.  

 

 

End of compulsory admission procedures 

An emergency procedure by the prosecutor can be ended by the prosecutor before the Judge of Peace 

has made a ruling. The Judge of Peace can end a procedure for a demand for compulsory admission 

when he/she has judged that the conditions stipulated in the law have not been fulfilled. During the period 

of observation the compulsory admission can be terminated by the decision of the judge who ruled for 

compulsory admission or the psychiatrist head-of-ward, who can conclude that the procedure is no longer 

needed. If, during the period of observation, no demand is made for prolongation, the procedure ends at 

day 40. In the prolonged stay the psychiatrist, eventually at the request of the patient, can terminate the 

prolonged compulsory treatment. The prolonged stay ends at the end date, or after discharge and 

compulsory aftercare (“nazorg”) after a maximum period of one year. The Judge of Peace can at any time 

review the decision of prolonged stay. The eventual request to do so can be made by the patient with the 

support of a report by a psychiatrist.  

 

 

Special case, compulsory admission to a family 

The law provides a special chapter for placement in a family. The procedure is similar to the normal 

procedure and stipulates compulsory placement in a family setting. In practice this a rare procedure.  

 

 

Patient rights 

The law takes into account overall issues related to patient rights. During the procedure the patient is 

heard and he/she has the right to have the independent legal counsel of a lawyer. The patient can 

appoint a personal physician and a trusted third person.  
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The law stipulates some general basic rights during hospitalisation: 

• respect of freedom of speech and philosophical and religious convictions 

• respect for social and cultural interests and right to have contacts with family 

• right of privacy of personal mail 

• right to have visits from a lawyer, personal physician and trusted third person. Other visits are 

dependent on psychiatric conditions and consultation with the treating psychiatrist. 

 

The chosen physician and the lawyer have access to the logbook to consult data on the patient. They can 

ask the treating psychiatrist for all relevant information needed to assess the patient’s condition. The 

physician chosen by the patient can, in the presence of the treating psychiatrist, consult the patient file.  

 

Appeal against rulings on compulsory admission is regulated within the law. Appeal is possible against 

the first ruling of the Judge of Peace, questioning whether the demand for the procedure is valid, as well 

as against all later rulings by the judge (e.g. ordering compulsory admission, prolongation of stay, …). 

The patient's lawyer is responsible for starting a procedure of appeal before the court of appeal with three 

judges. The ruling on a higher appeal must be made within a month.  

 

 

 

Epidemiology 

Data on beds and real occupancy are gathered at both the regional and national levels. Belgian health 

data are fairly hard to get and are, as a rule, available publicly only after extensive delay (De Hert et al 

1997 and 1998). Comparison with data from other countries is complicated further by the diversity of 

health regulations and definition of services between different countries (e.g. a place in a day hospital is 

counted as a hospital bed in Belgium). 

 

A survey in the Flemish part of the country (Arteel, 2001) indicates that in the majority of cases (75%), 

patients are admitted compulsorily according to the emergency procedure. In the larger cities the normal 

procedure is followed in only 15 % of cases. In one out of three cases, admission to hospital by means of 

the emergency procedure is not confirmed by the Judge of Peace. In 50% of compulsory admissions the 

duration of forced treatment is less than six months. A prolongation of stay after a compulsory admission 

is requested in two out of three cases. 

 

A potential source of information on a national level are the reports of the Minimal Psychiatric Data, an 

obligatory registry for all residential psychiatric services. At this point in time information for the years 

1997 and 1998 is available. The Minimal Psychiatric Data registry was established after the recent laws 

on compulsory admission were enacted, thus no comparisons before and after the law are possible.  

Apart from general problems with the accuracy of an obligatory administrative registry, the Minimal 
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Psychiatric Data has a number of specific biases. Whether or not an admission is compulsory can be 

registered only at admission.  

 

 

Table 1. All admissions and legal status of all admissions 1997/1998 

 

1997 
 

Psychiatric hospital General hospital All services  

        
 Male Female Male  Female Male  Female All 

All 22741 19099 18655 20686 41396 39785 81181 
Voluntary 20239 17838 18241 20380 38478 38225 76700 

Legal procedure 2502 1261 414 306 2918 1560 4481 
% 11.0 6.6 2.2 1.5 7.0 3.9 5.5 

 
1998 
 

Psychiatric hospital General hospital All services  

 Male Female  Male Female Male Female All 
All 23521 19841 18934 21123 42455 40964 83419 

Voluntary 20727 18515 18529 20849 39256 39364 78620 
Legal procedure 2794 1326 405 274 3199 1600 4799 

% 11.9 6.7 2.1 1.3 7.5 3.9 5.8 
 
 
 
 
Table 2. Legal Status of patients on cutoff-date 1997 and 1998 by gender and facility 

 
30/06/1997 
 

Psychiatric hospital General hospital All services  

 Male  Female  Male  Female Male  Female All 
All 9229 7817 1068 1393 10297 9210 19507 

Voluntary 7254 6871 1025 1371 8279 8243 16522 
Legal procedure 1975 946 43 22 2018 967 2985 

% 21.4 12.1 4 1.6 19.6 10.5 15.3 
 

30/06/1998 Psychiatric hospital General hospital 
 

All services  

 Male Female Male Female Male Female All 
All 9612 7858 1067 1448 10679 9306 19985 

Voluntary 7544 6928 1015 1418 8559 8346 16905 
Legal procedure 2068 930 52 30 2120 960 3080 

% 21.5 11.8 4.9 2.1 19.9 10.3 15.4 
 

 

The system does not provide for registration of a change from voluntary to compulsory status during the 

course of an admission. So patients are not registered who have entered the hospital as a voluntary 

patient but for whom the treating physician has judged that compulsory treatment is needed. In the 

published data on all admissions during the year we find only the diagnosis at entry.  
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Table 3. Distribution of mental disorders, all admissions 1998 

 

Psychiatric hospital 
 voluntary legal all % 

All 39083 4097 43180 9.5 
Psychosis 5786 1501 7287 20.6 

Substance abuse 11664 1022 12686 8.1 
Mood disorder 8596 481 9077 5.3 

Cluster B 2291 224 2515 8.9 
Dementia 1375 56 1431 3.9 

Children and adolescents 677 86 763 11.3 
 

General Hospital 
 voluntary legal all % 

All 39215 678 39893 1.7 
Psychosis 3460 166 3626 4.6 

Substance abuse 12149 150 12299 1.2 
Mood disorder 11567 121 11688 1.0 

Cluster B 1303 26 1329 2.0 
Dementia 862 51 913 5.6 

Children and adolescents 552 29 581 5.0 

Psychiatric hospital and general hospital 
 voluntary legal all % 

All 78298 4775 83073 5.7 
Psychosis 9246 1667 10913 15.3 

Substance abuse 23813 1172 24985 4.7 
Mood disorder 20163 602 20765 2.9 

Cluster B 3594 250 3844 6.5 
Dementia 2237 107 2344 4.6 

Children and adolescents 1229 115 1344 8.6 
 

 

Tables 1 (all admissions during the year 1997 and 1998) and 2 (all patients at a specific date) show the 

latest available data on compulsory admissions in Belgium from 1997 and 1998 according to sex and type 

of service. Men are admitted compulsorily twice as often as women. The largest proportion of compulsory 

admissions is done by psychiatric hospitals. In 1998 nearly 6% of patients entered the hospital by means 

of compulsory admission and on any given day 15% of all patients in hospital have been compulsorily 

admitted.  
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Table 4. Distribution of mental disorders on June 30, 1998 

 
Psychiatric hospital    

 all legal procedure % 
All 16879 2982 17.7 

Psychosis 5323 1469 27.6 
Substance abuse 2848 385 13.5 

Mood disorder 2709 181 6.7 
Cluster B 482 46 9.5 
Dementia 1107 103 9.3 

Children and adolescents 596 103 17.3 
 

General Hospital    
 All Legal procedure % 

All 2421 80 3.3 
Psychosis 290 17 5.9 

Substance abuse 525 8 1.5 
Mood disorder 816 12 1.5 

Cluster B 39 1 2.6 
Dementia 94 12 12.8 

Children and adolescents 93 6 6.5 
 

 

Tables 3 (all admissions during 1998) and 4 (all patients admitted at a specific date) give an overview of 

compulsory admissions by diagnosis in both psychiatric hospitals and on psychiatric wards in general 

hospitals. In both settings psychotic disorders and schizophrenia are the most frequent diagnostic groups 

for people compulsorily admitted, followed by substance abuse disorders (including alcohol) in an 

absolute number of patients. Together they constitute nearly 60% of all compulsory admissions over a 

one-year period. Looking at the percentage per diagnostic group, the second largest diagnostic group 

hospitalised on the basis of a legal procedure are people younger than 18 years of age. A comparison of 

data from tables 3 and 4 show that patients with psychosis and schizophrenia remain compulsorily 

admitted for longer periods, while for people with substance abuse and alcohol problems the procedure is 

more often terminated.  

 

A recent nation-wide study on psychotic patients hospitalised in psychiatric hospitals shows that at this 

point in time more than 30% (27.8% compulsory treatment and 2.8% coming from jail after conviction) of 

all psychotic patients have been compulsorily admitted to hospital (De Hert et al 2000). In this study up to 

40% of all psychotic patients have been admitted compulsorily at least once before the current 

hospitalisation. 

 

References 
 
Arteel P (2001). De wet van 26 juni 1990 betreffende de bescherming van de persoon van de 

geesteszieke. Unpublished text, personal communication. 
 



Compulsory Admission and Involuntary Treatment in the EU – Belgium 59 
 
 
 

 
Cosyns P (2000). Gevangenissen (2000). In : Naar een geestelijk gezonde samenleving (De Hert M et al 

Eds.), Kluwer, Diegem.  
 
De Hert M, Mckenzie K, Pieters G, Vercruyssen V, Verhaegen L, Peuskens J (1997). Rehabilitation and 

resocialisation of the long term mentally ill in Belgium. International Journal of Mental Health 26 
(2), 86-97. 

 
De Hert M, Thys E, Boydens J; Gilis P, Kesteloot K, Verhaegen L, Peuskens J (1998). Health expenditure 

on schizophrenic patients in Belgium. Schizophrenia Bulletin 24 (4), 518-527. 
 
De Hert M, Wampers M, Bussels J, Peuskens J (2000). Hospitalised schizophrenic patients in Belgium. 

Schizophrenia Research 41 (1). (see also www.psychiatry 24&7, article of the month March 
2001 for additional data on studied population). 

 
Ministerie van sociale zaken, volksgezondheid en leefmilieu (1997 & 1998). Nationaal verlag minimale 

psychiatrische gegevens. Brussel. 



Compulsory Admission and Involuntary Treatment in the EU – Denmark 60 
 
 
 

 

  DenmarkDenmark  
 

 

Helle Aggernaes 

 

 

Legislation 

The Danish Psychiatric Care act is covered separate from the general health legislation in a special mental 

health care act. 

 

 
History 

The first Danish psychiatric care act took effect in April 1938. In those days only four psychiatric 

departments existed as integral parts of general hospitals. These departments were situated in Copenhagen 

and  worked in co-operation with a mental hospital outside Copenhagen. The hospital facilities for 

psychiatric patients outside Copenhagen were state mental hospitals. A circular existed which regulated the 

admission to the mental hospitals. No voluntary admission was possible. The 1938 law regulated psychotic 

patients’ residence in mental hospitals. In 1954 the law was revised, and it was decided that the patients 

could claim decision by a court, if they were detained against their will. Compulsory treatment and other 

compulsory acts were not described in the law. The current law is from 1989 with revision 1998 

(implemented 1st of January 1999). 

 

 

Law in function 2001 

The primary aim sought to be fulfilled by changing the law in 1989 was to secure human rights, by creating 

possibilities for the patient to complain, not only about the deprivation of liberty, but also about other 

compulsory acts, e.g. treatment. Thus compulsory treatment and other kinds of compulsion, as well as the 

criteria for these other kinds of compulsion were described along with procedures for filing complaints. A 

system of registration was introduced with four protocols for the four types of compulsion: 1. deprivation of 

liberty (commitment and detention of voluntarily admitted patients), 2. compulsory treatment, 3. other 

compulsory acts (fixation, grasping, acute medication to restless patients) and 4. protective immobilisation.  

Every compulsory act is registered in each patient’s special protocol (part of patient’s file). Copies of the 

protocol will be submitted quarter-annually to the local health authorities and to the National Board of Health, 

which annually provides offical public statistics on the compulsion in each psychiatric department. Until the 

revision of the law in 1998, the copies of the protocols were anonymised before their submission to the 

National Board of Health, thus making it impossible to produce statistics concerning the amount of 

compulsion applied to individuals. Following the revision of the law, these statistics can now be produced, 
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and the first nation-wide specified statistics about compulsion in all psychiatric departments were published 

in 2001 (concerning year 1999). 

The further aim of the 1989 law was to open psychiatry to the public, and to this end a system of patient 

counsellors was created. In the protocols 1- and 2- compulsion "...the patient immediately shall have a 

patient counsellor". In the protocols 3- and 4- compulsion "...the patient shall have a patient counsellor on 

request". 

Also included was the general legislated principle and obligation by which the least thorough means should 

always be applied, and the psychiatrist should at any moment try to persuade the patient and to have the 

patient’s consent to being an inpatient and to being treated. Thus it was a hope that the number of 

compulsory acts in psychiatry would diminish. Investigations performed in the years after implementation of 

the 1989 law showed that the amount of compulsion in some instances remained unchanged, while in 

others it increased. The current Danish law reflects the eternal discussion between the patients’ autonomy 

(i.e. right to decide against treatment) and the consideration of public safety, and the patients’ right to be 

treated. 

 

The length of the current legislation is seven A5-pages for the actual act No. 849 of the 2nd of December 

1998 and attached to it there are 24 pages of circulars and departmental orders. 

The major limitation caused by creating a psychiatric care act is the problem arising from the fact that the 

act was written by people thinking in terms of “common sense”, but that it is to be applied to patients who at 

the moment have no common sense because of their psychosis. Very often the psychiatrist has to use his 

own judgement and knowledge and make the decision for an ambivalent patient who says "yes" one 

moment and "no" the next to consenting to a treatment plan. The psychiatrist also has to decide when a 

patient on an acute visit to the emergency room verbally says "no" to a proposal of admission but then 

walks into a ward, goes to a bed and goes to sleep. The Danish Law paragraph 1 stipulates that consent is 

not an absolute requirement for placement and treatment. The relevant criterion is opposition to the 

proposed measures. Hence a placement is deemed voluntary if the patient neither verbally nor in his 

behaviour protests the suggested detention (e.g. by not reacting to/acting upon the measures taken). 

Paragraph 1 also states that the law only takes into consideration compulsory admission, detention and 

other compulsory acts taking place in psychiatric hospitals and departments. Involuntary placement in 

nursing homes is not within the scope this law. 

A problem in the Danish law is that it allows any medical doctor to make the actual examination and after 

that fill out the certificate for commitment. Although most medical doctors in Denmark have done an 

internship as registrars in psychiatric departments, some only have only had a four week undergraduate 

course in psychiatry. This level of psychiatric education does not seem sufficient to allow completion of a 

certificate for commitment. On the other hand, the consultant psychiatrist in the hospital also has to decide 

whether the criteria in paragraph 5 have been fulfilled before the patient can be admitted.  

It is a bad thing about the Danish system that although the protocol registration system gives good 

indicators for monitoring quality standards, the protocol system at the same time creates a large 
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bureaucracy, which costs both time and money, without sufficient resources having been allocated for 

such registration. Thus the time consumed is deducted from the treatment of the patients.  

Paragraph 2 of the law states that to diminish the amount of compulsion the owners of the hospitals should 

offer good conditions concerning the number of beds, the number of and education of staff, and 

possibilities for activity and education of the patients. Unfortunately this very nice paragraph is only a 

recommendation, not a must. In Denmark many resources have been allocated to rebuilding and 

modernising psychiatric departments. The aim – single bedrooms – had been fulfilled for 50 per cent of the 

inpatients in 2000. But for the time being, the number of and education of the staff is not at a sufficient level 

everywhere, and on top of that, vacancies exist, especially for psychiatric nurses and doctors. 

 

There are several advantages to the current legislation: There is a clear distinction between the legislation 

concerning civil and  that concerning criminal matters. Now we know that it is very unhealthy to stay 

psychotic for days, weeks, and months, and early treatment is essential, if a person has a chronic disease. 

It enable very fast and smooth work and co-operation among the different people involved in the care of the 

psychiatric patient that an involuntary stay at a psychiatric establishment can take place, either by 

commitment or by persuasion to acquiesce to voluntary detainment. A patient can voluntarily enter a 

psychiatric department and then later be detained compulsorily if deemed necessary, and if legal 

according to the criteria for detainment in a psychiatric ward. Another advantage is the very specific 

definition of the kind a psychiatric illness which has to be present to justify a commitment. It has to be 

psychosis or a condition quite equivalent to that of psychosis. It is also very good that the same criteria 

(paragraph 5) have to be fulfilled for involuntary treatment as for deprivation of liberty. It would seem 

somewhat illogical to place a person in a psychiatric ward against their will without any possibility of treating 

the patient. The same paragraph states that – besides being psychotic – the patient has to be either 

dangerous to self/others or the prospect for recovery will diminish substantially if detention in a psychiatric 

ward will not take place. If the criteria are fulfilled, the doctor shall commit the patient – unless of course he 

can persuade the patient to agree to voluntary admission. If there is a danger criterion the patient shall go 

to hospital within 24 hours, in the event of the other criteria, within seven days. In reality, the majority of 

patients committed are admittted immediately. Thus there is no distinction in emergency and regular 

commitments. The criteria in paragraph 5 also claim that it shall be unjustifiable not to detain the person for 

the purpose of treatment. Thus, the involuntary admission of a patient to a Danish psychiatric ward will 

always be for a therapeutic reason; the placement of incurably mentally disordered people without medical 

aims is illegal.  

The Danish legislation uses the act on guardianship for placement in nursing homes of incurably mentally 

disordered people, but this act is used very seldom for chronically psychotic people, primarily for the 

demented. The current Danish law is a good law for the majority of the chronically psychotic patients and 

other psychotics. But there is a group of patients with schizophrenia with almost treatment-resistant 

hallucinations and delusions, who also might have addiction problems or criminal behaviour. These patients 

very often become revolving patients, and perhaps the legislation should be interpreted differently. But when 
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the scope of the lawmakers and the complaint boards is the autonomy of the patient, some of these patients 

have secured the human right to treatment for their severe psychosis. It would be the hope that the 

allocation of sufficient financial resources to the outpatient community psychiatric services would give rise 

to better treatment for this last group. Mandatory (compulsory) out-patient treatment might be the solution 

for this group of patients, but it is illegal, and not described in the law. 

 

 

Practise 

On an ordinary Danish psychiatric ward the psychiatric care act is an integral part of daily routines. Mostly 

there will be a good collaboration between general doctors, the department, the police, the courts and the 

local psychiatric patients’ boards, who process the complaints. When the act of 1989 was implemented, lots 

of changes took place, and in the first years following implementation there  was a heavy burden to 

establish routines for good co-operation between the local police and the local psychiatric department. In 

the same period community psychiatric centres were established, and in some places it is a problem that 

the responsibility for the treatment after discharge is in hands of a consultant psychiatrist other than the 

one who was in charge of the inpatient treatment. But in most counties there will be a single medical head 

of the same psychiatric department which includes both in-patient wards and one or more community 

psychiatric centers. This should guarantee the same treatment plan for in- and out patients. There is a risk 

that the change from in-patient to out-patient will  cause the not motivated psychiatric patient to disappear 

from treatment, followed by a psychotic relapse, and then often by a new commitment shortly thereafter. 

According to the law, a treatment plan shall be drawn up for all patients admitted to a psychiatric ward. It is 

also a proposal from the National Board of Health that this treatment-plan should be the same as thatwhich 

follows the patient in the outpatient setting in community psychiatry. The quality and quantity of supply with 

services for both inpatient and outpatient treatment could be better, but as mentioned in the first chapter, for 

the time being resources are being allocated to psychiatry in Denmark. 

 

 

Patient rights 

The patient, who is an inpatient and is submitted to compulsory acts is guaranteed a patient counsellor who 

will advise in all matters related to the hospital stay and the treatment in the hospital. The counsellor will also 

help the patient with any complaints. Alas, investigations about patients’ satisfaction shows that the patients 

are not that satisfied, because the counsellors very seldom help them to be released the hospitals or to 

avoid treatment, since only a small percentage of the complaints boards give the right to the patients. As the 

system is now, this must reflect that the consultant psychiatrist, in by far the most cases, has decided 

correctly, when he decides that the criteria for the compulsion exist. In each county there exist a local 

psychiatric patients board that will meet within a week upon receipt of a complaint from a patient. The 

complaint shall deal with compulsion as described in the protocols. The board will decide whether or not the 
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criteria for the compulsion have been fulfilled. The board is chaired by the county prefect, and the two 

other members will be a medical doctor and a representative of the Danish disabled patients organisations.  

 

 

Epidemiology 

The delivery of psychiatric care in Denmark, as elsewhere, has changed substantially since 1988, when 

3.6 percentages of all Danish admissions were commitments. In 1988 Denmark had 8000  beds for 

psychiatric treatment.  

Ten years later Denmark had only 4000 psychiatric beds, and the rate of commitments out of the total 

number of admissions in Denmark was the same (4.1%). 5 – 10% of voluntarily admitted patients were 

detained compulsorily for a period. In the same period outpatient-settings were created. Thus, patients 

could be treated in the community, while they continued to live in their own home. Unfortunately several did 

not have a home. The building of housing facilities for mentally ill didn’t follow at the same speed  with which 

the hospital beds were closed.  For this reason, many of the closed wards in Denmark were  overcrowded 

in the nineties with a dramatic increase in bed occupancy; this might explain an increase in compulsion 

which was seen in the same period. Of course there will be a lot of revolving-door patients, when the same 

patient is primarily treated as an outpatient, but admitted, when  necessary, because of an acute psychotic 

relapse. 

The reliability and validity of the national epidemiological data is superb in Denmark, where not only the 

inpatients but also all the outpatient visits to the community psychiatric centres have been registered (since 

1994) in The Psychiatric Central Register at the department of psychiatric demography, the Psychiatric 

University Hospital in Risskov, Aarhus. 

In addition, the registration of the protocols of all incidences of compulsion in psychiatry in Denmark 

changed with the 1998 revision of the law. Before that date the registrations in the protocols were 

anonymous, and thus it was not possible to find out how many individuals were actually admitted 

compulsorily, it was only possible to find out how many compulsory admissions there were. Of course 

several scientific papers have discussed and investigated this, but never on a national basis, as iis possible 

now. The new data reveal that compulsion takes place especially in the five psychiatric departments in the 

Copenhagen area, that 10 per cent of all the admissions in this area are commitments, and that 25 to 39 

per cent of all the individuals who were inpatients in the year 1999  had been submitted to at least one kind 

of compulsion during one or more admissions. We know that the majority of the patients in these 

departments are severely psychotic, suffering primarily from schizophrenia. And we also know that more 

than one quarter of all the patients with schizophrenia registered in Denmark as either in- of outpatients will 

be living in the catchment area of these five Copenhagen departments. In the year 2000 there were in 

Denmark 1792 commitments (936 males and 856 females) out of a total number of 38,669 admissions 

(19,031 males and 19,638 females). In 578 (32.3%) of the commitments the diagnosis was schizophrenia 

(F20). More specific data will emerge in the coming years, when annual statistics from the National Board 

of Health will be published. 
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Riittakerttu Kaltiala-Heino 

 

 

Procedure of involuntary admission 

In Finland, the procedure of involuntary admission to a mental hospital (=commitment) is regulated by the 

Mental Health Act (1116/1990) passed in 1991. The process is initiated by writing a referral for 

observation (M I) (this equals the application for involuntary placement in this EU-project’s glossary). The 

referral for observation (M I) can be written by any physician employed by the public health services 

(primary, secondary or tertiary care) or any licenced physician working in private practice. The physician 

must personally carry out the medical examination of the patient concerned. After this examination the 

physician must consider the fulfilment of commitment criteria likely, and she/he must explicitly write down 

on the structured referral form how the patient’s condition suggests that the criteria are likely to be 

fulfilled. The MI-referral can be based on a medical examination completed not more than 3 days before. 

In the hospital, a psychiatrist or a resident examines the patient again and decides whether or not the to 

place the patient under observation to find out if the criteria for involuntary treatment are fulfilled. It is 

possible that a patient arriving with a referral for observation (MI) will be admitted on voluntary basis or 

not be admitted at all; this could happen if the psychiatrist or the resident on duty in the hospital found the 

referral clearly invalid (clearly could not see any likely fulfilment of the commitment criteria). 

The observation period lasts for a maximum of 4 days. At the end of the observation period, the 

psychiatrist (or the resident) responsible for the patient’s ward gives her/his statement of whether the 

criteria for involuntary treatment are fulfilled. The statement is given on a structured form (M II).  

The psychiatrist in charge of the hospital (or the unit) then decides whether or not the patient is detained 

in involuntary treatment. The psychiatrist in charge decides on the basis of theinformation in the patient’s 

case history and in the M I and M II forms. The patient’s opinion of her/his need for treatment is obtained 

before the decision is made, and it is documented in patient files. The psychiatrist in charge is not obliged 

to personally interview the patient before making the decision; the responsibility for interviewing the 

patientlies with the psychiatrist (resident) who produces the M II statement. 

Thus, the final decision to admit a patient to involuntary treatment necessitates that 3 independent 

physicians consider it justified to place the patient into hospital / keep her/him there (the 

psychiatrist/resident who first examines the patient in the hospital can be the same one who is 

responsible for the observation, but the referring physician must be independent of the hospital, and the 

deciding psychiatrist must not be involved with either of the previous phases of the procedure). 

The decision on involuntary treatment is valid for three months. If it is considered likely that involuntary 

treatment will need to be extended beyond that time, a new observation period is ordered, a new M II 
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statement is produced, and a new decision is made. This second decision is immediately subjected for 

confirmation by the administrative district court. The second decision is valid for six months. If there is still 

reason to think that the patient needs further involuntary treatment, the process has to be initiated again 

from a new referral for observation. If during involuntary treatment it is observed that the criteria for 

involuntary treatment are no longer fulfilled, involuntary care must be terminated immediately. The patient 

must be discharged upon request or can remain in voluntary care. 

In question 1.12 you ask about short-term involuntary placement without confirmation from authority 

indicated in 1.10h. In a way, the observation period described above might correspond to such a short-

term period. However, the observation period is in no way illegal or an unnecessary delay, so my opinion 

is that such an unconfirmed involuntary placement/treatment period does not exist in the Finnish system.  

 

 

Other notes on the questionnaire: 

1.22 b and d: Who is allowed to order involuntary treatments and coercive measures: 

These activities are ordered by the psychiatrist / resident in charge of the ward the patient is treated in. 

Sometimes, a resident bears a responsibilityfor the ward (with a possibility to consult a more senior 

psychiatrist), sometimes a psychiatrist is responsible for the ward and works there as the only medical 

doctor, and sometimes a ward has both a psychiatrist and a resident. The physician who is responsible 

for the ward orders all treatments and also all coercive measures. Out of office hours, the psychiatrist or 

the resident on call can order involuntary treatments and coercive measures for any patient in the 

hospital. In practice, this refers to involuntary medication and to seclusion and restraint. Psychosurgery is 

not used. ECT would not be given compulsorily if a patient was able to disagree. Informed consent would 

be obtained for ECT with the exception that in an emergency a catatonic patient might be treated even 

she/he is unable to consent/disagree. However, in the Mental Health Act, involuntary treatments and 

coercive measures are only vaguely regulated (see the chapter about legislation and practice). 

 

 

Driving licence 

Receiving a driving licence in Finland necessitates a medical certificate that the applicant’s health is good 

enough not to endanger traffic and safety. Mental disorders (especially substance abuse disorders) might 

sometimes be of such severity that driving ability is compromised. It could happen that this is detected 

during an involuntary psychiatric treatment period. Not being allowed to drive would never be due to 

having been in involuntary treatment but due to the medical condition that compromised driving ability. 

Thus, I don’t think a cancelled driving licence can be considered a long-term consequence of the 

involuntary treatment. It is very rare that a valid driving licence is cancelled.  

Psychiatric bed rate 

Beds are no longer counted as such. The bed rate is calculated from the number of inpatient days: 

 • The number of inpatient days in psychiatric treatment divided by 365 constitutes the 

approximation of number of psychiatric beds (100% use is assumed) 
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 • Divided by the number of population, this yields the bed rate, 1.0/1000 in 1999 

 

The latest figure for counted beds in the specialty dates from 1995, 1.3/1000. Beds have been closed 

since then, but the present figure is calculated according to a different procedure. 

 

 

Statistics 

The statistics are available only from the year 1995 to the present, because due to changes in registration 

practices, earlier statistics are not comparable on the level that scientific research necessitates, and 

furthermore, due to changes in coding instructions, there are serious errors in the statistics for 1992-1994. 

As you willl notice, in recent years the number of involuntary admissions has slightly increased, while the 

length of stay has decreased. This represents the general trend detected in psychiatric treatment in 

Finland. The number of all admissions has also increased and LOS in all admissions has decreased in a 

manner similar to that observed for involuntary admissions. 

 

 

Legislation 

In Finland, involuntary psychiatric treatment is regulated by the Mental Health Act (1116/1990) passed in 

1991. The Mental Health Act defines the parties responsible for organising mental health work and 

regulates involuntary psychiatric treatment as well as the assessment and treatment of mentally ill 

offenders. Thus, mental health work and psychiatric treatment are governed by a special separate law, 

while the Public Health Act and Act on Specialist Level Health Services regulate health services in 

general. The Mental Health Act comprises 5 pages in the law code, but it has to be mentioned that the 

Public Health Act and the Act on Specialist Level Health Services also are relevant for psychiatric 

services (as to aspects of funding and organisation of health services). The Mental Health Act largely 

concentrates on involuntary treatment and on the treatment of mentally ill offenders. The Act places the 

responsibility for organising mental health services on municipalities but does not define how the 

municipalities have to carry out this task.  

The Mental Health Act was passed in 1991. Previous legislation was from 1952 (revised in 1978). In the 

law passed in 1991 the criteria for involuntary treatment were otherwise kept the same as in the law 

revised in 1978, with  the  addition of the criterion that involuntary treatment can only be initiated if other 

mental health services are not suitable or not adequate. The observation period was shortened  from 5 to 

4 days. 

The 1991 law did not bring about any major changes to involuntary treatment routines. The shortening of 

the observation period necessitated some minor reorganisation of resources as assessments now more 

frequently have to be completed during special holidays such as Christmas or Easter-time. The demand 

that other mental health services must prove to be unsuitable or inadequate before involuntary treatment 

can be ordered did not make a major impact on routines: no significant decrease was seen in involuntary 
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admission figures. Since the late 1970’s the proportion of involuntary admissions had been decreasing 

steadily before the law change.  

All health care legislation in Finland is nation-wide. In addition to legislation, health services receive 

national instructions and recommendations from the Ministry of Health and Social Welfare to harmonise 

those aspects of their activities that are not carefully regulated by the laws. For involuntary psychiatric 

treatment, such recommendations are relevant, for example, as to the use of coercive measures (see 

below, practice). 

The Mental Health Act does not largely discuss patients’ rights and aspects of autonomy and self-

determination. In Finland, the Patients’ Rights Act (passed in 1993) guarantees the right to treatment, 

self-determination and  information for all patients. The Patients’ Rights Act refers to special situations 

when a patient’s self-determination can be overridden, one of these being mental illness, the involuntary 

treatment of which is governed in turn by the Mental Health Act. Other patient groups who can, in certain 

situations, be treated involuntarily are the mentally retarded, intoxicated abusers and patients with certain 

communicable diseases. Specific laws cover the regulation of involuntary treatment in these situations. 

 

The Finnish mental health legislation reflects more concern for the ”right to receive treatment” than for 

civil liberties. ”A person can be taken into involuntary psychiatric treatment (exact translation: treatment 

independently of the patient’s will) only if 

 • she/ he is mentally ill (this is understood as referring to psychotic conditions), and 

 • due to her/his  mental illness in need of treatment because  failure to treat would result in 

deterioration of the mental illness or would seriously endanger her/his health or safety or other 

people’s health or safety, and 

 • no other mental health services are suitable or adequate.” 

 

Thus, involuntary treatment is allowed both due to ”need for treatment” and ”dangerousness”. The 

dangerousness criterion is not strict: what can be considered to endanger the patient’s or others’ health 

and safety is not defined. The expected outcome of involuntary treatment is not explicitly defined by the 

law. It is left to clinical judgement to decide when the need for treatment or the harmfulness are serious 

enough to justify coercion. The incompetence of the patient concerned is not required as a prerequisite 

for overriding her/his will. Other treatment modalities need not be tried before involuntary treatment is 

initiated, they must only be considered unsuitable or inadequate. On the other hand, the basic criterion 

that involuntary treatment can only apply to mentally ill patients (psychotic conditions) is stricter and 

clearer than in most other European countries. 

That involuntary psychiatric treatment is considered an issue of receiving treatment rather than as being 

deprived of civil liberties is also reflected in the fact that it is decided  upon by the medical profession. 

Only if involuntary treatment is extended beyond 3 months is juridical control involved. However, to place 

a patient under observation (see above, Procedure), the opinion of 2 independent physicians is needed, 

and to detain a patient in involuntary treatment beyond the limits of the observation period (beyond 4 

days) necessitates the agreement of 3 (or 4) independent physicians. Patients are known to prefer 



Compulsory Admission and Involuntary Treatment in the EU – Finland 69 
 
 
 
 
medical to juridical decision-making (Kaltiala-Heino 1995, 1996). Although Finnish legislation does not 

distinguish between involuntary placement and treatment,  being compulsorily admitted to a psychiatric 

hospital can only be done in order for the person admitted to receive treatment.  

Advantages of the Finnish regulation of involuntary treatment are firstly, the clear basic definition of to 

whom (the mentally ill) involuntary treatment can pertain. It is also an advantage that this question of 

receiving medical treatment is decided by medical experts. Social services or police authorities would not 

have be competent to assess a patient’s psychiatric condition, and for relatives such a decision would be 

a burden that might damage the patient’s social network, not to mention that relatives might have 

interests conflicting with those of the patient. Relatives, social services and police are of course able to 

inform the health professionals about a situation where a patient may need involuntary treatment and 

should be assessed. Thirdly, an advantage is that the process does not contain any ”grey” periods when 

a patient’s legal status would be unclear or unconfirmed. I also find it most relevant that deprivation of 

liberty can only occur in order to receive treatment. Involuntary placement that would continue without 

treatment would only serve as a measure of social control. 

A disadvantage of the Finnish Mental Health Act is that use of coercive measures during involuntary 

treatment is only vaguely regulated. It is stated only  that the patient’s self-determination can be restricted 

and that coercive measures can be applied upon her/him to the extent it is necessary for treatment or 

because of safety demands. In the legislation concerning the involuntary treatment of intoxicated abusers 

the use of coercive measures is more carefully regulated (Kaltiala-Heino and Välimäki 2001). This 

problem will, however, be dealt with in the future. The Mental Health Act is going to be revised as to the 

regulation of using coercion during involuntary treatment. 

The Mental Health Act does not discriminate or neglect any population groups. Involuntary treatment of 

minors is regulated separately by the same law but description of that is beyond the scope of the present 

project. 

 

 

Practice 

The legislation well supports the daily routine of caring for the patients concerned. Some people are of 

the opinion that the mental health act should be more permissive so that involuntary treatment would not 

be limited to the mentally ill but could be extended to people with ”severe mental disorders” or some other 

broader definition. When psychotic patients are concerned, the law is already very permissive: in practice, 

a psychotic patient could always be committed by referring to a ”need for treatment” or ”harm” that needs 

not be only the (threat of) violence but can also be of a more abstract nature. Because the law is actually 

rather permissive and can be interpreted in different ways, figures for involuntary treatment vary greatly 

between different health care districts (see below, epidemiology). Anyway, there need hardly be concern 

that a mentally ill person’s need for treatment might be neglected or someone might be ”rotting with rights 

on” due to a strict legislation for involuntary treatment. 

According to the Mental Health Act, medical doctors decide upon applying for and taking a patient into 

involuntary treatment. In case the patient potentially ill in the way defined by  the Act is unwilling to 
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present at physician’s practice for assessment, it is the responsibility of the primary care services to 

organise the assessment either by fetching the patient to a health centre or by making a home visit. Upon 

request, the police authorities have to assist in organising the assessment and in escorting the patient to 

the mental hospital. The police also have to assist in bringing a patient back to the mental hospital in case 

a patient in involuntary treatment escapes from the hospital. The legislation is clear about the role of the 

police and in my opinion, if there are local co-operation problems, these are due to problematic personal 

relationships only. 

Court hearings are not involved in the process of involuntary psychiatric treatment in Finland (see above, 

Procedure). If an involuntary treatment period extends beyond 3 months, the decision is subjected to 

confirmation by administrative district court. The administrative court confirms the decision based on 

written documents. Patients can also appeal the treatment decision in administrative district court. An 

appeal is also dealt with primarily based on written documents. No significant problems have been 

discussed in the co-operation between mental health experts and the juridical control of the treatment 

decisions. 

The Mental Health Act does not specifically refer to aftercare of patients discharged from involuntary care. 

The Act states that municipalities are responsible for organising mental health services that meet the 

needs of the population. This should cover the needs of the population never admitted to mental hospitals 

as well as those of the population discharged from hospitals either from voluntary or from involuntary 

treatment. Involuntary outpatient treatment does not exist either as an independent treatment modality or 

as compulsory aftercare. Compulsory aftercare has been discussed as a treatment modality for 

discharged forensic psychiatric patients, but so far this has remained an academic discussion that has not 

ledi to any political activity. 

Involuntary treatment is provided by the same hospitals and wards that also provide for voluntary 

inpatient treatment. Involuntary and voluntary patients are treated in the same settings. With the rapid 

decrease of the psychiatric bed rate, most of the inpatient services offer treatment mainly on locked 

wards. Free walk out of the wards is denied only to involuntary patients, however, (and usually after a 

while  they also can be given the freedom to leave the ward during the treatment). It has never been 

considered a problem in Finland that voluntary and involuntary patients are treated on the same wards, 

and I don’t see any problem here, either, since the patients on locked wards are all suffering from similar 

problems. Earlier, open wards were frequently available for neurotic patients and rehabilitation, but as 

mentioned earlier, the decrease of the bed rate and the policy of de-institutionalisation have resulted in 

emphasis upon community care for non-psychotic patients (and for psychotic patients as well, whenever 

possible), and the number of open wards in mental hospitals has decreased. Thus, supply for services is 

similar for both involuntary and voluntary inpatient treatment, and the treatment during an inpatient period 

is not selected according to the patient’s legal status but according to her/his disorder and symptoms. As 

to whether inpatient services at large are effective in Finland, I assume that the situation is similar 

elsewhere in the Western world: It is well known that a lot of activities in psychiatric treatment have not 

been evaluated with up-to-date research methodology but the belief in their effectiveness comes from 

good clinical experience. 
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The Mental Health Act necessitates that involuntary treatment can not be initiated unless other treatment 

modalities (community care, voluntary inpatient care) are unsuitable or inadequate to help the patient. 

The law does not state that other treatment modalities must be tried first. In practice, there are differences 

from centre to centre as to what other treatment modalities are available and as to how far physicians and 

mental health personnel are willing to consider and attempt them before committing the patient. This is 

undoubtedly a source of inequality. There are districts with active, innovative approaches to community 

care and districts with minimal community care resources, as well as districts with less enthusiastic 

attitudes and less concern for patient autonomy and integration into normal society. Throughout the 

1990’s, however, the attempts to increase the effectiveness of the community care in order to avoid 

hospitalisations has steadily increased, resulting in the formation of new treatment options, especially for 

psychotic patients throughout the country. 

 

During the inpatient treatment, there is great regional variation in the use of coercive measures 

(seclusion, restraint, involuntary medication). These differences can not be shown to relate to differences 

in patient populations (Tuori 1999). 

The definitions of the commitment criteria have a certain margin or ”elbow room”. The basic criterion (that 

the patient has to suffer from mental illness) is rather clear-cut. However, as the referring physician must 

consider the commitment criteria likely to be fulfilled (not sure), and whether they really are fulfilled is 

found out only later during the observation, some patients with mainly personality disorders and non-

psychotic affective disorders are committed and have the status of an involuntary patient for the 

observation period. That a non-psychotic patient would also be detained beyond the limits of the 

observation period is extremely rare (Isohanni et al1991, Tuohimäki et al 2001, under review). The 

former, being  put under observation, is in accordance with  the law, as only then can the fulfillment of the 

commitment criteria really be assessed. The latter case, a non-psychotic person being detained for actual 

involuntary treatment, ought not to occur. 

More flexibility can be found in the specifications of the situations in which a mentally ill person can be 

taken into involuntary treatment. ”… and due to her/his mental illness in need of treatment because failure 

to treat would result in deterioration of the mental illness” is a broad definition and could include any 

worsening of the symptoms of the patient. The following ”or would seriously endanger her/his health or 

safety or other people’s health or safety” can be first of all understood as suicidality or as the threat of 

violence towards others, but also as a variety of behaviours that may cause harm to the patient in the 

future, such as uncontrolled selling and buying of property or uninhibited professional activities that might 

destroy the patient’s career, or behaviours that threaten to ruin the patient’s social network. The 

harmfulness to others – this criterion is, in practice, a secondary position in Finland. Most of the 

commitment referrals and the treatment decisions refer to the need for treatment and harmfulness to self,  

while harmfulness to others is usually only used as an additional criterion, if at all (Tuohimaki et al 2001, 

manuscript in preparation). The flexibility in the criterion that other treatment modalities be unsuitable or 

inadequate was discussed above. 
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Patients’ rights 

In general, the patients’ rights are discussed in Finland in the Patients’ Rights Act. Rights guaranteed by 

this act are basically guaranteed to involuntary psychiatric patients as well, except that they can not 

refuse  treatment. The Patients’ Rights Act discusses the right to good medical care, the access to 

treatment, the right to be informed, the right to self-determination, emergency treatment, the possibility to 

appeal and to contact the patient ombudsman. Of these, of course, self-determination is restricted in 

involuntary treatment. On the legislative level it has to be  mentioned that the other three laws allowing 

involuntary treatment in health care (of intoxicated abusers, of the mentally retarded and of people with 

certain communicable diseases) in some cases guarantee the involuntary patients more rights than the 

Mental Health Act does. In the other three laws mentioned, there are paragraphs about more detailed 

control of coercive measures, support for children in the custody of the patient, support for the family of 

the patient, about aftercare and rehabilitation, and about a patient’s right to participate in treatment 

planning etc (Kaltiala-Heino and Välimäki 2001). 

 

 

Epidemiology 

In Finland, no unexpected or paradox consequences of changes in mental health legislation have been 

seen. Figures for involuntary treatment did not even essentially change in the expected direction following 

the change to the law in 1991. The rapid de-institutionalisation from the 1980’s to the 1990’s has resulted 

in an increase of short hospitalisations, while the lengthy hospitalisations have decreased. Firstly, the 

total number of inpatient days has decreased, as was aimed at by the de-institutionalisation policy, but 

later, the total number of inpatient days increased again, only in the form of shorter inpatient periods and 

as the increased treatment of mental disorders in primary care inpatient settings rather than in specialist-

level psychiatric settings (Kaltiala-Heino et al 2001). I emphasise that it is not known whether numerous 

short hospitalisations is any worse or better than one or two long-term inpatient treatments. Nevertheless, 

this shift is not due to changes in commitment criteria but it is due to an active and rapid de-

institutionalisation policy. Also the fact that the number of open wards in psychiatric hospitals is 

decreasing and that, regardless of the patient’s legal status, most of the inpatient treatment takes place 

on locked wards  is a consequence of the de-institutionalisation policy and not of the legislation 

concerning involuntary treatment. I emphasise that Finland has not attempted to treat voluntary patients 

exclusively on open wards since it is not the legal status of the patient but her/his illness that defines the 

treatment and its setting. 

There are no problems with the reliability and validity of national statistics due to unclear definitions (such 

as an involuntary admission's only being counted as such after a confirmation that might be delayed), 

because the statistics register separately the admissions with a referral for observation and the number of 

days spent in involuntary treatment (= number of observation days + number of days spent in involuntary 

status after the observation period). Thus, any event of deprivation of liberty should be reported in the 
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statistics. Of course, it is in the responsibility of the hospitals to see that the reports are adequate. The 

hospitals are obliged to complete a structured information form (computerised) of all inpatient episodes in 

all specialities at discharge, and the psychiatric wards also complete a special additional sheet dealing 

with involuntary treatment. Annually, the National Development and Research Centre for Health and 

Welfare produces statistics that serve as feedback for the hospitals, which can then compare themselves 

with others. It is assumed that if a hospital seems to be differing from others to the extent that it awakens 

suspicions of data quality, they will react by controlling their registration practices. A comparative study of 

information in patient files and in national statistics is ongoing but has not been completed (Paternalism 

and Autonomy: A Nordic Study on Coercion in Psychiatric Treatment; I myself am the leader of the 

Finnish branch of this project). Thus, a bias might be caused by the careless work of the hospitals in 

reporting the data, but there is no specific reason to believe that there is such a problem. 

 

 

Conclusion 

I conclude that in Finland, the right to receive treatment is emphasised more than civil liberties are. This is 

in harmony with the general welfare society policy. The Mental Health Act has not been influenced by civil 

rights movements or the like (such movements are not outstanding in Finland) but emphasises a concern 

that all who are ill but unable to seek treatment will be treated. The process of involuntary treatment, in 

harmony with this ideology, is organised as a primarily medical decision-making process. If there is public 

discussion about whether the regulation of involuntary treatment is optimal, it is in the direction that 

different parties (doctors, relatives or politicians) are worried that some groups that can not be committed 

to involuntary psychiatric care under the current legislation (for example, alcoholics, substance users, and 

patients with eating disorders or personality disorders have been mentioned). The discussion has been 

sporadic and not very active. The discussion about compulsory community care mainly concerns forensic 

psychiatric patients, but some voices have been raised in favour of compulsory community care in 

psychiatry at large. In my opinion this would soon vastly increase the number of involuntary treatments, 

since surely a number of patients would be placed under such an order to increase compliance to 

community care, while those committed to involuntary psychiatric care would mainly remain there. In my 

opinion (and based on my research) it is already a fact that involuntary and voluntary psychotic patients 

are similar to each other not only with regard to their symptomatology but even with regard to their 

attitudes to treatment (Kaltiala-Heino 1995), and a considerable share of patients now treated 

involuntarily could be treated on voluntary basis. What currently prevents this seems mainly to be a 

tradition of treatment and the attitudes of the mental health care professionals, and in part also the 

differences in resources from district to district.  

The patients and their relatives also seem satisfied with the legislation's being rather permissive regarding 

involuntary treatment. They are more concerned about the right to treatment than about the right to 

physical freedom, and most of the patients are satisfied with their own involuntary treatment even during 

the treatment and especially afterwards (Kaltiala-Heino 1995, 1996). The lack of an aggressive civil rights 
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movement in psychiatry and the lack of lawsuits due to involuntary treatment also suggest that the parties 

concerned are satisfied.  

The legislation is good in defining clearly a patient’s legal status in all situations. No grey periods of 

unconfirmed involuntary stay exist that afterwards could not enter the statistics as voluntary periods. It is 

also good in not separating involuntary placement from treatment since placement into health care 

system without treatment is, in my opinion, difficult to justify. However, compared to legislation in other 

Nordic countries, for example, the law could be more precise about emphasising patient participation in 

treatment planning and in explicitly giving the patient in involuntary treatment a choice between treatment 

options if there are medically relevant options. The legislation has a drawback in that it does not regulate 

explicitly coercive measures during the inpatient period. It is weaker than other laws allowing involuntary 

health care in that it does not define the purpose of the involuntary care and the rights of the involuntary 

patient to participate in treatment planning, and does not discuss rehabilitation and aftercare nor the 

position of children under the patient’s custody. The issues of public safety and dangerousness have 

received only minor attention, but I can not state a preference as to whether or not they should be 

emphasised more. In forensic psychiatry these issues are, of course, of outmost importance (beyond the 

scope of this project). 


