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Abstract
Background: To investigate factors associated with involuntary admissions to hospital pursuant to a social services
act of patients with substance use disorder by comparing the socio-demographic characteristics, substance use, and
psychiatric comorbidities with voluntarily admitted patients.
Methods: This cross-sectional study compared two groups admitted to combined substance use disorder and
psychiatry wards. Sixty-five patients were involuntarily admitted pursuant to the Social Services Act and 137 were
voluntarily admitted. The International Classification of Diseases and Related Health Problems was used for
diagnostic purposes regarding substance use disorders, type and severity of psychiatric problems, and level of
functioning. Socio-demographic variables were measured using the European Addiction Severity Index, and the
Symptom Checklist-90-R instruments were used to evaluate the range of psychological problems and
psychopathological symptoms. Logistic regression was performed to investigate the relationship between
involuntary admissions and patients characteristics.
Results: Patients who had been involuntarily admitted were more likely to be females, had utilized public welfare
services more often, presented more severe substance use patterns, and had a history of more frequent visits to
physicians for somatic complaints in the last 6 months, they also had fewer comorbid mental disorders. Still,
considerable burdens of comorbid substance use disorders and mental disorders were observed both among
involuntary and voluntary admitted patients.
Conclusions: More attention is required for involuntarily admitted patients in order to meet the needs associated
with complex and mixed disorders. In addition, treatment centers should offer diagnostic options and therapy
regarding substance use, psychiatric and somatic disorders.
Keywords: Substance use disorder, Comorbidity, Involuntary admission, Mental disorders

Background
Substance dependence is a chronic relapsing disease that
typically leads to psychiatric, somatic, and social comorbidities, often with shortened life expectancy [1]. In contrast to other patients with chronic diseases, patients
with substance use disorders (SUDs) sometimes refuse
treatment owing to denial of their own disorder, feelings
of hopelessness, or a negative attitude toward treatment
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[2,3]. In many countries, the involuntary admission of
SUD patients to institutions has been a controversial option when voluntary care has proven unsuccessful [4].
As of 2001, 73 of 90 countries worldwide provided some
form of compulsory commitment (acute or rehabilitative) motivated by the intent to protect an otherwise legally capable individual who is in a self-destructive and
vulnerable situation because of substance use [5]. In the
literature, three main legislative domains have been
described as foundations for the mandated treatment of
SUD patients: mental health care acts or social services
acts (in combination called civil commitment), and
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criminal justice acts. Although most countries may apply
one or more of these acts to SUD patients, not all countries provide all three alternatives [4]. Literature from
the United States has been dominated by drug courts’
studies of treatment as an alternative to prison [6]. Psychiatric research often reports on involuntary versus voluntary treatment. Less focus has been paid to SUD
patients in treatment pursuant to the mental health care
acts, although a considerable proportion of these
patients are SUD patients [7,8]. Comorbid disorders are
pervasive in mental health and SUD treatment settings,
and there is a need for health service providers both in
Norway and in other countries to develop better integrated services that addresses both problem areas [9].
The Norwegian Mental Health Care Act (§§ 3.2 and
3.3) is designed for patients based on their need for psychiatric care. Involuntary admission is an option only for
persons who are found by a medical professional or
psychologist to be incapable of assessing their own need
for care. Such incapacity is only stated when patients are
severely mentally ill (psychotic) and may be a danger to
themselves or others [10]. In 2010, there were approximately 8300 involuntary admissions to mental health
care units in Norwegian hospitals pursuant to this law
[11]. Approximately one-third of patients involuntarily
admitted to mental health care hospitals had a substance
use disorder [12].
The Norwegian Social Services Act (§ 6.2) warrants involuntary interventions for non-psychotic adult patients
with SUDs. The act covers an option for retention (up
to three months) when the health of the patient is seriously at risk because of extensive and prolonged substance use, and voluntary efforts have shown to be
insufficient. In Norway, voluntarily and involuntarily admitted SUD patients are often treated within the same
wards, and using the same kind of therapy. In the acute
phase, the main target of retention is to provide lifesaving treatment; in the longer term, the aim is to motivate patients to enter voluntary treatment [13]. During
2010, only 106 decisions were made for the involuntary
admission of SUD patients to institutions pursuant to
the Social Services Act [14].
Involuntary commitment of non-psychotic SUD
patients, although a relatively marginal phenomenon, is
controversial. To force someone to treatment has many
ethical considerations and can also be a traumatic experience that may result in a crisis. Worldwide, there is
growing concern regarding ethical issues related to the
use of involuntary treatment. Such interference with personal autonomy should not be applied without an
evidence-based foundation [15]. In Sweden, the
phenomenon of SUD patients in compulsory care pursuant to social services acts has to some extend been
explored [16]. However, the acts in these two countries
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differ considerably and Swedish results may not be directly applicable to Norwegian settings. Thus far, little is
known about the characteristics of involuntarily admitted patients in Norway and the factors associated with
these admissions. This study addresses this knowledge
gap and focuses on SUD patients who have been involuntarily admitted to institutions.
Aims of the study

The aims of the study were to investigate factors associated with involuntary admission to treatment institutions by describing the socio-demographic characteristics,
substance use patterns, and psychiatric comorbidities
among SUD-patients involuntarily admitted to hospital
pursuant to the Social Services Act by comparing them
with voluntarily admitted patients.

Methods
Study subjects

This cross-sectional study compared two groups: involuntarily and voluntarily admitted patients to substance
use disorder and psychiatry wards. Involuntarily admitted (IA) patients were included from three different publicly funded treatment centers in the southeastern part
of Norway. The centers were located in Kristiansand,
Tønsberg, and Oslo, and had 4, 4, and 3 beds for IA
patients, respectively. All of the voluntarily admitted
(VA) patients were from the same ward of the Kristiansand center as the IA patients. All wards were multidisciplinary (psychiatrists, psychologists, social workers,
occupational therapists, specialized nurses, and other
trained staff ) and had specialized units that offered treatment for patients with primary SUD often combined
with mental disorders (except psychosis). Treatment
included assessments of somatic and mental health, with
diagnoses based on a structured interview and examination in accordance with the International Classification
of Diseases and Related Health Problems, 10th Revision
(ICD-10); pharmacotherapy; cognitive milieu therapy;
and individual motivation enhancement. The patient
population was recruited mainly from urban and suburban areas.
Recruitment for the study continued consecutively
from January 1, 2009 to May 31, 2011. The criteria for
inclusion were as follows: substance abuse or dependence, age ≥ 18 years, understanding/speaking the Norwegian language and at least 3 weeks admission.
Before inclusion, both the IA group and the VA group
of patients were detoxified, verified by either negative
urine tests of alcohol, opioids, central stimulants
(amphetamines, methamphetamines, and cocaine), benzodiazepines, and cannabis, or a minimum of 14 days
spent in detoxification to establish baseline values not
influenced by withdrawal symptoms. Patients with
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mental retardation (IQ < 70) who were not able to
understand the questionnaires were excluded. Because
pregnant SUD patients are treated in special wards, they
were not included in this study.
Altogether, 103 consecutive IA patients were identified. Fifteen did not meet the inclusion criteria (12 because their stay was too short, and 3 because of
insufficient mental capacity), 11 were not asked to participate owing to logistical issues. Of the 77 patients eligible for inclusion 12 refused to participate. Therefore,
the rate of consent to participate was 84% (65 patients).
There were 223 VA patients identified; 72 patients were
excluded (69 because their stay was too short, 3 because
of insufficient mental capacity). Of the remaining 151
VA patients, 14 refused to participate. Therefore, rate of
consent in the VA group was 91% (137 patients).
The study was approved by The Regional Committee
for Research Ethics in Norway (REK 08/206d, 2008/
2900, 09/2413) and by the Privacy Issues Unit, Norwegian Social Science Data Services (NSD no. 18782).
Written informed consent was obtained from all study
participants.
Instruments and measures

The ICD-10 was used for diagnostic purposes regarding
current substance use disorders, current type and severity of psychiatric problems, and level of functioning [17].
All patients were interviewed according to a clinical psychiatric examination supported by the Mini-International
Neuropsychiatric Interview (MINI) version 2005. The
MINI is a short psychiatric interview for the assessment
of psychiatric disorders in accordance with the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV) and ICD-10 classification systems
[18], and has high acceptance and validity [19,20]. The
interviews were conducted by senior psychiatrists and
psychologists who had many years of clinical and research experience with the psychiatric assessment of
patients with physical disorders. In the statistical analysis,
psychiatric diagnoses were categorized as serious mental
illness (F 20–39, which includes schizophrenia and mood
disorders) or other mental illnesses (F 40–99) [21].
Injecting illicit drugs during the past 6 months before admission and lifetime prevalence of overdoses were used
as indicators for severe substance use disorder.
Socio-demographic variables were measured using the
European Addiction Severity Index (EuropASI); a personal, structured interview designed for both clinical and
research purposes. It includes 7 areas: medical status, employment and support status, drug and alcohol use, legal
status, family history, family and social relationships, and
psychiatric status [22]. The EuropASI interviews were performed by trained and certified staff. Specific substance
use patterns based on the EuropASI were dichotomized
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into drug consumption at least once weekly versus less
than weekly. The Symptom Checklist-90-R (SCL-90-R) instrument was used to evaluate the range of psychological
problems and symptoms of psychopathology. The SCL-90
-R test contains 90 items, measures 9 primary symptom
dimensions, and provides an overview of a patient’s symptoms and their intensity. Each of the 90 items is rated on a
five-point Likert-type scale, ranging from “not at all” (0) to
“extremely” (4): higher values indicate greater symptom
severity during the past week. The Global Symptom Index
(GSI) score was used to assess the level of general psychological distress [23].
Analysis and statistical methods

Continuous variables are reported with means and
standard deviations. Categorical variables are reported as
frequencies. The independent sample t-test, Chi-squared
test, and Fisher’s exact test were used to test for statistically significant differences between groups. Logistic regression was performed to investigate the relationship
between involuntary admissions and patient characteristics. Results are presented with 95% confidence intervals.
Continuous variables were checked for correlation with
Spearman’s rho. None of the included continuous variables had a correlation exceeding 0.7. The number of
cases in the sample restricted the predictors included in
the model. From univariate analysis, variables with a Pvalue < 0.10 were included in the multivariate analyses
except “overdoses on drugs” because of multicollinearity
with the variable “injecting illicit drugs”. The threshold
for statistical significance was P < 0.05. Analyses were
performed using SPSS 18.0 Software (SPSS Inc., Chicago,
IL, USA).

Results
Patient characteristics

We found several differences between the IA and the VA
groups (Table 1). There were significantly more female
patients among the IA patients compared with the VA
patients (48% vs. 27%; P = 0.004). During the 6 months
prior to admission, significantly more IA patients
received financial support from public welfare benefits,
and were more often injecting illicit drugs. In addition,
IA patients had experienced more overdoses during their
lifetime compare with VA patients. IA patients had also
significantly more frequent visits to physicians for somatic complaints during the 6 months prior to admission.
However, the burden of psychological symptoms (SCL90-R and suicide attempts) was higher in the VA group.
Mental health diagnoses and substance use disorders

All patients met the ICD-10 criteria for current substance dependence or abuse. IA patients were using alcohol, benzodiazepines and other sedatives, and heroin

Opsal et al. BMC Health Services Research 2013, 13:57
http://www.biomedcentral.com/1472-6963/13/57

Page 4 of 8

Table 1 Baseline socio-demographic variables and mental stress scores for substance abuse patients voluntarily or
involuntarily admitted to addiction treatment centers
Involuntary n/ Voluntary n

Involuntary

Voluntary

P-value

Age, mean (SD)

65/137

29 (10.6)

31 (8.9)

0.229

Females (%)

65/137

31 (47.7)

37 (27)

0.004

Mean years in primary and high school (SD)

59/130

10.53 (1.4)

10.59 (1.6)

0.783

Mean years in college/university (SD)

59/130

0.17 (0.8)

0.31 (1.0)

0.352

Employment (%)

60/130

6 (10.0)

24 (18.5)

0.137

Unemployment compensation (%)

60/130

2 (3.3)

4 (3.1)

Public welfare benefits (%)

62/135

59 (95.2)

115 (85.2)

0.043

Partner, family, or friends (%)

60/130

17 (28.3)

37 (28.5)

0.985

Illegal activity (%)

60/130

24 (40.0)

47 (36.2)

0.610

Prostitution (%)

60/130

3 (5.0)

1 (0.8)

60/130

8 (13.3)

11 (8.5)

Alone (%)

60/130

31 (51.7)

62 (47.7)

0.610

With family (%)

60/130

9 (15.0)

26 (20.0)

0.409

Homeless (%)

60/130

9 (15.0)

16 (12.3)

0.610

Institution (%)

60/130

2 (3.3)

15 (11.5)

Education

Sources of financial supporta,

c

Living arrangementc
With partner (%)

0.298

Visits to physician for somatic complaintsc (%)

60/130

24 (40.0)

32 (24.6)

0.031

Injecting illicit drugc (%)

61/134

43 (70.5)

62 (46.3)

0.002

Drug overdosesd (%)

59/130

41 (69.5)

63 (48.5)

0.007

Suicide attemptsd (%)

60/131

23 (38.3)

71 (54.2)

0.042

62/135

1.04 (0.7)

1.28 (0.7)

0.023

Mental stress score
SCL-90-R GSIb, mean (SD)
a

Some have more than one source of financial support.
SCL-90-R GSI, Symptom Check List-90-revised, Global Symptom Index.
Last 6 months before admission, dLifetime prevalence.

b
c

Table 2 Substance use disorders with respect to ICD-10 diagnosis and Addiction Severity Index (ASI) of patients
voluntarily and involuntarily admitted to addiction treatment centers
Involuntary n/ Voluntary n

Involuntary (%)

Voluntary (%)

P-value

Single substance

65/137

9 (13.8)

32 (23.4)

0.116

Two substances

65/137

11 (16.9)

30 (21.9)

0.412

Three or more substances

65/137

45 (69.2)

75 (54.7)

0.050

Alcohol

60/132

29 (48.3)

41 (31.1)

0.021

Heroin

61/134

21 (34.4)

18 (13.4)

0.001

Other opiates

60/130

11 (18.3)

25 (19.2)

0.883

F10-19 Substance use disorders

ab

ASI, Substance Abuse

a

Benzodiazepines, other sedatives

60/134

39 (65.0)

63 (47.0)

0.020

Amphetamines

62/135

35 (56.5)

67 (49.6)

0.374

Cannabis

61/133

32 (52.5)

71 (53.4)

0.905

Cocaine, inhalants, hallucinogens

60/132

12 (20.0)

18 (13.6)

0.260

Some patients abuse more than one substance, bLast 6 months before admission.
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significantly more often than VA patients (Table 2). Significantly more IA patients received “no mental diagnoses”, but among those with comorbid mental disorders,
no significant differences were observed between the
two groups regarding mental health diagnosis. The most
common mental diagnoses among both IA and VA
patients were F40-49 neurotic disorders, F 90 attentiondeficit hyperactivity disorder (AD/HD), and F30-39
mood disorders. Among the personality disorders (F 60),
emotionally unstable personality disorder (F 60.3) was
the most common in both groups (8% of IA patients and
7% of VA patients) (Table 3).
Multiple logistic regression analysis was used to investigate whether being involuntarily admitted to an institution was associated with any specific patterns. Women,
receiving public welfare benefits, and more frequent visits to physicians for somatic complains, or injection of
drugs during 6 months prior to treatment were associated with involuntarily admission pursuant to the Social Services Act (Table 4). Neither the severity of the
mental illness nor the number of substance use diagnoses were associated with being involuntarily admitted.

Discussion
Overall, SUD patients in the IA group were characterized by severe drug dependence (defined as injection of
drugs and high prevalence of overdoses) often combined
with the need for public welfare benefits and a history of
more frequent visits to physicians for somatic complaints. Many IA patients experience problems in multiple domains such as; SUD, somatic and psychiatric
disorders as well as social strains. This “multiple domain
feature” is better describing the IA patients’ situation rather than the sole focus on variations within one

domain, such as the different drugs within SUD or the
different diagnoses i.e. within psychiatric disorders.
Comorbid substance use disorders and mental disorders
were observed among the majority of patients in both
groups, although the burden of psychological symptoms
(SCL-90-R and suicide attempts) was somewhat higher
in the VA group.
Characteristics of involuntarily admitted patients

The substance users included in this study were relatively young, with a mean age of 29 years for IA patients.
This is somewhat younger than what was reported by a
national study of substance abusers involuntarily admitted to acute psychiatric wards pursuant to the Mental
Health Care Act (mean age, 34 years) [12].
In Norway, approximately 70% of persons with SUDs
are men [24]. In accordance with this statistic, we
observed that, overall, 66% of patients were men. Although the majority of substance users were male, we
observed nearly twice as many females among the IA
patients compared with the VA patients. Social workers
have reported that the reason for the relative excess of
female patients in involuntary treatment might be that
the service providers considered women more vulnerable and exposed to violence and prostitution [25]. The
gender distribution in Norway was not found to differ
substantially from what has been found in Sweden
[16,26]. Psychiatric hospitals in Norway are characterized by the typical gender distribution, with more
women than men among inpatients; however, men are
more often involuntarily admitted [8,27]. Overall, 64% of
substance users involuntarily admitted to acute psychiatric wards pursuant to the Mental Health Care Act
were male [28].

Table 3 Current ICD-10 diagnoses of patients voluntarily and involuntarily admitted to addiction treatment centers
Involuntary (%)

Voluntary (%)

P-value

No mental diagnosis

26 (40.0)

35 (25.5)

0.037

Severe mental diagnoses (F20-F39)

14 (21.5)

38 (27.7)

0.347

Other mental diagnoses (F40-F99)

25 (38.5)

64 (46.7)

0.270

5 (7.7)

5 (3.6)

0.297

Diagnosis
Mental disorders

a

F 20–90 Mental disorders

(F 20.) Schizophrenia disorders
(F 30.) Mood disorders

9 (13.8)

33 (24.1)

0.094

(F 40.) Neurotic disorders

18 (27.7)

48 (35.0)

0.298

(F 50.) Behavioral syndromes

1 (1.5)

4 (2.9)

(F 60.) Personality disorders

8 (12.3)

22 (16.1)

(F 70.) Mental retardation

1 (1.5)

0

(F 80.) Developmental disorders

1 (1.5)

0

11 (16.9)

35 (25.5)

65

137

(F 90.) Attention-deficit hyperactivity disorders
N=
a

The number of diagnoses is higher than the number of patients because some patients have more than one mental diagnosis.

0.484

0.172
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Table 4 Logistic regression analysis on involuntary admission to addiction treatment centers pursuant to the
Norwegian social services act of independent variables
Characteristics

Bivariate analysis ORa (95% CI)

P-value

Multivariate analysis ORb (95% CI)

Female gender

2.464 (1.331-4.561)

0.004

2.424 (1.174-5.003)

P-value
0.017

Public welfare benefits

3.420 (0.977-11.979)

0.054

4.029 (1.022-15.877)

0.046

Visits to physician for somatic complaintsc

2.042 (1.063-3.921)

0.032

2.208 (1.032-4.725)

0.041

0.608

0.626 (0.184-2.129)

Substance use disorders
Single substance

reference

Two substances

1.304 (0.474-3.587)

Three or more substances
Injection drug abuse in the last 6 months

reference
0.454

2.133 (0.933-4.876)

0.072

1.034 (0.381-2.809)

0.947

2.774 (1.453-5.296)

0.002

2.925 (1.338-6.392)

0.007

Mental disorders
No mental diagnosis

reference

reference

Severe mental diagnoses (F20-F39)

0.496 (0.224-1.099)

0.084

0.532 (0.196-1.443)

0.215

Other mental diagnoses (F40-F99)

0.526 (0.265-1.045)

0.066

0.679 (0.293-1.547)

0.367

Suicide attempts (lifetime)

0.525 (0.282-0.980)

0.043

0.519 (0.244-1.105)

0.089

Scl-90-R GSI

0.581 (0.363-0.929)

0.023

0.693 (0.401-1.199)

0.190

a

b

c

unadjusted OR, adjusted OR, Last 6 months before admission.

Severity of drug dependence

IA patients exhibited more severe drug use patterns than
VA patients. Significantly more IA than VA patients had
been injecting illicit drugs during the last 6 months before admission (71% vs. 46%). Among IA patients, 70%
also reported a history of lifetime overdose experiences.
According to an overview by Bohnert et al., the lifetime
prevalence of overdoses among drug users ranges between 43% and 74% [29]. Hence, this studied population
of SUD patients appears to exhibit a particularly highrisk drug use profile.
Polydrug diagnoses tend to be more common among IA
patients (P = 0.05). According to the EuropASI interviews,
IA patients exhibited a consistently higher prevalence of
drug use: alcohol, benzodiazepines, other sedatives, and heroin were consumed significantly more often. These findings
are similar to those reported in Swedish studies which
observed that IA patients were more often drug users and
polydrug users, while VA patients more often abused alcohol
[16]. The high prevalence of polydrug use is a current trend
reported in other studies of psychiatric disorders among
SUD patients [12,16]. Therefore, health service providers in
countries that are applying involuntary admission pursuant
to a social services act should take in consideration these
factors. We found that injecting illicit drugs, repeated experience of overdoses and polydrug use were all associated
with involuntary hospitalization. Injection of drugs implies
both the strongest involvement with drug use and the highest risk of substance-related morbidity and mortality.
Mental diagnoses and comorbidity

Psychiatric comorbidity has previously been identified
among patients admitted involuntarily pursuant to the

Mental Health Care Act [11,12,27], including the
patients admitted pursuant to the Social Services Act in
this study. Although there were no significant differences
between the types of mental diagnoses, significantly
more IA patients had no mental diagnoses (40% vs.
26%). In an overview of several studies from Sweden, it
was observed that 50% to 60% of patients seeking help
for substance use disorders did have another psychiatric
disorder [16]. Other studies from Norway and other
countries have found that among patients seeking help
for psychiatric disorders, between 24% and 70% also had
a substance abuse problem [30-34]. It has also been
shown that comorbidity contributes to re-admission for
substance use disorder patients, as well as for those with
mental disorders [27,35].
IA patients had significantly more frequent visits to
physicians for somatic complaints during the past
6 months (42% of IA patients, compared with 25% of VA
patients). This finding indicates that a pattern of severe
substance use increases the risk of somatic disorders.
High prevalence of chronic disease, acute disease, and injuries among SUD patients have been demonstrated by
others [36,37]. This is an often neglected problem that
health service providers should take into consideration.
SUD patients as demonstrated in this study illuminate
characteristics among a vulnerable group of patients that
often exhibit combined SUD and mental health problems, but also exhibit somatic disorders in addition.
Therefore, comorbidities appear to be particularly relevant. To provide adequate care, treatment centers caring
for the needs of these and similar patients would likely
benefit from combined expertise in substance use disorders, psychiatric disorders, and somatic disorders [9].
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There are some methodological considerations to
recognize when interpreting these results. First, the
comparison of the two groups, IA patients and VA
patients, may be somewhat problematic: VA patients
may generally be expected to be more motivated for
treatment and more cooperative than IA patients. However, the groups’ characteristics regarding age, education,
living conditions, and mental health status were similar.
The VA patients had all been considered to qualify for
treatment in a hospital. Second, to establish accurate
diagnosis for patients with concurrent substance abuse,
mental, and somatic disorders can be a challenge. There
will always be a risk of misdiagnosing, underreporting,
or overreporting illnesses [38].
The main objective of this study was to investigate factors associated with involuntary admission to treatment
institutions. Although the social services acts may differ in
different countries the characteristics of IA patients found
in this study may be similar for patients involuntarily admitted in other countries. We found that 60% of patients
IA pursuant to a social services act had comorbid SUD
and psychiatric disorder. This comorbidity renders treatment more difficult. Patients diagnosed with comorbidities
often require longer treatment duration and more carefully planned care to optimize treatment outcomes. This
need presents a major challenge to the health service providers indicating the need to diagnose and treat these
patients within a highly competent system. Therefore,
clinical routines that better identify and treat SUD and
psychiatric disorders among IA patients should be given
high priority, as many of the patients would likely benefit
from integrated specialist treatment [9].

Conclusions
This study addresses the knowledge gap and focuses on
SUD patients who have been involuntarily admitted to
institutions pursuant to a social services act. Our findings of which factors that are associated with involuntary
admissions to hospital of these patients may provide
useful knowledge that clinical practitioners and authorities in countries using involuntary admissions and treatment of SUD patients would benefit from.
We found that, rather than ICD-10 diagnoses, demographic characteristics and severity of drug use (injecting
drugs, overdoses) were associated with involuntary admission to a treatment institution in this study. Women,
receiving public welfare benefits, with frequent visits to
physicians and drug injection during the past 6 months
were more likely to be associated with involuntarily
admissions to health services in accordance with the
Norwegian Social Services Act of 1993.
In sum, the factors associated with involuntary admission presented in this study indicate that “poverty”, somatic complaints, and a perception of females who are
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using injection substances as “victims of addiction”
characterize patients involuntarily admitted to treatment
for substance use disorders. The concurrence of SUD,
mental, and somatic complaints presents a major challenge to health service providers also in an international
perspective, indicating the need to educate the health
providers and to diagnose and treat these patients within
a highly competent system.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
AO has contributed to the study design, in collecting, analyzing and
interpreting the data, and prepared the manuscript; ØK has contributed to
the study design, in analyzing and interpreting the data, and in preparing of
the manuscript; TKL has contributed to the study design and in preparing
the manuscript; GS has contributed in collecting the data, and preparing the
manuscript; EBAR has contributed in collecting the data, and in preparing
the manuscript; AG has contributed to the study design, and in preparing
the manuscript; TC has contributed to the study design, in analyzing and
interpreting the data, and in preparing the manuscript. All authors have read
and approved the final manuscript.
Acknowledgements
The Norwegian Research Council funded the study. We thank the patients
and staff who participated in this study, especially staff members Aslaug
Roineland and Margrete Fagerberg, who completed the follow-up of most
of the patients. We also thank Pål Ribu, and Kirsten D. Johannessen, who
coordinated the units.
Author details
1
Sørlandet Hospital, Addiction Unit, Postbox 416, Kristiansand N-4604,
Norway. 2Regional Centre for Clinical Research in Psychosis, Stavanger
University Hospital, Psychiatric Division, Stavanger, Norway. 3Adult Addiction
Treatment Unit, Centre for Addiction, Oslo University Hospital, Oslo, Norway.
4
School of Health Sciences, Jönköping University, Jönköping, Sweden.
5
Centre for Addiction Research (SERAF), Institute of Clinical medicine,
University of Oslo, Oslo, Norway.
Received: 24 August 2012 Accepted: 30 January 2013
Published: 12 February 2013
References
1. McLellan AT, Lewis DC, O’Brien CP, Kleber HD: Drug dependence, a chronic
medical illness: implications for treatment, insurance, and outcomes
evaluation. JAMA 2000, 284(13):1689–1695.
2. Johnson V: Intervention: How to Help Someone Who Doesn’t Want Help.
Minneapolis: Johnson Institute Books; 1986.
3. Gerdner A, Holmberg A: Factors affecting motivation to treatment in
severely dependent alcoholics. J Stud Alcohol 2000, 61(4):548–560.
4. Israelsson M: Welfare, temperance and compulsory commitment to care
for persons with substance misuse problems: a comparative study of 38
European countries. Eur Addict Res 2011, 17:329–341.
5. Israelsson M, Gerdner A: Compulsory comittment to care of substance
misusers: a worldwide comparative analysis of the legislation. Open
Addiction J 2010, 3:117–130.
6. Wild TC, Roberts AB, Cooper EL: Compulsory substance abuse treatment:
an overview of recent findings and issues. Eur Addict Res 2002, 8(2):84–93.
7. Opjordsmoen S, Friis S, Melle I, Haahr U, Johannessen J, Larsen T, Rossberg
J, Rund B, Simonsen E, Vaglum P, et al: A 2-year follow-up of involuntary
admission’s influence upon adherence and outcome in first-episode
psychosis. Acta Psychiatr Scand 2010, 121(5):371–376.
8. Husum TL, Bjornegaard JH, Finset A, Ruud T: A cross-sectional prospective
study of seclusion, restraint and involuntary medication in acute
psychiatric wards: patient, staff and ward characteristics. BMC Health Serv
Res 2010, 10:89.
9. Mueser KT, Noordsy DL, Drake RE, Fox L: Integrated Treatment for Dual
Disorders: A Guide to Effective Practice. New York: The Guildford Press; 2003.

Opsal et al. BMC Health Services Research 2013, 13:57
http://www.biomedcentral.com/1472-6963/13/57

10. Act relating to the provision and implementation of mental health care, with
later amendments (Mental Health Care Act); http://www.ub.uio.no/ujur/
ulovdata/lov-19990702-062-eng.pdf.
11. Bruk av tvang i psykisk helsevern for voksne 2010 [The use of coercion in adult
psychiatric health care, 2010]; http://helsedirektoratet.no/publikasjoner/brukav-tvang-i-psykisk-helsevern-for-voksne-2010/Publikasjoner/bruk-av-tvang-ipsykisk-helsevern-for-voksne-2010.pdf.
12. Opsal A, Kristensen Ø, Ruud T, Larsen TK, Gråwe RW, Clausen T: Substance
abuse inpatients admitted voluntarily and involuntarily to acute
psychiatric wards: a national cross-sectional study. Norsk Epidemiologi
2011, 21(1):85–91.
13. Act no. 81 of 13 December 1991 relating to Social Services etc; http://www.ub.
uio.no/ujur/ulovdata/lov-19911213-081-eng.html.
14. Bryhni A, Skretting A, Lund M, Bye EK: Rusmidler i Norge 2011 (Alcohol and
Drugs in Norway 2011). Oslo: Statens institutt for rusmiddelforskning; 2011.
15. Steiro A, Dalsbø T, Ringerike T, Hammerstrøm K, Hofman B:
Tvangsbehandling av opioidavhengige. Systematisk
kunnskapsoppsummering (Compulsory treatment of opioid dependents:
systematic summary of current knowledge). Rapport fra Nasjonalt
kunnskapssenter for helsetjenester [Report from Norwegian Knowledge Centre
for the Health Services] 2009, 16:9–23.
16. Tvångsvård vid missbruk - effekt och kvalitet (Review on compulsory care for
substance misuse – Effect and quality); http://www.sou.gov.se/missbruk/pdf/
Rapporter/Oversikt_tvangsvard_missbruk.pdf.
17. Janca A, Ustun TB, Early TS, Sartorius N: The ICD-10 symptom checklist: a
companion to the ICD-10 classification of mental and behavioural
disorders. Soc Psychiatry Psychiatr Epidemiol 1993, 28(5):239–242.
18. Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Janavs J, Weiller E,
Hergueta T, Baker R, Dunbar GC: The Mini-International Neuropsychiatric
Interview (M.I.N.I.): the development and validation of a structured
diagnostic psychiatric interview for DSM-IV and ICD-10. J Clin Psychiatry
1998, 59 Suppl 20:22–33.
19. Pinninti NR, Madison H, Musser E, Rissmiller D: MINI International
Neuropsychiatric Schedule: clinical utility and patient acceptance.
Eur Psychiatry 2003, 18(7):361–364.
20. Mordal J, Gundersen O, Bramness JG: Norwegian version of the MiniInternational Neuropsychiatric Interview: feasibility, acceptability and
test-retest reliability in an acute psychiatric ward. Eur Psychiatry 2010,
25(3):172–177.
21. Zorick TS, Rad D, Rim C, Tsuang J: An overview of methamphetamineinduced psychotic Syndromes. Addictive Disorders & Their Treatment 2008,
7(3):143–156.
22. Kokkevi A, Hartgers C: European Addiction Severity Index EuropASI. Zürich:
EuropASI Working Group Cost A6; 1994.
23. Derogatis LR: SCL-90-R: Administration. Baltimore: Scoring and Procedure
Manual; 1992.
24. Kringlen E, Torgersen S, Cramer V: A Norwegian psychiatric
epidemiological study. Am J Psychiatry 2001, 158(7):1091–1098.
25. Lundeberg IR, Mjåland K, Nilssen E, Søvig KH, Ravneberg B: Tvang overfor
rusmiddelavhengige. Evaluering av Lov om sosiale tjenester §§ 6–2, 6-2a og
6–3, [Compulsory intervention of substance and alcohol abusers. Evaluation of
the Social Service Act §§ 6–2, 6-2a and 6–3]. Bergen: Uni Rokkansenteret, Uni
Research Bergen; 2010.
26. SIS i korthet 2010 (The National Board of Institutional Care 2010); http://www.
stat-inst.se/documents/statistik/rapporter-arlig-statistik/sis-i-korthet-2010.pdf.
27. Opsal A, Clausen T, Kristensen O, Elvik I, Joa I, Larsen TK: Involuntary
hospitalization of first-episode psychosis with substance abuse during a
2-year follow-up. Acta Psychiatr Scand 2011, 124(3):198–204.
28. Simonsen E, Friis S, Opjordsmoen S, Mortensen EL, Haahr U, Melle I, Joa I,
Johannessen JO, Larsen TK, Rossberg JI, et al: Early identification of nonremission in first-episode psychosis in a two-year outcome study. Acta
Psychiatr Scand 2010, 122(5):375–383.
29. Bohnert ASB, Roeder K, Ilgen MA: Unintentional overdose and suicide
among substance users: a review of overlap and risk factors. Drug
Alcohol Depend 2010, 110(3):183–192.
30. Flovig JC, Vaaler AE, Morken G: Substance use at admission to an acute
psychiatric department. Nord J Psychiatry 2009, 63(2):113–119.
31. Helseth V, Lykke-Enger T, Johnsen J, Waal H: Substance use disorders
among psychotic patients admitted to inpatient psychiatric care. Nord J
Psychiatry 2009, 63(1):72–77.

Page 8 of 8

32. Brems C, Johnson ME, Wells RS, Burns R, Kletti N: Rates and sequelae of
the coexistence of substance use and other psychiatric disorders. Int J
Circumpolar Health 2002, 61(3):224–244.
33. Riecher-Rossler A, Rossler W: Compulsory admission of psychiatric
patients–an international comparison. Acta Psychiatr Scand 1993,
87(4):231–236.
34. Hodgins S, Larm P, Molero-Samuleson Y, Tengstrom A, Larsson A: Multiple
adverse outcomes over 30 years following adolescent substance misuse
treatment. Acta Psychiatr Scand 2009, 119(6):484–493.
35. Hintz T, Mann K: Comorbidity in alcohol use disorders: focus on mood, anxiety
and personality, Volume No 172. Basel: Bibl Psychiatr, Karger; 2005.
36. Noel L, Fischer B, Tyndall MW, Bradet DR, Rehm J, Brissette S, Brochu S,
Bruneau J, El-Guebaly N, Wild TC: Health and social services accessed by a
cohort of Canadian illicit opioid users outside of treatment. Can J Public
Health 2006, 97(3):166–170.
37. Skeie I, Brekke M, Gossop M, Lindbaek M, Reinertsen E, Thoresen M, Waal H:
Changes in somatic disease incidents during opioid maintenance
treatment: results from a Norwegian cohort study. BMJ Open 2011,
1:e000130. http://bmjopen.bmj.com/content/1/1/e000130.short.
38. Bhugra D, Easter A, Mallaris Y, Gupta S: Clinical decision making in
psychiatry by psychiatrists. Acta Psychiatr Scand 2011, 124(5):403–411.
doi:10.1186/1472-6963-13-57
Cite this article as: Opsal et al.: Factors associated with involuntary
admissions among patients with substance use disorders and
comorbidity: a cross-sectional study. BMC Health Services Research 2013
13:57.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

