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Abstract

This national cross-sectional study investigates the prevalence rates, regional differences and factors
associated with the involuntary inpatient treatment of adolescents in Finland on a chosen day in 2000. The
proportion of inpatients with involuntary legal status was 29.5% (n ¼ 82) giving a prevalence rate of 2.5 per
10,000/12–17 years old inhabitants.

Forty-eight per cent of involuntarily inpatients were 16–17 years old and 62% had psychotic disorders.
Twenty-six per cent of inpatients with involuntary legal status were voluntarily admitted. Regional
differences of involuntary treatment were rather modest. Psychotic disorders, suicidal acts, and substance
use disorders were independently associated with involuntary legal status.

There is a need for further studies to investigate the long-term effects of involuntary treatment on the
adolescents’ subsequent well-being. Further studies on alternatives methods for involuntary treatment are
warranted, likewise the clinical guidelines for involuntary treatment practices.
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Introduction

Most of the recent research on involuntary psychiatric treatment deals with adult samples.
(Kaltiala-Heino, Korkeila, Tuohimäki, Tuori, & Lehtinen, 2000; Richer-Rossler & Rossler, 1993;
Salize & Dressing, 2004; Sanquienti, Samuel, Schwartz, & Ropetson, 1996; Tuohimäki et al.,
2003). There are limited national studies based on adolescent population which deals with
involuntary treatment (Kaltiala-Heino, 2004; Sourander et al. 1998; Worall et al., 2004). The two
Finnish nation-wide studies Sourander et al. (1998) and Kaltiala-Heino (2004) were based on
hospital discharge registers, which limits the reliability of the results. The information included in
these registers is rather limited (e.g. information about sex, age, discharge diagnosis and length of
stay). There is a lack of studies examining the associations of other important factors (treatment
variables, family background, functional level, severe symptoms such as suicidality and violence
with the involuntary legal status). However, this kind of information is crucial for policy makers
and administrators planning services for seriously disturbed adolescents as well for clinicians
responsible for inpatient units.
The UN’s Convention on the Rights of the Child (1989) is the general convention of human

rights in terms of protecting and promoting children’s rights. A patient’s right to liberty is
supported by the principle of self-determination, recognising that in some circumstances, some
children and young people also have the right to make decisions about their own treatment (Park,
2002; Roe, Weishut, Moshe, & Rabinowitz, 2002). Likewise, the principle of patients’ self-
determination and autonomy is highlighted in the Finnish Mental Health Act (1991) and in the
Finnish Act on Status and Rights of Patients (1992). A patients’ liberty can be restricted by using
involuntary treatment, even though this use of compulsory psychiatric treatment militates against
the more general principles of self-determination. However, leaving a severely disturbed
adolescent without appropriate care, even against the person’s own will, may give rise to claims
of neglect (Kaivosoja, 1996).
The main criteria for assessing adolescent’s self-determination are their capability to understand

alternatives and the consequences of their choices. Therefore, the adolescents’ level of emotional and
cognitive of development must be taken into consideration (Ford & Kessel, 2001). The involuntary
treatment of adolescents is often problematic because as someone under 18 years of age, they remain
legally the responsibility of their parents or parent substitutes. However, according to the Act on
Status and Rights of Patients a child’s parent or parent substitutes are not entitled to refuse
treatment that would avert a health risk or save the life of an underage person.
There is a lack of evidence about whether most adolescents’ have the necessary competence to

understand their illness and psychological state (Casmir & Billing, 1994; Kaivosoja, 1999).
Despite this uncertainty, the opinions of adolescents should wherever possible always be taken
into account in decisions affecting them (Batten, 1996; Shaw, 1999).
According to the Finnish Mental Health Act (1991/1116, revised 2002) a person can be ordered

to receive treatment in a psychiatric hospital against his/her will only where the person is
diagnosed as being mentally ill; and the person needs treatment for a mental illness which, if not
treated, would become considerably worse or severely endanger the person’s health or safety or
health or safety of others; and if all other mental heath services are inapplicable or inadequate. It
is possible to convert a voluntarily admitted inpatient to involuntary treatment where these
criteria of involuntary treatment are met.
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A person under 18 years of age can be ordered to treatment in a psychiatric hospital against his/
her will, because of a ‘‘serious mental disorder’’ which, if not treated would be considerably worse
or severely endanger the health or safety of the minor, or the health or safety of others, and if all
the other mental health services are inapplicable (The Finnish Mental Health Act 1991/1116,
revised 2002). The problem with this is that the definition of what ‘‘a serious mental disorder’’ is
not clear or universally agreed. In this context, destructive behaviour such as suicidal acts, severe
substance dependence or a diagnosis such as severe depression, conduct disorders and anorexia
nervosa could be considered as serious mental disorders (Kaltiala-Heino, 2003).
A minor needing psychiatric inpatient treatment has to be treated separately from adults unless

it is considered that it is the interests of the minor to act otherwise. Parents or parent substitutes
have to be informed and told immediately about any proposed involuntary admission. In Finland,
District Administrative Courts have the responsibility of ensuring the legality of every decision
about involuntary treatment of a minor It is also possible to appeal to the District Administra-
tive Court, if the parents/parent substitutes or the adolescent themselves (if over 12 years) is
opposed to the involuntary treatment decision (The Finnish Mental Health Act 1991/1116,
revised 2002).
Those adults who are most often treated on an involuntary basis come from population groups

with high levels of social deprivation and where the availability of social services is poor
(Bindman, Tighe, Thornicroft, & Leese, 2002). Studies on adults (Davis, Thornicorft, Leese,
Higgingbotham, & Phelan, 1996; Owens, Harrison, & Boot, 1991; Singh, Croudace, & Beck,
1998) and on adolescents (Tolmac & Hodes, 2004) have shown that involuntary treatment is more
commonly used with individuals from Black and Ethnic Minority groups in the UK.
Likewise, a study by the Ministry of Social Affairs and Health in Finland noted that a lack of

flexible social and mental health services was often related to the involuntary admission of
adolescents in Finland (Ministry of Social Affairs and Health, 2001). Comparative studies on
involuntary treatment among adults reveal great variations in prevalence rates between different
countries (Darsow-Schutte & Muller, 2001; Riecher-Rossler & Rossler, 1993; Zinkler & Priebe,
2002) and within the regional areas of one country (Björngaard & Heggestad, 2001; Mears et al.,
2003; Tuori & Kiikkala, 2004). Recently, it was found that the frequencies of compulsory
admissions vary widely across Europe (Salize & Dressing, 2004). Such variations in the use of
involuntary treatment may indicate that the use of involuntary treatment is determined by factors
such as professional practices, ‘‘treatment cultures’’ or administrative policies (Kaltiala-Heino,
2004; Sourander et al., 1998).
Previous studies, although somewhat inconsistent, have shown that several diagnosis such as

psychotic disorders, substance use disorders and conduct disorders, as well as depression and
eating disorders are associated with involuntarily treatment amongst adolescents (Kaltiala-Heino,
2004; Khenissi et al. 2004; Mears et al., 2003; Sourander et al., 1998; Watson, Bowers, &
Andersen, 2002). Similarly suicidal acts and violent acts have been found to be associated with the
involuntary admission of adolescents (Hastle, 1997; Kaivosoja, 1996; Khenissi et al., 2004). Mears
et al. (2003) reported that the majority of involuntarily adolescent admissions were boys and
Felkins, Guthrie, and Walch (1991) found that involuntary admitted adolescents often
experienced severe conflicts with their parents. In Finland several studies have shown, that girls
are more often given treatment within the mental health system while boys more often received
care from social care systems (Kaivosoja, 1996).
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The present national study provides information on the involuntary psychiatric treatment of
adolescents in Finland by exploring: prevalence rates; regional differences, and a wide range of
factors (demographic, family, ICD-10 diagnosis, functional level, levels of suicidality and
propensity for violence) associated with the involuntary treatment of adolescents.
Material and methods

Procedure and subjects

The study was a point-prevalence study, carried out in January 2000, concerning all the child
and adolescent psychiatric inpatients treated in the wards (n ¼ 69) in Finland on the chosen day.
The inpatients of these wards, from 12 to 17 years of age, formed the target group of the present
study. A questionnaire was sent to all the wards. Child psychiatric wards were also included in this
survey because about 20% of the inpatients in child wards were over 12 years of age. There are no
private psychiatric inpatient services for children or adolescents in Finland. Child psychiatry and
adolescent psychiatry are two independent specialities in Finland, arguably a unique approach in
Europe.
Out of 22 hospital districts three had no psychiatric inpatients wards for adolescents.

Psychiatric inpatient services for adolescents in these districts were provided by services in other
neighbouring districts. However, it is possible, under exceptional circumstances, to treat a patient
under 18 years old in adult wards, albeit the proportion of minors treated in adult wards is
minimal, because according to the Finnish Mental Health Act (1991) all minors have to be treated
separately from adults unless it is considered that it is the interest of the minor to act otherwise.
Responses were obtained from 64 psychiatric inpatient wards (30 wards for adolescents and 34

for children, with 504 inpatients) in18 hospital districts. Inpatient wards (1 child and 4 adolescent)
which refused to participate collectively provided 43 inpatient beds.

Measures

The survey included questions about family characteristics, treatment factors, the legal status,
general functional level (CGAS), level of violence and suicidality, and ICD-10 diagnosis. The
responders were asked to assess the current position of every inpatient on the chosen day.
Questions focusing on the legal status of every inpatient at the study point included three

alternatives. 1 ¼ the patient has been admitted involuntarily and was still in involuntary
treatment at the study point, 2 ¼ the patient had been admitted involuntarily but was in voluntary
treatment at the study point, 3 ¼ the patient has been admitted voluntarily, but was in
involuntary treatment at the study point.
The questions focusing on demographic and family characteristics included requests for

information about the patient’s age and gender, and whether the patient was from a family with
two biological parents or from some other family type. Treatment variables included a question
about the length of the treatment (LOS ¼ length of stay) at the study time-point. Patients were
divided into two groups: (1) long-term inpatient; 90 days or more and (2) short term-inpatients
less than 90 days. The cut of point of 90 days has been used previously in child and adolescent
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psychiatric research (e.g. Sourander, 1995; Ritmannsberger et al., 2004; Woolston, 1991) to define
long-term inpatient treatment.
The alternatives for planned out-of-home placement of inpatient after the treatment period

were 1 ¼ no, 2 ¼ possible and 3 ¼ certain. The question about previous inpatients treatment was
1 ¼ yes or 2 ¼ no.
The patients were diagnosed in accordance with ICD10 and assessments were made by the

psychiatrist responsible for the treatment. In the data analysis, the first, second and third
psychiatric diagnoses were also taken into account; so one patient might appear in more than
one diagnostic group. Diagnostic groups which in former studies have shown to be associated
with involuntary treatment among adolescents were included in the analysis. These diagnostic
groups were substance use disorders F10–19, psychotic disorders F21–29, bipolar disorders
F31, depressive disorders F32–33, eating disorders F50 and conducts disorders F91–92.
(Kaltiala-Heino, 2004; Khenissi et al., 2004; Mears et al., 2003; Sourander et al., 1998; Watson
et al., 2002).
Suicidality was evaluated using the Spectrum of Suicidal Behaviour Scale (Pfeffer et al. 1988;

Pfeffer et al., 1994; Pfeffer et al., 1989) which has been widely used in previous studies in the US
(King et al., 1995; Penn, Esposito, Schaffer, Fritz, & Spirito, 2003), as well in Finland (Haavisto
et al., 2003; Hukkanen, Sourander, & Bergroth, 2003). Further, the scale has been found to have
high inter-ratter reliability ( Pfeffer et al. 1989). The scale measures the severity of suicidal
behaviours and the scale is from 1 to 5; 1 ¼ no suicidal ideation or behaviour, 2 ¼ suicidal ideas,
3 ¼ suicidal threats, 4 ¼ mild suicide attempts, and 5 ¼ serious suicide attempts. In the present
study, suicidality was defined as mild (4) or serious (5) suicidal attempts. All the alternatives had
more detailed description in order to help responders to assess the level of suicidal behaviour.
Violent behaviour was evaluated using the Spectrum of Assaultive Behaviour Scale, (Pfeffer,

Plutchik, & Mizruchi, 1983; Pfeffer, Plutchik, & Mizruchi, 1986). The scale has been used in
previous studies on child and adolescent psychiatric treatment (Hukkanen et al., 2003; Khenissi
et al., 2004; Sourander et al. 2002).The scale has been found to have high inter-ratter reliability
(Pfeffer, Solomon, Plutchik, Mizruchi, & Weiner, 1985).The scale is from 1 to 6 for (1) no violent
ideation or behaviour (2) violent thoughts, (3) violent threats, (4) less serious violent act, (5)
serious violent act and (6) killing someone. In the present study, measures of aggressiveness were
defined as less serious violent acts (4) and serious violent acts (5). All alternatives of this scale were
also described in greater detail in order to help responders to assess the level of aggressiveness.
The general functioning level was evaluated with the Children’s Global Assessment Scale (Bird,

Canino, Rubio-Stipec, & Rivera, 1987; Shaffer et al. 1983). CGAS is designed to reflect the lowest
level of functioning of a child or adolescent during a specified time period. Values range from 1,
representing the most functionally impaired child, to 100, representing the healthiest. The CGAS
scale has been found to have an adequate inter-ratter reliability (Green, Shirk, Hanze, &
Wanstrath, 1994; Rey, Denshire, Wever, & Apollonova, 1998; Shaffer et al., 1983). Inter-ratter
reliability of CGAS has also been tested by Dyborg et al. (2000) and was found to be a sufficiently
reliable assessment tool for clinical practice. The CGAS scale has been previously used in Finnish
psychiatric inpatient settings (Sourander & Piha 1998; Sourander et al., 2002a) and in residential
settings (Hukkanen et al., 2003). In the present study, the cut-off point of 40 was used to indicate a
very low general functioning level. Detailed scales with descriptions of the functional levels of
inpatients were given to responders.
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Statistical analysis

The associations between independent variables and the legal status of inpatients were analysed by
binary logistic regression analysis and Pearson’s w2 test and/or Fisher’s exact test. The independent vari-
ables were sex, age, family structure, previous treatment, length of stay, out-of home placement, general
functioning, violence and suicidality level and psychiatric diagnosis group based on ICD-10 diagnosis.
All the associations between these independent variables and the legal status of inpatients were

first analysed with univariate regression analysis. Those variables showing a significant
association with the outcome variables in univariate logistic regression analysis were included
in multivariate regression analysis. Odds ratios (OR) and 95% confidence intervals (95% CI) were
calculated. A p-value of less than 0.05 was interpreted as significant. The statistical analysis was
carried out using the SAS system for Windows.

Results

The prevalence of involuntary treatment

Out of 278 adolescents inpatients 29.5% (n ¼ 82) had involuntary legal status. Out of the inpatients
with involuntary legal status 26% were voluntarily admitted, however the legal status was changed
during the treatment period. There were no adolescent inpatients with involuntary legal status in 2 out
of the 18 hospital districts at the study point and the prevalence of inpatients with involuntary legal
status was found to be extraordinary high in one district (7.7/10,000). When these three districts were
excluded, the prevalence was 2.5 patients/10,000/12–17-year-old inhabitants (range 1.4–2.9).

Characteristics of involuntarily treated adolescent inpatients

Fifty-nine per cent of involuntarily treated and 53% of voluntary treated inpatients were girls.
Forty-eight per cent of involuntarily treated patients were 16–17-years-old, while only 13% were
12–13 years old. The majority of both voluntarily and involuntary treated inpatients came from
families where there were not two biological parents. One half of the inpatients with involuntary
legal status and only one out of four with voluntary legal status were planned to be placed out of
their home after the treatment period (Table 1).
Almost two out of three involuntarily treated adolescents had a diagnosis of a psychotic

disorder, while only 15% of voluntarily treated had this diagnosis. Further, inpatients in
involuntary treatment had often attempted suicide (31%) and violent acts (30%) while the
respective figures were 9% and 13% among voluntarily treated. Nine per cent of involuntarily
treated patients had a substance use disorder compared to only 1% of those voluntarily treated.
The proportion of conduct disorder was similar across both groups (26% vs. 24%), while
depression was more common amongst those voluntarily treated (26% vs. 18%) (Table 1).

Factors associated with involuntary treatment

Older age, substance use disorder, psychosis disorders, suicidal and violent acts, planned out-
of-home placement, and low CGAS scale level (under 40) were significantly associated with
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Table 1

Descriptive characteristics of 12–17-year-old inpatients treated involuntarily and voluntarily (n ¼ 278)

Involuntary

(n ¼ 82)

Voluntary (n ¼ 196)

% % p

Variables

Sex

Boys 41 47

Girls 59 53 0.376

Age

12–13 13 26

14–15 39 39

16–17 48 35 0.035

Living with biol. parents 39 44 0.510

Previous inpatient treatment 38 34 0.431

Length of stay 490 55 49 0.625

Out-of-home placement 50 26 o0.001

CGAS o40 49 29 0.009

Violent acts 30 13 0.005

Suicidal acts 31 9 o0.001

Substance use disorders 9 1 0.005

Psychotic disorders 62 15 o0.001

Depressive disorders 18 26 0.156

Conduct disorders 24 26 0.642

Bipolar disorders 5 10 0.105

Eating disorder 5 10 0.105
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involuntary legal status in the univariate regression analysis. Sex, family structure, previous
hospital treatments, length-of-stay, depressive, conduct-, bipolar- and eating disorders were not
significantly associated with involuntary legal status. Furthermore, no significant gender and
age interaction was found. In multivariate logistic regression analysis, psychotic disorder,
substance use disorders and suicidal acts were independently associated with involuntary legal
status (Table 2).

Discussion

In this study, it was found that 21% of the 12–17-year-old inpatients had an involuntary legal
status. Kaltiala-Heino (2004) has reported a relative increase of involuntary admissions from 17%
in 1996 to 26% in 2000 among the age group of 12–17 year olds. This concurs with an earlier
study by Sourander et al. (1998) where the proportion of 12–17 year olds involuntarily treated was
14% in 1993. The study reported here suggests that the proportion of adolescent inpatients with
involuntary legal status has increased since this time.
It is noticeable that one out of four inpatients with involuntary legal status had originally been

admitted on a voluntary base. The change in legal status during the treatment period has seldom
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Table 2

Significant associations of independent variables with involuntary legal status of adolescent inpatients

Univariate Multivariate

OR 95% CI OR 95% CI

Substance use disorder 9.5 2.1–47.9�� 12.5 2.4–8.0��

Suicidal act 4.3 2.2–8.3��� 3.4 1.6–7.6��

Psychosis 3.4 1.9–6.1��� 2.9 1.4–6.0���

Violent act 2.9 1.6–5.4��

Out-of-home placement 2.8 1.7–4.7���

Gaso40 2.4 1.4–4.1�

Age 16–17 1.2 1.0–1.5�

Results of univariate and multivariate logistic regression analysis.

OR ¼ odds ratio; CI ¼ confidence interval.
�po0.05.
��po0.01.
���po0.001.
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been addressed in previous research, although such changes take place frequently. Obviously,
there are several probable reasons for changes in the legal status of the adolescent inpatients.
First, adolescents are not always fully competent to understand the consequences of their
decisions about the treatment and, secondly, adolescents are legally under the control of their
parents or parent substitutes who may have a powerful influence over the young person’s
acceptance of the admission. This may cause ‘‘false compliance’’, which might change rapidly
during the treatment process. Thirdly it is possible that an out-of-home placement, in an
unfamiliar ward milieu, is stressful for adolescent inpatients and might worsen their psychiatric
disorders during the treatment period. This may increase the need for re-assessment of their legal
status. Fourthly, the severity of psychiatric disorders and suicidality of adolescent patients could
be especially difficult to assess, and finally, physicians might try to admit minors primarily on a
voluntary basis in mutual understanding with the minors, following the guidelines presented in
The Act on the Status and Rights of Patients 785/1992, furthermore, involuntary treatment might
be a traumatic experience for minors and that is why physicians try to avoid any compulsory
interventions including involuntary admission (Kaivosoja, 1999).
The regional differences in the prevalence of involuntary hospital treatment were rather modest.

There was only one district in which the prevalence was significantly higher than in other districts
and in one district all the patients were in voluntary treatment at the study point. In contrast, a
previous Finnish register study on involuntary treatment of adults between the years 1999–2002
found many differences in the prevalence rates of involuntary treatment between hospital districts
and psychiatric hospitals (Tuori & Kiikkala, 2004). However, the number of patients in the
present study was too low to draw any definite conclusions on the regional differences of
involuntary treatment.
Those adolescents having involuntary legal status presented with a wide range of severe

psychiatric and psychosocial problems. This group differed in many ways from those patients with
voluntary legal status. They generally had very low levels of general functioning and often had
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committed frequent violent acts. Psychotic disorders, substance use disorders and suicidal acts
were also strongly associated with involuntary legal status.
Involuntary treatment was more common amongst 16–17 years olds, probably because the

prevalence of suicidality and psychosis increases in the late adolescence (Roberts, Attkinsson, &
Rosenblatt, 1998). However, when age was controlled with the other explanatory variables, it was
not found to be independently associated with involuntary legal status. The strong association
between psychosis and suicidality, and involuntary legal status is consistent with the criteria of
The Mental Act in Finland No. 1116/1991. These, results suggest that the use of involuntary
treatment in Finland is consistent with the legal regulations and guidelines underpinning the
provision of services for minors in Finland.
The substance use disorder diagnosis was found to be independency associated with

involuntary treatment, and nearly all inpatients with this diagnosis (n ¼ 10) had involuntary
legal status. This suggests that substance use disorder is used, although rarely, as criterion for
involuntary treatment. In the previous studies (Kaltiala-Heino, 2003; Kaltiala-Heino & Fjord,
2007; Pirkola & Marttunen, 2001) substance dependence has be regarded as ‘‘a severe mental
disorder’’ and substance dependence was suggested to been used as a criterion for the involuntary
admission of minors, providing that all the other criteria for involuntary admission mentioned in
the Mental Health Act are also met.
Half of the adolescents treated on an involuntary basis were planned to have out-of-home

placements after discharge. This reflects either the severity of their psychosocial problems or
serious family problems, or both. It is obvious, that those adolescents having involuntary legal
status and, at the same time waiting for placements in foster or residential care may often have an
especially difficult time in the hospital environment. The use of involuntary hospitalisation as
substitute for sufficient child social services also violates the principles set out by the Finnish
Parliament committee when the Finnish Mental Health Act was accepted (The Ministry of Social
and Health Care, 2001).
Although, conduct disorder was a relatively common diagnosis among involuntarily treated

patients it was not significantly associated with involuntary legal status. In the study by Kaltiala-
Heino (2004) the proportion of conduct disorders was slightly higher (33%) than in this study,
both those adolescents treated on an involuntary and voluntary basis. In this study, 30% of
patients with involuntary legal status had committed violent acts during their last treatment
period. This is less than that noted in a previous study conducted in South-West Finland, where
44% of involuntarily admitted adolescents were found to have committed a violent act during
their inpatient treatment period (Khenissi et al., 2004).
Limitations

There are several limitations, which need to be considered when interpreting these results.
This is a cross-sectional study and should not therefore be used predicatively, which means that
causal conclusions cannot be developed, although it is possible to show prevalence and
associations. Moreover, a cross-sectional study gives a general picture of the situation of CAP
inpatient treatment services at a certain point of time, but the possibility of accidental variation
has to be considered. Additionally, because of five refusals wards it is possible that some
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involuntary-treated adolescents were not included in this study. Likewise, some adolescents may
have been treated in adult wards. Information about diagnoses was not based on clinical
interviews and no structured diagnostic interviews were performed.
When the prevalence rates of involuntary treatment between districts are compared, the low number

of involuntary-treated patients hinders drawing any definite conclusions from the results. Likewise, a
point prevalence study gives a general picture of the situation of adolescent inpatient treatment services
at a certain point of time, and the possibility of accidental variation has to be considered.

Practice implications

Adolescents treated on an involuntary basis were often prone to severe psychiatric and
psychosocial problems. Psychosis and suicidality were most strongly associated with individuals
treated involuntarily. Regional differences in levels of involuntary treatment were rather modest.
Overall these finding provide support for the assumption that involuntary treatment is used within
the current legalisation governing child and adolescent mental health services in Finland. The
finding that substance use disorder is not common among inpatients while almost all the
inpatients having substance use disorder were subject to involuntary legal status challenges those
charged with planning services for adolescents with serious drug and alcohol problems.
The whole process of involuntary admissions of adolescents should be the topic of further

research endeavours. The finding that one out of four adolescents with involuntary legal status
was voluntarily admitted is interesting and raises further research questions about the decision
making processes when evaluating adolescents’ legal status at the point of admission and during
the treatment. Due to the rather frequent use of involuntary treatment among adolescents, the
training of staff in managing violent situations and life-threatening behaviour of inpatients should
be emphasised. These concerns should be taken into account when considering the staffing
patterns such as the staff–patient ratio and the skill mix of the wards.
Due to the lack of knowledge over the long-term benefits and possible negative effects of

involuntary treatment, further studies on this topic are required. It would be important to obtain
information about adolescents’ own subjective experiences of coercive treatment methods.
Because of the tendency towards harmonisation of the strategies for mental health care delivery
inside European Union, rules and regulations, practical guidelines and further research on the use
of involuntary treatment is also needed.
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