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Abstract
Background: This article aims to review the quality of mental health services and the rights of the people receiving
treatment in inpatient hospital care in Finland using the World Health Organization’s QualityRights Tool Kit as a part of
a randomized controlled trial VIOLIN. So far, reports on the QualityRights Tool Kit have mainly been from low- and middle-income countries or countries lacking resources for health services. Reports from countries with well-resourced
health care systems, such as the Nordic countries, are still quite few.
Methods: A cross-sectional observational survey was conducted on 13 closed inpatient psychiatric wards (acute,
rehabilitation, forensic psychiatric) at eight hospitals in Finland. The data for the survey were gathered through a
document review, observations, and group interviews among staff members, service users and family members. The
STROBE checklist for cross-sectional studies was followed in the reporting.
Results: Finnish mental health services are partially or fully achieving the standards set by the WHO QualityRights
Tool Kit (final scores: 2.5–2.9 out of 3). The highest final score out of the five themes (2.9/3) was achieved under
Freedom from torture or cruel, inhuman or degrading treatment or punishment and from exploitation, violence and
abuse. The lowest final score out of the five themes (2.5/3) was achieved under the right to exercise legal capacity and
the right to personal liberty and the security of person.
Conclusions: According to the findings, Finnish mental health services appear to be of high quality. However, we
have identified some gaps in quality, which we have addressed in a national randomized controlled trial VIOLIN.
Improvements can be realized through shared decision making and relaying information to service users.
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Background
Mental health is a human right to which every person is
entitled. Every individual should have the right to high
quality mental health services if care is needed [1]. However, there has been a rise in mental disorders worldwide,
as well as in the challenges and barriers in the provision
of scalable mental health services [2]. The right to the
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highest attainable standard of physical and mental health
remains a distant goal for millions of people [3]. On a
global level, the care available in mental health services
is of poor quality, which hinders the recovery of patients.
Many who have had access to care experience extensive
restrictions of their basic human rights [4]. Therefore,
the right to good mental health, mental health services
and their assessment procedures should be a priority for
every country and promoted in low- and middle-income
countries (LMIC) as well as in high-income countries.
The WHO QualityRights, designed by WHO (the
World Health Organization), aim to improve access to
quality mental health and social services and promote
the rights of people with mental health problems and
other vulnerabilities. [4] To support this aim, a specific
QualityRights Tool Kit has been developed in line with
the Convention on the Rights of Persons with Disabilities
(CRPD) to support countries in assessing and improving
the quality of care and human rights conditions in mental health facilities [4, 5]. The Tool Kit is designed for use
in LMIC and high-income countries, as it is an essential
resource, not only for putting an end to past neglect and
abuses but also for ensuring high-quality services in the
future [5]. To date, the Tool Kit has been used for reviewing mental health facilities in many areas around the
world, [6] including Egypt, [7] Tunisia, [8] Greece, [10]
the Czech Republic, [11] Chile, [12, 13] and India. [14]
These reports reveal a variety of deficits in mental health
services, both in LMIC and in high-income countries,
beginning with the poor physical state of the hospitals,
[11] service users not being able to live independently
in society, [9, 13] and a lack of preventive measures to
avoid maltreatment and cruelty [13]. Authors have also
concluded that informants may have been too afraid of
punishment to share the true state of services, which has
resulted in an overly optimistic picture of the quality of
the care and fulfilment of human rights [7, 10]. Scarcity
of resources was also evident in many countries [8, 11].
Currently, reports on the QualityRights Tool Kit are
mainly from LMIC or countries lacking resources for
their health services. There are very few reports for countries with well-resourced health care systems, such as
the Nordic countries. It is therefore important to review
the quality of the most developed heath care systems
too, as when it comes to mental health, all countries are
developing countries [15]. Finland, one of the five Nordic countries, enjoys a health care system ranked one of
the highest in the world, being the 6th out of 195 countries according to the Global Burden of Diseases Study’s
Healthcare Access and Quality (HAQ) Index [16]. The
total mental health workforce per 1,00,000 people in
Finland is the second highest in Europe [17]. The education level among the workforce in mental health services
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is high compared to other OECD countries (Organisation for Economic Cooperation and Development) [18].
Further, mental health services are low-cost or free for
the users due to the budgeting system in the public sector, including that of the state, the municipalities and
the Social Insurance Institution (Kela) [18]. In addition,
the World Justice Project has ranked Finland as the third
leading country out of 128 in protecting fundamental
human rights worldwide [19].
On the other hand, deficits have also been detected
in Finnish mental health services in terms of quality of care and human rights. Like many other Western
European countries, Finland has followed the trend of
deinstitutionalization by considerably reducing hospitalbased care and beds since the 1990s [18]. Finnish psychiatric services are still, however, more hospital based
than in other European countries [20]. There have also
been questions of inefficient use of generous resources
regarding productivity of mental health services when
regions in Finland and Spain have been compared [21].
The burden of mental disorders on Finnish society is also
high, with the disability-adjusted life years (DALY) (per
1,00,000 population) being 4092.98 [22]. For example,
age-standardized DALY rates per 1,00,000 population for
self-harm (males, 912.0 vs. 685.7) and depressive disorders (females, 933.7 vs. 812.0) are higher than average in
Finland than in other Nordic countries [23]. Mental disorders are the most common reason for retirement with a
disability pension, [24] and suicidality among young people is an ongoing worry [25]. According to Eurostat’s statistics, in 2016, the rate of suicide mortality among young
people was higher in Finland than the average for EU
countries [25]. In Finland, the crude death rate for people
between 15 and 24 years was 15.54, whereas the corresponding average for EU countries was 5.81 [26]. In addition, the overall expenditure on mental health in Finland
remains low compared to its burden on society [17, 18].
Regarding inpatient services, the use of coercion for
service users has been debated during the last decades in
Finnish mental health policy. From 2009 to 2015, national
mental health plans strongly emphasized reducing the
use of coercion in psychiatric care [27]. Despite a recent
declining trend, the overall reduction in the use of coercive measures was small in Finnish psychiatric hospitals
between 1995 and 2014 [28]. An international comparison among 22 countries recently showed that Finland has
an above average rate of involuntary admission (151.4 vs.
a median of 106.4 per 1,00,000 people) [29]. The European Committee for the Prevention of Torture and Inhuman or Degrading Treatment or Punishment (CPT) has
also noted excessive use of coercion in Finnish psychiatric inpatient care and has stated that procedures related
to involuntary admissions should be developed [30].
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In this study, we aimed to review the quality of mental
health services and rights of the people receiving treatment in inpatient hospital care in Finland using the WHO
QualityRights Tool Kit [5]. This information was needed
to set the groundwork for a subsequent randomized
controlled trial (RCT), VIOLIN, which aimed to reduce
the occurrence of seclusion events in psychiatric hospitals [31]. We chose the QualityRights Tool Kit because
it provides a global and comprehensive assessment tool
for psychiatric services to be used in different contexts
[5]. Based on the knowledge gained, the strengths of the
mental health services could be acknowledged, and especially the areas to be developed could be identified.

Methods
Aim and design

A cross-sectional observational survey of the quality
of mental health services and the rights of the people
receiving treatment in hospital care was conducted on 13
inpatient psychiatric wards at eight hospitals in Finland.
Methods proposed by the WHO for using the QualityRights Tool Kit were adopted: the data for the survey
were gathered through a document review, observations,
and group interviews [5]. The STROBE (The Strengthening the Reporting of Observational studies in Epidemiology) checklist for cross-sectional studies was followed in
the reporting of the study [32].
Inclusion criteria and recruitment of the hospitals

Originally, we invited all 32 psychiatric hospitals in mainland Finland to join the RCT study with the following
criteria: at least one ward for adult psychiatric care, open
24/7, coercive measures used on the ward, public and
tax-funded, and no ongoing project on the ward with a
similar type of study goal. Out of 32 possible hospitals, 15
hospitals with 28 wards were willing to participate in the
RCT study. Wards were further randomly allocated into
experimental and control wards on 11 May 2016, which
resulted in 13 intervention wards. In this paper, we targeted the intervention study wards only.
Recruitment of the study participants

The target groups of the study were health care staff,
service users, and family members who were recruited
using a convenience sampling method. Following WHO’s
guideline, our aim was to recruit about 50% of the staff
members and service users on each ward, and family
members of around 25% of the service users on the ward
during the data collection [5]. All staff members (psychiatrists, nurses, nurse managers, hospital cleaners, etc.)
were eligible to participate, as long as they were on duty
during the data collection period. Service users admitted
on the ward and family members visiting them during
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the data collection period were eligible to join the study.
All participants had to be adults (≥ 18 years old), able
speak and read Finnish, and able to give informed consent. Participant groups were recruited via emails sent to
the study wards, leaflets, and posters informing about the
study and the times that the group interviews would be
held.
Data acquisition

The study material and the data collection procedures
were pilot tested on one ward separately from this study
(27–28 April 2016). The data based on document analysis, observations, and group interviews were collected
between 25 May and 8 July 2016. Two researchers visited
each of the 13 wards according to prescheduled visiting
periods (Table 1). Each study ward collected preplanned
material for the document analysis, which was shared
with the researchers during the research visit (Additional
file 1: Instructions for the document review). Group
interviews were also organized with staff members, service users, and family members during the researchers’ visits to each of the 13 study wards. Due to the low
number of family members present during the researchers’ visits to the wards, an additional invitation to participate in phone interviews with researchers was shared
with family members. They were encouraged to call the
researchers during a two-week period (27 June–8 July
2016).
As part of the VIOLIN study, at the beginning of 2017,
we collected the following information from the study
wards: the number of health care staff, the number of
service users and beds, and the duration of treatment
(days) in 2016 (Table 1).
The WHO QualityRights Tool Kit

The WHO QualityRights Tool Kit (2012) was selected as
the data collection tool as it has been found to be suitable for use in countries with different income levels [3].
More specifically, the Review of documents and Observation Tool was used to provide guidance on reviewing
relevant documentation and observing a facility [5]. To
supplement this document and observation review, the
Interview Tool was used to give guidance in conducting
group interviews [5].
The WHO QualityRights Tool Kit contains five main
themes: (1) the right to an adequate standard of living,
(2) the right to enjoyment of the highest attainable standard of physical and mental health, (3) the right to exercise legal capacity and the right to personal liberty and
the security of person, (4) freedom from torture or cruel,
inhuman or degrading treatment or punishment and
from exploitation, violence and abuse, and (5) the right to
live independently and be included in the community [5].
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Table 1 Location, ward characteristics and participants
Location

Ward characteristics

Participants

Number and
Type of ward
location of w
 ardsa

Number of health Patients/beds/
care staff (in total) average duration
of treatment
(days)b

Date of the visit

Staff membersc Service users Family
members

1—HelsinkiUusimaa

N = 24.5

324/13/7

31/05/2016

8/16
50%

2

1d

280/24/27

20/06/2016

12/20
60%

4

0

469/32/17

07/06/2016

14/28
50%

4

1d

666/16/4

01/06/2016

13/23
57%

8

0

78/16/41

08/06/2016

10/14
71%

2

1

237/30/10

09/06/2016

13/22
59%

3

1

Acute

Psychiatrist, n = 3
Nurses, n = 15
(RN), n = 6 (PN)
Psychologist,
n=0

2—Northern and
Eastern Finland

Acute/rehabilitation

Social worker,
n = 0.5
N = 34

Psychiatrist, n = 1

Nurses, n = 16
(RN), n = 17 (PN)
Psychologist,
n=0

3—Western
Finland

Acute/rehabilitation

Social worker,
n=0
N = 48

Psychiatrist, n = 3

Nurses, n = 26
(RN), n = 14 (PN)
Psychologist, n
=2

4—Western
Finland

Acute

Social worker,
n=3
N = 35

Psychiatrist, n = 3

Nurses, n = 25
(RN), n = 5 (PN)
Psychologist,
n=1

5—Northern and
Eastern Finland

Rehabilitation/
forensic

Social worker,
n=1
N = 22

Psychiatrist, n = 1

Nurses, n = 9 (RN),
n = 10 (PN)
Psychologist,
n=1
6—Northern and
Eastern Finland

Acute/rehabilitation

Social worker,
n=1
N = 37

Psychiatrist, n = 1

Nurses, n = 19
(RN), n = 15 (PN)
Psychologist,
n=1

Social worker,
n=1
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Table 1 (continued)
Location

Ward characteristics

Participants
Staff membersc Service users Family
members

Number and
Type of ward
location of w
 ardsa

Number of health Patients/beds/
care staff (in total) average duration
of treatment
(days)b

Date of the visit

7—Northern and
Eastern Finland

N = 27

442/12/9

25/05–26/05/2016 8/14
57%

4

0

259/12/9

25/05/2016

9/15
60%

5

0

388/23/9

16/06/2016

6/19
32%

0

1d

93/20/53

14/06–17/06/2016 9/11
82%

4

0

412/23/9

14/06/2016

11/20
55%

5

0

42/20/50

02/06/2016

12/16
75%

2

0

Acute

Psychiatrist, n = 3
Nurses, n = 13
(RN), n = 9 (PN)
Psychologist,
n=1

8—Northern and
Eastern Finland

Acute

Social worker,
n=1
N = 23

Psychiatrist, n = 2

Nurses, n = 12
(RN), n = 8 (PN)
Psychologist,
n=0

9—Southern
Finland

Acute

Social worker,
n=1
N = 26

Psychiatrist, n = 2

Nurses, n = 20
(RN), n = 2 (PN)
Psychologist,
n=1

10—Southern
Finland

Rehabilitation

Social worker,
n=1
N = 22

Psychiatrist, n = 1

Nurses, n = 12
(RN), n = 6 (PN)

Psychologist, n = 1

11—Southern
Finland

Acute

Social worker,
n=2
N = 26

Psychiatrist, n = 2
Nurses, n = 20
(RN), n = 2 (PN)
Psychologist,
n=1

12—Southern
Finland

Rehabilitation/
forensic

Social worker, n
=1

N = 23

Psychiatrist, n = 1

Nurses, n = 17
(RN), n = 3 (PN)
Psychologist,
n=1

Social worker,
n=1
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Table 1 (continued)
Location

Ward characteristics

Participants

Number and
Type of ward
location of w
 ardsa

Number of health Patients/beds/
care staff (in total) average duration
of treatment
(days)b

Date of the visit

Staff membersc Service users Family
members

13—Southern
Finland

N = 22

15/06/2016

5/10
50%

Rehabilitation

67/16/65

Psychiatrist, n = 1

2

0

Nurses, n = 15
(RN), n = 4 (PN)
Psychologist,
n=1

RN registered nurse; PN practical nurse
a

Social worker,
n=1

According to regional classification NUTS 2016 (https://www.stat.fi/meta/luokitukset/nuts/002-2018/fi1_en.html)

b

Number of patients who have had treatment during one year period/number of patient beds on the ward, including extra beds/approximate duration of the
treatment on the ward as days

c
All staff members (including nurse managers, and hospital cleaners etc.) were eligible to participate. Numbers are presented as how many participated in the
interviews out of total number of staff on duty during the time of visit
d

Interviews were conducted via phone

Each of the themes has 4–7 standards to evaluate based
on the document review, observations of the researchers,
and/or interviews (Table 2).
During the researchers’ visits, the document review
was done by two researchers going through the pre-collected material with the Review of documents and observation Tool [5]. This same tool was used for observations
of the researchers. Interviews for each participant group
were organized on each study ward at prescheduled
times with the Interview Tool [5]. Separate group discussions were held with the various stakeholder groups—
staff, service users, and families.
Each standard included in the themes was scored
as follows: 3 points meant the standard was being fully
achieved, 2 points meant standard was being partially
achieved, 1 point meant that there was no evidence that
the standard had been initiated or that any attempts had
been made to fulfil the criteria, and 0 points meant that
the standard was not applicable in that environment. A
final score for each theme was given based on a scoring
average of standards included for that particular theme.
Two WHO (2012) standards were left out during our
data collection for the following ethical and practical
reasons. First, Standard 2.32, “Treatment, psychosocial
rehabilitation and links to support networks and other
services are elements of a service user-driven recovery plan,” was left out as we were not able to review all
medical records due to a lack of ethical approval. Second, Standard 2.4, “Psychotropic medication is available,
affordable and used appropriately,” was excluded due

to the lack of ethical approval to review patient medical records and because it was not plausible to recruit a
pharmacist to the study team.
Data analysis

Descriptive statistics were used to illustrate the participating hospital wards. Each standard in the QualityRights
Tool Kit scoring sheet (25 in total) was evaluated by two
researchers with a master’s or doctoral degree in health
sciences, a professional higher degree in nursing or the
equivalent, and experience in psychiatric inpatient care
as a nurse and/or researcher. Both researchers scored the
material independently based on the document review,
observations, and interviews. Interviews were a complementary element of this review. If a standard was fully
met based on the documents and observations, and
staff members verified this in their interviews, but service users and family members described the opposite,
the specific standard was scored as “partially achieved.”
If there were any differences in the evaluations, the
study material was reviewed again until a consensus was
reached.
Interview data from staff members, service users and
family members’ interviews are included in the Results
section as participant quotations to enrich the study findings. Directed coding techniques [33] were used to search
for relevant quotations from the taped interviews that
matched the standards in the scoring sheets. Quotations
were selected based on their suitability to illustrate the
study findings and their representativeness of different

2 2 2 3 2 3 2 3 2 3
2 2 3 3 2 3 3 3 3 3
3 3 3 2 3 3 3 3 3 3
2 3 2 3 3 3 3 3 3 3
2 2 2 2 3 2 2 2 2 3
2 2 2 2 3 3 2 2 2 3
2 2 2 2 3 3 2 3 3 3

1.3: the facility meets hygiene and sanitary requirements

1.4: service users are given food, safe drinking-water and clothing that meet their needs and preferences

1.5: service users can communicate freely, and their right to privacy is respected

1.6: the facility provides a welcoming, comfortable, stimulating environment conducive to active participation and interaction

1.7: service users enjoy a fulfilling social and personal life and remain engaged in community life and activities

Final score

2 2 3 2 2 2 2 2 3 3
3 2 3 2 2 3 3 2 2 3
3 2 3 2 3 2 2 2 3 3
2 2 3 3 3 3 2 2 3 3
3 2 3 2 3 3 2 2 3 3

2.2: the facility has skilled staff and provides good quality mental health services

2.3: treatment, psychosocial rehabilitation and links to support networks and other service are elements of a service user-driven
recovery plan and contribute to a service user’s ability to live independently in the community

2.4: psychotropic medication is available, affordable and used appropriately

2.5: adequate services are available for general and reproductive health

Final score

3 2 2 3 2 2 3 2 3 3
2 2 2 2 3 3 2 2 2 3
3 3 2 2 2 3 3 3 3 3
3 2 2 2 2 3 3 2 3 3

3.2: procedures and safeguards are in place to prevent detention and treatment without free and informed consent

3.3: service users can exercise their legal capacity and are given the support they may require to exercise their legal capacity

3.4: service users have the right to confidentiality and access to their personal health information

Final score

3

3

2 2 2 2 2 2 2 2 2 2

4.3: electroconvulsive therapy, psychosurgery and other medical procedures that may have permanent or irreversible effects,
3 3 3 3 3 3 3 3 3 3
whether performed at the facility or referred to another facility, must not be abused and can be administered only with the free
and informed consent of the person
3 3 3 3 3 3 3 3 3 3
3 3 3 3 3 3 3 3 3 3
3 2 3 3 3 3 3 3 3 3

4.4: no service user is subject to medical or scientific experimentation without his or her informed consent

4.5: safeguards are in place to prevent torture or cruel, inhuman or degrading treatment and other forms of illtreatment and
abuse

Final score

3

3

3

3

3

2

2

2

3

2

3

3

3

3

3

3

3

3

3

3

2

3

3

3

3

3

3

3

3

2

3

2

3

3

2

2

3

3

3

3

3

3

3

3

3

2

3

3

3

3

2.9

3.0

3.0

3.0

2.1

2.7

2.5

2.7

2.5

2.4

2.4

2.7

2.7

2.5

2.5

2.5

3.0

2.6

2.5

2.4

2.6

2.9

2.8

2.5

2.5 (0, 5)
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3

3

2

2 2 3 3 3 3 3 2 3 3

4.2: alternative methods are used in place of seclusion and restraint as means of de-escalating potential crises

3

3

3

3

2

2

3

3

2

2

3

3

3

3

3

2

3

3

2

2

4.1: service users have the right to be free from verbal, mental, physical and sexual abuse and physical and emotional neglect

Theme 4 freedom from torture or cruel, inhuman or degrading treatment or punishment and from exploitation, violence and abuse

3 2 3 2 3 3 2 2 2 2

3.1: service users’ preferences regarding the place and form of treatment are always the priority

Theme 3 the right to exercise legal capacity and the right to personal liberty and the security of person

3 3 3 3 3 3 3 3 3 3

2.1: facilities are available to everyone who requires treatment and support

Theme 2 the right to enjoyment of the highest attainable standard of physical and mental health

2 2 2 3 2 2 2 3 3 3

1.2: the sleeping conditions of service users are comfortable and allow sufficient privacy

1 2 3 4 5 6 7 8 9 10 11 12 13 Total (mean, SD)

Wards

1.1: the building is in good physical condition

Theme 1 the right to an adequate standard of living

Themes and standards

Table 2 QualityRights Tool Kit review
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3 3 3 3 3 2 3 3 3 3
3 3 3 2 2 3 3 3 2 3
3 2 3 3 3 3 2 2 2 3
2 3 2 2 2 3 2 2 3 3
3 2 3 2 3 3 3 2 2 3

5.2: service users can access education and employment opportunities

5.3: the right of service users to participate in political and public life and to exercise freedom of association is supported

5.4: service users are supported in taking part in social, cultural, religious and leisure activities

Final score

3

3

3

3

3

3

2

3

3

3

3

3

3

3

3

2.7

2.5

2.7

2.8

2.9

1 2 3 4 5 6 7 8 9 10 11 12 13 Total (mean, SD)

Wards

5.1: service users are supported in gaining access to a place to live and have the financial resources necessary to live in the community

Theme 5 the right to live independently and be included in the community

Themes and standards

Table 2 (continued)
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study wards. Tapes from the interviews were first listened
through, and second, keeping in mind the standards of
the QualityRights Tool Kit, quotations were transcribed
from the tapes to a Word document.

Results
Altogether, 13 visits (during 1 or 2 days) to the wards
were prescheduled and realized during the data collection period. Most wards were located in Northern and
Eastern Finland (f = 5, 38%) and Southern Finland (f =
5, 38%). All wards were closed. Almost half (f = 6, 46%)
were acute inpatient wards for adults, and the rest were
rehabilitation and forensic psychiatric wards. On average 289 service users [standard deviation (SD) 187.3]
received treatment on the wards annually, and there were
approximately 20 beds (SD 6.4). The average length of
treatment periods was 24 days (SD 21.10).
A total of 130 staff members, 45 service users and five
family members (three through individual telephone
interviews) participated in reviewing the quality of mental health services and the rights of the people receiving
treatment in inpatient services. Table 1 offers an overview of the interview locations, ward characteristics and
the participants in the group interviews.
Results are presented here with the final scores of the
themes, as theme standards with the lowest and highest
scores (Table 2), and with participant quotes extracted
from the taped interviews.
Theme 1: the right to an adequate standard of living

The right to an adequate standard of living in Finland
was partially achieved, with a final score of 2.6/3 based
on seven standards. The standard dealing with the ward
environment received the lowest score (2.4), whereas the
standard related to food, safe drinking-water and clothing was almost fully achieved (2.9).
Ward spaces are just too small. There are too few
meeting rooms. Rooms for service users are for two
persons. If families come to visit, there is not much
privacy.
[Staff, identifier (ID) 1]
This ward environment is bright and beautiful. I had
expected gloomier.
(Family member, ID 3)
Here you are never left with hunger.
(Patient, ID 19)
Theme 2: the right to enjoyment of the highest attainable
standard of physical and mental health

The right to health was partially achieved with a final
score of 2.7/3. Three standards scored below this
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average with a score of 2.5 (standards related to skilled
staff, good-quality health services; treatment, psychosocial rehabilitation, and links to support networks;
availability of and use of psychotropic mediation). The
standard about the availability of the facilities to anyone requiring treatment and support was fully achieved
(3/3) on every ward.
I personally would want more occupational therapeutic and physiotherapeutic services, maybe even
a dietician. These services are not provided here
much.
(Staff, ID 35)
It would be good if you would get more information about these medications. Do they make you
swell, and what other side effects might there be?
(Patient, ID 37)
I have not been told anything except that a doctor
said, “See you tomorrow.” I have been kept in the
dark. Blood samples have been taken, but I have
not been told the results or why the samples were
taken.
(Patient, ID 38)
Here, (service users) are taken care of from head to
toe.
(Staff, ID 102)

Theme 3: the right to exercise legal capacity and the right
to personal liberty and the security of person

The theme covering the right to exercise legal capacity, to personal liberty and to security was partially
achieved, with the lowest final score out of the five
themes, 2.5/3. Two standards scored below the final
score, 2.4 (the standard related to the respect of service users’ preferences regarding the place and form
of treatment, and the standard related to safeguards
and procedures preventing detention and treatment
without free and informed consent), while the standard related to the right to confidentiality and access to
personal health information achieved the highest score,
2.7.
I have heard about Kanta.fi (to get access to electronic personal health information), but I don’t
think one can see everything they want to see there.
I have not visited there. Staff have not informed me
about this.
(Patient, ID 1)
It (information about patient rights) is not given
on a regular basis, but given if asked. Today, a
patient came to say that they wanted to file a complaint. Then we told them how to do it. So yeah, we
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are taking care of these kinds of things.
(Staff, ID 125)
Theme 4: freedom from torture or cruel,
inhuman or degrading treatment or punishment
and from exploitation, violence and abuse

Theme 4, involving freedom from torture or degrading
treatment, was almost fully achieved and scored highest
out of the five themes with 2.9/3. The standard related to
the use of alternative methods in place of seclusion and
restraint achieved a score of 2.1, which was the lowest
out of the 25 standards evaluated. However, three standards out of five achieved a full score (3/3): the standard
related to the non-abuse of electroconvulsive therapy, the
standard about scientific experimentation, and the standard about safeguards in place to prevent ill-treatment.
Human beings, after all, do not deserve seclusion.
There is not even a toilet, but you have to pee in the
corners. You just have a blanket around you. You
have a pretty helpless and naked feeling afterwards.
(Patient, ID 1)
We have not made any real agreements about treatment (with the service users), like “if I’m feeling this
way, treat me like this.” If there are 20 service users
on the ward and each of them would like to receive
different care, we would get all confused. So we have
to go with our own ways of providing care.
(Staff, ID 88)
Theme 5: the right to live independently and be included
in the community

The right to independent living and to being included in
one’s community was partially achieved with a final score
of 2.7/3. The lowest score in this theme was given to the
standard about support in taking part in different community free-time activities, 2.5. One standard scored
above the final score: the standard about gaining access
to a place to live and having the financial resources necessary to live in the community, 2.9.
I need to find accommodation. I did not get a positive reaction from the social worker. I should have
done it myself (sought accommodation). I don’t know
why the social worker did not support my efforts or
that we could not start searching together.
(Patient, ID 21)
If we are thinking about supported accommodation,
usually a patient goes to these places with a nurse.
That is before the official visit and negotiation. The
patient and the nurse visit the webpages (of the
accommodation place) together.
(Staff, ID 114)
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Discussion
In this paper, we present findings from a study reviewing the quality of mental health services and the rights
of people receiving treatment in inpatient services in
Finland. According to our knowledge, this is the first
paper reporting the use of the WHO QualityRights
Tool Kit in a high-income Nordic country. The analysis
shows that Finnish mental health services are partially or
fully achieving all the standards set by the WHO QualityRights Tool Kit (the final scores 2.5–2.9 out of 3) [5].
The results of this study confirm the high quality of Finnish mental health services but also reveal areas where further improvements are needed. This shows that, when it
comes to care of the most vulnerable service user group,
it is not enough to just assume that the quality of care is
automatically ensured in high-income countries. In this
section, we discuss key strengths of the Finnish mental
health system, but also standards that, in light of our document review, observations, and/or interviews, have not
been fully achieved.
The highest final score out of the five themes (2.9/3)
was achieved under the theme Freedom from torture,
cruel, inhuman or degrading treatment or punishment
and from exploitation, violence and abuse. This result is
opposite to what Minoletti et al. [13] found in their study,
which revealed a lack of preventive measures to avoid
maltreatment and cruelty in South American mental
health facilities. Our results can be considered obvious
as Finland is one of the leading countries in the world in
protecting the fundamental human rights of all citizens.
[19] On the other hand, the standard related to the use
of alternative methods in place of seclusion and restraint
received the lowest score (2.1) out of the 25 standards
evaluated. Coercive methods used in treatment can be
verified in the study results of Välimäki et al. [28] which
show that the overall reduction of coercive measures in
Finnish psychiatric hospitals has been found to be small
during the last two decades.
However, coercive methods in care should not be used
only because there is a lack of available alternative methods for seclusion and restraint. For example, in their
systematic mapping review, Baker et al. [34] found 105
interventions to reduce restrictive practices in adult psychiatric inpatient settings. Most of them were multicomponent interventions tested in non-randomized designs.
Only six randomized controlled trials were found. Across
these studies, interventions were poorly described, fidelity was not measured, and they lacked a theoretical basis.
Thus, implementing such interventions into clinical practice can be very difficult. Another umbrella review highlighted evidence of the benefits of staff training, shared
decision-making and integrated care interventions in
reducing coercive treatment in psychiatric services [35].
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Fortunately, after our data collection, more evidencebased, effective alternatives for seclusion and restraint
have been put in place in Finland. Alternative interventions based on, for instance, tested interventions such as
the Safewards and the Six Core Strategies, are now widely
spread across Finland [36]. However, there are large deviations between wards in terms of adopting alternatives.
There is still room for further development in inpatient
psychiatric services as the total mental health workforce
is high in Finland, [17] and no scarcity of resources was
found in our study, unlike in many other countries [8, 11].
Standards about availability of facilities to anyone
who requires treatment and support, non-abuse of electroconvulsive therapy, scientific experimentation, and
safeguards being in place to prevent ill-treatment all
received a score of 3/3, indicating that they are being
fully achieved. In Finland, several acts, such as the Mental Health Act (1116/1990), [37] the Health Care Act
(1326/2010), [38] and the Act on the Status and Rights of
Patients (785/1992), [39] protect service users and create
prerequisites for quality of treatment. There are regulations about patient information registers and handling of
patient data (Health Care Act 1326/2010), [38] and about
treating illness with mutual understanding (Act on the
Status and Rights of Patients 785/1992) [39]. However,
mental health care legislation in Finland is rather dated.
One could question if the Mental Health Act from 1990
is still valid and up to date in the 2020s. Putkonen and
Völlm [40] concluded that the medical orientation of the
Finnish mental health legislation, over individuals’ civil
liberties, may be one reason for the high rates of involuntary care. Välimäki et al. [41] have described the Finnish
approach to involuntary treatment as paternalistic. Also,
the option for compulsory outpatient treatment is missing from Finnish national legislation, an option that could
be beneficial for forensic psychiatric patients [40].
The lowest final score out of five themes (2.5/3) was
received by the right to exercise legal capacity, personal
liberty and the security of person. Our study wards were
acute, rehabilitation, and forensic psychiatric wards.
They were closed wards for service users with severe
mental illnesses in an acute state (F20 Schizophrenia
being the most common diagnosis) [42]. Service users in
acute and forensic psychiatric wards are often hospitalized against their will, and therefore, our results may be
biased towards the views of people treated against their
will in a restrictive environment [29]. In Finland, a person
can be admitted to involuntary care if they are diagnosed
as mentally ill. This is done in cases when the person’s
health or safety or the health or safety of others would
be endangered if treatment was not administered, and
if all other mental health services would be inapplicable
or inadequate [Mental Health Act (1116/1990)] [37]. The
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forensic psychiatric wards in our study dealt with service
users whose treatment could be particularly dangerous
or difficult [Mental Health Act (1116/1990)] [37]. Participants in our study may therefore have had strong feelings
about being treated against their will and being kept in
a restricted environment, which may explain part of the
results. Therefore, keeping in mind that current Finnish
service approaches emphasize community care and outpatient services (Mental Health Finland 2021), the results
cannot be generalized to all mental health services in Finland [43].
In previous studies, authors have suggested that
informants may have provided an overly optimistic picture of the quality of care and fulfilment of human rights
[7, 10]. In Finland, this may not be the case as all people have the fundamental right to express their opinion
(The Constitution of Finland 731/1999), [44] and Finland
ranks second in the World freedom of expression rankings 2019/20 [45]. Nevertheless, it has been stated that
the right of service users to exercise their legal capacity
may be difficult in Finland due to the complexity of the
complaint process [46]. In our study, service users mentioned that they had not been properly informed about
their rights to complain or how to contact a patient
ombudsman. Thus, we may question if wards are doing
enough to promote service users’ civil and legal rights
while they are hospitalized. Already over a decade ago,
Kuosmanen et al. [47] suggested that professionals working in the field of mental health need education on how
to support service users in exercising their legal capacity. Also at the international level, there is an urgent need
for effective interventions to strengthen service user
complaint systems [48]. This study suggests that Finnish mental health policy makers should further discuss
what actions should be taken to improve the situation.
The results also suggest the need for a national review
in psychiatric facilities, in line with suggestions from the
CPT [30]. Structured interventions to aid the realization
of legal rights, like OPeNS, [49] may be needed to support service users, especially when involuntary admitted
to psychiatric care, to adequately fulfil WHO’s standards.
There is also room for improvement in service users’
preferences regarding treatment, informed consent, and
facilities (standard score 2.4/3). A recent interview study
among Finnish clinicians working in psychiatric care
concluded that there seems to be a shift from paternalistic treatment decisions towards shared decision making
(SDM) and patient-centered care [50]. From the viewpoints of service users and their families, these improvements are still modest [51, 52]. Positive development
could be promoted by implementing tested approaches
to aid SDM, such as SDM-Plus, [53] in Finnish psychiatric
facilities. SDM-Plus provides training for service users, in
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addition to professionals. This could be useful in Finland as
patients may not be used to taking part in their care decisions, due to, for instance, a lack of decisional capacity or
the feeling of powerlessness during involuntary treatment
[54]. Further, the role and process of psychiatric advance
statements and other crisis planning should be promoted
and made clearer in Finland to better fulfill the treatment
preferences of service users. This would also help reduce
the number of compulsory admissions [55, 56].
Our study revealed regional differences in facilities
regarding resources that inpatient units have. In terms of
physical environments, not all of the wards were able to
provide a “welcoming, comfortable, stimulating environment conducive to active participation and interaction”
(Table 2). Some wards we visited operated in transitory
premises, designed for the care of physical illnesses, but
not meant for people recovering from mental health crises. As it has already been stated, psychiatric facilities
may not always look and function like places for care and
recovery [57]. Fortunately, new psychiatric hospitals have
been opened since our data collection took place, and
several construction projects are underway in Finland.
In terms of human resources, the number of health
care staff ranged from 22 to 48, varying from several psychiatrists, psychologists, and social workers on the ward
to just one or none at all. The number of service users
on the wards ranged from 42 to 666 annually, and the
number of beds, from 12 to 32, meaning that wards varied from those who provided care for many service users
with minimal bed capacity (e.g., acute care) to those who
had fewer service users and more beds (e.g., rehabilitation). A study conducted in the Finnish capital region
confirmed WHO’s information about well-resourced
mental health services, but this descriptive information
collected in our study highlights the need for further
investigation of how much variation exists in terms of
available resources within the country [17, 21].
This study has limitations. The study results are only
generalizable to 13 inpatient wards in Finland. Although
all of the main geographical regions in Finland were represented in the study, hospitals in two regions might be overrepresented. Our original inclusion criteria (closed wards
with psychiatric beds and specific facilities for patient
seclusion) might have determined that 28 hospitals out
of 32 were deemed eligible, of which 13 hospitals refused
to participate. The main reason for refusal was that other
similar research projects were ongoing or about to start.
We did not collect demographic information from the participants, so we cannot state if some groups (age, gender)
were underrepresented in the interviews or if those who
participated differed from those who did not consent to
participate. However, we know that all participants were
adults (18 years old or older), and all study wards were
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mixed-gender wards. Based on the inclusion criteria, all
participants were able to speak and read Finnish. The evaluations done in this study left out a few standards, impairing the quality of the evaluation. Moreover, the evaluations
are based on the reviews of two researchers, material precollected on the wards, and four scores for each standard, all elements that could have potentially reduced the
validity of the results. A more versatile composition of the
research groups, for example, with experienced experts
and pharmacologists, could have improved the thoroughness of the evaluations. Further, our study did not achieve
the sample size of family members that it aimed for. At
some sites, the number of service users was small, and on
one ward, we were unable to recruit any service user participants at all. These recruitment issues hinder the study
validity, as statements made by staff members cannot be
triangulated with findings from a sufficient number of service users and family members.

Conclusions
To summarize, the quality of Finnish psychiatric inpatient services is at a high level, based on our review. However, the analysis reveals areas where improvements are
needed, such as the rights to exercise legal capacity, personal liberty, and the security of person, which are fundamental rights of all human beings. Even though torture
and degrading treatment does not exist in psychiatric
facilities in Finland, alternative methods to seclusion and
restraint are still needed. In our VIOLIN trial, we were
able to use this review as groundwork for an evidencebased educational intervention. Future steps in Finland
could include implementing the WHO QualityRights
training program in all psychiatric hospitals [58]. As
proposed by Duffy and Kelly in Ireland, [59] this training could reduce coercive practices, which we also found
problematic in our study. Improvement in service users’
preferences regarding treatment, informed consent and
facilities could be realized through shared decision making and keeping service users informed. A nationwide
review using the WHO QualityRights Tool Kit, in different kinds of facilities, including outpatient units, would
be needed to gain a more comprehensive and comparable
picture of the Finnish mental health care system.
Abbreviations
CPT: The European Committee for the Prevention of Torture and Inhuman
or Degrading Treatment or Punishment; CRPD: Convention on the Rights of
Persons with Disabilities; DALY: Disability-adjusted life years; HAQ: Healthcare
access and quality; ID: Identifier; Kela: Social Insurance Institution; LMIC: Lowand middle-income countries; OECD: Organisation for Economic Cooperation
and Development; RCT: Randomized controlled trial; SD: Standard deviation;
STROBE: The Strengthening the reporting of observational studies in epidemiology; WHO: World Health Organization.

Lantta et al. Int J Ment Health Syst

(2021) 15:70

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13033-021-00495-7.
Additional file 1: Instructions for the document review.
Acknowledgements
We would like to thank participants from the study wards for sharing their
views on the study topic. We would also like to thank Dr. Virve Pekurinen for
her valuable contribution in data collection.
Authors’ contributions
MV initiated the study and received the grants for the study. MV, TL and MA
developed the study design. TL and MA planned and realized the data collection. TL analyzed the data and designed the manuscript. TL and MA drafted
the manuscript. MV has substantively revised the manuscript. All authors have
read and approved the final manuscript.
Funding
The study was supported by the Academy of Finland (Grant Numbers 294298,
307367) and the Hospital District of Southwest Finland (Grant Number 13893).
The funding bodies have not participated in the design of the study or the
writing of the current manuscript and have not participated in the collection,
analysis, or interpretations of the data.
Availability of data and materials
The datasets used and/or analyzed during the current study are available from
the corresponding author on reasonable request.

Page 13 of 15

4.
5.
6.

7.
8.

9.
10.
11.

12.

Declarations
Ethics approval and consent to participate
As part of the VIOLIN project, an ethical review was conducted by the Ethics
Committee of the Hospital District of Southwest Finland (ETMK: 9/1801/2016).
Permission to conduct the study was granted separately for each hospital.
A WHO Permission Team authorized our request to use the English version
of the Tool Kit (12 April 2016); an official Finnish translation was not needed
as the Tool Kit was used as an interview/data categorization guide by the
research team competent in using materials in English. Written informed consent was obtained from each participant for the recorded group interviews.

13.

14.

Consent for publication
Not applicable.

15.

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

16.

Author details
1
Department of Nursing Science, ICT-City, University of Turku, 20014 Turku,
Finland. 2 Xiangya Nursing School, Central South University, 172 Tongzipo
Road, Changsha 410013, Hunan, China.

17.

Received: 5 May 2021 Accepted: 17 August 2021

References
1. Asanbe C, Gaba A, Yang J. Mental health is a human right. American
Psychological Association. 2018. https://www.apa.org/international/pi/
2018/12/mental-health-rights. Accessed 21 Apr 2021.
2. Batada, A, Leon Solano R. Harnessing technology to address the global
mental health crisis. World Bank. 2019. https://openknowledge.world
bank.org/handle/10986/31766. Accessed 6 July 2021.
3. UN Special Rapporteur on the right to physical and mental health. United
Nations. 2021. https://www.ohchr.org/en/issues/health/pages/srrighthea
lthindex.aspx. Accessed 6 July 2021.

18.
19.
20.

World Health Organization (WHO). WHO QualityRights initiative—
improving quality, promoting human rights. 2021. https://www.who.int/
mental_health/policy/quality_rights/en/. Accessed 21 Apr 2021.
World Health Organization (WHO). WHO QualityRights Tool Kit. 2012.
https://www.who.int/mental_health/publications/QualityRights_toolkit/
en/. Accessed 21 Apr 2021.
World Health Organization (WHO). Mental health, human rights and
standards of care. Assessment of the quality of institutional care for adults
with psychosocial and intellectual disabilities in the WHO European
Region. 2018. https://www.euro.who.int/__data/assets/pdf_file/0017/
373202/mental-health-programme-eng.pdf. Accessed 21 Apr 2021.
Elnemais FM. Quality of life and human rights conditions in a public
psychiatric hospital in Cairo. Int J Hum Rights Healthc. 2015;8(4):199–217.
https://doi.org/10.1108/IJHRH-02-2015-0006.
Carta MG, Ghacem R, Milka M, Moula O, Staali N, Uali U, Bouakhari G,
Mannu M, Refrafi R, Yaakoubi S, Moro MF, Baudel M, Vasseur-Bacle S, Drew
N, Funk M. Implementing WHO-Quality Rights Project in Tunisia: results
of an intervention at Razi Hospital. Clin Pract Epidemiol Ment Health.
2020;16(Suppl-1):125–33. https://doi.org/10.2174/174501790201601
0125.
Rekhis M, Ben Hamouda A, Ouanes S, Rafrafi R. Rights of people with
mental disorders: realities in healthcare facilities in Tunisia. Int J Soc Psychiatry. 2017;63(5):439–47. https://doi.org/10.1177/0020764017712301.
Nomidou A. Standards in mental health facilities—an in depth case
study in Greece using the WHO QualityRights tool. J Public Ment Health.
2013;12(4):201–11. https://doi.org/10.1108/JPMH-06-2013-0046.
Winkler P, Kondrátová L, Kagstrom A, Kučera M, Palánová T, Salomonová
M, Šturma P, Roboch Z, Murko M. Adherence to the convention on the
rights of people with disabilities in Czech Psychiatric Hospitals: a nationwide evaluation study. Health Hum Rights. 2020;22(1):21–33.
Minoletti A, Toro O, Alvarado R, Rayo X. Differences on perceptions of
quality of care and respect for rights in mental health between user,
family and staff. Rev Fac Cien Med Univ Nac Cordoba. 2015;72(4):261–9.
https://doi.org/10.31053/1853.0605.v72.n4.13833.
Minoletti A, Toro O, Alvarado R, Carniglia C, Guajardo A, Rayo X. Respeto a
los derechos de las personas que se atienden en Servicios de Psiquiatría
Ambulatoria en Chile [A survey about quality of care and user’s rights in
Chilean psychiatric services]. Rev Med Chil. 2015;143(12):1585–92. https://
doi.org/10.4067/S0034-98872015001200012.
Pathare S, Funk M, Drew Bold N, Chauhan A, Kalha J, Krishnamoorthy
S, Sapag JC, Bobbili SJ, Kawade R, Shah S, Mehta R, Patel A, Gandhi U,
Tilwani M, Shah R, Sheth H, Vankar G, Parikh M, Parikh I, Rangaswamy
T, Bakshy A, Khenti A. Systematic evaluation of the QualityRights programme in public mental health facilities in Gujarat, India. Br J Psychiatry.
2019. https://doi.org/10.1192/bjp.2019.138.
Davies R. Shekhar Saxena: making mental health a development priority.
Lancet. 2018;392(10157):1509. https://doi.org/10.1016/S0140-6736(18)
32476-0.
GBD 2016 Healthcare Access Quality Collaborators. Measuring performance on the Healthcare Access and Quality Index for 195 countries and
territories and selected subnational locations: a systematic analysis from
the Global Burden of Disease Study 2016. Lancet. 2018;391(10136):2236–
71. https://doi.org/10.1016/S0140-6736(18)30994-2.
World Health Organization (WHO). Monitoring mental health systems
and services in the WHO European Region: Mental Health Atlas, 2017.
2019. https://www.euro.who.int/en/health-topics/noncommunicable-
diseases/mental-health/publications/2019/monitoring-mental-health-
systems-and-services-in-the-who-european-region-mental-health-atlas
,-2017-2019. Accessed 21 Apr 2021.
Organisation for Economic Cooperation and Development (OECD). OECD
Health Working Papers No. 72. Finland: Mental Health Analysis Profiles
(MhAPs); 2014. https://doi.org/10.1787/5jz1591p91vg-en.
World Justice Project. WPJ Rule of Law Index. Global insights. Finland.
2020. https://worldjusticeproject.org/rule-of-law-index/global/2020/Finla
nd/. Accessed 21 Apr 2021.
Gutiérrez-Colosía MR, Salvador-Carulla L, Salinas-Pérez JA, García-Alonso
CR, Cid J, Salazzari D, Montagni I, Tedeschi F, Cetrano G, Chevreul K,
Kalseth J, Hagmair G, Straßmayr C, Park AL, Sfectu R, Ala-Nikkola T,
González-Caballero JL, Rabbi L, Kalseth B, Amaddeo F, REFINEMENT
Group. Standard comparison of local mental health care systems in eight

Lantta et al. Int J Ment Health Syst

21.

22.
23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.
34.

35.

36.

(2021) 15:70

European countries. Epidemiol Psychiatr Sci. 2019;28(2):210–23. https://
doi.org/10.1017/S2045796017000415.
Sadeniemi M, Almeda N, Salinas-Pérez JA, Gutiérrez-Colosía MR, GarcíaAlonso C, Ala-Nikkola T, Joffe G, Pirkola S, Wahlbeck K, Cid J, SalvadorCarulla L. A comparison of mental health care systems in Northern and
Southern Europe: a service mapping study. Int J Environ Res Public
Health. 2018;15(6):1133. https://doi.org/10.3390/ijerph15061133.
World Health Organization (WHO). Mental Health ATLAS 2017 Member
State Profile. Finland. 2018. https://www.who.int/mental_health/evide
nce/atlas/profiles-2017/FIN.pdf?ua=1. Accessed 6 July 2021.
Nordic Burden of Disease Collaborators. Life expectancy and disease
burden in the Nordic countries: results from the Global Burden of
Diseases, Injuries, and Risk Factors Study 2017. Lancet Public Health.
2019;4(12):e658–69. https://doi.org/10.1016/S2468-2667(19)30224-5.
Finnish Centre for Pensions. Mental disorders the most common reason
for retirement on a disability pension. 2020. https://www.etk.fi/en/topic
al-issues/mental-disorders-the-most-common-reason-for-retirement-
on-a-disability-pension/. Accessed 21 Apr 2021.
Official Statistics of Finland (OSF). Causes of death.ISSN=1799–5078.
2018, 6. 2019. Number of suicides fell slightly from the previous year.
Helsinki: Statistics Finland. http://www.stat.fi/til/ksyyt/2018/ksyyt_2018_
2019-12-16_kat_006_en.html. Accessed 21 Apr 2021.
Eurostat. Causes of death—crude death rate by NUTS 2 region of
residence. 2021. https://ec.europa.eu/eurostat/databrowser/view/HLTH_
CD_ACDR2__custom_1103599/default/table?lang=en. Accessed 21 Apr
2021.
Ministry of Social Affairs and Health. Plan for mental health and substance
abuse work—proposals for development of mental health and substance
abuse work 2015. Helsinki, Finland. 2014. https://julkaisut.valtioneuvosto.
fi/bitstream/handle/10024/74460/URN_ISBN_978-952-00-3472-6.pdf?
sequence=1. Accessed 21 Apr 2021.
Välimäki M, Yang M, Vahlberg T, Lantta T, Pekurinen V, Anttila M, Normand SL. Trends in the use of coercive measures in Finnish psychiatric
hospitals: a register analysis of the past two decades. BMC Psychiatry.
2019;19(1):230. https://doi.org/10.1186/s12888-019-2200-x.
Sheridan Rains L, Zenina T, Dias MC, Jones R, Jeffreys S, Branthonne-Foster
S, Lloyd-Evans B, Johnson S. Variations in patterns of involuntary hospitalisation and in legal frameworks: an international comparative study. Lancet Psychiatry. 2019;6(5):403–17. https://doi.org/10.1016/S2215-0366(19)
30090-2.
Council of Europe. Preliminary observations made by the delegation of
the European Committee for the prevention of torture and inhuman or
degrading treatment or punishment (CPT) which visited Finland from 7
to 18 September 2020. 2020. https://rm.coe.int/1680a00dac. Accessed 21
Apr 2021.
Välimäki M, Yang M, Normand SL, Lorig KR, Anttila M, Lantta T, Pekurinen
V, Adams CE. Study protocol for a cluster randomised controlled trial to
assess the effectiveness of user-driven intervention to prevent aggressive
events in psychiatric services. BMC Psychiatry. 2017;17(1):123. https://doi.
org/10.1186/s12888-017-1266-6.
von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke
JP, STROBE Initiative. The strengthening the reporting of observational
studies in epidemiology (STROBE) statement: guidelines for reporting
observational studies. Bull World Health Organ. 2007;85(11):867–72.
https://doi.org/10.2471/blt.07.045120.
Hsieh HF, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15(9):1277–88. https://doi.org/10.1177/10497
32305276687.
Baker J, Berzins K, Canvin K, Benson I, Kellar I, Wright J, Lopez RR, Duxbury
J, Kendall T, Stewart D. Non-pharmacological interventions to reduce
restrictive practices in adult mental health inpatient settings: the COMPARE systematic mapping review. Southampton: NIHR Journals Library;
2021.
Barbui C, Purgato M, Abdulmalik J, Caldas-de-Almeida JM, Eaton J, Gureje
O, Hanlon C, Nosè M, Ostuzzi G, Saraceno B, Saxena S, Tedeschi F, Thornicroft G. Efficacy of interventions to reduce coercive treatment in mental
health services: umbrella review of randomised evidence. Br J Psychiatry.
2020. https://doi.org/10.1192/bjp.2020.144.
Asikainen J, Louheranta O, Vehviläinen-Julkunen K, Repo-Tiihonen E. Use
of coercion prevention tools in Finnish psychiatric wards. Arch Psychiatr
Nurs. 2020;34(5):412–20. https://doi.org/10.1016/j.apnu.2020.07.013.

Page 14 of 15

37. Mental Health Act (1116/1990). FINLEX. https://www.finlex.fi/en/laki/
kaannokset/1990/en19901116. Accessed 21 Apr 2021.
38. Health Care Act (1326/2010). FINLEX. https://www.finlex.fi/en/laki/kaann
okset/2010/en20101326. Accessed 21 Apr 2021.
39. Act on the Status and Rights of Patients (785/1992). FINLEX. https://finlex.
fi/en/laki/kaannokset/1992/en19920785. Accessed 21 Apr 2021.
40. Putkonen H, Völlm B. Compulsory psychiatric detention and treatment in
Finland. Psychol Bull. 2007;31:101–3. https://doi.org/10.1192/pb.bp.106.
009472.
41. Välimäki M, Taipale J, Kaltiala-Heino R. Deprivation of liberty in psychiatric
treatment: a Finnish perspective. Nurs Ethics. 2001;8(6):522–32. https://
doi.org/10.1177/096973300100800606.
42. National Institute for Health and Welfare. Psykiatrinen erikoissairaanhoito
2019. Tilastoraportti: 53/2020. [Psychiatric specialist medical care 2019.
Statistical report: 53/2020]. 2020. http://urn.fi/URN:NBN:fi-fe20201217
101056. Accessed 21 Apr 2021.
43. Mental Health Finland. Mental Health Services. 2021. https://mieli.fi/en/
home/mental-health/seeking-help-mental-health-problems/mental-
health-services. Accessed 6 July 2021.
44. The Constitution of Finland 731/1999. FINLEX. https://www.finlex.fi/en/
laki/kaannokset/1999/en19990731. Accessed 21 Apr 2021.
45. Article 19. World freedom of expression rankings for 2019/20. 2021.
https://www.article19.org/gxr2020/. Accessed 21 Apr 2021.
46. Välimäki M, Kuosmanen L, Kärkkäinen J, Kjervik DK. Patients’ rights to
complain in Finnish psychiatric care: an overview. Int J Law Psychiatry.
2009;32(3):184–8. https://doi.org/10.1016/j.ijlp.2009.02.002.
47. Kuosmanen L, Kaltiala-Heino R, Suominen S, Kärkkäinen J, Hätönen H,
Ranta S, Välimäki M. Patient complaints in Finland 2000–2004: a retrospective register study. J Med Ethics. 2008;34(11):788–92. https://doi.org/
10.1136/jme.2008.024463.
48. Mirzoev T, Kane S. Key strategies to improve systems for managing
patient complaints within health facilities—what can we learn from the
existing literature? Glob Health Action. 2018;11(1):1458938. https://doi.
org/10.1080/16549716.2018.1458938.
49. Burn E, Conneely M, Leverton M, Giacco D. Giving patients choices during
involuntary admission: a new intervention. Front Psychiatry. 2019;10:433.
https://doi.org/10.3389/fpsyt.2019.00433.
50. Hilden HM, Hautamäki L, Korkeila J. Clinicians’ experiences on patients’
demands and shared decision making in Finnish specialized mental
health care. Nord J Psychiatry. 2021;75(3):194–200. https://doi.org/10.
1080/08039488.2020.1833983.
51. Laitila M, Nummelin J, Kortteisto T, Pitkänen A. Service users’ views regarding user involvement in mental health services: a qualitative study. Arch
Psychiatr Nurs. 2018;32(5):695–701. https://doi.org/10.1016/j.apnu.2018.
03.009.
52. Lantta T, Anttila M, Varpula J, Välimäki M. Facilitators for improvement
of psychiatric services and barriers in implementing changes: From the
perspective of Finnish patients and family members. Int J Ment Health
Nurs. 2021;30(2):506–23. https://doi.org/10.1111/inm.12815.
53. Hamann J, Holzhüter F, Blakaj S, Becher S, Haller B, Landgrebe M,
Schmauß M, Heres S. Implementing shared decision-making on acute
psychiatric wards: a cluster-randomized trial with inpatients suffering
from schizophrenia (SDM-PLUS). Epidemiol Psychiatr Sci. 2020;29: e137.
https://doi.org/10.1017/S2045796020000505.
54. Hamann J, Kohl S, McCabe R, Bühner M, Mendel R, Albus M, Bernd J. What
can patients do to facilitate shared decision making? A qualitative study
of patients with depression or schizophrenia and psychiatrists. Soc Psychiatry Psychiatr Epidemiol. 2016;51(4):617–25. https://doi.org/10.1007/
s00127-015-1089-z.
55. de Jong MH, Kamperman AM, Oorschot M, Priebe S, Bramer W, van de
Sande R, Van Gool AR, Mulder CL. Interventions to reduce compulsory
psychiatric admissions: a systematic review and meta-analysis. JAMA
Psychiat. 2016;73(7):657–64. https://doi.org/10.1001/jamapsychiatry.2016.
0501.
56. Molyneaux E, Turner A, Candy B, Landau S, Johnson S, Lloyd-Evans B.
Crisis-planning interventions for people with psychotic illness or bipolar
disorder: systematic review and meta-analyses. BJPsych Open. 2019;5(4):
e53. https://doi.org/10.1192/bjo.2019.28.
57. Sunkel C, The UN. Convention: a service user perspective. World Psychiatry. 2019;18(1):51–2. https://doi.org/10.1002/wps.20606.

Lantta et al. Int J Ment Health Syst

(2021) 15:70

58. World Health Organization (WHO). Strategies to end seclusion and
restraint. WHO QualityRights Specialized training. 2019. https://apps.
who.int/iris/bitstream/handle/10665/329605/9789241516754-eng.pdf.
Accessed 21 Apr 2021.
59. Duffy RM, Kelly BD. Can the World Health Organisation’s ‘QualityRights’ initiative help reduce coercive practices in psychiatry in Ireland? Ir J Psychol
Med. 2020. https://doi.org/10.1017/ipm.2020.81.

Page 15 of 15

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

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

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

