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Introduction: Debates about coercive practices have challenged a traditional biomedical hegemony in mental health care. The perspectives of service user organizations have gained considerable ground, such as in the development of the Convention on the Rights of Persons with Disabilities. Such changes are often contested, and might in practice be a result of (implicit) negotiation between stakeholders with different discursive positions. To improve understanding of such processes, and how discursive positions may manifest and interact, we analyzed texts published over a 10 year period related to the introduction of medication-free inpatient services in Norway.

Methods: We conducted qualitative analyses of 36 policy documents related to the introduction of medication-free services and 75 opinion pieces from a subsequent debate. We examined discursive practices in these texts as expressions of what is perceived as legitimate knowledge upon which to base mental health care from the standpoints of government, user organizations and representatives of the psychiatric profession. We paid particular attention to how standpoints were framed in different discourse surrounding mental health care, and how these interacted and changed during the study period (2008–2018).

Results: The analysis shows how elements from the discourse promoted by service user organizations—most notably the legitimacy of personal experiences as a legitimate source of knowledge—entered the mainstream by being incorporated into public policy. Strong reactions to this shift, firmly based in biomedical discourse, endorsed evidence-based medicine as the authoritative source of knowledge to ensure quality care, although accepting patient involvement. Involuntary medication, and how best to help those with non-response to antipsychotic medication represented a point at which discursive positions seemed irreconcilable.

Conclusion: The relative authorities of different sources of knowledge remain an area of contention, and especially in determining how best to help patients who do not benefit from antipsychotics. Future non-inferiority trials of medication-free services may go some way to break this discursive deadlock.
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INTRODUCTION

Coercion, in the form of involuntary care, seclusion, restraints or involuntary medication is a controversial aspect of psychiatric practice. Several countries, including Norway, express policy ambitions to reduce the use of coercion (1, 2). Many patient activists1 and their advocates have long challenged coercive practices and lobbied for the protection from involuntary care through autonomy-based approaches (4) and a focus on recovery (5). Broadly speaking, the last 60 years have seen continuous efforts from user organizations and their academic, clinical, legal or political allies to challenge the traditional hegemony in psychiatric services through political or legal processes (6). These efforts have had some effects. For example, in the development of the Convention on the Rights of Persons with Disabilities (CRPD) (7, 8) user organizations were instrumental in replacing a “medical” model of disability and mental disorders with a “social” one, and setting out a drastically limited scope for involuntary care (9). Implementation of the Convention is slow to materialize (10) despite ratification by the governments in 181 countries. A number of academics and practitioners from the fields of psychiatry and law argue that in banning all guardianship and coerced treatment, the CRPD does not strike the right balance between patient autonomy and the professional duty to protect patients (11, 12). Patient autonomy was also a decisive factor when involuntary medication was (temporarily) considered unlawful by the German Federal Supreme Court in 2011; this too happened against the opinion expressed by professional associations (13).

In this article, we examine the introduction of medication-free inpatient services (MFS) into national policy for reducing coercion in Norway (14). The process, which eventually took 8 years, was set in motion after being suggested by a service user organization arguing for patients' rights not to be coercively treated with antipsychotic medication. The example of MFS is interesting because antipsychotic medication (under coercion if deemed necessary) remains central to clinical guidelines for both inpatient and outpatient psychosis treatment (15, 16), but remains a core area of conflict (17), and is repeatedly pointed out by patients who have experienced it as the most problematic aspect of coercion (18, 19). Also, once the Norwegian government made MFS mandatory and implementation started, a heated public debate began in which arguments for and against MFS were rehearsed. A close examination of how various stakeholders argued and lobbied for their standpoints in the implementation process and the debate that followed, might shed light on the dynamics of how positions develop and interact over time as regards coercion in mental health care, and what potential sticking points might be. In doing so, we draw particular attention to discursive positions and acts.


Discursive Positions in the Field of Psychiatry

A discourse can be described as “a particular way of talking about and understanding the world (or an aspect of the world)” (20). It implies ways of framing or talking about a subject, it promotes certain mindsets and actions, and can illuminate what a particular actor sees as legitimate knowledge or moral conduct (21). A myriad discourses can be invoked by or observed in expressions about mental health care, be it from patient, carer or clinicians' perspectives or social, historical or popular science spheres. There is no clear consensus about what constitutes and characterizes the main discourses surrounding psychiatry and mental suffering, but a number of perspectives are of relevance for the empirical analysis we present in this article.

Biomedical discourse is usually portrayed as understanding mental disorders as illnesses of the brain that require input from psychiatrists (22), who possess the relevant knowledge and therefore the legitimate authority to diagnose and treat (23). Involuntary care is sometimes needed to compensate for patients' lack of insight, in order to ensure that they benefit from evidence-based medicine (EBM) (24). Biomedical discourse is rooted in 19th-century understandings of “madness” (25), and attention was later directed toward impact on mental disorders from psychological and social factors, but medication has remained the central form of treatment (26). This discourse became hegemonic and influenced the development of mental health legislation and the institutionalization of mental health care (23).

In the wake of World War II, new forms of treatment for mental illness were developed in the fields of psychology, nursing, and social work, such as behavior therapy (27) and “the therapeutic community” (28). This was promoted by psy discourse, emphasizing that mental distress can be alleviated by changing someone's beliefs, behaviors, or social milieu. This paved the way for multidisciplinary approaches in both inpatient and outpatient settings. Psy discourse criticized the dominant focus on medication and facilitated a division of labor between mental health professionals, promoting a more diverse set of legitimate sources of knowledge and wider approaches to treatment (29). The bio-psycho-social model (30) can be seen as a framework combining biomedical and psy discourse.

It is common to label a number of discursive positions critical of psychiatric practice under the umbrella term antipsychiatry. The term was first used in 1908 by a German psychiatrist to describe the oppositional user-movement in Germany at the time (31). The term was reintroduced by David Cooper in the 60 s, and has since often been used to describe the diverse, and in part contradictory, perspectives of Laing, Foucault, Goffman, and Szasz. While none of these figures applied the term to their own scholarship (32), it has become associated with their ideas. Laingian ideas of “madness” as a reasonable response to detrimental circumstances, and the need to meaningfully engage with deeply disturbed patients (32) who are possibly made worse by asylum treatment (33), Foucault's ideas of a great “disciplining” confinement, and Szasz' claim that mental disorders are not real illnesses, are all associated with antipsychiatry (32). The same is Goffman's critique of the depersonalization that occur in “total institutions” (32) and the related attempts by Basaglia to replace such institutions with “democratic psychiatry” (34). Common for these approaches is an orientation toward social science, and in particular phenomenology, as sources of knowledge by which to understand psychiatric practice. While some service user organizations embrace the term of antipsychiatry, it is often applied by others as a derogatory term to describe, silence or ignore the potential merit of critical positions (33).

A less critical perspective that nonetheless evolved in opposition to what was perceived as therapeutic pessimism toward those with psychotic disorders is expressed in discourse of recovery. Emphasis is placed on how patients often do recover (35) and that this is achieved in a variety ways, and may well happen after someone abandons standard psychiatric treatment (36, 37). Recovery is portrayed as a fundamentally personal process (38), and directs attention toward the individual's hope, meaning, recognition and acceptance (6), which helps them to actively change attitudes and behavior (39). Over the last 20 years, recovery has become central as a guiding principle for the development of mental health services (40). The recovery concept has been criticized for lacking clarity (41), for promoting an individualistic approach, and that the focus on individuals' strengths implicitly mirrors their perceived weaknesses or deficits (42, 43).

Other positions critical of psychiatric practice direct focus toward the structural dimensions shaping it. Social justice discourse is concerned with the just distribution of benefits and burdens, the fairness of policy and the access to, and outcome of, public services. This is related to the field of psychiatry in different ways including how poverty is a determinant of mental ill health (44, 45), the curtailment of individual rights to autonomy (46, 47), and the quality of clinical interactions, especially those experienced as degrading and humiliating (4, 48, 49). A concern with distributive, procedural and interactional justice draw both on philosophical inquiry quoting a diverse field of philosophers including Plato, Kant, Mill and Rawls (50) as well as the personal accounts of patients.

Another common source of criticism toward psychiatric practice is that which primarily is concerned with how medicine and psychiatry has allowed the pharmacological industry to gain undue influence in research (51), diagnostic systems (52) and clinical practice (53). Such pharmaceutic-critical discourse is often founded on the re-interpretation of pharmaceutical studies, analyses of undesirable interactions, and often view industry-sponsored studies with suspicion (54, 55).

As already alluded to, the emphasis on patient experiences is part of several discursive positions. Over the recent decades, a more explicit experiential discourse has evolved that centers on patients' personal experiences of mental disorders and treatment as an authoritative source of knowledge (56). It developed through services users forming alliances, which has gradually increased the influence of this form of knowledge, partly borrowing from the consumerist movement (6). It is often combined with other types of criticisms of current mental health practice, including discourse associated with antipsychiatry, recovery or pharmaceutic-critical discourse.

As a slightly different kind of discursive position, but one of importance for the analysis that follows, is a bureaucratic discourse, which views the government as holding legitimate authority to steer and control those acting on behalf of the state, including the mental health professions. This discourse is manifest in arguments and arrangements that define the scope and monitor the conduct of professional powers. Governments' strategies to direct, regulate, change and monitor mental health care can be seen as a attempts at controlling and containing a powerful profession (57). In determining the boundaries of mental health services, is not uncommon that Governments, when expressing their justification for permitting coercive practices, draw on discourse surrounding the assumed dangerousness of those with mental illness thus associating mental disorders with criminality and violence (58) often triggered by high profile cases or vivid media depictions (58–60).

Any particular discourse (including those just described) seldom manifests alone or in its purest form. In texts about modern mental health care, different perspectives are usually intertwined and combined, such as when services are described as recovery-oriented and centered around patients' experiences, with an aim to change their circumstances through multidisciplinary efforts, and also sometimes insist on medication (61). While a particular discourse may be associated with one stakeholder group, there is often internal disagreement, conflict, and debates within such groups (22). Discourses are not stable but might change by such internal debate, by incorporating elements from other discourses or through mutual struggle for hegemony. The relative influence of different discursive positions on policy and practice therefore also changes over time (62).



The Aim of the Article

Discursive framing of social issues can both reflect and contribute to social and cultural change, and an analysis of the interaction between different positions may further understanding of such change (20). By identifying discursive practices, actions and reactions in texts related to the introduction of MFS in Norway, we examine these dimensions in how MFS emerged and relates to coercion. Specifically, we seek to answer three questions:

a) How did the policy decision to make MFS mandatory evolve, and which positions and shifts were observed in the process?

b) What were the central themes and areas of contention in the public debate that followed the introduction of MFS?

c) Based on the standpoints expressed by different stakeholder groups, how can we conceptualize the apparent incommensurability of their positions?




MATERIALS AND METHODS

Norway has extensive public health and welfare services. There is tradition for local variation in the development and delivery of public services, but specialist mental health care is ultimately the responsibility of the Ministry of Health, which instructs four Regional Health Authorities through annual Commissioning Letters. The Regional Authorities are responsible for a total of 20 local Hospital Trusts, which design and deliver inpatient and outpatient services. In 2016 there were 86 beds (63) and 38 700 outpatient consultations (64) per 100 000 adult population. In 2017 there were 179 involuntary admissions per 100 000 adult population (65), which in an international context is relatively high (66).


Data

Written documents can be understood as attempts to commit to paper one's position and justifying it to others. In policy processes, documents are commonly used to promote, impact and influence, and to highlight some issues and downplay or hide others (67). We considered documents concerning MFS as an appropriate source of data for our purpose.

To answer the first research question, we collected all publicly available policy documents that contained information about or views on the introduction of MFS between 2008 (the first identified document) and 2016. A number of such documents were issued by organizations or bodies like the Ministry of Health, Regional Health Authorities, Hospital Trust, and user organizations. Because policy documents are usually published on the internet, we conduced comprehensive online searches using a range of Norwegian terms applicable to MFS. We also conduced targeted searches on the websites of relevant bodies. Through this we identified a total of 36 policy documents. We consulted key individuals in the above organizations to identify any additional documents: two more documents were identified and included. A total of 36 documents thus formed part of the analysis.

We sought to answer our second question using all articles and opinion pieces that constituted the public debate. A total of 75 such texts were identified through comprehensive online searches, and appeared from summer 2016 and the following 2 years, in Dagens Medisin (Today's Medicine, a biweekly health sector newspaper, 36 texts), Aftenposten (the largest Norwegian subscription newspaper, 16 texts), and Journal of the Norwegian Medical Association (15 texts). The remaining texts were published in other newspapers and profession-based journals.



Analysis

We applied a combination of qualitative analysis methods in three analytical stages, corresponding to our three research questions.

First, we conducted a manifest content analysis (68) of the 36 policy documents to identify their key content and how this was phrased. We looked for connections between texts (20) and how they had impact on each other. This was achieved through producing condensed notes of each text, including any prominent discursive expressions. These notes were used to identify three distinct phases in the development of MFS, which were marked by differences in discursive acts and positioning. This facilitated an examination of the unfolding relationships between and changes in positions.

Second, we conducted an interpretive thematic analysis of all 75 texts from the public debate, in order to arrive at key themes and patterns between them (69). Close reading of all data led to identification of inductive codes, which were refined through an iterative process that paid attention to how various issues in the debate were promoted, addressed, or countered. Since the main stakeholder groups produced opposing texts, we endeavored to read all texts both in an engaged way (i.e., seeking to understand the intentions and viewpoints of those expressing a view) and an estranged way (i.e., to identify inconsistencies or rhetorical devices) as recommended by Janks (70). We added theoretical codes for the discursive positions identified in stage one. We connected codes into five main analytical themes, which are reported in section The Public Debate.

Third, we used an interpretive approach to arrive at an explanation (70) of why, despite some shifts, observable discursive distance remained between stakeholder groups' expressions. While policy proposals, such as MFS, contain explicit or implicit diagnoses of the “problem” that the policy intervention is intended to solve (38), “problem representations” are not necessarily shared by different stakeholder groups (71). Disagreements are important to detect as they might reflect differing criteria for judging the potential or success of an intervention (71). Using established methods for policy analysis (38, 41), we therefore distilled and critically assessed the “problem representations”(72) of the three main stakeholder groups: the Joint Action for Medication Free Services together with other MFS supporters, the Ministry of Health, and MFS critics. This included reexamining the results from the previous analytical stages, in an iterative interpretive process in which we considered, for each stakeholder groups, their problem representation and how it came about, which premises or assumptions underpinned it, what it left unproblematized, and how it was defended or questioned (62). We paid particular attention to whether stakeholders omitted topics that were central to the arguments of others, as this might in itself constitute a position or point toward conceptual premises underlying a particular standpoint (72). We also revisited the engaged and estranged interpretations of the texts (41).

Below we include excerpts from the texts (translated into English by the authors) to illustrate and validate our interpretations (46). The list of all documents included in the analysis is available on request.




RESULTS


How MFS Became a Policy Solution

Key developments in the evolution of MFS as a policy solution, grouped into three phases, are detailed in Table 1.


Table 1. Sequence of key arguments and documents* related to the introduction of medication-free services (MFS) in Norway.
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Placing MFS on the Policy Agenda (2008–2010)

The first mention we could find of MFS was in a presentation given by the user organization We Shall Overcome to a consultative parliamentary hearing in 2008, where it was presented as a measure to reduce coercion in acute care. This organization positions itself as critical to psychiatric practice and emphasizes the need to place patient autonomy at the core of mental health care (92). The document criticized the discriminatory nature of mental health legislation on the basis that “a separate legislation for mental health care reinforces the attitude that those with severe mental disorders are a group of people so different that the Patient Rights Act does not apply to them.” It was maintained that “to be coerced to take mediation you do not wish to” was a breach of the right to autonomy, which “many experience as harmful, both physically and mentally, amounts to serious abuse (73). Drawing on social justice discourse and experiential discourse, respectively, these two statements illustrate the document's sharp criticism of the field of psychiatry, also partly resembling some antipsychiatric positions as expressed by Laing and Basaglia. They further argued that MFS would alter the treatment milieu and could contribute toward a recovery-based approach that would align with a patient's preferences: “For many, who on occasion need support around the clock, the coercion/pressure to take medication represents an obstacle to seeking help. Offering this group treatment without medication could prevent coercion” (73). The document thus set forth the case for MFS using an amalgamation of discourse: social justice, experiential, antipsychiatry, recovery and psy. Biomedical and pharmaceutic-critical discourse was not used.

The following year, a task force was appointed by the Directorate of Health to assess the criteria for involuntary treatment and evaluate the current action plan for reduced coercion (93). In their report, the task force, in which users, health professionals, researchers, and law experts participated, noted a lack of progress on action to reduce coercion, and listed 38 suggested measures for a possible revised plan. One of these rather vaguely suggested to “explore whether it would be feasible to test out medication free inpatient treatment as an alternative to traditional psychosis treatment” (74). No detail as to how this should be done was provided.

Some months later, in March 2010, the Ministry of Health issued an amendment to their annual Commissioning Letter, and with reference to the task force's report, they instructed Health Authorities to bring down the rate of coercion. The rationale included the “…repeated criticism from users, family carers, and their organizations; claims of rights infringements from UN Human Rights agencies; and [national] statistics…that show that the use of coercion has not decreased…and [that there are] large geographic variations” (75). The Ministry thus explicitly drew on social justice discourse and the standpoints of user organizations when explaining their position. The letter also pointed to a future strategy for reduced coercion and instructed Trusts to prepare regional and local plans, with a minimum of 11 specified elements, one of which were the “systematic introduction of alternatives to coercion, including medication-free treatment, patient-controlled admissions, ambulant teams, and individual care plans,” thus also including psy and recovery perspectives. The Ministry was clear that they expected health professionals to work together with patient representatives to reach these aim, and that the process should reflect the spirit of user involvement and a focus on recovery (75). The instruction was explicit and direct, and the document did not refer to any consultation with psychiatrist organizations, health authorities or trusts, as is common when introducing such changes. That the instruction was issued by the Ministry itself and not one of their executive bodies added to its authority. First proposed by a user organization and only briefly suggested by the Directorate's Task Force, the Ministry now decided to make MFS a requirement and expressed this in language that recognized many of the concerns of the user movement.



Stakeholders Responding and Adapting to the Ministry's Instruction (2011–2014)

All four Regional Health Authorities responded by devising plans for reducing the use of coercion (76–79), confer Table 1. While these plans mentioned the requirement of introducing MFS, none of them included any action for doing so. This omission was left unexplained. The lack of progress triggered five national user and carer organizations to form the Joint Action and write to the Health Minister in October 2011. They demanded action and called for “at least one medication-free acute ward in each Hospital Trust,” arguing that many patients do not seek help during a crisis because medication—often coerced—was the only treatment offered. What was needed during acute phases of illness, they stated, still drawing on psy and recovery discourse, was “a safe place to be, a bed to sleep in, regular meals, and people to talk to.” “Medication-free” should be understood as the absence of coerced medication and treatment pressure, with medication provided “only when the patient chooses it freely” (80). This, rather brief, letter was firmly focused on the future, and was not premised on the social justice or antipsychiatric discourse that had been used when first proposing MFS.

The Ministry reiterated the requirement to implement MFS in 2012, this time as part of a national strategy to reduce coercion (81) (a reminder of which was also mentioned in their annual Commissioning letter for 2012) (83). Representatives of health professionals and user organizations had taken part in developing the strategy, and the text expressed the Ministry's ambitions using a combination of different discourses. In line with mental health legislation, and grounded in biomedical discourse, the strategy recognized the occasional need for coercion to manage risk or ensure necessary anti-psychotic treatment. The strategy also incorporated elements of relational social justice and some of the criticism from antipsychiatry, for instance when stating that “inappropriate use of coercion can be traumatizing, worsen acute situations, destroy trust in the care system, and contribute to the patient not asking for help in the future.” Recovery and psy discourse was alluded to when suggesting the use of coercion could be reduced by “enabling persons with mental disorders to live a worthy life in their home community” and “by directing focus toward prevention and alternative voluntary solutions based on cooperation, on as equal a footing as possible, between users/family carers and health professionals.” The strategy balanced its portrayal of the usefulness of antipsychotic medication by describing its efficacy as mixed: while useful for some patients, others experience debilitating side effects, and, if given involuntarily, medication “may be experienced as very intrusive and constitute an additional mental burden” (81). As such, the strategy was based on knowledge from biomedical, psy, recovery and experiential positions, which were all taken as valid, but for different patients and/or situations.

We found no sign of concrete plans for MFS following the launch of the strategy. In October 2012, the Joint Action wrote to the Minister about this continued lack of progress, stating that: “we believe one reason why MFS is not prioritized and manifesting itself in the Hospital Trusts' plans is a lack of knowledge and experience [with MFS]” (82). Thus, they pointed to inadequacies in Trusts' knowledge base as an explanation for why they failed to meet the Ministry's demands, without phrasing it as harsh criticism. Instead, they proposed to rectify this deficiency with proper user involvement, and suggested a dialogue conference where different stakeholders could develop solutions together, presumably based on the pooling of different sources of knowledge. In a positioning document of 2013, the Joint Action reiterated their position and added the argument of MFS as an improvement for those family carers who “feel pressed to accept or pressurize [the patient] to take medication, despite their own concerns about medication and their wish to support the patient's preferences” (88).

Several Hospital Trusts developed plans for reducing coercion in 2012–14 (84–87). As before, some of these discussed MFS, but none formulated actual plans for implementation and, also as before, this omission, which might be read as tacit resistance toward the Ministry's requirement, was not explained or justified.



A Bureaucratic Assertion of Authority

After instructing Health Authorities to implement MFS in 2010 and 2012, the Ministry made another attempt in 2015. At that point, the Commissioning Letter specified that MFS should be “developed in close cooperation with user organizations” and that the Trusts “shall report plans for how [MFS] will be carried through by 1 March 2015” (89).

As the only body to comply within the deadline, the Professional Advisory Council in the largest Regional Health Authority issued a plan (94). In it, they stated that antipsychotics “should only be prescribed on clear indication and discontinued in absence of effect” and that “all patients shall, as far as is possible and responsible, be able to choose between treatment alternatives, including MFS.” The plan thus paid attention to both psy and recovery orientations, but the caveat of “if possible and responsible” suggested that they wished to maintain the position of biomedically based professional authority. They also warned against establishing MFS as separate wards or units, which they described as “a radical understanding of the assignment,” and they stated it would be “professionally irresponsible” not to recommend or offer patients medication (94). In response, Mental Health Norway—the largest national mental health user organization —stated that separate MFS wards were indeed necessary, and described the Council as “completely blind” to patients' lack of real choice in current services. They added that “the alternatives preferred by users are insufficiently researched to have an impact in the hierarchy of evidence,” (95) thus criticizing this case of power imbalance between biomedical and experiential knowledge.

The Ministry followed up in November 2015 with an amended Commissioning Letter, phrased in clear, authoritative language: “the Ministry finds it necessary to specify the assignment with deadlines” for when MFS was to be realized (90), and specified that five units were to be in operation by June 2016. While MFS was described in terms of recovery in that it offered patients alternatives to medication that should include individualized plans for discontinuing medication in safe environments and at patients' requests, it was bureaucratic, authoritative discourse that dominated the tone of the letter. This time the Regional Health Authorities complied, and specified plans for MFS were developed and reported to the Ministry (91).




The Public Debate

As shown in the previous section, discussions surrounding the development of MFS were largely among the Ministry of Health, Regional Health Authorities and Hospital Trusts, and user organizations. Opposition to their introduction was indirectly expressed through the lack of action on behalf of Health Authorities and Trusts. As MFS units were about to begin operation, however, a high-profile professor of psychiatry published an opinion piece in which he set out a range of arguments against MFS (96). This ignited a heated public debate that lasted for almost 2 years. His criticism, firmly founded on biomedical discourse, attracted support from a number of psychiatrists but was also countered by patients, psychiatrists, and other mental health professionals. Representatives from the Ministry did not take part in the debate. From the thematic analysis of the 75 texts, we identified five major themes, which were debated from different discursive positions, as described next.


The Health Minister's Decision vs. Evidence-Based Medicine

According to critics, the introduction of MFS failed to fully recognize scientific evidence that demonstrate that “antipsychotics are useful for the great majority of patients with long-term psychosis” (97) and that such medication can prolong patients' lives (98) and improve their symptoms, functioning, and quality of life. From the position of EBM (concerned with group level effects) it was suggested that MFS was “a populist stunt from a the Minister concerned with showing how he “takes people seriously”” (99), that the Minister demonstrated “a lack of respect for knowledge and research” (100) and had “let himself be manipulated to establish a service that does not follow the Directorate of Health's own guidelines [for psychosis treatment]” (101). The Minister's decision was interpreted as, inadvertently or not, devaluing psychiatric expertise, as he would never instruct Trusts “to establish chemotherapy-free care for cancer patients or medication-free heart treatment” (102).

Such arguments were countered by MFS supporters, who, drawing on pharmaceutic-critical discourse, argued that the evidence for the efficacy of antipsychotics was nuanced, that they could have detrimental side effects, and that “there is no doubt that pharmaceuticals kills many and that antipsychotics shorten lives a great deal” (103). Some argued that it was important to see beyond a singular focus on EBM and, implicitly, biomedical discourse, and portrayed MFS as a useful tool to promote patient autonomy (104). Indeed, arguing with procedural justice, the Minister was commended for his “clarification of current patient rights” (105). MFS critics countered the emphasis on negative side effects of medication by stating that it could “scare people in vulnerable situations and lead many to stop using medicines that are safe and effective” (106). Showing great faith in EBM, one MFS critic was concerned that “MFS isn't just a bad idea: it may fair and square end up introducing systematic malpractice. At worst, lives can be lost” (101).

An editorial in the Journal of the Norwegian Medical Association suggested that the demand for MFS might partly stem from the hegemonic position of biomedical interventions combined with limitations in its scientific achievements concerning psychiatric diagnostics and treatment (107). This prompted response from MFS critics, defending psychiatry's biomedical achievements. One warned that an editor should be “careful with making too categorical claims about the status of current knowledge,” and that “the knowledge about genetic, physiological and biochemical changes in severe mental disorders such as schizophrenia and bipolar disorder is fully on par with knowledge of many so-called somatic disorders” (108). Another described the editor as “uneducated” and his position as “ill-considered and principally questionable for an editor in a medical journal” (109). Implicitly criticizing an antipsychiatry perspective, it was suggested that the editor had “lost himself in the reflections of bygone philosophers” instead of “backing up the criticism of MFS” (110).



The Ethics of Introducing MFS on the Basis of Current Evidence

The lack of biomedical evidence for non-medical treatment without the simultaneous use of medication was depicted as unethical by MFS critics. With a nod to experiential knowledge, it was argued that the only information about treatment completely without antipsychotics was “how it was to suffer from psychosis before 1950, (a situation) to which we don't want to return” (111). Consequently, it “must be considered ethically dubious to take this option [medication] away from patients” (97). While not addressing it directly, the need for coerced treatment to protect some patients was implied when MFS was described as posing a risk to services' ability to address a core problem of psychiatry: “that the most severely ill patients often lack insight” (101).

MFS supporters drew on biomedical discourse to counter this line of argument, referring to efficacy trials of antipsychotics showing that “not everybody gets better with medication, and also a proportion of those who do not take any medication get better” (112). “Open Dialogue” in Northern Finland was used as an example of treatment with minimal medication use yet with recovery rates around 80% (113).



MFS and the Most Vulnerable Patients

MFS critics argued that user organizations pushing for MFS focused on the rights of relatively well-functioning activists to the detriment of the most vulnerable patients. While MFS activists were able to speak out (102), those most vulnerable had “limited ability to go to the barricades for guarantees of treatment in line with the best clinical standards” (110). With those standards based in EBM, MFS critics thus portrayed themselves as the real protectors of the most severely ill, casting doubt on the relevance of activists' experiential knowledge. This elicited strong, personal responses. One MFS supporter presented her rejection of the biomedical approach as the very reason for her ability to advocate: “I would have been one of them (physically and mentally damaged or even dead) if I hadn't, as a young patient, refused to follow the advice to take antipsychotics” (114). Another expressed social justice discourse that the ability of vulnerable patients to have their voices heard was curtailed by services: “When we protest, it is stated in our records that we are uncooperative and lack insight…When we argue matter-of-factly that [medication] has been tried with poor result, we get another diagnosis…People with psychotic experiences are indeed vulnerable, but we will not be told that we are incapable of standing on the barricades” (115). Disagreement thus remained regarding which knowledge base should form basis for protecting the most vulnerable patients.



Appropriate Treatment With and Without Medication in Current Services

MFS critics acknowledged procedural social justice issues in form of the patient's rights to choose: “there is no doubt that the patients themselves should decide what treatment to receive, including medication” (109). It was noted that most patients with psychosis in fact choose to take antipsychotics (116). While MFS critics saw room for service improvement by “stopping antipsychotics when they don't work,” (117), this “should take place in regular wards” (116), and not “as small “antipsychiatric islands” within each hospital trust” (117). MFS supporters countered that choosing care without medication was not a real option in current services, due to coercive environments and treatment pressure (118). To the extent that they were able to choose, they argued, patients were usually left with three alternatives: “to take medication voluntarily, to be medicated involuntarily, or to receive no care” (119). A psychiatrist who endorsed the MFS initiative, described it as a potential “correction” to the current collusion between psychiatrists and the pharmaceutical industry, and to the exaggerated medication focus in current services which resulted in patients “typically bringing with them a long shopping list of medicines… Many have been over-treated and mistreated” (120).

The situation for those experiencing no or negative effects of antipsychotic medication had been central in both the Ministry's and the Joint Action's positions on MFS. MFS critics shared the concern for this group (111), estimating that around 20% of patients with schizophrenia were antipsychotic “non-responders.” They stated this in biomedical terms, suggesting that there are “no markers today that can tell us who (non-responding) patients are before medication is tried” (102), and that changing current medication practice “is a risky idea for first episode patients” (101). We found no specific discussion of how MFS critics related this to involuntary medication more generally. Coerced medication was central to MFS supporter's experiential arguments for why MFS was needed and why it should be delivered in separate wards. It was argued that the MFS critics' failure to take into account the lived experiences of coercive antipsychotic treatment “makes a mockery of all those of us for whom medication is of no help, and who, on top of it all, have had our lives destroyed by being coercively inflicted with the medicines that you glorify” (121).



“Medication-Free” Might Have Has Problematic Connotations

According to some of the critics, the label “medication free” had potentially damaging effects as it might “implicitly signify that medication is dangerous and something to avoid. The introduction of MFS can create an attitude that by and large supports expressed skepticism toward treatment with medication” (96). Here, pharmaceutic-critical discourse is read into the MFS label. Moreover, attaching this label to separate inpatient wards “could increase an artificial divide between medication and a variety of psychosocial treatment forms” (122), when in fact “optimal treatment often includes both (approaches) and isn't an “either-or.” By starting MFS we send a powerful signal of the latter” (122). Here MFS critics explicitly endorsed the coexistence of psy and biomedical approaches.

MFS supporters did not address this criticism. However, one of them suggested that while MFS would be beneficial to some patients, the ambition implied by the label “medication-free” could only be realized if it was also available for those treated involuntarily: “MFS is so far not the answer for those of us living in an eternal, ubiquitous risk of being coercively “treated” behind closed doors.” Still, she was confident that momentum was on her side, and directly addressing MFS critics she stated that “you won't be able to stop this train that has—finally—left the station” (121).




The “Problem Representations” of the Three Main Stakeholder Groups

According to two first stages in the analysis, MFS in Norway evolved through a process where the Ministry of Health adopted core premises put forward by user organizations. Heavy opposition emerged once this new service was implemented through bureaucratic force. MFS was debated drawing on arguments from a range of discourses, but in the main, MFS critics framed their position in biomedical discourse, privileging EBM, while MFS supporters applied experiential and social justice discourse emphasizing coercive medication.

All this informed the third stage of analysis in which we distilled implicit problem representations (62) from the broader positions on MFS of the Joint Action and MFS supporters, the Ministry, and the MFS critics, in order to arrive and an understanding of why consensus seemed so unattainable. These results are illustrated in Table 2.


Table 2. Expressions of standpoints in the introduction of MFS.

[image: Table 2]

The Joint Action's initial definition of the problem at stake was that some patients are coerced or pressurized to take medication that they do not wish to take or that does not benefit them, and that the effect of this was highly problematic on social justice grounds. This problem could be solved by developing MFS to give patients (including those in acute psychosis) the opportunity to freely accept or reject medication, and that rejection would not lead to “no care” being offered. An “estranged reading” of the Joint Actions' texts suggests that detail as to the practical handling of acute psychosis were insufficient, thus postponing some tricky feasibility and implementation issues.

The key problem inherent in the Ministry's position seemed to be the high compulsion rates, including for non-responders and those who experienced involuntary medication as a violation. This, they suggested, could be alleviated by Hospital Trusts developing MFS in cooperation with user organizations and mental health professionals, in ways that struck a balance between their varying concerns. Little detail was provided as to how this could be achieved, however, and we could not find a definition or description of “medication-free service” in any of the Ministry's texts.

MFS critics' expressed problem definition started with the solution offered by the other two groups: the implementation of MFS. They argued that, since MFS lacked the scientific evidence that antipsychotic medication has, it risked having negative consequences for patients, in particular for those lacking insight into their own illness. Implicitly, the solution to the problem as defined by this position seems to be to continue as before, along with incremental service improvement. An estranged reading of MFS critics' texts indicates that they omitted to set out a clear position on the issue of coercion, including experienced coercion, which, after all, was central to the problem definitions of both the Joint Action and the Ministry. Although emphasizing that non-response affected a proportion of patients, explicit exploration of connections between non-response, insight, and involuntary medication was lacking in MFS critics' texts.




DISCUSSION

The idea of providing MFS as an alternative to ordinary acute psychosis care was first suggested by a user organization. In 2010, the Ministry of Health instructed Health Authorities to implement such services as one of several measures to reduce coercion. The language in this first instruction lacked signal phrases from biomedical discourse and incorporated elements from social justice, psy, experiential and recovery discourse into the bureaucratic one. This can be interpreted as a sign that the Ministry accepted fundamental arguments of the user organizations, and there was no sign of there having been much consultation with the mental health professions prior to making MFS mandatory, which one might have expected when services were modified (123). This concurs with the criticism 6 years later that the Health Minister ignored biomedical evidence when requiring MFS.

When MFS did not develop, user and carer organizations formed a Joint Action that repeatedly reminded the Ministry of the failure to implement. It took 6 years—with increasingly firm and detailed instruction by the Ministry, drawing progressively more on their bureaucratic authority—before Health Authorities and Trusts complied and plans for MFS started to emerge. At that point, defenders of biomedical discourse aired their concerns in public media, sparking a heated debate as described above.

Two key aspects of this process have particular relevance beyond the Norwegian setting. First, the way in which experiential knowledge gradually entered the mainstream and how this prompted reactions from biomedical positions. Second, the discursive distance between stakeholder groups—as manifest in their key problem definitions—may, at least in part, be explained by the varying emphasis on experiential knowledge in general and experiences of involuntary medication for those without positive medication responses in particular.


The Mainstreaming of Experiential Knowledge and the Biomedical Reaction

The Ministry's position represented an inclusion of patient perspectives into policymaking. This is not unique to the field of MFS and coercion, or indeed to mental health services. Across much of the world, patient and citizen involvement and consumerism have altered the roles of “experts” and shifted power positions, including those of government agencies (124). Crossley (22) describes how psychiatric patient accounts in the UK slowly grew in symbolic power, resulting in increased influence. This has manifested in user organizations joining forces also internationally, such as in their strategic negotiation that contributed to the removal of a “biomedical model” of health in the CRPD (8). In part, this was based on effective communication of personal experiences of mental health care (47), which facilitated the juxtaposition of “knowledge by experience” with other forms of knowledge. Similar processes were at play during the introduction of MFS in Norway, where experiential knowledge, supported by other discources, gained a firm foothold on the government's agenda for reducing coercion and for MFS.

We also observed changes in the discursive practices of user organizations. The experiential and procedural social justice discourse, and elements from antipsychiatry, dominating the early phase, often expressed as criticism of current care, were to some extent replaced by language that engaged more with psy, recovery and also biomedical discourse. This shift may have different explanations: it might have resulted from negotiated consensus within the broadly constituted Joint Action; represent a strategic change in rhetoric to secure continued support from the Ministry; or it might have been initiated to facilitate cooperation with health professionals when MFS seemed achievable. The Ministry incorporated social justice and experiential discourse promoted by user organizations, and even elements that may be read as representing antipsychiatry, into their bureaucratic writings. A range of knowledge bases and arguments were thus legitimized by the government, who expected health professionals and patient representative to collaborate on operationalizing local MFS.

We found no explanations in the texts as to why Health Authorities and Trusts for several years ignored the instructions to implement MFS. Local design of national policy is common in Norway, and given the Ministry's rather loose instructions, local implementation could have developed fairly autonomously. The fact that the Ministry had to repeat their instructions several times indicates reluctance to adopting MFS. This could reflect a “wait and see” approach in anticipation that the requirement would go away; the inability to envision safe arrangements for MFS during acute psychosis, or; tacit agreement with the views that were later expressed by MFS critics. This last element concurs with a recent qualitative study where Norwegian psychiatrists described MFS as unscientific and potentially undermining of medication regimes (14).

When MFS eventually was enforced, strong opposition was voiced. Critics publicly emphasized the superiority of EBM, portraying MFS as potentially unethical and criticizing the Minister for being “tricked” into letting other sources of knowledge influence policy. MFS critics claimed to be the true advocates of the most vulnerable patients. Given that modern psychiatric practice incorporates elements from a variety of treatment approaches and welcomes user involvement (125), the almost singular use of biomedical discourse was somewhat surprising. One interpretation is that in order to ensure good patient care, a reaction against the newly won position of non-medical discourse was deemed necessary. As such, it might represent a resistance or protest against a perceived hegemonic intervention (20) by the Ministry, whose support for MFS were altering the discursive order.

Again, this resembles processes elsewhere. The early conceptual work on the CRPD was, like MFS, developed in the relative absence of representatives for the traditional/hegemonic biomedical discourse (11) but, when published, it was met with considerable protest due to the implications for clinical practice (7, 12, 126, 127). Similarly, when involuntary medication was banned by the German federal court, loud protest followed from national psychiatric and nursing associations (128).



Problem Representations in a Discursive Deadlock: How to Help Those Not Responding to Anti-psychotics

All three stakeholder groups recognized that non-response to medication represented a problem. As a shared concern, this could have facilitated dialogue and pragmatic agreements to bridge divergent perspectives and promote better care for this group of patients. This did not happen. Instead, the role of coercive medication for non-responders seemed to become a point at which discursive positions clashed and fronts were reinforced: MFS critics acknowledged non-response as an issue, but emphasized the biomedical superiority and did not explicitly discuss how this aligned with a concern for autonomy and social justice. MFS supporters, on the other hand, maintained that in a context of coercive practices, experiential knowledge was essential to understand what was at stake for this group of patients. This included the necessity of establishing MFS in separate wards, in order to support patients to make treatment decision without feeling pressurized. Such a position is, of course, highly critical of the psychiatric profession. Details as to how to provide safe care for this patient group during acute psychosis were not, however, addressed by any of the stakeholder groups.

The underlying problem definitions, based in different views on what constitutes legitimate knowledge, might therefore reflect a discursive distance that has been described by Jacob as the “incommensurable worlds” of “patient experience and the psychiatric discourse” (129). As such, MFS supporters and critics seem to be at a discursive deadlock, which was not helped by stakeholders omitting to address issues central to the positions of others. Unless ways to bridge these “worlds” can be found, there is reason to believe that this will continue to be an area of conflict in mental health care. If the Ministry's instruction to implement MFS was an attempt to break this deadlock by expecting service user organizations and mental health professionals to work together to implement MFS, it was not an immediate success, as our analysis shows. It would seem that for governments to successfully intervene or change the discursive order regarding the relative authority of different sources of knowledge in the mental health field, the role of coercion in the care for those not benefitting from medication is an area that needs considerable attention. Testing the effects of MFS in non-inferiority trials might also be a way forward that could be acceptable to all parties.



Strengths and Limitations

Our analysis was limited to published texts related to the introduction of MFS in Norway: views expressed through other means are not included. While our document search was extensive, we cannot rule out that we may have missed relevant texts. The analysis provides insight into how central arguments and discourse were applied by different stakeholder groups. As such, our findings do not represent the views of individuals. All texts relate to processes in Norway, which might limit the applicability of findings to other settings. The data might be open to additional interpretations.




CONCLUSION

Our analysis of texts related to the introduction of MFS in Norway shows that patients and user organizations influenced policy development through dynamic interplays between stakeholder groups. Elements of social justice and experiential discourse were incorporated into, and thereby protected by, bureaucratic discourse, and was integral to the Ministry's instruction to implement MFS. This challenged the discursive order, and was met with strong reactions, firmly based in biomedical discourse, that maintained the superiority of biomedical knowledge as the foundation for good patient care.

An irreconcilable discursive difference between the positions of MFS supporters and critics related to which source of knowledge should be authoritative when designing mental health services for acute psychosis care, and in particular for those for whom antipsychotic medication does not work as intended. If, as indicated by our findings, this constitutes a continuing area of conflict in mental health care, it follows that further testing of whether MFS' effectiveness in acute psychotic crisis is acceptable as compared to standard treatment, might go some way to resolve this discursive deadlock.
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FOOTNOTE

1Various terms used for the population group in voluntary and/or involuntary mental health care (such as patient, service user, consumer, survivor) usually reflect either a subsection of this group or the discourse within which a position is framed (3). We apply the term “patients” because this is the term used in the majority of texts analyzed. For the same reason, we apply the term “user organizations” to NGOs working for this group's interests.



REFERENCES

 1. Fukasawa M, Miyake M, Suzuki Y, Fukuda Y, Yamanouchi Y. Relationship between the use of seclusion and mechanical restraint and the nurse-bed ratio in psychiatric wards in Japan. Int J Law Psychiatry. (2018) 60:57–63. doi: 10.1016/j.ijlp.2018.08.001

 2. Noorthoorn EO, Voskes Y, Janssen WA, Mulder CL, van de Sande R, Nijman HL, et al. Seclusion reduction in Dutch mental health care: Did hospitals meet goals? Psychiatr Serv. (2016) 67:1321–7. doi: 10.1176/appi.ps.201500414

 3. Speed E. Patients, consumers and survivors: a case study of mental health service user discourses. Soc Sci Med. (2006) 62:28–38. doi: 10.1016/j.socscimed.2005.05.025

 4. Oaks D. The moral imperative for dialogue with organizations of survivors of coerced psychiatric human rights violations. In: Kallert TW, Mezzich JE, Monahan J, editors. Coercive Treatment in Psychiatry Clinical, Legal and Ethical Aspects. West Sussex: Wiley Blackwell (2007). p. 187–211.

 5. Tomes N. The patient as a policy factor: a historical case study of the consumer/survivor movement in mental health. Health Aff. (2006) 25:720–9. doi: 10.1377/hlthaff.25.3.720

 6. Crossley N. Contesting Psychiatry: Social Movements in Mental Health. Oxford: Routledge (2006).

 7. Appelbaum PS. Saving the UN convention on the rights of persons with disabilities–from itself. World Psychiatry. (2019) 18:1. doi: 10.1002/wps.20583

 8. Minkowitz T. CRPD and transformative equality. Int J Law Cont. (2017) 13:77–86. doi: 10.1017/S1744552316000483

 9. Degener T. Disability in a human rights context. Laws. (2016) 5:35. doi: 10.3390/laws5030035

 10. Puras D. Report of the Special Rapporteur on the Right of Everyone to the Enjoyment of the Highest Attainable Standard of Physical and Mental Health. Geneva: United Nations Office of the High Commissioner for Human Rights. (2017). Available online at: digitallibrary.un.org/record/1298436 (accessed February 28, 2018).

 11. Appelbaum PS. Protecting the rights of persons with disabilities: an international convention and its problems. Psychiatr Serv. (2016) 67:366–8. doi: 10.1176/appi.ps.201600050

 12. Galderisi S. The UN convention on the rights of persons with disabilities: great opportunities and dangerous interpretations. World Psychiatry. (2019) 18:47. doi: 10.1002/wps.20603

 13. Flammer E, Steinert T. Association between restriction of involuntary medication and frequency of coercive measures and violent incidents. Psychiatr Serv. (2016) 67:1315–20. doi: 10.1176/appi.ps.201500476

 14. Yeisen RA, Bjørnestad J, Joa I, Johannessen JO, Opjordsmoen S. Psychiatrists' reflections on a medication-free program for patients with psychosis. J Psychopharmacol. (2019) 33:459–65. doi: 10.1177/0269881118822048

 15. NICE. Psychosis and Schizophrenia in Adults: Prevention and Management (Clinical Guideline 178). National Institute for Health and Care Excellence (2014). Available online at: https://www.nice.org.uk/guidance/CG178 (accessed December 16, 2019).

 16. The Norwegian Directorate of Health. National Guideline: Examination, Treatment and Follow Up of Psychotic Disorders [Norwegian]. (2013). Available online at: https://helsedirektoratet.no/Lists/Publikasjoner/Attachments/326/Nasjonal-faglig-retningslinje-for-utredning-behandling-og-oppfolging-av-personer-med-psykoselidelser-IS-1957.pdf (accessed October 12, 2018).

 17. Parliamentary Assembly Council of Europe. Ending Coercion in Mental Health: The Need For a Human Rightsbased Approach. (2019). Available online at: http://assembly.coe.int/nw/xml/XRef/Xref-DocDetails-EN.asp?FileID=27701&lang=2 (accessed September 19, 2019).

 18. Nyttingnes O, Holmén A, Rugkåsa J, Ruud T. The development, validation, and feasibility of the experienced coercion scale (ECS). Psychol Assess. (2017) 29:1210–20. doi: 10.1037/pas0000404

 19. McLaughlin P, Giacco D, Priebe S. Use of coercive measures during involuntary psychiatric admission and treatment outcomes: data from a prospective study across 10 European Countries. PLoS ONE. (2016) 11:e0168720. doi: 10.1371/journal.pone.0168720

 20. Jørgensen MW, Phillips LJ. Discourse analysis as theory and method. London: Sage (2002).

 21. Gee JP, Handford M. Introduction. In: Gee JP, Handford M, editors. The Routledge Handbook of Discourse Analysis. Oxford: Routledge (2012). p. 1–6.

 22. Crossley N. Not being mentally Ill. Social movements, system survivors and the oppositional habitus. Anthropol Med. (2004) 11:161–80. doi: 10.1080/13648470410001678668

 23. Castella JEK. Clash Between Two Understandings of Mental Disorders? A Discourse Analysis of Hospital Psychiatry and the Recovery Perspective's Speak of Mental Disorders [Danish]. Projekt- & Karrierevejledningens Rapportserie (2010). Available online at: https://samf.ku.dk/pkv/faerdige_projektopgaver/273/273_samlet_til_web.pdf (accessed September 20, 2019).

 24. Torrey EF, Zdanowicz M. Outpatient commitment: what, why, and for whom. Psychiatr Serv. (2001) 52:337–41. doi: 10.1176/appi.ps.52.3.337

 25. Foucault M. History of Madness. New York, NY: Routledge (2009).

 26. Pilgrim D. The biopsychosocial model in Anglo-American psychiatry: past, present and future? J Men Health. (2002) 11:585–94. doi: 10.1080/09638230020023930

 27. Eysenck HJ. Behaviour therapy, extinction and relapse in neurosis. Br J Psychiatry. (1963) 109:12–8. doi: 10.1192/bjp.109.458.12

 28. Rose N. Psychiatry: the discipline of mental health. In: Miller P, Rose N, editors. The Power of Psychiatry. Cambridge: Polity Press (1986). p. 43–84.

 29. Rose N. Governing the Soul. The Shaping of the Private Self. Second edition. London: Free Association Books (1999).

 30. Engel GL. The need for a new medical model: a challenge for biomedicine. Science. (1977) 196:129–36. doi: 10.1126/science.847460

 31. Goldberg A. The mellage trial and the politics of insane asylums in Wilhelmine Germany. J Mod History. (2002) 74:1–32. doi: 10.1086/343366

 32. Burns T. A history of antipsychiatry in four books. Lancet Psychiatry. (2020) 7:312–4. doi: 10.1016/S2215-0366(20)30106-1

 33. Burston D. Psychiatry, anti-psychiatry, and anti-anti-psychiatry: rhetoric and reality. Psychother Polit Int. (2018) 16:e1439. doi: 10.1002/ppi.1439

 34. Foot J. The Man Who Closed the Asylums: Franco Basaglia and the Revolution in Mental Health Care. London: Verso Books (2015).

 35. Harding CM, Zahniser JH. Empirical correction of seven myths about schizophrenia with implications for treatment. Acta Psychiatr Scand. (1994) 384:140–6. doi: 10.1111/j.1600-0447.1994.tb05903.x

 36. Topor A. Managing the Contradictions: Recovery From Severe Mental Disorders: Department of Social Work. Edsbruk: Stockholm University (2001).

 37. Thornhill H, Clare L, May R. Escape, enlightenment and endurance: narratives of recovery from psychosis. Anthropol Med. (2004) 11:181–99. doi: 10.1080/13648470410001678677

 38. Anthony WA. Recovery from mental illness: the guiding vision of the mental health service system in the 1990s. Psycho Rehabil J. (1993) 16:11. doi: 10.1037/h0095655

 39. Leamy M, Bird V, Le Boutillier C, Williams J, Slade M. Conceptual framework for personal recovery in mental health: systematic review and narrative synthesis. Bri J Psychiatry. (2011) 199:445–52. doi: 10.1192/bjp.bp.110.083733

 40. Ellison ML, Belanger LK, Niles BL, Evans LC, Bauer MS. Explication and definition of mental health recovery: a systematic review. Adm Policy Ment Health. (2018) 45:91–102. doi: 10.1007/s10488-016-0767-9

 41. Collier E. Confusion of recovery: one solution. Int J Ment Health Nurs. (2010) 19:16–21. doi: 10.1111/j.1447-0349.2009.00637.x

 42. McCabe R, Whittington R, Cramond L, Perkins E. Contested understandings of recovery in mental health. J Ment Health. (2018) 27:475–81. doi: 10.1080/09638237.2018.1466037

 43. Harper D, Speed E. Uncovering recovery: the resistible rise of recovery and resilience. Stud Soc Just. (2012) 6:9–25. doi: 10.26522/ssj.v6i1.1066

 44. Topor A, Andersson G, Denhov A, Holmqvist S, Mattsson M, Stefansson C-G, et al. Psychosis and poverty: coping with poverty and severe mental illness in everyday life. Psychosis. (2014) 6:117–27. doi: 10.1080/17522439.2013.790070

 45. Perese EF. Stigma, poverty, and victimization: roadblocks to recovery for individuals with severe mental illness. J Am Psychiatr Nurses Assoc. (2007) 13:285–95. doi: 10.1177/1078390307307830

 46. Gill NS. Human Rights Framework: An Ethical Imperative For Psychiatry. London: SAGE Publications Sage UK (2019).

 47. Minkowitz T. CRPD advocacy by the world network of users and survivors of psychiatry: the emergence of an user/survivor perspective in human rights. (2012). doi: 10.2139/ssrn.2326668

 48. Nyttingnes O, Ruud T, Rugkåsa J. ‘It's unbelievably humiliating’ – Patients' expressions of negative effects of coercion in mental health care. Int J Law Psychiatry. (2016) 49:147–53. doi: 10.1016/j.ijlp.2016.08.009

 49. Minkowitz T. The united nations convention on the rights of persons with disabilities and the right to be free from nonconsensual psychiatric interventions. Syrac J Int Law Comm. (2007) 34:405–28. Available online at: http://www.lap.rafus.dk/dokumenter/menneskerettigheder/horing_OnNonconsensualP.pdf (accessed June 24, 2021).

 50. Jost JT, Kay AC. Social justice: history, theory, and research. In: Fiske ST, Gilbert DT, Lindzey G, editors. Handbook of Social Psychology. New York, NY: John Wiley & Sons (2010). p. 1122–65.

 51. Angell M. Drug companies & doctors: a story of corruption. New York Rev Books. (2009) 56:8–12. Available online at: http://www.fondazionedibella.org/cms-web/upl/doc/Documenti-inseriti-dal-2-11-2007/Truth%20About%20The%20Drug%20Companies.pdf (accessed June 24, 2021).

 52. Frances A. Saving Normal: An Insider's Revolt Against Out-of-Control Psychiatric Diagnosis, DSM-5, Big Pharma, and the Medicalization of Ordinary Life. New York, NY: Harper Collins (2013).

 53. House of Commons Health Committee. The Influence of the Pharmaceutical Industry (2004).

 54. Healy D. Psychiatric Drugs Explained. 5th ed. London: Churchill Livingstone (2008).

 55. Angell M. Industry-sponsored clinical research: a broken system. JAMA. (2008) 300:1069–71. doi: 10.1001/jama.300.9.1069

 56. Noorani T. Service user involvement, authority and the ‘expert-by-experience’in mental health. J Polit Power. (2013) 6:49–68. doi: 10.1080/2158379X.2013.774979

 57. Rogers A, Pilgrim D. A Sociology of Mental Health and Illness. 4th ed. Berkshire: McGraw-Hill Education (2010).

 58. Foster JL. Media presentation of the mental health bill and representations of mental health problems. J Community Appl Soc Psychol. (2006) 16:285–300. doi: 10.1002/casp.863

 59. Ohlsson R. Public discourse on mental health and psychiatry: representations in swedish newspapers. Health. (2018) 22:298–314. doi: 10.1177/1363459317693405

 60. Sjöström S, Zetterberg L, Markström U. Why community compulsion became the solution - reforming mental health law in Sweden. Int J Law Psychiatry. (2011) 34:419–28. doi: 10.1016/j.ijlp.2011.10.007

 61. Marshall M, Lockwood A. Assertive community treatment for people with severe mental disorders (Withdrawn). Cochrane Database Syst Rev. (2004). doi: 10.1002/14651858.CD001089.pub2

 62. Bacchi C. Why study problematizations? Making politics visible. Open J Polit Sci. (2012) 2:1. doi: 10.4236/ojps.2012.21001

 63. The Norwegian Directorate of Health. Inpatient Capacity in Specialist Mental Health Care 2016. Analysis Note 05-17 [Norwegian]. (2017). Available online at: https://helsedirektoratet.no/Documents/Statistikk%20og%20analyse/Samdata/Filer%20til%20WEB_Dundas/2017%20Analysenotater/05-2017%20D%C3%B8gnplasser%20i%20psykisk%20helsevern.pdf (accessed January 28, 2019).

 64. The Norwegian Directorate of Health. Use of Services in Mental Health Care For Adults 2013-2017. Analysis note 06-2018 [Norwegian]. (2018). Available online at: https://www.helsedirektoratet.no/rapporter/bruk-av-tjenester-i-det-psykiske-helsevernet-for-voksne-2013-2017 (accessed January 28, 2019).

 65. Norwegian Directorate of Health. Coercion in Mental Health Care. Development in the Period 2013-2017 [Norwegian]. (2019). Available online at: https://www.helsedirektoratet.no/rapporter/tvang-i-psykisk-helsevern--utvikling-i-perioden-20132017/Tvang%20i%20psykisk%20helsevern%20%E2%80%93%20Utvikling%20i%20perioden%202013%E2%80%932017.pdf (accessed Jan 28, 2019).

 66. Salize HJ, Dressing H. Epidemiology of involuntary placement of mentally ill people across the European Union. Br J Psychiatry. (2004) 184:163–8. doi: 10.1192/bjp.184.2.163

 67. Asdal K, Reinertsen H. Hvordan gjøre dokumentanalyse. En Praksisorientert Metode. Oslo: Cappelen Damm (2020).

 68. Bengtsson M. How to plan and perform a qualitative study using content analysis. NursingPlus Open. (2016) 2:8–14. doi: 10.1016/j.npls.2016.01.001

 69. Braun V, Clarke V. Using thematic analysis in psychology. Qualit Res Psychol. (2006) 3:77–101. doi: 10.1191/1478088706qp063oa

 70. Janks H. Critical discourse analysis as a research tool. Disco Stud Cult Polit Educ. (1997) 18:329–42. doi: 10.1080/0159630970180302

 71. Archibald T. What's the problem represented to be? Problem definition critique as a tool for evaluative thinking. Am J Eval. (2020) 41:6–19. doi: 10.1177/1098214018824043

 72. Bacchi C, Goodwin S. Making Politics Visible: The WPR Approach. Poststructural Policy Analysis. New York, NY: Springer (2016). p. 13–26.

 73. We Shall Overcome. Høringsnotat til 29 05 2008. Hvordan Redusere Tvang I Psykisk Helsevern [We Shall Overcome: Hearing note for 29. May 2008. How to Reduce Coercion in Mental Health Care [Norwegian]. (2008). Available online at: http://wso.no/wp-content/uploads/2017/01/HoringsnotatWSOTvang.29.5.08.pdf (accessed September 12, 2018).

 74. The Norwegian Directorate of Health. Evaluation of the Treatment Criterion in the Mental Health Care Act. Evaluation and Proposal for New Actions in the Action Plan for Reduced and Quality Assured Use of Coercion in Mental Health Care [Norwegian]. (2009). Available online at: https://www.tvangsforskning.no/filarkiv/File/Vurd09_behandlsvilkaar_psyk_helsevern.pdf (accessed October 12, 2018).

 75. Ministry of Health and Care. National Strategy For Reduced and Correct Use of Coercion in Mental Health Services [Norwegian]. (2010). Available online at: http://medisinfrietilbud.no/wp-content/uploads/2014/03/2010-03-19-nasjonal-strategi-for-redusert-og-riktig-bruk-av-tvang-i-psykiske-helsetjenester.pdf (accessed December 18, 2018).

 76. Central Norway Health Authority. Regional Plan for Reduced and Correct use of Coercion in Mental Health Care [Norwegian]. (2011). Available online at: https://ekstranett.helse-midt.no/1001/Sakspapirer/sak%2076-11%20vedlegg%20plan%20for%20redusert%20og%20riktig%20bruk%20av%20tvang.pdf (accessed December 18, 2018).

 77. Northern Norway Health Authority. Regional Plan for Reduced and Correct Use of Coercion in Mental Health Care in Northern Norway [Norwegian]. (2012). Available online at: https://helse-nord.no/Documents/Styret/Styrem%C3%B8ter/Styrem%C3%B8ter%202012/20120329/Styresak%2041-2012%20Regional%20plan%20for%20redusert%20og%20riktig%20bruk%20av%20tvang%20i%20psykisk%20helsevern,%20tiltaksplan%202012-2015.pdf (accessed December 18, 2018).

 78. South East Norway Health Authority. Increased Voluntariness. Regional Plan for Correct and Reduced Use of Coercion in South East Norway [Norwegian]. (2011). Available online at: https://www.helse-sorost.no/Documents/Fagomr%C3%A5der/Psykisk%20helsevern/Plan%20for%20%C3%B8kt%20frivillighet%20-%20Helse%20S%C3%B8r%20%C3%98st%20RHF%202011.pdf (accessed December 17, 2018).

 79. Western Norway Health Authority. Maximum voluntary treatment! Regional Action Plan for Reduced and Correct Use of Coercion in Mental Health in Health Region West 2011-2015 [Norwegian]. (2011). Available online at: https://helse-vest.no/seksjon/planar-og-rapportar/Documents/Regionale%20planar/2011%20-%20Regional%20plan%20for%20redusert%20og%20rett%20bruk%20av%20tvang%20i%20psykisk%20helse%20i%20Helse%20Vest%202011-2015.pdf (accessed December 17, 2018).

 80. Joint Action. Joint Action for At Least One Medication-Free Acute Service With User-Led Inpatient Beds at Each of Norways Hospital Trusts. Letter to the Health and Care Minister [Norwegian]. (2011). Available online at: https://hviteorn.no/wp-content/uploads/2011/10/brev-helse-og-omsorgsministeren.pdf (accessed January 4, 2019).

 81. Ministry of Health and Care. Better quality - Increased voluntariness. National strategy for increased voluntariness in mental health care 2012-2015 [Norwegian]. (2012). Available online at: https://www.regjeringen.no/globalassets/upload/hod/bedrekvalitet-okt_frivillighet.pdf (accessed December 17, 2018).

 82. Joint Action. Regarding the “Joint Action for At Least One Medication-Free Care Alternative in Each Norwegian Hospital Trusts”. Letter to the Health and Care Minister [Norwegian]. (2012). Available online at: http://wso.no/wp-content/uploads/2017/01/Brev_Jonas_Gahr_Store_04_10_12.pdf (accessed January 4, 2019).

 83. Ministry of Health and Care. Commissioning Document 2012 [Norwegian]. (2011). Available online at: https://www.regjeringen.no/globalassets/upload/hod/sha/oppdragsdokument_2012/oppdragsdokument_2012_helse_sor-ost_rhf.pdf (accessed December 17, 2018).

 84. Møre og Romsdal Hospital Trust. Hospital Board Decision 2014/17. Cooperation for Reduction of Coercion in Mental Health Care [Norwegian]. (2014). Available online at: https://ekstranett.helse-midt.no/1001/Sakspapirer/sak%2076-11%20vedlegg%20plan%20for%20redusert%20og%20riktig%20bruk%20av%20tvang.pdf

 85. St. Olavs Hospital Trust. Yearly report 2012 for St. Olavs Hospital Trust to Central Norway Health Authority [Norwegian]. (2013). Available online at: https://ekstranett.helse-midt.no/1001/Foretaksmter/%C3%85rlig%20melding%202012%20St.%20Olavs%20Hospital%20HF.pdf (accessed September 18, 2019).

 86. Stavanger Hospital Trust. Yearly report 2013 for Stavanger Hospital Trust [Norwegian]. (2014). Available online at: https://docplayer.me/8425213-Forslag-til-styret-i-helse-vest-7-3-12-arlig-melding-2013-for-helse-stavanger-hf.html (accessed September 18, 2019).

 87. University Hospital of North Norway. Plan for Increased Voluntariness 2014-2016 [Norwegian]. (2014). Available online at: https://docplayer.me/3625930-Universitetssykehuset-nord-norge-hf.html (accessed September 18, 2019).

 88. Joint Action. The Joint Action for Medication-Free Care Pathways in Mental Health Care: Core Document [Norwegian]. (2013). Available online at: http://medisinfrietilbud.no/grunndokument/ (accessed October 12, 2018).

 89. Ministry of Health and Care. Commissioning Document 2015 [Norwegian]. (2015). Available online at: https://www.regjeringen.no/globalassets/departementene/hod/opp2hso.pdf (accessed December 18, 2018).

 90. Ministry of Health and Care. Medication-Free Options in Mental Health Care - Follow Up of Commissioning Document for 2015 [Norwegian]. (2015). Available online at: https://www.regjeringen.no/no/dokumenter/medikamentfrie-tilbud-i-psykisk-helsevern---oppfolging-av-oppdrag-2015/id2464239/ (accessed September 24, 2019).

 91. Bjørgen D, Alexandersen A, Kildal C, Kvisle IM, Benschop AR. Drug-free recovery? Report from KBT (User Competence Centre) [Norwegian]. Trondheim (2018). Available online at: https://kbtmidt.no/en/2018/11/26/drug-free-recovery/ (accessed January 07, 2019).

 92. We shall Overcome. About WSO [Norwegian]. Available online at: https://wso.no/om-wso-2/ (accessed October 13, 2020).

 93. The Norwegian Directorate of Health. Action Plan For Reduced and Quality Assured Use of Coercion in Mental Health Care [Norwegian]. (2006). Available online at: https://www.sintef.no/globalassets/upload/helse/psykisk-helse/pdf-filer/tiltaksplan_for_redusert_og_kvalitetssikret_bruk_av_tvang_i_psykisk_helsevern.pdf (accessed October 12, 2018).

 94. South East Norway Health Authority. Plan for Implementation of Medication-Free Treatment in Mental Health Care in Health South-East According to Requirements in the Commisioners Letter 2015 [Norwegian]. (2015). Available online at: https://docplayer.me/22711456-Moteinnkalling-side-1-av-6.html (accessed March 4, 2019).

 95. Helmikstøl Ø. Strengthens medication-free offers [Norwegian]. Tidsskrift Norsk Psykol. (2014) 51.

 96. Røssberg JI. Medication-Free Alternatives - An Undocumented Game of Chance? [Norwegian]. Available online at: https://www.aftenposten.no/meninger/debatt/i/47PlV/Det-er-langt-fra-sikkert-at-det-riktige-er-a-innfore-medisinfritt-behandlingstilbud--Jan-Ivar-Rossberg (accessed July 13, 2016).

 97. Ilner SO. Medications Help, But Not Alone [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/07/19/medisiner-hjelper-men-ikke-alene/?x=MjAxNi0xMi0yNyAwNzo1NDo1Nw$==$&x=MjAxNi0xMi0yNyAwNzo1NDo1Nw (accessed July 19, 2016).

 98. Kroken RA, Johnsen E. What is Responsible? [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2017/02/12/hva-er-forsvarlig/ (accessed February 17, 2017).

 99. Swensen E. It works for me [Norwegian]. Tidsskrift Norsk Psykol. (2016) 53:558–61.

 100. Andreassen OA. Health Minister Undermines Knowledge Based Treatment [Norwegian]. Aftenposten (2016). Available online at: https://eavis.aftenposten.no/aftenposten/20801/?gatoken=dXNlcl9pZD0xNDMyMDc2JnVzZXJfaWRfdHlwZT1jdXN0b20%3D (accessed September 3, 2018).

 101. Larsen TK. Health Minister Gone Astray [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/07/29/helseministeren-pa-ville-veier/ (accessed July 29, 2016).

 102. Røssberg JI, Andreassen OA, Ilner SO. Medicationfree hospital wards - an ignorant measure [Norwegian]. Tidsskrift Norske Legefor. (2017) 137:426–7.

 103. Gøtzsche PC. Medication-free psychiatry [Danish]. Tidsskrift Norske Legefor. (2017). [Epub ahead of print].

 104. Hammer J. Ethical Experiments With Medication-Free Offers [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/07/05/-etisk-a-eksperimentere-med-medikamentfri-behandling/ (accessed July 05, 2016).

 105. Kvakkestad T. Debate on Mistaken Premises [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/08/04/debatt-pa-feil-premisser/ (accessed August 04, 2016).

 106. Kroken RA, Johnsen E. Evidence for Increased Length of Life From Antipsychotics [Norwegian]. Dagens medisin (2017). Available online at: https://www.dagensmedisin.no/artikler/2017/04/09/evidens-for-okt-livslengde-ved-bruk-av-antipsykotika/ (accessed January 24, 2019).

 107. Slagstad K. Psychiatry's inner conflicts exposed [Norwegian]. Tidsskrift Norske Legefor. (2017) 137:421. 

 108. Malt UF. Medication-free psychosis treatment: View of science or ethics? [Norwegian]. Tidsskrift Norske Legefor. (2017) 137.

 109. Røssberg JI, Andreassen OA, Ilner SO. Misunderstandings of medication-free wards [Norwegian]. Tidsskrift Norske Legefor. (2017) 137:594.

 110. Larsen TK. Complete miss in editorial on psychosis [Norwegian]. Tidsskrift Norske Legefor. (2017) 137.

 111. Røssberg JI. Medication-free care - ideology or science? [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/07/10/medisinfrie-tiltak---ideologi-eller-vitenskap/ (accessed July 10, 2016).

 112. Velken T. Medication-free treatment - some research exists after all [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/07/01/-det-finnes-gode-studier-pa-medikamentfri-behandling/ (accessed July 01, 2016).

 113. Keim W. Unrealistic About Medication-Free Treatment [Norwegian]. (2016). Available online at: https://www.dagensmedisin.no/artikler/2016/08/04/realitetsfjernt-om-medikamentfri-behandling/ (accessed April 08, 2016).

 114. Eidsvik I-M. Consequences of the Biomedical Hegemony in Psychiatry [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2017/01/16/konsekvenser-av-det-biomedisinske-hegemoniet-i-psykiatrien/ (accessed January 16, 2017).

 115. Nesset M. I don't know whether to laugh or cry [Norwegian]. Tidsskrift Norske Legefor. (2017).

 116. Røssberg JI, Andreassen OA, Malt UF. Medication-Free Offers for Psychotic Disorders are Still a Game of Chance [Norwegian]. Available online at: https://www.aftenposten.no/meninger/debatt/i/xMJKp/Medisinfrie-tiltak-for-psykoselidelser-er-fortsatt-et-sjansespill (accessed July 17, 2016).

 117. Røssberg JI. Medication-Free Measures in Mental Health Care [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/06/23/medisinfrie-tiltak-i-psykisk-helsevern/ (accessed Jun 23, 2016).

 118. Knagenhjelm N. Dependency of Strong Doctors and Therapists [Norwegian]. (2016). Available online at: https://www.dagensmedisin.no/artikler/2016/08/08/avhengighet-til-sterke-behandlere/ (accessed July 08, 2016).

 119. Sørensen JM. Professors Spreading Fear, Half Truths, and Lies [Norwegian]. Available online at: https://www.aftenposten.no/meninger/debatt/i/GeAVx/Kort-sagt-25-august (accessed August 25, 2016).

 120. Karterud S. A Different Country, Also in Psychiatry [Norwegian]. OsloL: Aftenposten, (2016). Available online at: https://www.aftenposten.no/meninger/debatt/i/ElznA/Et-annerledesland-ogsa-i-psykiatrien--Sigmund-Karterud (accessed January 1, 2019).

 121. Nesset M. It is enough now! [Norwegian]. Available online at: https://www.dagensmedisin.no/artikler/2016/07/20/det-er-nok-na/ (accessed July 20, 2016).

 122. Røssberg JI. Are Medication Free Zones a Necessary Division or a Constructed Polarization? [Norwegian]. Available online at: https://www.aftenposten.no/meninger/debatt/i/8pJyA/Er-medisinfrie-soner-et-nodvendig-skille-eller-konstruert-polarisering--Jan-Ivar-Rossberg (accessed July 04, 2016).

 123. Nyttingnes O, Pedersen R. An ethical gaze at the Norwegian history of psychiatry [Norwegian]. In: Pedersen R, Nortvedt P, editors. Etikk i psykiske helsetjenester. Oslo: Gyldendal Akademisk (2017). p. 54–86.

 124. Latimer T, Roscamp J, Papanikitas A. Patient-centredness and consumerism in healthcare: an ideological mess. J R Soc Med. (2017) 110:425–7. doi: 10.1177/0141076817731905

 125. Bhugra D, Tasman A, Pathare S, Priebe S, Smith S, Torous J, et al. The WPA-lancet psychiatry commission on the future of psychiatry. Lancet Psychiatry. (2017) 4:775–818. doi: 10.1016/S2215-0366(17)30333-4

 126. de Almeida JMC. The CRPD article 12, the limits of reductionist approaches to complex issues and the necessary search for compromise. World Psychiatry. (2019) 18:46. doi: 10.1002/wps.20602

 127. Steinert T. The UN committee's interpretation of “will and preferences” can violate human rights. World Psychiatry. (2019) 18:45. doi: 10.1002/wps.20601

 128. Zinkler M. Legal regulation of coercion in psychiatry – a task for the professional association? Psychiatr Prax. (2013) 40:115–6. doi: 10.1055/s-0032-1332916

 129. Jacob K. Patient experience and the psychiatric discourse: attempting to bridge incommensurable worlds. Indian J Psychiatry. (2015) 57:423. doi: 10.4103/0019-5545.171847

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2021 Nyttingnes and Rugkåsa. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/xhtml/Nav.xhtml




Contents





		Cover



		The Introduction of Medication-Free Mental Health Services in Norway: An Analysis of the Framing and Impact of Arguments From Different Standpoints



		Introduction



		Discursive Positions in the Field of Psychiatry



		The Aim of the Article







		Materials and Methods



		Data



		Analysis







		Results



		How MFS Became a Policy Solution



		Placing MFS on the Policy Agenda (2008–2010)



		Stakeholders Responding and Adapting to the Ministry's Instruction (2011–2014)



		A Bureaucratic Assertion of Authority









		The Public Debate



		The Health Minister's Decision vs. Evidence-Based Medicine



		The Ethics of Introducing MFS on the Basis of Current Evidence



		MFS and the Most Vulnerable Patients



		Appropriate Treatment With and Without Medication in Current Services



		“Medication-Free” Might Have Has Problematic Connotations









		The “Problem Representations” of the Three Main Stakeholder Groups







		Discussion



		The Mainstreaming of Experiential Knowledge and the Biomedical Reaction



		Problem Representations in a Discursive Deadlock: How to Help Those Not Responding to Anti-psychotics



		Strengths and Limitations







		Conclusion



		Data Availability Statement



		Author Contributions



		Funding



		Abbreviations



		Footnote



		References

















OPS/images/cover.jpg
’ frontiers
in Psychiatry

The Introduction of Medication-Free
Mental Health Services in Norway: An
Analysis of the Framing and Impact
of Arguments From Different
Standpoints





OPS/images/fpsyt-12-685024-t001.jpg
Date

2008-2010: Placing MFS o May 2008
the policy agenda

Jun. 2009

Mar. 2010

2011-2014: Stakeholders
responding and adapting to
the Ministrys instriction

2011-2012

Oct. 2011

Jul. 2012

Oct. 2012

Dec. 2012

2012-2014

20138

2015-2016: A bureaucratic
assertion of authority

Jan. 2015

Nov. 2015

2016

Author

We Shall Overcome (73)

The Norwegian Directorate
of Health (74)

Ministry of Health and Care
(75)

Norwegian Health
Authorities (76-79)

Joint Action (80)

Ministry of Health and Care
@®1)

Joint Action (82)

Ministry of Health and Care
©3)

Various health trusts,
including More og Romsdal
(84), StOlavs Hospital (85),
Stavanger Health trust (36),
University hospital of North
Norway (87)

Joint Action (88)

Ministry of Health and Care
(89)

Ministry of Health and Care
(90)

Norwegian Regional Health
Authorities

Document type

User organization’s presentation to a
consultative parliamentary meeting on
how to reduce coercion in mental
health care

Task force report discussing the
ciiteria for compulsion and
suggesting actions to reduce
coercion

Amendment to the 2010
Commissioning Letter to the Regional
Health Authorities

Four-year plans for reducing coercion

Letter to the Minister of Health

National strategy for reduced
coercion and increased voluntariness
in mental health services

Letter to the Minister of Health

Commissioning Letter to Regional
Health Authorities for 2013

Local Trusts’ plans for reducing the
use of coercion

Positioning document

Commissioning Letter to Regional
Health Authorities for 2015

Amendment to the 2015
Commissioning Letter to Regional
Health Authorities

Protocols for MFS, reported in
Bjorgen et al. (91)

Main content related to MFS

Griticizes current practices and proposes.
medication-free acute services for those who.
avoid services due to fears of involuntary
medication

Proposes the testing of MFS for inpatient
treatment of psychosis as one of 38 suggested
actions

Announces a forthcoming strategy to
implement alternatives to coercion; MFS is one
of 11 measures described as the minimal
requirements to be planned for

Provide an overview of existing direction and
set out frameworks for action plans in local
Health Trusts; MFS is not planned for in any
Trust

Five NGOs demands actions to ensure that
Trusts follow up on the instruction to establish
MFS

Sets out the strategy that includes systematic
introduction of altenatives to coercion,
including MFS.

Reiterates that MFS has not been established
or planned by any Trust; proposes progress
through dialogue with user organizations
Reiterates that Trusts must implement
voluntary services, including MFS

Describe local plans that vary in form and
content regarding which measures to
implement to reduce coercion; none include
plans to implement MFS

‘Summarizes that five national user and carer
organizations are united in their demand for
patients” right to choose MFS

Reiterates the instruction to implement MFS;
specifies that these shall be developed in
cooperation with user organizations, and sets a
reporting deadine

Firms up the previous instruction with a revised
time schedule: five MFS units must be
established by June 2016

Plans for piloting MFS

*As there was considerable overlap/duplication in the arguments put forward by stakeholders in the included policy documents, we do not describe all 36 here.





OPS/images/fpsyt-12-685024-t002.jpg
— Main concern
Contested issues

Involuntary medication

Non-response to antipsychotics

Separate MFS wards

The ethics of MFS

Concern for the most severely ill patients

Implication of the MFS label

View of current care practice

Evidence-base for MFS

The Health Ministry

Coercion rates

Occasionally needed
but should be reduced
One reason for
developing MFS

Instructed
establishment of
separate ward

MFS is needed to
rectify negative patient
experience

Implicit that they
sometimes need
interventions

Not addressed

Too high rates of
coercion, can be
rectified by various
measures including
MFS

Heterogeneous effects
of medication and
experiential evidence
justifies MFS

Joint Action and MFS supporters

Patient autonomy

Negative patient experiences;
violates autonomy;

Central reason for making MFS
mandatory

Necessary to offer real
treatment choice and
avoid coercive
environments

MFS imperative to
improve patient
autonomy

llustrate the failure of
current care
approaches. Need
protection from
coerced medication
Enables reluctant
patients to access
treatment

Treatment without
medication is
unavailable, which
curtalls patient
autonormy

Experiential evidence justifies

MFS, as does the mixed

scientific evidence for

antipsychoics.

MFS critics

Evidence-based treatment

Not directly addressed; implicitly
linked to insight

Can be addressed
within current
organization

Greates unwanted
divide between
biological and
psychosoial treatment
Treatment without
scientific evidence is
ethically dubious

Lack of insight can
result in reluctance to
receive evidence-based
medication.

Might create
“antipsychiatric islands’

and stigmatize the use

of medication

Current services

provides room for

patient choice and

treatment of

non-responders

No relevant evidence to justify
MFS but strong evidence for the
efficacy of antipsychotics










OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Psychiatry





