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The aim of the present study was to investigate epidemiological data on involuntary hospitalization of 
underage patients in psychiatric settings and illustrate the related ethical issues. The medical records 
of 131 involuntary psychiatric admissions of children and adolescents ordered by public prosecutor 
between 2005 and 2014 were examined carefully. The examined variables involved the place of ori-

gin, the place of residence of minors after discharge, the length of stay in hospitals, the discharge diagnosis, 
the rate at which the minors were introduced to police and other authorities before their hospitalization, and 
the results of the neuropsychological assessment (WISC II). Data were analyzed by SPSS (Statistical Package 
for the Social Sciences). The mean age of the minors was 14.19 years (Male: Female ratio; 1.6:1). First, a high rate 
of incidences of compulsory admissions was found [5-year period (2005-2009):(2010-2014) ratio; 1:1.85] most 
likely due to organizational factors, which, however, could have been avoided in a more patient-oriented 
healthcare system. It is most likely that the criteria used for making decisions in favor of compulsory admis-
sions were disproportionately (unduly) broad. In parallel, it was observed that, during 2010-2014, despite the 
increase in the rate of the prosecutor’s orders, there was a decrease in the duration of coercive hospitaliza-
tion of minors in psychiatric departments of hospitals in comparison to the period 2005-2009 [5-year period 
duration of hospitalization (2005-2009):(2010-2014) ratio; 2.33:1]. Furthermore, family was found likely to wield 
considerable influence on the decision-making for compulsory admissions. In addition, the effectiveness of a 
compulsory hospitalization of minors in a child and adolescent psychiatry department was found largely de-
pendent on the type of the underlying mental health problem. In that respect, low rates of recidivism (7.6%) 
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Introduction

Compulsory admission is accepted as necessary 
or even mandatory in certain cases of considerable 
danger to oneself or others due to psychiatric illness, 
despite the fact that it entails legal restriction of pa-
tient’s personal freedom and self-determination. 
Involuntary hospitalization is an integral part of men-
tal healthcare provision, especially when the patients 
are children and adolescents.1 However, the poten-
tial misuse of coercion in psychiatry may give rise to 
ethical concerns, given the truth of the assumptions 
that coercive measures may affect patients’ personal 
interests profoundly,2 and may be associated with 
negative outcomes due to possible adverse effects 
on the therapist-patient relationship.3 Moreover, it 
is argued that ‘compulsory admission of people with 
mental disorder has far-reaching effects also in terms 
of health-care costs’.4 

More precisely, it is a complicated process to an-
swer the question of whether a minor is in need of 
involuntary psychiatric hospitalization and involves 
answers to questions regarding the patient’s best 
interest and decision-making capacity. However, 
this is not always the case in practice. Importantly, 
Rotharmel showed that the children were either 
poorly informed or even not informed at all at the 
time of involuntary psychiatric admission.5 

Patients who experienced involuntary admission 
may be thought of as being under formal coercion; at 
least to the extent that coercion is conceptualized as 
a negative experience rather than merely a percep-
tion.6 Mielau et al7 put it best in saying ‘Subjective 
experience of coercive interventions played an im-
portant role for the justification of treatment against 
an individual’s “natural will”’. Involuntary admission 

is a coercive measure and hence special attention 
should be paid to the principle of proportionality.8 

Most importantly, minors may be at considerably 
higher risk of being subject to involuntary psychiat-
ric hospitalization as compared to adults.9 Already in 
1979 the Supreme Court of Columbia held that invol-
untary psychiatric hospitalization of minors requires 
special procedures.10

The legal basis for coercive psychiatric admission in 
Greece is regulated by the law n. 2071/1992 (articles 
95 and following). Despite the strict legislative con-
trol of use of involuntary psychiatric hospitalization 
laid down in this law, a high rate of involuntary psy-
chiatric hospitalizations (of adults) has been noticed 
within the last decades in Greece. It is argued that 
the legislative control is applied in practice in a less 
strict way that the specified in the law.11

Compulsory admission is accepted as necessary or 
even mandatory in certain cases where the criteria for 
involuntary psychiatric hospitalization (requirements 
laid down by the article 95 of the Law 2071/1992) are 
fulfilled. Moreover, it is to be mentioned that accord-
ing to the article 28 of the Greek Code of Medical 
Ethics (law n. 3418/2005) the freedom of psychiatric 
patients can be restricted only to the minimum ex-
tent necessary whilst their autonomy should be re-
spected to the greatest possible extent. 

As is the case with jurisdictions of other countries, 
the Greek law (Code of Medical Ethics, namely, law. 
n. 3418/2005, article 12) regards minors (younger 
than 18 years) as not being capable of giving valid 
consent to their medical treatment. Nevertheless, in 
the context of modern bioethics this position raises 
reasonable concerns when it comes to mature ado-
lescents. Importantly, there are multiple interacting 
factors profoundly affecting the level of adolescent’s 

indicated that the measure of involuntary hospitalization was necessary and effective. It was also observed 
that the short-term removal of the minor from the family environment was a potentially relieving strategy for 
both the child and the family apart from the need for therapeutic intervention. The paper concludes by high-
lighting the role of a multi-stakeholder decision-making process (which entails shared decision-making as 
an integral component of providing mental healthcare to minors) in facilitating a decision about involuntary 
psychiatric hospitalization that is proportional and respectful to patient autonomy. 

Key words: Involuntary hospitalization, bioethics, child psychiatry, autonomy, decision-making, prosecutor’s 
order.
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maturity.12–14 Furthermore, scholars argue that per-
fect understanding and appreciation of the informa-
tion provided are not necessarily requirements for 
decision-making capacity.15

In the present study, the data from the Child 
Psychiatry Department in Thessaloniki –the largest 
city northern Greece– were studied over a decade 
(2005–2014). Quantitative and qualitative characteris-
tics of the adolescents hospitalized in the clinic were 
studied and an attempt was made to identify the 
factors that prompted the prosecution order for the 
clinical assessment and admission of minors to the 
child psychiatry department. Moreover, the present 
study was aimed to examine whether the imposition 
of the therapeutic approach to involuntary hospitali-
zation among children and adolescents is consistent 
with the principle of proportionality, the principle of 
non-harm and the principle of autonomy. 

In this paper the term ‘minor’ bears the meaning of 
the term ‘child and adolescent.’

Material and method

Study design

A retrospective patient record study on the inci-
dences of coercive hospitalization of children and 
adolescents in Northern Greece was designed. The 
patient records of 131 children and adolescents re-
garding admissions to the Department of Child and 
Adolescent Psychiatry of the general (tertiary level) 
hospital "Hippokration" in Thessaloniki (prefecture 
of Central Macedonia) imposed by a prosecutor’s or-
der in the period between 2005 and 2014 were care-
fully reviewed. Occasional supplementary data were 
registered. Data were analyzed by SPSS (Statistical 
Package for the Social Sciences): Binomial test was 
utilized in order to examine the statistical signifi-
cance of deviations from a theoretically expected 
distribution of observations into two categories; the 
chi-square (x2) test, in order to detect statistical asso-
ciations between two or more categorical variables; 
the Mann–Whitney U test, in order to investigate 
whether two independent samples were selected 
from populations having the same distribution pro-
viding a detailed breakdown of ranks, calculations, 
and data; the T- test, in order to compare the means 
of two groups, which may be different in relation to a 
certain feature; as well as descriptive statistics: mean 

value (average of a data set) and standard deviation 
(measure of the amount of dispersion of a set of val-
ues). Then, the authors discussed the results placing 
considerable emphasis on the ethical implications of 
the findings of data analysis.

Research sample

The research study sample contained the medical 
records of 131 children and adolescents who were 
involuntarily admitted to hospitals by order issued 
by public prosecutor between 2005 and 2014. The 
mean age of the minors was 14.19 years (range=2-18; 
SD=3.15). Eighty out of a total of 131 minors were 
boys (61.06%) with a mean age of 14.03 (SD=3.27), 
whereas 51 were girls (38.93%) with a mean age of 
14.4 years (SD=2.98).

The examined variables involved the place of ori-
gin, the place of residence of minors after discharge, 
the length of stay in hospitals, the discharge diagno-
sis, the rate at which the minors were introduced to 
police and other authorities before their hospitaliza-
tion, and the results of the neuropsychological as-
sessment (WISC II).

Ethical considerations 

The ethical principles of anonymity, voluntary 
participation and confidentiality were considered. 
Anonymity and confidentiality have been main-
tained throughout the study. The data were stored in 
a strictly confidential fashion. The study and research 
procedure was approved by ethics committee affili-
ated to Aristotle University of Thessaloniki, Faculty of 
Health Sciences, Department of Medicine (No:2.138 
27/2/2019).

Results 

Place of origin

68.5% of the participants came from Thessaloniki, 
while the remaining 31.5% originated from other 
regions of Greece. The Binomial test indicated that 
this difference was statistically significant (exact p 
<0.001) (test value 0.5) (table 1).

Place of residence after discharge

After discharge from hospital, 69.7% of the invol-
untarily hospitalized children returned back to their 
homes after having completed their treatment, as 
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opposed to 31.3% of the hospitalized minors who 
followed a different path (transfer to institution 
26.9%; escape 1.7%; unknown 0.8%; transference for 
continuation of hospitalization to other hospital de-
partment 0.8%). The Binomial test showed that this 
difference was statistically significant (exact p<0.001) 
(test value 0.5) (table 2). All discharged minors return-
ing back home continued to live at the same place as 
previously. 

Table 1. Place of origin (residence prior to admission).

City Cardinal number 
(N)

Percentage 
(%)

Thessaloniki 89 68.5

Kozani 7 5.4

Kilkis 4 3.1

Xanthi 3 2.3

Karditsa 3 2.3

Ioannina 3 2.3

Larisa 3 2.3

Volos 3 2.3

Kavala 3 2.3

Imathia 2 1.6

Serres 2 1.6

Kastoria 2 1.6

Chalkidiki 1 0.8

Thasos 1 0.8

Alexandroupolis 1 0.8

Drama 1 0.8

Kerkyra 1 0.8

Athens 1 0.8

Total 131 100.0

Table 2. Place of residence after discharge.

Cardinal number 
(N)

Percentage 
(%)

Parental home 83 69.7

Unknown 1 0.8

Institution 32 26.9

Escape 1.5 1.7

Transference 0.8 0.8

Total 119 100.0

Distribution per year and diagnosis

Given the number of participants and the uneven 
distribution per year, the examined decade was split 
into two groups of five years to investigate whether 
there had been a significant increase in the rate of 
prosecutions from the five-year period 2005–2009 
to the five-year period 2010–2014. In particular, dur-
ing the five-year period between 2005 and 2009, 46 
public prosecutor’s orders were recorded (35.1%), 
while in the five-year period from 2010 to 2014, 85 
public prosecutor’s orders were issued (64.9%). This 
increase was statistically significant (exact p<0.01) 
(test value 0.5) (table 3).

In terms of diagnosis, initially there were 22 indi-
vidual diagnoses, which were then grouped into 
diagnostic umbrella categories. The x2 test showed 
that there was a statistically significant differen-
tiation between the categories regarding the diag-
noses (x2(7)=170.374; exact p=0.001). Table 4 indi-
cates that the predominant diagnosis was the cat-
egory “Behavioral Disorder; Disruptive and Impulsive 
Behavior” (table 4).

Regarding the diagnostic procedure, it was ob-
served that psychiatric diagnoses associated with 
neurodevelopmental disorders (schizophrenia, per-
vasive developmental disorder, intellectual disabil-
ity) involved 36.3% of all involuntary psychiatric hos-
pitalizations of minors by order of the public pros-
ecutor during the period 2005–2014. 

Table 3. Prosecution orders per year.

Year Prosecution orders

Cardinal number 
(N)

Percentage 
(%)

2005 2 4.26

2006 1 2.13

2007 1 2.13

2008 6 12.77

2009 5 10.64

2010 6 12.77

2011 7 14.89

2012 6 12.77

2013 9 19.15

2014 4 8.51
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Table 4. Diagnostic categories.

Diagnosis Cardinal number (N) Percentage (%)

Behavioral disorder, impulsive behavior 64 48.9

Pervasive Developmental Disorder 21 21

No diagnosis 19 14.5

Intellectual Disability 14 10.7

Schizophrenia 6 4.6

Drug or alcohol abuse 4 3.1

Personality disorder 3 2.3

Total 131 100.0

Among all the minors who were examined in the 
study in the period between 2005 and 2014, the rate of 
involuntary admissions ranged from 0 to 3, while the 
average length of stay in hospital was 14 days. The ap-
plication of the Mann-Whitney test showed that there 
was a significant difference in the length of hospital 
stay between the two five-year periods (2005–2009 
compared with 2010–2014) (U=1035, exact p<0.01). 
With regard to average values, it was observed that 
despite the increase in the rate of the prosecutor’s or-
ders, there was noticed a decrease in the length of stay 
of minors in psychiatric departments of hospitals in 
the second five-year period (2005–2009: mean=22.68, 
SD=30.87; 2010–2014: mean=9.73, SD=10.69). In short, 
the length of hospital stay was significantly shorter 
during the five-year period 2010–2014 (mean = 9.73 
days) as compared to the five-year period 2005-2009 
(mean=22.68 days) (table 5).

Table 5. Duration of hospital stay per year (in days)

Year Length of hospitalization (days)

Mean SD

2005 17.33 6.03

2006 15.80 6.97

2007 9.5 8.25

2008 23.0 15.41

2009 31.17 45.43

2010 8.43 4.12

2011 12.11 12.48

2012 9.29 8.07

2013 4.17 2.17

2014 11.74 14.47

Juvenile delinquency

The interest of the authorities was engaged in 
the cases of 47 (35.9%) out of a total of 131 minors 
who constituted the research study sample. The 
authorities intervened for reasons such as running 
away from home, hetero-destructiveness against 
other individuals (including parents, classmates), 
and juvenile delinquency (involving thefts, sub-
stance abuse, foreign property damage). The x2 test 
showed that the rate of minors who had concerned 
the authorities again in the past remained the same 
during the two five-year periods (x2(1)=0.33; exact 
p=0.58). Furthermore, contact with the police au-
thorities did not appear to vary according to age 
(contact with the authorities: mean (age) = 14.43, 
SD=2.34; no contact with the authorities: mean 
(age)=14.05, SD=3.54, U=1852, exact p=0.56) or 
the sex of the examined children (x2 (1)=0.24; exact 
p=0.71). 

Intellectual ability

Also, with regard to the 44 children who were ex-
amined through the WISC test during the decade 
2005–2014, the mean value of intelligence index 
was 70, with a maximum of 113 and a minimum of 
30. The Intelligence Index was not differentiated in 
relation to the minor’s gender (t(42)= 0.02; p=0.98), 
or the minors’ place of residence after hospitalization 
(F(1)=1.56; p=0.59). However, it was observed that 
there had been a significant difference between the 
two five-year periods (t(42)= 2.34; p<0.05), with a re-
duced intelligence index in the second period (2005–
2009: mean=80.15, SD=24.42, 2010–2014: mean= 
61.68, SD=26.95).
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Recidivism and hetero-destructive behavior

The rate of re-hospitalizations was 7.6% (10 individ-
uals), among which 70% (7 individuals) had occupied 
the authorities’ interest resulting in a public prosecu-
tor’s order for involuntary re-hospitalization being 
issued. Given that in 48.9% of total admissions were 
diagnosed a conduct disorder/impulsive behavior, 
expressions of antisocial behavior were reasonably 
expected-including theft, inter-family conflicts, hete-
ro-destructive conduct against objects, or verbal and 
physical aggression towards others.

Discussion

According to the authors’ data, in the decade 2005-
2014 qualitative differences have been observed in 
the status/frequency of involuntary admissions and 
characteristics of minors. 

A reliable explanation seems to be that with the 
passage of time it has been increasingly realized that 
long stay in psychiatric hospital may exacerbate the 
perceived stigma and hence, profoundly affect neg-
atively the already vulnerable mental health/well-
being of hospitalized minors. The implementation of 
Psychiatric Reform in Greece with the "Psychargos" 
program seems to have contributed greatly to the 
above-mentioned reduction in length of hospital 
stay as well as the reduction of the rate of incidence 
of compulsory admissions.16 The "Psychargos" pro-
gram provided for delivering effective and timely 
psychiatric care and organization of mental health 
services and facilities designed to re-integrate in-
stitutionalized patients with mental disorders back 
into the community16 and facilitated a much more 
patient-oriented perspective in the context of psy-
chiatric healthcare. The high rate of incidences of 
compulsory admissions prior to the implementation 
of the "Psychargos" program most likely was due to 
organizational factors, which, however, could have 
been avoided in a more patient-oriented healthcare 
system.17

The cases of delinquent minors who were already 
familiar with the authorities prior to the hospitaliza-
tion exhibited no significant differentiation either 
between the two examined five-year periods or in 
association with the qualitative characteristics of the 
examined minors. 

Considering the low rates of recidivism (7.6%) it s 
reasonable to suppose that the coercive measure of 
involuntary hospitalization had a positive outcome 
and hence it might be thought of as being effective. 
Furthermore, the reduced in length minors’ stay in 
a children/adolescents psychiatric department dur-
ing the second period (2010–2014) might also be 
thought of as being beneficial to both child and fam-
ily. The short-term removal of a minor from the fam-
ily environment may lessen or even relieve both child 
and family of the burden of receiving and providing 
psychiatric treatment, respectively.

In case of a hard-to-resolve conflict between two 
or more fundamental bioethical principles (autono-
my, beneficence, nonmaleficence, justice) the prin-
ciple of mutuality devised by DeMarco establishes 
a moral obligation to investigate all the possible 
alternatives to ameliorate, eliminate or circumvent 
the conflict so that all the conflicting principles will 
remain inviolate as much as possible, at the same 
time.18 Besides, provided that according to the au-
thors’ data and findings the percentage of minors 
who were discharged without having received a 
formal diagnosis was not insignificant, and given 
the truth of the consideration that within the last 
decades in Greece the legislative control of invol-
untary psychiatric hospitalizations of adults has 
been applied in practice in a less strict way that the 
specified in the law,11 it was reasonable to suppose 
that the criteria used for making decisions in favor 
of compulsory admissions were disproportionately 
(unduly) broad and in all likelihood involuntary 
psychiatric hospitalizations have been used as pre-
ventive means (in a paternalistic perspective). The 
percentage of minors who were discharged with-
out having received a formal diagnosis (14.5%) was 
also significant, which may be either due to chil-
dren who were admitted to with the intention of 
a subsequent placement into an institution due to 
inadequate family environments or associates with 
children/adolescents who experienced no severe 
psychopathology, but the prosecutors’ orders had 
been triggered by the individuals’ acts of impulsiv-
ity and dysfunction in their environments (home, 
institution). Therefore, it was reasonable to suppose 
that involuntary psychiatric hospitalizations have in 
all likelihood been used as preventive means. 



PSYCHIATRIKI 31 (2), 2020	 INVOLUNTARY PSYCHIATRIC HOSPITALIZATION OF CHILDREN AND ADOLESCENTS	 135

Importantly, in the reviewed medical records the 
authors found no value arguments used in the deci-
sion for coercive care. This finding is in consistency 
with the findings of a study conducted by Pelto-Piri 
et al.19 It is most likely that family wields consider-
able influence on the decision making for compul-
sory admissions. As Greek family changes over time 
the (traditionally strong) intimate bonds between 
its members tend to become increasingly weaker. 
This is partly due to the economic crisis occurred in 
Greece over the last years. In the authors’ opinion, 
this may partly explain the rise in the public prosecu-
tor’s orders during the second examined five-year 
period (2010-2014), provided the significant role of 
family in juvenile delinquency.20–22 The year 2010 was 
roughly corresponding to the initial stage (warning 
phase) of the Greek economic crisis. Among 48.9% 
of the reviewed patient records, the diagnostic enti-
ties of conduct disorder or impulsive behavior were 
prevalent. These are diagnoses that according to 
the ICD-10 (International Statistical Classification 
of Diseases and Related Health Problems 10th 
Revision), their manifestation often may additionally 
involve family factors; a fact that therefore reflects 
the importance of an adequate family environment 
in ensuring the child’s smooth psycho-emotional de-
velopment.23

Interestingly, the data that have been outlined 
earlier indicated that psychiatric diagnoses associ-
ated with neurodevelopmental disorders among 
minors were more manageable and the use of in-
voluntary hospitalization was easier for the family 
to decide, compared to behavioral disorders asso-
ciated with psychosocial factors.24 Behavioral prob-
lems such as conduct disorder and externalizing or 
antisocial behavior can be associated with adverse 
family environments and negative stimuli passed 
to the juveniles acting out in delinquent behaviors. 
Parents’ behavior management practices, parental 
stress, and family environment are highly pertinent 
to children’s conduct problems.25,26 Therefore, many 
parents may also try to avoid resorting to coercive 
psychiatric care in a feeling of parental incompe-
tency and failure and/or in fear of social stigma 
and/or in denial of acknowledging their participa-
tion in any way. Furthermore, it has been observed 
that choosing a coping strategy is influenced by 

how a person appraises the degree of potentiality 
of problem-solving in assessing a threatening situ-
ation. Caregiving burden may be characterized by 
an imbalance of perceived demands and resources 
leading to an experienced overload.27

Furthermore, the authors found that the effec-
tiveness of a compulsory hospitalization of minors 
in a child and adolescent psychiatry department 
largely depends on the type of the underlying men-
tal health problem. In this perspective, low rates of 
recidivism indicated that the measure of involuntary 
hospitalization as implemented was necessary and 
effective. It was also observed that the short-term 
removal of the minor from the family environment 
was a potentially relieving strategy for both the child 
and the family apart from the need for therapeutic 
intervention. 

At any rate, involuntary psychiatric admissions 
of minors should be associated with symptoms se-
verity. It should be highlighted that the association 
between involuntary psychiatric admissions of mi-
nors and variables such as aspects of the adolescent 
living conditions or even gender identity may be a 
serious ethical and legal problem.28 Kaltiala-Heino 
stresses the risk of unnecessarily subjecting girls to 
involuntary psychiatric hospitalization. Indeed, fe-
male gender is considered one of the risk factors 
for involuntary psychiatric admissions of minors.29 
Notwithstanding, Mears et al. found that involuntary 
admissions occurred more frequently among boys.30 
Ulla et al found that a greater proportion of girls than 
boys were subjected to coercive measures in adoles-
cent psychiatric inpatient treatment.31 Female gen-
der, advanced age, out-of-home placement and sui-
cidal acts prior to admission are cited in the literature 
as risk factors for involuntary psychiatric hospitaliza-
tion of minors.8 As anticipated above, the authors 
found that involuntary admissions occurred more 
frequently among boys. 

As is the case with the laws of other European 
countries32 the Greek law leaves room for a gap be-
tween public policymakers’ intention and practice 
in the context of involuntary psychiatric hospitali-
zation of minors. As a consequence, considerable 
variation may be seen in the use of the measure. As 
the decision making for involuntary psychiatric hos-
pitalization of minors is a complicated and multidi-
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mensional process, the authors highlight the need 
for a multi-stakeholder process for making deci-
sions about involuntary psychiatric hospitalization 
of minors. This process should involve shared deci-
sion making process, despite the fact that the com-
munication in such cases may be too complicated 
to handle. 

Shared decision making (SDM) is a key component 
of patient-centered health care good medical prac-
tice. It "is increasingly being suggested as an integral 
part of provision of mental health provision".33,34 
Note, however, that research has shown a percep-
tion-reality gap despite the fact that many clinicians 
feel they already use shared decision-making.35

At any rate, the minor’s decision-making capac-
ity should be taken seriously into account, espe-
cially when it comes to adolescents mature enough 
to make their own decisions. This is in consistency 
not only with patient autonomy but also with the 
principle of beneficence given the truth of the as-
sumption that involvement of adolescents in treat-
ment decision making process may have positive 
effects on their self-esteem and self-confidence.36 
In that regard, American courts developed the "the 
mature minor doctrine".10 Note, however, that it is 
not always an easy task to fully engage minors in 
a surrogate decision making about their psychiatric 
treatment.37

When the surrogate is a parent, their parent-
ing capacity plays a crucial role in a decision on 
the involuntary psychiatric hospitalization of the 
child. Involuntary admission of adolescents is said 
to be associated with distinctive conflicts between 
these adolescents and their parents.38 The findings 
of Golubchik et al. highlight the crucial role of the 
parents (namely, the crucial role of their parenting 
capacity in terms of their ability "to cope and to 
contain the child") in the process of such a decision 
making.39

A major limitation of the study is that it is not 
based on a representative nationwide dataset al-
though it is based on a sufficiently large dataset 
that was representative of the Northern Greece (It 
is one of the two centers in Northern Greece - rep-
resenting 50% of the cases). Another limitation of 
the study was related to the co-operation of the 
family during follow-up. Across all studied medical 

records of patients there was missing data concern-
ing the family and adolescent co-operation after 
discharge, which might have a significant effect on 
the conclusions that could be drawn from the data. 
Furthermore, the retrospective nature of the study 
and the structure of the data allowed the authors 
draw limited conclusions. 

At any rate, it might be thought of as being 
strength of this study the fact that in the currently 
available academic literature there is a limited num-
ber of comparable studies involving investigations 
about involuntary psychiatric admissions focusing 
on minor patients. As regards the Geek context, lit-
tle is known about the epidemiology of involuntary 
psychiatric hospitalization focusing on children and 
adolescents. 

The results of this study might be evaluated in 
eventual compulsive hospitalization plans which, 
however, in a patient-oriented healthcare system 
should be well-designed and based on clinical evi-
dence that balances risks and expected outcomes 
with patient preferences, values and human rights. 
This is important from a public health policy per-
spective, given the truth of the assumption that 
"rates of involuntary admission and treatment reflect 
characteristics of national mental health care".8

Conclusion

The main points raised in the authors’ data anal-
ysis and findings are the following: The authors 
found a high rate of incidences of compulsory 
admissions most likely due to organizational fac-
tors, which, however, could have been avoided in a 
more patient-oriented healthcare system. It is most 
likely that the criteria used for making decisions in 
favor of compulsory admissions were dispropor-
tionately (unduly) broad and in all likelihood have 
been used as preventive means (in a paternalistic 
perspective). Furthermore, the authors found that 
the effectiveness of a compulsory hospitalization 
of minors in a child and adolescent psychiatry de-
partment largely depends on the type of the un-
derlying mental health problem. In that respect, 
low rates of recidivism indicated that the measure 
of involuntary hospitalization was necessary and 
effective. It was also observed that the short-term 
removal of the minor from the family environment 



PSYCHIATRIKI 31 (2), 2020	 INVOLUNTARY PSYCHIATRIC HOSPITALIZATION OF CHILDREN AND ADOLESCENTS	 137

was a potentially relieving strategy for both the 
child and the family apart from the need for thera-
peutic intervention. 

The paper concludes by highlighting the role of a 
multi-stakeholder decision making (involving shared 

decision making process as an integral component 
of provision of psychiatric healthcare to minors) in 
facilitating a decision about involuntary psychiatric 
hospitalization that is proportional and respectful to 
patient autonomy. 

Ακούσια ψυχιατρική νοσηλεία παιδιών 
και εφήβων στη Βόρεια Ελλάδα: 

Αναδρομική επιδημιολογική μελέτη 
και συναφή ηθικά ζητήματα
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Σκοπός της παρούσας μελέτης ήταν η διερεύνηση των επιδημιολογικών δεδομένων όσον αφορά 
στην ακούσια ψυχιατρική νοσηλεία ανηλίκων ασθενών καθώς και η παρουσίαση των σχετικών βι-
οηθικών και δεοντολογικών ζητημάτων που αναδύονται γύρω από αυτή. Εξετάστηκαν προσεκτικά 
τα ιατρικά αρχεία 131 ακούσιων ψυχιατρικών νοσηλειών παιδιών και εφήβων που εισήχθησαν κατό-
πιν εισαγγελικής παραγγελίας προς εξέταση κατά το χρονικό διάστημα 2005-2014. Οι εξεταζόμενες 
μεταβλητές αφορούσαν στον τόπο καταγωγής, τον τόπο διαμονής των ανηλίκων μετά το εξιτήριο, 
τη διάρκεια ενδονοσοκομειακής παραμονής, τη διάγνωση εξόδου, το ποσοστό παρουσίασης των 
ανηλίκων σε αστυνομικές και άλλες αρχές πριν από τη νοσηλεία τους και τα αποτελέσματα της νευ-
ροψυχολογικής αξιολόγησης (WISC II). Τα δεδομένα αναλύθηκαν μέσω του SPSS (Στατιστικό Πακέτο 
για τις Κοινωνικές Επιστήμες). Η μέση ηλικία των ανηλίκων ήταν 14,19 έτη (με αναλογία αρρένων: 
θηλέων 1,6:1). Αρχικά, πιθανότατα λόγω παραγόντων που αφορούσαν στην οργάνωση, διαπιστώ-
θηκε υψηλό ποσοστό επίπτωσης στις ακούσιες εισαγωγές [πενταετείς περίοδοι (2005-2009):(2010-
2014) με αναλογία 1:1,85], οι οποίες, ωστόσο, θα μπορούσαν να είχαν αποφευχθεί σε ένα σύστημα 
υγειονομικής περίθαλψης με μεγαλύτερη εξατομίκευση προς τον ασθενή. Είναι πολύ πιθανό ότι τα 
κριτήρια που χρησιμοποιήθηκαν για τη λήψη αποφάσεων υπέρ της ακούσιας εισαγωγής να ήταν 
δυσαναλόγως γενικευτικά. Παράλληλα, παρατηρήθηκε ότι κατά την περίοδο 2010-2014, παρά την 
αύξηση του ποσοστού των εισαγγελικών παραγγελιών προς εξέταση, σημειώθηκε μείωση της διάρ-
κειας της ακούσιας νοσηλείας των ανηλίκων στα ψυχιατρικά τμήματα των νοσοκομείων σε σύγκρι-
ση με την περίοδο 2005-2009 [διάρκεια νοσηλείας ανά πενταετία (2005-2009):(2010-2014) αναλογία; 
2,33:1]. Επιπλέον, η οικογένεια βρέθηκε να ασκεί πιθανόν σημαντική επιρροή στη λήψη αποφάσεων 
για την ακούσια νοσηλεία. Επίσης, η αποτελεσματικότητα της υποχρεωτικής ψυχιατρικής νοσηλεί-
ας ανηλίκων διαπιστώθηκε πως εξαρτάται σε μεγάλο βαθμό από το είδος της υποκείμενης ψυχικής 
διαταραχής. Από αυτή τη σκοπιά, τα χαμηλά ποσοστά υποτροπής (7,6%) έδειξαν ότι το μέτρο της 
ακούσιας νοσηλείας ήταν απαραίτητο και αποτελεσματικό. Παρατηρήθηκε επίσης ότι, πέρα από την 
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