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ABSTRACT 
 
Health professionals (HPs) can take steps to reduce risk through prevention and respectful 

treatment and make efforts to increase protection and coping in patients and the population in 

general. HPs’ knowledge of risk and protective factors, of what professional treatment entails 

and of how they can encourage salutogenic processes in all phases of life can help promote 

health and reduce illness in patients. This thesis presents these aspects for the benefit of HPs 

and patients. It also aims to increase knowledge of processes that affect health or prognosis, 

both before and after the onset of a disorder, including an examination of adverse events (AEs). 

The main aim of this thesis is to study risk factors before the onset of disorders and of AEs that 

may prolong illness in mental health care. 

 

In Papers 1 and 2 we studied what life had been like for people with schizophrenia before they 

were defined as ill by an HP. The purpose, from a preventive perspective, was to identify factors 

that distinguish these persons from adolescents who do not develop schizophrenia. Knowledge 

of the factors that differ between those who later become ill and those who do not may be 

important for prevention. However, it may also be important for the sake of all adolescents, as 

associated conditions (e.g. smoking, poor physical condition) are important to prevent in 

general, while they represent an additional burden in the event of a fully developed disorder. 

This is important because it is often a question of lifelong conditions where it is essential to 

start health care interventions early, while we should also view illness in the light of the person’s 

entire life. Papers 3 and 4 focus on quality failures and AEs caused by HPs during treatment, 

which can affect the person’s illness trajectory without preventive interventions.  

 

Papers 1, 2 and 4 use a quantitative approach to analyse and answer the hypotheses, while Paper 

3 is based on a qualitative approach. Papers 1 and 2 are a case-control study using data from 

the Norwegian Young-HUNT1 survey with 15 cases of premorbid schizophrenia. Papers 3 and 

4 report on the translation, validation and use of a quality and research tool, the Global Trigger 

Tool – Psychiatry (GTT-P), to detect and report triggers for AEs, risk areas and AEs in mental 

health care.  

 
Our studies show that persons who later developed schizophrenia, compared to those who did 

not, were less physically active, more alone, more prone to a negative mood with increased 

rumination, worry, sadness and anxiety, and showed more health risk behaviours, such as 
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greater daily smoking. Our cross-cultural adaptation and validation of GTT-P, across 

stakeholders, showed that the tool is useful in detecting triggers and AEs in the patient 

population. Our study showed that suffering was the most common AE, while the lack of a 

treatment plan was the most common trigger. 
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NORWEGIAN SUMMARY 
 
Helsepersonell kan bidra til å redusere risiko for sykdom og skade gjennom forebygging og god 

behandling samt stimulere beskyttende faktorer hos pasienter og befolkningen generelt. 

Helsepersonells kunnskap om risiko- og beskyttelsesfaktorer, hva profesjonell behandling 

innebærer og kunnskap om hvordan de kan oppmuntre til salutogene prosesser, kan bidra til å 

fremme helse og redusere sykdom hos pasientene. Denne avhandlingen presenterer disse 

aspektene. Den har også som mål å øke kunnskapen om prosesser, inkludert pasientskader (AE), 

som påvirker helse eller prognose, både før og etter sykdomsdebut. Hovedmålet med denne 

avhandlingen er å studere risikofaktorer før sykdomsdebut og  AE som kan forlenge sykdom i 

psykisk helsevern. 

 

I artikkel 1 og 2 studerte vi enkelte helsedeterminater hos personer med schizofreni før de ble 

definert som syke av helsetjenesten. Hensikten, fra et forebyggende perspektiv, var å 

identifisere faktorer som skiller disse personene fra ungdom som ikke utvikler schizofreni. 

Kunnskap om hvilke faktorer som er forskjellig mellom de to gruppene, kan ha betydning for 

forebygging. Det kan også være av betydning for hele populasjonen, da uhelse (f.eks. røyking, 

dårlig fysisk form) er viktige å forebygge generelt, samtidig som negative helsefaktorer 

representerer en ekstra belastning ved en fullt utviklet sykdom. For alvorlige psykiske lidelser 

er det ofte snakk om livslange forhold der det er viktig å starte helsehjelp tidlig, samtidig som 

vi også bør se sykdom i lys av hele personens liv. Artikkel 3 og 4 fokuserer på kvalitetssvikt og 

pasientskader forårsaket av Helsepersonell under behandling, som kan påvirke den enkeltes 

sykdomsforløp dersom forebyggende intervensjoner ikke initieres. 

 

I artiklene 1, 2 og 4 benyttes en kvantitativ metode for å analysere og besvare hypotesene, mens 

artikkel 3 er basert på en kvalitativ metode. Artikkel 1 og 2 er en case-kontroll studie som 

benytter data fra den norske Ung-HUNT1-undersøkelsen med 15 ungdommer i premorbid fase 

av schizofreni. Artikkel 3 og 4 rapporterer om oversettelse, validering og bruk av et kvalitets- 

og forskningsverktøy, Global Trigger Tool – Psykiatri (GTT-P), for å oppdage og rapportere 

markører for pasientskader, risikoområder og pasientskader i psykisk helsevern. 

 

Våre studier viser at personer som senere utviklet schizofreni, sammenlignet med de som ikke 

gjorde det, var mindre fysisk aktive, mer ensomme, mer utsatt for psykiske helseplager som 

grubling, bekymring, tristhet og angst og negativ helserisikoatferd, som f.eks. økt tendens til 



ix 
 

daglig røyking. Vår tverrkulturelle tilpasning og validering av GTT-P, på tvers av deltakende 

aktører, viste at verktøyet er nyttig for å oppdage markører (som kunne indikere mulig skade) 

og pasientskader i pasientpopulasjonen. Vår studie viste at den psykiske skaden; «lidelse» var 

den vanligste pasientskaden, mens mangel på behandlingsplan var den vanligste markøren. 
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1 INTRODUCTION 
Schizophrenia is often a question of lifelong conditions where it is essential to start health care 

early and to consider the disorder in the light of the person’s entire life (Fusar-Poli et al., 2021; 

Torgalsbøen et al., 2018).  The aim of this thesis is to study risk factors before the onset of 

disorders and of AEs that may prolong illness in mental health care. My first publications were 

about what life had been like for people with schizophrenia, told by themselves, before they 

were defined as ill in the health care system. This study is considered important because a large 

number of studies have focused on retrospective information from peers, teachers, and relatives, 

while few prospective studies have investigated the subjects’ own experiences (Seidman & 

Nordentoft, 2015). The last two publications examined how quality failures and adverse events 

(AEs) caused by health professionals (HPs) during treatment can be detected, which can affect 

the person’s illness trajectory without corrective interventions (Berzins et al., 2020; Wang et 

al., 2018). This also includes a safety aspect, as severe mental disorder (SMD) can make people 

pose a risk to their own and others’ lives and health.  

 

 

2 BACKGROUND 
 

Nature and nurture lay the foundations for a person’s lived life; the ill/healthy dichotomy, or 

the continuum between ill and healthy, will be balanced by risk and protective factors 

(Antonovsky, 1987, p. 3; Cicchetti & Rogosch, 1996). Quality of life (QOL) and the value of a 

life are based on many different factors, but the value of a life cannot be defined by anyone else 

than the one who lives that life. This can be a useful perspective on health care for people with 

a SMD. In research we often study individual elements of symptoms and treatment. However, 

it is not obvious that this is really what is important for people we define as belonging to a 

diagnostic group. In order to challenge this picture, in this thesis I have looked at different 

aspects of the lives of people with SMD, with the main focus on schizophrenia.  

 

2.1 Mental disorder, severe mental disorder and schizophrenia 
 

Mental disorder (MD) can be defined as disturbances of thought, emotion, behaviour, and 

ability to have relationships with others that lead to substantial suffering and functional 
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impairment in one or more major life activities (Patel et al., 2018). Each year, 16-22% of the 

adult population in the Western world have symptoms that satisfy the criteria for a MD 

(Norwegian Institute of Public Health, 2018, p. 20) and some studies claim that in a life-long 

perspective up to 80% of the population will satisfy the criteria at least once (Schaefer et al., 

2017). The most common problems are anxiety, depression, substance abuse and impulse 

control disorders (Kessler et al., 2005). The greatest functional impairment is seen in disorders 

related to injuries or disorders of the brain, or caused by disturbances in the development or 

functioning of the brain (Wittchen et al., 2011). MDs are generally equally common in men and 

women, but there are differences in frequency within the sub-groups and in how the disorders 

manifest. There is also a higher incidence of physical illness among people with MDs (Scott & 

Happell, 2011), and MD is more frequent in people of low socioeconomic status (Kivimäki et 

al., 2020). 

 

The concept of severe mental disorder (SMD) lacks a reliable and consensual definition 

(Gonzales, Kanani, et al., 2022; Zumstein & Riese, 2020). Various epidemiological definitions 

of SMD like chronical mental illness (Bachrach, 1988), serious mental illness (Gonzales, Kois, 

et al., 2022), severe and persistent mental illness (Zumstein & Riese, 2020) have been used to 

obtain prevalence estimates and establish the cross-cultural utility of SMD (Gonzales, Kanani, 

et al., 2022). Zumstein and Riese (2020) recommend using the old, original National Institute 

for Mental Health`s (NIMH, 1987) definition of SMD which comprised the three dimensions 

of diagnosis, disability and duration. The definition is operationalized as follows:  

 

“Diagnosis: A major mental disorder according to DSM-III-R: a major affective, non-

organic psychotic disorder or a disorder that may lead to a chronic disability...  

Disability: Severe recurrent disability resulting from mental illness. The disability 

results in functional limitations in major life activities... Duration: Treatment history 

meets one or both of the following criteria: (1) Has undergone psychiatric treatment 

more intensive than outpatient care more than once in a lifetime... (2) Has experienced 

an episode of continuous, supportive residential care, other than hospitalization, for a 

period long enough to have significantly disrupted the normal living situation” 

(Zumstein & Riese, 2020, p. 7). 

 

Knowledge of psychosis and schizophrenia is shrouded in myths and factual knowledge is 

limited in the general population (Insel, 2010). Schizophrenia as a concept is under discussion 
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(Insel, 2010). Traditionally, there has been a tendency to stigmatize the person affected 

(Mannsåker, 2020) both in society and among HPs (Hansson et al., 2013; Lauber et al., 2004). 

The symptoms and suffering covered by this concept are however severe health disabilities that 

need to be taken seriously. In ICD-11, schizophrenia is a group of MDs that involve 

impairments in a number of areas, such as thinking, perception, self-experience, cognition, 

volition (e.g. loss of motivation), affect and behaviour (WHO, 2021b). Schizophrenia is 

considered the most severe psychotic disorder and affects around 0.9% of the population (Kahn 

et al., 2015). The disorder is more common in men than in women and the incidence peaks in 

the early twenties in men. In women, the peak is less sharp and the decline less steep than in 

men (Jauhar et al., 2022). Schizophrenia is considered a complex disorder, with a high degree 

of heredity, but caused by a mixture of environmental and genetic factors (Belbasis et al., 2018; 

Kahn et al., 2015). Migration, complications during pregnancy and birth, childhood in an urban 

area, early traumatic experiences, history of obstetric complications and the use of drugs 

(cannabis) are the best documented non-genetic risk factors (Belbasis et al., 2018; Kahn et al., 

2015).  

 

The most important and most characteristic symptoms are categorized into positive and 

negative symptoms. There are, however, significant differences in the symptom picture, course 

of the disorder and prognosis within the group (Kahn et al., 2015). Positive symptoms contain 

elements of a distorted perception of reality exemplified by thought disorders, delusions and 

hallucinations. Negative symptoms such as apathy, avolition, anhedonia and blunted affect 

often lead to significant loss of function, which reduces QOL and has an impact on social life 

(Kahn et al., 2015). Relationship failure is often the first visible problem in schizophrenia; this 

can lead to destructive communication barriers with consequent adverse effects on the person’s 

condition and the course of the disorder (Conneely et al., 2021; Møller & Husby, 2000). The 

disorder may manifest itself with large individual differences in its course and prognosis (Kahn 

et al., 2015). Patients with schizophrenia are the main focus in my thesis. 

 

2.2 Protective and risk factors 
 
Research on risk factors has a long tradition in psychopathology (Luthar, 1993). There also has 

been a growing interest in the study of resilience and protective factors (Steinhausen & Metzke, 

2001). 

A protective factor can be defined as:  
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“ … a characteristic at the biological, psychological, family, or community (including 

peers and culture) level that is associated with a lower likelihood of problem outcomes 

or that reduces the negative impact of a risk factor on problem outcomes.” (O'Connell 

et al., 2009, p. xxvii) 

 

Conversely, a risk factor can be defined as:  

“ … a characteristic at the biological, psychological, family, community, or cultural 

level that precedes and is associated with a higher likelihood of problem outcomes.” 

(O'Connell et al., 2009, p. xxviii) 

 

Previous research and work in this field focuses on safety: how factors potentially leading to an 

undesired event can be removed (such as never travelling by car, an example of “Safety I”). 

Recent research in the field, on the other hand, has focused on how can we live with an 

acceptable level of risk by not eliminating everything that is dangerous (such as driving 

carefully, an example of “Safety II”) (Hollnagel et al., 2015). From the moment we are born we 

develop through a dynamic interaction between our genes and the environment (Rutter & 

Sroufe, 2000). This dynamic interaction implies that a range of factors will influence our 

development, which takes place through causal processes occurring as chain reactions over 

time. When our development is led by individual cognitive and affective processes that 

influence and give meaning to our experiences, our individual biological make-up affects how 

we respond to experiences, but our biology is in turn shaped by these experiences (Rutter & 

Sroufe, 2000). In a salutogenic perspective, all people, adults and children alike, live on a 

continuum between health and illness (Antonovsky, 1987, p. 3), where the balance between 

various combinations of risk and protective factors may determine whether the person later 

becomes ill or not (Cicchetti & Rogosch, 1996). We live in a context where our innate elements 

are influenced by other factors such as school, peers, family and society, as well as nutrition, 

infections, physical activity, health behaviours, mood, etc. All settings contain both risk and 

protective factors; examples are innate predispositions to mental health disorders, behavioural 

problems among siblings, participation in leisure activities, close and warm relationships and 

experiences of success at school (Cicchetti, 2010; Weare & Nind, 2011). Risk factors increase 

the likelihood of later maladaptation, while protective factors reduce the risk of developing 

mental (and other) problems (Rutter, 1999). We therefore need to consider the importance of a 

variety of factors in a health-illness perspective.   
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 2.2.1 A developmental psychopathology model 
  
The dynamic transaction between different risk and protective factors determines the course of 

a person’s development (Vasey & Dadds, 2001, p. 14), with multiple processes rather than 

single causes leading to psychopathology (Cicchetti, 2006, p. 9). This means that 

psychopathology, like other pathology, is also probabilistic and not only predetermined (Dadds 

& Frick, 2019; Vasey & Dadds, 2001, p. 23). The multiple paths to a disorder (Cicchetti, 2006, 

p. 3) are known as the principle of equifinality (Cicchetti & Rogosch, 1996). 

 
Below is a model developed by Vasey and Dadds (2001, p. 13) to represent the development of 

psychopathology. It was originally related to anxiety disorders, but is considered to be 

transferable to illustrate the relationship between risk and protective factors, and their role in 

development of other areas of psychopathology and their trajectory and outcome. 

 

 
Figure 1: Model adapted and recreated from Vasey and Dadds (2001, p. 13) by permission of Oxford Publishing 

Limited. 
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Figure 1 shows how a person’s life always contains protective and risk factors for a disorder 

and how the balance between these provides a cumulative risk. The model also shows how the 

onset of a disorder is a result of the cumulative risk and precipitating factors. Examples of such 

precipitating factors can be any mental stress (bullying that is not stopped, racism, childhood 

abuse, loss of close relations, divorce, dropping out of school/work or being unable to deal with 

new situations that others expect you to cope with) or physical illness (infections, malnutrition, 

organ failure, etc.) (Felitti et al., 1998; Robinson & Bergen, 2021; Seidman & Nordentoft, 2015; 

Sommer et al., 2016). 

 

The model also illustrates that further development into recovery, continued illness or 

deterioration in the period following the onset of the disorder will depend on similar factors, 

like the quality of the treatment. The consequence of this is that treatment of MD can affect the 

balance in favour of protective and ameliorating influences by altering conditions within and 

outside the patient, who may then recover partially or completely or avoid deterioration.  

 

 2.2.2 Risk factors for SMD and schizophrenia 

 
Children who present social, emotional and behavioural problems as well as psychosis-related 

symptoms in childhood or adolescence have an increased risk of developing schizophrenia 

spectrum disorders later in life (Cornblatt et al., 2015; Golembo-Smith et al., 2012; Rapado-

Castro et al., 2015; Welham et al., 2009). Reduced physical activity and low cardiovascular 

fitness in the premorbid phases of schizophrenia have been shown in adolescents who later 

developed psychosis (Nyberg et al., 2018; Sormunen et al., 2017). Studies have identified the 

developmental antecedents of schizophrenia prior to the prodromal phase, for instance greater 

exposure and responsiveness to psychosocial stressors such as childhood adversity, impaired 

performance on measures of general intelligence, specific cognitive functions, brain structure 

and functional abnormalities, and neuromotor dysfunction (Dickson et al., 2012; Rund, 2018; 

Varese et al., 2012; Welham et al., 2009). Earlier research has shown that persons diagnosed 

with schizophrenia more often played alone or socialized in small groups during childhood 

(Jones et al., 1994; Malmberg et al., 1998). Results from research on emotional problems 

showed that social anxiety (Johnstone et al., 2005; Jones et al., 1994) and depressive symptoms 

(Fusar-Poli et al., 2017; Fusar-Poli et al., 2014; Häfner et al., 1998) were generally highly 

prevalent in early stages of non-affective psychotic disorders (Thompson et al., 2015). 
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Young people who were considered vulnerable to developing psychosis reported lower 

subjective QOL than control groups (Bechdolf, Pukrop, et al., 2005; Bechdolf, Ruhrmann, et 

al., 2005; Svirskis et al., 2007). Studies have indicated that low frequency of meeting friends 

and low subjective well-being are the strongest adolescent predictors of reduced psychosocial 

functioning in young adulthood (Derdikman-Eiron et al., 2013). A number of studies have 

shown that a history of poor childhood social functioning is a sensitive predictor for 

schizophrenia later in life (Liu et al., 2015; Tarbox & Pogue-Geile, 2008). Loneliness is not 

only associated with manifest psychotic disorders but is also likely to be already present in 

subclinical stages (Michalska da Rocha et al., 2018).  

 

A statistical risk factor can, with a certain probability, predict schizophrenia. This means that it 

is only statistically associated with the presence of schizophrenia and not that the risk factor is 

the cause of the disorder (Hollnagel & Malterud, 2000). As a causal factor, Keshavan et al. 

(2011) claim that genetic variation in the disorder causes approximately 80% of the variability 

seen in the schizophrenia disorder. On the other hand, the current evidence for the causal role 

of lifestyle factors in the onset and prognosis of MD is unclear (Firth, Solmi, et al., 2020).   

 

2.3 Preventive interventions 

 
However, persons defined as “at risk” of developing schizophrenia will not necessarily develop 

the disorder (Scott, 2016). Challenges for HPs in the twenty-first century will include the need 

to encourage the promotion of mental health and prevention of MDs (Bhugra & Carlile, 2013, 

p. 52). In addition to prevention, the term health promotion is often used, which can be 

understood as the process that enables people to better preserve their health (WHO, 1987). 

 

2.3.1 Interventions in adolescent mental health 
 
It is possible to promote good mental health in school children. Childhood and adolescence is 

a vital period for building a foundation for good mental health and preventing future mental 

health problems (Barry et al., 2013; Jané-Llopis et al., 2011; Nielsen et al., 2020; Weare & 

Nind, 2011). Research shows that the vast majority of young Norwegians have a good QOL in 

general, but some suffer from harassment, loneliness and stress symptoms such as worry and 

the feeling that everything is an “uphill struggle” (Bakken, 2020, p. 2). Problems experienced 

by children that might be a target for prevention include loneliness, anxiety and negative 
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emotions (Patel et al., 2018) as well as a lack of connectedness (Bechdolf, Pukrop, et al., 2005; 

Resnick et al., 1997). Adolescents who report a poor QOL have an increased risk of developing 

MD (Keyes, 2002). Being affected by bullying or racism are examples of risk factors for later 

SMD (Lazaridou et al., 2022; Mueser et al., 1998). Similarly, well-being in the teenage years 

predicts better health and less risky behaviour in adulthood (Hoyt et al., 2012). Schools with 

interventions to promote pupils’ social and emotional learning show a positive effect on socio-

emotional competence, and on pupils’ attitudes towards themselves, others and the school 

compared to controls (Durlak et al., 2011). Further, happy children and adolescents often have 

better health and health behaviour, less depression, loneliness and aggression and higher self-

esteem and coping expectations, as well as being more prosocial and resistant to stress (Park, 

2004). Thus, there are clear indications that in the general population factors in childhood and 

adolescence affect later health and that certain factors may be protective (Catalano et al., 2004). 

However, the role and relevance of such factors in SMD are not yet clear. 

 

For high-risk groups of developing SMD like schizophrenia, Seidman and Nordentoft (2015) 

highlight selective and indicated preventive interventions. These interventions imply support 

for relationship building, cognitive enhancements such as cognitive training (Hooker et al., 

2014; Keshavan et al., 2014; Sahakian et al., 2015; Weiden, 2016) and cognitive behavioural 

interventions (Laurens & Cullen, 2016), school functioning, substance abuse reduction, 

participation in sports and other stimulating environmental factors such as measures to promote 

better health and functioning in mothers in high-risk categories (Brokmeier et al., 2020; 

Keskinen et al., 2018; Murray et al., 2021; Seidman & Nordentoft, 2015).  

 

Early identification of individuals at risk of developing schizophrenia is crucial for developing 

effective preventive interventions (Cornblatt et al., 2015; Fusar-Poli et al., 2021; Laurens & 

Cullen, 2016). Further, as part of a set of protective factors, a number of researchers maintain 

that psychotherapeutic, psychosocial or coping-oriented interventions should be directed 

towards children and adolescents who are potentially in premorbid phases of the disorder 

(Laurens & Cullen, 2016; Liu et al., 2015; Scott, 2016; Seidman & Nordentoft, 2015; Sommer 

et al., 2016). The degree to which the person, family members, the health and education sectors 

and society in general have knowledge and understanding of early signs of MD and of risk and 

protective factors may be a key factor in preventing SMD (Liu et al., 2015; Patel et al., 2016; 

Seidman & Nordentoft, 2015). Such knowledge can improve prevention, facilitation and 

treatment (Scott, 2016; Sommer et al., 2016).  
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In addition to psychosocial factors, there are some biological factors of relevance in SMD. 

Although not a target for prevention, genetic factors are strong. Similarly, several factors seem 

to increase the risk of the disorder, and preventing them may protect against or delay the onset. 

Such factors include foetal inflammation (Meyer et al., 2008) and malnutrition (McGrath et al., 

2011) as well as childhood adversity (Alameda et al., 2020; Felitti et al., 1998) such as trauma 

(Varese et al., 2012; Aas et al., 2016) and substance use (Hunt et al., 2018).  

 

Postponement of the onset of psychoses and prophylactic interventions are of vital importance 

in preventing and reducing the potentially chronic and devastating consequences of the disorder 

(Fusar-Poli et al., 2014; Seidman & Nordentoft, 2015). Keskinen (2018) calls for more research 

on protective factors against the development of psychoses.  

 

2.4 Treatment and care of people with SMD and schizophrenia  
 
A definition of treatment is the action or way of treating a patient or a condition medically or 

surgically: management and care to prevent, cure, ameliorate, or slow progression of a medical 

condition (Merriam-Webster, n.d., retrieved 21.02.22). For people who develop MD, services 

must be available, coordinated, of high quality and effective (Bhugra et al., 2017). For people 

struggling with mental health problems, not only are psychotherapy and biomedicine in 

continuous development, but there is a need of constant focus on ethics, dignity and QOL 

(Axelsson et al., 2020; Husum et al., 2022; Skorpen et al., 2015; Ventura et al., 2021) and the 

quality of the total service is challenging (Fiorillo et al., 2011; Jørgensen et al., 2020; Ljungberg 

et al., 2016; Ose et al., 2018; Pelto-Piri et al., 2019; Triliva et al., 2020).  

 

According to the World Health Organization (WHO (2021a, p. 9) ), health services for people 

needing long-term care should change from a patient-oriented perspective to a recovery- and 

person-centred approach, which implies a shift from a passive to a more active patient role. The 

term recovery has been used inconsistently across countries and settings (Slade et al., 2012) but 

can roughly be divided into two different ways of understanding. Clinical recovery is one, 

which is a result or a condition that is observable, assessed by a professional, and does not vary 

between persons. A widely used definition of clinical recovery is “to be healthy” and 

asymptomatic (Slade et al., 2012). The other understanding of recovery is personal recovery, 

which is a concept that has emerged from the expertise of people who have experienced MD, 

and is thus different from clinical recovery. The most widely used definition of personal 
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recovery is from Anthony (1993, p. 17): 

“…a deeply personal, unique process of changing one’s attitudes, values, feelings, 

goals, skills, and/or roles. It is a way of living a satisfying, hopeful, and contributing life 

even within the limitations caused by illness. Recovery involves the development of 

new meaning and purpose in one’s life as one grows beyond the catastrophic effects of 

mental illness.”   

 

 2.4.1 Schizophrenia – different approaches in treatment  
 

People with schizophrenia have an average life expectancy 20 years below that of the general 

population (Tiihonen et al., 2009), increased incidence of serious physical disorders (Leucht et 

al., 2007) and a greater likelihood of unhealthy habits (Cerimele & Katon, 2013; Chwastiak et 

al., 2011; McCreadie, 2003). All these factors imply a risk of premature death and a lower QOL. 

People with MD need health care workers with knowledge of evidence-based psychiatry (Insel, 

2010; Patel et al., 2016), who show care, empathy and respect (Akther et al., 2019; Carlsson et 

al., 2006) and focus on protective factors (Patel et al., 2018) such as patient safety (Thibaut et 

al., 2019).  

 

Treatment must be individually tailored, flexible and diverse (Škodlar & Henriksen, 2019). 

Antipsychotic medication, family interventions, relapse prevention programmes, integrated 

interventions, cognitive-behavioural therapy and patient psychoeducation are highlighted 

among effective forms of treatment (Bighelli et al., 2021). As an example of individualized, 

flexible care within a broad spectrum of treatment, it is also important to focus on aspects of 

the person’s physical health (Happell et al., 2014). Schizophrenia is associated with harmful 

health behaviour such as poor dietary habits, smoking, obesity and inactivity (Cerimele & 

Katon, 2013; Chwastiak et al., 2011; McCreadie, 2003), which cause increased morbidity and 

mortality in this group of patients (Gronholm et al., 2021; Oakley et al., 2018).  

 

Ways to facilitate health-promoting and protective factors related to physical health include 

HPs asking about the person’s motivation for smoking cessation, discussing lifestyle habits, 

noticing metabolic changes or encouraging relationship building between e.g. the patient and a 

fitness trainer. In general, physical activity has a positive effect on mental health and QOL 

(Biddle & Asare, 2011). The same effect has also been observed in schizophrenia (Rosenbaum 

et al., 2014). Regular physical activity is considered to be one of the most important factors in 
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maintaining health and preventing disorder, and particularly important in disorders with a risk 

of increased mortality and general morbidity (Ashdown-Franks et al., 2020; Firth, Solmi, et al., 

2020; Firth et al., 2017; Gronholm et al., 2021). Physical activity has a key role to play in a 

holistic treatment plan (Martinsen & Taube, 2008, p. 567; Ringen et al., 2018) and continuity, 

trust-building behaviour and a respectful attitude by HPs in relation to physical activity seem 

to be important factors for a positive outcome (Sagsveen et al., 2019).  

 

2.4.2 Patient experiences and co-determination 
 

To be met with respect is important for the person’s feeling of co-determination (Dahlqvist 

Jönsson et al., 2015) and, in combination with skilled professionals, is highlighted as essential 

for good health and social care (Steinsbekk et al., 2013). Furthermore, an atmosphere of respect 

may help to improve mental health services (Axelsson et al., 2020). For example, patients’ 

positive experiences may lead to earlier contact with services if their condition deteriorates and 

thus to resource use at a lower level of care (Axelsson et al., 2020). In cases where coercion is 

necessary, the associated negative experiences will be reduced if the patient feels seen, heard 

and treated with respect (Akther et al., 2019; Lidz et al., 1998). These elements may also be 

expected to prevent the use of coercion, contribute to better communication and conflict 

resolution; patient involvement appears to be an important factor in achieving this (Bowers et 

al., 2015; LeBel et al., 2014).  

 

Since 2007, the Norwegian Patient Safety Act has applied to mental health care, with the aim 

of reducing risk and increasing patient participation and thus the likelihood of good treatment. 

Nevertheless, many patients still feel that they are not seen, heard, understood or involved when 

they need help from health care services for an MD (Mjøsund, 2020; Plahouras et al., 2020). 

Reports and studies of mental health care have indicated a potential for abuse, disrespect 

(Boisvert & Faust, 2002; Kohn et al., 2000; The Parliamentary Ombud, 2016, pp. 5-10) and 

AEs (Alshehri et al., 2017; Mills et al., 2018; Schneibel et al., 2017).  

 

Disorder can be related to an existential crisis such as lack of meaning in life (Battista & 

Almond, 1973; Lambert et al., 2013) and existential suffering can be represented by 

hopelessness and helplessness. Hoffmann et al. (2000) have pointed out that people with an 

SMD such as schizophrenia are prone to experience hopelessness. This often means that active 

attempts to cope are discontinued, thus maintaining a chronic condition (Hoffmann et al., 2000). 
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Paternalistic approaches as well as experiences of failure can lead to learned helplessness, again 

leading to poor outcome (Borg & Davidson, 2008; Fredrickson, 2001; Maier & Seligman, 2016; 

Seligman, 1992, p. xvii; Seligman & Csikszentmihalyi, 2000). Similarly, belief that one is 

capable of changing one’s life is crucial to bring about successful change (Bandura, 1994, p. 

71; Pitt et al., 2007).  

 

Research show that patients would like health care staff to be more attentive and proactive 

(Mjøsund et al., 2018; Thimm et al., 2020; Velligan et al., 2016). They expect to be taken 

seriously and to be consulted in accordance with their competencies, resources and knowledge 

(Delmar et al., 2011). There is evidence that patients with the knowledge, skills and confidence 

to manage their health have better health outcomes (Greene & Hibbard, 2012). 

 

 2.4.3 Treatment collaboration  
 

Recovery orientation is highly valued by patients (National Guideline Alliance (UK), 2020). 

The patient and the care provider are equals, and both are experts in their respective fields. One 

is an expert by experience and the other one a professional expert (Roberts & Wolfson, 2004). 

It is generally acknowledged that most mental health services are organized to meet the goal of 

clinical recovery (Slade et al., 2014). The term “recovery” is primarily related to rehabilitation, 

outpatient care and recovery-oriented practice and to a lesser extent to hospital-based mental 

health services (Lorien et al., 2020), but support for personal recovery is increasing in mental 

health policy around the world (Slade et al., 2014). Norwegian mental health policy also 

emphasizes that treatment and follow-up care should be based on patients’ own choices and 

priorities and lead to increased coping and participation in society (Norwegian Directorate of 

Health, 2013, p. 12). Johannessen et al. (2016, p. 41) state that modern treatment and early help 

enable remission within one year in up to 85% of cases. Increased optimism in the treatment of 

schizophrenia can be seen in relation to greater attention to early interventions, patient 

participation and recovery-based goals for treatment (Bjornestad et al., 2018; Jansen et al., 

2015; McGorry, 2015; Zipursky & Agid, 2015).  

 

The coping perspective in recovery can be illustrated with the upward spiral of flourishing from 

the broaden-and-build theory (Garland et al., 2010). This theory focuses on promoting coping 

experiences by showing how a broader repertoire of cognitive and behavioural skills is affected 

by positive emotions. This can lead to better coping with challenges one encounters, which in 
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turn can improve mental health. Furthermore, an upward spiral of flourishing can be a key factor 

in treatment and care, where patients build or strengthen their ability to protect themselves from 

the consequences of risk factors. The opposite is the downward spiral of psychopathology 

which lead to narrowed self-focus and rigid or stereotyped defensive behaviour. The downward 

spiral can be exemplified by sadness after an experience of loss, where cognitive, physical, 

behavioural and emotional components influence each other. Sadness may be accompanied by 

brooding, and the components may interact to activate further sad feelings that may result in 

more brooding, withdrawal and grief. There is thus the risk of a downward spiral where new 

experiences are interpreted in the light of loss and lack of control, where a cognitive error 

eventually produces a persistent negative belief in oneself and the world, potentially leading to 

MD (Garland et al., 2010). 

 

People who live in a world that they perceive as chaotic and unpredictable may find it difficult 

to believe that they will do well (Antonovsky, 1987, pp. 1-14), experience flourishing and well-

being, and to feel that they are coping with everyday challenges. The concept of resilience is 

often used together with coping theories and as a term for the person’s ability to adapt during 

or after AEs, also described as personality flexibility or elasticity (Luthar & Cicchetti, 2000). 

Resilience is a dynamic process by which persons utilize protective factors and resources to 

their benefit (Stainton et al., 2019). In an interpretation by Antonovsky (Bodryzlova & Moullec, 

2023), salutogenesis is emphasized as “accumulation of reserves of health”. Salutogenesis 

cannot be placed in a model where the traditional medical, diorder-oriented perspective is the 

other element of the dichotomy (Antonovsky, 1987, p. 3). Instead of using a perspective where 

the dichotomy is healthy versus ill, he finds it more appropriate to think of a continuum between 

health and illness and that salutogenesis is a matter of determining where on the continuum 

each person is at any particular time (Antonovsky, 1987, p. 4). Resilience may explain 

differences in illness trajectories and outcomes (Wambua et al., 2020), but the adversity of 

living with schizophrenia can be so intense that resilience can be overwhelmed (Torgalsbøen et 

al., 2018; Wambua et al., 2020). Previous follow-up studies related to full recovery in 

schizophrenia suggest that resilience may play a significant role in sustained full recovery 

(Harrow & Jobe, 2007; Torgalsbøen & Rund, 2010; Torgalsbøen, 2012), but resilience is a 

relatively under-explored and poorly understood construct in schizophrenia research (Mizuno 

et al., 2016; Wambua et al., 2020). 

 

Research has established that relationships are pivotal to the effect of therapy (Baldwin et al., 
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2007; Flückiger et al., 2018; Laska et al., 2014; Wampold & Imel, 2015, p. 158). Similarly, a 

poor alliance and relationship are key risk factors for unsuccessful treatment and dropout from 

treatment (Flückiger et al., 2018; Grubaugh et al., 2007; Laska et al., 2014; Leitner et al., 2013; 

Tschuschke et al., 2020). A good relationship is essential to respect patient integrity, dignity 

and autonomy (Axelsson et al., 2020; Horgan et al., 2021; Lindvig et al., 2020; Sagsveen et al., 

2019). Other factors in the person’s premorbid phase that may affect treatment collaboration 

are low life satisfaction (Layard et al., 2013), low self-esteem and a feeling of having little 

worth (Radcliffe et al., 2018). Even fear of being diagnosed (with a stigmatized disorder) may 

prevent people from seeking treatment (Corrigan, 2007). HPs’ focus on disorder and the 

abnormal rather than having a holistic view of the patient may be a contributing factor 

(Karlsson, 2015).  

 

Lack of focus on these factors may prevent patients from seeking and accepting relevant 

treatment. For the individual patient, HPs who show commitment and care are often more 

important than evidence-based methods (Bacha et al., 2020; Davies et al., 2014; Laugharne et 

al., 2012; Ness et al., 2014; Topor & Denhov, 2015).  

 

Some studies show good implementation of shared decision making (SDM), where both HPs 

and patients reported positive SDM experiences in decisional situations (Drivenes et al., 2020; 

Hamann et al., 2020), while other studies indicate the opposite. One example of this is HPs in 

inpatient mental health care being focused on disorders and symptoms (Jørgensen et al., 2018). 

We also see a lack of prioritization of the involvement of patients in treatment and rehabilitation 

(Jørgensen et al., 2018; Ramon et al., 2017), and inadequate procedures in child and adolescent 

psychiatry to ensure patient participation (Norwegian Board of Health Supervision, 2015, p. 5). 

Patients in outpatient treatment highlight a lack of sufficient information to enable them to 

contribute to treatment decisions (Thimm et al., 2020) and they did not feel involved and lacked 

coordination in their recovery process when being transferred from specialist to primary care 

(Jørgensen et al., 2020). In one study, patients with diagnoses involving psychotic symptoms 

reported lower SDM scores than all the other patients (Drivenes et al., 2020) and there is a 

common understanding that SDM is underutilized with people with SMD (Dahlqvist Jönsson 

et al., 2015; Zisman-Ilani et al., 2021). The barriers are complex and include patients’ lack of 

decisional capacity (Beitinger et al., 2014), underestimation of their own capacity for decision 

making/autonomy (Hamann et al., 2017) or characteristics/attitudes of HPs such as authoritative 

styles (Hamann et al., 2010) and lack of good relationships (Kogstad et al., 2011). Some 



15 
 

therapists are perceived to reflect too little on the difference in power in the relationship (Grim 

et al., 2019), while Blindheim (2020, p. 13) argues in a report that there is a lack of discussion 

of alternative treatment to coercion and medication. This statement is supported by scientific 

research (Hamann et al., 2010; Haugom et al., 2020).  

 

HPs must be able to relate to the familiar and general, but also the unique aspects of every 

person encounter with a patient. This requires competence that integrates knowledge, skills, 

attitudes and values (Hook & Vera, 2020; McInnis-Perry et al., 2014, p. 3; UEMS, 2006; 

Vyskocilová & Prasko, 2013). Respect for patients is a universal characteristic of all health care 

professions. Rules and regulations as well as tradition and culture for treatment of patients with 

MD still differ across countries (Zhang et al., 2015) (Eren, 2014; Ventura et al., 2021). In mental 

health services, the use of coercion is one factor challenging ethical principles (Fiorillo et al., 

2011).  

 
Research shows that coercion and restraint are sometimes used unnecessarily due to lack of 

time, resources, flexibility and crisis plans (Wormdahl et al., 2020). Coercion can represent a 

serious intervention in a person’s life. Reduced autonomy may be a risk factor for lower 

perceived self-worth, and thus for remaining in a patient role without the opportunity to use 

one’s own resources, which in turn increases the risk of experiencing shame and violation 

(Akther et al., 2019; Husum et al., 2022; Stensrud et al., 2016).  

 

Despite efforts to achieve alternative solutions and autonomy, coercion is a form of paternalistic 

action that can be difficult to avoid (Karlsson & Nilholm, 2006). In bringing up children, it may 

be said that the fatherly principle (paternalism) is used when parents act in the best interests of 

their child (Beauchamp, 2009). The situation is, however, different regarding a patient who is 

an equal adult and here the use of paternalism is controversial (Lynøe et al., 2021), also since 

HPs, with their own values and position of power, make assessments of people’s capability for 

autonomy (Lynøe et al., 2018; O'Brien & Golding, 2003). In recent years, there have been 

initiatives to promote an equal position between HPs and patients (Lepping et al., 2016). Still, 

sometimes it is assumed that the patient needs “paternalistic acts” (e.g. when unable to make a 

reasoned decision due to a severe mental health condition). This may be termed “true 

paternalism”, although it is still debatable (Beauchamp, 2009). True paternalism also involves 

strengthening relationships where professionals and patients consider each other as equals and 

respect each other’s integrity, autonomy, rights and dignity (Beauchamp, 2009; Breeze, 1998; 
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Lepping et al., 2016), thus building powerful therapeutic alliances and relationships. By 

contrast, false or disguised paternalism can weaken these (Lynøe et al., 2021).  

 
2.5  Patient participation in development of services and mental health research 

 
Especially from the 1980s onwards, the concept of patient participation has expanded and 

gained a dominant position as a policy objective internationally (Barnes & Cotterell, 2012, p. 

xv) and from the 1990s in Norway (Askheim, 2017).  

 

Seen from the perspective of patient participation, the Escalation Plan for Mental Health Care 

(Meld. St. 25 (1996-97), 1997) involved a shift in both approach and terminology (Ekeland, 

2021, p. 153). Patient participation became a statutory right (Patient Rights Act, 1999, § 4-1) 

and Ekeland (2021, p. 153) argues that health care was now organized with a greater focus on 

efficiency, results and requirements for documentation, monitoring and control. Patient now 

have the right to participation, and health care services are obliged to involve them in research 

and in treatment and care options (Storm & Edwards, 2013), like developing research tools to 

evaluate the services (Barber et al., 2011). The benefits of patient involvement in research are 

typically framed as ensuring greater relevance of research questions, improving response rates 

and increasing the impact of dissemination (National Institute of Health Research, 2014). 

Inclusion of patients in research, such as in development of research tools, can also reduce AEs 

in order to promote quality-assured healthcare services (Berzins et al., 2020; von Peter et al., 

2022). In psychiatry, involving patients also has a significant ethical dimention given the 

particular history of abuse, the ways diagnoses can be utilized as tools for oppression, and the 

prevalence of coercion (Friesen et al., 2021).  

 

Mental health care has a long history of using the paternalistic decision model (Park et al., 

2016). Departing from this view can be difficult and one reason can be a belief that one 

particular theoretical orientation works best for most patients (Park et al., 2016). Furthermore, 

clinicians may rely on the paternalistic model because they are frequently overconfident in their 

own judgement and decision-making abilities (Ridley et al., 2017). Participation and 

involvement are in line with recovery thinking, where everyday challenges can be met through 

processes of flourishing that involve greater perceived coping and stress management 

(Anthony, 1993). Most adults with SMD wanted to be involved in decision making (Park et al., 

2014; Velligan et al., 2016) and they are able to participate (Aoki et al., 2019; Kaminskiy et al., 
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2017; LeBlanc et al., 2015). Patient participation has intrinsic value and therapeutic value; it is 

a means of improving and quality assuring health care (Norcross & Wampold, 2018; Spencer 

et al., 2019). It also implies that health care services use the lived experience of the person to 

provide high-quality care, without minimizing the professional responsibility of the therapist 

(Landstad et al., 2020, p. 1). The WHO emphasizes the role that patients and their families can 

play in improving health care, especially in decision-making processes and in the treatment of 

chronic disorders (WHO, 2013, p. 6).  

 
Patient participation implies that patients are involved with providers in making health care 

decisions that take patient preferences into account and that are informed by the best available 

evidence about treatment and disorder management options, potential benefits and harms 

(Gulbrandsen et al., 2016; Stiggelbout et al., 2012; Zisman-Ilani et al., 2021). Patient 

participation for adults with SMD is a communication process, involving user-friendly 

visualization techniques and broader stakeholders. The process may overcome the traditional 

power imbalance and encourage changes in both patients and professionals that could enhance 

the dyadic relationship (Aoki, 2020). However, many professionals seem to find it difficult to 

apply its principles (Elwyn et al., 2013; Kaminskiy et al., 2017; Scholl et al., 2018). Patient 

participation has received greater emphasis in recent years (WHO, 2013, p. 1), including in 

relation to reducing health care-related safety risks (WHO, 2013, p. 5). An examination of the 

Norwegian clinical pathway for MD reveals inadequate patient participation and satisfaction 

and continuity of care (Norwegian Directorate of Health, 2019; Åndanes et al., 2021; 2020), 

despite an international focus on professionally sound care, quality improvement and patient 

safety (WHO, 2020, p. 2).  

 
 
2.6  Patient safety 

 
MD involves risk, not only because the disorders are serious in themselves, but also because 

errors can occur in assessment, treatment and follow-up care (Berzins et al., 2020). A focus on 

patient safety can improve care and prevent harm (Harrison et al., 2015; WHO, 2020, p. v). 

People with mental health challenges are in a vulnerable situation both within and outside health 

care services (Berzins et al., 2020; Dahlqvist Jönsson et al., 2015; McKay & Jensen-Doss, 

2021). This vulnerability may increase the risk of harm to patients, such as those with psychosis, 

who more often experience violence on admission (True et al., 2017), and may exacerbate the 

negative consequences of the harm. Feeling lost and alone in the health care system and not 
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being listened to may be obstacles to recovery and increase the risk of harm (Berzins et al., 

2020; Hansen et al., 2020). Harm prevention, early intervention, greater self-efficacy, 

encouragement of salutogenic processes and effective professional treatment and care for 

people who have, or may develop, an MD are all factors that promote health and reduce illness 

(Hansen et al., 2020; Mjøsund, 2020; WHO, 2020, p. 1). 

 

Iatrogenic harm occurs and there are clear indications that the harm may worsen or prolong a 

patient’s suffering (Berzins et al., 2020; Wang et al., 2018). It has also been shown that a focus 

on patient safety and changes in care- and organization-related variables are key to efforts to 

reduce the incidence of iatrogenic harm (Berzins et al., 2020; Duxbury et al., 2019; Urheim et 

al., 2020). However, there is less knowledge of the relevance, frequency and degree of the 

individual elements (triggers) during a treatment trajectory and their importance in reducing the 

incidence of iatrogenic harm. 

 

Patient safety has been defined as  

“the prevention of errors and adverse effects to patients associated with health care” 

(WHO, 2021c)  

and can be explained as  

“A framework of organized activities that creates cultures, processes and procedures, 

behaviours, technologies, and environments in health care that consistently and 

sustainably: lower risks, reduce the occurrence of avoidable harm, make error less likely 

and reduce its impact when it does occur.” (WHO, 2020, p. xiii) 

 

In Norway, “patient safety” has been defined as protection against unnecessary harm as a result 

of the treatment and care provided, or not provided, by the health care system (Norwegian 

Directorate of Health, 2019, p. 31). This also applies to users of mental health services 

(Norwegian Directorate of Health, 2019, p. 3). 

 

Most of the experience of patient safety incident reporting and learning systems has been in 

physical health care settings (WHO, 2020, p. 3). In the Norwegian document “National Action 

Plan for Patient Safety and Quality Improvement 2019-2023”, and the WHO report “Patient 

Safety Incident Reporting and Learning Systems, 2020”, the term mental health care is virtually 

absent (Norwegian Directorate of Health, 2019; WHO, 2020). In Norway, the Regulations on 

Leadership and Quality Improvement in Health Care Services, which took effect on 1 January 
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2017, require health care providers to plan, implement, evaluate and correct their activities to 

ensure professionally sound health care, quality improvement and patient safety (Regulations 

on management and quality improvement in the health and care service, 2017). Good quality 

health care means services that are effective, secure and safe, involving patients and giving 

them influence over their care (Norwegian Directorate of Health, 2019, p. 11).  

 

2.6.1  Adverse events 

 
The Norwegian Directorate of Health defines patient harm as an accidental harmful event that 

has occurred as a result of treatment or services or that the health care service has contributed 

to, which requires additional monitoring, treatment or hospitalization or has a fatal outcome 

(Norwegian Directorate of Health, 2019, p. 31). In the research literature, various terms such 

as patient safety issues or incidents, patient harm and AEs are used (Deilkas et al., 2017; 

Harrison et al., 2015). In this thesis, we describe patient harm as an AE, in accordance with 

common practice in the field (Saunes et al., 2010, p. 10).  

 

We define an AE as an accidental or unintended incident that occurs in health care or services, 

which requires further monitoring, treatment or hospitalization, or leads to a fatal outcome that 

is not a consequence of the patient’s disorder (Nilsson et al., 2020; Okkenhaug et al., 2019). In 

mental health care, AEs include both physical and mental harm. An AE will usually be an 

accidental incident that has occurred during treatment, or may be due to a lack of treatment. 

The risk of AE may result from side effects of medication (Jayaram, 2008; WHO, 2020, p. 3), 

misdiagnosis (Read et al., 2018), poor continuity of care (Davies et al., 2014; Jørgensen et al., 

2020; Wormdahl et al., 2020), in addition to less visible harm of a psychological nature (Eldal 

et al., 2019; Husum et al., 2019; Pelto-Piri et al., 2019). Neuroleptic malignant syndrome, 

circulation and heart failure and suicide are examples of possible fatal outcomes. Unnecessary 

deprivation of liberty, sexual harassment, and violence during admission to hospital are 

examples of AEs that patients may be subjected to in mental health care (Berzins et al., 2020; 

Jayaram, 2008; Nilsson et al., 2020). 

 

We do not currently have a satisfactory overall picture of the total extent of AEs, and one 

challenge is that many AEs are not detected. AEs that can be clearly attributed to failure, e.g. 

lack of or delays in assessment, activity or treatment, should be considered as avoidable 

(Nilsson et al., 2020; Okkenhaug et al., 2019). Studies have found that reporting systems in 
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hospitals detect 7-15% of AEs (Blais et al., 2008). In addition, information about AEs in 

primary health care is more limited (Deilkås et al., 2019). Recently, a large Norwegian study 

revealed that more than 60% of nursing staff in nursing homes had psychologically abused 

older patients on one or more occasions during the past year (Botngård et al., 2020). In specialist 

physical health care, AEs have been identified annually since 2010 using the Global Trigger 

Tool (GTT) method (Norwegian Directorate of Health, 2017). A report from the GTT surveys 

in Norway shows at least one AE in 13% of non-psychiatric hospital stays (Deilkas et al., 2017).  

 

Just as in physical health care, people admitted to mental health care are at risk of experiencing 

malpractice that results in AE (Mills et al., 2018). For patients with SMD, AEs were positively 

associated with physical harm and 30-day mortality in non-psychiatric hospitalizations (Daumit 

et al., 2016), which indicates a need for additional monitoring and coordination of care for this 

patient group in the entire health service (Berzins et al., 2020; Teachman et al., 2021). In mental 

health care the use of a review team has been suggested as a method for detecting and reporting 

medication errors (Grasso et al., 2003). Patient safety, including AEs in the form of potentially 

harmful therapies, has also been neglected in mental health research (Lilienfeld, 2007; Parry et 

al., 2016), and safety issues appear broader than those recorded and reported by health services 

and inspectorates (Berzins et al., 2020). The Norwegian Ministry of Health and Care Services 

states that patient surveys indicate that stigma and prejudice may prevent patients in mental 

health care from receiving care at the same level as other groups of patients (2017, p. 24).  

 

A poor therapeutic alliance is a risk factor for dropping out of treatment (Saxon et al., 2017). In 

one study, every fifth patient reported having a poor therapeutic relationship (Leitner et al., 

2013) and one of six felt violated by statements by their therapist (Strauss et al., 2021). Further, 

psychotherapy is not without side effects (Dimidjian & Hollon, 2010; Halfond et al., 2021; 

Williams et al., 2021), which can increase patient suffering and harm (McKay & Jensen-Doss, 

2021; Strupp et al., 1977, pp. 118-119). Research has estimated that 5-10% of all patients get 

worse from psychotherapy (Boisvert & Faust, 2002; Lambert & Ogles, 2004, p. 160), while 

errors and malpractice were covered up by clinicians (Bergin, 1971, p. 250). Hatfield revealed 

that patients’ self-reported worsening of symptoms and functioning were documented by the 

therapist in the patient record in 20-30% of cases (2010). The “Rosenhan study” shows how 

HPs can be caught up in their pathological way of thinking, patients can be trapped in a 

diagnosis and HPs can interpret normal behaviour as pathological (Rosenhan, 1973).  
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The most frequent mental health AEs reported to the Norwegian System of Patient Injury 

Compensation were self-harm, suicide, physical and mental harm, diagnostic and treatment 

errors and incorrect medication (Renolen, 2020, p. ii).  

 

HPs have a responsibility to treat, and try to prevent, patient harm caused by other HPs. This 

may consist of visible physical injuries resulting from falls or restraint, medication-related 

harm, or fatal injuries such as suicide. The harm may also be less obvious, such as deterioration 

of the person’s illness due to a poor therapeutic relationship, stigma or discontinuation of 

treatment that prolongs the illness (Beckham, 1992; Wang et al., 2018). Flor and Kennair (2019, 

p. 180) state that discontinuation of treatment or patient withdrawal from treatment may conceal 

severe exacerbation of the disorder. In patients discharged from mental health care, researchers 

also found examples of less visible mental harm, such as threats of violence, harassment or 

sexual abuse, which had not been reported (Nilsson et al., 2020; Okkenhaug et al., 2019). 

Consequently, this harm was not assessed (e.g. in relation to retraumatization), treated or 

prevented on later occasions. Knutzen et al. (2014, p. 5; 2013) have shown that four times as 

many women as men have experienced more than 20 episodes of mechanical restraint. Most of 

these women were not diagnosed with SMD, but with a personality disorder. The use of restraint 

is not an injury in itself, but it involves a risk of injury (SKL, 2018a). Taking this potential harm 

seriously may be a key factor in preventing long-term intrapsychic consequences and in 

influencing help-seeking behaviour.  

 

2.7 Research topics and aims of this thesis 
 
There is a balance between risk and protective factors in our lives. We can reduce risk 

(prevention/treatment) and increase protection/coping. HPs’ knowledge of risk and protective 

factors, of what professional treatment entails and of how they can encourage salutogenic 

processes in all phases of life can help promote health and reduce illness in the individual 

patient. This thesis aims to highlight these aspects for the benefit of HPs and patients.  

 

The main aim of this thesis is to study various factors of relevance for the prognosis of severe 

mental disorder (SMD). This implies risk factors before the onset of the disorder as well as 

adverse events (AE) after the onset, which can prolong functional impairment.  

 

This has led to two studies and four papers. 
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Study 1, Paper 1: 

The aim of Paper 1 was to investigate the prevalence and pattern of physical activity in 

participants who later developed schizophrenia, compared with healthy controls (HCs) and 

individuals with later bipolar disorder (BD).   

 

Study 1, Paper 2: 

In Paper 2, we expanded the survey from Study 1. Paper 2 compared participants who later 

developed schizophrenia (cases) with HCs on several measures of self-reported health and 

functioning. We hypothesized that the case group would report poorer self-perceived mental 

and psychosocial health than the HCs.  

 

Study 2, Paper 3: 

Paper 3, reports on the adaptation of  the Global Trigger Tool – Psychiatry (GTT-P) (SKL, 

2015) to Norwegian settings. The aim was to apply an innovative approach to cross-cultural 

adaptation. The Swedish handbook was translated to Norwegian, based on a cross-cultural 

adaptation of research instruments. Service users and HP contributed in the adaptation 

prosesses. 

 

Study 2, Paper 4: 

The aim of Paper 4 was to pilot the modified version of the GTT-P adapted for Norwegian 

hospital-based psychiatric treatment, and to report the findings of triggers associated with AEs. 
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3 METHODS 

3.1 Methodological approach 
 
Papers 1, 2 and 4 use a quantitative approach to analyse and answer the research question, while 

Paper 3 is based on a qualitative approach. A quantitative approach provides data in the form 

of measurable units, where the researcher strives to neutralize the subjective view in data 

processing and analysis. In a qualitative method, the aim is to capture opinions and experiences 

that cannot be measured or quantified, but instead to take part in the lifeworlds of others, using 

their language and later interpreting the information that emerges (Dalland, 2017, p. 53; Olsson 

& Sörensen, 2003, p. 17). 

 

Study 1 (Papers 1 & 2) is a case-control study (Ludvigsson, 2002, p. 202) which obtained data 

from the Young-Hunt1 survey (see 3.2.1) and patient records. The two papers shed light on 

various aspects of premorbid functioning in participants who later developed schizophrenia. 

The data were obtained before the onset of the disorder. In this way, the data were not affected 

by the informants’ memory and retrospective assessments. This can be especially important in 

the case of illness associated with impaired insight into the disorder (Karow & Pajonk, 2006) 

and various forms of cognitive impairment (Heinrichs & Zakzanis, 1998), which are not 

uncommon in schizophrenia (Jauhar et al., 2022). 

 

Study 2 (Papers 3 & 4) deals with quality and safety in mental health care in order to detect and 

prevent AEs. Paper 3 uses a Swedish handbook for quality work in psychiatry as the basic 

material for translation and adaptation to the Norwegian context. For translation, quality 

assurance and development of the Norwegian GTT-P, focus groups and a dialogue conference 

were used as methods. Focus groups are planned discussions by a selected group of participants 

led by a topic guide designed to obtain perceptions, experiences and understandings of 

particular issues and are particularly well suited to sensitive topics (Kitzinger, 1995; Krueger 

& Casey, 2015, p. 2). The discussion in a focus group, led by a facilitator or co-facilitators, is 

not intended to produce consensus but rather to enable participants to share their experience 

and construction of reality, and understand how they relate to the views of other participants 

(Patton, 2014, p. 475). The dialogue conference was conducted based on guiding principles of 

a democratic dialogue in terms of creating symmetry between the participants according to their 

contributions and organizing the conversation (Ekman Philips & Huzzard, 2007). Paper 4 is a 

cross-sectional study based on register data (Gliklich et al., 2014). The study collected data 



24 
 

from patient records and compiled these using structured checklists developed in the Norwegian 

version of GTT-P.   

 
3.2  Samples and procedure 
 

3.2.1  Samples: Paper 1 and 2 

 
Study 1 is based on data from the Young-HUNT1 survey. The survey was conducted in Nord-

Trøndelag County from 1995 to 1997 (Holmen et al., 2014). The Young-HUNT1 survey is the 

adolescent part of the HUNT Study (age range 13-19 years). The cohort consisted of 8,984 

people, about 90% of the youth population in Nord-Trøndelag. The data collection was 

performed in schools by trained nurses, and the methods included self-report questionnaires, 

structured interviews and clinical measurements. The questionnaires covered major public 

health issues, including physical and mental health, quality of life and health behaviour. Further 

description of the Young-HUNT data can be read elsewhere (see Holmen, 2000).  

 

Paper 1: 

The sample consisted of 153 participants. All were participants in Young-HUNT1. These were 

divided into three subgroups: a group of people who were later diagnosed with schizophrenia 

(N = 15), one group with the diagnosis BD (N = 18) and a group who had no known diagnosis 

(HC) (N = 120).  

 

The case group consisted of 15 adolescents, eleven boys and four girls. Mean age at data 

collection was 16 years, ranging from 13 years and ten months to 18 years and eight months. 

All cases were later diagnosed with schizophrenia, nine with paranoid type, four hebephrenic, 

one catatonic and one with an undifferentiated type. One informant was diagnosed about four 

to six months after participating in Young-HUNT1.  

 

The contrast group consisted of 18 adolescents who were later diagnosed with BD: Ten boys 

and eight girls with a mean age of 15 years and nine months at data collection with an age span 

from 13 years and four months to 18 years and five months. Four were diagnosed with bipolar 

disorder type I and 14 with type II. All were in the euthymic phase and none were in psychiatric 

treatment at baseline (date of data collection). Two individuals were diagnosed with the disorder 

in the twelve months following Young-HUNT1.  
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A control group (HC) of healthy adolescents was matched on age and gender with a ratio of 1:8 

to the case group. The HCs thus consisted of 120 adolescents with the same gender and age 

distribution as the cases at baseline. The HC group was intended to represent as good health as 

possible at baseline. Individuals that were “moderately” or “severely” disabled because of e.g. 

visual or hearing impairment, physical illness or mental distress were therefore excluded from 

the eligible sample, including those with physical illnesses lasting more than three months.   

 

Paper 2: 

The study dataset consisted of responses to the self-reported Young-HUNT1 questionnaires 

from a case group of 15 adolescents (Table 1), of whom twelve were boys and three girls. The 

majority of the cases in Papers 1 and 2 are identical. The discrepancy is due to the fact that one 

person was diagnosed between Papers 1 and 2 and was therefore included. During the same 

period, one person withdrew consent. In Paper 2, the HC group was matched with a ratio of 1:4 

to the case group, compared to 1:8 in Paper 1. Mean age at the time of Young-HUNT1 data 

collection was 16 years and one month, ranging from 13 years and eleven months to 18 years 

and eight months. The time of first reported prodromal symptoms for the cases varied from six 

months to eight years after Young-HUNT1. Later, four subgroups of schizophrenia were 

identified among the case group subjects. 

 
Table 1. Characteristics of study sample in Paper 2 

Categories      N   

Case group 
Gender       15   

Female      3 (20%) 

Male      12 (80%) 

Age at inclusion in HUNT Study (mean/sd)  16/1.54    

Schizophrenia diagnosis: 

 Paranoid type     9 (60%)    

 Hebephrenic type    4 (26.7%)   

 Catatonic type     1 (6.7%)   

 Undifferentiated type    1 (6.7%)   

Healthy controls 
Gender       45 

Female      9 (20%) 

Male      36 (80%) 

Age at inclusion in HUNT Study (mean/sd)  16/1.54 
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3.2.2  Procedure: Papers 1 and 2 

 
The study was approved by the Central Norway Regional Committee for Medical and Health 

Research Ethics (4.2007.1949)  

 

Based on a list of people recorded with a diagnosis of schizophrenia (F 20.0-F 20.9) in the 

patient administration system (PAS) in the Department of Psychiatry of Nord-Trøndelag 

Hospital Trust (HNT), people born in Nord-Trøndelag between 1977 and 1983 were identified 

and thus qualified for participation in Young-HUNT1. Two study members examined the 

patient records of the PAS cohort based on the following inclusion criteria (see Figure 2):  

1. Residence in Nord-Trøndelag during the Young-HUNT1 survey period  

2. Plausible schizophrenia diagnosis (F 20.0-F 20.9) or BD (F 31) based on patient 

records 

3. The absence of prodromal and manifest psychotic symptoms (F 20.0-F 20.9) or in the 

euthymic phase and not in psychiatric treatment at baseline (F 31) during Young-

HUNT1 data collection  

Prodromal symptoms (F 20.0-F 20.9) were considered present in cases where marked changes 

in behaviour or thought patterns were reported at the time of participation in Young-HUNT1. 

The included cases and cases of BD were then invited, and gave their consent, to participate in 

the study. 

 

Two external experienced psychiatrists validated the diagnoses in the included cohorts and 

estimated onset of the disorder based on the participants’ patient records. Inclusion was 

dependent upon fulfilment of the diagnostic criteria of the International Statistical Classification 

of Diseases and Related Health Problems 10th Revision (ICD-10) (WHO, 2016). Each case was 

grouped in one of the following categories: (a) certain diagnosis, (b) probable diagnosis, and 

(c) uncertain diagnosis. If there was at least one rating of “uncertain diagnosis”, the 

respondent’s data were excluded. The project members confirmed the respondents’ 

participation in the Young-HUNT1 survey based on the HUNT database.  

 

The informed consent procedure was undertaken by project members in collaboration with the 

individual’s therapist, primarily in the Department of Psychiatry or at home. When necessary, 

required information was obtained from patient records held at clinics for children and 

adolescents and from former therapists. 
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Individuals who fulfilled the inclusion criteria and gave their consent to participate in the study 

were included in the study (Figure 2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. Procedure for inclusion of study participants in Paper 2.  

Young-HUNT1 
Total participation 

(n = 8,984) 

Individuals recorded 
with a schizophrenia 

diagnosis in the patient 
administration system, 

born in the period 
1977-1983 
(n = 124) 

Individuals included 
after examination of 

patient records (n = 35) 

Individuals excluded (n = 89) 
Lived elsewhere during Young-HUNT1 (n = 26) 
Other psychosis diagnosis: F22 = 5, F23 = 2, F25 = 2, F21 = 4, F10-F15 = 3) (n = 

16) 
No diagnosis of psychosis (bipolar, uncertain diagnosis) (n = 15) 
Prodromal state (n = 9) 
Developmental disorders (n = 8) 
Insufficient information about diagnosis (n = 7) 
Neuropsychiatric disorders (Asperger’s syndrome, ADHD) (n = 4) 
Severe physical illness (n = 2) 
No documentation available (n = 2) 

Individuals excluded (n = 20) 
Did not participate in Young-HUNT1 (n = 14) 
Uncertain diagnosis (revealed through validation process) (n = 2) 
Did not give consent to participate (n = 2) 
Consent was given after approved data collection period (ethics committee) (n = 1) 
Active psychotic symptoms during Young-HUNT1 (n = 1) 
 
 
 
 

Individuals included 
after validated diagnosis 

Final sample (case 
group) 

(n = 15) 

Individuals excluded after screening for schizophrenia diagnosis in the 
patient administration system, born in the period 1977-1983 (n = 8,860) 
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 3.2.3 Samples: Paper 3 
 
 
Participants in this qualitative paper were clinical staff and service users recruited and involved 

in the adaptation of a patient safety tool, GTT-P, from the Swedish to the Norwegian context 

(see 3.2.4 for recruitment strategy).  

 

Focus group 1 (six participants) and 2 (seven participants) consisted of HPs recruited from the 

three locations of the Department of Psychiatry at HNT. Participants in focus group 1 were 

psychiatrists, psychiatric nurses and psychologists, while focus group 2 consisted of 

psychiatrists and psychiatric nurses (see Table 2). Focus group 3 consisted of four service users 

recruited by the HNT Service User Involvement Committee via Mental Health Norway (the 

largest Norwegian mental health user group) and KBT (the Norwegian Competence Center for 

Lived Experience and Service Development). The service users had experience of psychiatric 

care delivered by the hospital (see Table 2). 

 

Ten people attended the dialogue conference: three service users and seven HPs (two 

psychiatrists, one psychologist, and four psychiatric nurses). All participants received an 

invitation to the conference, and three out of four service users from the focus group interview 

attended (see Table 2). 

 
Table 2 Research Participants 

 Service 
user 

 

Health 
professional 

Male Female Age range Experience of 
psychiatric 
care  

Focus Group 1 
 

0 6 2 4 31-62 2-32 years 
Median = 10 

Focus Group 2 
 

0 7 0 7 34-56 1-21 years 
Median = 9 

Focus Group 3 
 

4 0 3 1 29-69 2-45 years 
Median = 18 

Dialogue 
Conference 

3 7 3 7 29-58  

 

3.2.4  Procedure: Paper 3 

 

The “translation” process was based on a series of steps including language translation (from 

Swedish to Norwegian (step 1) followed by work in focus groups (step 2) with different 

categories of clinical staff and service users and finalized with a dialogue conference (step 3) 
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according to principles described in Ekman Philips and Huzzard (2007). 

 

The study is based on a Swedish questionnaire (Nilsson et al., 2020) that was translated from 

the source language Swedish into the target language Norwegian (forward translation) 

according to the cross-cultural adaptation of research instruments as described in Gjersing et al. 

(2010) and Breugelmans (2009). This was followed by a quality control step in which the target 

language version was translated back into the source language (back translation) (Breugelmans, 

2009). The Norwegian project team then met with the Swedish developers of the GTT-P to 

clarify contested areas and validate the Norwegian team’s understanding of the tool and its 

components. 

 

Step 2 in the translation process involved the focus groups. Clinicians (focus group 1) were 

recruited from three hospital locations (Levanger, Stjørdal and Namsos). The leader of each 

location selected the members of the clinical group (focus group 1) using the following criteria: 

both genders, and different clinical roles, ages and lengths of time spent working in HNT. The 

Head of the Department of Psychiatry in HNT selected the clinicians for focus group 2. This 

group was also the investigation team (see 3.2.6 for further information). The leaders of the 

HNT Service User Involvement Committee, Mental Health Norway and KBT Midt-Norge 

recruited service users (focus group 3). Seven service users with experience of psychiatric care 

were selected but only four attended the focus group due to illness on the day of the meeting.  

 

The purpose of the focus group interviews was to identify and define AEs in psychiatric care 

from the perspective of both HPs and people who had experience of psychiatric treatment 

(service users). To achieve the aim, a topic guide was developed (for further description see 

3.3.2). The focus groups were held in Norwegian, and were co-facilitated by a senior hospital 

trust manager and researcher, and a specialist psychiatric nurse.   

 

The final step, the dialogue conference, enabled all the participants from the focus groups to 

come together to review the content of the tool developed from the previous steps of the 

adaptation process. Service users were involved throughout the study. Audio recordings were 

used in the focus groups and the dialogue conference.  

 

The dialogue conference was convened to review and finalize the Norwegian tool (GTT-P). 

The dialogue conference began with a discussion of how to define AEs in psychiatric care and 
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distinguish between avoidable and unavoidable events. Then followed a discussion of the key 

issues raised in the focus groups, and a review of the original Swedish tool to highlight 

differences related to the Norwegian context. Specifically, participants were asked to consider 

the similarities and differences in the translation and meaning, to note the triggers identified in 

the Swedish tool but excluded from the Norwegian version and whether any additional triggers 

were needed. These results were used to modify the translation of the GTT-P. 

 

3.2.5  Sample: Paper 4 

 
In total, 240 patient records were examined, using the Norwegian version of GTT-P 

(Okkenhaug et al., 2017), from in- and out-patient units in the Department of Psychiatry of 

HNT. The patient records represented 12% of all patients treated during the period of 

investigation (see 3.2.6 and 3.3.3 for further information).  

 

The distribution of patient diagnoses in the study sample was consistent with the pattern at 

national level (Indergård & Urfjell, 2018; Norwegian Directorate of Health, 2016; Ose et al., 

2014). However, there were fewer patients with diagnoses coded as F20-, F30-, F40-, but more 

with the F60 spectrum compared with the National Patient Registry data (Norwegian 

Directorate of Health, 2016).  

 

3.2.6  Procedure: Paper 4 

 
The study was assessed by the Regional Ethics Committee, which concluded that it did not 

require formal ethical approval (2017/1779 REK Midt). The study was therefore assessed by 

the data protection officer of HNT, who approved it (2017/39-2369/2017). 

 

After approval by the data protection officer, the diagnoses and the demographic data of 

education level and civil status were collected following the regular data collection.  

 

Three investigation teams (one for each unit) were created to review journals with GTT-P. 

These teams consisted of HPs with previous experience of quality and safety work. Prior to the 

analysis, all members of the investigation team took a one-day training course under the 

direction of the authors of the Swedish GTT-P handbook (SKL, 2015). Drawing on the Swedish 

experience, this was followed by a calibration exercise where the team members reviewed the 



31 
 

same five records according to the Swedish standard (SKL, 2013). The teams then performed 

the same exercise using the translated Norwegian version of GTT-P (Okkenhaug et al., 2017). 

Following a discussion and comparison of the results, it was necessary to repeat the procedure 

on three more patient records before the teams were considered consistent. In addition to these 

two rounds of calibration, we had two additional joint meetings with all three teams to ensure 

a common understanding of the research procedures.  

 

After the training course, 30 patient records for discharged patients were randomly selected for 

review every month from May 2017 to January 2018 (except July due to holidays); these 

consisted of ten records (five in- and five out-patients) from each of the three locations in the 

Department of Psychiatry. Patients had to have completed their treatment or been discharged at 

least one month earlier in order to be included. The secretary followed a written procedure in 

randomly selecting records. The investigation teams examined records from a different location 

than the one where they worked. In order to identify AEs for Norwegian patients receiving 

hospital treatment, we validated the GTT-P for both in- and out-patients. Psychiatric care in 

Norway includes interdisciplinary specialized treatment for substance abuse and the data 

therefore relates to patients treated for substance abuse as well as mental health problems. 

  

Each month, the ten records were analysed using the GTT-P by the investigation team 

composed of a doctor and two nurses in each of the three locations. The nurses reviewed the 

records independently before comparing their results and then validating their findings with the 

doctor in their team. Through discussions, they usually reached a common understanding of the 

various coding challenges. In the event of a disagreement, the doctor had the last word. The 

patients were not anonymous to the investigation teams, but they were unknown as the teams 

worked in different locations from where the patients were treated. 

 

The investigation teams identified triggers and AEs. The teams also had the opportunity for 

clarification with a senior consultant psychiatrist if necessary. One of the investigators in each 

team had the additional responsibility to record the information in the data registration system. 

The project manager checked that there was a correspondence between the information given 

in the paper version and that recorded in the data system.  
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3.3 Measures 

 
3.3.1  Study 1, Papers 1 and 2. Young HUNT1 Questionnaire 

 
In Study 1, information on diagnoses was collected from patient records, while other data were 

collected from the Young-HUNT1 questionnaire (1995-97). The Young-HUNT1 survey 

formed part of the Nord-Trøndelag Health Study (HUNT) (Holmen et al., 2014).  

 

For Paper 1, two questions were selected to measure hours and days spent on physically active 

sports or exercise in the past week. These questions were developed and used in the WHO 

Health Behaviour in Schoolchildren (HBSC) survey. The intraclass correlation coefficients for 

reliability were 0.71 for frequency and 0.73 for duration (Rangul et al., 2008). Physical activity 

in the past week was dichotomized into inactivity and activity (the same question and 

dichotomization were used in Paper 2). Activity was defined as at least two days or two hours 

per week outside school hours. This is in accordance with recommendations in other studies 

(Rangul et al., 2008). Different types of sports were dichotomized into team or individual sports. 

Soccer, handball, basketball and volleyball were merged into the category of team sports. All 

other sports were defined as individual sports. The number of sports was calculated for each 

respondent.  

 

To measure topics relevant to the second paper, questions on psychiatric conditions such as 

anxiety and depression, in addition to self-esteem, personality and well-being were included. 

There were also questions related to the use of alcohol and tobacco, physical activity, school 

problems, social functioning, help-seeking behavior, and leisure time activity (For the 

questionnaire see Young-HUNT1: “Junior high school (age 13-16)” and “High school (age 16-

19)”). 

  

Some of the questions were single items, but most of the independent variables were  

composite scores constructed by the administrators of HUNT from a set of questions  

(Examples: school functioning (14), friends (7), use of alcohol (5), and tobacco (10), and help-

seeking behaviour (6)).  

 

Other HUNT Study questions were based on structured, validated scales, such as the five-item 

version of the Hopkins Symptom Checklist (SCL-5) (Tambs & Moum, 1993), with Cronbach’s 



33 
 

alpha of 0.79 (Størksen et al., 2006). This checklist was used to assess symptoms of anxiety 

and depression.  

 

Four of the ten items on the Rosenberg Self-Esteem Scale were used to assess self-esteem 

(Rosenberg, 1965) The correlation between the original and short versions was estimated at .95 

and Cronbach’s alpha was .78 (Tambs, 2004, pp. 217-231).  

 

“General well-being” was measured by a three-item quality-of-life scale, the Subjective Well-

being scale, validated in earlier HUNT studies with a Cronbach’s alpha of 0.75 (Størksen et al., 

2006).  

 

Further, an 18-item short version of the Eysenck Personality Questionnaire (EPQ-18), which 

assesses extraversion (E), neuroticism (N), and psychoticism (P) (Eysenck & Eysenck, 1977) 

was used in Young HUNT1, where six items for each of the dimensions E, N, and P were 

chosen. The selection of combinations of items that best predicted the scores from the original 

items was based on analysis of data from the entire scale (Eysenck & Tambs, 1990). The 

analysis showed correlations between scores from the original tool and the short form at .90 for 

E, .90 for N, and .78 for P (Tambs, 2004, pp. 219-220). Psychoticism has been difficult to 

interpret in theory (Berg Gudbergsson et al., 2007) and was therefore excluded from the 

analysis. Each item on the EPQ-18 was scored as 0 (no) or 1 (yes), and the six-item scores on 

each dimension were added together, giving a total score ranging from zero to six on each 

dimension. The paper presents results of all the total scores and the scores for each question. 

The results were presented in this way since some of the individual questions, such as “often 

worried”, might be particularly important considering the subjects’ risk of potentially 

experiencing emotional problems prior to the development of schizophrenia (Rapado-Castro et 

al., 2015; Welham et al., 2009). 

 

The question “Do you smoke?” was dichotomized into “smoking daily” and “not smoking 

daily”. Similar dichotomizations have been used in other Young-HUNT studies (Mangerud et 

al., 2014). Smoking habits, together with sport frequency/duration weekly and alcohol use, form 

part of the cluster: “Health behavior in school-aged children” from the WHO HBSC study 

(Currie et al., 2004; HUNT, n.d) and found to be reliable in young adults in Norway (Fergusson 

& Horwood, 1995; Foss et al., 1998; Holmen, 2000, p. 49).  
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The questions on alcohol use, which originate from the European school survey project on 

alcohol and other drugs, have good reliability and a high level of validity (ESPAD Group, 2021, 

p. 23). The two questions used were dichotomized based on similar dichotomizations in other 

Young-HUNT studies (Bratberg et al., 2007; Mangerud et al., 2014). 

 

Fourteen questions on school were grouped into three separate domains: (1) problems related 

to concentration and academic achievement (Academic) with a Cronbach’s alpha of 0.67, (2) 

behavioural problems (Conduct) with a Cronbach’s alpha of 0.64, and (3) well-being problems 

(Dissatisfaction) with a Cronbach’s alpha of 0.57 (Størksen et al., 2006). A specific single 

question, “Are you teased/harassed by other students?” formed a single question domain.  

 

The self-assessed health status question “How often have you been to the school health centre?” 

was dichotomized and used in the paper.  

 

Leisure time was assessed with the question: “How often have you done any of these activities 

in the past week?”. Since social activities are found to be a potentially important risk factor for 

schizophrenia (Derdikman-Eiron et al., 2013; Michalska da Rocha et al., 2018), five of the nine 

sub-questions related to social activities are reported in the paper.  

 

In addition to the items mentioned, there were three single-item questions that explored 

participants’ experience of loneliness, number of friends, and self-assessed health status. 

 

3.3.2  Topic guide based on GTT-P 

 
In Paper 3, the primary method of data collection was semi-structured interviews in focus 

groups with the use of a topic guide. Interview questions were developed based on themes from 

the Swedish version of GTT-P (see 3.3.3). Interview questions were not prescriptive but were 

used as a guide to explore aspects regarding possible AEs, triggers for AEs and risk factors in 

Norwegian mental health facilities. The co-facilitators and interview questions were the same 

for the three groups in order to maximize consistency and reliability (Fern, 2001, pp. 228-229). 

The focus group interviews lasted two hours for all groups.  

 

Topics for the focus groups: 

1. What constitutes patient harm (AEs) in mental health care and interdisciplinary specialized 
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treatment for substance abuse in specialist health services? 

2. In what situations is there a risk that patient harm (AEs) may occur? (Cues if needed: At the 

system level, medication, treatment, care transitions, coercion, drug abuse) 

3. What could be possible triggers in Norwegian psychiatric records in order to identify patient 

harm? 

 

The topic guide explored the patient journey and specific points with a risk of an AE. The final 

section of the focus group was devoted to considering what, in a written patient record, would 

be a trigger of an AE, or might be understood as a trigger of AEs. A trigger might also be the 

absence of an action or intervention.  

 

3.3.3  GTT-P 

 
GTT was designed to review patient records to generate data on the frequency and types of AEs 

in physical health care (Resar et al., 2003). In Sweden, the tool was redesigned to include mental 

health care and forensic psychiatry (SKL, 2015). In January 2017, we initiated the development 

of a Norwegian tool and translated and modified the Swedish tool and methodological appendix 

to the Norwegian context (Okkenhaug et al., 2017). Papers 3 and 4 are based on this tool. GTT-

P is a Norwegian quality and research instrument designed to review patient records to generate 

data on the frequency and types of AEs in in- and out-patient mental health care. The handbook 

exists in paper and online versions. In addition to background information, it contains a 

description of how the investigation was conducted, a description of the triggers and a form to 

record the findings. The version of GTT-P used in Paper 4 consists of 32 triggers, divided into 

five domains: treatment (14 triggers), drugs (one), coercive treatment (four), medicine (seven) 

and continuity and transitions (six).  

 

In addition to recording AEs and triggers, GTT-P distinguishes between avoidable and 

unavoidable AEs, and between in- and out-patients. AEs are categorized using a four-point 

severity scale: low (discomfort or negligible harm), moderate (temporary impairment), 

considerable (persistent moderate impairment) and catastrophic (persistent major disability or 

death) (Ericsson et al., 2016; Okkenhaug et al., 2017).  
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3.4 Analysis 
 
 

3.4.1 Papers 1 and 2 
 
In Paper 1, statistical analyses included investigation of median values and percentages that 

described central tendencies. In addition, Pearson’s chi-square test and Fisher’s exact 

probability test were used to test the goodness of fit between cases and controls. The Mann-

Whitney U-test and the Kruskal-Wallis test were used to test non-normally distributed 

continuous variables. Statistical analysis was performed using SPSS 18.0. 

 

In Paper 2, the data analysis was conducted using IBM SPSS, version 23 (IBM, 2013). 

Differences in means were analysed with independent samples t-tests. Associations between 

case and controls and the categorical variables were analysed by estimating odds ratios from 

standard binary logistic regressions and by chi-square or Fisher’s exact tests. All tests were two-

tailed. 

 
3.4.2 Paper 3 

 
For translation, quality assurance and development of the Norwegian GTT-P, focus groups and 

a dialogue conference were used as methods. Language translation of the handbook was based 

on the cross-cultural adaptation of research instruments (Gjersing et al., 2010).  

 

The transcripts of the audio tape recordings from the focus groups and dialogue conference 

were analysed using content analysis (Graneheim & Lundman, 2004). This type of analysis 

method is suitable when conducting exploratory work in an area where little is known (Green 

& Thorogood, 2004, p. 265). Content analysis enabled the identification of similarities and 

differences in textual content. These differences were expressed using categories where the 

context was important. The interpretation of texts therefore assumes knowledge of the context 

within which a study is carried out (Lundman & Graneheim, 2013, pp. 159-172). For example, 

the present interview study was conducted in a psychiatric unit in a hospital setting. The 

analyses of focus groups 1 and 2 generated similar findings, and for the sake of clarity it was 

thus decided to use data from only group 1 in the comparison with the service user group (focus 

group 3). 

 

The first and third authors reviewed each transcript individually and then met to discuss their 
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understandings and specify different areas of risk and the coding of AEs and triggers identified 

in each focus group. The analysis identified codes for 32 AEs, grouped into seven categories: 

mental injury, prolonged disease progression, self-harm, drug-related injury, physical injury, 

illegal/unethical treatment and others. For triggers, 50 codes were identified grouped into five 

categories: treatment, continuity of care, drug/alcohol abuse, medication and coercive 

treatment. The authors were particularly attentive to highlighting the differences between health 

professionals and service users. Often these dissimilarities were more about the language used 

to describe a particular AE rather than differences in conceptualization. In addition, the authors 

reviewed the transcript from the dialogue conference and examined the statements made by 

HPs and service users to look for differences in content and the number of statements. 

 

3.4.3 Paper 4 
 
Descriptive statistics are presented using frequencies and relative frequencies for categorical 

variables, and using mean and standard deviation for continuous variables. Differences in 

relative frequencies were tested using Fisher’s exact test. To analyse factors associated with 

AEs, multivariate logistic regression with AE (yes/no) as the dependent variable was used. For 

completeness, estimations of univariate logistic regressions for each covariate were performed 

in order to show how the importance of each covariate changed when all other covariates were 

taken into account. A significance level of 5% was chosen. The data were recorded in an Excel 

spreadsheet and analyses were performed using SPSS v23 and Stata 15.0. 
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4 RESULTS 
 
4.1  Papers 1 and 2 
 
In many areas, there were no differences between the cases and the HCs. None of the results 

indicated that the HC group had better health than the case group. Nevertheless, the case group 

reported poorer subjective well-being, more negative emotions, and more difficulty with social 

functioning than the HC group. Several of them smoked daily and they were less physically 

active. Less physically active means fewer days per week (z = -2.219; p<.05) and fewer hours 

per week (z = -2.403; p<.05) in the premorbid phase, compared to the HCs. The case group (53 

%) also participated less in team sports than the HC group (79 %) (p<.05). Further, participants 

in the case group reported significantly poorer scores on the “General well-being” scale than 

those reported by the HCs (p = .002). 

 

The scores on the SCL-5 scale showed no significant differences between the two groups. 

However, the case group scored significantly lower on one of the items, having been more 

dejected, down, or sad than the HCs (p = .01), and the mean difference was -.59. The 

participants in the case group experienced more nervousness (during the previous month) than 

the HC (p = .004). Regarding the EPQ, there were no differences in the two scales for 

neuroticism and extraversion, but there were differences in two individual items: “more often 

worried” (p = .004) and not liking “arriving early for appointments” (p = .013). There were no 

significant differences between the groups in terms of self-esteem as measured by the short 

version of the Rosenberg Self-Esteem Scale. Compared with the HCs, those in the case group 

reported having fewer close friends (p = .034), and feeling lonelier (p = .003) 

 

Although the case group reported daily smoking more often than the HCs (p = .001), there was 

no difference between the groups in response to the question “Have you tried smoking?” 

 

No differences were identified in the use of school health services or help-seeking behaviour 

based on the question about initiating contact with the school health services. Those in the case 

group had more often been to a general practitioner (p = .011) and to a psychologist in the past 

year (p = .046) than the HCs. There were no differences between the cases and HCs in patterns 

of alcohol use or in response to the question about their present state of health (p = .251). 

Further, no differences were identified concerning concentration or behaviour at school or 
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academic achievement. 

 

4.2  Paper 3 
 
Our analysis sought to highlight the differences between the issues raised by HPs and by service 

users about risk and experience of AEs in psychiatric care, and the points of similarity or 

consensus. During the dialogue conference, the service users and clinicians identified and 

confirmed the same AEs as in the Swedish version, but the number of triggers differed between 

the Norwegian (32) and Swedish (36) versions of the GTT-P. The Swedish GTT-P is consistent 

with the Norwegian GTT-P across three of the five risk domains: coercive treatment, medicine, 

and continuity and transitions.  

 

The participation of service users led to changes in the research tool and the inclusion of triggers 

(e.g. individual plans) that were specific to their experience of the Norwegian clinical context.  

 

In psychiatric care, AEs can engender both physical and mental harm and we were therefore 

particularly interested in two categories of AEs, mental harm and physical harm, and three 

trigger categories particularly associated with clinical management, namely, coercive 

treatment, inadequate treatment, and continuity of care and transition. Service users and HPs 

both identified mental harm as a potential AE associated with mental health treatment, but in 

different ways. For the HPs, this was framed in terms of the importance of respecting the person 

behind the diagnosis, while for service users this was understood more in terms of additional 

consequences often associated with a diagnosis (labelling, stigma). Coercion was another issue 

showing a contrast between the two conceptualizations. HPs accepted that treatment could 

involve some forms of coercion, but felt that this was a source of moral discomfort. For service 

users, however, coercion also included the rules and regulations enforced in in-patient 

psychiatric units, which was a broader understanding embedded in lived experience. The other 

significant AE discussed was physical harm, but only the HPs raised this as an AE. 

 

The analysis of the transcripts of the dialogue conference revealed that HPs were considerably 

more active in the discussions than service users. In part, this reflected differences in numbers, 

but also inevitable underlying power differences and perhaps the continued dominance of the 

“voice of medicine”. 
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A major finding in the paper is that there are differences between HPs and service users in how 

they define areas of risk, AEs and their triggers. This suggests that the two groups view these 

differently, further underlining the need for collaboration between them in developing tools 

aimed at enhancing patient safety. 

 

4.3  Paper 4 

 

The aim of this study was to analyse and report AEs and the associated triggers identified using 

a modified version of GTT-P on a random sample of psychiatric patients treated in one 

Norwegian hospital trust. The findings show that AEs occurred in nine outpatients (out of 119) 

and in 10 inpatients (out of 121). This equates to approximately 8% of the mental health patients 

treated in the hospital. This level of AEs is consistent with some studies (Daumit et al., 2016) 

and one report (SKL, 2013), while another report (SKL, 2018b) and a more recent study 

(Marcus et al., 2018) reported that around 20% of patients had experienced a patient safety 

event. 

 

The analysis was based on the identification of 32 potential triggers of AE. Eighteen of the 

triggers were significantly related to AEs. The results of the analysis identified at least one AE 

in 19 (7.9%) of the 240 patient records in the study sample. These 19 records included a total 

of 29 AEs. Of these, 13 records included evidence of one AE while six records had from two 

to four AEs. 

 

The most frequent triggers identified in this study were the lack of a treatment plan, followed 

by lack of contact with relatives, change of treatment unit, and unplanned inpatient treatment 

or contact with the acute psychiatric unit. The six most commonly identified triggers related to 

a specific AE (p-value compared with patient records with no associated AE) were absence of 

treatment plan (p = ns), unplanned inpatient treatment or contact with acute psychiatric unit (p 

< .001), change of treatment unit (p < .001), consultation with a doctor on call (p < .001), 

increased surveillance (p < .001) and undesired effect of treatment (p < .001). Other triggers 

with a p-value < .05 included lack of review of suicide risk, lack of documentation of failure, 

change of diagnosis, self-harm, threats, violence and inappropriate behaviour, coercion, 

coercive treatment, inadequate administration, change from voluntary to involuntary treatment, 

more than four different psychofarmaca, metabolic risk factors, readmissions within 30 days 
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and lack of a responsible doctor or coordinator. 

 

The AEs recognized in the analysis were: suffering (five cases, three avoidable), disease 

worsening (three cases, one avoidable), suicide attempts (three cases, none avoidable), self-

harm (three cases, one avoidable), other drug-related AEs (three cases, none avoidable), 

measures without legal basis (three cases, three avoidable), insults (two cases, one avoidable), 

interrupted treatment (two cases, two avoidable), other AEs (two cases, two avoidable), 

insufficient effect of treatment (one case, avoidable), metabolic effect (one case, avoidable), 

and a fall (one case, not avoidable).  

 

Of the 29 AEs identified in the 240 patient records in the study sample, 17 were categorized as 

minor and twelve as moderate. Thirteen of the AEs identified were associated with treatment 

in the outpatient unit and four of these were potentially avoidable. Sixteen AEs were found in 

treatment delivered to patients in the inpatient units and eleven of these were avoidable. 

 

The study also shows a correlation between the number of identified triggers and AEs. The 

number of triggers in records with a detected AE was 7.28 vs. 2.81 in records where no AE was 

identified. Further, no AEs were identified in patient records that did not also contain triggers 

included in the GTT-P. 

 

4.4 Summary of results 
 

Our studies show that persons who later developed schizophrenia, compared to those who did 

not, were less physically active, more alone, more prone to a negative mood with increased 

rumination, worry, sadness and anxiety, and showed more health risk behaviours, such as 

greater daily smoking. Our cross-cultural adaptation and validation of GTT-P, across 

stakeholders, showed that the tool is useful in detecting triggers and AEs in the patient 

population. Our study showed that suffering was the most common AE, while the lack of a 

treatment plan was the most common trigger. 
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5 DISCUSSION 
 

The main aim of this thesis was to study various factors of relevance for the prognosis of SMD. 

This implies risk factors before the onset of the disorder as well as AE after the onset of the 

disorder, which can prolong functional impairment. 

 

This thesis studies factors that can prevent negative developments and increase the likelihood 

of self-perceived good QOL and a life of dignity. Factors before and during illness and in the 

recovery phase were studied. Preventing negative developments and encouraging belief in the 

future is linked to balancing risk and protective factors in order to avoid triggering or 

perpetuating MDs (Vasey & Dadds, 2001, p. 13). Furthermore, this balance involves 

experiencing good relationships in all phases, in addition to developing coping strategies that 

create flourishing (Garland et al., 2010).  

 

In Papers 1 and 2, we study the time before illness, and there are four main findings. Persons 

who later developed schizophrenia, compared to those who did not, were less physically active 

(1), more alone/lonely (2), more likely to have negative moods with more rumination, worry, 

sadness and anxiety (3), and had a greater tendency towards health risk behaviours such as daily 

smoking (4).  

 

After the onset of the disorder we studied factors during admission which could lead to 

negative/harmful events and consequently prolong or exacerbate suffering or even lead to death. 

In Study 2 we first defined AEs and potential triggers for later AEs and then examined 240 

patient records and systematically recorded triggers and assessed whether patients had suffered 

iatrogenic AEs (see 4.3 for further information). Factors in iatrogenic AEs after the onset of the 

disorder could be influenced by personality, behaviour and experiences prior to disorder onset 

(Grubaugh et al., 2007; Husum et al., 2019; Knutzen et al., 2013). The models of Vasey and 

Dadds (2001, p. 13), Garland et al. (2010), and Seidman and Nordentoft (2015) indicate that 

much can be done to prevent a disorder, but also to improve QOL after the onset.  

 

5.1  Prevention before developing a disorder 

 

Study 1 concurs with previous research on environmental risk factors where adolescents who 

later develop schizophrenia are less physically active, have more negative affects, poorer social 
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functioning (loneliness, fewer friends and visitors) and a greater tendency towards health risk 

behaviour, such as daily cigarette smoking (Fusar-Poli et al., 2017). If it is known that these 

risk factors are present in an individual before disorder onset, prevention might delay the onset 

and/or lead to a milder course of the disorder (Barry et al., 2013; Catalan et al., 2021; Jané-

Llopis et al., 2011; Patel et al., 2016; Scott, 2016). Such a claim must be treated with caution, 

as other risk or causal factors such as heredity (genes) and co-variation with other factors can 

influence the course of a disorder. This largely applies to schizophrenia (Jauhar et al., 2022; 

Patel et al., 2016). Although there is a high false positive rate for the development of psychosis 

in cases of familial predisposition (90%) (Seidman & Nordentoft, 2015), Liu et al. (2015) 

defend early intervention in such cases based on high rates of other behavioural, cognitive and 

neuromotor problems in the premorbid period. This is in addition to the consequences of living 

with an ill parent and a greater probability of developing other problems and psychopathology 

(Liu et al., 2015). 

 

There are indications that it is possible to prevent many mental disorders, especially anxiety 

and depression, and promote mental health in children and young people through targeted 

interventions (Salazar de Pablo et al., 2020; Skogen et al., 2018, p. 113). Holte (2012) argues 

that mental capital is a country's most important resource. Mental capital is the citizens’ overall 

opportunities to develop security, independence and creativity, use their emotions, think smart, 

coordinate their behaviour, form social networks and master challenges (Holte, 2012). Jenkins 

et al. (2008, p. 8) claim that developing the nation’s mental capital systematically will probably 

prevent mental disorders and is more effective than measures aimed directly at mental disorders. 

Prevention has been proposed as one of the grand challenges for global mental health (Collins 

et al., 2011), and has been estimated to be highly cost effective (Knapp et al., 2011). Despite 

the claim by Jenkins et al. (2008), indicated preventive interventions for depression have 

traditionally shown better results than universal interventions, but research also suggests a 

generally greater effect of preventive measures for high-risk groups (Horowitz & Garber, 2006; 

Stice et al., 2009). There is no current evidence of the effectiveness of selective screening and 

psychological/psychoeducational interventions in reducing the incidence of 

psychotic/bipolar/common mental disorders (Fusar-Poli et al., 2021).  

 

Based on several studies (Barry et al., 2013; Firth, Schuch, et al., 2020; Fusar-Poli et al., 2017; 

Sommer et al., 2016; Thompson et al., 2015; Weare & Nind, 2011), prevention that focuses on 

encouraging physical exercise, fostering self-esteem, improving parent-child relationships and 
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resilience, promoting secure attachment relationships with trusted others, increasing social and 

neighbourhood supports, and reducing drug abuse and bullying, may contribute to flourishing 

in different persons (Garland et al., 2010; Hoyt et al., 2012; Salazar de Pablo et al., 2020; 

Sommer et al., 2016). Furthermore, such interventions improve outcomes for young people at 

risk of developing psychopathology (Healy & Cannon, 2020).  

 

In Study 1, loneliness was reported before the onset of schizophrenia, indicating that this was a 

potential risk factor in the development of the disorder. This is in accordance with Michalska 

da Rocha’s study (2018). Further results from Study 1 show that these adolescents were more 

dissatisfied with their lives than the HCs, and often did not feel as strong and vital as the HC 

group. They also disliked school breaktime. This may indicate that many who later developed 

schizophrenia experienced everyday challenges. Previous research has shown that people with 

first-episode psychosis do not initiate help-seeking behaviour for themselves, particularly if 

they have close relatives who suffer from a mental disorder (O’Callaghan et al., 2010). The lack 

of help-seeking behaviour increases the challenge of implementing early identification 

measures and intervention strategies and may thus support the argument by Jenkins et al. (2008) 

for the need for universal prevention. Indicated prevention is also recommended in connection 

with the risk of psychosis (Cornblatt et al., 2015; Seidman & Nordentoft, 2015), but the risk 

factor, e.g. loneliness, must then have been identified. Identification of adolescent premorbid 

functioning should not only rely on information from health services, but also from peers, 

teachers, or significant others (Jané-Llopis et al., 2011). Internationally, there is a need for high-

quality services that are adapted to the relevant culture and capture children and families, 

ensuring that the children become a part of a pro-social system (Catalan et al., 2021; Catalano 

et al., 2004). 

 

According to Murray et al. (2021), the best-established statistical risk factors for psychosis are 

obstetric events, childhood abuse, migration, city living, adverse life events and cannabis use. 

They also suggest public health campaigns to educate young people about the potential harm 

of regular use of high-potency cannabis as an initial step towards a strategy for universal 

primary prevention. This might be relevant to address the increased incidence of cannabis-

induced psychosis in Scandinavia (Rognli et al., 2022). The majority of the adolescents in Study 

1 reported smoking cigarettes daily; however, there were no differences in alcohol use between 

the HCs and the case group. Our findings are in line with other studies (Buchy et al., 2015; 

Gurillo et al., 2015; Mangerud et al., 2014; Myles et al., 2012) in relation to cigarette smoking 
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and its association with cannabis use and later psychosis (Ryan et al., 2020).  

 

Research shows that psychosocial interventions (Liu et al., 2015; Patel et al., 2016; Sommer et 

al., 2016), psychoeducation and physical therapy, exercise and relaxation (Salazar de Pablo et 

al., 2020) can reduce stressors and increase coping, and might reduce the incidence of MD. A 

key factor in preventing SMD is the degree to which the person, family members, the health 

and education sectors and society in general have knowledge and understanding of early signs 

and risk and protective factors of MD (Liu et al., 2015; Patel et al., 2016; Seidman & 

Nordentoft, 2015). Skogen et al. (2018, p. 113) suggest an overview of preventive and health-

promoting measures, as well as a greater degree of coordination and coherence between the 

professional communities to strengthen the mental health of children and adolescents. 

Furthermore, the implementation of national, multisectoral promotion and prevention 

programmes in mental health such as the Act-Belong-Commit framework has proven to be a 

valuable resource for building capacity for mental health promotion in the general population 

(Donovan et al., 2021). 

 

5.2 Protective factors that encourage recovery 
 

In Paper 3, service users considered “suffering” as one of the most important AEs and identified 

stigma as a possible cause of suffering, while in Paper 4, the most common AEs were 

“suffering” as well as two AEs categorized as “insults”. Findings of “suffering” and “insults” 

are compatible with findings from the study by Nilsson et al. (2020). Stigma can also reinforce 

already existing challenges such as struggling with the symptoms in a crisis, coping with mental 

health problems in general, and dealing with contextual barriers such as financial issues, living 

situation, loneliness and relational challenges (Borg et al., 2009; Borg et al., 2011; Corrigan, 

2007). The researchers argue that these factors are all part of the necessary treatment picture 

that HPs need to consider. To contribute to a person’s growth and strengthen family ties, HPs 

need to focus on the person and his or her family, especially how they manage everyday life 

tasks and skills in mental health crises (Borg & Davidson, 2008; Borg et al., 2011). 

Disrespectful and undignified treatment does not foster hope and belief in either treatment 

effects or a better life, and can in the worst cases lead to chronification, hopelessness and 

learned helplessness (Berzins et al., 2020; Hansen et al., 2020; Ljungberg et al., 2016). In a 

perspective where hope and belief in a better life for the person gradually emerge, coping is a 

key concept. This also involves meeting skilled, respectful professionals who facilitate co-
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determination and treat patients with dignity (Dahlqvist Jönsson et al., 2015; Steinsbekk et al., 

2013; UEMS, 2006). These aspects have been assessed as important in efforts to improve 

mental health care (Axelsson et al., 2020). If HPs make greater efforts to help patients cope 

with everyday crises, this can act as a protective factor and encourage learning and growth 

(Borg et al., 2011). 

 

 5.2.1 Service users’ involvement in recovery 
 
After the onset of the disorder, the quality of treatment and follow-up is important for the 

outcome (Flückiger et al., 2018; Saxon et al., 2017; Topor et al., 2018), and adequate service 

user involvement is part of this recovery (Lindvig et al., 2020; Spencer et al., 2019). Mjøsund 

et al. (2018) emphasize that people with SMD wish to receive more knowledge, to improve 

their well-being and mental health and to be able to live as well as possible with their illness 

(2018). Participants in the study by Mjøsund et al. (2018) considered that a systematic focus on 

both pathogenesis and salutogensis from HPs was lacking. This is supported by research studing 

HPs (Jørgensen et al., 2018; Lindvig et al., 2020), and where patients and HPs work together 

on environmental changes in the hospital setting (Follevåg & Seim, 2021).  

 

Infantilization and a focus on pathology are emphasized in Paper 3 as examples of AEs as 

mental harm. Hansen et al. (2020) discuss salutogenic thinking and patients not being seen as 

unique people by HPs, which in turn can lead to relational distance and prolongation of the 

illness. Despite the involvement of service users in all aspects of the research in Paper 3, the 

relative dominance of HPs in joint discussions such as the dialogue conference suggests issues 

of power and dominance embedded in the HP-patient relationship even when outside a 

therapeutic relationship. 

 

Paper 4 reveals three avoidable AEs related to measures without a legal basis (e.g. unnecessary 

use of coercion). An illegal action suggests a need for continuous patient safety work, the 

importance of listening to the patient, and quality assurance of the treatment provided by the 

HP. Coercion is highlighted as involving a risk of humiliation, fear and a feeling of inferiority 

(Lanthén et al., 2015; Larsen & Terkelsen, 2014), and may weaken the therapeutic alliance 

(Wynn et al., 2011). Adequate use of coercion requires legal and ethical justification (Chieze et 

al., 2021); however, factors such as culture (True et al., 2017), education (Cowman et al., 2017; 

Lickiewicz et al., 2021) and the presence of male staff (Beghi et al., 2013) affect the degree of 
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coercion. Research shows that coercion and restraint may be used unnecessarily due to lack of 

time, resources, flexibility and crisis plans (Wormdahl et al., 2020). The most frequent triggers 

identified in Paper 4 were the lack of a treatment plan, followed by the lack of contact with 

relatives, change of treatment unit and unplanned inpatient treatment. All these triggers are 

closely linked to HPs failing to draw up treatment plans and to cooperate with relatives, in 

addition to transitions involving a risk of poor information and continuity. Wormdahl et al. 

(2020) argue that an unnecessary amount of coercion is often used due to a lack of tailored 

housing and employment, little variation in the activities offered, poor coordination between 

services and a lack of competence. Our findings are in accordance with this. Beames and 

Onwumere (2022) state that research on risk factors associated with the use of coercive 

practices is weak and insufficient. Therefore, we cannot say with certainty that people with 

schizophrenia have a greater likelihood of being subjected to coercion with a risk of AEs, even 

though Beghi et al. (2013) suggest that there is an association. These authors’ suggestion is 

supported by results in Paper 4, where more than a fifth (21%) of all AEs identified are related 

to patients with psychotic disorders (11% of the sample). 

 

In a phase where the person will need help from HPs, it is important that they give the patient 

time and space to move towards flourishing (Prochaska et al., 2013). Lack of time and space 

may create a mismatch between the HPs’ need to treat the patient according to a “treatment 

guideline” and provision of the necessary emotional support (Prochaska et al., 2013). Prochaska 

el al. (2013) have developed a model called “five stages of change” (precontemplation, 

contemplation, preparation, action and maintenance) that the patient may experience through a 

course of treatment. Processes of change are the covert and overt activities that people use to 

alter emotions, thoughts, behaviours, or relationships related to a particular problem or more 

general patterns of living (Prochaska & Norcross, 2018, p. 7). Often, change processes follow 

a spiral pattern rather than a strictly linear progression, and most people will experience relapses 

(Prochaska et al., 2013). Flexibility and sensitivity appear to be important characteristics of an 

HP (Brekke et al., 2018; Rober, 2017). Such qualities are valuable in assessing which stage the 

patient is at in the change process. Many forms of therapy are aimed at the action stage, and 

can lead to unnecessary dropout if the HP overlooks the patient’s own stage in the process 

(Goldfried, 2019; Krebs et al., 2018). In Paper 3, we see a divergence between HPs’ and service 

users’ perceptions of inadequate treatment. HPs focused on progression where inappropriate 

diagnosis was a trigger of potential AEs but also led to delayed diagnosis and interventions. By 

contrast, service users seemed to focus on the stage they were at in the change process, and 
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missed engagement between HPs and themselves about their diagnosis and the consequences 

of this for care and recovery. For people with schizophrenia, the change processes require 

continuity, trust-building behaviour and a respectful attitude from HPs (Sagsveen et al., 2019). 

Moreover, the disorder can lead to destructive communication barriers (Møller, 2018, p. 42), 

and requires the HP to be vigilant about the patient’s stage in the change process. Otherwise, 

there is a risk of causing an adverse patient event. 

 

5.2.2  The significance of relationships and collaboration 

 
It is vital for people with SMD to maintain engagement with services, but up to 30% of people 

with MDs break off contact with mental health services and relationships with HPs (Davies et 

al., 2014). Dropout will affect continuity of care (Davies et al., 2014) and increase the risk of 

AEs (Nilsson et al., 2020). The importance of supportive relationships is emphasized in other 

research where the relationship between patients and HPs seems to be the most important 

foundation for collaborative practices and dialogue (Lindvig et al., 2020; Ness et al., 2014; 

Norcross & Wampold, 2018; Sagsveen et al., 2019; Sweeney et al., 2014; Topor & Denhov, 

2015). This relationship is also important in providing a safe and therapeutic treatment 

environment (Gilburt et al., 2008). Low self-esteem, a sense of worthlessness and shame over 

their situation can make people more sensitive to how clinicians relate to them. In this way, 

humiliation or disrespect can occur when HPs lack sufficient self-reflection or sensitivity (Hem 

et al., 2017, p. 225; Škodlar & Henriksen, 2019). Professional competence and patient 

competence are seen as complementary, and there is a positive association between a good 

therapeutic alliance and treatment outcome (Flückiger et al., 2018).  

 

As shown in Paper 3, access to the service user’s perception of a phenomenon can challenge 

the HP to think differently about mental health care. As an example, Kidd et al. (2014) found 

that when service users shared their personal recovery stories, staff hope for recovery increased. 

HPs need to understand patients, be familiar with the various services available, foster hope and 

believe that recovery is possible (Horgan et al., 2021; Lorien et al., 2020). In Paper 4, we 

describe three findings of AEs, disease worsening (three cases), interrupted treatment (two 

cases), and insufficient effect of treatment (one case), which can be linked to treatment 

outcome. Four of these six cases were considered to be avoidable. Nevertheless, we cannot 

conclude that they were solely caused by a poor therapeutic alliance. HPs who achieve good 

results in treatment are often described as warm, understanding, experienced and active. Good 
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communication and dialogue between patient and professional requires both to be open and 

responsive to each other (Axelsson et al., 2020; Mjøsund, 2020; Norwegian Directorate of 

Health, 2013, p. 29). Hansen et al. (2020) identified sub-themes such as respect for patients as 

unique persons, which includes empathy, compassion and effective communication (Cullen et 

al., 2022). In addition, collaboration in a partnership between peers and mental health personnel 

in treatment for persons with SMD seems to enhance person-oriented recovery (Thomas et al., 

2018).  

 

5.2.3  Minimizing AEs 

 
Several studies state that AEs occur more frequently than recorded and reported by health 

services and inspectorates (Bergin, 1971, pp. 217-270; Berzins et al., 2020; Deilkas et al., 2015; 

Lambert & Ogles, 2004). Furthermore, researchers in Canada, a comparable country to Norway, 

warn about a lack of a national strategy, or research agenda, in patient safety and mental health 

care (Waddell & Gratzer, 2021). “Not being listened to” is a central theme as a risk factor for 

AEs (Berzins et al., 2020). In Study 2 (Papers 3 and 4), we found that seven of 29 AEs were 

related to suffering and insults, and that mental harm was linked to the degree of respect in the 

patient’s encounter with HPs. In both the Norwegian and the Swedish GTT-P, insults can be 

understood as violations, infringement and humiliation, while stigma is a possible cause of 

suffering. Stigma relates to a group of people with common characteristics being subject to a 

form of discrimination that is rooted in prejudice and ignorance (Goffman, 1963, pp. 11-13, 16-

17, 41). Stigma associated with mental illness is common (Thornicroft, 2008) and can act as a 

formidable barrier to active recovery (Daumerie et al., 2012). This also emerged in statements 

from the focus group of service users in Paper 3. 

 

The results in Paper 3 show that 15 (52%) of the 29 identified AEs could have been avoided if 

adequate measures had been initiated when the patient was in contact with the health care 

system. This shows that there are indications of areas where efforts to improve patient safety 

could be intensified. 

 

In Paper 4, we show a correlation between the presence of triggers in a patient’s medical record 

and the likelihood of AEs, i.e. if treatment is of poor quality, there is a greater risk of causing 

harm to the patient. The more triggers we found in a patient record, the greater the risk that the 

patient would have experienced an AE. This is in accordance with research in physical health 
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care (Hwang et al., 2018; Naessens et al., 2010). 

 

In a study reviewing patient records in non-psychiatric care, between 4% and 17% of hospital 

admissions were associated with an AE and a significant proportion of these (1/3-2/3) were 

preventable (Rafter et al., 2015). Many AEs are traditionally considered inevitable 

complications of treatment, but certain AEs can be defined as avoidable. An AE that can be 

clearly attributed to a treatment delay or e.g. assessment or clinical work that is lacking or 

inadequate should be considered as avoidable (Okkenhaug et al., 2019). 

  

A Swedish study reported similar patterns (Nilsson et al., 2020) regarding triggers, with the 

lack of a treatment plan as the most commonly identified trigger. This contrasts with other 

patient safety surveys in physical health care where different events are more common. In a 

survey by Marcus et al. (2018), the most frequent events were medication errors (delayed and 

missed doses, 17.2%), followed by adverse drug events (4.1%), falls (2.8%), and assaults 

(1.0%). Most reported patient safety events (94.9%) resulted in little or no harm although more 

than half of the events (56.6%) were deemed preventable (Marcus et al., 2018). 

 

Nilsson et al. (2020) revealed considerably more AEs than found in our study (17% vs. 8%) 

(see Chapter 4.3.3 for further details). Similar to our findings, the Swedish researchers found 

more AEs in inpatients than outpatients. A study in physical health care only included inpatients 

and higher numbers of AEs (13%) were identified (Deilkas et al., 2015). This might indicate 

that there are more AEs in inpatient than in outpatient care. We support the assumption of 

Nilsson et al. that this may be because care in hospitals is round-the-clock, patients are more 

severely ill and more advanced care is usually provided (2020). 

 

After reviewing the research literature, it is difficult to obtain a clear picture of the 

operationalization and quality of milieu therapy (round-the-clock care). We found different 

alternatives to recovery-oriented practice that might be useful in preventing AEs in hospitals. 

Lorien (2020) emphasizes that hospital-based models such as cognitive milieu therapy (Borge 

et al., 2013), the dynamic-maturational model (Wilkinson, 2010), psychodynamic-oriented 

milieu therapy (Oeye et al., 2009) or the Soteria treatment model (Ciompi & Tschacher, 2021) 

may be barriers to implementing recovery-oriented practice. Furthermore, this might be 

increased by resistance to change from the embedded biomedical model, lack of systematic 

ethical reflections in staff, organizational factors beyond staff control, experiencing the milieu 
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therapeutic work as infantilizing and patronizing, staff attitudes and absence of user 

involvement in implementation (Allerby et al., 2022; Follevåg & Seim, 2021; Haugom et al., 

2019; Kvia et al., 2021; Oeye et al., 2009). Changes also require efforts such as education of 

staff (Bhat et al., 2020), knowledge of the patient’s functioning outside hospital (Kidd et al., 

2014; Stickley & Wright, 2011) and tools to measure the quality of the milieu therapeutic work 

(McGuire et al., 2021). Nevertheless, other hospital-based models, e.g. cognitive milieu therapy 

(Røssberg, 2019), person-centred care (Allerby et al., 2022) or the Soteria model (Ciompi & 

Tschacher, 2021), should be considered as alternatives to a recovery-oriented practice (Lorien 

et al., 2020). These models could possibly help to minimize AEs. 

 

5.3 Ethical considerations 
 
Ethical considerations are central in mental health care, and in several countries this awareness 

has led to the creation of various ethics support services such as ethics committees, ethical 

reflection groups and ethics consultants (Bruun et al., 2018). People with MDs may be 

especially vulnerable to burdens and harm associated with research participation (Deshpande 

et al., 2020). This is due to their conditions potentially affecting their autonomy and decision-

making ability, their dependence on others for caregiving and their vulnerability to 

stigmatization if their condition becomes known (Deshpande et al., 2020). Study 1 required 

written consent from the participants. All were given written and oral information about data 

collection and the purpose of the study. The participants’ therapist or one of the researchers was 

available to them to answer questions or provide support. They were informed that their 

participation in the research would have no consequences for their treatment. 

 

In our studies, ethical considerations were emphasized through awareness of the research 

ethical principles in the Helsinki Declaration (World Medical Association, 2013), Norwegian 

research legislation (The Health Research Act, 2020), and established procedures. Study 1 was 

approved by the Central Norway Regional Committee for Medical and Health Research Ethics. 

Study 2 was assessed by the Regional Ethics Committee, which concluded that it did not require 

formal ethical approval. The study was therefore assessed by the data protection officer of HNT, 

who approved it. This was in addition to evaluation of the study by the data access committee 

of the HNT Research Department. 
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5.4   Methodological strengths and limitations 

 
5.4.1 Papers 1 and 2 

  
The clinical sample in the study was small. This may have increased the risk of reduced external 

validity and generalizability. The sample size also excluded the possibility of conducting 

multiple regression analysis and justified the choice to analyse dichotomous variables. 

Furthermore, there was a clearly skewed gender representation in the sample, with more males 

than females, which might have affected the results. There was also a risk of reduced reliability 

associated with the reporting of self-reported data, but there is no reason to suspect that 

participants with a later diagnosis of schizophrenia would differ from others regarding the 

validity of such data (Brill et al., 2007). 

 

We used data from the Young-HUNT1 survey (1995-97), which is part of the longitudinal 

HUNT population study. At that time, the research instruments used were considered to be 

good. However, HUNT has subsequently been criticized for weaknesses in the validation of 

certain instruments (Holmen, 2000; Rangul et al., 2008). Regular changes have since been made 

and today HUNT is considered as a highly valid research database (HUNT, n.d).  

 

A strength of Study 1 is that the case group participants had well-validated diagnoses, and 

patients with short, single psychotic episodes (< 1 month) were excluded. Compared with other 

studies where respondents were selected on the basis of genetic risk factors, the self-reported 

premorbid data limited potentially biased responses compared with other retrospective 

methods. 

 

 5.4.2 Paper 3 
 
A strength of this study is that the adaptation of a research tool from Sweden went beyond 

simple language translation. Instead we incorporated the understandings of both service users 

and HPs in order to bring together the “lifeworld of the patient” and the professional definition 

of mental health treatment in the Norwegian context. We consider our study to be credible and 

reliable as we not only performed forward and back translation from Swedish to Norwegian, 

but also involved service users and HPs in all aspects of the research.  

 

We invited seven service users to participate in the dialogue conference but a weakness is that 
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only three took part. Only 5% of the sentences were spoken by service users during the 

conference, which is far less than we expected. Ideally, the number of service users participating 

should be equal to the number of HPs (Ekman Philips & Huzzard, 2007). Despite our attempts 

to create an open and welcoming space for discussion, the underlying power differences and 

continued dominance of the voice of medicine still exist and are apparent in our data. 

 

 5.4.3 Paper 4 
 

The Department of Psychiatry of HNT received ISO certification in 2005. This included 

systematic checking of records by unit leaders and teams of auditors (Standard Norge, 2015). 

This is not commonplace in Norwegian psychiatric departments, thus our department might not 

be comparable to other psychiatric departments in terms of quality systems. This could be a 

strength as well as a weakness. We may have identified fewer AEs and less serious harm than 

would be expected in Sweden and most Norwegian psychiatric departments. 

 

The paper reports the results of a dataset drawn from one hospital trust with few AEs and the 

clinical sample in the study was much smaller (n = 24) than in the Swedish study (n = 2552) 

(Nilsson et al., 2020). A small number increases the risk of reduced external validity and 

generalizability.  

 

GTT is a widespread and accepted patient safety tool in physical health care (Classen et al., 

2011; Griffin, 2009, p. 1). When developing the tool for mental health care, it is natural to think 

that there might be similarities in the approach to care provision. Triggers such as “lack of a 

treatment plan” or “an undesired effect of treatment” that we identified in our study as important 

in psychiatric care may also be relevant for the general GTT. If an examination of a patient 

record reveals that a patient in need of rest became insecure and afraid because of sharing a 

room with an aggressive elderly demented person and the nurses in the unit knew about it but 

did not respond, does this constitute an AE that could be labelled “suffering” in physical health 

care? 

 

To our knowledge, our study is the first to be published in the literature that includes mental 

harm as an AE using the GTT applied to psychiatric care; however, SKL has produced two 

reports (2013, 2018b) in Swedish on the application of the GTT to psychiatric care in Sweden 

and one later study (Nilsson et al., 2020). Indeed, other articles have been published where GTT 
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has been modified from physical to mental health care (Ivashchenko et al., 2020; Sajith et al., 

2021; Sharma et al., 2022) but the tools deviate to such an extent from what the Nordic countries 

consider relevant as triggers and AEs that the results cannot be automatically compared. 

 

This means that there are no other studies that can directly be compared with our results. 

Nevertheless, there are some studies that have focused on AEs or patient safety events in mental 

health care but these provide little agreement on what constitutes an AE in a psychiatric 

environment (Jayaram, 2008; Mills et al., 2018). Moreover, most studies have focused on the 

frequency of specific AEs such as suicide (Mahal et al., 2009; Mills et al., 2013), assaults 

(Powell et al., 1994), violence (Van Dorn et al., 2017), medication errors (Alshehri et al., 2017; 

Bakhsh et al., 2014; Grasso et al., 2005; Haw & Cahill, 2011; Marcus et al., 2018) or falls 

(Marcus et al., 2018; Mills et al., 2018). 

 

5.5  Implications for practice 

 
This thesis has shown that it is possible to identify risk factors before the onset of a disorder, 

which may help to reduce the incidence of MDs if adequate preventive measures are 

implemented. Loneliness, negative mood, less physical activity and increased health risk 

behaviour are all factors that can be prevented, although we cannot claim that prevention of 

these would reduce the incidence of schizophrenia. Effective monitoring procedures that focus 

on the identification of important risk factors and implementation of preventive strategies to 

minimize the risk of disorder may be important elements in this connection. HPs’ knowledge 

of risk and protective factors and increased active involvement in universal, selective and 

indicated preventive interventions may contribute to reducing the incidence of MD and perhaps 

SMD. Our findings support already existing research.  

 

In the same way that systematic preventive work before a disorder can affect outcomes, a high-

quality preparatory measure such as the introduction and implementation of GTT-P can help 

change practice and influence the outcome of possible AEs. AEs can affect the course of the 

disorder through the harm caused, and they can also affect the therapeutic relationship and faith 

in HPs and the system. In the treatment of a disorder, the HP’s personal qualities, behaviour 

patterns and experience with management of challenges, in addition to the quality of the care 

provided, will affect the outcome.  
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Our studies have shown that GTT-P identifies AEs and triggers and that there are associations 

between the two, where the risk of AEs increases with a greater number of triggers. Systematic 

work to reduce triggers or AEs could influence a patient’s disorder trajectory. Preventable AEs 

are undesirable and may be a sign of poor quality health care. The majority of the triggers are 

anchored in legislation and guidelines as central elements of an adequate course of treatment. 

A conscious focus on reducing the number of triggers and preventing AEs can be a sign of good 

quality in health care services. 

 

To apply the GTT-P to hospital-based psychiatric care might help identify processes that need 

to be changed in order to promote patient safety and a safer workplace for HPs, as well as 

preventing AEs from affecting the course of the disorder in a downward spiral of 

psychopathology (Martens et al., 2016; Nilsson et al., 2020). Embedding the application of the 

GTT-P through a process of engaging with stakeholders, patients, relatives and different HPs 

will help to create and promote a safety culture and improve the quality of inpatient mental 

health care (True et al., 2017). 

 

This study shows that the service user’s voice is not always considered or prioritized equally 

with the voice of HPs. This means that insensitive HPs can harm the therapeutic alliance if they 

are not concerned with service users’ ways of understanding. This could also affect the service 

user’s illness progression. Some service users discontinue treatment or lose faith that they can 

be helped because they do not feel seen or heard. The study emphasizes these various 

understandings and is a reminder of the importance of listening to service users and getting to 

know and understanding their world. For patients with schizophrenia, experiences like the 

consequences of the pessimistic prognoses in some HPs’ cultures (Schulze, 2007; Torgalsbøen 

et al., 2018), and symptoms such as relational disorders and “wordlessness” (Møller, 2018, p. 

42) may make this population more vulnerable to AEs.  

 

Professionalism and a holistic approach to the patient and his or her life must be maintained, 

dignity, respect and ethical conduct must be absolute and broad competency of HPs is needed. 

It is important to focus on preventive and evidence-based everyday work, with procedures that 

improve patient safety. 
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5.6 Further research 
 
This study has shown that there are identifiable factors that differ between those who later 

develop schizophrenia and those who do not. It is, however, unclear whether preventive 

measures aimed at these factors will reduce the incidence of the disorder, and this should be 

investigated further. SMDs are strongly associated with poor general health, and thus increased 

physical activity and the prevention of high-risk health behaviours, although they may not 

prevent SMD, are likely to increase QOL and reduce impairment in this group, which may 

prove to be important factors. This should also be subject to further research. 

 

More research in general on patient safety in mental health care is needed. Possible research 

questions to study could include whether reducing the number of triggers and AEs might have 

an effect on patients, their course of treatment and the quality of health care services in general. 

Do patients’ QOL increase, and does dropout decrease? Do patients more quickly attain the 

level defined as personal recovery? Do people with SMD and other vulnerable groups have an 

increased risk of AEs?  

 

A criticism directed at tools such as GTT-P is that they are resource-intensive to use, which can 

be a barrier to implementation and use of the tool. A non-psychiatric hospital in Northern 

Norway has further developed GTT to examine medical records using an electronic portal and 

automated trigger search, the Nordic Clinical Automatic Framework. Using automated GTT 

can save resources, and those using this framework have been able to examine the records of 

far more patients than other health trusts in Norway (St.meld. nr. 7 (2019-2020), 2019, p. 148). 

While it is important to develop and conduct studies on existing tools, research that simplifies 

and streamlines the use of a tool is also recommended. 
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6 CONCLUSION 
 
Our studies have shown that persons who later developed schizophrenia, in comparison with 

persons who did not, were less physically active, more alone, more prone to a negative mood 

with more rumination, worry, sadness and anxiety, and they showed increased health risk 

behaviours such as more daily smoking.  

 

Our study has analysed and reported AEs and the associated triggers identified using a modified 

quality and research instrument (GTT-P) in in- and out-patient units in the department of 

psychiatry of a Norwegian hospital. The results show that service users and HPs define areas 

of risk for AEs, triggers and AEs in a very similar way, but there are nuanced differences. 

Findings in our studies show that half of the AEs could have been avoided. In contrast to the 

Swedish research (Nilsson et al., 2020), we detected “suffering” as the most common AE.  

 

HPs’ knowledge of key characteristics of mental, physical and psychosocial health before the 

onset of a disorder can increase the focus on individually tailored treatment and good quality 

care after disorder onset.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



58 
 

Reference list: 
Akther, S. F., Molyneaux, E., Stuart, R., Johnson, S., Simpson, A., & Oram, S. (2019). Patients' 

experiences of assessment and detention under mental health legislation: systematic 
review and qualitative meta-synthesis. BJPsych Open, 5(3), e37, Article e37. 
https://doi.org/10.1192/bjo.2019.19  

Alameda, L., Rodriguez, V., Carr, E., Aas, M., Trotta, G., Marino, P., Vorontsova, N., Herane-
Vives, A., Gadelrab, R., Spinazzola, E., Di Forti, M., Morgan, C., & Murray, R. M. 
(2020). A systematic review on mediators between adversity and psychosis: potential 
targets for treatment. Psychol Med, 50(12), 1966-1976. 
https://doi.org/10.1017/S0033291720002421  

Allerby, K., Goulding, A., Ali, L., & Waern, M. (2022). Increasing person-centeredness in 
psychosis inpatient care: staff experiences from the Person-Centered Psychosis Care 
(PCPC) project. BMC Health Services Research, 22(1), 596. 
https://doi.org/10.1186/s12913-022-08008-z  

Alshehri, G. H., Keers, R. N., & Ashcroft, D. M. (2017). Frequency and Nature of Medication 
Errors and Adverse Drug Events in Mental Health Hospitals: a Systematic Review. 
Drug Saf, 40(10), 871-886. https://doi.org/10.1007/s40264-017-0557-7  

Anthony, W. A. (1993). Recovery from mental illness: The guiding vision of the mental health 
service system in the 1990s. Psychosocial Rehabilitation Journal, 16(4), 11-23. 
https://doi.org/10.1037/h0095655  

Antonovsky, A. (1987). Unraveling the mystery of health: how people manage stress and stay 
well. Jossey-Bass.  

Aoki, Y. (2020). Shared decision making for adults with severe mental illness: A concept 
analysis. Japan Journal of Nursing Science, 17(4), e12365. 
https://doi.org/10.1111/jjns.12365  

Aoki, Y., Furuno, T., Watanabe, K., & Kayama, M. (2019). Psychiatric outpatients’ experiences 
with shared decision-making: a qualitative descriptive study. Journal of Communication 
in Healthcare, 12(2), 102-111. https://doi.org/10.1080/17538068.2019.1612212  

Ashdown-Franks, G., Firth, J., Carney, R., Carvalho, A. F., Hallgren, M., Koyanagi, A., 
Rosenbaum, S., Schuch, F. B., Smith, L., Solmi, M., Vancampfort, D., & Stubbs, B. 
(2020). Exercise as Medicine for Mental and Substance Use Disorders: A Meta-review 
of the Benefits for Neuropsychiatric and Cognitive Outcomes. Sports Medicine, 50(1), 
151-170. https://doi.org/10.1007/s40279-019-01187-6  

Askheim, O. P. (2017). Brukermedvirkningsdiskurser i den norske velferdspolitikken [User 
involvement discourses in Norwegian welfare policy]. Tidsskrift for velferdsforskning, 
20(2), 134-149. https://doi.org/10.18261/issn.2464-3076-2017-02-03  

Axelsson, M., Schønning, V., Bockting, C., Buysse, A., Desmet, M., Dewaele, A., Giovazolias, 
T., Hannon, D., Kafetsios, K., Meganck, R., Ntani, S., Rutten, K., Triliva, S., Van 
Beveren, L., Vandamme, J., Øverland, S., & Hensing, G. (2020). Lived experiences: a 
focus group pilot study within the MentALLY project of mental healthcare among 
European users. BMC Health Services Research, 20(1), 605. 
https://doi.org/10.1186/s12913-020-05454-5  

Bacha, K., Hanley, T., & Winter, L. A. (2020). 'Like a human being, I was an equal, I wasn't 
just a patient': Service users' perspectives on their experiences of relationships with staff 
in mental health services. Psychology and psychotherapy, 93(2), 367-386. 
https://doi.org/10.1111/papt.12218  

Bachrach, L. L. (1988). Defining Chronic Mental Illness: A Concept Paper. Psychiatric 
Services, 39(4), 383-388. https://doi.org/10.1176/ps.39.4.383  

Bakhsh, H. T., Perona, S. J., Shields, W. A., Salek, S., Sanders, A. B., & Patanwala, A. E. 

https://doi.org/10.1192/bjo.2019.19
https://doi.org/10.1017/S0033291720002421
https://doi.org/10.1186/s12913-022-08008-z
https://doi.org/10.1007/s40264-017-0557-7
https://doi.org/10.1037/h0095655
https://doi.org/10.1111/jjns.12365
https://doi.org/10.1080/17538068.2019.1612212
https://doi.org/10.1007/s40279-019-01187-6
https://doi.org/10.18261/issn.2464-3076-2017-02-03
https://doi.org/10.1186/s12913-020-05454-5
https://doi.org/10.1111/papt.12218
https://doi.org/10.1176/ps.39.4.383


59 
 

(2014). Medication errors in psychiatric patients boarded in the emergency department. 
Int J Risk Saf Med, 26(4), 191-198. https://doi.org/10.3233/jrs-140634  

Bakken, A. (2020). Ungdata 2020-Nasjonale resultater (NOVA Rapport 16/20). O. M. NOVA.  
Baldwin, S. A., Wampold, B. E., & Imel, Z. E. (2007). Untangling the alliance-outcome 

correlation: Exploring the relative importance of therapist and patient variability in the 
alliance. Journal of consulting and clinical psychology, 75(6), 842-852. 
https://doi.org/10.1037/0022-006X.75.6.842  

Bandura, A. (1994). Self-efficacy. In V. Ramachaudran (Ed.), Encyclopedia of Human 
Behavior (Vol. 4, pp. 71-81). Academic Press.  

Barber, R., Beresford, P., Boote, J., Cooper, C., & Faulkner, A. (2011). Evaluating the impact 
of service user involvement on research: a prospective case study. International Journal 
of Consumer Studies, 35(6), 609-615. https://doi.org/https://doi.org/10.1111/j.1470-
6431.2011.01017.x  

Barnes, M., & Cotterell, P. (2012). From margin to mainstream. In Critical perspectives on user 
involvement. The Policy Press.  

Barry, M. M., Clarke, A. M., Jenkins, R., & Patel, V. (2013). A systematic review of the 
effectiveness of mental health promotion interventions for young people in low and 
middle income countries. BMC public health, 13, 835-835. 
https://doi.org/10.1186/1471-2458-13-835  

Battista, J., & Almond, R. (1973). The Development of Meaning in Life. Psychiatry, 36(4), 
409-427. https://doi.org/10.1080/00332747.1973.11023774  

Beames, L., & Onwumere, J. (2022). Risk factors associated with use of coercive practices in 
adult mental health inpatients: A systematic review. J Psychiatr Ment Health Nurs, 
29(2), 220-239. https://doi.org/https://doi.org/10.1111/jpm.12757  

Beauchamp, T. L. (2009). The Concept of Paternalism in Biomedical Ethics. Jahrbuch für 
Wissenschaft und Ethik, 14(1), 77-92. https://doi.org/doi:10.1515/9783110208856.77  

Bechdolf, A., Pukrop, R., Köhn, D., Tschinkel, S., Veith, V., Schultze-Lutter, F., Ruhrmann, 
S., Geyer, C., Pohlmann, B., & Klosterkötter, J. (2005). Subjective quality of life in 
subjects at risk for a first episode of psychosis: A comparison with first episode 
schizophrenia patients and healthy controls. Schizophrenia Research, 79(1), 137-143. 
https://doi.org/10.1016/j.schres.2005.06.008  

Bechdolf, A., Ruhrmann, S., Wagner, M., Kühn, K. U., Janssen, B., Bottlender, R., Wieneke, 
A., Schulze-Lutter, F., Maier, W., & Klosterkötter, J. (2005). Interventions in the initial 
prodromal states of psychosis in Germany: concept and recruitment. British Journal of 
Psychiatry, 187(S48), s45-s48. https://doi.org/10.1192/bjp.187.48.s45  

Beckham, E. E. (1992). Predicting patient dropout in psychotherapy. Psychotherapy: Theory, 
Research, Practice, Training, 29(2), 177-182. https://doi.org/10.1037/0033-
3204.29.2.177  

Beghi, M., Peroni, F., Gabola, P., Rossetti, A., & Cornaggia, C. M. (2013). Prevalence and risk 
factors for the use of restraint in psychiatry: a systematic review. Rivista di Psichiatria, 
48(1), 10-22. https://doi.org/10.1708/1228.13611  

Beitinger, R., Kissling, W., & Hamann, J. (2014). Trends and perspectives of shared decision-
making in schizophrenia and related disorders. Current Opinion in Psychiatry, 27(3), 
222-229. https://doi.org/10.1097/yco.0000000000000057  

Belbasis, L., Köhler, C. A., Stefanis, N., Stubbs, B., van Os, J., Vieta, E., Seeman, M. V., 
Arango, C., Carvalho, A. F., & Evangelou, E. (2018). Risk factors and peripheral 
biomarkers for schizophrenia spectrum disorders: an umbrella review of meta-analyses. 
Acta Psychiatr Scand, 137(2), 88-97. https://doi.org/10.1111/acps.12847  

Berg Gudbergsson, S., Fosså, S. D., Sanne, B., & Dahl, A. A. (2007). A controlled study of job 
strain in primary-treated cancer patients without metastases. Acta Oncologica, 46(4), 

https://doi.org/10.3233/jrs-140634
https://doi.org/10.1037/0022-006X.75.6.842
https://doi.org/https:/doi.org/10.1111/j.1470-6431.2011.01017.x
https://doi.org/https:/doi.org/10.1111/j.1470-6431.2011.01017.x
https://doi.org/10.1186/1471-2458-13-835
https://doi.org/10.1080/00332747.1973.11023774
https://doi.org/https:/doi.org/10.1111/jpm.12757
https://doi.org/doi:10.1515/9783110208856.77
https://doi.org/10.1016/j.schres.2005.06.008
https://doi.org/10.1192/bjp.187.48.s45
https://doi.org/10.1037/0033-3204.29.2.177
https://doi.org/10.1037/0033-3204.29.2.177
https://doi.org/10.1708/1228.13611
https://doi.org/10.1097/yco.0000000000000057
https://doi.org/10.1111/acps.12847


60 
 

534-544. https://doi.org/10.1080/02841860601156132  
Bergin, A. E. (1971). The evaluation of therapeutic outcomes. In S. L. Garfield & A. E. Bergin 

(Eds.), Handbook of psychotherapy and behavior change : an empirical analysis (pp. 
217-270). Wiley.  

Berzins, K., Baker, J., Louch, G., & Albutt, A. (2020). A qualitative exploration of mental 
health service user and carer perspectives on safety issues in UK mental health services. 
Health Expect, 23(3), 549-561. https://doi.org/10.1111/hex.13025  

Bhat, S., Rentala, S., Nanjegowda, R. B., & Chellappan, X. B. (2020). Effectiveness of Milieu 
Therapy in reducing conflicts and containment rates among schizophrenia patients. 
Investigación y Educación en Enfermería, 38(1). 
https://doi.org/10.17533/udea.iee.v38n1e06  

Bhugra, D., & Carlile, A. (2013). Starting today - the future of mental health services. Mental 
Health Foundation. https://www.mentalhealth.org.uk/sites/default/files/starting-
today.pdf  

Bhugra, D., Tasman, A., Pathare, S., Priebe, S., Smith, S., Torous, J., Arbuckle, M. R., 
Langford, A., Alarcón, R. D., Chiu, H. F. K., First, M. B., Kay, J., Sunkel, C., Thapar, 
A., Udomratn, P., Baingana, F. K., Kestel, D., Ng, R. M. K., Patel, A., . . . Ventriglio, 
A. (2017). The WPA-Lancet Psychiatry Commission on the Future of Psychiatry. The 
Lancet Psychiatry, 4(10), 775-818. https://doi.org/https://doi.org/10.1016/S2215-
0366(17)30333-4  

Biddle, S. J., & Asare, M. (2011). Physical activity and mental health in children and 
adolescents: a review of reviews. British Journal of Sports Medicine, 45(11), 886-895. 
https://doi.org/10.1136/bjsports-2011-090185  

Bighelli, I., Rodolico, A., García-Mieres, H., Pitschel-Walz, G., Hansen, W.-P., Schneider-
Thoma, J., Siafis, S., Wu, H., Wang, D., Salanti, G., Furukawa, T. A., Barbui, C., & 
Leucht, S. (2021). Psychosocial and psychological interventions for relapse prevention 
in schizophrenia: a systematic review and network meta-analysis. The Lancet 
Psychiatry, 8(11), 969-980. https://doi.org/https://doi.org/10.1016/S2215-
0366(21)00243-1  

Bjornestad, J., Veseth, M., Davidson, L., Joa, I., Johannessen, J. O., Larsen, T. K., Melle, I., & 
Hegelstad, W. T. V. (2018). Psychotherapy in Psychosis: Experiences of Fully 
Recovered Service Users. Frontiers in Psychology, 9, 1675. 
https://doi.org/10.3389/fpsyg.2018.01675  

Blais, R., Bruno, D., Bartlett, G., & Tamblyn, R. (2008). Can We Use Incident Reports to Detect 
Hospital Adverse Events? J Patient Saf, 4(1), 9-12. 
https://doi.org/10.1097/PTS.0b013e31816154a4  

Blindheim, A. (2020). Sluttrapport for brukerundersøkelse - Prosjekt for medikamentfrie 
behandlingsforløp for psykose. 
https://psyknyheter.wordpress.com/2021/03/01/brukerundersokelse-savner-samtalene-
om-medikamenter-eller-ikke-i-behandling-napha-nasjonalt-kompetansesenter-for-
psykisk-helsearbeid/ 

Bodryzlova, Y., & Moullec, G. (2023). Definitions of positive health: a systematic scoping 
review. Global Health Promotion, 0(0), 17579759221139802. 
https://doi.org/10.1177/17579759221139802  

Boisvert, C. M., & Faust, D. (2002). Iatrogenic symptoms in psychotherapy. A theoretical 
exploration of the potential impact of labels, language, and belief systems. American 
Journal of Psychotherapy, 56(2), 244-259. 
https://doi.org/10.1176/appi.psychotherapy.2002.56.2.244  

Borg, M., & Davidson, L. (2008). The nature of recovery as lived in everyday experience. 
Journal of Mental Health, 17(2), 129-140. https://doi.org/10.1080/09638230701498382  

https://doi.org/10.1080/02841860601156132
https://doi.org/10.1111/hex.13025
https://doi.org/10.17533/udea.iee.v38n1e06
https://www.mentalhealth.org.uk/sites/default/files/starting-today.pdf
https://www.mentalhealth.org.uk/sites/default/files/starting-today.pdf
https://doi.org/https:/doi.org/10.1016/S2215-0366(17)30333-4
https://doi.org/https:/doi.org/10.1016/S2215-0366(17)30333-4
https://doi.org/10.1136/bjsports-2011-090185
https://doi.org/https:/doi.org/10.1016/S2215-0366(21)00243-1
https://doi.org/https:/doi.org/10.1016/S2215-0366(21)00243-1
https://doi.org/10.3389/fpsyg.2018.01675
https://doi.org/10.1097/PTS.0b013e31816154a4
https://psyknyheter.wordpress.com/2021/03/01/brukerundersokelse-savner-samtalene-om-medikamenter-eller-ikke-i-behandling-napha-nasjonalt-kompetansesenter-for-psykisk-helsearbeid/
https://psyknyheter.wordpress.com/2021/03/01/brukerundersokelse-savner-samtalene-om-medikamenter-eller-ikke-i-behandling-napha-nasjonalt-kompetansesenter-for-psykisk-helsearbeid/
https://psyknyheter.wordpress.com/2021/03/01/brukerundersokelse-savner-samtalene-om-medikamenter-eller-ikke-i-behandling-napha-nasjonalt-kompetansesenter-for-psykisk-helsearbeid/
https://doi.org/10.1177/17579759221139802
https://doi.org/10.1176/appi.psychotherapy.2002.56.2.244
https://doi.org/10.1080/09638230701498382


61 
 

Borg, M., Karlsson, B., & Kim, H. S. (2009). User involvement in community mental health 
services – principles and practices. J Psychiatr Ment Health Nurs, 16(3), 285-292. 
https://doi.org/https://doi.org/10.1111/j.1365-2850.2008.01370.x  

Borg, M., Karlsson, B., Lofthus, A. M., & Davidson, L. (2011). "Hitting the wall": Lived 
experiences of mental health crises. International Journal of Qualitative Studies on 
Health and Well-being, 6(4). https://doi.org/10.3402/qhw.v6i4.7197  

Borge, L., Angel, O. H., & Røssberg, J. I. (2013). Learning through cognitive milieu therapy 
among inpatients with dual diagnosis: a qualitative study of interdisciplinary 
collaboration. Issues in Mental Health Nursing, 34(4), 229-239. 
https://doi.org/10.3109/01612840.2012.740766  

Botngård, A., Eide, A. H., Mosqueda, L., & Malmedal, W. (2020). Elder abuse in Norwegian 
nursing homes: a cross-sectional exploratory study. BMC Health Services Research, 
20(1), 9. https://doi.org/10.1186/s12913-019-4861-z  

Bowers, L., James, K., Quirk, A., Simpson, A., Stewart, D., & Hodsoll, J. (2015). Reducing 
conflict and containment rates on acute psychiatric wards: The Safewards cluster 
randomised controlled trial. International Journal of Nursing Studies, 52(9), 1412-
1422. https://doi.org/https://doi.org/10.1016/j.ijnurstu.2015.05.001  

Bratberg, G. H., Nilsen, T. I. L., Holmen, T. L., & Vatten, L. J. (2007). Perceived pubertal 
timing, pubertal status and the prevalence of alcohol drinking and cigarette smoking in 
early and late adolescence: a population based study of 8950 Norwegian boys and girls. 
Acta Paediatrica, 96(2), 292-295. https://doi.org/https://doi.org/10.1111/j.1651-
2227.2007.00102.x  

Breeze, J. (1998). Can paternalism be justified in mental health care? Journal of Advanced 
Nursing, 28(2), 260-265. https://doi.org/https://doi.org/10.1046/j.1365-
2648.1998.00786.x  

Brekke, E., Lien, L., & Biong, S. (2018). Experiences of Professional Helping Relations by 
Persons with Co-occurring Mental Health and Substance Use Disorders. International 
Journal of Mental Health and Addiction, 16(1), 53-65. https://doi.org/10.1007/s11469-
017-9780-9  

Breugelmans, R. (2009). Dangers in Using Translated Medical Questionnaires: The Importance 
of Conceptual Equivalence Across Languages and Cultures in Patient-Reported 
Outcome Measures. CHEST, 136(4), 1175-1177. https://doi.org/10.1378/chest.09-1684  

Brill, N., Reichenberg, A., Rabinowitz, J., Harary, E., Lubin, G., Davidson, M., & Weiser, M. 
(2007). Accuracy of self-reported premorbid functioning in schizophrenia. Schizophr 
Res, 97(1-3), 103-108. https://doi.org/10.1016/j.schres.2007.05.026  

Brokmeier, L. L., Firth, J., Vancampfort, D., Smith, L., Deenik, J., Rosenbaum, S., Stubbs, B., 
& Schuch, F. B. (2020). Does physical activity reduce the risk of psychosis? A 
systematic review and meta-analysis of prospective studies. Psychiatry Research Vol 
284 2020, ArtID 112675, 284. 
https://doi.org/https://doi.org/10.1016/j.psychres.2019.112675  

Bruun, H., Lystbaek, S., Stenager, E., Huniche, L., & Pedersen, R. (2018). Ethical challenges 
assessed in the clinical ethics Committee of Psychiatry in the region of Southern 
Denmark in 2010–2015: a qualitative content analyses. BMC Medical Ethics, 19(1), 1-
13. https://doi.org/10.1186/s12910-018-0308-z  

Buchy, L., Cadenhead, K. S., Cannon, T. D., Cornblatt, B. A., McGlashan, T. H., Perkins, D. 
O., Seidman, L. J., Tsuang, M. T., Walker, E. F., Woods, S. W., Heinssen, R., Bearden, 
C. E., Mathalon, D., & Addington, J. (2015). Substance use in individuals at clinical 
high risk of psychosis. Psychol Med, 45(11), 2275-2284. 
https://doi.org/10.1017/S0033291715000227  

Carlsson, G., Dahlberg, K., Ekebergh, M., & Dahlberg, H. (2006). Patients longing for authentic 

https://doi.org/https:/doi.org/10.1111/j.1365-2850.2008.01370.x
https://doi.org/10.3402/qhw.v6i4.7197
https://doi.org/10.3109/01612840.2012.740766
https://doi.org/10.1186/s12913-019-4861-z
https://doi.org/https:/doi.org/10.1016/j.ijnurstu.2015.05.001
https://doi.org/https:/doi.org/10.1111/j.1651-2227.2007.00102.x
https://doi.org/https:/doi.org/10.1111/j.1651-2227.2007.00102.x
https://doi.org/https:/doi.org/10.1046/j.1365-2648.1998.00786.x
https://doi.org/https:/doi.org/10.1046/j.1365-2648.1998.00786.x
https://doi.org/10.1007/s11469-017-9780-9
https://doi.org/10.1007/s11469-017-9780-9
https://doi.org/10.1378/chest.09-1684
https://doi.org/10.1016/j.schres.2007.05.026
https://doi.org/https:/doi.org/10.1016/j.psychres.2019.112675
https://doi.org/10.1186/s12910-018-0308-z
https://doi.org/10.1017/S0033291715000227


62 
 

personal care: a phenomenological study of violent encounters in psychiatric settings. 
Issues in Mental Health Nursing, 27(3), 287-305. 
https://doi.org/10.1080/01612840500502841  

Catalan, A., Salazar de Pablo, G., Vaquerizo Serrano, J., Mosillo, P., Baldwin, H., Fernández-
Rivas, A., Moreno, C., Arango, C., Correll, C. U., Bonoldi, I., & Fusar-Poli, P. (2021). 
Annual Research Review: Prevention of psychosis in adolescents - systematic review 
and meta-analysis of advances in detection, prognosis and intervention. Journal of child 
psychology and psychiatry, and allied disciplines, 62(5), 657-673. 
https://doi.org/10.1111/jcpp.13322  

Catalano, R. F., Berglund, M. L., Ryan, J. A. M., Lonczak, H. S., & Hawkins, J. D. (2004). 
Positive Youth Development in the United States: Research Findings on Evaluations of 
Positive Youth Development Programs. The ANNALS of the American Academy of 
Political and Social Science, 591(1), 98-124. 
https://doi.org/10.1177/0002716203260102  

Cerimele, J. M., & Katon, W. J. (2013). Associations between health risk behaviors and 
symptoms of schizophrenia and bipolar disorder: a systematic review. General Hospital 
Psychiatry, 35(1), 16-22. https://doi.org/10.1016/j.genhosppsych.2012.08.001  

Chieze, M., Clavien, C., Kaiser, S., & Hurst, S. (2021). Coercive Measures in Psychiatry: A 
Review of Ethical Arguments. Frontiers in Psychiatry, 12, 790886. 
https://doi.org/10.3389/fpsyt.2021.790886  

Chwastiak, L. A., Rosenheck, R. A., & Kazis, L. E. (2011). Association of psychiatric illness 
and obesity, physical inactivity, and smoking among a national sample of veterans. 
Psychosomatics, 52(3), 230-236. https://doi.org/10.1016/j.psym.2010.12.009  

Cicchetti, D. (2006). Development and Psychopathology. In D. Cicchetti & D. J. Cohen (Eds.), 
Developmental Psychopathology, Volume 1 : Theory and Method (pp. 1-23). John 
Wiley & Sons, Incorporated. 
http://ebookcentral.proquest.com/lib/ntnu/detail.action?docID=255564  

Cicchetti, D. (2010). Resilience under conditions of extreme stress: a multilevel perspective. 
World psychiatry : official journal of the World Psychiatric Association (WPA), 9(3), 
145-154. https://doi.org/10.1002/j.2051-5545.2010.tb00297.x  

Cicchetti, D., & Rogosch, F. A. (1996). Equifinality and multifinality in developmental 
psychopathology. Development and psychopathology, 8(4), 597-600. 
https://doi.org/10.1017/S0954579400007318  

Ciompi, L., & Tschacher, W. (2021). Affect-Logic, Embodiment, Synergetics, and the Free 
Energy Principle: New Approaches to the Understanding and Treatment of 
Schizophrenia. Entropy, 23(12), 1619. https://doi.org/doi:10.3390/e23121619  

Classen, D. C., Resar, R., Griffin, F., Federico, F., Frankel, T., Kimmel, N., Whittington, J. C., 
Frankel, A., Seger, A., & James, B. C. (2011). 'Global trigger tool' shows that adverse 
events in hospitals may be ten times greater than previously measured. Health Affairs, 
30(4), 581-589. https://doi.org/10.1377/hlthaff.2011.0190  

Collins, P. Y., Patel, V., Joestl, S. S., March, D., Insel, T. R., Daar, A. S., Bordin, I. A., Costello, 
E. J., Durkin, M., & Fairburn, C. (2011). Grand challenges in global mental health. 
Nature, 475(7354), 27-30. https://doi.org/10.1038/475027a  

Conneely, M., McNamee, P., Gupta, V., Richardson, J., Priebe, S., Jones, J. M., & Giacco, D. 
(2021). Understanding Identity Changes in Psychosis: A Systematic Review and 
Narrative Synthesis. Schizophr Bull, 47(2), 309-322. 
https://doi.org/10.1093/schbul/sbaa124  

Cornblatt, B. A., Carrión, R. E., Auther, A., McLaughlin, D., Olsen, R. H., John, M., & Correll, 
C. U. (2015). Psychosis Prevention: A Modified Clinical High Risk Perspective From 
the Recognition and Prevention (RAP) Program. Am J Psychiatry, 172(10), 986-994. 

https://doi.org/10.1080/01612840500502841
https://doi.org/10.1111/jcpp.13322
https://doi.org/10.1177/0002716203260102
https://doi.org/10.1016/j.genhosppsych.2012.08.001
https://doi.org/10.3389/fpsyt.2021.790886
https://doi.org/10.1016/j.psym.2010.12.009
http://ebookcentral.proquest.com/lib/ntnu/detail.action?docID=255564
https://doi.org/10.1002/j.2051-5545.2010.tb00297.x
https://doi.org/10.1017/S0954579400007318
https://doi.org/doi:10.3390/e23121619
https://doi.org/10.1377/hlthaff.2011.0190
https://doi.org/10.1038/475027a
https://doi.org/10.1093/schbul/sbaa124


63 
 

https://doi.org/10.1176/appi.ajp.2015.13121686  
Corrigan, P. W. (2007). How Clinical Diagnosis Might Exacerbate the Stigma of Mental Illness. 

Social Work, 52(1), 31-39. https://doi.org/10.1093/sw/52.1.31  
Cowman, S., Björkdahl, A., Clarke, E., Gethin, G., Maguire, J., Abderhalden, C., Miha, A., 

Almvik, R., Bilgin, H., Callaghan, P., Douzenis, T., Fluttert, F., Georgieva, I., 
Hvidhjelm, J., Ketelsen, R., Lepping, P., Dias Marques, M. I., Petrovic, V., Snorrason, 
J., . . . European Violence in Psychiatry Research, G. (2017). A descriptive survey study 
of violence management and priorities among psychiatric staff in mental health services, 
across seventeen european countries. BMC Health Services Research, 17(1), 59. 
https://doi.org/10.1186/s12913-017-1988-7  

Cullen, S. W., Bowden, C. F., Olfson, M., Marcus, S. C., Caterino, J. M., Ross, A. M., Doupnik, 
S. K., & True, G. (2022). “Treat Them Like a Human Being…They are Somebody’s 
Somebody”: Providers’ Perspectives on Treating Patients in the Emergency Department 
After Self-Injurious Behavior. Community Mental Health Journal. 
https://doi.org/10.1007/s10597-022-01003-y  

Currie, C., Roberts, C., Settertobulte, W., Morgan, A., Smith, R., Samdal, O., Barnekow 
Rasmussen, V., & Organization, W. H. (2004). Young people's health in context: Health 
Behaviour in School-aged Children (HBSC) study: international report from the 
2001/2002 survey. World Health Organization. Regional Office for Europe.  

Dadds, M. R., & Frick, P. J. (2019). Toward a transdiagnostic model of common and unique 
processes leading to the major disorders of childhood: The REAL model of attention, 
responsiveness and learning. Behaviour Research and Therapy, 119, 103410. 
https://doi.org/https://doi.org/10.1016/j.brat.2019.103410  

Dahlqvist Jönsson, P., Schön, U.-K., Rosenberg, D., Sandlund, M., & Svedberg, P. (2015). 
Service users' experiences of participation in decision making in mental health services. 
J Psychiatr Ment Health Nurs, 22(9), 688-697. 
https://doi.org/https://doi.org/10.1111/jpm.12246  

Dalland, O. (2017). Metode og oppgaveskriving (6 ed.). Gyldendal Akademisk.  
Daumerie, N., Vasseur Bacle, S., Giordana, J. Y., Bourdais Mannone, C., Caria, A., & Roelandt, 

J. L. (2012). La discrimination vecue par les personnes ayant recu un diagnostic de 
troubles schizophreniques. Premiers resultats francais de l'etude INDIGO. 
[Discrimination perceived by people with a diagnosis of schizophrenic disorders. 
INternational study of DIscrimination and stiGma Outcomes (INDIGO): French 
results]. Encephale, 38(3), 224-231. https://doi.org/10.1016/j.encep.2011.06.007  

Daumit, G. L., McGinty, E. E., Pronovost, P., Dixon, L. B., Guallar, E., Ford, D. E., Cahoon, 
E. K., Boonyasai, R. T., & Thompson, D. (2016). Patient Safety Events and Harms 
During Medical and Surgical Hospitalizations for Persons With Serious Mental Illness. 
Psychiatric Services, 67(10), 1068-1075. https://doi.org/10.1176/appi.ps.201500415  

Davies, R. L., Heslop, P., Onyett, S., & Soteriou, T. (2014). Effective support for those who are 
"hard to engage": a qualitative user-led study. Journal of Mental Health, 23(2), 62-66. 
https://doi.org/10.3109/09638237.2013.841868  

Deilkas, E. T., Bukholm, G., Lindstrom, J. C., & Haugen, M. (2015). Monitoring adverse events 
in Norwegian hospitals from 2010 to 2013. BMJ Open, 5(12), e008576. 
https://doi.org/10.1136/bmjopen-2015-008576  

Deilkas, E. T., Risberg, M. B., Haugen, M., Lindstrom, J. C., Nylen, U., Rutberg, H., & 
Michael, S. (2017). Exploring similarities and differences in hospital adverse event rates 
between Norway and Sweden using Global Trigger Tool. BMJ Open, 7(3), e012492. 
https://doi.org/10.1136/bmjopen-2016-012492  

Deilkås, E. C. T., Hofoss, D., Hansen, E. H., & Bondevik, G. T. (2019). Variation in staff 
perceptions of patient safety climate across work sites in Norwegian general practitioner 

https://doi.org/10.1176/appi.ajp.2015.13121686
https://doi.org/10.1093/sw/52.1.31
https://doi.org/10.1186/s12913-017-1988-7
https://doi.org/10.1007/s10597-022-01003-y
https://doi.org/https:/doi.org/10.1016/j.brat.2019.103410
https://doi.org/https:/doi.org/10.1111/jpm.12246
https://doi.org/10.1016/j.encep.2011.06.007
https://doi.org/10.1176/appi.ps.201500415
https://doi.org/10.3109/09638237.2013.841868
https://doi.org/10.1136/bmjopen-2015-008576
https://doi.org/10.1136/bmjopen-2016-012492


64 
 

practices and out-of-hour clinics. PLoS One, 14(4), e0214914. 
https://doi.org/10.1371/journal.pone.0214914  

Delmar, P. C., Alenius-Karlsson, R. N., & Højer Mikkelsen, M. A. (2011). The implications of 
autonomy: Viewed in the light of efforts to uphold patients dignity and integrity. 
International Journal of Qualitative Studies on Health and Well-being, 6(2), 6045. 
https://doi.org/10.3402/qhw.v6i2.6045  

Derdikman-Eiron, R., Hjemdal, O., Lydersen, S., Bratberg, G. H., & Indredavik, M. S. (2013). 
Adolescent predictors and associates of psychosocial functioning in young men and 
women: 11 year follow-up findings from the Nord-Trøndelag Health Study. 
Scandinavian Journal of Psychology, 54(2), 95-101. 
https://doi.org/https://doi.org/10.1111/sjop.12036  

Deshpande, S. N., Nimgaonkar, V. L., Bhatia, T., Mishra, N. N., Nagpal, R., & Parker, L. S. 
(2020). Ethical practices and legal challenges in mental health research. Asian Bioethics 
Review, 12(2), 87-102. https://doi.org/10.1007/s41649-020-00116-4  

Dickson, H., Laurens, K. R., Cullen, A. E., & Hodgins, S. (2012). Meta-analyses of cognitive 
and motor function in youth aged 16 years and younger who subsequently develop 
schizophrenia. Psychol Med, 42(4), 743-755. 
https://doi.org/10.1017/S0033291711001693  

Dimidjian, S., & Hollon, S. D. (2010). How would we know if psychotherapy were harmful? 
American Psychologist, 65(1), 21-33. https://doi.org/10.1037/a0017299  

Donovan, R. J., Koushede, V. J., Drane, C. F., Hinrichsen, C., Anwar-McHenry, J., Nielsen, L., 
Nicholas, A., Meilstrup, C., & Santini, Z. I. (2021). Twenty-One Reasons for 
Implementing the Act-Belong-Commit—‘ABCs of Mental Health’ Campaign. 
International journal of environmental research and public health, 18(21), 11095. 
https://www.mdpi.com/1660-4601/18/21/11095  

Drivenes, K., Haaland, V., Hauge, Y. L., Vederhus, J. K., Irgens, A. C., Solli, K. K., Regevik, 
H., Falk, R. S., & Tanum, L. (2020). Discrepancy in Ratings of Shared Decision Making 
Between Patients and Health Professionals: A Cross Sectional Study in Mental Health 
Care. Frontiers in Psychology, 11, 443. https://doi.org/10.3389/fpsyg.2020.00443  

Durlak, J. A., Weissberg, R. P., Dymnicki, A. B., Taylor, R. D., & Schellinger, K. B. (2011). 
The Impact of Enhancing Students’ Social and Emotional Learning: A Meta-Analysis 
of School-Based Universal Interventions. Child Development, 82(1), 405-432. 
https://doi.org/https://doi.org/10.1111/j.1467-8624.2010.01564.x  

Duxbury, J., Baker, J., Downe, S., Jones, F., Greenwood, P., Thygesen, H., McKeown, M., 
Price, O., Scholes, A., Thomson, G., & Whittington, R. (2019). Minimising the use of 
physical restraint in acute mental health services: The outcome of a restraint reduction 
programme (‘REsTRAIN YOURSELF’). International Journal of Nursing Studies, 95, 
40-48. https://doi.org/https://doi.org/10.1016/j.ijnurstu.2019.03.016  

Ekeland, T.-J. (2021). Myndiggjorte brukere og umyndiggjorte hjelpere. In E. Skjeldal (Ed.), 
Kritiske perspektiver på brukermedvirkning (pp. 153-180). Universitetsforlaget.  

Ekman Philips, M., & Huzzard, T. (2007). Developmental magic? Two takes on a dialogue 
conference. Journal of Organizational Change Management, 20(1), 8-25. 
https://doi.org/10.1108/09534810710715252  

Eldal, K., Veseth, M., Natvik, E., Davidson, L., Skjølberg, Å., Gytri, D., & Moltu, C. (2019). 
Contradictory experiences of safety and shame in inpatient mental health practice – a 
qualitative study. Scandinavian Journal of Caring Sciences, 33(4), 791-800. 
https://doi.org/https://doi.org/10.1111/scs.12674  

Elwyn, G., Scholl, I., Tietbohl, C., Mann, M., Edwards, A. G. K., Clay, C., Légaré, F., Weijden, 
T. v. d., Lewis, C. L., Wexler, R. M., & Frosch, D. L. (2013). “Many miles to go …”: a 
systematic review of the implementation of patient decision support interventions into 

https://doi.org/10.1371/journal.pone.0214914
https://doi.org/10.3402/qhw.v6i2.6045
https://doi.org/https:/doi.org/10.1111/sjop.12036
https://doi.org/10.1007/s41649-020-00116-4
https://doi.org/10.1017/S0033291711001693
https://doi.org/10.1037/a0017299
https://www.mdpi.com/1660-4601/18/21/11095
https://doi.org/10.3389/fpsyg.2020.00443
https://doi.org/https:/doi.org/10.1111/j.1467-8624.2010.01564.x
https://doi.org/https:/doi.org/10.1016/j.ijnurstu.2019.03.016
https://doi.org/10.1108/09534810710715252
https://doi.org/https:/doi.org/10.1111/scs.12674


65 
 

routine clinical practice. BMC Medical Informatics and Decision Making, 13(2), S14. 
https://doi.org/10.1186/1472-6947-13-S2-S14  

Eren, N. (2014). Nurses’ attitudes toward ethical issues in psychiatric inpatient settings. 
Nursing Ethics, 21(3), 359-373. https://doi.org/10.1177/0969733013500161  

Ericsson, C., Hessel, Å., Tinnå, M., & Hafstad, E. (2016). Risikoanalyse. Hendelsesanalyse: 
Håndbok for helsetjenesten. Helsedirektoratet IS-0583. 
https://helsedirektoratet.no/Lists/Publikasjoner/Attachments/1233/Risiko-
%20og%20hendelseanalyse%20-%20Håndbok%20for%20helsetjenesten%20-%20IS-
0538.pdf 

ESPAD Group. (2021). ESPAD 2019 Methodology: Methodology of the 2019 European School 
Survey. Project on Alcohol and other Drugs. E. J. Publications. 
http://www.espad.org/sites/espad.org/files/TD0221506ENN_002.pdf 

Eysenck, S. B. G., & Tambs, K. (1990). Cross-cultural comparison of personality: Norway and 
England. Scandinavian Journal of Psychology, 31(3), 191-197. 
https://doi.org/https://doi.org/10.1111/j.1467-9450.1990.tb00830.x  

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., Koss, 
M. P., & Marks, J. S. (1998). Relationship of childhood abuse and household 
dysfunction to many of the leading causes of death in adults. The Adverse Childhood 
Experiences (ACE) Study. American Journal of Preventive Medicine, 14(4), 245-258. 
https://doi.org/10.1016/s0749-3797(98)00017-8  

Fergusson, D. M., & Horwood, J. L. (1995). Transitions to cigarette smoking during 
adolescence. Addictive Behaviors, 20(5), 627-642. 
https://doi.org/https://doi.org/10.1016/0306-4603(95)00023-6  

Fern, E. F. (2001). Advanced Focus Group Research. Sage.  
Fiorillo, A., De Rosa, C., Del Vecchio, V., Jurjanz, L., Schnall, K., Onchev, G., Alexiev, S., 

Raboch, J., Kalisova, L., Mastrogianni, A., Georgiadou, E., Solomon, Z., Dembinskas, 
A., Raskauskas, V., Nawka, P., Nawka, A., Kiejna, A., Hadrys, T., Torres-Gonzales, F., 
. . . Kallert, T. (2011). How to improve clinical practice on involuntary hospital 
admissions of psychiatric patients: suggestions from the EUNOMIA study. European 
Psychiatry, 26(4), 201-207. https://doi.org/10.1016/j.eurpsy.2010.01.013  

Firth, J., Schuch, F., & Mittal, V. A. (2020). Using exercise to protect physical and mental 
health in youth at risk for psychosis. Research in Psychotherapy: Psychopathology, 
Process and Outcome, 23(1), 33-37. 
https://doi.org/https://doi.org/10.4081/ripppo.2020.433  

Firth, J., Solmi, M., Wootton, R. E., Vancampfort, D., Schuch, F. B., Hoare, E., Gilbody, S., 
Torous, J., Teasdale, S. B., Jackson, S. E., Smith, L., Eaton, M., Jacka, F. N., Veronese, 
N., Marx, W., Ashdown-Franks, G., Siskind, D., Sarris, J., Rosenbaum, S., . . . Stubbs, 
B. (2020). A meta-review of "lifestyle psychiatry": the role of exercise, smoking, diet 
and sleep in the prevention and treatment of mental disorders. World Psychiatry, 19(3), 
360-380. https://doi.org/10.1002/wps.20773  

Firth, J., Stubbs, B., Rosenbaum, S., Vancampfort, D., Malchow, B., Schuch, F., Elliott, R., 
Nuechterlein, K. H., & Yung, A. R. (2017). Aerobic Exercise Improves Cognitive 
Functioning in People With Schizophrenia: A Systematic Review and Meta-Analysis. 
Schizophr Bull, 43(3), 546-556. https://doi.org/10.1093/schbul/sbw115  

Flor, J. A., & Kennair, L. E. O. (2019). Skadelige samtaler: Myten om bivirkningsfri terapi. 
Tiden Norsk Forlag.  

Flückiger, C., Del Re, A. C., Wampold, B. E., & Horvath, A. O. (2018). The alliance in adult 
psychotherapy: A meta-analytic synthesis. Psychotherapy, 55(4), 316-340. 
https://doi.org/10.1037/pst0000172  

Follevåg, B. M., & Seim, S. (2021). Bridge over Troubled Water: Patients' Opportunities for 

https://doi.org/10.1186/1472-6947-13-S2-S14
https://doi.org/10.1177/0969733013500161
https://helsedirektoratet.no/Lists/Publikasjoner/Attachments/1233/Risiko-%20og%20hendelseanalyse%20-%20H
https://helsedirektoratet.no/Lists/Publikasjoner/Attachments/1233/Risiko-%20og%20hendelseanalyse%20-%20H
http://www.espad.org/sites/espad.org/files/TD0221506ENN_002.pdf
https://doi.org/https:/doi.org/10.1111/j.1467-9450.1990.tb00830.x
https://doi.org/10.1016/s0749-3797(98)00017-8
https://doi.org/https:/doi.org/10.1016/0306-4603(95)00023-6
https://doi.org/10.1016/j.eurpsy.2010.01.013
https://doi.org/https:/doi.org/10.4081/ripppo.2020.433
https://doi.org/10.1002/wps.20773
https://doi.org/10.1093/schbul/sbw115
https://doi.org/10.1037/pst0000172


66 
 

Collective Participation in Substance Use Institutions through Research Circles. 
International journal of environmental research and public health, 18(21). 
https://doi.org/10.3390/ijerph182111060  

Foss, O., Haug, K., Hesla, P., Lund-Larsen, P., & Vasli, L. (1998). [Can we rely on self-reported 
smoking habits?]. Tidsskrift Norsk Laegeforening 118, 2165-2168. 
https://tidsskriftet.no/1998/05/artikkel/kan-vi-stole-pa-egenerklaerte-roykevaner  

Fredrickson, B. L. (2001). The role of positive emotions in positive psychology. The broaden-
and-build theory of positive emotions. American Psychologist, 56(3), 218-226. 
https://doi.org/10.1037/0003-066X.56.3.218  

Friesen, P., Lignou, S., Sheehan, M., & Singh, I. (2021). Measuring the impact of participatory 
research in psychiatry: How the search for epistemic justifications obscures ethical 
considerations. Health Expect, 24 Suppl 1(Suppl 1), 54-61. 
https://doi.org/10.1111/hex.12988  

Fusar-Poli, P., Correll, C. U., Arango, C., Berk, M., Patel, V., & Ioannidis, J. P. A. (2021). 
Preventive psychiatry: a blueprint for improving the mental health of young people. 
World Psychiatry, 20(2), 200-221. https://doi.org/10.1002/wps.20869  

Fusar-Poli, P., Tantardini, M., De Simone, S., Ramella-Cravaro, V., Oliver, D., Kingdon, J., 
Kotlicka-Antczak, M., Valmaggia, L., Lee, J., Millan, M. J., Galderisi, S., Balottin, U., 
Ricca, V., & McGuire, P. (2017). Deconstructing Vulnerability for Psychosis: Meta-
Analysis of Environmental Risk Factors for Psychosis in Subjects at Ultra High-Risk. 
European Psychiatry, 40, 65-75. https://doi.org/10.1016/j.eurpsy.2016.09.003  

Fusar-Poli, P., Yung, A. R., McGorry, P., & van Os, J. (2014). Lessons learned from the 
psychosis high-risk state: towards a general staging model of prodromal intervention. 
Psychol Med, 44(1), 17-24. https://doi.org/10.1017/S0033291713000184  

Garland, E. L., Fredrickson, B., Kring, A. M., Johnson, D. P., Meyer, P. S., & Penn, D. L. 
(2010). Upward spirals of positive emotions counter downward spirals of negativity: 
Insights from the broaden-and-build theory and affective neuroscience on the treatment 
of emotion dysfunctions and deficits in psychopathology. Clinical Psychology Review, 
30(7), 849-864. https://doi.org/https://doi.org/10.1016/j.cpr.2010.03.002  

Gilburt, H., Rose, D., & Slade, M. (2008). The importance of relationships in mental health 
care: A qualitative study of service users' experiences of psychiatric hospital admission 
in the UK. BMC Health Services Research, 8(1), 92. https://doi.org/10.1186/1472-
6963-8-92  

Gjersing, L., Caplehorn, J. R. M., & Clausen, T. (2010). Cross-cultural adaptation of research 
instruments: language, setting, time and statistical considerations. BMC Medical 
Research Methodology, 10(1), 13. https://doi.org/10.1186/1471-2288-10-13  

Gliklich, R. E., Dreyer, N. A., & Leavy, M. B. (2014). Analysis, Interpretation, and Reporting 
of Registry Data To Evaluate Outcomes. In Gliklich RE, Dreyer NA, & L. MB (Eds.), 
Registries for Evaluating Patient Outcomes: A User's Guide [Internet] (3 ed.). Agency 
for Healthcare Research and Quality (US). 
https://www.ncbi.nlm.nih.gov/books/NBK208602/  

Goffman, E. (1963). Stigma: Notes on the management of spoiled identity. Englewood Cliffs, 
NJ: Prentice‐Hall.  

Goldfried, M. R. (2019). Obtaining consensus in psychotherapy: What holds us back? American 
Psychologist, 74(4), 484-496. https://doi.org/10.1037/amp0000365  

Golembo-Smith, S., Schiffman, J., Kline, E., Sørensen, H. J., Mortensen, E. L., Stapleton, L., 
Hayashi, K., Michelsen, N. M., Ekstrøm, M., & Mednick, S. (2012). Premorbid 
multivariate markers of neurodevelopmental instability in the prediction of adult 
schizophrenia-spectrum disorder: a high-risk prospective investigation. Schizophrenia 
Research, 139(1), 129-135. https://doi.org/https://doi.org/10.1016/j.schres.2012.05.012  

https://doi.org/10.3390/ijerph182111060
https://tidsskriftet.no/1998/05/artikkel/kan-vi-stole-pa-egenerklaerte-roykevaner
https://doi.org/10.1037/0003-066X.56.3.218
https://doi.org/10.1111/hex.12988
https://doi.org/10.1002/wps.20869
https://doi.org/10.1016/j.eurpsy.2016.09.003
https://doi.org/10.1017/S0033291713000184
https://doi.org/https:/doi.org/10.1016/j.cpr.2010.03.002
https://doi.org/10.1186/1472-6963-8-92
https://doi.org/10.1186/1472-6963-8-92
https://doi.org/10.1186/1471-2288-10-13
https://www.ncbi.nlm.nih.gov/books/NBK208602/
https://doi.org/10.1037/amp0000365
https://doi.org/https:/doi.org/10.1016/j.schres.2012.05.012


67 
 

Gonzales, L., Kanani, A., & Pereyra, A. (2022). Policy Definitions for “Serious Mental Illness” 
Across 56 United States, Districts and Territories. Community Mental Health Journal. 
https://doi.org/10.1007/s10597-022-01026-5  

Gonzales, L., Kois, L. E., Chen, C., López-Aybar, L., McCullough, B., & McLaughlin, K. J. 
(2022). Reliability of the Term "Serious Mental Illness": A Systematic Review. 
Psychiatr Serv, 73(11), 1255-1262. https://doi.org/10.1176/appi.ps.202100661  

Graneheim, U. H., & Lundman, B. (2004). Qualitative content analysis in nursing research: 
concepts, procedures and measures to achieve trustworthiness. Nurse Education Today, 
24(2), 105-112. https://doi.org/https://doi.org/10.1016/j.nedt.2003.10.001  

Grasso, B. C., Genest, R., Jordan, C. W., & Bates, D. W. (2003). Use of chart and record reviews 
to detect medication errors in a state psychiatric hospital. Psychiatric Services, 54(5), 
677-681. https://doi.org/10.1176/appi.ps.54.5.677  

Grasso, B. C., Rothschild, J. M., Jordan, C. W., & Jayaram, G. (2005). What is the measure of 
a safe hospital? Medication errors missed by risk management, clinical staff, and 
surveyors. J Psychiatr Pract, 11(4), 268-273. https://doi.org/10.1097/00131746-
200507000-00008  

Green, J., & Thorogood, N. (2004). Qualitative methods for health research. Sage.  
Greene, J., & Hibbard, J. H. (2012). Why Does Patient Activation Matter? An Examination of 

the Relationships Between Patient Activation and Health-Related Outcomes. Journal of 
General Internal Medicine, 27(5), 520-526. https://doi.org/10.1007/s11606-011-1931-
2  

Griffin, F. R., Roger. (2009). IHI Global trigger tool for measuring adverse events (2. edition 
ed.). Institute for Healthcare Improvement.  

Grim, K., Tistad, M., Schön, U.-K., & Rosenberg, D. (2019). The Legitimacy of User 
Knowledge in Decision-Making Processes in Mental Health Care: An Analysis of 
Epistemic Injustice. Journal of Psychosocial Rehabilitation and Mental Health, 6(2), 
157-173. https://doi.org/10.1007/s40737-019-00145-9  

Gronholm, P. C., Chowdhary, N., Barbui, C., Das-Munshi, J., Kolappa, K., Thornicroft, G., 
Semrau, M., & Dua, T. (2021). Prevention and management of physical health 
conditions in adults with severe mental disorders: WHO recommendations. 
International journal of mental health systems, 15(1), 22. 
https://doi.org/10.1186/s13033-021-00444-4  

Grubaugh, A. L., Frueh, B. C., Zinzow, H. M., Cusack, K. J., & Wells, C. (2007). Patients' 
perceptions of care and safety within psychiatric settings. Psychological Services, 4(3), 
193-201. https://doi.org/10.1037/1541-1559.4.3.193  

Gulbrandsen, P., Clayman, M. L., Beach, M. C., Han, P. K., Boss, E. F., Ofstad, E. H., & Elwyn, 
G. (2016). Shared decision-making as an existential journey: Aiming for restored 
autonomous capacity. Patient Education and Counseling, 99(9), 1505-1510. 
https://doi.org/https://doi.org/10.1016/j.pec.2016.07.014  

Gurillo, P., Jauhar, S., Murray, R. M., & MacCabe, J. H. (2015). Does tobacco use cause 
psychosis? Systematic review and meta-analysis. The Lancet Psychiatry, 2(8), 718-725. 
https://doi.org/https://doi.org/10.1016/S2215-0366(15)00152-2  

Halfond, R. W., Wright, C. V., & Bufka, L. F. (2021). The role of harms and burdens in clinical 
practice guidelines: Lessons learned from the American Psychological Association's 
guideline development. Clinical Psychology: Science and Practice, 28(1), 19.  

Hamann, J., Bühner, M., & Rüsch, N. (2017). Self-Stigma and Consumer Participation in 
Shared Decision Making in Mental Health Services. Psychiatric Services, 68(8), 783-
788. https://doi.org/10.1176/appi.ps.201600282  

Hamann, J., Holzhüter, F., Blakaj, S., Becher, S., Haller, B., Landgrebe, M., Schmauß, M., & 
Heres, S. (2020). Implementing shared decision-making on acute psychiatric wards: a 

https://doi.org/10.1007/s10597-022-01026-5
https://doi.org/10.1176/appi.ps.202100661
https://doi.org/https:/doi.org/10.1016/j.nedt.2003.10.001
https://doi.org/10.1176/appi.ps.54.5.677
https://doi.org/10.1097/00131746-200507000-00008
https://doi.org/10.1097/00131746-200507000-00008
https://doi.org/10.1007/s11606-011-1931-2
https://doi.org/10.1007/s11606-011-1931-2
https://doi.org/10.1007/s40737-019-00145-9
https://doi.org/10.1186/s13033-021-00444-4
https://doi.org/10.1037/1541-1559.4.3.193
https://doi.org/https:/doi.org/10.1016/j.pec.2016.07.014
https://doi.org/https:/doi.org/10.1016/S2215-0366(15)00152-2
https://doi.org/10.1176/appi.ps.201600282


68 
 

cluster-randomized trial with inpatients suffering from schizophrenia (SDM-PLUS). 
Epidemiology and Psychiatric Sciences, 29, e137, Article e137. 
https://doi.org/10.1017/S2045796020000505  

Hamann, J., Kruse, J., Schmitz, F. S., Kissling, W., & Pajonk, F.-G. (2010). Patient participation 
in antipsychotic drug choice decisions. Psychiatry Research, 178(1), 63-67. 
https://doi.org/https://doi.org/10.1016/j.psychres.2008.08.008  

Hansen, H., Stige, S. H., Davidson, L., Løberg, E.-M., & Veseth, M. (2020). “Needing different 
things from different people”–a qualitative exploration of recovery in first episode 
psychosis. Social Work in Mental Health, 18(1), 75-95. 
https://doi.org/10.1080/15332985.2019.1679324  

Hansson, L., Jormfeldt, H., Svedberg, P., & Svensson, B. (2013). Mental health professionals’ 
attitudes towards people with mental illness: Do they differ from attitudes held by 
people with mental illness? International Journal of Social Psychiatry, 59(1), 48-54. 
https://doi.org/10.1177/0020764011423176  

Happell, B., Platania-Phung, C., & Scott, D. (2014). Proposed nurse-led initiatives in improving 
physical health of people with serious mental illness: a survey of nurses in mental health. 
J Clin Nurs, 23(7-8), 1018-1029. https://doi.org/10.1111/jocn.12371  

Harrison, R., Walton, M., Manias, E., Smith–Merry, J., Kelly, P., Iedema, R., & Robinson, L. 
(2015). The missing evidence: a systematic review of patients' experiences of adverse 
events in health care. International Journal for Quality in Health Care, 27(6), 424-442. 
https://doi.org/10.1093/intqhc/mzv075  

Harrow, M., & Jobe, T. H. (2007). Factors Involved in Outcome and Recovery in Schizophrenia 
Patients Not on Antipsychotic Medications: A 15-Year Multifollow-Up Study. The 
Journal of Nervous and Mental Disease, 195(5), 406-414. 
https://doi.org/10.1097/01.nmd.0000253783.32338.6e  

Hatfield, D., McCullough, L., Frantz, S. H. B., & Krieger, K. (2010). Do we know when our 
clients get worse? an investigation of therapists' ability to detect negative client change. 
Clinical Psychology and Psychotherapy, 17(1), 25-32. https://doi.org/10.1002/cpp.656  

Haugom, E. W., Ruud, T., & Hynnekleiv, T. (2019). Ethical challenges of seclusion in 
psychiatric inpatient wards: a qualitative study of the experiences of Norwegian mental 
health professionals. BMC Health Services Research, 19(1), 879. 
https://doi.org/10.1186/s12913-019-4727-4  

Haugom, E. W., Stensrud, B., Beston, G., Ruud, T., & Landheim, A. S. (2020). Mental health 
professionals’ experiences with shared decision-making for patients with psychotic 
disorders: a qualitative study. BMC Health Services Research, 20(1), 1093. 
https://doi.org/10.1186/s12913-020-05949-1  

Haw, C., & Cahill, C. (2011). A computerized system for reporting medication events in 
psychiatry: the first two years of operation. J Psychiatr Ment Health Nurs, 18(4), 308-
315. https://doi.org/10.1111/j.1365-2850.2010.01664.x  

Healy, C., & Cannon, M. (2020). We Need to Talk About Prevention. Am J Psychiatry, 177(4), 
285-287. https://doi.org/10.1176/appi.ajp.2020.20020155  

Heinrichs, R. W., & Zakzanis, K. K. (1998). Neurocognitive deficit in schizophrenia: a 
quantitative review of the evidence. Neuropsychology, 12(3), 426-445. 
https://doi.org/10.1037//0894-4105.12.3.426  

Hem, M. H., Husum, T. L., & Nortvedt, P. (2017). Krenkelser i møte med de psykiske 
helsetjenestene. In R. Pedersen & P. Nortvedt (Eds.), Etikk i psykiske helsetjenester (pp. 
210-228). Gyldendal Akademisk.  

Hoffmann, H., Kupper, Z., & Kunz, B. (2000). Hopelessness and its impact on rehabilitation 
outcome in schizophrenia –an exploratory study. Schizophrenia Research, 43(2), 147-
158. https://doi.org/https://doi.org/10.1016/S0920-9964(99)00148-6  

https://doi.org/10.1017/S2045796020000505
https://doi.org/https:/doi.org/10.1016/j.psychres.2008.08.008
https://doi.org/10.1080/15332985.2019.1679324
https://doi.org/10.1177/0020764011423176
https://doi.org/10.1111/jocn.12371
https://doi.org/10.1093/intqhc/mzv075
https://doi.org/10.1097/01.nmd.0000253783.32338.6e
https://doi.org/10.1002/cpp.656
https://doi.org/10.1186/s12913-019-4727-4
https://doi.org/10.1186/s12913-020-05949-1
https://doi.org/10.1111/j.1365-2850.2010.01664.x
https://doi.org/10.1176/appi.ajp.2020.20020155
https://doi.org/10.1037/0894-4105.12.3.426
https://doi.org/https:/doi.org/10.1016/S0920-9964(99)00148-6


69 
 

Hollnagel, E., Wears, R. L., & Braithwaite, J. (2015). From Safety-I to Safety-II: a white paper. 
The resilient health care net: published simultaneously by the University of Southern 
Denmark, University of Florida, USA, and Macquarie University, Australia.  

Hollnagel, H., & Malterud, K. (2000). From risk factors to health resources in medical practice. 
Medicine, Health Care and Philosophy, 3(3), 255-262. 
https://doi.org/10.1023/A:1026597306628  

Holmen, T. L. (2000). Smoking and Health in Adolescence: The Nord-Trøndelag Health Study, 
1995-1997 [Doctoral dissertation, Det medisinske fakultet, NTNU]. Trondheim.  

Holmen, T. L., Bratberg, G., Krokstad, S., Langhammer, A., Hveem, K., Midthjell, K., 
Heggland, J., & Holmen, J. (2014). Cohort profile of the Young-HUNT Study, Norway: 
a population-based study of adolescents. Int J Epidemiol, 43(2), 536-544. 
https://doi.org/10.1093/ije/dys232  

Holte, A. (2012). Ti prinsipper for forebygging av psykiske lidelser. Tidsskrift for Norsk 
psykologforening, 49(7), 693-695. 
http://www.sakkyndig.com/psykologi/artvit/holte2012.pdf  

Hook, K., & Vera, E. (2020). Best Practices in Global Mental Health: An Exploratory Study of 
Recommendations for Psychologists. International Perspectives in Psychology, 9(2), 
67-83. https://doi.org/10.1037/ipp0000125  

Hooker, C. I., Carol, E. E., Eisenstein, T., Yin, H., Lincoln, S. H., Tully, L. M., Dodell-Feder, 
D., Nahum, M., Keshavan, M. S., & Seidman, L. J. (2014). A pilot study of cognitive 
training in clinical high risk for psychosis: initial evidence of cognitive benefit. 
Schizophrenia Research, 157, 314. https://doi.org/10.1016/j.schres.2014.05.034  

Horgan, A., M, O. D., Manning, F., Doody, R., Savage, E., Dorrity, C., O'Sullivan, H., 
Goodwin, J., Greaney, S., Biering, P., Bjornsson, E., Bocking, J., Russell, S., Griffin, 
M., MacGabhann, L., van der Vaart, K. J., Allon, J., Granerud, A., Hals, E., . . . Happell, 
B. (2021). 'Meet Me Where I Am': Mental health service users' perspectives on the 
desirable qualities of a mental health nurse. International Journal of Mental Health 
Nursing, 30(1), 136-147. https://doi.org/10.1111/inm.12768  

Horowitz, J. L., & Garber, J. (2006). The prevention of depressive symptoms in children and 
adolescents: A meta-analytic review. Journal of consulting and clinical psychology, 
74(3), 401. https://doi.org/10.1037/0022-006X.74.3.401  

Hoyt, L. T., Chase-Lansdale, P. L., McDade, T. W., & Adam, E. K. (2012). Positive youth, 
healthy adults: does positive well-being in adolescence predict better perceived health 
and fewer risky health behaviors in young adulthood? Journal of Adolescent Health, 
50(1), 66-73. https://doi.org/10.1016/j.jadohealth.2011.05.002  

HUNT. (n.d). HUNT Research Centre,. Retrieved 27.09.22 from https://www.ntnu.edu/hunt 
Hunt, G. E., Large, M. M., Cleary, M., Lai, H. M. X., & Saunders, J. B. (2018). Prevalence of 

comorbid substance use in schizophrenia spectrum disorders in community and clinical 
settings, 1990–2017: Systematic review and meta-analysis. Drug and Alcohol 
Dependence, 191, 234-258. 
https://doi.org/https://doi.org/10.1016/j.drugalcdep.2018.07.011  

Husum, T. L., Legernes, E., & Pedersen, R. (2019). “A plea for recognition” Users’ experience 
of humiliation during mental health care. International Journal of Law and Psychiatry, 
62, 148-153. https://doi.org/https://doi.org/10.1016/j.ijlp.2018.11.004  

Husum, T. L., Pedersen, R., & Aasland, O. (2022). Frequent Violations and Infringements 
against Users in Mental Health Care Confirmed by Both Users and Professionals – A 
Quantitative Study. Issues in Mental Health Nursing, 1-8. 
https://doi.org/10.1080/01612840.2022.2063461  

Hwang, J.-I., Kim, J., & Park, J.-W. (2018). Adverse Events in Korean Traditional Medicine 
Hospitals: A Retrospective Medical Record Review. J Patient Saf, 14(3), 157-163. 

https://doi.org/10.1023/A:1026597306628
https://doi.org/10.1093/ije/dys232
http://www.sakkyndig.com/psykologi/artvit/holte2012.pdf
https://doi.org/10.1037/ipp0000125
https://doi.org/10.1016/j.schres.2014.05.034
https://doi.org/10.1111/inm.12768
https://doi.org/10.1037/0022-006X.74.3.401
https://doi.org/10.1016/j.jadohealth.2011.05.002
https://www.ntnu.edu/hunt
https://doi.org/https:/doi.org/10.1016/j.drugalcdep.2018.07.011
https://doi.org/https:/doi.org/10.1016/j.ijlp.2018.11.004
https://doi.org/10.1080/01612840.2022.2063461


70 
 

https://doi.org/10.1097/pts.0000000000000190  
Häfner, H., an der Heiden, W., Behrens, S., Gattaz, W. F., Hambrecht, M., Löffler, W., Maurer, 

K., Munk-Jørgensen, P., Nowotny, B., Riecher-Rössler, A., & Stein, A. (1998). Causes 
and Consequences of the Gender Difference in Age at Onset of Schizophrenia. 
Schizophr Bull, 24(1), 99-113. https://doi.org/10.1093/oxfordjournals.schbul.a033317  

IBM. (2013). IBM SPSS Statistics for Windows. Computer Program, . In (Version 23) IBM 
Corporation.  

Indergård, P. J., & Urfjell, B. (2018). Aktivitetsdata for psykisk helsevern for voksne og 
tverrfaglig spesialisert rusbehandling 2016. Rapport Helsedirektoratet IS-2709. 
https://helsedirektoratet.no/publikasjoner/aktivitetsdata-for-psykisk-helsevern-for-
voksne-og-tverrfaglig-spesialisert-rusbehandling-tsb 

Insel, T. R. (2010). Rethinking schizophrenia. Nature, 468(7321), 187-193. 
https://doi.org/10.1038/nature09552  

Ivashchenko, D., Buromskaya, N., Savchenko, L., Shevchenko, Y., & Sychev, D. (2020). 
Global trigger tool in child psychiatry: Treatment safety evaluation in adolescents with 
an acute psychotic episode. International Journal of Risk & Safety in Medicine, 31(1), 
25-35. https://doi.org/10.3233/jrs-195030  

Jané-Llopis, E., Anderson, P., Stewart-Brown, S., Weare, K., Wahlbeck, K., McDaid, D., 
Cooper, C., & Litchfield, P. (2011). Reducing the Silent Burden of Impaired Mental 
Health. Journal of Health Communication, 16(sup2), 59-74. 
https://doi.org/10.1080/10810730.2011.601153  

Jansen, J. E., Wøldike, P. M., Haahr, U. H., & Simonsen, E. (2015). Service user perspectives 
on the experience of illness and pathway to care in first-episode psychosis: a qualitative 
study within the TOP project. Psychiatric Quarterly, 86(1), 83-94. 
https://doi.org/10.1007/s11126-014-9332-4  

Jauhar, S., Johnstone, M., & McKenna, P. J. (2022). Schizophrenia. The Lancet, 399(10323), 
473-486. https://doi.org/https://doi.org/10.1016/S0140-6736(21)01730-X  

Jayaram, G. (2008). Measuring adverse events in psychiatry. Psychiatry (Edgmont), 5(11), 17-
19. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2695724/  

Jenkins, R., Meltzer, H., Jones, P., Brugha, T., Bebbington, P., Farrell, M., Crepaz-Kay, D., & 
Knapp, M. (2008). Mental health: future challenges. T. G. O. f. Science. 
http://eprints.lse.ac.uk/32763/ 

Johannessen, J. O., Løberg, E.-M., & Nesgård, R. (2016). Schizofreni – klinisk bilde og 
utbredelse. In B. R. Rund (Ed.), Schizofreni (5 ed., pp. 29-48). Hertervig Forlag.  

Johnstone, E. C., Ebmeier, K. P., Miller, P., Owens, D. G. C., & Lawrie, S. M. (2005). 
Predicting schizophrenia: findings from the Edinburgh High-Risk Study. British 
Journal of Psychiatry, 186(1), 18-25. https://doi.org/10.1192/bjp.186.1.18  

Jones, P., Rodgers, B., Murray, R., & Marmot, M. (1994). Child development risk factors for 
adult schizophrenia in the British 1946 birth cohort. Lancet, 344(8934), 1398-1402. 
https://doi.org/10.1016/S0140-6736(94)90569-X  

Jørgensen, K., Bonde Dahl, M., & Frederiksen, J. (2020). Healthcare Professionals' and Users' 
Experiences of Intersectoral Care between Hospital and Community Mental Healthcare. 
International journal of environmental research and public health, 17(18), 6510. 
https://doi.org/10.3390/ijerph17186510  

Jørgensen, K., Rendtorff, J. D., & Holen, M. (2018). How patient participation is constructed 
in mental health care: a grounded theory study. Scandinavian Journal of Caring 
Sciences, 32(4), 1359-1370. https://doi.org/10.1111/scs.12581  

Kahn, R. S., Sommer, I. E., Murray, R. M., Meyer-Lindenberg, A., Weinberger, D. R., Cannon, 
T. D., O'Donovan, M., Correll, C. U., Kane, J. M., van Os, J., & Insel, T. R. (2015). 
Schizophrenia. Nature Reviews. Disease Primers, 1, 15067. 

https://doi.org/10.1097/pts.0000000000000190
https://doi.org/10.1093/oxfordjournals.schbul.a033317
https://helsedirektoratet.no/publikasjoner/aktivitetsdata-for-psykisk-helsevern-for-voksne-og-tverrfaglig-spesialisert-rusbehandling-tsb
https://helsedirektoratet.no/publikasjoner/aktivitetsdata-for-psykisk-helsevern-for-voksne-og-tverrfaglig-spesialisert-rusbehandling-tsb
https://doi.org/10.1038/nature09552
https://doi.org/10.3233/jrs-195030
https://doi.org/10.1080/10810730.2011.601153
https://doi.org/10.1007/s11126-014-9332-4
https://doi.org/https:/doi.org/10.1016/S0140-6736(21)01730-X
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2695724/
http://eprints.lse.ac.uk/32763/
https://doi.org/10.1192/bjp.186.1.18
https://doi.org/10.1016/S0140-6736(94)90569-X
https://doi.org/10.3390/ijerph17186510
https://doi.org/10.1111/scs.12581


71 
 

https://doi.org/10.1038/nrdp.2015.67  
Kaminskiy, E., Senner, S., & Hamann, J. (2017). Attitudes towards shared decision making in 

mental health: a qualitative synthesis. Mental Health Review Journal, 22(3), 233-256. 
https://doi.org/10.1108/MHRJ-01-2017-0003  

Karlsson, B. (2015). Markedsliberalistiske forskyvninger i det psykiske helsefeltet – om 
forholdet mellom politisk styring og faglig disiplinering. Nordisk Tidsskrift for 
Helseforskning, 11(2), 153-162. https://doi.org/https://doi.org/10.7557/14.3719  

Karlsson, K., & Nilholm, C. (2006). Democracy and dilemmas of self‐determination. Disability 
& Society, 21(2), 193-207. https://doi.org/10.1080/09687590500498267  

Karow, A., & Pajonk, F. G. (2006). Insight and quality of life in schizophrenia: recent findings 
and treatment implications. Current Opinion in Psychiatry, 19(6), 637-641. 
https://doi.org/10.1097/01.yco.0000245754.21621.c9  

Keshavan, M. S., Nasrallah, H. A., & Tandon, R. (2011). Schizophrenia, “Just the Facts” 6. 
Moving ahead with the schizophrenia concept: From the elephant to the mouse. 
Schizophrenia Research, 127(1), 3-13. 
https://doi.org/https://doi.org/10.1016/j.schres.2011.01.011  

Keshavan, M. S., Vinogradov, S., Rumsey, J., Sherrill, J., & Wagner, A. (2014). Cognitive 
training in mental disorders: update and future directions. American Journal of 
Psychiatry, 171(5), 510-522. https://doi.org/10.1176/appi.ajp.2013.13081075  

Keskinen, E., Marttila, R., Koivumaa‐Honkanen, H., Moilanen, K., Keinänen‐Kiukaanniemi, 
S., Timonen, M., Isohanni, M., McGrath, J., Miettunen, J., & Jääskeläinen, E. (2018). 
Search for protective factors for psychosis – a population‐based sample with special 
interest in unaffected individuals with parental psychosis. Early Intervention in 
Psychiatry, 12(5), 869-878. https://doi.org/10.1111/eip.12380  

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). 
Lifetime Prevalence and Age-of-Onset Distributions of DSM-IV Disorders in the 
National Comorbidity Survey Replication. Archives of General Psychiatry, 62(6), 593-
602. https://doi.org/10.1001/archpsyc.62.6.593  

Keyes, C. L. (2002). The mental health continuum: from languishing to flourishing in life. 
Journal of Health and Social Behavior, 43(2), 207-222. 
https://doi.org/10.2307/3090197  

Kidd, A., McKenzie, K., Collins, A., Clark, C., Costa, L., Mihalakakos, G., & Paterson, J. 
(2014). Advancing the Recovery Orientation of Hospital Care Through Staff 
Engagement With Former Clients of Inpatient Units. Psychiatric Services, 65(2), 221-
225. https://doi.org/10.1176/appi.ps.201300054  

Kitzinger, J. (1995). Qualitative Research: Introducing focus groups. BMJ, 311(7000), 299-
302. https://doi.org/10.1136/bmj.311.7000.299  

Kivimäki, M., Batty, G. D., Pentti, J., Shipley, M. J., Sipilä, P. N., Nyberg, S. T., Suominen, S. 
B., Oksanen, T., Stenholm, S., Virtanen, M., Marmot, M. G., Singh-Manoux, A., 
Brunner, E. J., Lindbohm, J. V., Ferrie, J. E., & Vahtera, J. (2020). Association between 
socioeconomic status and the development of mental and physical health conditions in 
adulthood: a multi-cohort study. The Lancet Public Health, 5(3), e140-e149. 
https://doi.org/https://doi.org/10.1016/S2468-2667(19)30248-8  

Knapp, M., McDaid, D., & Parsonage, M. (2011). Mental health promotion and mental illness 
prevention: The economic case. http://eprints.lse.ac.uk/32311/ 

Knutzen, M., Bjørkly, S., Bjørnstad, M., Furre, A., & Sandvik, L. (2014). Innsamling og 
analyse av data om bruk av tvangsmidler og vedtak om skjerming i det psykiske 
helsevernet for voksne i 2012 (Kompetansesenterets Rapport, 2).  

Knutzen, M., Bjørkly, S., Eidhammer, G., Lorentzen, S., Mjøsund, N. H., Opjordsmoen, S., 
Sandvik, L., & Friis, S. (2013). Characteristics of patients frequently subjected to 

https://doi.org/10.1038/nrdp.2015.67
https://doi.org/10.1108/MHRJ-01-2017-0003
https://doi.org/https:/doi.org/10.7557/14.3719
https://doi.org/10.1080/09687590500498267
https://doi.org/10.1097/01.yco.0000245754.21621.c9
https://doi.org/https:/doi.org/10.1016/j.schres.2011.01.011
https://doi.org/10.1176/appi.ajp.2013.13081075
https://doi.org/10.1111/eip.12380
https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.2307/3090197
https://doi.org/10.1176/appi.ps.201300054
https://doi.org/10.1136/bmj.311.7000.299
https://doi.org/https:/doi.org/10.1016/S2468-2667(19)30248-8
http://eprints.lse.ac.uk/32311/


72 
 

pharmacological and mechanical restraint—A register study in three Norwegian acute 
psychiatric wards. Psychiatry Research, 215(1), 127-133. 
https://doi.org/10.1016/j.psychres.2013.10.024  

Kogstad, R. E., Ekeland, T.-J., & Hummelvoll, J. K. (2011). In defence of a humanistic 
approach to mental health care: recovery processes investigated with the help of clients' 
narratives on turning points and processes of gradual change. J Psychiatr Ment Health 
Nurs, 18(6), 479-486. https://doi.org/https://doi.org/10.1111/j.1365-2850.2011.01695.x  

Kohn, I. T., Corrigan, J. M., & Donaldson, M. S. (2000). To Err is Human. Building a Safer 
Health System. Institute of Medicine. The National Academies Press.  

Krebs, P., Norcross, J. C., Nicholson, J. M., & Prochaska, J. O. (2018). Stages of change and 
psychotherapy outcomes: A review and meta-analysis. Journal of Clinical Psychology, 
74(11), 1964-1979. https://doi.org/https://doi.org/10.1002/jclp.22683  

Krueger, R. A., & Casey, M. A. (2015). Focus Groups: A Practical Guide for Applied Research. 
(5 ed.). Sage.  

Kvia, A., Dahl, C., Grønnestad, T., & Frahm Jensen, M. J. (2021). Easier to Say ‘Recovery’ 
than to Do Recovery: Employees’ Experiences of Implementing a Recovery-Oriented 
Practice. International Journal of Mental Health and Addiction, 19(5), 1919-1930. 
https://doi.org/10.1007/s11469-020-00285-1  

Lambert, M. J., & Ogles, B. M. (2004). The efficacy and effectiveness of Psychoterapy. In M. 
Lambert, J. (Ed.), Handbook of Psychotherapy and Behavior Change (5 ed., pp. 139-
193). John Wiley & Sons, Inc.  

Lambert, N. M., Stillman, T. F., Hicks, J. A., Kamble, S., Baumeister, R. F., & Fincham, F. D. 
(2013). To Belong Is to Matter:Sense of Belonging Enhances Meaning in Life. 
Personality and Social Psychology Bulletin, 39(11), 1418-1427. 
https://doi.org/10.1177/0146167213499186  

Landstad, B. J., Kvangarsnes, M., Hole, T., & Nylenna, M. (2020). Brukermedvirkning i 
helsetjenesten - realitet eller retorikk. In B. J. Landstad, M. Kvangarsnes, T. Hole, & M. 
Nylenna (Eds.), Brukermedvirkning i helsetjenesten - realitet eller retorikk? (Vol. 17, 
pp. 7-13). Michael Journal.  

Lanthén, K., Rask, M., & Sunnqvist, C. (2015). Psychiatric Patients Experiences with 
Mechanical Restraints: An Interview Study. Psychiatry Journal, 2015, 748392. 
https://doi.org/10.1155/2015/748392  

Larsen, I. B., & Terkelsen, T. B. (2014). Coercion in a locked psychiatric ward:Perspectives of 
patients and staff. Nursing Ethics, 21(4), 426-436. 
https://doi.org/10.1177/0969733013503601  

Laska, K. M., Gurman, A. S., & Wampold, B. E. (2014). Expanding the lens of evidence-based 
practice in psychotherapy: A common factors perspective. Psychotherapy, 51(4), 467-
481. https://doi.org/10.1037/a0034332  

Lauber, C., Anthony, M., Ajdacic-Gross, V., & Rössler, W. (2004). What about psychiatrists' 
attitude to mentally ill people? European Psychiatry, 19(7), 423-427. 
https://doi.org/10.1016/j.eurpsy.2004.06.019  

Laugharne, R., Priebe, S., McCabe, R., Garland, N., & Clifford, D. (2012). Trust, choice and 
power in mental health care: Experiences of patients with psychosis. International 
Journal of Social Psychiatry, 58(5), 496-504. 
https://doi.org/10.1177/0020764011408658  

Laurens, K. R., & Cullen, A. E. (2016). Toward earlier identification and preventative 
intervention in schizophrenia: evidence from the London Child Health and 
Development Study. Social Psychiatry and Psychiatric Epidemiology, 51(4), 475-491. 
https://doi.org/10.1007/s00127-015-1151-x  

Layard, R., Chisholm, D., Patel, V., & Saxena, S. (2013). Mental Illness and Undhappiness. In 

https://doi.org/10.1016/j.psychres.2013.10.024
https://doi.org/https:/doi.org/10.1111/j.1365-2850.2011.01695.x
https://doi.org/https:/doi.org/10.1002/jclp.22683
https://doi.org/10.1007/s11469-020-00285-1
https://doi.org/10.1177/0146167213499186
https://doi.org/10.1155/2015/748392
https://doi.org/10.1177/0969733013503601
https://doi.org/10.1037/a0034332
https://doi.org/10.1016/j.eurpsy.2004.06.019
https://doi.org/10.1177/0020764011408658
https://doi.org/10.1007/s00127-015-1151-x


73 
 

J. Helliwell, R. Layard, & J. Sachs (Eds.), World Happiness Report 2013 (pp. 38-53). 
UN Sustainable Development Solutions Network.  

Lazaridou, F. B., Schubert, S. J., Ringeisen, T., Kaminski, J., Heinz, A., & Kluge, U. (2022). 
Racism and psychosis: an umbrella review and qualitative analysis of the mental health 
consequences of racism. European Archives of Psychiatry and Clinical Neuroscience, 
1-14. https://doi.org/10.1007/s00406-022-01468-8  

LeBel, J. L., Duxbury, J. A., Putkonen, A., Sprague, T., Rae, C., & Sharpe, J. (2014). 
Multinational Experiences in Reducing and Preventing the Use of Restraint and 
Seclusion. Journal of Psychosocial Nursing and Mental Health Services, 52(11), 22-29. 
https://doi.org/doi:10.3928/02793695-20140915-01  

LeBlanc, A., Herrin, J., Williams, M. D., Inselman, J. W., Branda, M. E., Shah, N. D., Heim, 
E. M., Dick, S. R., Linzer, M., Boehm, D. H., Dall-Winther, K. M., Matthews, M. R., 
Yost, K. J., Shepel, K. K., & Montori, V. M. (2015). Shared Decision Making for 
Antidepressants in Primary Care: A Cluster Randomized Trial. JAMA Internal 
Medicine, 175(11), 1761-1770. https://doi.org/10.1001/jamainternmed.2015.5214  

Leitner, A., Märtens, M., Koschier, A., Gerlich, K., Liegl, G., Hinterwallner, H., & Schnyder, 
U. (2013). Patients' perceptions of risky developments during psychotherapy. Journal 
of Contemporary Psychotherapy. https://doi.org/10.1007/s10879-012-9215-7  

Lepping, P., Palmstierna, T., & Raveesh, B. N. (2016). Paternalism v. autonomy – are we 
barking up the wrong tree? British Journal of Psychiatry, 209(2), 95-96. 
https://doi.org/10.1192/bjp.bp.116.181032  

Leucht, S., Burkard, T., Henderson, J., Maj, M., & Sartorius, N. (2007). Physical illness and 
schizophrenia: a review of the literature. Acta Psychiatr Scand, 116(5), 317-333. 
https://doi.org/10.1111/j.1600-0447.2007.01095.x  

Lickiewicz, J., Husum, T. L., Ruud, T., Siqveland, J., Musiał, Z., & Makara-Studzińska, M. 
(2021). Measuring Staff Attitudes to Coercion in Poland. Front Psychiatry, 12, 745215. 
https://doi.org/10.3389/fpsyt.2021.745215  

Lidz, C. W., Mulvey, E. P., Hoge, S. K., Kirsch, B. L., Monahan, J., Eisenberg, M., Gardner, 
W., & Roth, L. H. (1998). Factual Sources of Psychiatric Patients’ Perceptions of 
Coercion in the Hospital Admission Process. American Journal of Psychiatry, 155(9), 
1254-1260. https://doi.org/10.1176/ajp.155.9.1254  

Lilienfeld, S. O. (2007). Psychological Treatments That Cause Harm. Perspectives on 
Psychological Science, 2(1), 53-70. https://doi.org/10.1111/j.1745-6916.2007.00029.x  

Lindvig, G. R., Topor, A., Bøe, T. D., & Larsen, I. B. (2020). “I will never forget him”. A 
qualitative exploration of staff descriptions of helpful relationships in supportive 
housing. J Psychiatr Ment Health Nurs, 00, 1-9. 
https://doi.org/https://doi.org/10.1111/jpm.12673  

Liu, C. H., Keshavan, M. S., Tronick, E., & Seidman, L. J. (2015). Perinatal Risks and 
Childhood Premorbid Indicators of Later Psychosis: Next Steps for Early Psychosocial 
Interventions. Schizophr Bull, 41(4), 801-816. https://doi.org/10.1093/schbul/sbv047  

Ljungberg, A., Denhov, A., & Topor, A. (2016). Non-helpful relationships with professionals 
- a literature review of the perspective of persons with severe mental illness. Journal of 
Mental Health, 25(3), 267-277. https://doi.org/10.3109/09638237.2015.1101427  

Lorien, L., Blunden, S., & Madsen, W. (2020). Implementation of recovery-oriented practice 
in hospital-based mental health services: A systematic review. International Journal of 
Mental Health Nursing, 29(6), 1035-1048. https://doi.org/10.1111/inm.12794  

Ludvigsson, J. F. (2002). Kvantitativa studier. In Att börja forska - innom medicin och 
vårdvetenskap (pp. 193-208). Studentlitteratur.  

Lundman, B., & Graneheim, U. (2013). Kvalitativ innehållsanalys. In G. M. Höglund-Nielsen 
(Ed.), Tillämpad kvalitativ forskning inom hälso-och sjukvård (2 ed., pp. 187-201). 

https://doi.org/10.1007/s00406-022-01468-8
https://doi.org/doi:10.3928/02793695-20140915-01
https://doi.org/10.1001/jamainternmed.2015.5214
https://doi.org/10.1007/s10879-012-9215-7
https://doi.org/10.1192/bjp.bp.116.181032
https://doi.org/10.1111/j.1600-0447.2007.01095.x
https://doi.org/10.3389/fpsyt.2021.745215
https://doi.org/10.1176/ajp.155.9.1254
https://doi.org/10.1111/j.1745-6916.2007.00029.x
https://doi.org/https:/doi.org/10.1111/jpm.12673
https://doi.org/10.1093/schbul/sbv047
https://doi.org/10.3109/09638237.2015.1101427
https://doi.org/10.1111/inm.12794


74 
 

Studentlitteratur.  
Luthar, S. S. (1993). Annotation: methodological and conceptual issues in research on 

childhood resilience. Journal of child psychology and psychiatry, and allied disciplines, 
34(4), 441-453. https://doi.org/10.1111/j.1469-7610.1993.tb01030.x  

Luthar, S. S., & Cicchetti, D. (2000). The construct of resilience: implications for interventions 
and social policies. Development and psychopathology, 12(4), 857-885. 
https://doi.org/10.1017/s0954579400004156  

Lynøe, N., Engström, I., & Juth, N. (2021). How to reveal disguised paternalism: version 2.0. 
BMC Medical Ethics, 22(1), 170-170. https://doi.org/10.1186/s12910-021-00739-8  

Lynøe, N., Helgesson, G., & Juth, N. (2018). Value-impregnated factual claims may undermine 
medical decision-making. Clinical Ethics, 13(3), 151-158. 
https://doi.org/10.1177/1477750918765283  

Mahal, S. K., Chee, C. B., Lee, J. C., Nguyen, T., & Woo, B. K. (2009). Improving the quality 
of suicide risk assessments in the psychiatric emergency setting: physician 
documentation of process indicators. J Am Osteopath Assoc, 109(7), 354-358. 
https://doi.org/10.7556/jaoa.2009.109.7.354  

Maier, S. F., & Seligman, M. E. (2016). Learned helplessness at fifty: Insights from 
neuroscience. Psychological Review, 123(4), 349-367. 
https://doi.org/10.1037/rev0000033  

Malmberg, A., Lewis, G., David, A., & Allebeck, P. (1998). Premorbid adjustment and 
personality in people with schizophrenia†. British Journal of Psychiatry, 172(4), 308-
313. https://doi.org/10.1192/bjp.172.4.308  

Mangerud, W. L., Bjerkeset, O., Lydersen, S., & Indredavik, M. S. (2014). Physical activity in 
adolescents with psychiatric disorders and in the general population. Child and 
adolescent psychiatry and mental health, 8(1), 2-2. https://doi.org/10.1186/1753-2000-
8-2  

Mannsåker, H. (2020). «The split personality» of the terms schizofreni og schizofren – a corpus-
based study of the use of the schizophrenia terms in Norwegian texts. (03. february 
2020). Retrieved 22. june 2021, from https://psykologtidsskriftet.no/vitenskapelig-
artikkel/2020/02/den-splitta-personlegdomen  

Marcus, S. C., Hermann, R. C., Frankel, M. R., & Cullen, S. W. (2018). Safety of Psychiatric 
Inpatients at the Veterans Health Administration. Psychiatric Services, 69(2), 204-210. 
https://doi.org/10.1176/appi.ps.201700224  

Martens, J., Van Gerven, E., Lannoy, K., Panella, M., Euwema, M., Sermeus, W., De Hert, M., 
& Vanhaecht, K. (2016). Serious reportable events within the inpatient mental health 
care: Impact on physicians and nurses. Revista de Calidad Asistencial, 31 Suppl 2, 26-
33. https://doi.org/10.1016/j.cali.2016.04.004  

Martinsen, E. W., & Taube, J. (2008). Schizofreni. In R. Bahr (Ed.), Aktivitetshåndboken Fysisk 
aktivitet i forebygging og behandling (pp. 561-570). Helsedirektoratet. 
https://www.helsedirektoratet.no/veiledere/aktivitetshandboken  

McCreadie, R. G. (2003). Diet, smoking and cardiovascular risk in people with schizophrenia: 
descriptive study. Br J Psychiatry, 183, 534-539. https://doi.org/10.1192/bjp.183.6.534  

McGorry, P. D. (2015). Early intervention in psychosis: obvious, effective, overdue. The 
Journal of Nervous and Mental Disease, 203(5), 310-318. 
https://doi.org/10.1097/nmd.0000000000000284  

McGrath, J., Brown, A., & St Clair, D. (2011). Prevention and schizophrenia--the role of dietary 
factors. Schizophr Bull, 37(2), 272-283. https://doi.org/10.1093/schbul/sbq121  

McGuire, A. B., Kukla, M., Rollins, A. L., Garabrant, J., Henry, N., Eliacin, J., Myers, L. J., 
Flanagan, M. E., Hunt, M. G., Iwamasa, G. Y., Bauer, S. M., Carter, J. L., & Salyers, 
M. P. (2021). Recovery-oriented acute inpatient mental health care: Operationalization 

https://doi.org/10.1111/j.1469-7610.1993.tb01030.x
https://doi.org/10.1017/s0954579400004156
https://doi.org/10.1186/s12910-021-00739-8
https://doi.org/10.1177/1477750918765283
https://doi.org/10.7556/jaoa.2009.109.7.354
https://doi.org/10.1037/rev0000033
https://doi.org/10.1192/bjp.172.4.308
https://doi.org/10.1186/1753-2000-8-2
https://doi.org/10.1186/1753-2000-8-2
https://psykologtidsskriftet.no/vitenskapelig-artikkel/2020/02/den-splitta-personlegdomen
https://psykologtidsskriftet.no/vitenskapelig-artikkel/2020/02/den-splitta-personlegdomen
https://doi.org/10.1176/appi.ps.201700224
https://doi.org/10.1016/j.cali.2016.04.004
https://www.helsedirektoratet.no/veiledere/aktivitetshandboken
https://doi.org/10.1192/bjp.183.6.534
https://doi.org/10.1097/nmd.0000000000000284
https://doi.org/10.1093/schbul/sbq121


75 
 

and measurement. Psychiatr Rehabil J, 44, 318-326. 
https://doi.org/10.1037/prj0000494  

McInnis-Perry, G., Greene, A., Santa Mina, E., & al., e. (2014). Canadian Standards for 
Psychiatric-Mental Health Nursing. https://live-cfmhn.pantheonsite.io/wp-
content/uploads/2019/05/2014-Standards-of-Practice-Final-1.pdf 

McKay, D., & Jensen-Doss, A. (2021). Harmful treatments in psychotherapy. Clinical 
Psychology: Science and Practice, 28(1), 2-4. https://doi.org/10.1037/cps0000023  

Meld. St. 25 (1996-97). (1997). Åpenhet og helhet: om psykiske lidelser og tjenestetilbudene. 
Oslo: Sosial- og helsedepartementet 

Merriam-Webster. (n.d., February 16, 2022). Treatment. In Merriam-Webster.com dictionary. 
https://www.merriam-webster.com/dictionary/treatment 

Meyer, U., Nyffeler, M., Yee, B. K., Knuesel, I., & Feldon, J. (2008). Adult brain and 
behavioral pathological markers of prenatal immune challenge during early/middle and 
late fetal development in mice. Brain, Behavior, and Immunity, 22(4), 469-486. 
https://doi.org/10.1016/j.bbi.2007.09.012  

Michalska da Rocha, B., Rhodes, S., Vasilopoulou, E., & Hutton, P. (2018). Loneliness in 
Psychosis: A Meta-analytical Review. Schizophr Bull, 44(1), 114-125. 
https://doi.org/10.1093/schbul/sbx036  

Mills, P. D., King, L. A., Watts, B. V., & Hemphill, R. R. (2013). Inpatient suicide on mental 
health units in Veterans Affairs (VA) hospitals: avoiding environmental hazards. 
General Hospital Psychiatry, 35(5), 528-536. 
https://doi.org/10.1016/j.genhosppsych.2013.03.021  

Mills, P. D., Watts, B. V., Shiner, B., & Hemphill, R. R. (2018). Adverse events occurring on 
mental health units. General Hospital Psychiatry, 50, 63-68. 
https://doi.org/https://doi.org/10.1016/j.genhosppsych.2017.09.001  

Ministry of Health and Care Services. (2017). Mestre hele livet. Regjeringens strategi for god 
psykisk helse (2017–2022).  Retrieved from 
https://www.regjeringen.no/no/dokumenter/mestre-hele-livet/id2568354/ 

Mizuno, Y., Wartelsteiner, F., & Frajo-Apor, B. (2016). Resilience research in schizophrenia: 
a review of recent developments. Current Opinion in Psychiatry, 29(3), 218-223. 
https://doi.org/10.1097/yco.0000000000000248  

Mjøsund, N. H. (2020). Helsefremmende sykepleie i psykisk helsevern–pasienters 
drømmesykehus. Sykepleien, 15. https://doi.org/10.4220/Sykepleienf.2020.80478  

Mjøsund, N. H., Eriksson, M., Espnes, G. A., & Vinje, H. F. (2018). Reorienting Norwegian 
mental healthcare services: listen to patients’ learning appetite. Health Promotion 
International, 34(3), 541-551. https://doi.org/10.1093/heapro/day012  

Mueser, K. T., Goodman, L. B., Trumbetta, S. L., Rosenberg, S. D., Osher, f., Vidaver, R., 
Auciello, P., & Foy, D. W. (1998). Trauma and posttraumatic stress disorder in severe 
mental illness. Journal of consulting and clinical psychology, 66(3), 493-499. 
https://doi.org/10.1037//0022-006x.66.3.493  

Murray, R. M., David, A. S., & Ajnakina, O. (2021). Prevention of psychosis: moving on from 
the at-risk mental state to universal primary prevention. Psychol Med, 51(2), 223-227. 
https://doi.org/10.1017/s003329172000313x  

Myles, N., Newall, H. D., Curtis, J., Nielssen, O., Shiers, D., & Large, M. (2012). Tobacco use 
before, at, and after first-episode psychosis: a systematic meta-analysis. The Journal of 
clinical psychiatry, 73(4), 21015. https://doi.org/10.4088/JCP.11r07222  

Møller, P. (2018). Schizofreni–en forstyrrelse av selvet. Universitetsforlaget.  
Møller, P., & Husby, R. (2000). The initial prodrome in schizophrenia: searching for naturalistic 

core dimensions of experience and behavior. Schizophr Bull, 26(1), 217-232. 
https://doi.org/10.1093/oxfordjournals.schbul.a033442  

https://doi.org/10.1037/prj0000494
https://live-cfmhn.pantheonsite.io/wp-content/uploads/2019/05/2014-Standards-of-Practice-Final-1.pdf
https://live-cfmhn.pantheonsite.io/wp-content/uploads/2019/05/2014-Standards-of-Practice-Final-1.pdf
https://doi.org/10.1037/cps0000023
https://www.merriam-webster.com/dictionary/treatment
https://doi.org/10.1016/j.bbi.2007.09.012
https://doi.org/10.1093/schbul/sbx036
https://doi.org/10.1016/j.genhosppsych.2013.03.021
https://doi.org/https:/doi.org/10.1016/j.genhosppsych.2017.09.001
https://www.regjeringen.no/no/dokumenter/mestre-hele-livet/id2568354/
https://doi.org/10.1097/yco.0000000000000248
https://doi.org/10.4220/Sykepleienf.2020.80478
https://doi.org/10.1093/heapro/day012
https://doi.org/10.1037/0022-006x.66.3.493
https://doi.org/10.1017/s003329172000313x
https://doi.org/10.4088/JCP.11r07222
https://doi.org/10.1093/oxfordjournals.schbul.a033442


76 
 

Naessens, J. M., O'Byrne, T. J., Johnson, M. G., Vansuch, M. B., McGlone, C. M., & 
Huddleston, J. M. (2010). Measuring hospital adverse events: assessing inter-rater 
reliability and trigger performance of the Global Trigger Tool. International Journal for 
Quality in Health Care, 22(4), 266-274. https://doi.org/10.1093/intqhc/mzq026  

National Guideline Alliance (UK). (2020). The rehabilitation approaches, care, support and 
treatment that are valued by recipients: Rehabilitation in adults with complex psychosis 
and related severe mental health conditions: Evidence review J. National Institute for 
Health and Care Excellence (NICE). 
https://www.ncbi.nlm.nih.gov/books/NBK562538/  

National Institute of Health Research. (2014). Patient and public involvement in health and 
social care research: A handbook for researchers. 
https://www.nihr.ac.uk/funding/how-we-can-help-you/RDS-PPI-Handbook-2014-v8-
FINAL.pdf  

Ness, O., Borg, M., Semb, R., & Karlsson, B. (2014). "Walking alongside:" collaborative 
practices in mental health and substance use care. International journal of mental health 
systems, 8(1), 55-55. https://doi.org/10.1186/1752-4458-8-55  

Nielsen, L., Madsen, K. R., & Meilstrup, C. B. (2020). ABC for mental sundhed i Danmark-
eksempler på mental sundhedsfremme blandt unge. Socialmedicinsk tidskrift, 97, 951-
963. https://socialmedicinsktidskrift.se/index.php/smt/article/view/2327/2219  

Nilsson, L., Borgstedt-Risberg, M., Brunner, C., Nyberg, U., Nylén, U., Ålenius, C., & Rutberg, 
H. (2020). Adverse events in psychiatry: a national cohort study in Sweden with a 
unique psychiatric trigger tool. BMC Psychiatry, 20(1), 44. 
https://doi.org/10.1186/s12888-020-2447-2  

NIMH. (1987). Towards a model for a comprehensive community‐based mental health system.  
Norcross, J. C., & Wampold, B. E. (2018). A new therapy for each patient: Evidence-based 

relationships and responsiveness. Journal of Clinical Psychology, 74(11), 1889-1906. 
https://doi.org/https://doi.org/10.1002/jclp.22678  

Norwegian Board of Health Supervision. (2015). Mye å forbedre – vilje til å gjøre det. 
Oppsummering av landsomfattende tilsyn i 2013 og 2014 med spesialisthelsetjenesten: 
psykisk helsevern for barn og unge, barne- og ungdomspsykiatriske poliklinikker 
[Plenty of Room for Improvement, but the will to improve is there. Summary of 
Countrywide Supervision in 2013 and 2014 of Specialized Health Services: Mental 
Health Care for Children and Adolescents] (3/2015). S. helsetilsyn. 
https://www.helsetilsynet.no/publikasjoner/rapport-fra-helsetilsynet/2015/mye-a-
forbedre-vilje-til-a-gjore-det/ 

Norwegian Directorate of Health. (2013). Nasjonal faglig retningslinje for utredning, 
behandling og oppfølging av personer med psykoselidelser. (IS-1957). Oslo: 
Helsedirektoratet Retrieved from 
https://www.helsedirektoratet.no/retningslinjer/psykoselidelser/Utredning,%20behandl
ing 

Norwegian Directorate of Health. (2016, 30.05.2018). SAMDATA Spesialisthelsetjenesten 
Distriktspsykiatriske sentre (DPS) Diagnose og driftsdata. 
https://statistikk.helsedirektoratet.no/bi/Dashboard/7c4bfeec-c384-44dd-9a3b-
0587bb38cf76?e=false&vo=viewonly 

Norwegian Directorate of Health. (2017). Veileder for bruk av Global Trigger Tool tilpasset 
norske forhold. http://www.pasientsikkerhetsprogrammet.no/m%C3%A5linger/global-
trigger-tool-gtt/_attachment/249?_ts=15e703779ed 

Norwegian Directorate of Health. (2019). Nasjonal handlingsplan for pasientsikkerhet og 
kvalitetsforbedring 2019-2023. Oslo: Helsedirektoratet Retrieved from 
https://www.helsedirektoratet.no/tema/pasientsikkerhet-og-kvalitetsforbedring 

https://doi.org/10.1093/intqhc/mzq026
https://www.ncbi.nlm.nih.gov/books/NBK562538/
https://www.nihr.ac.uk/funding/how-we-can-help-you/RDS-PPI-Handbook-2014-v8-FINAL.pdf
https://www.nihr.ac.uk/funding/how-we-can-help-you/RDS-PPI-Handbook-2014-v8-FINAL.pdf
https://doi.org/10.1186/1752-4458-8-55
https://socialmedicinsktidskrift.se/index.php/smt/article/view/2327/2219
https://doi.org/10.1186/s12888-020-2447-2
https://doi.org/https:/doi.org/10.1002/jclp.22678
https://www.helsetilsynet.no/publikasjoner/rapport-fra-helsetilsynet/2015/mye-a-forbedre-vilje-til-a-gjore-det/
https://www.helsetilsynet.no/publikasjoner/rapport-fra-helsetilsynet/2015/mye-a-forbedre-vilje-til-a-gjore-det/
https://www.helsedirektoratet.no/retningslinjer/psykoselidelser/Utredning,%20behandling
https://www.helsedirektoratet.no/retningslinjer/psykoselidelser/Utredning,%20behandling
https://statistikk.helsedirektoratet.no/bi/Dashboard/7c4bfeec-c384-44dd-9a3b-0587bb38cf76?e=false&vo=viewonly
https://statistikk.helsedirektoratet.no/bi/Dashboard/7c4bfeec-c384-44dd-9a3b-0587bb38cf76?e=false&vo=viewonly
http://www.pasientsikkerhetsprogrammet.no/m%C3%A5linger/global-trigger-tool-gtt/_attachment/249?_ts=15e703779ed
http://www.pasientsikkerhetsprogrammet.no/m%C3%A5linger/global-trigger-tool-gtt/_attachment/249?_ts=15e703779ed
https://www.helsedirektoratet.no/tema/pasientsikkerhet-og-kvalitetsforbedring


77 
 

Norwegian Institute of Public Health. (2018). Psykisk helse i Norge. 
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk_helse_i_norg
e2018.pdf 

Nyberg, J., Henriksson, M., Åberg, M. A. I., Rosengren, A., Söderberg, M., Åberg, N. D., Kuhn, 
H. G., & Waern, M. (2018). Cardiovascular fitness in late adolescent males and later 
risk of serious non-affective mental disorders: a prospective, population-based study. 
Psychol Med, 48(3), 416-425. https://doi.org/10.1017/s0033291717001763  

O'Brien, A. J., & Golding, C. G. (2003). Coercion in mental healthcare: the principle of least 
coercive care. J Psychiatr Ment Health Nurs, 10(2), 167-173. 
https://doi.org/https://doi.org/10.1046/j.1365-2850.2003.00571.x  

O'Connell, M. E., Boat, T. F., & Warner, K. E. (2009). Preventing mental, emotional, and 
behavioral disorders among young people : progress and possibilities. National 
Academies Press.  

O’Callaghan, E., Turner, N., Renwick, L., Jackson, D., Sutton, M., Foley, S. D., McWilliams, 
S., Behan, C., Fetherstone, A., & Kinsella, A. (2010). First episode psychosis and the 
trail to secondary care: help-seeking and health-system delays. Social Psychiatry and 
Psychiatric Epidemiology, 45(3), 381-391. https://doi.org/10.1007/s00127-009-0081-x  

Oakley, P., Kisely, S., Baxter, A., Harris, M., Desoe, J., Dziouba, A., & Siskind, D. (2018). 
Increased mortality among people with schizophrenia and other non-affective psychotic 
disorders in the community: A systematic review and meta-analysis. Journal of 
Psychiatric Research, 102, 245-253. https://doi.org/10.1016/j.jpsychires.2018.04.019  

Oeye, C., Bjelland, A. K., Skorpen, A., & Anderssen, N. (2009). Raising adults as children? A 
report on milieu therapy in a psychiatric ward in Norway. Issues in Mental Health 
Nursing, 30(3), 151-158. https://doi.org/10.1080/01612840802557246  

Okkenhaug, A., Slungård, A., & Landstad, B. (2017). Global Trigger Tool i psykisk helsevern 
og rus (GTT-P) - for å identifisere og måle skader i helsesektoren. Håndbok. 
https://hnt.no/Documents/Psykiatrisk%20klinikk/Global%20Trigger%20Tool%20i%2
0psykisk%20helsevern%20og%20rus%20HNT.pdf  

Okkenhaug, A., Tritter, J. Q., Myklebust, T., Deilkås, E. T., Meirik, K., & Landstad, B. J. 
(2019). Mitigating risk in Norwegian psychiatric care: Identifying triggers of adverse 
events through Global Trigger Tool for psychiatric care. Int J Risk Saf Med, 30(4), 203-
216. https://doi.org/10.3233/jrs-190064  

Olsson, H., & Sörensen, S. (2003). Forskningsprosessen - kvalitative og kvantitative 
perspektiver. Gyldendal Akademisk.  

Ose, S. O., Kalseth, J., Ådnanes, M., Tveit, T., & Lilleeng, S. E. (2018). Unplanned admissions 
to inpatient psychiatric treatment and services received prior to admission. Health 
Policy, 122(4), 359-366. https://doi.org/https://doi.org/10.1016/j.healthpol.2017.12.006  

Ose, S. O., Ådnanes, M., & Pettersen, I. (2014). Polikliniske pasienter i psykisk helsevern for 
voksne 2013 - Rapport. S. T. o. samfunn. 
https://brage.bibsys.no/xmlui/bitstream/handle/11250/2500494/A26337%2bPoliklinid
kr%2bpasienter%2bi%2bpsykisk%2bhelsevern%2bfor%2bvoksne%2b2013.pdf?seque
nce=1&isAllowed=y 

Park, J., Goode, J., Tompkins, K., & Swift, J. (2016). Clinical errors that can occur in the 
treatment decision-making process in psychotherapy. Psychotherapy, 53(3), 257-261. 
https://doi.org/10.1037/pst0000066  

Park, N. (2004). The Role of Subjective Well-Being in Positive Youth Development. The 
ANNALS of the American Academy of Political and Social Science, 591(1), 25-39. 
https://doi.org/10.1177/0002716203260078  

Park, S. G., Derman, M., Dixon, L. B., Brown, C. H., Klingaman, E. A., Fang, L. J., Medoff, 
D. R., & Kreyenbuhl, J. (2014). Factors Associated With Shared Decision–Making 

https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk_helse_i_norge2018.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk_helse_i_norge2018.pdf
https://doi.org/10.1017/s0033291717001763
https://doi.org/https:/doi.org/10.1046/j.1365-2850.2003.00571.x
https://doi.org/10.1007/s00127-009-0081-x
https://doi.org/10.1016/j.jpsychires.2018.04.019
https://doi.org/10.1080/01612840802557246
https://hnt.no/Documents/Psykiatrisk%20klinikk/Global%20Trigger%20Tool%20i%20psykisk%20helsevern%20og%20rus%20HNT.pdf
https://hnt.no/Documents/Psykiatrisk%20klinikk/Global%20Trigger%20Tool%20i%20psykisk%20helsevern%20og%20rus%20HNT.pdf
https://doi.org/10.3233/jrs-190064
https://doi.org/https:/doi.org/10.1016/j.healthpol.2017.12.006
https://brage.bibsys.no/xmlui/bitstream/handle/11250/2500494/A26337%2bPoliklinidkr%2bpasienter%2bi%2bpsykisk%2bhelsevern%2bfor%2bvoksne%2b2013.pdf?sequence=1&isAllowed=y
https://brage.bibsys.no/xmlui/bitstream/handle/11250/2500494/A26337%2bPoliklinidkr%2bpasienter%2bi%2bpsykisk%2bhelsevern%2bfor%2bvoksne%2b2013.pdf?sequence=1&isAllowed=y
https://brage.bibsys.no/xmlui/bitstream/handle/11250/2500494/A26337%2bPoliklinidkr%2bpasienter%2bi%2bpsykisk%2bhelsevern%2bfor%2bvoksne%2b2013.pdf?sequence=1&isAllowed=y
https://doi.org/10.1037/pst0000066
https://doi.org/10.1177/0002716203260078


78 
 

Preferences Among Veterans With Serious Mental Illness. Psychiatric Services, 65(12), 
1409-1413. https://doi.org/10.1176/appi.ps.201400131  

Parry, G. D., Crawford, M. J., & Duggan, C. (2016). Iatrogenic harm from psychological 
therapies--time to move on. The British Journal of Psychiatry, 208(3), 210-212. 
https://doi.org/10.1192/bjp.bp.115.163618  

Patel, V., Chisholm, D., Parikh, R., Charlson, F., Degenhardt, L., Dua, T., Ferrari, A., Hyman, 
S., Laxminarayan, R., Levin, C., Lund, C., Medina Mora, M., Petersen, I., Scott, J., 
Shidhaye, R., Vijayakumar, L., Thornicroft, G., & Whiteford, H. (2016). Addressing 
the burden of mental, neurological, and substance use disorders: key messages from 
Disease Control Priorities, 3rd edition. The Lancet, 387(10028), 1672-1685. 
https://doi.org/10.1016/S0140-6736(15)00390-6  

Patel, V., Saxena, S., Lund, C., Thornicroft, G., Baingana, F., Bolton, P., Chisholm, D., Collins, 
P. Y., Cooper, J. L., Eaton, J., Herrman, H., Herzallah, M. M., Huang, Y., Jordans, M. 
J. D., Kleinman, A., Medina-Mora, M. E., Morgan, E., Niaz, U., Omigbodun, O., . . . 
UnÜtzer, J. (2018). The Lancet Commission on global mental health and sustainable 
development. The Lancet, 392(10157), 1553-1598. 
https://doi.org/https://doi.org/10.1016/S0140-6736(18)31612-X  

Patient Rights Act. (1999). Patient Rights Act [Lov om pasient- og brukerrettigheter]. Helse og 
omsorgsdepartementet Retrieved from https://lovdata.no/dokument/NL/lov/1999-07-
02-63 

Patton, M. Q. (2014). Qualitative research & evaluation methods: Integrating theory and 
practice. Sage publications.  

Pelto-Piri, V., Wallsten, T., Hylén, U., Nikban, I., & Kjellin, L. (2019). Feeling safe or unsafe 
in psychiatric inpatient care, a hospital-based qualitative interview study with inpatients 
in Sweden. International journal of mental health systems, 13, 23. 
https://doi.org/10.1186/s13033-019-0282-y  

Pitt, L., Kilbride, M., Nothard, S., Welford, M., & Morrison, A. P. (2007). Researching recovery 
from psychosis: A user-led project. Psychiatric Bulletin, 31(2), 55-60. 
https://doi.org/10.1192/pb.bp.105.008532  

Plahouras, J. E., Mehta, S., Buchman, D. Z., Foussias, G., Daskalakis, Z. J., & Blumberger, D. 
M. (2020). Experiences with legally mandated treatment in patients with schizophrenia: 
A systematic review of qualitative studies. European Psychiatry, 63(1), e39. 
https://doi.org/10.1192/j.eurpsy.2020.37  

Powell, G., Caan, W., & Crowe, M. (1994). What Events Precede Violent Incidents in 
Psychiatric Hospitals? British Journal of Psychiatry, 165(1), 107-112. 
https://doi.org/10.1192/bjp.165.1.107  

Prochaska, J. O., & Norcross, J. C. (2018). Systems of Psychotherapy: A Transtheoretical 
Analysis. Oxford University Press. 
https://books.google.no/books?id=hu9IDwAAQBAJ  

Prochaska, J. O., Norcross, J. C., & DiClemente, C. C. (2013). Applying the stages of change. 
Psychotherapy in Australia, 19(2), 10-15. 
https://search.informit.org/doi/10.3316/informit.254435778545597  

Radcliffe, K., Masterson, C., & Martin, C. (2018). Clients' experience of non‐response to 
psychological therapy: A qualitative analysis. Counselling and psychotherapy research, 
18(2), 220-229. https://doi.org/10.1002/capr.12161  

Rafter, N., Hickey, A., Condell, S., Conroy, R., O'Connor, P., Vaughan, D., & Williams, D. 
(2015). Adverse events in healthcare: learning from mistakes. Quarterly Journal of 
Medicine, 108(4), 273-277. https://doi.org/10.1093/qjmed/hcu145  

Ramon, S., Brooks, H., Rae, S., & O’Sullivan, M.-J. (2017). Key issues in the process of 
implementing shared decision making (DM) in mental health practice. Mental Health 

https://doi.org/10.1176/appi.ps.201400131
https://doi.org/10.1192/bjp.bp.115.163618
https://doi.org/10.1016/S0140-6736(15)00390-6
https://doi.org/https:/doi.org/10.1016/S0140-6736(18)31612-X
https://lovdata.no/dokument/NL/lov/1999-07-02-63
https://lovdata.no/dokument/NL/lov/1999-07-02-63
https://doi.org/10.1186/s13033-019-0282-y
https://doi.org/10.1192/pb.bp.105.008532
https://doi.org/10.1192/j.eurpsy.2020.37
https://doi.org/10.1192/bjp.165.1.107
https://books.google.no/books?id=hu9IDwAAQBAJ
https://search.informit.org/doi/10.3316/informit.254435778545597
https://doi.org/10.1002/capr.12161
https://doi.org/10.1093/qjmed/hcu145


79 
 

Review Journal, 22(3), 257-274. https://doi.org/10.1108/MHRJ-01-2017-0006  
Rangul, V., Holmen, T. L., Kurtze, N., Cuypers, K., & Midthjell, K. (2008). Reliability and 

validity of two frequently used self-administered physical activity questionnaires in 
adolescents. BMC Medical Research Methodology, 8(1), 47. 
https://doi.org/10.1186/1471-2288-8-47  

Rapado-Castro, M., McGorry, P. D., Yung, A., Calvo, A., & Nelson, B. (2015). Sources of 
clinical distress in young people at ultra high risk of psychosis. Schizophrenia Research, 
165(1), 15-21. https://doi.org/https://doi.org/10.1016/j.schres.2015.03.022  

Read, J., Harper, D., Tucker, I., & Kennedy, A. (2018). Do adult mental health services identify 
child abuse and neglect? A systematic review. International Journal of Mental Health 
Nursing, 27(1), 7-19. https://doi.org/https://doi.org/10.1111/inm.12369  

Regulations on management and quality work in the health and care service [Forskrift om 
ledelse og kvalitetsforbedring i helse- og omsorgstjenesten], (2017). 
https://lovdata.no/dokument/SF/forskrift/2016-10-28-1250 

Renolen, S. K. (2020). Adverse events in mental healthcare - Incidence, causes and prevention 
[Masteroppgave, Norwegian University of Life Sciences]. 
https://nmbu.brage.unit.no/nmbu-
xmlui/bitstream/handle/11250/2721142/Renolen2020.pdf?sequence=1&isAllowed=y 

Resar, R. K., Rozich, J. D., & Classen, D. (2003). Methodology and rationale for the 
measurement of harm with trigger tools. Quality and Safety in Health Care, 12(suppl 
2), ii39-ii45. https://doi.org/10.1136/qhc.12.suppl_2.ii39  

Resnick, M. D., Bearman, P. S., Blum, R. W., Bauman, K. E., Harris, K. M., Jones, J., Tabor, 
J., Beuhring, T., Sieving, R. E., Shew, M., Ireland, M., Bearinger, L. H., & Udry, J. R. 
(1997). Protecting adolescents from harm. Findings from the National Longitudinal 
Study on Adolescent Health. Jama, 278(10), 823-832. 
https://doi.org/10.1001/jama.278.10.823  

Ridley, C. R., Jeffrey, C. E., & Roberson III, R. B. (2017). Case Mis-Conceptualization in 
Psychological Treatment: An Enduring Clinical Problem. Journal of Clinical 
Psychology, 73(4), 359-375. https://doi.org/https://doi.org/10.1002/jclp.22354  

Ringen, P. A., Faerden, A., Antonsen, B., Falk, R. S., Mamen, A., Rognli, E. B., Solberg, D. 
K., Andreassen, O. A., & Martinsen, E. W. (2018). Cardiometabolic risk factors, 
physical activity and psychiatric status in patients in long-term psychiatric inpatient 
departments. Nordic Journal of Psychiatry, 72(4), 296-302. 
https://doi.org/10.1080/08039488.2018.1449012  

Rober, P. (2017). Addressing the Person of the Therapist in Supervision: The Therapist's Inner 
Conversation Method. Family Process, 56(2), 487-500. 
https://doi.org/https://doi.org/10.1111/famp.12220  

Roberts, G., & Wolfson, P. (2004). The rediscovery of recovery: open to all. Advances in 
Psychiatric Treatment, 10(1), 37-48. https://doi.org/10.1192/apt.10.1.37  

Robinson, N., & Bergen, S. E. (2021). Environmental Risk Factors for Schizophrenia and 
Bipolar Disorder and Their Relationship to Genetic Risk: Current Knowledge and 
Future Directions. Frontiers in Genetics, 12, 686666. 
https://doi.org/10.3389/fgene.2021.686666  

Rognli, E. B., Taipale, H., Hjorthøj, C., Mittendorfer-Rutz, E., Bramness, J. G., Heiberg, I. H., 
& Niemelä, S. (2022). Annual incidence of substance-induced psychoses in Scandinavia 
from 2000 to 2016. Psychol Med, 1-10. https://doi.org/10.1017/s003329172200229x  

Rosenbaum, S., Tiedemann, A., Sherrington, C., Curtis, J., & Ward, P. B. (2014). Physical 
activity interventions for people with mental illness: a systematic review and meta-
analysis. The Journal of clinical psychiatry, 75(9), 964-974. 
https://doi.org/10.4088/JCP.13r08765  

https://doi.org/10.1108/MHRJ-01-2017-0006
https://doi.org/10.1186/1471-2288-8-47
https://doi.org/https:/doi.org/10.1016/j.schres.2015.03.022
https://doi.org/https:/doi.org/10.1111/inm.12369
https://lovdata.no/dokument/SF/forskrift/2016-10-28-1250
https://nmbu.brage.unit.no/nmbu-xmlui/bitstream/handle/11250/2721142/Renolen2020.pdf?sequence=1&isAllowed=y
https://nmbu.brage.unit.no/nmbu-xmlui/bitstream/handle/11250/2721142/Renolen2020.pdf?sequence=1&isAllowed=y
https://doi.org/10.1136/qhc.12.suppl_2.ii39
https://doi.org/10.1001/jama.278.10.823
https://doi.org/https:/doi.org/10.1002/jclp.22354
https://doi.org/10.1080/08039488.2018.1449012
https://doi.org/https:/doi.org/10.1111/famp.12220
https://doi.org/10.1192/apt.10.1.37
https://doi.org/10.3389/fgene.2021.686666
https://doi.org/10.1017/s003329172200229x
https://doi.org/10.4088/JCP.13r08765


80 
 

Rosenberg, M. (1965). Society and the adolescent self-image. Princeton, NJ: Princeton 
University Press.  

Rosenhan, D. L. (1973). On being sane in insane places. Science, 179(4070), 250-258. 
https://doi.org/10.1126/science.179.4070.250  

Rund, B. R. (2018). The research evidence for schizophrenia as a neurodevelopmental disorder. 
Scandinavian Journal of Psychology, 59(1), 49-58. https://doi.org/10.1111/sjop.12414  

Rutter, M. (1999). Resilience concepts and findings: implications for family therapy. Journal 
of Family Therapy, 21(2), 119-144. https://doi.org/https://doi.org/10.1111/1467-
6427.00108  

Rutter, M., & Sroufe, L. A. (2000). Developmental psychopathology: concepts and challenges. 
Development and psychopathology, 12(3), 265-296. 
https://doi.org/10.1017/s0954579400003023  

Ryan, J. E., Veliz, P., McCabe, S. E., Stoddard, S. A., & Boyd, C. J. (2020). Association of 
early onset of cannabis, cigarette, other drug use and schizophrenia or psychosis. 
Schizophrenia Research, 215, 482-484. 
https://doi.org/https://doi.org/10.1016/j.schres.2019.10.002  

Røssberg, J. I. (2019). Kognitiv miljøterapi–hva er kunnskapsstatus? Tidsskrift for Kognitiv 
terapi. https://tidsskrift.kognitiv.no/kognitiv-miljoterapi-hva-er-kunnskapsstatus/  

Sagsveen, E., Rise, M. B., Grønning, K., Westerlund, H., & Bratås, O. (2019). Respect, trust 
and continuity: A qualitative study exploring service users’ experience of involvement 
at a Healthy Life Centre in Norway. Health Expectations, 22(2), 226-234. 
https://doi.org/https://doi.org/10.1111/hex.12846  

Sahakian, B. J., Bruhl, A. B., Cook, J., Killikelly, C., Savulich, G., Piercy, T., Hafizi, S., Perez, 
J., Fernandez-Egea, E., & Suckling, J. (2015). The impact of neuroscience on society: 
cognitive enhancement in neuropsychiatric disorders and in healthy people. 
Philosophical Transactions of the Royal Society B: Biological Sciences, 370(1677), 
20140214. https://doi.org/10.1098/rstb.2014.0214  

Sajith, S. G., Fung, D. S. S., & Chua, H. C. (2021). The Mental Health Trigger Tool: 
Development and Testing of a Specialized Trigger Tool for Mental Health Settings. J 
Patient Saf, 17(4), e360-e366. https://doi.org/10.1097/PTS.0000000000000606  

Salazar de Pablo, G., De Micheli, A., Nieman, D. H., Correll, C. U., Kessing, L. V., Pfennig, 
A., Bechdolf, A., Borgwardt, S., Arango, C., van Amelsvoort, T., Vieta, E., Solmi, M., 
Oliver, D., Catalan, A., Verdino, V., Di Maggio, L., Bonoldi, I., Vaquerizo-Serrano, J., 
Baccaredda Boy, O., . . . Fusar-Poli, P. (2020). Universal and selective interventions to 
promote good mental health in young people: Systematic review and meta-analysis. 
European Neuropsychopharmacology, 41, 28-39. 
https://doi.org/10.1016/j.euroneuro.2020.10.007  

Saunes, I. S., Svendsby, P. O., Mølstad, K., & Thesen, J. (2010). Kartlegging av begrepet 
pasientsikkerhet. N. k. f. helsetjenesten. https://www.fhi.no/publ/2010/kartlegging-av-
begrepet-pasientsikkerhet-----/ 

Saxon, D., Barkham, M., Foster, A., & Parry, G. (2017). The Contribution of Therapist Effects 
to Patient Dropout and Deterioration in the Psychological Therapies. Clinical 
Psychology & Psychotherapy, 24(3), 575-588. https://doi.org/10.1002/cpp.2028  

Schaefer, J. D., Caspi, A., Belsky, D. W., Harrington, H., Houts, R., Horwood, L. J., Hussong, 
A., Ramrakha, S., Poulton, R., & Moffitt, T. E. (2017). Enduring mental health: 
Prevalence and prediction. Journal of Abnormal Psychology, 126(2), 212-224. 
https://doi.org/10.1037/abn0000232  

Schneibel, R., Wilbertz, G., Scholz, C., Becker, M., Brakemeier, E. L., Bschor, T., Zobel, I., & 
Schmoll, D. (2017). Adverse events of group psychotherapy in the in-patient setting - 
results of a naturalistic trial. Acta Psychiatr Scand, 136(3), 247-258. 

https://doi.org/10.1126/science.179.4070.250
https://doi.org/10.1111/sjop.12414
https://doi.org/https:/doi.org/10.1111/1467-6427.00108
https://doi.org/https:/doi.org/10.1111/1467-6427.00108
https://doi.org/10.1017/s0954579400003023
https://doi.org/https:/doi.org/10.1016/j.schres.2019.10.002
https://tidsskrift.kognitiv.no/kognitiv-miljoterapi-hva-er-kunnskapsstatus/
https://doi.org/https:/doi.org/10.1111/hex.12846
https://doi.org/10.1098/rstb.2014.0214
https://doi.org/10.1097/PTS.0000000000000606
https://doi.org/10.1016/j.euroneuro.2020.10.007
https://www.fhi.no/publ/2010/kartlegging-av-begrepet-pasientsikkerhet-----/
https://www.fhi.no/publ/2010/kartlegging-av-begrepet-pasientsikkerhet-----/
https://doi.org/10.1002/cpp.2028
https://doi.org/10.1037/abn0000232


81 
 

https://doi.org/10.1111/acps.12747  
Scholl, I., LaRussa, A., Hahlweg, P., Kobrin, S., & Elwyn, G. (2018). Organizational- and 

system-level characteristics that influence implementation of shared decision-making 
and strategies to address them — a scoping review. Implementation Science, 13(1), 40. 
https://doi.org/10.1186/s13012-018-0731-z  

Schulze, B. (2007). Stigma and mental health professionals: A review of the evidence on an 
intricate relationship. International Review of Psychiatry, 19(2), 137-155. 
https://doi.org/10.1080/09540260701278929  

Scott, D., & Happell, B. (2011). The High Prevalence of Poor Physical Health and Unhealthy 
Lifestyle Behaviours in Individuals with Severe Mental Illness. Issues in Mental Health 
Nursing, 32(9), 589-597. https://doi.org/10.3109/01612840.2011.569846  

Scott, J. G. (2016). Childhood antecedents of schizophrenia: Will understanding 
aetiopathogenesis result in schizophrenia prevention? Social Psychiatry and Psychiatric 
Epidemiology, 51(4), 493-495. https://doi.org/10.1007/s00127-016-1184-9  

Seidman, L. J., & Nordentoft, M. (2015). New Targets for Prevention of Schizophrenia: Is It 
Time for Interventions in the Premorbid Phase? Schizophr Bull, 41(4), 795-800. 
https://doi.org/10.1093/schbul/sbv050  

Seligman, M. E. P. (1992). Helplessness : on depression, development, and death. Freeman.  
Seligman, M. E. P., & Csikszentmihalyi, M. (2000). Positive psychology: An introduction. 

American Psychologist, 55(1), 5-14. https://doi.org/10.1037/0003-066X.55.1.5  
Sharma, S., Kapoor, K., Nasare, N., Bhardhwaj, A., & Kushwaha, S. (2022). Development of 

a Trigger Tool to Identify Adverse Events and Harm in a Neuropsychiatry Setting. J 
Patient Saf, 18(1), e343-e350. https://doi.org/10.1097/pts.0000000000000784  

SKL. (2013). Markörbaserad journalgranskning inom psykiatrisk vård. Rapport från ett 
utvecklingsprojekt. SKL.  

SKL. (2015). Markörbaserad journalgranskning i psykiatri - Handbok. 
https://webbutik.skl.se/sv/artiklar/markorbaserad-journalgranskning-i-psykiatri-for-att-
identifiera-och-mata-skador-i-varden.html  

SKL. (2018a). Markörbaserad journalgranskning i psykiatri-Handbok.[Trigger-based journal 
review in psychiatric care-Handbook.] 2015. Retrieved. 
https://skr.se/halsasjukvard/patientsakerhet/matningavskadorivarden/markorbaseradjo
urnalgranskning.4633.html  

SKL. (2018b). Skador inom psykiatrisk vård. SKL. 
https://webbutik.skl.se/shop?funk=visa_artikel&artnr=7585-646-9 

Škodlar, B., & Henriksen, M. G. (2019). Toward a Phenomenological Psychotherapy for 
Schizophrenia. Psychopathology, 52(2), 117-125. https://doi.org/10.1159/000500163  

Skogen, J. C., Smith, O. R. F., Aarø, L. E., Siqveland, J., & Øverland, S. (2018). Barn og unges 
psykiske helse: Forebyggende og helsefremmende folkehelsetiltak. En 
kunnskapsoversikt. [Mental health among children and adolescents. Health-promoting 
and preventive public health interventions. A summary of evidence about effects.] 
(Rapport 2018). Folkehelseinstituttet. https://www.fhi.no/publ/2018/barn-og-unges-
psykiske-helse-forebyggende-og-helsefremmende-folkehelsetilta/ 

Skorpen, F., Rehnsfeldt, A., & Thorsen, A. A. (2015). The significance of small things for 
dignity in psychiatric care. Nursing Ethics, 22(7), 754-764. 
https://doi.org/10.1177/0969733014551376  

Slade, M., Amering, M., Farkas, M., Hamilton, B., O'Hagan, M., Panther, G., Perkins, R., 
Shepherd, G., Tse, S., & Whitley, R. (2014). Uses and abuses of recovery: implementing 
recovery-oriented practices in mental health systems. World Psychiatry, 13(1), 12-20. 
https://doi.org/https://doi.org/10.1002/wps.20084  

Slade, M., Leamy, M., Bacon, F., Janosik, M., Le Boutillier, C., Williams, J., & Bird, V. (2012). 

https://doi.org/10.1111/acps.12747
https://doi.org/10.1186/s13012-018-0731-z
https://doi.org/10.1080/09540260701278929
https://doi.org/10.3109/01612840.2011.569846
https://doi.org/10.1007/s00127-016-1184-9
https://doi.org/10.1093/schbul/sbv050
https://doi.org/10.1037/0003-066X.55.1.5
https://doi.org/10.1097/pts.0000000000000784
https://webbutik.skl.se/sv/artiklar/markorbaserad-journalgranskning-i-psykiatri-for-att-identifiera-och-mata-skador-i-varden.html
https://webbutik.skl.se/sv/artiklar/markorbaserad-journalgranskning-i-psykiatri-for-att-identifiera-och-mata-skador-i-varden.html
https://skr.se/halsasjukvard/patientsakerhet/matningavskadorivarden/markorbaseradjournalgranskning.4633.html
https://skr.se/halsasjukvard/patientsakerhet/matningavskadorivarden/markorbaseradjournalgranskning.4633.html
https://webbutik.skl.se/shop?funk=visa_artikel&artnr=7585-646-9
https://doi.org/10.1159/000500163
https://www.fhi.no/publ/2018/barn-og-unges-psykiske-helse-forebyggende-og-helsefremmende-folkehelsetilta/
https://www.fhi.no/publ/2018/barn-og-unges-psykiske-helse-forebyggende-og-helsefremmende-folkehelsetilta/
https://doi.org/10.1177/0969733014551376
https://doi.org/https:/doi.org/10.1002/wps.20084


82 
 

International differences in understanding recovery: systematic review. Epidemiology 
and Psychiatric Sciences, 21(4), 353-364. https://doi.org/10.1017/S2045796012000133  

Sommer, I. E., Bearden, C. E., van Dellen, E., Breetvelt, E. J., Duijff, S. N., Maijer, K., van 
Amelsvoort, T., de Haan, L., Gur, R. E., Arango, C., Díaz-Caneja, C. M., Vinkers, C. 
H., & Vorstman, J. A. (2016). Early interventions in risk groups for schizophrenia:what 
are we waiting for? Nature Partner Journals Schizophrenia, 2. 
https://doi.org/10.1038/npjschz.2016.3  

Sormunen, E., Saarinen, M. M., Salokangas, R. K. R., Telama, R., Hutri-Kähönen, N., 
Tammelin, T., Viikari, J., Raitakari, O., & Hietala, J. (2017). Effects of childhood and 
adolescence physical activity patterns on psychosis risk-a general population cohort 
study. Nature Partner Journals Schizophrenia, 3, 5. https://doi.org/10.1038/s41537-
016-0007-z  

Spencer, J., Goode, J., Penix, E. A., Trusty, W., & Swift, J. K. (2019). Developing a 
collaborative relationship with clients during the initial sessions of psychotherapy. 
Psychotherapy, 56(1), 7-10. https://doi.org/10.1037/pst0000208  

St.meld. nr. 7 (2019-2020). (2019). Nasjonal helse- og sykehusplan 2020-2023. Oslo: Helse- 
og omsorgsdepartementet Retrieved from 
https://www.regjeringen.no/no/dokumenter/meld.-st.-7-20192020/id2678667/ 

Stainton, A., Chisholm, K., Kaiser, N., Rosen, M., Upthegrove, R., Ruhrmann, S., & Wood, S. 
J. (2019). Resilience as a multimodal dynamic process. Early Intervention in Psychiatry, 
13(4), 725-732. https://doi.org/https://doi.org/10.1111/eip.12726  

Standard Norge. (2015). Ledelsessystemer for kvalitet - Krav (ISO 9001:2015). In: Standard 
Norge. 

Steinhausen, H.-C., & Metzke, C. W. (2001). Risk, compensatory, vulnerability, and protective 
factors influencing mental health in adolescence. Journal of Youth and Adolescence, 
30(3), 259-280. https://doi.org/http://dx.doi.org/10.1023/A:1010471210790  

Steinsbekk, A., Westerlund, H., Bjørgen, D., & Rise, M. B. (2013). Hvordan beskriver brukere 
av psykiske helse-og sosialtjenester et godt tjenestetilbud. Tidsskrift for Norsk 
psykologforening, 50(1), 2-5. 
https://psykologtidsskriftet.no/fagbulletin/2013/01/hvordan-beskriver-brukere-av-
psykiske-helse-og-sosialtjenester-et-godt?redirected=1  

Stensrud, B., Høyer, G., Beston, G., Granerud, A., & Landheim, A. S. (2016). “Care or 
control?”: a qualitative study of staff experiences with outpatient commitment orders. 
Social Psychiatry and Psychiatric Epidemiology, 51(5), 747-755. 
https://doi.org/10.1007/s00127-016-1193-8  

Stice, E., Shaw, H., Bohon, C., Marti, C. N., & Rohde, P. (2009). A meta-analytic review of 
depression prevention programs for children and adolescents: factors that predict 
magnitude of intervention effects. Journal of consulting and clinical psychology, 77(3), 
486. https://doi.org/10.1037/a0015168  

Stickley, T., & Wright, N. (2011). The British research evidence for recovery, papers published 
between 2006 and 2009 (inclusive). Part Two: a review of the grey literature including 
book chapters and policy documents. J Psychiatr Ment Health Nurs, 18(4), 297-307. 
https://doi.org/https://doi.org/10.1111/j.1365-2850.2010.01663.x  

Stiggelbout, A. M., Weijden, T. V. d., Wit, M. P. T. D., Frosch, D., Légaré, F., Montori, V. M., 
Trevena, L., & Elwyn, G. (2012). Shared decision making: really putting patients at the 
centre of healthcare. BMJ, 344, e256. https://doi.org/10.1136/bmj.e256  

Storm, M., & Edwards, A. (2013). Models of User Involvement in the Mental Health Context: 
Intentions and Implementation Challenges. Psychiatric Quarterly, 84(3), 313-327. 
https://doi.org/10.1007/s11126-012-9247-x  

Strauss, B., Gawlytta, R., Schleu, A., & Frenzl, D. (2021). Negative effects of psychotherapy: 

https://doi.org/10.1017/S2045796012000133
https://doi.org/10.1038/npjschz.2016.3
https://doi.org/10.1038/s41537-016-0007-z
https://doi.org/10.1038/s41537-016-0007-z
https://doi.org/10.1037/pst0000208
https://www.regjeringen.no/no/dokumenter/meld.-st.-7-20192020/id2678667/
https://doi.org/https:/doi.org/10.1111/eip.12726
https://doi.org/http:/dx.doi.org/10.1023/A:1010471210790
https://psykologtidsskriftet.no/fagbulletin/2013/01/hvordan-beskriver-brukere-av-psykiske-helse-og-sosialtjenester-et-godt?redirected=1
https://psykologtidsskriftet.no/fagbulletin/2013/01/hvordan-beskriver-brukere-av-psykiske-helse-og-sosialtjenester-et-godt?redirected=1
https://doi.org/10.1007/s00127-016-1193-8
https://doi.org/10.1037/a0015168
https://doi.org/https:/doi.org/10.1111/j.1365-2850.2010.01663.x
https://doi.org/10.1136/bmj.e256
https://doi.org/10.1007/s11126-012-9247-x


83 
 

estimating the prevalence in a random national sample. BJPsych Open, 7(6), e186, 
Article e186. https://doi.org/10.1192/bjo.2021.1025  

Strupp, H. H., Hadley, S. W., & Gomes-Schwartz, B. (1977). Psychotherapy for better or 
worse: The problem of negative effects. Jason Aronson.  

Størksen, I., Røysamb, E., Holmen, T. L., & Tambs, K. (2006). Adolescent adjustment and 
well-being: Effects of parental divorce and distress. Scandinavian Journal of 
Psychology, 47(1), 75-84. https://doi.org/https://doi.org/10.1111/j.1467-
9450.2006.00494.x  

Svirskis, T., Korkeila, J., Heinimaa, M., Huttunen, J., Ilonen, T., Ristkari, T., Hietala, J., 
Syvälahti, E., McGlashan, T., Vahlberg, T., & Salokangas, R. K. R. (2007). Quality of 
life and functioning ability in subjects vulnerable to psychosis. Comprehensive 
Psychiatry, 48(2), 155-160. 
https://doi.org/https://doi.org/10.1016/j.comppsych.2006.10.008  

Sweeney, A., Fahmy, S., Nolan, F., Morant, N., Fox, Z., Lloyd-Evans, B., Osborn, D., Burgess, 
E., Gilburt, H., McCabe, R., Slade, M., & Johnson, S. (2014). The relationship between 
therapeutic alliance and service user satisfaction in mental health inpatient wards and 
crisis house alternatives: a cross-sectional study. PLoS One, 9(7), e100153. 
https://doi.org/10.1371/journal.pone.0100153  

Tambs, K. (2004). Valg av spørsmål til kortversjoner av etablerte psykometriske instrumenter: 
Forslag til framgangsmåte og noen eksempler. In I. Sandanger, G. Ingebrigtsen, J. F. 
Nygård, & K. Sørgaard (Eds.), Ubevisst sjeleliv og bevisst samfunnsliv Psykisk helse i 
en sammenheng: Festskrift til Tom Sørensen på hans 60-årsdag (pp. 217-231). 
Nordkyst Psykiatri AS.  

Tambs, K., & Moum, T. (1993). How well can a few questionnaire items indicate anxiety and 
depression? Acta Psychiatr Scand, 87(5), 364-367. 
https://doi.org/https://doi.org/10.1111/j.1600-0447.1993.tb03388.x  

Tarbox, S. I., & Pogue-Geile, M. F. (2008). Development of social functioning in 
preschizophrenia children and adolescents: A systematic review. Psychological 
Bulletin, 134(4), 561-583. https://doi.org/10.1037/0033-2909.34.4.561  

Teachman, B. A., White, B. A., & Lilienfeld, S. O. (2021). Identifying harmful therapies: 
Setting the research agenda. Clinical Psychology: Science and Practice, 28(1), 101-106. 
https://doi.org/10.1037/cps0000002  

The Health Research Act. (2020). Act on medical and healthcare research [Lov om medisinsk 
og helsefaglig forskning].  Retrieved from https://lovdata.no/lov/2008-06-20-44 

The Parliamentary Ombud, S. (2016). Besøksrapport Universitetssykehuset Nord-Norge HF 
26.–28. april 2016. Sivilombudsmannens forebyggingsenhet mot tortur og 
umenneskelig behandling ved frihetsberøvelse. https://www.sivilombudet.no//wp-
content/uploads/2016/08/UNN-bes%C3%B8ksrapport-2016.pdf 

Thibaut, B., Dewa, L. H., Ramtale, S. C., D'Lima, D., Adam, S., Ashrafian, H., Darzi, A., & 
Archer, S. (2019). Patient safety in inpatient mental health settings: a systematic review. 
BMJ Open, 9(12), e030230. https://doi.org/10.1136/bmjopen-2019-030230  

Thimm, J. C., Antonsen, L., & Malmedal, W. (2020). Patients' perception of user involvement 
in psychiatric outpatient treatment: Associations with patient characteristics and 
satisfaction. Health Expect, 23(6), 1477-1484. https://doi.org/10.1111/hex.13132  

Thomas, E. C., Despeaux, K. E., Drapalski, A. L., & Bennett, M. (2018). Person-Oriented 
Recovery of Individuals With Serious Mental Illnesses: A Review and Meta-Analysis 
of Longitudinal Findings. Psychiatric Services, 69(3), 259-267. 
https://doi.org/10.1176/appi.ps.201700058  

Thompson, E., Kline, E., Ellman, L. M., Mittal, V., Reeves, G. M., & Schiffman, J. (2015). 
Emotional and behavioral symptomatology reported by help-seeking youth at clinical 

https://doi.org/10.1192/bjo.2021.1025
https://doi.org/https:/doi.org/10.1111/j.1467-9450.2006.00494.x
https://doi.org/https:/doi.org/10.1111/j.1467-9450.2006.00494.x
https://doi.org/https:/doi.org/10.1016/j.comppsych.2006.10.008
https://doi.org/10.1371/journal.pone.0100153
https://doi.org/https:/doi.org/10.1111/j.1600-0447.1993.tb03388.x
https://doi.org/10.1037/0033-2909.34.4.561
https://doi.org/10.1037/cps0000002
https://lovdata.no/lov/2008-06-20-44
https://www.sivilombudet.no/wp-content/uploads/2016/08/UNN-bes%C3%B8ksrapport-2016.pdf
https://www.sivilombudet.no/wp-content/uploads/2016/08/UNN-bes%C3%B8ksrapport-2016.pdf
https://doi.org/10.1136/bmjopen-2019-030230
https://doi.org/10.1111/hex.13132
https://doi.org/10.1176/appi.ps.201700058


84 
 

high-risk for psychosis. Schizophrenia Research, 162(1), 79-85. 
https://doi.org/https://doi.org/10.1016/j.schres.2015.01.023  

Thornicroft, G. (2008). Stigma and discrimination limit access to mental health care. 
Epidemiology and Psychiatric Sciences, 17(1), 14-19. 
https://doi.org/10.1017/S1121189X00002621  

Tiihonen, J., Lönnqvist, J., Wahlbeck, K., Klaukka, T., Niskanen, L., Tanskanen, A., & Haukka, 
J. (2009). 11-year follow-up of mortality in patients with schizophrenia: a population-
based cohort study (FIN11 study). Lancet, 374(9690), 620-627. 
https://doi.org/10.1016/s0140-6736(09)60742-x  

Topor, A., Bøe, T. D., & Larsen, I. B. (2018). Small Things, Micro-Affirmations and Helpful 
Professionals Everyday Recovery-Orientated Practices According to Persons with 
Mental Health Problems. Community Mental Health Journal, 54(8), 1212-1220. 
https://doi.org/10.1007/s10597-018-0245-9  

Topor, A., & Denhov, A. (2015). Going beyond: Users’ experiences of helping professionals. 
Psychosis, 7(3), 228-236. https://doi.org/10.1080/17522439.2014.956784  

Torgalsbøen, A.-K., Fu, S., & Czajkowski, N. (2018). Resilience trajectories to full recovery in 
first-episode schizophrenia. European Psychiatry, 52, 54-60. 
https://doi.org/https://doi.org/10.1016/j.eurpsy.2018.04.007  

Torgalsbøen, A.-K., & Rund, B. R. (2010). Maintenance of Recovery From Schizophrenia at 
20-Year Follow-Up: What Happened? Psychiatry: Interpersonal and Biological 
Processes, 73(1), 70-83. https://doi.org/10.1521/psyc.2010.73.1.70  

Torgalsbøen, A. K. (2012). Sustaining full recovery in schizophrenia after 15 years: does 
resilience matter? Clinical Schizophrenia & Related Psychoses, 5(4), 193-200. 
https://doi.org/10.3371/csrp.5.4.3  

Triliva, S., Ntani, S., Giovazolias, T., Kafetsios, K., Axelsson, M., Bockting, C., Buysse, A., 
Desmet, M., Dewaele, A., Hannon, D., Haukenes, I., Hensing, G., Meganck, R., Rutten, 
K., Schønning, V., Van Beveren, L., Vandamme, J., & Øverland, S. (2020). Healthcare 
professionals’ perspectives on mental health service provision: a pilot focus group study 
in six European countries. International journal of mental health systems, 14(1), 16. 
https://doi.org/10.1186/s13033-020-00350-1  

True, G., Frasso, R., Cullen, S. W., Hermann, R. C., & Marcus, S. C. (2017). Adverse events 
in veterans affairs inpatient psychiatric units: Staff perspectives on contributing and 
protective factors. General Hospital Psychiatry, 48, 65-71. 
https://doi.org/10.1016/j.genhosppsych.2017.07.001  

Tschuschke, V., Koemeda-Lutz, M., von Wyl, A., Crameri, A., & Schulthess, P. (2020). The 
Impact of Patients' and Therapists' Views of the Therapeutic Alliance on Treatment 
Outcome in Psychotherapy The Journal of Nervous and Mental Disease, 208(1), 56-64. 
https://doi.org/10.1097/NMD.0000000000001111.  

UEMS. (2006). BUDAPEST DECLARATION on ENSURING THE QUALITY OF MEDICAL 
CARE. https://www.uems.eu/__data/assets/pdf_file/0016/1483/875.pdf 

Urheim, R., Palmstierna, T., Rypdal, K., Gjestad, R., Senneseth, M., & Mykletun, A. (2020). 
Violence rate dropped during a shift to individualized patient-oriented care in a high 
security forensic psychiatric ward. BMC Psychiatry, 20(1), 200. 
https://doi.org/10.1186/s12888-020-02524-0  

Van Dorn, R. A., Grimm, K. J., Desmarais, S. L., Tueller, S. J., Johnson, K. L., & Swartz, M. 
S. (2017). Leading indicators of community-based violent events among adults with 
mental illness. Psychol Med, 47(7), 1179-1191. 
https://doi.org/10.1017/s0033291716003160  

Varese, F., Smeets, F., Drukker, M., Lieverse, R., Lataster, T., Viechtbauer, W., Read, J., van 
Os, J., & Bentall, R. P. (2012). Childhood Adversities Increase the Risk of Psychosis: 

https://doi.org/https:/doi.org/10.1016/j.schres.2015.01.023
https://doi.org/10.1017/S1121189X00002621
https://doi.org/10.1016/s0140-6736(09)60742-x
https://doi.org/10.1007/s10597-018-0245-9
https://doi.org/10.1080/17522439.2014.956784
https://doi.org/https:/doi.org/10.1016/j.eurpsy.2018.04.007
https://doi.org/10.1521/psyc.2010.73.1.70
https://doi.org/10.3371/csrp.5.4.3
https://doi.org/10.1186/s13033-020-00350-1
https://doi.org/10.1016/j.genhosppsych.2017.07.001
https://doi.org/10.1097/NMD.0000000000001111
https://www.uems.eu/__data/assets/pdf_file/0016/1483/875.pdf
https://doi.org/10.1186/s12888-020-02524-0
https://doi.org/10.1017/s0033291716003160


85 
 

A Meta-analysis of Patient-Control, Prospective- and Cross-sectional Cohort Studies. 
Schizophr Bull, 38(4), 661-671. https://doi.org/10.1093/schbul/sbs050  

Vasey, M. W., & Dadds, M. R. (2001). The Developmental Psychopathology of Anxiety. Oxford 
University Press. https://doi.org/10.1093/med:psych/9780195123630.001.0001  

Velligan, D. I., Roberts, D. L., Sierra, C., Fredrick, M. M., & Roach, M. J. (2016). What Patients 
With Severe Mental Illness Transitioning From Hospital to Community Have to Say 
About Care and Shared Decision-Making. Issues in Mental Health Nursing, 37(6), 400-
405. https://doi.org/10.3109/01612840.2015.1132289  

Ventura, C. A. A., Austin, W., Carrara, B. S., & de Brito, E. S. (2021). Nursing care in mental 
health: Human rights and ethical issues. Nursing Ethics, 28(4), 463-480. 
https://doi.org/10.1177/0969733020952102  

von Peter, S., Krispin, H., Kato Glück, R., Ziegenhagen, J., Göppert, L., Jänchen, P., Schmid, 
C., Neumann, A., Baum, F., Soltmann, B., Heinze, M., Schwarz, J., Beeker, T., & 
Ignatyev, Y. (2022). Needs and Experiences in Psychiatric Treatment (NEPT)- Piloting 
a Collaboratively Generated, Initial Research Tool to Evaluate Cross-Sectoral Mental 
Health Services. Front Psychiatry, 13, 781726. 
https://doi.org/10.3389/fpsyt.2022.781726  

Vyskocilová, J., & Prasko, J. (2013). Ethical reflection and psychotherapy. 
Neuroendocrinology Letters, 34(7), 590-600. 
http://nel.altamira.sk/userfiles/articlesnew/NEL340713R02.pdf  

Waddell, A. E., & Gratzer, D. (2021). Patient Safety and Mental Health—A Growing Quality 
Gap in Canada. The Canadian Journal of Psychiatry, 0(0), 07067437211036596. 
https://doi.org/10.1177/07067437211036596  

Wambua, G. N., Kilian, S., Ntlantsana, V., & Chiliza, B. (2020). The association between 
resilience and psychosocial functioning in schizophrenia: A systematic review and 
meta-analysis. Psychiatry Research, 293, 113374. 
https://doi.org/https://doi.org/10.1016/j.psychres.2020.113374  

Wampold, B. E., & Imel, Z. E. (2015). The great psychotherapy debate: The evidence for what 
makes psychotherapy work. Routledge.  

Wang, K., Link, B. G., Corrigan, P. W., Davidson, L., & Flanagan, E. (2018). Perceived 
provider stigma as a predictor of mental health service users' internalized stigma and 
disempowerment. Psychiatry Research, 259, 526-531. 
https://doi.org/https://doi.org/10.1016/j.psychres.2017.11.036  

Weare, K., & Nind, M. (2011). Mental health promotion and problem prevention in schools: 
what does the evidence say? Health Promotion International, 26(suppl_1), i29-i69. 
https://doi.org/10.1093/heapro/dar075  

Weiden, P. J. (2016). Beyond psychopharmacology: Emerging psychosocial interventions for 
core symptoms of schizophrenia. Focus, 14(3), 315-327. 
https://doi.org/10.1176/appi.focus.20160014  

Welham, J., Isohanni, M., Jones, P., & McGrath, J. (2009). The Antecedents of Schizophrenia: 
A Review of Birth Cohort Studies. Schizophr Bull, 35(3), 603-623. 
https://doi.org/10.1093/schbul/sbn084  

WHO. (1987). Ottawa charter for health promotion,. In. 
WHO. (2013). Exploring patient participation in reducing health-care-related safety risks. W. 

H. Organization. https://www.euro.who.int/en/publications/abstracts/exploring-patient-
participation-in-reducing-health-care-related-safety-risks 

WHO. (2016). ICD-10. International Statistical Classification of Diseases and Related Health 
Problems (10th Rev.). World Health Organisation.  

WHO. (2020). Patient Safety Incident Reporting and Learning Systems: Technical report and 
guidance. W. H. Organization. 

https://doi.org/10.1093/schbul/sbs050
https://doi.org/10.1093/med:psych/9780195123630.001.0001
https://doi.org/10.3109/01612840.2015.1132289
https://doi.org/10.1177/0969733020952102
https://doi.org/10.3389/fpsyt.2022.781726
http://nel.altamira.sk/userfiles/articlesnew/NEL340713R02.pdf
https://doi.org/10.1177/07067437211036596
https://doi.org/https:/doi.org/10.1016/j.psychres.2020.113374
https://doi.org/https:/doi.org/10.1016/j.psychres.2017.11.036
https://doi.org/10.1093/heapro/dar075
https://doi.org/10.1176/appi.focus.20160014
https://doi.org/10.1093/schbul/sbn084
https://www.euro.who.int/en/publications/abstracts/exploring-patient-participation-in-reducing-health-care-related-safety-risks
https://www.euro.who.int/en/publications/abstracts/exploring-patient-participation-in-reducing-health-care-related-safety-risks


86 

https://www.who.int/publications/i/item/9789240010338 
WHO. (2021a). Comprehensive mental health action plan 2013–2030. 

https://www.who.int/initiatives/mental-health-action-plan-2013-2030 
WHO. (2021b). ICD-11. 6A20 Schizophrenia. Retrieved 22. June 2021 from 

https://icd.who.int/browse11/l-
m/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f1683919430 

WHO. (2021c). Patient safety. https://www.euro.who.int/en/health-topics/Health-
systems/patient-safety/patient-safety 

Wilkinson, S. R. (2010). Another day older and deeper in therapy: Can the Dynamic-
Maturational Model offer a way out? Clinical Child Psychology and Psychiatry, 15(3), 
423-432. https://doi.org/10.1177/1359104510368208

Williams, A. J., Botanov, Y., Kilshaw, R. E., Wong, R. E., & Sakaluk, J. K. (2021). Potentially 
harmful therapies: A meta-scientific review of evidential value. Clinical Psychology: 
Science and Practice, 28(1), 5-18. https://doi.org/10.1111/cpsp.12331  

Wittchen, H. U., Jacobi, F., Rehm, J., Gustavsson, A., Svensson, M., Jönsson, B., Olesen, J., 
Allgulander, C., Alonso, J., Faravelli, C., Fratiglioni, L., Jennum, P., Lieb, R., Maercker, 
A., van Os, J., Preisig, M., Salvador-Carulla, L., Simon, R., & Steinhausen, H. C. 
(2011). The size and burden of mental disorders and other disorders of the brain in 
Europe 2010. European Neuropsychopharmacology, 21(9), 655-679. 
https://doi.org/https://doi.org/10.1016/j.euroneuro.2011.07.018  

World Medical Association. (2013). World Medical Association Declaration of Helsinki: 
Ethical Principles for Medical Research Involving Human Subjects. Jama, 310(20), 
2191-2194. https://doi.org/10.1001/jama.2013.281053  

Wormdahl, I., Husum, T. L., Rugkåsa, J., & Rise, M. B. (2020). Professionals’ perspectives on 
factors within primary mental health services that can affect pathways to involuntary 
psychiatric admissions. International journal of mental health systems, 14(1), 86. 
https://doi.org/10.1186/s13033-020-00417-z  

Wynn, R., Kvalvik, A.-M., & Hynnekleiv, T. (2011). Attitudes to coercion at two Norwegian 
psychiatric units. Nordic Journal of Psychiatry, 65(2), 133-137. 
https://doi.org/10.3109/08039488.2010.513068  

Zhang, S., Mellsop, G., Brink, J., & Wang, X. (2015). Involuntary admission and treatment of 
patients with mental disorder. Neuroscience Bulletin, 31(1), 99-112. 
https://doi.org/10.1007/s12264-014-1493-5  

Zipursky, R. B., & Agid, O. (2015). Recovery, not progressive deterioration, should be the 
expectation in schizophrenia. World psychiatry : official journal of the World 
Psychiatric Association (WPA), 14(1), 94-96. https://doi.org/10.1002/wps.20194  

Zisman-Ilani, Y., Lysaker, P. H., & Hasson-Ohayon, I. (2021). Shared Risk Taking: Shared 
Decision Making in Serious Mental Illness. Psychiatric Services, 72(4), 461-463. 
https://doi.org/10.1176/appi.ps.202000156  

Zumstein, N., & Riese, F. (2020). Defining Severe and Persistent Mental Illness—A Pragmatic 
Utility Concept Analysis [Systematic Review]. Frontiers in Psychiatry, 11. 
https://doi.org/10.3389/fpsyt.2020.00648  

Åndanes, M., Høiseth, J. R., Magnussen, M., Thaulow, K., & Kaspersen, S. L. (2021). 
Pakkeforløp for psykisk helse og rus - brukere, pårørende og fagfolks erfaringer (2021: 
00090). SINTEF. https://sintef.brage.unit.no/sintef-
xmlui/bitstream/handle/11250/2988554/Rapport+2_pakkeforl%C3%B8p_1.3.2021_si
gnert.pdf?sequence=1 

Åndanes, M., Kaspersen, S. L., Melby, L., & Lassemo, E. (2020). Pakkeforløp for psykisk helse 
og rus - fagfolks erfaringer første året (2020:00064). SINTEF. 
https://hdl.handle.net/11250/2719242 

https://www.who.int/publications/i/item/9789240010338
https://www.who.int/initiatives/mental-health-action-plan-2013-2030
https://icd.who.int/browse11/l-m/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f1683919430
https://icd.who.int/browse11/l-m/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f1683919430
https://www.euro.who.int/en/health-topics/Health-systems/patient-safety/patient-safety
https://www.euro.who.int/en/health-topics/Health-systems/patient-safety/patient-safety
https://doi.org/10.1177/1359104510368208
https://doi.org/10.1111/cpsp.12331
https://doi.org/https:/doi.org/10.1016/j.euroneuro.2011.07.018
https://doi.org/10.1001/jama.2013.281053
https://doi.org/10.1186/s13033-020-00417-z
https://doi.org/10.3109/08039488.2010.513068
https://doi.org/10.1007/s12264-014-1493-5
https://doi.org/10.1002/wps.20194
https://doi.org/10.1176/appi.ps.202000156
https://doi.org/10.3389/fpsyt.2020.00648
https://sintef.brage.unit.no/sintef-xmlui/bitstream/handle/11250/2988554/Rapport+2_pakkeforl%C3%B8p_1.3.2021_signert.pdf?sequence=1
https://sintef.brage.unit.no/sintef-xmlui/bitstream/handle/11250/2988554/Rapport+2_pakkeforl%C3%B8p_1.3.2021_signert.pdf?sequence=1
https://sintef.brage.unit.no/sintef-xmlui/bitstream/handle/11250/2988554/Rapport+2_pakkeforl%C3%B8p_1.3.2021_signert.pdf?sequence=1
https://hdl.handle.net/11250/2719242


87 
 

Aas, M., Andreassen, O. A., Aminoff, S. R., Færden, A., Romm, K. L., Nesvåg, R., Berg, A. 
O., Simonsen, C., Agartz, I., & Melle, I. (2016). A history of childhood trauma is 
associated with slower improvement rates: Findings from a one-year follow-up study of 
patients with a first-episode psychosis. BMC Psychiatry, 16(1), 126. 
https://doi.org/10.1186/s12888-016-0827-4  

 
 
 
 
 
 
 

https://doi.org/10.1186/s12888-016-0827-4




Paper I



This paper is not included due to copyright restrictions available in 
Nordic Journal of Psychiatry 2016 ;Volum 70.(2) s. 111-115 
https://doi.org/10.3109/08039488.2015.1055300





Paper II





















































Paper III



This paper is  awaiting publication and is not included



Paper IV



This paper is not included due to copyright restrictions available in
International Journal of Risk and Safety in Medicine 2019 ;Volum 30.(4) s. 203-216 
https://doi.org/10.3233/JRS-190064



ISBN 978-82-326-7052-9 (printed ver.)
ISBN 978-82-326-7051-2 (electronic ver.)

ISSN 1503-8181 (printed ver.)
ISSN 2703-8084 (online ver.)

Doctoral theses at NTNU, 2023:174

Arne Emil Okkenhaug

Comprehensive care for 
persons with severe mental 
disorders

Elements of relevance throughout all phases

D
octoral theses at N

TN
U

, 2023:174
Arne Em

il O
kkenhaug

N
TN

U
N

or
w

eg
ia

n 
U

ni
ve

rs
ity

 o
f S

ci
en

ce
 a

nd
 

Te
ch

no
lo

gy
Th

es
is

 fo
r t

he
 D

eg
re

e 
of

Ph
ilo

so
ph

ia
e 

D
oc

to
r

Fa
cu

lty
 o

f M
ed

ic
in

e 
an

d 
H

ea
lth

 S
ci

en
ce

s
D

ep
ar

tm
en

t o
f M

en
ta

l H
ea

lth
D

oc
to

ra
l t

he
si

s


	1_Avhandling Comprehensive care Arne Okkenhaug
	ACKNOWLEDGEMENTS
	ABBREVIATIONS
	ABSTRACT
	NORWEGIAN SUMMARY
	LIST OF PUBLICATIONS
	1 INTRODUCTION
	2 BACKGROUND
	2.1 Mental disorder, severe mental disorder and schizophrenia
	2.2 Protective and risk factors
	2.2.1 A developmental psychopathology model
	2.2.2 Risk factors for SMD and schizophrenia

	2.3 Preventive interventions
	2.3.1 Interventions in adolescent mental health

	2.4 Treatment and care of people with SMD and schizophrenia
	2.4.1 Schizophrenia – different approaches in treatment
	2.4.2 Patient experiences and co-determination
	2.4.3 Treatment collaboration

	2.5  Patient participation in development of services and mental health research
	2.6  Patient safety
	2.6.1  Adverse events

	2.7 Research topics and aims of this thesis

	3 METHODS
	3.1 Methodological approach
	3.2  Samples and procedure
	3.2.1  Samples: Paper 1 and 2
	3.2.2  Procedure: Papers 1 and 2
	3.2.3 Samples: Paper 3
	3.2.4  Procedure: Paper 3
	3.2.5  Sample: Paper 4
	3.2.6  Procedure: Paper 4

	3.3 Measures
	3.3.1  Study 1, Papers 1 and 2. Young HUNT1 Questionnaire
	3.3.2  Topic guide based on GTT-P
	3.3.3  GTT-P

	3.4 Analysis
	3.4.1 Papers 1 and 2
	3.4.2 Paper 3
	3.4.3 Paper 4


	4 RESULTS
	4.1  Papers 1 and 2
	4.2  Paper 3
	4.3  Paper 4
	4.4 Summary of results

	5 DISCUSSION
	5.1  Prevention before developing a disorder
	5.2 Protective factors that encourage recovery
	5.2.1 Service users’ involvement in recovery
	5.2.2  The significance of relationships and collaboration
	5.2.3  Minimizing AEs

	5.3 Ethical considerations
	5.4   Methodological strengths and limitations
	5.4.1 Papers 1 and 2
	5.4.2 Paper 3
	5.4.3 Paper 4

	5.5  Implications for practice
	5.6 Further research

	6 CONCLUSION
	Reference list:

	2_Okkenhaug et al 2015
	3_Okkenhaug et al 2018
	4_2_230512 Main Document_Beyond
	Abstract
	Introduction: International comparative research is key to identifying different approaches to common problems but there is little consensus on cross-cultural and cross-national adaptation of research instruments.
	Results: We highlight both the differences and commonalities in defining the nature of risks, the adverse events and the triggers of such events. Service user involvement and co-production was essential for both the translation and adaptation of the r...
	Implications for practice: When translating and developing the ‘Global Trigger Tool – Psychiatry’ (GTT-P) from Swedish to Norwegian, we have considered the knowledge and experiences of both service users and health professionals. It is our ambition th...
	Relevance statement
	Introduction
	Materials and Methods
	Analysis

	Results
	Adverse Event - Mental Injury
	Adverse Event - Physical Injury

	The potential of physical injury from treatment in a psychiatric setting was only raised in the health professional focus groups but when raised in the Dialogue Conference engendered a response from service users. As one health professional explained,
	Trigger - Coercion
	Trigger – Inadequate treatment
	Trigger - Insufficient Continuity of care and transition
	The Dialogue Conference

	Discussion
	Strengths and limitations

	Conclusions
	Further research

	Ethical statements
	Accessible summary
	References
	Table 1. Research participants

	5_Okkenhaug et al 2019 pdf
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page



