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ABSTRACT
Community-based mental healthcare in Norway consists of local community mental health centres (CMHCs)
collaborating with general practitioners and primary mental healthcare in the municipalities, and with psychiatrists
and psychologists working in private practices. The CMHCs were developed from the 1980s to give a broad range
of comprehensive mental health services in local catchment areas. The CMHCs have outpatient clinics, mobile teams,
and inpatient wards. They serve the larger group of patients needing specialized mental healthcare, and they also
collaborate with the hospital-based mental health services. Both CMHCs and hospitals are operated by 19 health
trusts with public funding.
Increasing resources in community-based mental healthcare was a major aim in a national plan for mental health
between 1999 and 2008. The number of beds has decreased in CMHCs the last decade, while there has been an increase
in mobile teams including crisis resolution teams (CRTs), early intervention teams for psychosis and assertive community
treatment teams (ACT teams). Team-based care for mental health problems is also part of primary care, including care
for patients with severe mental illnesses. Involuntary inpatient admissions mainly take place at hospitals, but CMHCs
may continue such admissions and give community treatment orders for involuntary treatment in the community.
The increasing specialization of mental health services are considered to have improved services. However, this may
also have resulted in more fragmented services and less continuity of care from service providers whom the patients
know and trust. This can be a particular problem for patients with severe mental illnesses. As the outcomes of routine
mental health services are usually not measured, the effects of community-based mental care for the patients and
their families, are mostly unknown.
АННОТАЦИЯ
Внебольничная психиатрическая служба в Норвегии состоит из местных центров психического здоровья
(МЦПЗ), сотрудничающих с врачами общей практики, первичной психиатрической службой в муниципалитетах,
а также психиатрами и психологами, ведущими частную практику. МЦПЗ были сформированы в 1980-х годах
для оказания широкого спектра услуг по охране психического здоровья на подведомственных им территориях.
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Центры располагают амбулаторными клиниками, выездными бригадами и стационарными отделениями. Они
обслуживают большую группу пациентов, нуждающихся в специализированной психиатрической помощи,
а также сотрудничают с психиатрическими службами на базе больниц. МЦПЗ, как и больницы, управляются
19 здравоохранительными трестами, которые финансируются государством.
Увеличение ресурсов внебольничной психиатрической службы было важной целью национальной
программы психического здоровья с 1999 по 2008 г. За последнее десятилетие на фоне снижения количества
больничных коек в МЦПЗ наблюдается рост числа выездных бригад, в том числе кризисных бригад, бригад
по раннему вмешательству при психозе, а также ассертивных бригад. Бригадная помощь при проблемах
с психическим здоровьем также является частью первичной медико-санитарной помощи, включая помощь
пациентам с тяжёлыми психическими заболеваниями. Недобровольная госпитализация в основном происходит
в больницах, однако МЦПЗ могут обеспечивать преемственность такой госпитализации, а также назначать
недобровольное амбулаторное лечение.
Считается, что с увеличением специализации психиатрической службы улучшается её качество.
Однако увеличение специализации также может повлечь за собой бóльшую фрагментированность услуг
и отрицательно повлиять на непрерывность оказания помощи специалистами, с которыми пациенты
знакомы и которым доверяют. Это может представлять собой особую проблему для пациентов с тяжёлыми
психическими заболеваниями. Поскольку результаты оказания стандартной медицинской помощи обычно
не измеряются, действие внебольничной психиатрической службы на пациентов и их семьи остаётся
по большей части неизвестным.
Keywords: community-based mental healthcare; mental health services; community mental health centres; community
psychiatry; Norway.
Ключевые слова: внебольничная психиатрическая служба; психиатрическая служба; местные центры
психического здоровья; внебольничная психиатрия; Норвегия.

THE MENTAL HEALTH SYSTEM IN NORWAY

Each health trust runs one or more general hospitals,

Norway has a population of 5.4 million and 11 counties.

including mental health clinics, and two or more

Most people live in cities or towns, while the remainder

CMHCs. The hospitals and CMHCs serve catchment

live in small municipalities in scarcely populated, rural

areas with a defined population, but the service user

areas, with many having to travel long distances to access

is free to seek non-emergency healthcare outside

mental health services. The mental health services are

the catchment area. Specialized psychiatric inpatient

public and are organized together with general health

wards are in general hospitals and in buildings

services at two organizational levels, with separate

of former psychiatric hospitals. These consist of acute

financing. The municipalities run the primary healthcare,

wards, specialized wards for psychosis, high security

including general practitioners (GPs), team-based primary

wards and departments for the elderly. Studies

mental health and substance abuse care. Hospitals and

comparing CMHCs and hospitals have shown that

specialized mental health services were previously run

patients with severe psychosis, severe aggressive

by the counties. However, since a reform in 2002, they

behaviour or the need for coercion, were treated

have been run by 19 health trusts, which are owned

in hospitals, while patients with severe depression

and instructed by four regional health authorities

were divided equally between CMHCs and hospitals.1,2

on behalf of the state, as owner of the specialized

There are no forensic hospitals in Norway. Certain

public health services.

private service providers of mental healthcare are

The specialized mental health services for adults
comprise CMHCs as secondary care; the clinics of mental

primarily financed through commissioning with the
regional health authorities.

health and substance abuse services with hospital wards

Reports from the Norwegian Patient Register have

and other specialized units, constitute tertiary care.

documented changes in the utilization of mental health
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services during the development of community-based,

family in their home, are part of the community-based

mental healthcare, and the data reported below have

child and adolescent mental health services.

been sourced from three of these reports

.

2-4

Addiction and substance abuse services consist

Parallel to the development of community-based

of outpatient clinics as a part of the mental health

mental healthcare, the use of specialized, inpatient

services in health trusts, and of primary health and

mental health services per 100,000 adult inhabitants over

social services run by the municipalities. The addiction

the age of 18, has gradually been reduced by 53%, from

and substance abuse departments in the health trusts

176 beds in 1998 to 86 in 2017. Of these, the number

also have inpatient wards, with various programmes for

of hospital beds per 100,000 adult inhabitants totalled 91

detoxification and treatment. With the high comorbidity

in 1998 and 46 in 2017, while the number of CMHC beds

of mental disorders and substance abuse problems,

was 81 (including 41 beds in psychiatric nursing homes)

there has been an increasing emphasis on treatment

in 1998 and 36 in 2017 (when there were no remaining

of both types of problems concurrently by the same

psychiatric nursing homes). During the last decade, 40%

services. There are also several private addiction and

of the inpatient beds which provide mental health services

substance abuse clinics, run by private organizations.

for adults, have been in CMHCs.

The use of addiction and substance abuse services are

The pattern of inpatient stays has also changed over the

not described further in this paper.

last 20 years, with an increase in the number of admissions

The total budget for the specialized mental health

(including an unknown increase of readmissions) and

services for all age groups, was 48,000 euros per 100,000

a decrease in the length of stays. The number of admissions

inhabitants in 2017 4. This equated to 6.9% of the total

per 100,000 adults was 860 in 1998 (620 in hospitals, 170

health budget, which was 10.4% of the gross national

in CMHCs and 70 in psychiatric nursing homes) and 1290

product 5. In Norway, the specialized health services are

in 2017 (690 in hospitals, 590 in CMHCs and 10 in other

financed through the health trusts; GPs and primary

institutions). The combination of an increasing number

healthcare are financed through the municipalities. This

of admissions, a reduction in the length of stays and

division of financing may increase the risk of fragmentation

a rather stable, total number of inpatients, indicates that

of services, as well as a lack of coordination if priorities

the number of admissions per patient has increased.

are different at the two service levels.

Local data in certain health trusts have identified a new

GPs are an important part of primary healthcare. A GP

group of “heavy users” with a high number of brief stays,

reform in 2001 assigned each citizen to a GP of their

which indicates that the increase in admissions per

choice, to secure accessibility and continuity of healthcare.

patient, varies among subgroups of patients.

The municipalities are also responsible for all primary

Community-based mental healthcare must follow

healthcare, including primary mental healthcare and

the same professional, ethical and judicial rules and

local substance abuse care. A reform in 2006 integrated

regulations as other health services. National guidelines

social services, employment services and social security

specify assessment and treatment for major patient

as services given by local units of the new governmental

groups, and special guidelines define priorities and

agency, New Employment and Welfare Administration

acceptable waiting times for various mental disorders.

(NAV). As the municipalities have GPs on call 24/7, and

New guidelines have now been developed for care

the primary care services are given in the home of the

pathways for major patient groups.

patient when necessary, primary care is an important

Child and adolescent mental health services are also
part of the specialized health services, operated by the

part of the outreach services in Norway, even for patients
with severe mental illness.

health trusts. Most patients are seen by the child and
adolescent outpatient clinics, which are community-based

THE DEVELOPMENT OF COMMUNITY-BASED

clinics, usually with the same catchment area as a CMHC.

MENTAL HEALTHCARE

Certain adolescents with severe disorders, may have

In Norway, community-based mental healthcare is mainly

treatment in adolescent inpatient units, however, children

provided by the CMHCs (referred to in Norway as the

tend to be treated in their homes and rarely in inpatient

District Psychiatric Centres (DPS)), operating as part of the

units. Mobile teams meeting the child/adolescent and the

specialized mental health services, run by 19 health trusts.
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The CMHCs collaborate with the GPs and the primary

an affective disorder, 36% had an anxiety (or related)

mental healthcare services in the municipalities.6-8

disorder, 7% had a personality disorder and 9% had

The development of the CMHCs in Norway started

schizophrenia.3

in the 1980s, by combining psychiatric outpatient

Outpatient clinics were developed from the 1950s when

clinics with local psychiatric wards (either new wards

public mental health services were introduced in general

or nursing homes adapted to become active, long-term

hospitals. The purpose of these clinics was to serve patients

inpatient wards). The outpatient clinics were previously

with non-psychotic disorders, who were not served by

in general hospitals, along with intermediate-term

the psychiatric hospitals, established over the last 100

inpatient wards for patients with more moderately severe

years. The outpatient clinics increased in capacity and

mental disorders, following a hospital reform in 1950.6

type of treatment in the following decades, and especially

Psychiatric nursing homes had also been established

during the period of the national Mental Health Plan 1999-

from the 1950s to provide care for patients with severe

2008 and the subsequent decade. The number of annual

mental disorders, who still required care after treatment

outpatient consultations in mental health services

in psychiatric hospitals. The development of CMHCs

increased threefold from 13,980 per 100,000 adults

was an important part of Norway's 10 years national

in 1998, to 41,860 in 2017.2 The percentage of outpatient

Mental Health Plan 1999-2008, focusing on a major

consultations which were provided at CMHCs, increased

increase in funding and a revision of the organization

from 53% to 86%, showing that only a small proportion

of services. Other central features included increasing

of outpatients are currently being treated in hospitals.

the specialized child and adolescent mental health

Psychiatrists and clinical psychologists in private practice

services, and establishing primary mental healthcare

also provide outpatient treatment, and they have financial

teams, day centres and supported housing in the

support from the regional health authority. In 2018,

municipalities.9,10 National guidelines for CMHCs were

there were six psychiatrists and 12 clinical psychologists

published in 2001 and 2006.

working in private practices per 100,000 inhabitants.14

11,12

The CMHCs established small, local inpatient wards

In 2017, the number of outpatient consultations with

for short term treatment. These were closer to home

psychiatrists and psychologists in private practices

than the acute psychiatric and intermediate-term wards

was 15,060 per 100,000 adults.

in the hospitals. In the 1980s, CMHCs began to develop

The growth in CMHC resources during the last decade,

generic, mobile, psychiatric rehabilitation teams, without

has mainly occurred in mobile teams, and in 2017 the

a specified model. This development has continued over

number of team members per 100,000 adult inhabitants

the last two decades, with more specific types of mobile

was 20 in the mobile teams, compared to 65 in outpatient

teams serving special patient groups or purposes.

clinics. Early intervention teams for psychosis were
established in many CMHCs, inspired by a Norwegian

COMMUNITY MENTAL HEALTH CENTRES

research project,15,16 and in many CMHCs these teams

A CMHC serves the population in a local specific catchment

were organized together with teams for the long-term

area. The catchment areas of the current 66 CMHCs

treatment of individuals with psychosis. CRTs have been

have an average population of 65,000 adults (range

established in almost all CMHCs in Norway,17,18 and

20,000-130,000) adapted to geography and population

they meet twice a year in a national network for acute

density.3 Each centre consists of outpatient clinics, mobile

mental health services. A multi-centre study reported the

teams and inpatient wards. Inpatient CMHC wards, which

implementation of the CRT model, but also demonstrated

are not common in other countries with CMHCs, offer

a considerable variation in team practices. However,

short-term stays during crises, and longer stays for

overall, a significant clinical improvement was noted

treatment and rehabilitation.8 The number of CMHCs

during crisis intervention, and with a high level of patient

has increased from a limited number in the 1980s

satisfaction.19 An earlier study indicated that CRTs with

to 66 CMHCs throughout Norway, but with considerable

extended opening hours, may prevent admissions for

variations in staffing and available services.

patients with moderately severe mental disorders.20

13

Altogether 3050 persons per 100,000 adult inhabitants,

The first 12 ACT teams established in Norway, were

were CMHC patients in 2017, and of these 31% had

implemented well21 and contributed to a great reduction

50
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in the use of inpatient wards22 and to highly satisfied

prevalence of mental problems, immigrants use such

patients.23 During the last few years, many new Functional

services less than native Norwegians.27,28

ACT teams (FACT teams) have been established, based on

The type of assessments and treatments given by

a model from the Netherlands.24 This model integrates

the CMHCs have become more differentiated and

individual and less intensive case management during

comprehensive, with growing staffing and with an

stable periods, and a more intensive ACT team follow

increasing number of models for specific assessments

up during periods of crisis. This may provide better

and treatments for different groups of patients. In larger

continuity of care from the same team across stable

CMHCs with higher staffing and greater population

and unstable periods; and with a wider target group, the

numbers in the catchment area, there may be specialized

FACT teams may serve a larger number of patients and

teams or programmes for assessment and treatment

be more suitable in areas with lower population density.

of early psychoses, bipolar disorders, personality

The CMHCs have multidisciplinary clinical staff with

disorders, obsessive compulsive disorders or eating

psychiatrists, clinical psychologists, mental health nurses

disorders. A network of CMHC teams for day treatment

and several other professional groups. Psychiatrists/

and group treatment of individuals with personality

physicians and psychologists constitute 56% of the

disorders, has documented the treatment effect of such

personnel in outpatient clinics and 29% in mobile teams,

teams in many CMHCs.29 This is an example of a network

while mental health nurses and other staff make up 31%

between similar teams across CMHCs.

of the personnel in outpatient clinics, 64% in mobile

The CMHCs are secondary care services, interacting

teams and majority of the personnel in CMHC inpatient

and collaborating both with GPs, the primary care

wards. In Norway, psychiatrists and clinical psychologists

teams of the municipalities and with tertiary hospital

will have specialized in their specific discipline over a five-

services. Clinicians at many CMHCs visit GPs and the

year period, after their six years of study in medicine

primary care teams, either on a regular or an ad

or psychology. Mental health nurses and other

hoc basis for collaboration or to have joint meetings

professionals will have spent four years in education

with patients. Many of these meetings are organized

at university colleges, but they are also increasingly

in so-called “responsibility groups” where individuals

expected to have a master’s degree.

from various services meet a patient to plan and

Several institutes and training programmes have

coordinate services for him or her. Demands from

offered further training for clinicians and health workers

health authorities to documented efficiency (such as

in community-based mental health services. These

the high number of sessions or short waiting times)

include institutes and training programmes in various

are limiting the amount of time that clinicians in the

types of psychotherapy and group therapy, as well as

CMHC may use visiting primary care. The CMHCs also

in treatment of specific patient groups. One large national

have regular or ad hoc interaction and collaboration

programme with governmental support has, over the last

with various hospital wards, for the mutual referral

20 years, run two-year, local, multidisciplinary clinical

of patients with changing needs.

training programmes throughout Norway, for health

The national health authorities have put an increasing

workers in CMHCs and primary care, working with

emphasis on the involvement of service users and

patients with severe mental illnesses in community-based

their families in the development of community-

mental healthcare.25,26

based mental health services. User councils are

CMHCs are expected to assess and treat patients with

now established in the health trusts, and user and

the most common mental disorders, including severe

family organizations receive financial support from

mental illnesses. Patients needing more specialized

the government. Clinicians are learning to focus

outpatient treatment or inpatient treatment in wards

more on personal recovery and patient preferences.

with special competence or higher staffing, may need

However, there is still a long way to go before

a referral to other departments in the health trust

recovery-oriented services and shared decision-making

or for treatment at the regional level. One challenge

with the patient, is routine practice for all clinicians

is to encourage the use of mental health services among

in all CMHCs.30 Patient-controlled brief admissions

immigrant populations. In spite of a slightly higher

(self-referrals) to CMHC inpatient wards is a model

Consortium Psychiatricum | 2021 | Volume 2 | Issue 1

51

innovated in a Norwegian CMHC,31 and this model

and where the continuity of a long-term relationship with

was implemented in 52 of the 66 CMHCs, in 2017.3

one person is often a key factor. Several recent studies on

The quality of the CMHCs has been rated in national

patient experiences have shown the importance of such

surveys, in which GPs rated the local CMHC regarding

long-term relationships and continuity of processes.35-37

workforce,

help

Community-based mental healthcare in Norway

in emergency situations and guidance for GPs. In 2006,

competence,

discharge

letters,

is serving a large group of individuals with mental health

the average CMHC quality was rated as medium,

disorders, but most of the resources are still spent on

but with a large variation among CMHCs.32 A similar

inpatient services. Compared to several other countries

national survey of outpatients’ experiences with the

with

CMHCs showed medium to high positive associations

healthcare, Norway uses more resources in inpatient

with GP’s ratings of the CMHCs, and that patients

services.7 Analysing our health system and learning

were generally more satisfied than GPs.

from other countries may show how we could use our

33

The most

important aspect for the patients was interaction with

highly

developed

community-based

mental

resources in an even better way.

the clinicians and being met with respect. The most
important factors for GPs were ensuring that the

FUTURE DEVELOPMENTS

CMHC operated at an adequate level of competence,

Current national health policies aim to increase the

had a low rejection level of referrals and a short

percentage of healthcare given by primary care, and

waiting time for patients. The effect of CMHCs and

to increase competence in primary care. An ongoing

other community-based mental healthcare cannot

merging of small municipalities into larger ones, may

be reported, as clinical outcome is not measured

increase resources and the possibility that primary care

routinely in the mental health services in Norway.

may be able to take on larger responsibilities. It has also

34

been suggested to pilot a transfer of CMHCs to primary
STRENGTHS AND WEAKNESSES OF THE

care, by allowing certain larger municipalities to run

COMMUNITY-BASED MENTAL HEALTHCARE

CMHCs. However, many people in the CMHCs are worried

The CMHCs and other elements of community-

about this possible development, and fear that the quality

based mental healthcare have greatly improved

of the services will be lower.

access to mental healthcare, by bringing the services

In rural areas, with a low population density and

closer to where people live, increasing the capacity

long travelling times to access mental health services,

of the services and developing more differentiated and

web-based portals and other types of electronic

comprehensive services to meet a diversity of needs.

communications with patients, are already being used

However, surveys and resource statistics indicate

by certain CMHCs in assessment and treatment. These

that there are substantial variations in capacity and the

forms of communication will probably be increasingly

quality of care across CMHCs. Leaders and clinicians

used in the future.38

must use effective strategies to identify local needs for
improvement and to apply necessary implementation

Authors

support, to change clinical practice and to provide more

researching literature, obtaining data and writing the

beneficial and effective mental health services.

article; Svein Friis: writing the article.

Increasing

specializations

contribute

to

contribution:

Torleif

Ruud:

planning,

more

comprehensive assessments and treatments of mental

Conflicts of interest: The authors declare no conflict

disorders. However, increasing specialization may

of interest.

also contribute to more fragmented services and less
continuity of care. Pressure to increase efficiency by

Financing: The article was written without any external

shortening treatment time in mental health services,

funding.

may be a threat to developing and maintaining a trusting
relationship between a patient and a clinician. This

Correspondence to:

is especially important for patients with severe mental

Torleif Ruud, MD, PhD

illnesses, the recovery of whom may take several years,

torleif.ruud@medisin.uio.no

52

Consortium Psychiatricum | 2021 | Volume 2 | Issue 1

care systems to promote early detection of psychosis. Early

For citation:

Interv Psychiatry. 2009;3 Suppl 1:S13-16. doi:10.1111/j.1751-

Ruud T, Friis S. Community-based mental health services
in Norway. Consortium Psychiatricum. 2021;2(1):47-54.

7893.2009.00125.x
17.

doi:10.17816/CP43
References
1.

Psychiatry. 2016;16(1):427. doi:10.1186/s12888-016-1139-4
18.

2.

Karlsson B, Borg M, Eklund M, Kim HS. Profiles of and practices
in crisis resolution and home treatment teams in Norway: a

Ruud T, Gråwe RW. Arbeidsdeling og samarbeid mellom DPS og

longitudinal survey study. Int J Ment Health Syst. 2011;5(1):19.

sykehus. Trondheim; 2007. Accessed February 3, 2021. https://
www.sintef.no/globalassets/upload/helse/psykisk-helse/pdf-filer/

Lloyd-Evans B, Bond GR, Ruud T, et al. Development of a measure
of model fidelity for mental health Crisis Resolution Teams. BMC

doi:10.1186/1752-4458-5-19
19.

Ruud T, Hasselberg N, Holgersen KH, et al. 1000 pasienter og 25

rapport_sintef_a1203_arbeidsdeling_og_samarbeid_mellom_dps_

akutteam. Hvem er de, hva ble gjort og hvordan gitt det? Resultater

og_sykehus.pdf

fra en multisenterstudie om utfall av behandlingen ved ambulante

Pedersen PB. Bruk av tjenester i det psykiske helsevernet for voksne

akutteam i psykisk helsevern. Lørenskog; 2016. Accessed March 1,

2013-2017. Helsedirektoratet; 2018. Accessed March 3, 2021.

2021. https://www.akuttnettverket.no/files/Utfall_av_behandling_

https://www.helsedirektoratet.no/rapporter/bruk-av-tjenester-i-

ved_akutteam_Rapport_2016Utf all_av_behandling_ved_

det-psykiske-helsevernet-for-voksne-2013-2017

akutteam_Rapport_2016.pdf

3.

Pedersen PB, Lilleeng SE. Distriktspsykiatriske tjenester 2017.

20.

Rapport IS 2825. Helsedirektoratet; 2019.

Psychiatric admissions from crisis resolution teams in Norway:

4.

Rønningen L, Pedersen PB, Pedersen M, et al.

a prospective multicentre study. BMC Psychiatry. 2013;13:117.

Hovedresultater SAMDATA Spesialisthelsetjenesten 2013-2017.
Helsedirektoratet; 2018.
5.

doi:10.1186/1471-244X-13-117
21.

7.

members’ experiences of assertive community treatment in

2020. Accessed February 12, 2021. https://www.ssb.no/

Norway: a sequential mixed-methods study. Int J Ment Health Syst.

Kolstad A, Hjort H. Mental health services in Norway. In: Olson

2019;13:65. doi:10.1186/s13033-019-0321-8
22.

and low inpatient service users before and after enrollment

Canada and the United States. Charles C Thomas Publishers Ltd,

into Assertive Community Treatment teams: a naturalistic

Springfield; 2006:81-137.

observational study. Int J Ment Health Syst. 2016;10:14.

OECD. OECD Reviews of Health Care Quality: Norway 2014: Raising

doi:10.1186/s13033-016-0052-z
23.

with Assertive Community Treatment in Spite of Personal

norway-2014-9789264208469-en.htm

Restrictions? Community Ment Health J. 2016;52(8):891-897.

Ruud T, Hauff E. Community Mental Health Services in Norway.

doi:10.1007/s10597-016-9994-5
24.

/00207411.2002.11449568
Sosial- og helsedepartementet. Åpenhet og helhet. Om

25.

Two-Year Multidisciplinary Training Program for the Frontline

Accessed February 12, 2021. https://www.regjeringen.no/

Workforce in Community Treatment of Severe Mental Illness.
Psychiatr Serv. 2016;67(1):7-9. doi:10.1176/appi.ps.201500199
26.

Norges forskningsråd. Evaluering av Opptrappingsplanen for
evalueringens delprosjekter. Forskningsråd; 2009. Accessed

J Ment Health Syst. 2015;9:38. doi:10.1186/s13033-015-0029-3.
27.
28.

Folkehelseinstituttet; 2018. Accessed March 1, 2021. https://www.

Organisering og arbeidsmåter. Veiledning IK 2738.

fhi.no/globalassets/dokumenterfiler/rapporter/2018/psykisk_

Sosial- og helsedirektoratet, Distriktspsykiatriske sentre. Med blikket

helse_i_norge2018.pdf
29.

with personality disorders: experiences from a Norwegian

Veileder IS 1388. Helsedirektoratet; 2006.

treatment research network. J Pers Disord. 2003;17(3):243-262.

Pedersen PB, Lilleeng SE. Distriktspsykiatriske tjenester

doi:10.1521/pedi.17.3.243.22151
30.

Helsedirektoratet. Aktivitetsdata for avtalespesialister 2018. Norsk
Pasientregister. Rapport IS 2817. Helsedirektoratet; 2019.

16.

Ment Health Syst. 2016;10:73. doi:10.1186/s13033-016-0104-4
31.

Johannessen JO, McGlashan TH, Larsen TK, et al. Early detection
strategies for untreated first-episode psychosis. Schizophr Res.

Pincus HA, Spaeth-Rublee B, Sara G, et al. A review of mental
health recovery programs in selected industrialized countries. Int J

Helsedirektoratet; 2014.

15.

Karterud S, Pedersen G, Bjordal E, et al. Day treatment of patients

vendt mot kommunene og spesialiserte sykehusfunksjoner i ryggen.

2013. Driftsindikatorer for distriktspsykiatriske sentre.
14.

Reneflot A, Aarø LE, Aase H, et al. Psykisk helse i Norge (2018).

Sosial- og helsedirektoratet. Distriktspsykiatriske sentre.
Helsedirektoratet; 2001.

13.

Ayazi T, Bogwald KP. Innvandreres bruk av poliklinisk psykiatrisk
tjeneste. Tidsskr Nor Laegeforen. 2008;128(2):162-165.

March 1, 2021. https://www.forskningsradet.no/siteassets/
publikasjoner/1248431256883.pdf

Sorlie T, Borg M, Flage KB, et al. Training frontline workforce on
psychosis management: a prospective study of training effects. Int

psykisk helse (2001-2009). Sluttrapport. Syntese og analyser av

12.

Ruud T, Flage KB, Kolbjornsrud OB, Haugen GB, Sorlie T. A

psykiske lidelser og tjenestetilbudene. Helsedepartementet; 1997.

stm199619970025000dddpdfs.pdf

11.

van Veldhuizen JR. FACT: a Dutch version of ACT. Community Ment
Health J. 2007;43(4):421-433. doi:10.1007/s10597-007-9089-4

contentassets/b0c5168d7b574157977a877d2a68aa17/no/pdfs/
10.

Lofthus AM, Westerlund H, Bjorgen D, et al. Are Users Satisfied

www.oecd.org/publications/oecd-reviews-of-health-care-quality-

International Journal of Mental Health. 2015;31(4):3-14. doi:10.1080
9.

Clausen H, Landheim A, Odden S, et al. Hospitalization of high

RP, ed. Mental Health Systems Compared. Great Britain, Norway,

Standards. OECD Publishing. Accessed February 12, 2021. https://

8.

Odden S, Landheim A, Clausen H, et al. Model fidelity and team

Statistisk sentralbyrå. Helseregnskap. Updated 13 March
nasjonalregnskap-og-konjunkturer/statistikker/helsesat

6.

Hasselberg N, Grawe RW, Johnson S, Saltyte-Benth J, Ruud T.

Heskestad S, Tylandsvik M. Brukerstyrte kriseinnleggelser ved
alvorlig psykisk lidelse. Tidsskr Nor Legeforen. 2008;128(1):32-35.

32.

Bjertnaes OA, Garratt A, Ruud T. Family physicians’ experiences

2001;51(1):39-46. doi:10.1016/s0920-9964(01)00237-7

with community mental health centers: a multilevel analysis.

Larsen TK, Joa I, Langeveld J, Johannessen JO. Optimizing health-

Psychiatr Serv. 2008;59(8):864-870. doi:10.1176/ps.2008.59.8.864

Consortium Psychiatricum | 2021 | Volume 2 | Issue 1

53

33.

Bjertnaes OA, Garratt A, Iversen H, Ruud T. The association

different lives. A qualitative study of adults with severe mental

between GP and patient ratings of quality of care

illness, in treatment and education. Psychosis. 2015;7(4):336-347.

at outpatient clinics. Fam Pract. 2009;26(5):384-390.
doi:10.1093/fampra/cmp043
34.

35.

54

Ruud T, Aarre TF, Boeskov B, et al. Satisfaction with primary care

Ruud T. Routine outcome measures in Norway: Only partly

and mental health care among individuals with severe mental

implemented. Int Rev Psychiatry. 2015;27(4):338-344. doi:10.3109/

illness in a rural area: a seven-year follow-up study of a clinical

09540261.2015.1054268

cohort. Int J Ment Health Syst. 2016;10:33. doi:10.1186/s13033-016-

Biringer E, Hartveit M, Sundfor B, Ruud T, Borg M. Continuity of
care as experienced by mental health service users - a qualitative

36.

doi:10.1080/17522439.2015.1024715
37.

0064-8
38.

Gammon D, Strand M, Eng LS, et al. Shifting Practices Toward

study. BMC Health Serv Res. 2017;17(1):763. doi:10.1186/s12913-

Recovery-Oriented Care Through an E-Recovery Portal in

017-2719-9

Community Mental Health Care: A Mixed-Methods Exploratory

Lauveng A, Tveiten S, Ekeland T-J, Ruud T. Same diagnosis,

Study. J Med Internet Res. 2017;19(5):e145. doi:10.2196/jmir.7524

Consortium Psychiatricum | 2021 | Volume 2 | Issue 1

