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Abstract 

Background Mental health professionals’ (MHPs) attitudes towards involuntary admissions have not received 
adequate attention in efforts to curb their rates. Thus, the present study set out to (i) explore MHP attitudes regard-
ing involuntary hospitalisation, (ii) describe their perceived dangerousness of people with severe mental illness (SMI) 
and their trust in psychiatry, (iii) identify the predictors of attitudes towards compulsory admissions and (iv) gauge 
the contribution of perceived dangerousness versus trust in psychiatry to explaining them.

Methods A random sample of 300 mental health professionals working in public mental health services located 
in the Northern part of Athens and in the two psychiatric hospitals of Attica participated in the study. Respondents 
had to complete a self-reported instrument garnering information about participants’ attitudes towards involuntary 
hospitalisation (original scale), the perceived dangerousness of people with SMI (Perceived Dangerousness Scale) 
and their trust in psychiatry (based on the Attitudes to Mental Illness scale) as well as various socio-demographic 
and work-related variables.

Results Respondents largely accepted involuntary hospitalisations, considering them to be beneficial (72.96%) 
and disagreeing with the view that they adversely influence the course of illness (54.85%). Nonetheless, they 
believe that people with SMI should be treated in the community (89.93%), that compulsory admission should 
be the last therapeutic resort (84.01%) and that people with SMI should not be placed in psychiatric hospitals 
against their will in order to be under surveillance (90.64%). However, they acknowledge that involuntary admission 
is often the only treatment options(61.19%). Concomitantly, they report moderate levels of perceived dangerous-
ness and high levels of trust in psychiatry. Trust in psychiatry had the strongest positive association with accept-
ance of involuntary hospitalisation among mental health professionals whereas postgraduate studies and working 
in outpatient settings were linked to less favourable attitudes. Interestingly, perceived dangerousness did not yield 
an independent effect; rather, it weakened the association between trust in psychiatry and acceptance of involuntary 
admissions.
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Conclusions Mental health professionals hold complex attitudes towards involuntary hospitalisation, which are 
largely explained by their trust in psychiatry. Efforts to reduce the rates of involuntary admissions should address 
both them and their determinants.

Keywords Involuntary hospitalization, Iatrogenic stigma, Mental health workers, Mental health staff, Prejudice, 
Coercion

Background
Scientific and policy interest in the prevalence and deter-
minants of involuntary admissions has rekindled recently 
(e.g. [1, 2]. Rates of involuntary admissions vary sub-
stantially across western countries [3], and a wide array 
of contextual and patient-related factors seem to con-
tribute to this variation [4–6]. In order to facilitate con-
ceptualisation, research and intervention on the field, 
Roessler (2019) has grouped the correlates of compulsory 
admissions at three levels: the macro-, the meso- and the 
micro-level [7]. According to his framework, the macro-
level includes social and iatrogenic stigma and legisla-
tion, among others; the meso-level relates to the mental 
health care system configuration and the micro-level to 
patient characteristics. Regarding the macro-level, the 
stigma attached to mental disorders and mental health 
legislation seem to influence one another, impacting 
in turn on involuntary admissions. Specifically, lay and 
mental health professionals’ (MHPs) attitudes to severe 
mental illness (SMI) as well as to involuntary admissions 
are influenced by the mental health legislation, [4]. Con-
comitantly, the legislation is often the corollary of lay and 
professional beliefs about SMI [8]. Therefore, the increas-
ing rates of involuntary admissions may be driven by the 
wider acceptance of the practice among lay people and 
professionals.

In spite of its importance, only a small number of stud-
ies have explored lay and expert attitudes towards invol-
untary admissions. In one study in Switzerland, it was 
found that the vast majority of the general population 
endorsed positive views of compulsory admissions [8]. 
The authors interpreted this finding as a token of public 
trust in psychiatry or an indication of social stigma; how-
ever, they did not explore directly the veracity of these 
competing accounts. Likewise, another study compared 
the attitudes of MHPs and lay people towards compul-
sory admissions in four western countries: England, 
Germany, Hungary and Switzerland [9]. The rates of 
agreement with the practice were found to be particularly 
high across countries, especially among psychiatrists, 
nurses and lay people. Moreover, higher rates of agree-
ment were discerned in Hungary and England, followed 
by Germany and Switzerland. These findings were attrib-
uted to the prevalence of paternalistic and custodial atti-
tudes towards SMI in Hungary and the heightened public 

health concern about dangerousness of people with SMI 
in England. Since then, the scarce evidence regarding 
professional attitudes towards compulsory admissions 
indicates strong support on the grounds of care and 
safety, with hospital-based staff being more in favour 
[10–12]. Hence, existing literature on the topic is limited, 
there has been no investigation of the contribution of 
trust in psychiatry and social stigma to shaping attitudes 
towards involuntary admissions and the latter are gauged 
by one item only enquiring about participants’ level of 
agreement/acceptance.

In Greece, involuntary admission is a highly contested 
issue and corresponding rates have been fourfold the 
European average [13]. Some evidence indicates that they 
can be as high as 60% in the largest cities, like Athens and 
Thessaloniki [14]. Moreover, converging evidence from 
the Pan-European report “Mapping and Understand-
ing Exclusion: Institutional, coercive and community-
based services and practices across Europe”, the Greek 
Ombudsman [15] and the double condemnation of the 
country in the European Court for Human Rights [16, 
17] provides strong evidence for poor enforcement of 
the legislation and abridgment of human rights during 
involuntary admission. In this context, the MANA (the 
acronym stands for the Greek name of the group, which 
is equivalent to “Study of involuntary hospitalisations in 
Athens) research group was established in a decade ago 
by MHPs from an NGO (Association for Regional Devel-
opment & Mental Health), one department of the Psychi-
atric Hospital of Attica and the Psychology Department 
of Panteion University of Social and Political Sciences. 
The group endeavoured to collate evidence that would 
place compulsory admissions highly in the policy agenda. 
In 2021 and due to converging pressures from multiple 
sources, including the studies by MANA, the most recent 
National Mental Health Plan 2021–2030 [18] prioritised 
the reduction of compulsory admissions by effectively 
addressing its determinants. Previous research from our 
group has explored the instigators of the process [19]; 
the links between patient characteristics and compulsory 
admissions as a function of the setting (general hospi-
tal vs psychiatric hospital), [20]; the two-year outcome 
of involuntary admission [21]; and patient views about 
it [22] in the Athens region. The present study sought 
to investigate MHPs’ attitudes towards involuntary 
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admissions as well as the factors that shape them. In 
particular, it endeavoured to describe MHPs’ attitudes 
towards involuntary admission, their perceived danger-
ousness of people with SMI and their trust in psychiatry; 
to identify the predictors of their attitudes to involun-
tary admission; and to gauge the contribution of trust in 
psychiatry versus perceived dangerousness in explaining 
them.

Study findings were expected to fill the gaps of the 
international – mainly European- literature as well as 
to inform policy recommendations in Greece. This is 
aligned with recent trends of identifying modifiable risk 
factors of involuntary hospitalisations at different levels, 
including the socio-economic environment, to deliver 
promising prevention measures [23].

The study addressed MHPs working in Athens area, 
as it is the area with the highest prevalence of compul-
sory admissions in the country [14]. As a result of this, 
the reduction of rates in Athens was deemed imperative 
and they could shed light on focal points for prevention 
measures to other regions of Greece or internationally.

Methods
Design
The design of the study is a cross-sectional, observa-
tional study. Observational studies can be descriptive or/
and analytic depending on the research questions they 
explore. Cross-sectional studies are usually descriptive, 
as they identify correlates of the outcome of interest in 
a defined population in a particular place at a particular 
time; however, they often may have both descriptive and 
analytic elements.

As regards the present study, the first research ques-
tions correspond to the descriptive elements; whereas 
the last research question to the analytic. For the ana-
lytic aspect which explores in depth the association 
between trust in psychiatry and perceived dangerous-
ness of people with mental illness as the exposures and 
attitudes to compulsory hospitalisation as the outcome. 
In this design, based on existing international literature, 
previous work of our research group and the advice pro-
vided by clinicians of the research team, the following 
variables were explored as potential confounders: gen-
der, age, family status, educational attainment, profes-
sional group, previous work experience in a psychiatric 
hospital/psychiatric department of a general hospital, 
personal experience with mental illness and type of ser-
vice (hospital- based vs community-based). Moreover, it 
was assumed that trust in psychiatry might interact with 
perceived dangerousness, in line with evidence indicat-
ing an association between attitudes to psychiatry and 
attitudes to mental illness [24, 25]. As a result of this, 

an interaction term between the two variables was also 
introduced into the model.

As the study targeted MHPs, its priorities, design and 
interpretations was the result of an active and vivid col-
laboration between researchers in academia and MHPs 
working in the state-funded mental health care system in 
Athens. In particular, among the authors of the present 
study one clinician of community mental health services 
and one of hospital-based services shared their experi-
ence on the field and their valuable insights in the meth-
ods of the study.

Setting and participants
Greece has a hybrid mental healthcare system in which 
the public sector provides universal coverage to all resi-
dents The public sector is the principal healthcare pro-
vider; while the private sector is not as popular [26]. The 
third sector has a noteworthy presence in community 
mental health services, especially in remote areas and for 
specific population subgroups. The community and psy-
chosocial rehabilitation mental health services provided 
by the third sector are state-funded and thus for free.

The study was conducted with professionals working in 
the public mental health care system in the Attica region; 
specifically, state-funded mental health services of the 
Northern sector of Attica  (1st Health Prefecture geo-
graphically). The public mental care system in the North-
ern sector includes all services which are state funded, 
i.e. services operated by public health authorities as well 
as the third sector: inpatient-units, community mental 
health services and housing facilities. Therefore, mental 
health professionals working in private psychiatric clinics 
(4 in the area) and those who are self-employed were not 
reached out. Private clinics were excluded, as they were 
not involved into the process of compulsory admissions 
at the time of the study and for many years. In a similar 
vein, mental health professionals who are self-employed 
in private practice (e.g. psychoanalysts) were not con-
tacted, as they are also not frequently involved in the 
compulsory admission process in some way (e.g. preven-
tion of severe relapse, management of acute phase, after-
care etc.) hence, they are largely unfamiliar with it. There 
are some psychiatrists in private practice; however, the 
majority of them is employed in state-funded services in 
Athens region and could not be reached out [26, 27]. It 
merits noting that there is no official register of the avail-
able MHPs who work in Greece. As a result of this, the 
sampling frame of the study could not have been a list of 
all MHPs employed in Athens.

The Northern sector of Attica comprises of 5 psychi-
atric departments of general hospitals and 35 commu-
nity mental health services (day centres and housing 
units), with a workforce of roughly 400 mental health 
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professionals. Consistent with the method of single stage 
cluster sampling (i.e. a probability sampling method), a 
sample of services were randomly selected, with efforts 
to include an equal representation of hospital-based and 
community-based services as well as professional groups.

The sample size was calculated using Raosoft® (Sam-
ple Size Calculator; Raosoft Inc.) [28], with a 5% margin 
of error, 95% confidence level, and an expected response 
rate of 50%. The population considered consisted of 
approximately 628 mental health professionals [29], 
yielding an advisable sample size of 239 participants.

As it was considered important to include psychiat-
ric hospitals (as they are the mainstay of hospital-based 
mental health treatment) in the participating men-
tal health services, the two psychiatric hospitals of the 
broader Attica region, with a workforce of approximately 
200 MHPs, were also included, although they were not 
located in the Northern sector. The questionnaire of 
the study was sent out to 440 MHPs of the 2 psychiat-
ric hospitals, 3 psychiatric departments of general hospi-
tals and 15 community mental health units. 300 of them 
completed the survey (response rate = 68.2%). Due to the 
anonymous completion of the questionnaire, the sensi-
tive topic it concerned and the fact that data collection 
occurred during routine clinical practice, non-respond-
ers could not be identified and followed-up. As a result 
of this, potential differences between responders and 
non-responders could only be explored in terms of avail-
able information: gender and professional group. Specifi-
cally, no statistically significant difference was observed 
between responders and non-responders  (x2 = 0.94, 
p > 0,05 for gender and  x2 = 2.97, p > 0,0.05 for profes-
sional group). Furthermore, reasons of non-response 
could only be sought by the administrative staff of the 
services (who coordinated aspects of data collection), 
who identified increased workload as the preponderant 
reason.

The sample, thus, consisted of 300MHPs, all of Greek 
origin, who had been working in public mental health 
services in the target area: 164 from inpatient services 
(107 from psychiatric hospitals and 57 from psychi-
atric departments of general hospitals) and 136 from 
community mental health and rehabilitation services. 
Administrative personnel, mental health professionals in 
university placements and volunteers were excluded from 
the sample.

Sample characteristics are displayed in Table  1. As 
shown in Table  1, the majority of participants were 
women, unmarried persons and individuals of high edu-
cational attainment. Nurses and psychiatrists were more 
strongly represented in the sample and the vast majority 
of respondents had some experience with working in an 
inpatient unit. Interestingly, 71% of participants reported 

familiarity with mental illness either through personal 
experience or through someone in social network.

Materials
Perceived Dangerousness of people with mental illness 
(DS) [30, 31]. The scale was initially developed by Link 
and his colleagues in 1987 [30] and its rating strategy was 
revised by Penn and colleagues in 1994 [31]. It consists 
of 8 items tapping respondents’ beliefs about the danger-
ousness of a person with mental illness Items are rated 
on a 7-point Likert scale ranging from “strongly agree” to 
“strongly disagree” with the midpoint reflecting a neutral 
position. The scoring of some items (i.e. 1,3,4,5,7 and 8) is 
reversed to avoid response bias. For the calculation of the 
total score, all items were summed so as to create a mean 
score ranging from 0–56. Higher scores indicated higher 
perceived dangerousness, while lower scores indicated 
lower perceived dangerousness. The scale was translated 
and back-translated by two bilingual persons prior to its 
use in the present study. Moreover, 10 MHPs (3 were 
stigma experts) reviewed the relevance, comprehensibil-
ity and wording of its items. The internal consistency of 
the scale in the present study was satisfactory (Cronbach’ 
s α = 0.76).

Trust in Psychiatry [32]. Respondents’ level of trust 
in psychiatry was assessed with one item derived from 
the Attitudes towards Mental Illness scale developed by 
Singh and colleagues in 1998 [32] for investigating stigma 
among health professionals: “I trust psychiatry and its 
methods for the treatment of people with severe men-
tal illness”. The particular scale has been used in a Greek 
context [24]. Available responses were on a 5-point Likert 
scale, ranging from 1 (= strongly agree) to 5 (= strongly 
disagree); thus, higher scores indicated less trust in 
psychiatry.

Attitudes towards involuntary admission scale (ATIA). 
In order to assess professional beliefs and attitudes 
towards involuntary admission, an original scale was 
developed. The scale encompasses 8 items, rated on a 
7-point Likert scale ranging from 1 (= strongly agree) to 
7 (= strongly disagree). For developing the scale, the fol-
lowing steps were undertaken: (i) item drafting, (ii) item 
review, (iii) pilot testing of its psychometric properties. 
Initially 12 items were drafted, derived from international 
and national literature as well as a focus group study with 
MHPs. The focus group participants were 10MHPs, 4 
researchers and 6 clinicians; with respect to the latter, 
4 were employed in inpatient units and 2 in community 
settings. The focus group took place in Athens, it was 
facilitated by two researchers experienced in qualitative 
methods, and it lasted 90’. It sought to explore profession-
als’ views about involuntary admissions in depth, after 
completing a similar focus group with people who had 
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previously been compulsorily admitted [22]. The con-
tent of the focus group was audio taped and transcribed 
verbatim. Τhe data were analysed independently by the 
two researchers through thematic analysis [33]. It is note-
worthy that inter-rater reliability was deemed high (range 
of Cohen’s kappa coefficient for emerging themes 0.77–
0.82). The initial 12-item version of the questionnaire 
was sent out to a panel of experts on coercive measures, 
compulsory admissions and community mental health 
care, including 6 psychiatrists, 4 psychologists, 1 psy-
chiatric nurse and 3 social workers, who commented on 
the appropriateness and comprehensibility of the items. 
Through this process, two items were dropped due to 
concerns that they were assessing generic knowledge and 
not specific beliefs about compulsory admissions. The 
10-item version was then distributed to 50 undergraduate 
and postgraduate students of clinical mental health stud-
ies, for alpha testing, internal consistency and convergent 

validity. 2 further items were dropped after alpha testing. 
The internal consistency of the scale (Cronbach’s α = 0.71) 
as well as its convergent validity (Pearson’s r = 0.57) were 
deemed adequate. Hence, the final version consisted of 
8 items with some items being reverse-worded to avoid 
response bias. Higher total scores indicated more favour-
able attitudes. Exploratory factor analysis, employing 
the Principal Component extraction method, provided 
additional support to the construct validity of the scale. 
By applying the Kaiser-Guttman Rule, two compo-
nents were revealed with high factor loadings for all of 
the items (higher than 0.4). The components explained 
together 59.5% of the variance (factor A: 38.4% and factor 
B: 21.1%), which is commonplace in stigma research [34].

In the present sample. the internal consistency of the 
scale was considered adequate (Cronbach’s α = 0.67).

Information on participants’ sociodemographic and 
employment characteristics as well as their personal 

Table 1 Sample characteristics

a Median and range are reported

N (%) Mean (SD)

Gender

 Male 87 (29.00) -

 Female 213 (71.00) -

Age - 38.69 (9.32)

Family status

 Unmarried 134 (44.67) -

 Married 144 (48.00) -

 Separated/Widowed 22 (7.33) -

Educational level

 Secondary education/ Technical education (i.e. < = 14 years) 119 (39.67) -

 University/Technological Educational Institution (i.e. 14 years – 16 years) 132 (44.00) -

 Master’s degree/ PhD (i.e. > 16 years) 49 (16.33) -

Professional group

 Psychiatrist 68 (22.67) -

 Psychologist 63 (21.33) -

 Social worker 50 (16.67) -

 Nurse 82 (27.33) -

 Other 37 (12.33) -

Have you ever worked in a psychiatric hospital or in psychiatric ward of a general hospital?

 Yes 196 (65.33) -

 No 104 (34.67) -

Have you, or a person close to you/ in your social network ever experienced a mental illness?

 Yes 213 (71.00) -

 No 87 (29.00) -

Working setting

 Inpatient units 164 (54.67) -

 Community services 136 (45.33) -

How many years were you employed in a psychiatric hospital/clinic? - 4.25 (2.00–9.50)a

How many years have you been working in this facility? - 5 (2.90–12.00)a
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experience with mental illness was also collected. Data 
collection took place from September to November 2019.

Procedure
In an attempt to minimise non-response bias, the pre-
sent study placed great emphasis on how participants 
were approached, given as well the sensitive nature of 
the topic. Furthermore, as participants were MHPs dur-
ing routine clinical practice, many efforts were made to 
minimise the burden introduced to them by participating 
in the study. Therefore, the first contact with them was 
regarded as being of vital importance and data collection 
was decided to occur through self-reported question-
naires (face to face interviews have better response rates 
but due to the sensitive topic, they were not selected for, 
as it was assumed that they would increase socially desir-
able responses). Moreover, a lengthy questionnaire was 
avoided in line with the view that “simple or less sophisti-
cated measures may be nearly as precise while adhering a 
much higher response” (p.116, [35]).

The research protocol, the survey instrument and the 
informed consent forms were all submitted to the Ethics 
Committee of the Association for Regional Development 
and Mental Health. After approval (Number: 2019/06), 
a researcher contacted each of the selected services, 
explained the purpose of the study and sent all relevant 
material as well as a formal letter.

The Scientific Committee of each service approved 
the study protocol prior to proceeding with data collec-
tion. Upon permission, two research assistants visited 
the units in order to present the context of the study, its 
purpose and next steps to the clinical team. The research 
assistants who were not clinicians, stressed the anonym-
ity of the questionnaires and explained how the com-
pleted questionnaires from all participating services will 
be mingled and then opened all at once. In this way, no 
one could have guessed which questionnaires corre-
sponded to which services and to whom MHPs. Partici-
pants were also encouraged to be as honest as possible, as 
the study would be used as the first step for introducing 
interventions (e.g. capacity building activities). Finally, it 
was made clear to them that results will not be available 
on a service-level. After that, they handed in informed 
consent forms and questionnaires.

In each unit, someone from the administrative staff 
of the service was responsible for data collection (forms 
and the questionnaires). Participants were instructed to 
complete the form and the questionnaire by themselves, 
in a quiet room and in one sitting. They were told that 
the completion would take them roughly 10 min. After 
that, they would place the questionnaire and the consent 
form separately in an envelope (i.e. 2 envelopes: one for 
consents and one for completed questionnaires) so as to 

ensure anonymity and confidentiality of data. The pro-
fessionals were given a month to complete the consent 
forms and the questionnaires, with weekly reminders (as 
a strategy to minimise “passive non-responders”). After a 
month, research assistants visited the services to collect 
the envelopes and record the feedback of the staff regard-
ing the research procedure. They enquired about poten-
tial reasons of non-response from their point of view, but 
most of the services attributed it to the workload of the 
mental health services.

The study was in accordance with the ethical standards 
delineated in the 1964 Declaration of Helsinki, as revised 
in 2008. Participants were ensured about their anonym-
ity and confidentiality of their responses, and it was made 
clear to them that the research team is independent of 
their mental health units and hence their colleagues and 
managers would not have access to their filled question-
naires nor could they identify them by their responses. 
Informed consent to participation was obtained from all 
participants.

Statistical analysis
First, descriptive analyses were performed using percent-
ages and absolute frequencies for categorical and ordi-
nal variables, while for continuous variables, means and 
standard deviations were computed if normally distrib-
uted and medians along with 25th and 75th percentiles if 
non-normally distributed (e.g. employment duration in a 
psychiatric hospital/clinic).

Moreover, a series of univariate analyses were per-
formed with gender, age, family status, educational 
status, working setting (hospital-based vs community-
based), professional group, working experience in an 
inpatient setting, personal experience with mental illness, 
the DS total score and the self-rated trust in psychiatry 
as independent variables, with the total score of ATIA 
as dependent variable, to identify statistically significant 
associations. The latter were then entered into a multiple 
linear regression model, to explore independent effects. 
All categorical variables were transformed into dummy 
variables before entering the model. Three consecutive 
blocks of variables were used: i) the self-rated trust in 
psychiatry, ii) the DS total score, iii) interaction between 
the rate of trust in psychiatry and DS total score, and the 
identified confounders, to identify the characteristics that 
were most related with professionals’ ATIA. Partial η2 
values as a measure of effect size were estimated for the 
final model. A thorough assessment of its foundational 
assumptions was undertaken to affirm the integrity of 
our analysis. Scatterplot examinations scrutinized each 
predictor’s relationship with the dependent variable for 
linearity, revealing no deviations from linear expecta-
tions between continuous variables. The Shapiro–Wilk 
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test confirmed the normality of the jackknife residuals 
(W = 0.99, p = 0.76), thus satisfying the normality cri-
terion. Homoscedasticity, or the uniform variance of 
residuals across the range of predicted values, was con-
firmed via the Breusch-Pagan test (χ2 = 2.68, p = 0.12). 
The Variance Inflation Factor (VIF) for each predictor 
was well below the threshold of 5, dispelling multicol-
linearity concerns, with the exception of the interaction 
term and main effects, where correlation was inevitably 
high. Furthermore, no outliers or influential observa-
tions were identified in our sample, as no jackknife resid-
ual exceeded ± 2, no leverage exceeded the critical point 
of 0.12, and no Cook’s D value exceeded 1. Collectively, 
these diagnostic tests validated the key assumptions 
underpinning our multiple linear regression model, pro-
viding a solid foundation for the subsequent analysis.

Statistical significance was set at 0.05 and the Statistical 
Package for Social Sciences version v 29 was employed 
[36]. The proportions of missing data in our study was 
low ranging from 2.00% (6/300) in the DS total score, and 
3.33% (10/300) in the total score of the ATIA scale. Com-
plete case analysis was used as the primary analysis since 
the proportions of missing data were below approxi-
mately 5% (as a rule of thumb) [37]. Therefore, the poten-
tial impact of the missing data in our study was deemed 
negligible.

Results
Attitudes towards involuntary admission
Regarding attitudes towards involuntary admission, as 
illustrated in Table  2, respondents tended to believe 
that involuntary hospitalisation is the only treatment 
option persons with SMI(61.19%) and that it is beneficial 
for them (72.960%). At the same time, the vast major-
ity believed that people with SMI should be treated in 

community mental health services (89.93%) and not in 
psychiatric hospitals (90.64%). They thought that invol-
untary hospitalisation should be the last therapeutic 
resort (84.01%). Moreover, 35.19% considered invol-
untary admission as a measure that benefits the family 
rather than the patient and half of respondents either 
believed that involuntary admission has a negative effect 
on patient outcome (26.12%) or they were reluctant to 
answer this particular question (19.03%). Paradoxically, 
though, more than one third of participants (33.21%) 
considered that coercive measures, such as mechanical 
restraint, should not be abolished, as they ensure every-
one’s safety.

Attitudes to perceived dangerousness and trust 
in psychiatry
Participants appeared to have moderate levels of per-
ceived dangerousness (DS: Mean 24.09 ± 7.66), but still 
hold stigmatising attitudes towards people with SMI. 
Specifically, most respondents (58.36%) believed that 
there should be a law forbidding formerly diagnosed 
patients with mental health issues the right to obtain 
a hunting license. Almost one out of three respondents 
were found to regard people with SMI as unpredict-
able (33.21%), and believed that it is dangerous to forget 
that they suffer from mental illness (29.59%). Moreover, 
15.30% stated that they would hesitate to recommend 
a person with a formerly diagnosed mental illness for a 
teaching position or trust them, if they knew that they 
suffer from a mental disorder. Nonetheless, it is notable 
that the vast majority of respondents disagreed with the 
statement that the main purpose of psychiatric hospi-
tals is to protect the public from people who suffer from 
mental illness (91.45%), and that if people with a for-
merly diagnosed mental illness lived nearby it would be 

Table 2 Participants’ attitudes towards involuntary admission

a The items were reversed coded for the calculation of the total score

Agree
(%)

Unsure
(%)

Disagree (%) Mean (SD)

Involuntary hospitalization frequently occurs for the benefit of the family rather than the patient 35.19 13.33 51.48 -

Involuntary hospitalization is beneficial for the patient.a 72.96 18.89 8.15 -

Involuntary hospitalization must be the last therapeutic resort 84.01 7.06 8.92 -

Involuntary hospitalization has a negative impact on the course of illness 26.12 19.03 54.85 -

People with severe mental illness should be placed in psychiatric hospitals, against their will, in order 
to be under surveillance.a

5.62 3.75 90.64 -

It is more beneficial for people with severe mental illness to be treated in community mental health 
services

89.93 4.10 5.97 -

Practices, such as mechanical restraint, should not be abolished as they are useful for the safety 
of mental health staff, people with severe mental illness and the society.a

33.21 19.40 47.39 -

Often involuntary hospitalization is the only treatment option for people with severe mental illness 61.19 19.03 19.78 -

Total Score - - - 28.51 (6.78)
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dangerous for their kids to go to the cinema (92.54%), or 
to play in the sidewalk (78.07%). Finally, MHPsreported 
high levels of trust in psychiatry (86.67%). Results are 
summarized in Table 3.

A series of univariate analyses revealed that the follow-
ing variables were found to bear a statistically significant 
association with the composite score of ATIA scale: fam-
ily status, educational status, professional group, work-
ing setting, self-rated trust in psychiatry, and the DS 
(Table 4).

Subsequently, the aforementioned variables were 
entered into a linear multiple regression model in three 
steps to observe the changes in the adjusted  R2 in each 
step: the rate of trust in psychiatry was entered in the 
model first, DS was entered in the second step, and an 
interaction between those two variables and all the pos-
sible confounders (i.e., family status, educational status, 
professional group, work setting) were entered last. The 
adjusted  R2 was found to be equal to 0.106, 0.271 and 
0.340 in each step, respectively. The full model was found 
to explain 34% of the total variance.

The interaction effect between the rate of trust in psy-
chiatry and the DS total score was found to be statisti-
cally significant (p < 0.05). It could be argued, thus, that 
the relationship between the DS total score and the total 
score of ATIA scale differs if the self-reported rate of 
trust in psychiatry is taken into account. The effect of 
trust in psychiatry depends negatively on the DS score. 
So, for each unit change in the DS score the slope of trust 
in psychiatry vs ATIA increases by 0.128. Results are 

illustrated in Fig. 1. It can be argued that, as the perceived 
dangerousness increases, the effect of the self-reported 
rate of trust in psychiatry on the attitudes towards invol-
untary admission is getting weaker. It is notable that 
after the inclusion of the interaction term and the con-
founders in the model, the effect of DS loses its statistical 
significance.

Moreover, as indicated in Table 5, having a postgradu-
ate degree (p < 0.05) and working in an outpatient setting 
(p < 0.05) were found to be associated with less favourable 
attitudes towards involuntary admission.

Discussion
The present study endeavoured to (i) explore MHPs’ atti-
tudes towards involuntary admissions, (ii) describe their 
perceived dangerousness of people with SMI and their 
degree of trust in psychiatry, (iii) identify the predic-
tors of their attitudes to involuntary admissions, and (iv) 
gauge the relevant contribution of stigma versus trust in 
psychiatry in explaining them.

The findings demonstrate that MHPs display com-
plex, if not ambivalent, attitudes towards involuntary 
admissions. On the one hand, they consider it ben-
eficial for the patient and to exert a positive impact on 
the course of illness; hence, acceptance of the meas-
ure. On the other hand, most of the respondents have 
a clear community mental health care orientation, 
as they opt for people with SMI to be treated in the 
community. Moreover, they agree with the view that 
compulsory admission should be the last therapeutic 

Table 3 Participants’ perceived dangerousness of people with severe mental illness and their trust in psychiatry

a The items were reversed coded for the calculation of the total score

Agree
(%)

Unsure
(%)

Disagree
(%)

Mean (SD)

Dangerousness Scale
 If a group of former mental patients lived nearby, I would not allow my children to go to the movie 
theater alone.a

2.99 4.48 92.54 -

 If a former mental patient applied for a teaching position at a grade school and was qualified for the job 
I would recommend hiring him or her

54.85 29.85 15.30 -

 One important thing about mental patients is that you cannot tell what they will do from one minute 
to the  nexta

33.21 13.06 53.73 -

 If I know a person has been a mental patient, I will be less likely to trust him.a 17.10 18.22 64.68 -

 The main purpose of mental hospitals should be to protect the public from mentally ill people.a 5.20 3.35 91.45 -

 If a former mental patient lived nearby I would not hesitate to allow young children under my care 
to play on the sidewalk

78.07 4.46 17.47 -

 Although some mental patients may seem all right it is dangerous to forget for a moment that they are 
mentally ill.a

29.59 10.11 60.30 -

 There should be a law forbidding a former mental patient the right to obtain a hunting  licensea 58.36 21.93 19.70 -

Total Score - - - 24.09 (7.66)

Trust in Psychiatry
 I trust psychiatry and its methods for the treatment of people with severe mental illness 86.67 11.48 1.85 1.57 (0.79)
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resort (and that people with SMI should not be placed 
in psychiatric hospitals, under surveillance. Therefore, 
for the majority of professionals, compulsory admis-
sion is a necessary evil, which may be beneficial for the 
patient, when community mental health care cannot be 
delivered.

Nonetheless, the issue becomes rather complicated, 
in light of their difficulty in conceptualizing alternatives 
to involuntary admission. A substantial percentage 
considers it to be often the only option and that coer-
cive practices serve everyone’s best interest in terms of 
safety. The difficulty on the part of MHPs to consider 
alternatives to detention may reflect objective deficits 
in the mental health system configuration in Greece, 

as there is no statutory assertive community treatment 
[38]. Alternatively, it might reflect their subjective dif-
ficulty to think proactively and to establish informal 
and formal ways of collaborating within and between 
services. This is further supported by evidence show-
ing that heightened rates of compulsory admissions in 
Greece may be partially due to gaps in continuity of 
care: only 13.8% of hospitalised patients- irrespective 
of status of admission- seem to be officially referred to 
community mental health services upon discharge [19].

As regards the second research objective, respondents 
displayed a high degree of trust in psychiatry. This may 
indicate that MHPs tend to think and act predominantly 
as clinicians in more traditional terms, considering alle-
viation of symptoms and improvement of functioning as 
their primary goals, instead of conceptualising treatment 
as multifaceted and continuous, often necessitating the 
input of various services, sectors and professionals. This, 
in turn, might be due to the lack of emphasis on commu-
nity mental health orientation and the recovery paradigm 
in their training and practice [38]. The biomedical model 
prevails in the psychiatry residency programs; clinical 
psychology, rather than clinical community psychol-
ogy, is taught at universities and there is no “psychiatric 
nurse” specialisation [38]. At the same time, the recovery 
model; which conceptualizes recovery as a way of liv-
ing a satisfying, hopeful, and contributing life even with 
limitations caused by the illness, is not popular in mental 
health services [38].

In terms of perceived dangerousness, MHPs were 
found to endorse the stereotypical belief that people with 
mental illness are dangerous to some extent. While they 
do not seem to agree with explicitly derogatory and ste-
reotypical statements, like “the main purpose of psychiat-
ric hospitals should be to protect the public from people 
with mentally illness”, nonetheless, a significant percent-
age is a bit skeptical about the risk they might pose. This 
concurs with international evidence [39] and it is of pri-
mary concern, given the links between MHPs’ stigma 
and low-quality services, diagnostic labelling, pessimism 
about recovery, low adherence to informed consent prac-
tices, overemphasis on symptoms and coercive attitudes 
[40]. In Greece, previous evidence had highlighted the 
potency of the dangerousness stereotype in driving social 
stigma, as 74.6% of the general population had been 
found to endorse it as compared to 18.2% in Germany 
and 17.5% in Canada [41]. On the other hand, a previous 
study exploring MHPs attitudes towards mental illness 
in the two psychiatric hospitals of Attica documented 
predominantly favourable attitudes towards people with 
SMI; however, there were still some prejudices regard-
ing pessimism about recovery, difficulty in understanding 
people with SMI as no different from everyone else and 

Table 4 Univariate analyses with the ATIA scale total score as the 
dependent variable

¥ The analysis was performed using Spearman’s rho

Mean SD p-value r

Gender

 Male 28.46 6.38 .971 -

 Female 28.49 6.96 -

Age - - .074 .11

Family status

 Unmarried 27.09 6.89 .003 -

 Married 29.99 6.56 -

 Separated/Widowed 27.53 6.04 -

Educational level

 Secondary education/ 
Technical education

29.97 6.89 .004 -

 University/Technological 
Educational Institution

28.03 6.4 -

 Master’s degree/ PhD 26.02 6.44 -

Specialty

 Psychiatrist 30.19 6.01  ≤ .001 -

 Psychologist 25.67 6.35 -

 Social worker 25.83 7.32 -

 Nurse 30.39 6.34 -

 Other 30.12 6.876 -

Have you ever worked in a psychiatric hospital or in psychiatric ward 
of a general hospital?

 Yes 29.71 6.73  ≤ .001 -

 No 26.34 6.58 -

Have you, or a person close to you/ in your social network ever experi-
enced a mental illness?

 Yes 28.17 6.86 .737 -

 No 28.50 6.91 -

Type of services

 Inpatient 30.76 6.94  ≤ .001 -

 Outpatient 26.31 6.10 -

DS total score - -  ≤ .001 .37

Trust in psychiatry¥ - -  ≤ .001 -.34
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desire to keep distance in social encounters of greater 
intimacy [42]. Thus, stigma and the dangerousness stere-
otype seem to still be high in Greece, even among MHPs, 
raising skepticism about the quality of care provided.

A similar pattern is discerned regarding the predic-
tors of staff attitudes towards compulsory admissions 
(research objectives 3 and 4). Trust in psychiatry emerges 
as the principal driver of acceptance of involuntary hos-
pitalization. This finding resonates with the interpreta-
tion provided by the scarce international literature on the 
topic [8, 11]. Interestingly, the dangerousness stereotype 
did not yield an independent effect on shaping attitudes 
to compulsory admission; however, it was found to mod-
erate the association between trust in psychiatry and 
acceptance of involuntary admission. In this reasoning, 
stigma endorsement reduces the impact of profession-
als’ trust in psychiatry and its methods; and as a result 
of this, compulsory admissions no longer serve the need 
for treatment and optimism about recovery. Hence, it 
seems that stigma may introduce grave hurdles in MHPs 
practice, as it casts doubts about the effectiveness of their 
work, which in turn renders compulsory admission a 
procedure without purpose and an automatic practice, 
which eventually yields awkwardness and bewilderment 
to them. This finding might also bear direct relevance 
to the legislation pertaining to involuntary admissions. 
MHPs’ acceptance of compulsory admissions due to their 
trust in psychiatry is in line with the need for treatment 

criterion. On the contrary, the perceived dangerousness 
of people with SMIs weakens the association between 
the two, indicating that the dangerousness criterion for 
detention might not be regarded as relevant to the clini-
cal practice of mental health care, in line with the view 
that MHPs can only treat illness but they cannot predict 
violence [43]. At the same time, mental health workers of 
outpatient services displayed less acceptance of involun-
tary admissions in line with the international literature 
[10–12], perhaps due to a stronger community orienta-
tion as well as no direct involvement in the practice.

Study limitations
This study was not without its shortcomings. As it relied 
on self-report assessment, it could not have been imper-
vious to social desirability bias. However, the anonymity 
of the questionnaire and the presentation of the study 
to participants endeavoured to minimise its occurrence. 
Social desirability scales were decided not to be used, 
as their validity has been questioned [44]. Due to the 
lack of a register of MHPs working in Athens region, no 
list of working professionals could constitute the sam-
pling frame of the study. In this reasoning, the selec-
tion occurred on the basis of state-funded mental health 
services (hospital-based and community-based mental 
health services, including psychosocial rehabilitation 
units). As a result of this, MHPs of private mental health 
services as well as from other community structures (e.g. 

Fig. 1 Fitted values of the linear regression plotted against DS total score values and the self-rated trust in psychiatry
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school psychologists, counseling centres, art therapists in 
musems etc.) were not taken into consideration. Profes-
sionals working in other community structures are a slim 
minority and they are not involved in any way (preven-
tion, treatment of the acute phase and aftercare) in com-
pulsory hospitalisations. In a similar vein, private mental 
health hospitals were also not involved in compulsory 
admissions at the time of the study. Private psychiatrists 
are a minority but they could not be reached out as well. 
The exclusion of these professionals occurred on the 
basis of relevance (for those not involved in any way in 
the treatment of people with severe mental illness) and 
feasibility (no register of psychiatrists in private prac-
tice). Their exclusion posits barriers to the generalisabil-
ity of the findings; however, it would have jeopardized the 
internal validity of the study, as findings would have been 
contaminated by people with theoretical knowledge or 
no knowledge of the process. Nonetheless, the exclusion 
of private psychiatrists might have introduced selection 
bias in the study.

In terms of non-response bias, which is the most 
noteworthy limitation of cross-sectional surveys, very 
intense efforts were made to maximise response rate. In 
particular: (i) we formulated an engaging first approach 
to the participants, (ii) we opted for a self-rated instru-
ment for data selection as we thought that face to face 
interviews would push participants into lower response 
rates and more socially desirable answers (due to the 
sensitive topic of the study), (iii) survey instrument was 
very short, (iv) multiple reminders tried to engage “pas-
sive non-responders”, (v) anonymous completion of the 
instrument. These strategies were co-created with the 
clinicians of our research team. Nonetheless, as reasons 
of non-response could only be attained by administrative 
staff and non-responders could not be pursued, we could 
not rule out the emergence of non-response bias. While 
there were not significant differences in gender and pro-
fessional groups between responders and non-respond-
ers, one cannot rule out the emergence of non-response 
bias in the study design. It is highly likely that people with 
more authoritative and unfavourable attitudes towards 
mental illness would be reluctant to participate in the 
study, leading perhaps to an underestimation of stigma-
tising beliefs and attitudes in the present sample and a 
potential source of selection and non-response bias.

As regards potential confounders, the study design 
endeavoured to control for confounders which were indi-
cated by the international literature and the clinicians in 
our research team. There were some confounders that 
could not have been measured without resulting in a 
lengthy questionnaire that would have endangered the 
internal validity of the study. Examples of potential con-
founders operating in our study included the influence 

of other stereotypical beliefs surrounding severe mental 
illness (e.g. its curability), participants’ personality struc-
ture and residual confounders.

Another potential limitation pertains to the ATIA 
scale. While a scientific justification for the development 
of a new instrument has been provided and the psycho-
metric properties have been supported (construct, face, 
content and convergent validity as well as reliability), two 
issues warrant elaboration. The first relates to the mod-
erate – albeit adequate- levels of internal consistency, 
which are probably attributed to the complexity of the 
construct tapped by the scale. The second pertains to the 
target population of the validation study (i.e. undergradu-
ates and postgraduates of clinical mental health studies). 
As MHPs are burdened with increased workload and 
some of them would have been potential participants of 
our study, we decided to recruit participants for the vali-
dation study from the most popular clinical undergradu-
ate and postgraduate courses. MHPs are usually trained 
there and students’ educators are always clinicians with 
experience on the field, including involuntary admis-
sions. As the validation of a newly developed scale is 
a long and laborious process, the scale is anticipated to 
be refined in the future. Moreover, in its present form, 
it provides more information than the one-item (with a 
dichotomous answer) previously used in the pertinent 
international literature. Finally, the cross-sectional design 
of the study does not allow to infer any conclusions about 
the direction of the association, a shortcoming that may 
be overcome by a longitudinal design.

As compulsory admission is a complicated and multi-
pronged issue, with rates being variable across countries 
and even within countries [1], each case is considered 
unique and cannot be easily extrapolated to other regions 
and countries. Future studies in other regions of Greece 
and other countries are needed in order to shed light on 
the underpinnings and implications of MHPs attitudes to 
compulsory admissions.

Conclusions
In conclusion, the study shows that MHPS hold com-
plex attitudes towards compulsory admissions. The 
acceptance of the practice was found to be attributed 
to their trust in psychiatry, especially given the dearth 
of alternatives in the current mental health care system 
configuration in Greece. When there are no alterna-
tives, or MHPs cannot think of any, involuntary admis-
sion emerges as the sole treatment option. To address 
this, assertive community treatment and case man-
agement should become systematic parts of mental 
health services, while MHPs’ training should be more 
community and recovery oriented. Concomitantly, the 
dangerousness stereotype does not seem to directly 
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impinge on their acceptance of the practice; indicat-
ing thus that it does not serve penal and control pur-
pose in their view. Nonetheless, it does so indirectly via 
weakening the association between trust in psychiatry 
and attitudes to involuntary admission. Therefore, per-
ceived dangerousness renders compulsory admission 
a practice that creates confusion and awkwardness to 
professionals. This is in line with growing pressures to 
revise the dangerousness legal criterion for detention, 
as predicting violent behaviour is beyond a clinician’s 
role [43]. Stigma is still present, even among MHPs and 
its elimination should be prioritized. An empathy-cen-
tred intervention, especially stressing perspective tak-
ing, might be a way forward in the direction of stigma 
reduction [42].

Taken together, the mental health action plan in the 
country should systematise assertive community treat-
ment and prioritise capacity building activities for 
mental health staff, by providing ongoing training on 
human rights (WHO Quality rights, [45]), community 
mental health and iatrogenic stigma.

Finally, in order to design and deliver preventive 
interventions against involuntary admissons, research 
and policy should not only address the patient-related 
predictors of involuntary hospitalisation but also the 
wider socio-economic and environmental factors that 
play a pivotal role. MHPs’ acceptance of compulsory 
admissions as well as their shapers are an integral part 
of the culture pertaining to mental health care and thus 
constitutes a modifiable risk factor for any effort to 
curb detention rates.
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