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Abstract
Aim: This study examined the association of mental health care unmet needs 
with involuntary shortest-stay hospitalization in routine psychiatric practice. 
Method: 212 adult persons with ICD-10 mental disorders who were consec-
utively admitted to a 420-bed psychiatric hospital and discharged within 1-7 
days were recruited. Participants were evaluated with the Camberwell Assess-
ment of Need Scale (CANSAS-P) at discharge. Patients were grouped volun-
tary (VA; n=171) or involuntary (IA; n=41) admission. 
Results: IA persons with psychotic, neurotic, and personality disorders had 
a significantly lower mean number of needs (1.4 times less) and unmet needs 
(1.7 times less) compared to VA persons; they reported lower individual unmet 
needs including accommodation, food, home, self-care, physical health, treat-
ment, company, basic education, telephone, transport, money, and welfare 
benefits. Four CANSAS-P domain scores were also found significantly lower 
in IA than VA inpatients. However, between-group differences for ‘social dis-
ability’ domain scores were unrelated to an effect of age, sex, length of stay, 
and diagnosis; while ‘information processing disability’, ‘emotional processing 
disability’, and ‘coping disability’ domain scores were found to be related to 
diagnoses of inpatients.
Conclusion: These results provide support for the notion that involuntary ad-
mission of persons with psychotic, neurotic, and personality disorders is as-
sociated with lower or under-estimated perceived mental health care unmet 
needs compared to voluntary admission. 
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Introduction

Involuntary hospital admission is specific to psychiatry, assuming that 
the illness makes it difficult for patients to accept treatment 1 2. Involun-
tary psychiatric admission (IA) remains the most restrictive intervention 
for treatment of mentally disordered patients. IA inpatients have higher 
suicide rates, lower levels of social functioning, and equal levels of gen-
eral psychopathology and treatment compliance; they are more likely to 
be readmitted compulsorily after their index hospitalisation 3-5.
Assessment of mental health care needs is an essential element of psy-
chiatric health care planning and evaluation 6-9. The most frequently de-
tected needs of persons with psychosis involve psychological distress, 
house upkeep, food, information on condition and treatment 10-12. Studies 
on the needs of acute psychiatric patients are scant 13. Unmet needs of 
patients with schizophrenia and schizoaffective disorder strongly corre-
late with aggressive behavior 14 and quality-of-life outcomes 15. Personal-
ity disorder was found to be independently associated with more unmet 
needs among psychiatric inpatients 16. There are, however, no sufficiently 
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powered studies that identify unmet needs of involun-
tary inpatients. Assessment of needs for involuntarily 
admitted patients is warranted to meet the needs as-
sociated with complex and mixed disorders 17.
The present study explored the the following questions: 
1 Are there substantial differences in the number of 

unmet needs between IA and VA groups? 
2 What are the between-group differences in fre-

quency of specific unmet needs between IA and 
VA patients? 

3 Are there differences between IA and VA groups in 
mental health care needs related to demographic 
and clinical factors? 

The authors hypothesized that involuntary admission 
of persons with mental disorders would be associ-
ated with greater unmet health care needs.

Methods

Study design
The data for this study were collected at Sha’ar Me-
nashe Mental Health Center from March 1, 2012 
through February 28, 2013. Inclusion criteria: un-
selected voluntary and civil involuntary admissions 
in five acute departments; age between 18 and 66 
years and duration of hospitalization no more than 
7 days (according to the first order of the District 
Psychiatrist for IA). Involuntary admissions followed 
national legislation. At the time of the study most of 
the acute psychiatric patients were admitted to five 
wards: 4 closed wards (including psychogeriatric de-
partment), and one open acute ward. The present 
study was conducted on the shortest-stay cohort of 
persons that were admitted during the study period, 
either voluntarily or under a civil involuntary hospitali-
zation order. 
Involuntary hospitalization in Israel
In Israel involuntary psychiatric hospitalization is reg-
ulated by the Law for the Treatment of the Mentally 
Ill, 1991 18. The legislative criteria for involuntary com-
mitment in Israel are: (a) acute psychotic state; (b) 
physical danger to self or others, and (c) a causative 
link between the psychiatric disorder and the danger-
ous behavior. The District Psychiatrist is authorized 
to issue an involuntary hospitalization order (twice for 
7 days each time) based on psychiatric examination 
conducted by a senior psychiatrist. During this period 
of time, some patients will sign-in as voluntary pa-
tients. If the patient does not sign in voluntarily, then 
he or she is typically discharged after 7-14 days, un-
less commitment criteria clearly continue to be pre-
sent. In that case, a District Psychiatric Board (DPB) 

hearing is scheduled to determine whether or not the 
legal standard is met for longer-term involuntary hos-
pitalization. The DPB reviews all involuntary commit-
ments, both in the civil and criminal domains. Patients 
hospitalized under a District Psychiatrist’s Order ap-
pear before the DPB within 14 days after involuntary 
hospitalization and every three months thereafter 19. 
Since 2004, all patients appearing before a DPB are 
entitled to receive legal representation. Its purpose is 
to safeguard the rights of the mentally ill facing com-
pulsory commitment and to help them express their 
opinion regarding the treatment received and their 
desire to be discharged from involuntary hospitaliza-
tion 18 20 21. 
During the study period, once admitted, each pa-
tient was evaluated by a physician and a treatment 
team to determine the patient’s diagnosis, which was 
based on the ICD-10 Classification of Mental and Be-
havioral Disorders  22 When patients were admitted 
several times, only the first admission was recorded. 
The following variables were recorded: age, gender, 
and marital status, education, ICD-10 diagnosis upon 
admission and at discharge, legal status or the type 
of admission according to law (voluntary or involun-
tary), length of present hospitalization (days), number 
of admissions and duration of hospitalizations for one 
year before the present admission, reasons for the 
admission and discharge. 

Procedure
The Israeli Law for the Treatment of the Mentally Ill 
1991 18 allows for involuntary commitment under the 
following circumstances : (a) acute psychotic state; 
(b) physical danger to self or others, and (c) causa-
tive link between psychiatric disorder and danger-
ous behavior. The District Psychiatrist is authorized 
to issue an involuntary hospitalization order twice 7 
days apart, based on a psychiatric examination. The 
District Psychiatric Board (DPB) can extend involun-
tary hospitalization following a hearing held within 
14 days of involuntary admission and every three 
months thereafter 19. 
 When patients were admitted several times, only the 
first admission was recorded. The following variables 
were recorded: age, gender, marital status, educa-
tion, ICD-10 diagnosis upon admission and at dis-
charge, legal status of admission (voluntary or. invol-
untary), length of current hospitalization (days), num-
ber of admissions and duration of hospitalizations in 
the year before the current hospitalization, reasons 
for the admissions and discharges. The Sha’ar Me-
nashe Internal Review Board approved the study.
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Sample
Two-hundred-twelve unselected inpatients admit-
ted during one year and discharged after seven 
(3.9 ± 1.9) days of hospitalization. Among them, 144 
(67.9%) men, mean age 36.3 ± 11.3 years (range: 18-
66), 215 individuals (58.1%) were single. Mean extent 
of education was 11.9 ± 3.1 years. Mean age of ap-
plication for psychiatric care was 26.2 ± 6.5 years, 
and mean duration of disorder was 21.1 ± 10.2 years. 
Among 212 patients in the sample 118 (55.7%) pre-
sented with ICD-10 schizophrenia spectrum disor-
ders (F20-F29), 25 (11.8%) personality and behavior 
disorders (F60-F69), 25 (11.8%) with neurotic, stress-
related and somatoform disorders (F40-F48), 22 
(10.4%) with mood [affective] disorders (F30-F39), 10 
(4.7%) with organic mental disorders and intellectual 
disabilities (F00-F09; F70-F79), and 12 (5.7%) with 
mental disorders due to psychoactive substance use 
(F10-F19).

Assessments
Diagnosis was based on a face-to-face interview, 
medical records, and consensus between two senior 
psychiatrists. All participants were asked to complete 
the Camberwell Assessment of Need scale (patient-
rated short form; CANSAS-P  8 9 23. The CANSAS-P 
assesses needs over the past month for 22 health 
and social items. The need rating for each item is 0; 
‘no need’ (no problems at all in the domain), 1; ‘met 
need’ (no or moderate problems in the domain be-
cause of help received), or 2; ‘unmet need’ (a serious 
problem, regardless of help provided). Cronbach’s a 
coefficient was 0.85. 
The CANSAS-S items appear to fit four CANSAS-P 
domains. ‘Social disability’ (5 items): accommoda-
tion, food, looking after the home, physical health, 
information on condition and treatment. ‘Information 
processing disability’ (4 items): basic education, tel-
ephone, transportation, welfare benefits. ‘Emotional 
processing disability’ (6 items): daytime activities, 
psychotic symptoms, psychological distress, com-
pany, intimate relationships, and sexual expression. 
‘Coping disability’ (5 items): self-care, safety to self, 
safety to others, drugs, child care 23.

Statistical analysis
This report is based on cross-sectional data concern-
ing the legal (voluntary and involuntary) commitment 
of persons. Univariate comparisons between IA and 
VA patient groups were evaluated with the c2 test for 
equality of proportions for categorical variables and 
the 2-tailed t test, or the Wilcoxon signed rank test (z) 

for assessing continuous variables. The analysis of 
variance (ANOVA) was applied in order to compare 
IA and VA patient groups controlling for the follow-
ing variables: age, sex, length of stay, and diagnosis. 
Mean values with standard deviation (SD) or stand-
ard error (SE) are presented. For all analyses, the 
level of statistical significance was defined as α less 
than 0.05. All statistical analyses were performed us-
ing the Number Cruncher Statistical Systems 24.

Results

Participants
Among 212 subjects 41 or 19.3% were admitted in-
voluntarily, and 171 or 80.7% subjects were admitted 
voluntarily : 27 and 117 men among IA and VA, re-
spectively (65.8% vs 88.4%, c2 ± 0.10, df ± 1, p ± 0.75). 
No significant differences between IA and VA were 
found regarding age (34.2  ±  11.2 vs 36.8  ±  11.3, 
p > 0.05), marital status, education, age of onset and 
illness duration. IA subjects had a slightly longer du-
ration of stay in the current hospitalization (4.7 ± 1.7 
days) compared to the VA group (3.8 ± 1.9 days; p < 
0.05). There were no significant differences between 
IA and VA in the primary discharge diagnosis (Table 
I; c2 ± 12.4, df ± 6, p ± 0.054).

Number of needs 
The mean number of general needs indicated by pa-
tients themselves in the present study was 11.3 ± 6.2 
(range 0 to 21); number of unmet needs was 3.8 ± 4.2 
(range 0 to 17). 
The number of needs identified per VA patients was 
1.4 times higher than for IA patients (12.0 ± 5.6 vs 
8.6 ± 6.4, respectively; t ± 3.2, p < 0.001). Figure 1 
presents a distribution of involuntarily and voluntarily 
admitted persons by number of unmet needs. Thirty-
one percent of IA persons and tventy-two percent of 
VA persons did not report their unmet health care 
needs (24.1% for the entire sample). Between-group 
differences were significant among inpatients with 
psychotic, neurotic, personality and behavior disor-
ders (all p’s < 0.05; Fig. 2). Furthermore, the num-
ber of unmet needs was 1.7 times higher in VA com-
pared to IA persons (4.2 ± 4.3 vs 2.5 ± 3.4; z = 2.5, 
p ± 0.011). 

Items of needs
For this sample the most frequently detected unmet 
needs involved psychological distress (40.6%), inti-
mate relationships (34.0%), and sexual expression 
(25.6%), daytime activities (27.4%), money (25.9%),  
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physical health (25.9%), and company (25.5%) (Ta-
ble II). 
Figure 3 shows significantly decreased frequency of 
12 specific unmet needs in IA admitted persons com-
pared to the VA group: accommodation, food, home, 
self-care, physical health, treatment, company, basic 
education, telephone, transport, money, and welfare 
benefits.

Domains of needs

As expected, mean CANSAS-P domain scores were 
lower in the IA group, than in the VA group, in par-
ticular, the social disability (z = 3.4, p < 0.001), infor-
mation processing disability (p  =  0.002), emotional 

Table I. Demographic, background, and clinical features of the sample (n = 212).

Diagnosis at admission (ICD-10) ICD-10 codes Involuntary 
admission

(n = 41)

Voluntary 
admission
(n = 171)

N % N %

Mental disorders due to psychoactive substance use F10-F19 3 7.3 9 5.3

Schizophrenia, schizotypal and delusional disorders F20-F291 11 26.8 73 42.7

Acute and schizoaffective disorder F23 and F25 11 26.8 23 13.5

Mood [affective] disorders F30-F39 8 19.5 14 8.2

Neurotic, stress-related and somatoform disorders F40-F48 2 4.9 23 13.5

Disorders of adult personality and behavior F60-F69 4 9.8 21 12.3

Organic mental disorders and Intellectual disabilities F00-F09 and F70-F79 2 4.9 8 4.7
1) Except F23, and F25

Figure 1. 
Distribution of involuntary and voluntary admitted persons by 
numbers of unmet needs.

Figure 2. 
Mean number needs by diagnosis, legal involuntary and voluntary admission.
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Figure 3. 
Frequency of the specific unmet needs: voluntary vs involuntary admission.

Table II. Frequency of the CANSAS items in the sample of 212 admitted persons.

Variables No need Met need Unmet need

n % n % n %

Accommodation 83 39.2 96 45.3 33 15.6

Food 99 46.7 102 48.1 11 5.2

Looking after the home 84 39.6 93 43.9 35 16.5

Self-Care 82 38.7 106 50.0 24 11.3

Daytime activities 66 31.1 88 41.5 58 27.4

Physical Health 70 33.0 87 41.0 55 25.9

Psychotic symptoms 108 50.9 63 29.7 41 19.3

Information on condition and treatment 74 34.9 121 57.1 17 8.0

Psychological distress 54 25.5 72 34.0 86 40.6

Safety to self 117 55.2 47 22.2 48 22.6

Safety to others 173 81.6 30 14.2 9 4.2

Alcohol 159 75.0 22 10.4 31 14.6

Drugs 169 79.7 21 9.9 22 10.4

Company 66 31.1 92 43.4 54 25.5

Intimate relationships 89 42.0 51 24.1 72 34.0

Sexual Expression 100 47.4 57 27.0 54 25.6

Child Care 145 68.4 48 22.6 19 9.0

Basic Education 101 47.6 87 41.0 24 11.3

Telephone 110 51.9 96 45.3 6 2.8

Transport 108 50.9 83 39.2 21 9.9

Money 70 33.0 87 41.0 55 25.9

Benefits 88 41.5 82 38.7 42 19.8



M.S. Ritsner et al.

64 - E-bPC

processing disability (t ± 2.1, p = 0.035), and coping 
disability (z = 2.2, p = 0.030) (Fig. 4). 
When IA and VA patient groups were compared with 
ANOVA controlling for age, sex, and length of stay, 
between-group differences in the mean number of 
needs, and all CANSAS-P domain scores remained 
significant (all p’ < 0.05). Controlling for the ICD-10 di-
agnosis (as a second factor) ANOVA showed loss of 
between-group differences for information process-
ing disability (p = 0.071), emotional processing dis-
ability (p = 0.085), and coping disability (p = 0.064), 
but not for social disability (p = 0.027), or the mean 
number of needs (p = 0.041).

Discussion

The assumption was that involuntary admission 
would be associated with greater unmet health care 
needs. 
The first research question addressed differences 
between IA and VA inpatients in the number and 
and frequency of specific unmet needs. This study 
revealed that the mean number of unmet needs was 
3.8 ± 4.2 that replicated data from previous publica-
tions 10 12 25 26. Patients followed by community-based 
mental health services revealed a similar number of 
clinical and social needs, while inpatients (with the 
exception of acute patients) revealed more social 
needs  27. Rates of the mean number of needs (1.4 
times less) and unmet needs (1.7 times less) were 
significantly lower among IA persons with psychotic, 
neurotic, and personality disorders compared to a 
matched VA sample. 

The second research question addressed differenc-
es in frequency of specific individual unmet needs 
between IA and VA groups. Descriptive findings sug-
gest that the the highest proportion (25% to 40%) of 
unmet needs were psychological distress, intimate 
relationships, and sexual expression, daytime ac-
tivities, money, physical health, and company, that is 
consistent with previous studies 12 15 16 28. IA persons 
reported lower unmet needs regarding accommoda-
tions, food, home, self-care, physical health, treat-
ment, company, basic education, telephone, trans-
port, money, and welfare benefits compared to VA 
persons. 
The third research question addressed the effects of 
demographic and clinical factors on differences be-
tween IA and VA groups in the domains of mental 
health care needs. ANOVA was performed with the 
following covariate variables (age, sex, length of stay, 
and diagnosis). Although scores of domain needs 
were significantly lower in IA than in VA inpatients, 
between-group differences for ‘information process-
ing disability’, ‘emotional processing disability’, and 
‘coping disability’ domain scores were associated 
with diagnoses of inpatients, while ‘social disability’ 
domain scores were unrelated to demographic and 
clinical covariates.
Contrary to our expectations, involuntary admission 
was associated with lower unmet health care needs 
than VA subjects. The most plausible explanation 
might be related to the fact that IA patients do not 
have unmet needs in many of the areas of medical 
care; or that they were under-estimated by IA per-
sons. Both of these assumptions are tenable.
One explanation for this finding might be self-report 
methodology for investigating mental health needs in 
psychiatric inpatients. A perceived unmet need is not 
equivalent to an objectively assessed unmet need. 
Perceived unmet need for treatment strongly cor-
related with level of distress and impairment in role 
functioning. Similar correlations have been found in 
prior research  29. Significant differences in the per-
ceptions of voluntarily re-admitted inpatients who 
met ICD-10 criteria for schizophrenia and schizoaf-
fective disorders and staff occurred in 6 of the 22 
needs, with patients rating the needs for “information 
on condition and treatment” and “benefits,” higher, 
and the staff member rating the patients’ needs for 
“intimate relationships”; “safety for others,” “self-care” 
and “daytime activities”, higher. Analogical differenc-
es occurred between the patients and their relatives 
in the same need areas 30. 
An additional explanation for this finding might be re-

Figure 4. 
Mean CANSAS-P domain scores: voluntary vs involuntary ad-
mission.
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lated to lack of insight. A majority of persons suffer-
ing from mental illness show limited insight into their 
illness, their symptoms as part of an illness, treat-
ment and health care needs. Involuntarily committed 
patients were significantly less likely than voluntar-
ily admitted patients to acknowledge that they were 
psychiatrically ill and in need of treatment 3 31 and that 
could result in worrying about relationships, living 
situation, health and finances 32.
Multiple studies have shown correlations between poor 
medication adherence and lack of insight across diag-
nostic groupings 33-34. Former IA patients continue to 
be more sensitive to subjective or real coercion in their 
treatment and more vulnerable to medication non-ad-
herence; they felt coerced more frequently in several 
treatment aspects at follow-up assessments 35.
Limitations: This study deals with a ‘truncated’ sam-
ple, the shortest-stay cohort of persons that was dis-

charged after 7 days in hospital. Second, the sample 
size of IA group of inpatients was relatively small. 
Third, use of self-report methodology for investigating 
mental health needs in severely ill psychiatric patients. 
However, this is the first report on differences in per-
ceived mental health care needs between IA and VA 
persons. Given that unmet needs may be under-es-
timated, it can be concluded that unmet needs are 
important targets for the treatment of IA patients.

Acknowledgments: We are grateful to the staff members 
of the five acute departments of Sha’ar Menashe Mental 
Health Center who cooperated with us in this study. 

Conflicts of Interest: The authors declare that they have 
no conflicts of interest.

Funding Source: The authors declare that there was no 
funding source.

References 

1 Katsakou C, Priebe S. Outcomes of involuntary hospital ad-
mission – a review. Acta Psychiatr Scand 2006;114: 232-41.

2 France CA, Mogge NL. Admissions to the state hospital: a 
one-year study. W V Med J. 2010;106:23-9.

3 McEvoy JP, Applebaum PS, Apperson LJ, et al. Why must 
some schizophrenic patients be involuntarily committed? 
The role of insight. Compr Psychiatry. 1989;30:13-17.

4 Houston KG, Mariotto M. Outcomes for psychiatric pa-
tients following firstadmission: relationships with volun-
tary and involuntary treatment and ethnicity. Psychol Rep 
2001;88:1012-4.

5 Kallert TW, Glöckner M, Schützwohl M. Involuntary vs vol-
untary hospital admission. A systematic literature review 
on outcome diversity. Eur Arch Psychiatry Clin Neurosci 
2008;258:195-209.

6 Phelan M, Slade M, Thornicroft G, et al. The Camberwell As-
sessment of Need (CAN): The validity and reliability of an 
instrument to assess the needs of the seriously mentally ill. 
Br J Psychiatry 1995;167:589-95. 

7 Evans S, Greenhalgh J, Connelly J. Selecting a mental 
health needs assessment scale: guidance on the criti-
cal appraisal of standardized measures. J Eval Clin Pract 
2000;6:379-93. 

8 Slade M, Leese M, Ruggeri M, et al. Does meeting needs im-
prove quality of life? Psychother Psychosom 2004;73:183-9.

9 Slade M, McCrone P, Kuipers E, et al. Use of standardised 
outcome measures in adult mental health services: Ran-
domised controlled trial. Br J Psychiatry 2006;189:330-6.

10 Ochoa S, Haro JM, Autonell J, et al. Met and unmet needs of 
schizophrenia patients in a Spanish sample. Schizophr Bull 
2003;29:201-10. 

11 Grinshpoon A, Ponizovsky AM. The relationships between 
need profiles, clinical symptoms, functioning and the well-
being of inpatients with severe mental disorders. J Eval Clin 
Pract 2008;14:218-25.

12 Kulhara P, Avasthi A, Grover S, et al. Needs of Indian schizo-
phrenia patients: an exploratory study from India. Soc Psy-
chiatry Psychiatr Epidemiol 2010;45:809-18. 

13 Stansfeld S, Orrell M, Mason R, et al. A pilot study of needs 

assessment in acute psychiatric inpatients. Soc Psychiatry 
Psychiatr Epidemiol 1998;33:136-9. 

14 Martínez-Martín N, Fraguas D, García-Portilla MP, et al. Self-
perceived needs are related to violent behavior among schiz-
ophrenia outpatients. J Nerv Ment Dis. 2011;199:666-71. 

15 Ritsner MS, Grinshpoon A. Ten-year quality of life outcomes 
of patients with schizophrenia and schizoaffective disorders. 
Clin Schizophr Relat Psychoses 2013 14:1-32. 

16 Hayward M, Slade M, Moran PA. Personality disorders and 
unmet needs among psychiatric inpatients. Psychiatr Serv 
2006;57:538-43. 

17 Opsal A, Kristensen Ø, Larsen TK, et al. Factors associated 
with involuntary admissions among patients with substance 
use disorders and comorbidity: a cross-sectional study. 
BMC Health Serv Res 2013;13:57. 

18 The State of Israel. Law for the Treatment of the mentally Ill. 
Jerusalem 1991 (http://www.health.gov.il/English/Topics/Men-
tal_Health/treatment/Hospitalization/Pages/Involuntary.aspx).

19 Grinshpoon A, Khawaled R, Levy T, et al. Changes in psy-
chiatric nurse attitudes towards legal representation of inpa-
tients at district psychiatric board hearings in Israel: a pilot 
study. Open Journal of Psychiatry 2011;1:126-31.

20 Bauer A, Rosca P, Grinshpoon A, et al.District psychiatric 
boards in Israel: expectations and realities. Int J Law Psy-
chiatry 2005;28:661-9. 

21 Ritsner M, Kurs R, Grinshpoon A. Short-term hospitalization 
underlies the similarity between involuntarily and voluntarily 
admitted patients: a one-year cohort study. Int J Ment Health 
2014;40:20-35.

22 World Health Organization. The ICD-10 Classification of Men-
tal and Behavioural Disorders: Clinical Descriptions and Diag-
nostic Guidelines. Geneva: World Health Organization 1992.

23 Ritsner MS, Lisker A, Arbitman M, et al. Factor structure in 
the Camberwell Assessment of Need-Patient Version: the 
correlations with dimensions of illness, personality and qual-
ity of life of schizophrenia patients. Psychiatry Clin Neurosci 
2012;66:499-507. 

24 Hintze JL. NCSS 2000 Statistical System for Windows. Us-
er’s Guide. Kaysville, Utah: Number Cruncher Statistical Sys-
tems 2000.

25 Slade M, Phelan M, Thornicroft G. A comparison of needs 



M.S. Ritsner et al.

66 - E-bPC

assessed by staff and by an epidemiologically repre-
sentative sample of patients with psychosis. Psychol Med 
1998;28:543-50.

26 Cialkowska-Kuzminska M, Misiak B, Kiejna A. Patients’ and 
carers’ perception of needs in a Polish sample. Int J Soc Psy-
chiatry 2014;60:178-84.

27 Lasalvia A, Padfield S, White IR, et al. Reliability of the Cam-
berwell Assessment of Need--European Version. EPSILON 
Study 6. European Psychiatric Services: Inputs Linked 
to Outcome Domains and Needs. Br J Psychiatry Suppl 
2000;39:S34-40.

28 McCrone P, Leese M, Thornicroft G, et al. Reliability of the 
Camberwell Assessment of Need--European Version. EPSI-
LON Study 6. European Psychiatric Services: Inputs Linked 
to Outcome Domains and Needs. Br J Psychiatry 2000;(Sup-
pl. 39):S34-40.

29 Meadows G, Burgess P, Bobevski I, et al. Perceived need 
for mental health care: influences of diagnosis, demography 
and disability. Psychol Med 2002;32:299-309.

30 Grinshpoon A, Friger M, Orev E, et al. Relative perceptions of 

the needs of inpatients with schizophrenia and schizoaffec-
tive disorders. Isr J Psychiatry Relat Sci 2008;45:201-9. 

31 David A, Buchanan A, Reed A, Almeida O. The assessment 
of insight in psychosis. Br J Psychiatry 1992;161:599-602.

32 van Baars AW, Wierdsma AI, Hengeveld MW, et al. Improved 
insight affects social outcomes in involuntarily committed 
psychotic patients: a longitudinal study in the Netherlands. 
Compr Psychiatry 2013;54:873-9. 

33 Marková IS. Insight in Psychiatry. Cambridge, UK: Cam-
bridge University Press 2005.

34 Ritsner MS, Blumenkrantz H. Predicting domain-specific in-
sight of schizophrenia patients from symptomatology, multi-
ple neurocognitive functions, and personality related traits. 
Psychiatry Res 2007;149:59-69. 

35 Jaeger S, Pfiffner C, Weiser P, et al. Long-term effects of 
involuntary hospitalization on medication adherence, treat-
ment engagement and perception of coercion. Soc Psychia-
try Psychiatr Epidemiol 2013;48:1787-96.


