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Mental health services in Norway, 2023
Solveig Klæbo Reitan1 and Lars Lien2

Norway has, according to the World Health
Organization, more psychiatrists engaged in
public health services per head of population
than any other country, and the proportionate
numbers of psychologists and others engaged
in mental healthcare are also among the
world’s highest. Approximately 10% of
Norway’s gross domestic product is spent on
health, expenditure per capita that is the
fourth highest internationally. We discuss how
this wealth of expertise translates into the
delivery of services to the public.

According to the World Health Organization,
Norway possesses more psychiatrists in public
health services, per head of population, than
any other country.1 The per capita proportions
of psychologists and other healthcare personnel
occupied in public mental healthcare are also
among the world’s highest. approximately 10%
of Norway’s gross domestic product (GDP) is
spent on health, expenditure in terms of GDP
per capita that is the fourth highest internation-
ally (figures for 2023).2 Most health services are
public and free of charge for inhabitants (patients
pay a small amount, not exceeding €300 per
year). The number of private health services is
relatively low. Dental health, general ophthalmo-
logical services and hearing aids are not financed
from public funds, although this is controversial
because it may give rise to inequality in health-
care. Other social services are widely available.
Social disparities in levels of salary, access to edu-
cation and access to healthcare are small. The
standard of living is generally good, and 35% of
the population have been educated at further
education college or university level.3 All educa-
tion, including university tuition, is free of charge.

Nevertheless, Norway itself has educated only
50% of the country’s medical doctors, although
the proportion of other healthcare professionals
who are Norwegian by birth is higher.

Norway is a constitutional monarchy: its parlia-
ment (Stortinget) decides new laws; a government
with a parliamentary basis executes political deci-
sions; and the legal system interprets and enforce
the laws.

The nation’s health
Infant mortality in Norway is 3/1000 (reduced
from 9/1000 in 1990). Life expectancy at birth is
80 years for men and 84 years for women. The
usual age at retirement is 67 years. Like many
other European countries, Norway is facing a
relatively steep increase in the proportion of its
population who are elderly, not working and
who are at a high risk of morbidity, including
mental health problems. The rate of suicide
12.4/100 000 population, which is higher than
the European average. It has been stable in recent
years despite campaigns to reduce it further,
although it was higher in the past (16.4/100 000
in 1990).4

The prevalence of severe psychiatric disorders is
very similar to figures from other wealthy industria-
lised countries. However, there are currently con-
cerns that increasing numbers of young people
are reporting poor mental health. This phenom-
enon could be related to both increased individual-
ism in Norwegian society, which leaves some
individuals feeling lonely, and the impact of
young people’s obsession with social media. It
may also, paradoxically, be a consequence of the
wide range of opportunities open to young people
in this country, who can easily take advantage of
educational and other choices in life. There are soci-
etal concerns that despite the fact that many young
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people have opportunities to create a meaningful
and happy life, there will always be someone who
is left behind and is unable to take advantage of
these possibilities. Concerns have been expressed
that although these young people may be mentally
distressed, it wouldnot be appropriate tomedicalise
their condition. There is a risk that health workers,
health leaders and politicians confuse such distress
with severe mental disorders. In our opinion, the
most important task for psychiatrists in Norway is
to care for the most severely mentally ill people.

Population demographics and healthcare
The total population of Norway is about 5.5 mil-
lion, approximately 1.2 million (22%) of whom
are under 18 years of age. Most of this population
is concentrated in and around major cities in the
south of the country, including Oslo (0.7 million),
Bergen (0.3 million) and Stavanger (0.14 million).
In the middle of Norway is Trondheim (0.21 mil-
lion). The four universities with medical schools
are in Tromsø, Trondheim, Bergen and Oslo.
Nurses and other healthcare personnel are edu-
cated at many more university colleges. Large
areas of the country are sparsely populated, with
small towns and villages. A scattered population
exists throughout the north of the country,
which is over 1000 miles in length from north to
south. This widely dispersed population creates
challenges for the provision of equitable health
services to all the country’s inhabitants. The pre-
dominant Norwegian political ideology has always
been and still is based on social democratic ideas
of equality in health, social services and educa-
tion. This is in line with a country whose culture
and tradition over the past centuries has always
lacked a powerful local upper class. Because its
population is widely dispersed, and sparse, living
under extreme climatic conditions forced every-
one to collaborate. These factors have led to a
widespread distribution of healthcare services.

Nationwide, primary care is provided to all 356
municipalities by nurses, social workers and psy-
chologists, together with general practitioners
(GPs) (family doctors). Specialised healthcare is
organised into four main regional health trusts.
These trusts organise hospital care, as well as 77 dis-
trict psychiatric centres. Most psychiatrists work in
specialised healthcare centres (hospitals or district
psychiatric centres), where they constitute a minor-
ity of the staff, comparedwith nurses, social workers
and other health professionals. A relatively large
number of clinical psychologists are employed in
secondary specialised healthcare.5 Norwegian legis-
lation and tradition do not recognise a medical
hegemony. Psychologists have equal rights to psy-
chiatrists regarding leadership, clinical examin-
ation, choice of treatment, psychological
treatments and decisions regarding coercion for
the provision of treatment, although medically
trained psychiatrists are still the only profession
that can prescribe certain medications. This situ-
ation has caused some disquiet to the Norwegian
Psychiatric Association. Although it welcomes the

fact that clinical psychologists complement the
healthcare team for people with mental illness,
they may not be adequately trained to provide an
assessment of the somatic health of the patients,
nor be competent to undertake a comprehensive
psychiatric evaluation and devise a treatment plan
for those with severe mental disorders.

History of mental healthcare, laws and
regulations
Norway passed its first Law on the Treatment and
Care of the Insane in 1848. It declared that the
responsibility for the care of the insane was the
government’s. A Control Commission was estab-
lished to inspect the asylums and the private resi-
dences that lodged people with a mental illness
and to assess patients’ legal rights. The law stated
that isolation and restraint should be kept to a
minimum and be documented in the establish-
ment’s records. This law underwent only minor
amendment until it was replaced by the 1961
Law on Mental Healthcare. The major change
was that the new law introduced the possibility
of involuntary admission for an observation per-
iod that could last up to 3 weeks if there was
doubt about the mental state of the patient, that
is, that the patient might have a psychotic dis-
order. In 2001 this law was revised and the max-
imum observation period was reduced to 10 days.
The revised law allows more use of compulsory
treatment of out-patients, reducing the need for
hospital beds. It was intended to improve
patients’ quality of life by allowing them to stay
in their own homes while they were being treated.
Under the terms of Norwegian legislation, an
external medical doctor must evaluate any patient
who is being considered for compulsory admis-
sion before the hospital psychiatrist or psycholo-
gist can implement coercive treatment. The
patient can appeal to a local control commission,
then to the main courts and up to the Supreme
Court to review the conditions under which they
were detained. A patient who was admitted volun-
tarily cannot be converted to an involuntary
admission.

The last main revision of the law on involun-
tary admissions for psychiatric care (effective
from 2017) stated that no one should be admitted
or treated by coercion if they are competent to
consent. The number of coercively admitted
patients in Norway in 2022 was 5500, making
up 2.2% of the more than 250 000 individuals
given treatment in specialised mental healthcare
in Norway annually.6 There are persistent cam-
paigns for a reduction in the use of coercive
admission for treatment. A debate about the rela-
tive importance of balancing human rights and
autonomy against an obligation to care for those
not able to care for themselves has been long-
lasting, together with need to protect society
from patients who could constitute a risk to
others.

The mental asylums that had been established
between 1865 and 1920 have gradually been
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replaced by smaller hospitals and psychiatric
wards in general hospitals. From the 1980s decen-
tralisation and deinstitutionalisation have taken
place. There has been a dramatic decline in the
number of hospital beds and far greater provision
of out-patient services. In 1998 the government
launched a campaign to increase mental health
services during the period 1999–2006, which
was termed the Escalation Plan for Mental
Health.7 The aim was to provide more resources
to support mental healthcare. District psychiatric
centres should be established and there should
be a focus on decentralised services. Every
Minister of Health since then has promised to
provide more resources to mental healthcare
and launched campaigns on the issue.

Nevertheless, in 2023 there is still a concern
that many people with mental disorders do not
get the appropriate treatment. All hospital trusts
report that they are struggling to recruit and
retain psychiatrists, and many psychiatrists say
they have considered quitting because of poor
working conditions. This unfortunate situation
means that the provision of mental healthcare in
Norway is under constant debate among profes-
sionals, leaders, politicians, journalists and user
organisations. A lack of resources is only one fac-
tor that has led to widespread dissatisfaction
with services. The general population is more
aware of mental health issues, and campaigns
aimed at improving knowledge about mental
health have been comprehensive in recent years.
There may have been a change in attitudes,
resulting in people seeking help from psychiatric
services for painful events in life, although those
services were designed to manage more severe,
and less prevalent, psychiatric illnesses.

Today’s mental healthcare system:
economy and personnel
As described above, the design and management
of the mental healthcare system in Norway is
under constant debate. Today, 250 000 inhabitants
get services from specialised mental healthcare
annually. Most of these are treated as out-patients
in ordinary out-patient clinics, and the number of
out-patient consultations is increasing. In line with
other Western countries, the number of in-patient
beds has been reduced, and care in the community
is the prevalent ideology, as it is elsewhere.
However, over the past 20 years beds for psychi-
atric in-patients have been provided in district psy-
chiatric centres. In municipal health centres there
has been an extensive development of specially
adjusted housing for patients who need admission.
Healthcare and social staff are available up to 24 h
a day 7 days a week. Patients have their own apart-
ment with immediate access to staff if needed. As
these services are organised differently around
the country, a direct comparison with the number
of ‘beds’ previously provided is not easy.
Municipalities have greatly increased the number
of psychiatric nurses, psychologists and social
workers. In Norway, as in the rest of the world,

better opportunities for treatment, recovery, par-
ticipation in society and care are available
nowadays.

One major national investment in recent years
has been the development of assertive community
treatment (ACT) teams and the related flexible
ACT (FACT) teams. Their establishment is still
ongoing and has extended to include teams spe-
cialising in forensic and youth FACT. Although
there is already extensive research on FACT
from other countries, it is still an ambition to con-
duct research on the effects of FACT in different
Norwegian settings. Another field of investment
is digital mental healthcare in different forms.
This has of course been motivated in part by the
need to respond to healthcare needs during the
2020 COVID-19 pandemic. However, because of
the demographics of the country, which has a
widespread rural population, as well as a high
level of education and universal access to the
internet, digitalisation of all health services has
been a focus for years. Digitalised psychotherapy,
telemedical consultations and supervision are
under extensive development and are influencing
the provision of mental healthcare.

One challenge Norwegian psychiatrists face
regularly is the attitude of the antipsychiatry
movement. As there is generally low respect for
professional authorities in Norway, a psychiatrist
who claims to provide the most effective and effi-
cient treatment is not necessarily believed. This
attitude is in stark contrast to the respect a doctor
in somatic medicine receives, because his or her
patients are generally willingly accept their doc-
tor’s advice. Antipsychiatry attitudes affect not
only working conditions for psychiatrists, but
also the priority given to their resources. Since
2016 all regional health trusts have been obliged
to offer ‘treatment without medication’ for psych-
otic and other severe psychiatric illnesses. This
shows the strong impact political decisions have
had on working conditions for psychiatrists as
well as the priority given to their resources.
There is some research on these medicine-free
services going on and we are at present waiting
for results. As may be imagined, such conditions
are having a negative influence on the job satisfac-
tion of Norwegian psychiatrists.

Training in psychiatry
Although education about mental illness and sub-
stance use problems in general medical training
has improved in recent years, there is still a
need to keep educators focused on the subject
to ensure a good level of knowledge among GPs
as well as all other doctors. After taking their
final medical exams, Norwegian doctors go
through an 18-month internship, which includes
6 months as a GP and 12 months in hospital spe-
cialties. In recent years, the 12 months they spend
working in a hospital are increasingly likely to
include a period of 4 months in a psychiatric
department. This improves quality of psychiatric
knowledge. Subsequently, the training period
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for a resident to become a specialist in psychiatry
(adult psychiatry) is 5 years. That period includes
clinical training in most fields (acute, long-term/
rehabilitation, out-patient, etc.) and educational
(theoretical) programmes covering areas such as
psychotherapy, service models, the patient–ther-
apist relationship, leadership and legislation.
One year of residency may be in another relevant
medical specialty. Psychotherapy education (prac-
tice and supervision) requires a minimum of 3
years of residency: 2 years of psychodynamic
training, focusing mainly on the role of a therapist
and the patient–therapist relationship, and a fur-
ther year focusing on the treatment of patients
with either psychodynamic, cognitive or group
analytic therapy. This requires a minimum of
110 h of supervision in addition to theory and
patient therapy. Many psychiatrists go on to fur-
ther training in one or more forms of psychother-
apy. Norway, like most other Western countries,
has a separate specialty in child and adolescent
psychiatry. In 2012 Norwegian health authorities
decided to establish a medical specialty in sub-
stance use and dependency (SUD) medicine.
This field overlaps with psychiatry and there are
many doctors among the specialists in SUD who
also are psychiatrists.

General regulations for post-graduate specialty
training are organised by the national health
authorities, but regional health trusts are respon-
sible for the detailed content, including adminis-
tration, leadership and research. In Norway,
universities do not have any responsibility for
training doctors after they leave medical school.
Instead, regional and local health trusts have
the responsibility. Ensuring the quality of psychi-
atric training in Norway is the responsibility of the
Norwegian Psychiatric Association (NPA). Most
psychiatrists and residents are members of the
NPA, which is part of the Norwegian Medical
Association (NMA). The NMA is responsible for
almost 100% of all doctors in Norway as both a
professional organisation and a union. The NPA
is concerned with professional conditions and
professional development, and the general condi-
tions and structure of mental health services. It
has specialist sections on preventive psychiatry,
biological psychiatry, psychotherapy, forensic
psychiatry, consultation-liaison psychiatry, old
age psychiatry, emergency psychiatry, quality
issues, basic problems in science and psychiatry,
resident education, etc. The association and its
sections work in close collaboration with the
NMA, local health authorities and other profes-
sional organisations (among which is the
Norwegian Psychologists’ Association) as well as
several user organisations.

The NPA takes part in public and political
debates about developing and changing mental
health services. The restructuring and decentral-
isation of psychiatric services, together with legisla-
tive changes in leadership, have greatly influenced
the role and function of psychiatrists. They no
longer have automatic responsibility for

administrative and clinical decisions because psy-
chologists can have equivalent leadership posi-
tions. This situation has led to an extensive
discussion of quality issues, indicators, diagnostic
guidelines, treatment programmes and quality
assurance.

Universities and university colleges, together
with the hospital trusts, support a vast range of
research activities in mental illness and substance
use. Funding organisations nationally and inter-
nationally support such research, which has
increased dramatically during the past decade.
Today, most areas of psychiatry are covered by
clinical, epidemiological and basic research.
Research advantages include the fact that
Norway has a stable population that is, in socio-
demographic terms, relatively homogeneous.
Patients use a limited number of hospitals and
other health services, and the relatively small
units serve populations locally. There is close col-
laboration between these clinics and academia.
The low density of the Norwegian population is
a challenge, so working with colleagues nationally
and internationally is highly appreciated.

Conclusions
Norway is well-supplied with personnel and
resources in healthcare, although demands on
those services will always exceed the resources
available. Organisations and services are con-
stantly being developed and updated services
and treatments are being implemented. The
field of mental health is frequently under debate
in the media and among politicians. Research
and education in the medical sciences are increas-
ingly focused on mental illness and substance use,
although still these fields strive to compete with
somatic medicine for resources. The country’s
demography, as well as political will, challenges
the aim to offer mental health services all over
the country. Concerns have been expressed
about the erosion of professional psychiatric cul-
ture because psychiatrists are spread thinly across
a wide geographical area. Norwegian tradition
encourages a lack of professional hierarchy, a
beautiful philosophy in some ways, but it presents
a challenge to psychiatrists, who are trained to a
level of medical competency and up until recently
have been expected to take responsibility for
demanding decisions and actions. These last two
factors may be among those influencing
Norwegian medical graduates away from a career
in psychiatry, potentially weakening the field. The
National Psychiatric Association is aware of this
urgent issue and is trying to find a solution.
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Mental health reform in Australia –
unfinished business
Sebastian Rosenberg,1 Luis Salvador Carulla2 and Alan Rosen3

Australia was one of the first countries to
develop a national mental health strategy.
This article reviews the progress of reform,
outlining some strengths, weaknesses and
prospective challenges.

Australia’s National Mental Health Strategy began
in 1992. The national mental health reform pro-
cess could be characterised as diverse and uneven
rather than steady or linear.

Healthcare structure
Responsibility for funding and planning health-
care in Australia is split between the Federal
(national) government and eight states and terri-
tories. The Federal government is responsible
for primary care (about Au$4bn for mental health
in 2020–2021), historically focusing on the role of
general practitioners (and more recently psychol-
ogists). These services are funded by our universal
health insurer Medicare, with individual practi-
tioners charging a fee for service. The states and
territories each have health budgets, principally
directed towards the provision of hospital-based
in-patient and out-patient care, including in men-
tal health (about Au$7bn).

Australia deinstitutionalised psychiatric care in
the 1990s under the National Mental Health
Strategy, although 1500 beds in psychiatric spe-
cialist institutions remain, costing Au$600m annu-
ally.1 Most of the acute in-patient care occurs in
5521 mental health beds located in the psychiatric
wards of Australia’s general public hospitals.
Overall, the rate of mental health beds available
per 100 000 population declined from 40.2 in
2011–2012 to 37.1 in 2020–2021. Over the same
period, the average length of stay in public hos-
pital mental health acute units reduced from
14.6 days to 13.

Responsibility for secondary mental health-
care, especially in relation to community-based
clinical and psychosocial mental health services,
is unclear. In the 1980s and 1990s, Australia
could reasonably be described as leading the
world in the establishment of multidisciplinary
community mental health teams but many of
these services have been depleted.2

Epidemiology
Over 2 in 5 (44%, or 8.6 million) Australians aged
16–85 experience a mental disorder at some time
in their life, with 1 in 5 (21%, or 4.2 million) hav-
ing experienced a mental disorder in the previous
12 months.3 Prevalence rates seem stable,
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