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Abstract
Background  Healthcare laws allow for exceptions from the consent requirement when patients are not competent 
to consent or pose a danger to themselves or others. In these cases, the use of coercion may be an alternative to 
voluntary health care. Ambulance personnel are regularly confronted with patients who need healthcare but refuse it 
and/or refuse to cooperate. This study aimed to explore ambulance personnel`s experience with use of coercion and 
factors influencing the use of coercion in the ambulance service in Norway.

Method  We conducted two focus group interviews with a total of eight informants, all ambulance personnel from 
a large Norwegian ambulance service. Digital recordings of the interviews were transcribed verbatim and analysed 
using systematic text condensation.

Results  The informants` stories revealed several methods of coercion used by the ambulance personnel; physical 
coercion, pragmatic coercion, pharmacological coercion and coercion used to ensure the patient is secured during 
transportation. The main reasons for using coercion were preventing patients from harming themselves or others and 
to ensure that patients unable to consent receive healthcare considered necessary. Systemic factors as difficulty of 
applying the law to real-life situations, and organizational factors as fear of breaching guidelines, experienced lack of 
support from the management, fear of charges of misconduct, and lack of training in assessing patients´ competence 
to consent seem to influence ambulance personnels use of coercion.

Conclusion  Ethical grey areas in clinical practice emphasize the need for clinical discretion. Despite the fact that 
regulatory provisions allow for exceptions from the requirement to obtain consent, transferring these regulations to 
real life prehospital settings can be difficult. Consequently, the decisions made by ambulance personnel in clinical 
situations are highly influenced by organizational ethos and guidelines. The informants describe the coercive 
interventions they have employed to manage patients who are deemed to require healthcare but refuse it and/or 
refuse to cooperate.
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Introduction
Voluntary and informed consent is a fundamental prin-
ciple of healthcare provision. The use of coercion rep-
resents a significant intrusion in an individual’s life, 
violating both legal and ethical principles concerning the 
right to freedom and self-determination [1, 2]. Modern 
health legislation generally defines coercion as the inter-
action between health personnel and patients that neces-
sitates safeguarding by the rule of law from the patient’s 
perspective [3]. Although Norwegian health legislation 
does not provide a single, cohesive definition of coercion, 
it is recommended to define it as “overcoming resistance.“ 
[3]. As a general principle, coercion, specifically physical 
coercion, remains a task reserved for law enforcement 
agencies. However, healthcare laws in Norway provide 
exceptions to consent requirements and allow for the 
use of coercion under certain circumstances, such as 
when patients are incompetent, unable to provide con-
sent, or pose a danger to themselves or others [4–7]. 
Ambulance services, being at the forefront of prehospi-
tal care, often encounter situations where these excep-
tions may apply. However, Norwegian regulations have 
not been specifically designed, developed, or discussed in 
the context of the prehospital setting [8, 9]. The Health 
Personnel Act Sect.  7 instructs health care personnel 
to provide care they are capable of, if it is considered of 
vital importance for the patient [10]. This applies even if 
the patient is incapable of providing consent or objects 
to the treatment. In practice, Sect. 7 is often perceived as 
a legal basis for coercion, but it has faced criticism from 
a legal standpoint [11]. The Patient Rights Act Sect. 4 A 
allows for coercion if a patient requires somatic health-
care, is incompetent, and refuses healthcare [12]. Cer-
tain conditions must be met before employing coercion 
under Sect. 4 A, such as attempting confidence-building 
measures, assuming that failure to provide healthcare 
will result in significant harm, considering healthcare 
necessary, and ensuring the measures needed are pro-
portionate to the health care required [12]. The Health 
and Care Act regulates coercion against persons that are 
intellectually disabled or abuse substances [7]. The Men-
tal Health Care Act Sects. 3 − 2 and 3–3 allow for physi-
cians to commit patients to forced mental healthcare if 
the patient is not competent or poses a threat to their 
own life or the health and/or lives of others [6, 13]. The 
municipal chief medical officer or his or her deputy can 
on their own initiative or at the request of another pub-
lic authority or next-of-kin, decide that a medical exam is 
needed and that the exam can be done by force if neces-
sary [14]. The use of mechanical coercive means or single 
doses of short-acting drugs for the purpose of sedat-
ing or anesthetizing the patient, is only regulated inside 
mental health hospitals [15]. The Norwegian Penal Code 

Sects. 17 and 18 provides for actions deemed necessary 
to save lives or protect others from harm [16].

In some countries, guidelines exist for the use of short-
acting drugs in prehospital settings when patients physi-
cally resist healthcare. For instance, the Royal College 
of Emergency Medicine in the United Kingdom (UK) 
has developed guidelines for the management of excited 
delirium and/or acute behavioural disturbance which 
are characterized by “the sudden onset of aggressive 
and violent behavior and autonomic dysfunction” [17]. 
Excited delirium and acute behavioural disturbance are 
considered medical emergencies, as affected individu-
als may experience sudden cardiovascular collapse and/
or cardiac arrest. The guidelines emphasize that physical 
restraints could exacerbate autonomic dysfunction and 
should be kept to a minimum [17]. The National Organi-
zation of EMS Physicians (NAEMSP) in the United States 
of America (USA) recommends that prehospital services 
formulate protocols consistent with legislation and local 
guidelines, including type of and use of restraint; verbal, 
physical, and chemical [18]. Pharmacological coercion 
or chemical restraint in the prehospital setting has been 
discussed in studies from the USA and Spain [19–24] 
with the focus mainly on the most suitable sedative for 
prehospital use. To the best of the authors` knowledge, 
no guidelines, recommendations, or studies on pharma-
cological coercion or chemical restraint have been con-
ducted within prehospital services in Norway.

Norway has 5.3  million inhabitants unevenly distrib-
uted on 323 800 km2. The healthcare system is publicly 
funded, based on the principle of universal access, and 
financed through taxes as well as employer and employee 
payroll contributions. Although emergency care is pro-
vided free of charge, other services require a small co-
payment with caps on out-of-pocket expenses. All 18 
ambulance services in Norway are organizationally part 
of a local health trust and generally function as indepen-
dent organizations, with a varying degree of inter-service 
cooperation e.g. regarding guidelines [25]. Ambulance 
personnel in Norway possess delegated rights to admin-
ister certain medications. These delegated rights vary 
across ambulance services and depend on the level of 
training, competence, and experience. Delegations are 
authorized by the operation manager and an assigned 
medical advisor. Additionally, a physician can prescribe 
and delegate the administration of additional medication 
to ambulance workers under the individual physician`s 
responsibility. All admissions to mental health hospitals 
require a referral from a physician [6], whereas critically 
ill and injured patients can be directly admitted by ambu-
lance personnel [26]. If the patient does not need to be 
admitted, they can be referred or transported to a consul-
tation by a regular general practitioner (RGP) or a physi-
cian from out-of-hours emergency primary health care. 
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If the patient refuses healthcare (including transportation 
to a physician), guidelines in some ambulance services 
demand that ambulance personnel consult a physician by 
phone. However, ambulance personnel have an indepen-
dent responsibility to conduct their work in accordance 
with professional responsibility and diligent care require-
ments [4].

The use of coercion in Norwegian ambulance ser-
vices is poorly documented, primarily due to the exis-
tence of separate databases for each service and the lack 
of uniform data registration methods [25]. Available 
data indicates that coercion is employed in 4.5–10.3% 
of ambulance missions involving patients with men-
tal health problems [27–32]. Despite its prevalence and 
application, no prior research on this topic had been 
conducted when this study was carried out in 2019. This 
study aimed to explore ambulance personnel`s experi-
ence with use of coercion and factors influencing the use 
of coercion in the ambulance service in Norway.

Method
A qualitative research design utilizing systematic text 
condensation (STC), a method developed by Malterud, 
was selected due to its exploratory nature and suitability 
for novice researchers [33, 34]. STC is grounded in Gior-
gi’s psychological phenomenological method yet adopts a 
more pragmatic and descriptive approach [34, 35]. Data 
were collected through two focus group interviews; one 
pilot interview and one primary interview. Focus group 
interviews were chosen for several reasons: (1) Malterud 
(2012) recommends focus group interviews in research 
with an explorative design where the aim is to describe or 
understand (2) conversational exchange gives the oppor-
tunity to collect not only meanings and experiences but 
also contextual details that shape meaning construction 
[36]; and (3) group dynamics provide the advantage of 
one story triggering associations in other informants, 
thereby generating more stories and richer data [37].

Recruiting and interviews
Ambulance personnel (Ambulance Service Technicians 
and paramedics) employed by the Division of Prehospital 
Services at Oslo University Hospital (OUS) constituted 
the population. The division employs approximately 900 
individuals across 18 ambulance stations. The pilot inter-
view involved three strategically selected ambulance 
personnel with varying levels of experience and educa-
tion. After conducting the primary interview, the authors 
decided to include the data from the pilot interview in 
the final analysis, as it provided valuable insight.

The primary informants in this study were predomi-
nantly recruited through the managers of the ambulance 
stations. An email was sent to each station manager, con-
taining an invitation to participate in the study, along 

with a request to inform their employees and post the 
invitation on a noticeboard. The invitation provided 
details about the study and contact information for the 
first author. In response, Six employees volunteered 
to take part in the primary interview. One employee 
withdrew from participation due to a combination of a 
lengthy journey and illness.

A total of eight informants from three different ambu-
lance stations, five men and three women, with between 
1.5- and 28-years’ experience of the ambulance ser-
vice, took part in the focus groups. One informant had 
a bachelor`s degree in paramedicine, two were Ambu-
lance Service Technicians with additional paramedic-
level training and a bachelor`s degree in nursing, three 
were Ambulance Service Technicians with additional 
paramedic-level training, one was an Ambulance Service 
Technician, and one was an Ambulance Service Techni-
cian with a bachelor’s degree in nursing. The informants 
are not described further for reasons of anonymity.

The interviews took place in autumn 2019 in a meet-
ing room in a public building with the first (NOT) and 
second (TLH) authors present. Using a semi-structured 
interview guide based on the study’s aim (appendix 1), 
the first author (NOT) facilitated the interviews. Mean-
while, the second author (TLH) took notes and sought 
clarifications as needed at the end of each interview. The 
pilot interview lasted 90 min, and the primary interview 
lasted 100 min. Both interviews were recorded and later 
transcribed verbatim by NOT.

Ethics
The Regional Committees for Medical and Health 
Research Ethics (reference 2019/927/REK sør-øst) 
deemed that the study was outside the scope of the 
Health Research Act. The Norwegian Centre for Research 
Data (reference 718,167), the Data Protection Officer at 
OUS, and the management of the ambulance service at 
OUS granted their approval of the study.

All informants provided signed consent declarations 
and were encouraged to treat the information disclosed 
in the interview as confidential. The interviews were 
recorded using two separate devices not connected to the 
internet. The audio files were encrypted using the pro-
gram VeraCrypt, 265 bits AES encrypting, before being 
transferred, and the original audio files on the recording 
devices were subsequently deleted. The interviews were 
deidentified during the transcription process. To further 
safeguard the anonymity of both the informant and third 
parties, the stories shared by the informants were altered, 
and two of the stories from informants 3 and 4 under the 
heading “pragmatic coercion” in the results section were 
shortened. To further ensure anonymity, all informants 
will hereafter be referred to as ‘him’ and information 
about the informants will be kept to a minimum. During 
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transcription, one informant was contacted twice to con-
firm our interpretation of his statement. After transcrip-
tion the audio files were deleted.

Analysis
STC`s four steps were closely followed.

Step 1: from a bird’s eye perspective to preliminary themes
Both interview transcripts were read independently 
by the first author, NOT, and a colleague, JJ. The pur-
pose of involving JJ in this process was to ‘create a wider 
analytic space’ [33]. The two identified themes and key 
words that seemed important in an inductive approach. 
The keywords and themes from the two interviews were 
compared and merged to form preliminary themes. The 
remaining analysis was performed solely by NOT.

Step 2: identifying and sorting meaning units – from 
preliminary themes to codes
The preliminary themes were considered against the 
study´s aim and the questions from the interview guide. 
Consequently, the preliminary themes were revised into 
codes, which represented more overall topics. The tran-
scripts were read through, and meaning units, i.e., text 
fragments containing information about the codes, were 
assigned to the corresponding code using ´copy and 
paste´ in word. Table 1 provides an overview of the first 
two steps of the analysis.

Step 3: condensation – from code to meaning
Each code was divided into 2–4 subgroups to differen-
tiate topics within each code. The meaning units were 
sorted accordingly. Codes and subgroups were merged 
and meaning units relocated during an ongoing dynamic 
process at this stage. The meaning units of each subgroup 
were then reduced and abstracted into a condensate – an 
artificial quotation that maintained the terminology used 
by the informants. The respondents´ stories sorted under 
the code “experience with using coercion” proved dif-
ficult to reduce into a condensate, so the meaning units 
were relocated to other codes and the condensational 
process was redone.

Step 4: synthesising – from condensation to description
An analytic text was synthesised from the condensate for 
each subgroup, forming the basis for the result sections. 
Authentic quotes were selected to represent and comple-
ment the analytical text.

Results
The code “factors affecting the use of coercion” is 
employed at the first headline in the result section. The 
code “forms of coercion” serves as the second head-
ing with its subgroups functioning as subheadings. The 

codes “experience using coercion” and “situations coer-
cion used” do not have their own headings; however, the 
respondents´ descriptions sorted under these codes are 
distributed as explanations and examples throughout the 
result section.

Figure 1 gives an overview of the result as an overview 
of how the connection between the results can be viewed.

Factors affecting the use of coercion
The use of coercion in prehospital real-life situations 
was found to be highly influenced by systemic factors, 
elements outside the organization as the legislation and 
organizational variables, factors within the organiza-
tion as guidelines, insecurity, and a culture of fear. The 
majority of the informants seemed to adopt a practical 
approach towards the use of coercion, primarily regard-
ing it as the application of physical force used when 
deemed necessary to fulfill their duty to care or to pro-
tect the patient or themselves from harm. Informants 
reported using physical coercion to disarm patients or 
remove objects used for self-harm, such as razor blades 
or knives. There were instances when patients became 
extremely agitated during transportation; in one case, the 
ambulance crew had to evacuate and leave the patient in 
the ambulance due to conscerns for their own safety. In 
other situations, the ambulance personnel opted to use 
physical coercion to restrain the patient until police assis-
tance arrived. One example involved a patient who lost 
control of himself because of presumed intoxication:

Informant 4: On the two occasions I have fought 
with someone at work, it was due to intoxication.
Interviewer: It´s become physical?
Informant 4: Yes. I had to hold them down, or they`d 
rip the ambulance apart. But it wasn`t really psy-
chiatry, but it became psychiatry, but it was intoxi-
cation…triggered by intoxication.

The informants were conscious of their legal duty to care 
as healthcare professionals.

…and then there is our duty to care as healthcare 
professionals. We are summoned, we are health-
care professionals and therefore have a duty of care. 
(Informant 2)

The informants reasoned that they sometimes had to 
employ coercion based on their professional judgment, 
in the patient`s best interest, while adhering to relevant 
guidelines and legal frameworks. They recognized that 
some patients lacked the awareness or capacity to under-
stand their need for medical attention or the risks asso-
ciated with non-cooperation, which could be attributed 
to a variety of factors such as hypoglycemia, dementia, a 
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brain hemorrhage, severe infection, intoxication. In these 
cases, the informant’s narratives illustrated that physical 
coercion was deemed necessary to ensure the provision 
of adequate treatment.

During the interviews, it became evident that the infor-
mants felt strongly bound by the service’s guidelines in 
their clinical practice. Simultaneously, they admitted to 
having limited awareness of the specific legislation gov-
erning their practice.

Interviewer: …when you make that judgement…
do you consider that we have guidelines …and then 
we have the law, do you have any…what does your 
assessment look like…?
Informant 4: No, I don’t think about the law really, 
not that there are any provisions that I should…It is 
more like you should do as [name of person in man-
agement] says, that we should never leave a patient 
at home. That’s enough for me.

I feel like we are in a gray zone in a way, we are not 
certain what the law says, what the guidelines…

where should we place ourselves? I have not received 
proper training…under certain circumstances, this 
or that should weigh more…and we very often state 
that the guidelines state that we should not leave 
anyone at home… (Informant 1)

Informants frequently reported that adherence to their 
interpretation of local guidelines was a key factor influ-
encing the use of coercion in their clinical practice. 
They expressed an increasing concern about breaching 
guidelines and facing charges of negligence, particularly 
in light of high-profile cases involving ambulance per-
sonnel being charged with misconduct and the subse-
quent negative media attention that followed [34, 35]. 
The informants reported hearing accounts of inadequate 
management support following charges of miscon-
duct, causing them to feel apprehensive about leaving a 
patient at home/at the scene despite the patient`s explicit 
refusal of further medical care. This apprehension was 
underpinned by the informants’ uncertainty regarding 
management`s backing in cases where they might be 
charged with negligence or misconduct.

Fig. 1  Factors that influence how ambulance personnel handle patients who refuse healthcare. The circles indicate that organizational factors (factors 
within the organization), systemic factors (conditions outside the organization) [38], and real-life situational factors affect how ambulance personnel 
evaluate and respond to situations in which patients refuse healthcare, leading in some cases to the use of coercion to complete the assignment
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… should something happen, the management won`t 
support us, they will probably back off and say we 
didn`t follow the guidelines, so… (Informant 2)

Although the informants stated that they were more 
reluctant to use coercion on a patient they deemed com-
petent to consent, they acknowledged that their training 
in assessing a person’s capacity to consent was limited. 
They expressed uncertainty regarding the interpretation 
and application of the legislation in everyday decision-
making. The informants felt they needed more knowl-
edge about the legislation to effectively use it in real-life 
situations. They had numerous legal questions they 
wished to clarify and discuss, but encountered difficulties 
in obtaining clear answers from management when they 
approached them with inquiries and concerns.

Informant 7: I feel like we are put in a role … we 
are obliged to solve a task that cannot be … solved 
because they [the management] are not willing 
to address it. They [the management] just look the 
other way and count on us to figure out something 
smart. And if something goes wrong, presumably you 
must account for it.
Interviewer: … so then they would rather lose you?
Informant 7: yes

The informants’ experiences indicated that neither edu-
cation, training, the system, nor the legislation provide 
them with adequate guidance or support. One informant 
mentioned that, while their education focuses on caring 
for the acutely and critically ill or injured, the majority of 
patient cases encountered were related to general prac-
tice medicine, geriatrics, and mental health. This dis-
crepancy was described as a source of frustration for the 
informant.

Forms of coercion described
Although coercion primarily was regarded as physi-
cal force, the informants described different methods of 
coercion through their stories. These methods and uses 
of coercion described could be synthesised into four cat-
egories: physical coercion, pragmatic coercion, securing 
the patient during transport, and pharmacological coer-
cion. Descriptions of physical coercion will not be further 
elaborated since covered in the section above. The other 
categories are described further in the sections below.

Pragmatic coercion
The term “pragmatic coercion”, coined by the first 
author, refers to methods employed to circumvent the 
use of physical coercion. These methods include lead-
ing and guiding the patient, utilizing authority, employ-
ing white lies, and encuraging voluntary compliance 

through persuation. The objective is to presuade patients 
to accept transportation to one of three possible destina-
tions; their RGP, out-of-hours emergency primary health 
care, or an emergency ward to be assessed by a physician. 
The ambulance service’s guideline (appendix 1) was cited 
as the rationale for employing these persuasion tech-
niques, along with the management`s stated policy that 
no patients should be left at home.

If there had been a guideline that said that we could 
assess whether patients could stay at home, then 
things would have been different, but we don`t have 
that possibility because our manager says that we 
must not do it [leave patients at home]. (Informant 
7)

Leading or guiding a patient to the stretcher or the ambu-
lance was not considered coercion by the informants. 
They explained that their threshold for leading or guiding 
patients was higher when the patient was deemed com-
petent compared to an incompetent patient.

If you have a patient you consider to be incompetent, 
who can`t take care of themselves, then we have to 
get them help. And if they resist for some reason, we 
have to take it one step further… (Informant 2)

Ambulance personnel may exhibit creativity when 
encountering patients who refuse healthcare and are 
deemed incompetent to provide consent in order to avert 
the need for physical coercion. Two examples from the 
interviews, shortened and altered to safeguard anonym-
ity, illustrate this:

A demented patient in a nursing home refused to 
be transported to hospital after suffering a possible 
head injury. Eventually, a physician was summoned, 
who arrived at the nursing home with a taxi driver 
who was a huge, rugged man with a beard. After 
observing the situation for a while, the taxi driver 
offered to talk to the patient. He stood up and said, 
´Listen here, you need to go with these gentlemen 
here.’ The patient immediately changed attitude 
and responded, ‘yes, yes’ and willingly went with the 
ambulance personnel to the hospital. (Informant 3)
 
A confused elderly person was found in a car park 
on a cold winter day. We were dispatched, but upon 
arrival, he refused to enter the ambulance. We 
called a relative and, based on information given 
by the relative, managed to convince the elderly per-
son, by lying, that we would drive him to a Sunday 
dinner at the relative’s home. There was some com-
motion when he was taken to the nursing facility 
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where he resided. However, if we had not done it, he 
would have fallen on the ice, sustained a femur neck 
fracture, and frozen to death or caught pneumonia. 
(Informant 6)

In the study, a ’white lie’ was identified as a method of 
pragmatic coercion aimed at overcoming resistance 
without resorting to physical force. When mental ill-
ness was suspected or the patient had expressed suicidal 
intentions, the informants perceived it as particularly 
important that the patient be assessed by a physician. 
However, they preferred to avoid using physical force or 
seeking assistance from the police and instead would give 
the patient an ultimatum: either come with the ambu-
lance personnel ‘willingly’ or face interventions from the 
police. This approach, involving the use of threats or ver-
bal coercion, was referred to as ‘voluntary coercion’ by 
one of the informants. The goal was to prevent the use of 
physical force, which was considered a last resort.

Handling patients who physically resisted and did not 
respond to verbal instructions, such as some patients 
with dementia, proved challenging. In one instance, 
an informant described how they avoided a punch 
and restrained the patient’s arm by holding it along the 
patient’s side. One informant suggested wrapping a blan-
ket around the patient’s arms (possibly with a safety har-
ness strapped over the blanket) as an alternative method 
of restraint for unruly or intoxicated patients. This same 
method was employed as a hygienic measure in a case 
where a patient was ‘fiddling’ with herself:

Informant 5: Yes, it sure was a long time since she 
had a shower. And she smelled, and she was going 
to… those hands, which had been deep down her 
trousers and… other places as well, and then she 
reached out to touch our faces. Oh my…
Informant 7: (inaudible)
Informant 5: it was a short process. We just ‘smick 
smack’ (miming wrapping a blanket around the 
patient) and down the stairs she went [she was car-
ried down the stairs with a blanket wrapped around 
her arms].

Securing the patient during transportation
Several of the informants reported assisting the police in 
applying physical force to patients who physically resisted 
healthcare during ambulance transports on multiple 
occasions. They mentioned using aids such as bandages, 
Velcro straps (backboard straps), or a vacuum mattress 
with ancillary straps.

Interviewer: Have you ever used spider straps [Vel-
cro straps] to secure an agitated patient to the 

stretcher?
Informant 4: Mm-hmm.
Interviewer: But why? Was it because the safety har-
ness wasn’t enough?
Informant 4: Mm-hmm.
Interviewer: So, you’re not able to keep an agitated 
patient restrained?
Informant 4: No, they loosen the safety harness. If 
you bind their arms down like this [demonstrates 
straight arm positioning] and secure everything over 
them, then they lie there. That way, they can’t get 
anywhere.
Interviewer: So, why do you do it? Is it for traffic 
safety? To prevent self-harm? To ensure our safety or 
what is it that…?
Informant 4: All
Interviewer: All... All of the above?
Informant 4: Don’t want them performing acrobatics 
in the vehicle. Can’t have them loosening the safety 
harness while we’re driving. When they lie there… in 
case of a collision, they remain securely tied down, 
unable to cause disruptions in the vehicle or harm 
themselves or others.

Furthermore, if a patient managed to free themselves 
from the safety harness, the accompanying police officers 
would often unbuckle their safety belts to physically hold 
the patient down. However, if the patient was adequately 
secured, the police could remain seated with their safety 
belts fastened. Some informants reported using simi-
lar methods to secure patients without the presence of 
police officers.

Pharmacological coercion
One informant discussed an incident where diazepam 
was given to a patient without their consent because the 
patient posed a safety risk to themselves and others dur-
ing transportation. Another story about a critically ill 
patient illustrates the use of pharmacological coercion:

This patient was septic and, due to low blood pres-
sure, very confused. He refused to accompany us, 
but he was…we all agreed that he had to be taken 
to hospital, but he was large and located on the sec-
ond floor, so there was no way. We enlisted the help 
of the fire brigade. The air ambulance was unavail-
able because they were occupied with other critical 
patients, so we gave him a good dose of diazepam to 
at least enable us to carry him down the stairs. He 
nearly died from meningitis. (Informant 6)

The informants discussed whether sedation might be 
a preferable option for certain patients rather than sub-
jecting them to extreme physical coercion. For instance, 
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they discussed a case involving a patient with a history of 
sexual abuse, suggesting that sedation could have been a 
more suitable approach instead of physically restraining 
the patient with the assistance of police officers during 
ambulance transportation.

Discussion
The use of coercion in the ambulance service manifests 
in various forms, including pragmatic coercion, physi-
cal coercion, pharmacological coercion, and coercion 
employed to secure patients during transportation. Sys-
temic, organizational, and real-life situational factors 
influence how ambulance personnel manage patients 
who refuse healthcare. Three aspects seem to particu-
larly promt the use of coercion: preventing patients from 
harming themselves or others, ensuring that incompe-
tent patients receive necessary healthcare and avoiding 
breaches of guidelines and charges of misconduct. The 
latter theme was consistently noted during the inter-
views. Patients who refuse healthcare underlie all exam-
ples and situations where coercion was utilized by the 
informants.

Patients who refuse health care present a dilemma for 
ambulance personnel. The service guideline “Patients 
who are not transported to hospital/physician” (appen-
dix 1) is interpreted as “all patients should be assessed by 
a physician” and the ambulance personnel feel strongly 
bound by the guidelines. Consequently, they are hesi-
tant to leave a patient if a physician cannot be sum-
moned to the scene. However, regulations mandate that 
healthcare should be based on voluntary and informed 
consent [5] which means that if the ambulance person-
nel do not respect the patient´ choices, possibly due to 
a lack of awareness and knowledge of the legislation, 
they risk infringing on patients’ rights. Furthermore, 
assessing and documenting patients´ consent is consid-
ered vital to avoid legal repercussions [39–43]. However, 
determining a person`s capacity to consent can be chal-
lenging, and ambulance personnel report limited train-
ing in assessing a patient’s capacity to consent, especially 
in cases involving mentall illness [40–43]. In situations 
where the patient refuses healthcare and is assessed as 
incompetent to consent ambulance personnel seem to 
be prone to utilizing various forms of pragmatic coer-
cion. Pragmatic coercion involves methods used to com-
pel patients to receive healthcare without resorting to 
physical force. In mental health care context, ‘pragmatic 
coercion’ resembles the term’ informal coercion’ which 
encompasses behaviors such as persuasion, interpersonal 
leverage, inducements, threats, deception, employing a 
disciplinary style, and referring to rules and routines [44]. 
The Norwegian Patient Rights` Act, Section 4 A-4, per-
mits the provision of healthcare by force or other means 
if the patient is incompetent, resists treatment, and the 

treatment is regarded as necessary to preserve life and 
prevent harm [5]. In this context, the use of authority and 
occasional ‘white lies’ by ambulance personnel can be 
considered measures that align with the aforementioned 
legal provision.

Several of the informants’ stories reference physi-
cal coercion used as a safety measure, utilized to pro-
vide vital healthcare, protect the patient and ambulance 
personnel from harm, and ensure patient safety during 
transportation. This is carried out both with and with-
out the presence ot the police. An alternative to physi-
cal coercion is medical sedation, which has been termed 
`pharmalogical coercion` in this study. Although there is 
no formal protocol for sedation in the pre-hospital set-
ting in Norway, the practice of using medical sedation as 
an alternative to extensive physical coercion is accepted 
in some countries. For instance, recommendations from 
NAEMSP in the USA and guidelines from the Royal Col-
lege of Emergency Medicine advocate for medical seda-
tion to facilitate potentially lifesaving treatment and 
prevent physical injury in patients exhibiting aggressive 
and violent behaviour. This approach is also considered 
a safety measure for the ambulance personnel, who are 
obliged to aid, but generally are not trained in the use of 
physical force [17, 18]. The use of sedatives on patients 
exhibiting physically aggressive behavior in prehospi-
tal care in Norway has not been widely debated. None-
theless, the informants reported that transporting such 
patients safely presented practical and ethical challenges. 
In some instances, they assisted the police in exercising 
force on combative patients during ambulance trans-
ports, using equipment from the ambulance to secure the 
patient. Their objective was to ensure both the patient 
and the police were adequately secured during transport, 
reducing the risk of severe injury in the event of emer-
gency braking or a road accident. This practice is docu-
mented in a recent study [8]. Given that proper securing 
of drivers and passengers can reduce the risk of death or 
severe injury by 44–60% in the event of an accident [45, 
46], this course of action seems reasonable. However, 
the legal basis for using coercion to protect passengers 
from potential injury in the case of an accident remains 
unclear. As a result, there are no guidelines or stan-
dardised methods to inform those involved in executing 
these assignments in a safe and dignified manner for the 
patient, ambulance personnel, and police. This may imply 
that those involved must improvise, weighing safety con-
siderations against their uncertainty about the legal basis 
every time such a situation arises. The use of physical 
coercion needed to secure these patients contrasts with 
the Royal College of Emergency Medicine´s recommen-
dations for treating acute behavioural disturbance or 
excited delirium, which suggests that physical restraint 
can pose a threat to the patients [17]. During a discussion 
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among the informants regarding the patient´s best inter-
est, a girl with a history of sexual abuse was used as an 
example. They pondered whether pharmacological coer-
cion would be a better alternative for some patients than 
having police officers physically restraining them. Studies 
in the mental healthcare field have shown that patients 
have both positive and negative experiences with the use 
of short-acting sedatives, although these sedatives appear 
preferable in crisis situations [47]. We reason that if phar-
macological coercion is given outside a mental hospi-
tal in Norway, its legality must be based Sect.  7 of The 
Health Personnel Act [10]. If used to save life or health or 
to protect others from harm, the Norwegian Penal Code, 
Chap. 3, Sect. 17 or 18 can be applicable [16].

The informants’ stories indicate that police assistance 
is primarily requested when the presumed cause of the 
patient´s behavior is related to a mental health condition 
and/or substance abuse. Consecuently, the informants 
appeared more inclined to use coercion on patients with 
presumed somatic illnesses without police assistance. A 
possible explanation for this could be the reported inade-
quacy in assessing patients with mental health problems, 
as well as the perception that patients with mental health 
and/or substance abuse issues are considered more 
unpredictable in their behavior [40, 41]. This likely rein-
forces the sense of insecurity surrounding these patients 
and lowers the threshold for requesting police assistance. 
Given that the informants´ education primarily focuses 
on caring for acutely and critically ill or injured somatic 
patients, it is reasonable to assume that they find such 
patients easier to assess. Although the informants gen-
erally find it difficult to apply the regulatory provisions 
that allow for exceptions from the consent requirement 
to real-life situations, they appear to be aware of their 
legal duty to provide care when they deem healthcare to 
be of vital importance to the patient [10]. Inadequacy in 
assessing patients with mental health issues likely make it 
more difficult to determining when these patients require 
urgent care. Even mental health specialists appear to have 
difficulty determening when a mental health conditions 
poses a life threatening risk [48, 49].

Studies related to prehospital transport of patients with 
mental health issues in Norway have primarily focused 
on enhancing the healthcare personnel´s competence 
[29, 50, 51]. This may indicate that the education pro-
vided does not sufficiently equip ambulance personnel 
to handle situations involving patients requiring men-
tal healthcare. Developing the competence and skills 
of health care personnel has been shown to result in a 
reduction in the use of coercion in mental hospitals [52], 
and it has been emphasized as a key factor in the com-
mitment to further reduce coercion in compulsory men-
tal healthcare [53]. The absence of adequate competence, 
training, and feedback on performed clinical practice 

may lead ambulance personnel to base their professional 
practice on lessons learned from supervisors, co-work-
ers, and experiential learning. Measures, such as secur-
ing patients exhibiting physical aggression with bandages 
and Velcro straps, can become established practices if not 
corrected and if a lack of alternatives persists.

In situations involving patients with suspected men-
tal health illnesses, a variant of pragmatic coercion was 
described. The term ‘voluntary coercion’ was used to 
characterize efforts and attempts to persuade a patient 
to comply without using physical force. The informants 
did not necessarily perceive it as a threat or coercion, but 
rather as a pragmatic solution to the situation. Typically, 
this ‘method’ is used to ensure compliance with the ser-
vice’s guidelines and that the patient is assessed by a phy-
sician. Under the Mental Health Act 2007 in Australia, 
ambulance officers are permitted to detain patients who 
appear to be mentally ill or mentally disturbed if it is con-
sidered beneficial for the patients` welfare [42]. Only 27% 
of the patients detained by Australian ambulance officers 
were admitted involuntarily, according to a study exam-
ining the involuntary admission rate [42]. The Australian 
ambulance officers characterized patient detention as a 
crucial measure for ensuring the patients’ further assess-
ment and safety. Nearly half of the detained patients were 
identified as suicidal or as having self-harmed. A UK 
study examining paramedics’ perspectives on the care 
they provided to patients who self-harmed reveals par-
allels [43]. Similar to our findings, the study found that 
paramedics were willing to deny competent patients their 
right to refuse healthcare for paternalistic reasons and 
‘nobody dies on my watch’ mindset. This attitude may be 
based on a number of factors, including concern for the 
patient [42, 43], guidelines that are inconsistent with the 
law [43, 54], legislation that is difficult to apply in real-
life situations [40, 42, 55], fear of negligence [43, 54], 
lack of knowledge [40, 43, 56] and a perception of lack 
of support from the management or the organization 
[43, 56]. A sense of conflict and isolation when making 
decisions regarding the use of coercion was a recurrent 
theme in the data, and has also been described by oth-
ers in similar settings [43]. We are concerned that health 
care personnel`s fear of negligence may be exacerbated if 
they do not percieve the support of their organization`s 
management, particularly when facing a conflict between 
guidelines and legislation. Contradictions between guide-
lines and legislation are something that are known and 
problematic [43, 54].

Limitations
This study was limited to the ambulance service at one 
health trust`, and the findings may have limited trans-
ferability to ambulance services in general. However, we 
note that several of the identified challenges have been 
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addressed by other authors in different countries, indi-
cating that some of the challenges related to coercion in 
the ambulance service may be universal in many respects. 
Particularly, the percieved lack of competence regarding 
patients with mental health illnesses seems to be a per-
vasive issue.

One aspect not addressed in our study was the differ-
ence between urban and rural areas, and the impact of 
this factor on the ambulance personnel`s decision mak-
ing remains unknown. In qualitative studies, there is a 
general recognition that the researcher’s preconceptions, 
knowledge, and experience will affect the research pro-
cess [30]. The first author’s experience as a paramedic 
formed the basis for the study, and it is plausible that 
the role as researcher and colleague provided access to 
data that might be difficult for others to obtain. By being 
aware of her preconceptions, collaborations with super-
visors, and maintaining methodological rigour, the first 
author has striven to do justice to the informants’ stories 
and opinions.

Conclusion
This study examines the use of coercion in various situa-
tions in a Norwegian ambulance service. The informants 
discussed instances involving patients who refused health 
care. The ambulance personnel`s use of coercion was 
influenced by systemic and organizational factors, as well 
as factors in the real-life prehospital situation. Two main 
factors found were the difficulty in transferring statu-
tory consent requirements to real-life prehospital situa-
tions (systemic factor) and the perception that guidelines 
demand that all patients be assessed by a physician (orga-
nizational factor). We identified four modes of coercion: 
physical coercion, pragmatic coercion, pharmacological 
coercion and securing during transport. In general, coer-
cion is employed in the patient`s best interest and/or as 
a security measure to protect both the patient and the 
ambulance personnel from harm.

The identified shortcomings in prehospital personnel`s 
knowledge and awareness of the appropriate use of coer-
cion and legislative restraints could potentially under-
mine patients’ legal rights. We suggest incorporating 
these topics more effectively into both basic training 
and continuous professional development curricula. The 
legal basis for necessary coercion to secure patients who 
physically resist healthcare during ambulance transports, 
despite its vital importance for patient safety, lacks clarity 
and demands immediate attention. Additionally, it is cru-
cial to clarify the practical aspects of handling patients 
who resist healthcare during ambulance transports. The 
topic of using pharmacological coercion outside mental 
hospitals in Norway seems to be sensitive and seldom 
discussed. However, given the need for physical coercion 
to ensure the safe transportation of patients who are not 

competent and display aggressive behavior, it is timely to 
initiate a discussion on patient welfare and the safety of 
all parties involved.

Appendix
1.	 Semi-structured interiewguide
2.	 The guidelines «Pasient som ikke transporteres til 

sykehus/lege»
1. Semi-structured Interviewguide
Can you tell us about any experiences where you have 

used coercion prehospitally?
Can you tell us about other situations where you have use 

coercion?
How do you percieve coercion
How would you define coercion?
How is coercion performed by ambulance personnel?
Have you experienced unpleasant feelings or that it has 

been challenging to use coercion?
What have you experienced? Can you give examples?
2. The guideline «Pasient som ikke transporteres til 

sykehus/lege»
Pasient som ikke transporteres til sykehus/ lege
Pasient som ikke transporteres til sykehus/ lege
DEFINISJONER.
De tilfeller der denne prosedyren vil komme til anven-

delse, er:
1. Der ambulanse blir sendt ut og det viser seg at pasi-

enten må̊
vurderes av lege for eventuell innleggelse i
sykehus. Det er ambulansepersonellet som må̊
sikre at pasienten faktisk kommer i kontakt med legen
2. De tilfeller der ambulansepersonellet vurderer at 

sykehusinnleggelse synes unodvendig og pasienten
våkner adekvat etter behandling, som ved
hypoglykemi hos kjent diabetiker
opiatoverdose hos kjent rusmisbruker
kramper hos kjent epileptiker uten medikamentell 

behandling
mindre uhell med svart moderat eller ingen pasientskade
astmatiker med god sykdomsinnsikt hvor symptomene 

forsvinner etter behandling, kliniske funn
stabiliseres og pasienten selv onsker å forbli på stedet
Pasienten skal IKKE forlates alene
Ved tilstander ut over dette skal det konsulteres med 

lege dersom ambulansepersonellet ønsker å
forlate pasienten på stedet.
3. De tilfeller der pasienten overlates til annet helseper-

sonell enn lege, for eksempel hjemmesykepleier
eller sykepleier på sykehjem eller annen 

behandlingsinstitusjon
4. I de tilfeller der pasienten overlates andre etater enn 

helsevesenet (f.eks. politi)
BESKRIVELSE:
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Alle opplysninger vedrorende pasienten skal formidles 
på eget initiativ ved kontakt med legen

Når pasienten etterlates på stedet skal dette skje etter 
fullstendig klinisk undersokelse, eventuell

behandling og under forutsetning av at pasienten eller 
pårorende er informert om tilstanden, har forstått

den informasjonen som gis og samtykker
Med fullstendig klinisk undersokelse menes under-

sokelse/ tiltak i folge gjeldende anbefalinger på
behandlingssiden i MOM og ovrige prosedyrer i 

tjenesten
Fullstendig utfylt ambulansejournal skal overleveres 

pasient eller pårorende (dersom pasienten selv ikke
er beslutningskompetent) etter en komplett pasien-

tundersokelse. Navn på personer det inngås avtaler
med (annet helsepersonell, andre nodetater, pårorende 

mv) og innholdet i avtalen skal dokumenteres i
journalen
Alle avtaler vedrorende videre oppfolging av pasienten 

skal skje over logget trafikkvei
Pasienten eller pårorende skal alltid informeres om å 

kontakte helsevesenet dersom pasientens tilstand
skulle endre seg, pasienten skulle få nye symptomer 

eller på annen måte fole seg uvel eller syk. Dette skal
dokumenteres i journalen
Pasienter som nylig har sokt helsehjelp flere ganger siste 

dager uten at tilstanden har bedret seg skal tas
med til lege dersom pasienten/ pårorende onsker det
Pasient som har eller har hatt brystsmerter skal ikke for-

lates på stedet uten legeundersokelse eller
legekonsultasjon selv om 12 kanaler EKG er negativ
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