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Abstract
Introduction: Borderline personality disorder patients are often subjected to inpatient compulsory care due to suicidal
behaviour. However, inpatient care is usually advised against as it can have detrimental effects, including increased suicidality.
Aim: To investigate what motives psychiatrists have for treating borderline personality disorder patients under compulsory
care.
Materials and Methods: A questionnaire survey was distributed to all psychiatrists and registrars in psychiatry working at
mental health emergency units or inpatient wards in Sweden. The questionnaire contained questions with ﬁxed response
alternatives, with room for comments, about the respondents’ motives for practising compulsory care of borderline personality disorder patients. The responses were analysed quantitatively with descriptive statistics, and comments were analysed with qualitative descriptive content analysis.
Results: The psychiatrists’ views were divided on when it was justiﬁed to treat borderline personality disorder patients
under compulsory care, as were their views on borderline personality disorder patients’ decision competence. When
there was an assessed risk of harm, 53% were positive to compulsory care of decision-competent borderline personality
disorder patients and another 31% because they considered the patients to be decision incompetent in such situations.
Adding the risk of harm caused many respondents to alter their assessment of the patient from decision competent to decision incompetent.
Conclusion: The large variations in doctors’ opinions indicate that the care of borderline personality disorder patients is
arbitrary. Further, the assessed risk of harm increases the use of compulsory care, even though such care is advised against in
clinical guidelines, has questionable legal support, and could lead to an increased suicide risk over time.
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Introduction
Patients with borderline personality disorder (BPD) present a
challenge to clinicians, especially those clinicians working at
mental health emergency units or inpatient care wards.1,2 The
very personality traits that characterize the disorder – rapid
mood swings, emotional dysregulation, chronically ﬂuctuating suicidal thoughts and actions, impulsiveness, problems
when interacting with other people, black-and-white thinking, and regressive and eruptive behaviour – cause problems
not only for the patients in society but also in the interactions
with health care professionals.2,3
The suicidal and self-destructive behaviour often brings
the patients to emergency care units and hospital wards, but
at the same time, the ‘traditional’ psychiatric treatments of

suicidal patients, that is, hospitalization, restraints, medication, etc., seem counterproductive when it comes to BPD
patients.4–6 There have been numerous accounts of how
BPD patients’ self-destructive and disruptive behaviour escalates during inpatient care, and therefore many clinical
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guidelines advise that hospitalization, monitoring, restraints,
and, in general, overtaking of autonomy should be avoided
or used with caution.7,8 A recent study has even indicated
that crisis-service utilization, such as emergency-room
visits and previous inpatient admissions, results in an
increased risk for future suicide in patients with BPD – a
negative side effect of such care.6 At the same time, BPD
patients are overly represented when it comes to inpatient
care and compulsory inpatient care.9,10
To complicate matters further, there seem to be diverging
opinions among psychiatrists as to whether the patients are
decision competent, whether they should be hospitalized
or not and, if so, for how long; whether they should be
treated under compulsory care; and even whether they
suffer from a severe psychiatric disorder or not.1 Further,
sometimes BPD patients themselves demand compulsory
hospitalization in order not to self-harm,1,11 and occasionally
clinicians practice compulsory care and prolonged inpatient
care on BPD patients to avoid conﬂict or criticism.11,12

The Swedish Mental Health Act and BPD
A translation of the present version of the Mental Health
Act can be viewed in Appendix 1.13,14 When deciding on
compulsory care, the patient’s best interests and need for
care are to be of main importance. In the Swedish Mental
Health Act, BPD is generally not considered a ‘severe psychiatric disorder’, which suggests that compulsory care is
not a permissible treatment option (Appendix 1).
However, it is also stated that personality disorders in combination with an ‘impulsive breakthrough of psychotic
character’ – usually displayed as transient dissociative
symptoms – can be viewed as a severe psychiatric condition, and therefore may be grounds for compulsory care
(Appendix 1).

Decision competence and authenticity in BPD
While decision competence is not explicitly mentioned in
the Swedish Mental Health Act, overriding the patient’s
desire to refuse care in the best interests of the patient is
in the bioethical literature seen as ethically defensible
only in cases in which the patient is no longer decision competent.15 This stems from the ethical principle of respecting
the patient’s autonomous choices unless the patient fails in
the ability to make such choices due to a lack of decision
competence.15 In contrast, not respecting a decisioncompetent patient’s choice, in the spirit of parental beneﬁcence, is called ‘hard paternalism’.15 Decision competence
comprises a series of abilities: the ability to understand relevant information, the ability to reason about treatment
options, the ability to appreciate the situation and its consequences, and the ability to express a choice.16 However,
decision competence can be impaired by certain psychiatric
disorders, such as confusion, thought disorder, and
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psychotic delusions.17 When assessing decision competence, the burden of proof does not lie with the patient,
who is assumed to be decision competent as the default position. Instead, the caregiver must prove that this is not the
case.18 Moreover, decision competence should be assessed
independently of the outcome of the decision.18
Drawing on clinical experience and a limited number of
studies testing the mental capacity of BPD/personal disorder
patients in inpatient and emergency settings, the evidence
suggests that BPD patients are decision competent.19–21
However, decision competence in BPD patients has been
debated, not the least because of the elevated suicide risk,
with arguments that when in crisis BPD patients are not
viewing things objectively, or are refusing treatment
because they want to hurt themselves.22,23 These arguments
have been used to support the notion that BPD patients in
crisis are expressing a defective will, or, put differently,
inauthentic will. Authenticity in this context is understood
as making one’s decision based on the person’s deeper
values and desires and has been argued to be a prerequisite
for autonomous decision-making.24 However, as the notion
of ‘authentic will’ is so hard to express precisely, it is sometimes regarded with suspicion, and it has even been argued
that when making decisions about compulsory care it is
useless in practice.24

Aims of the study
The aim of this paper was to investigate how psychiatrists
perceive BPD patients’ decision competence, what
motives they have for admitting the patients under compulsory care, and whether these motives are supported by the
Swedish Mental Health Act.

Materials and methods
This study is based on a questionnaire survey about the
views and values inﬂuencing psychiatrists’ decisions on
compulsory care of patients with BPD – see Appendix 2.

Participants and distribution
In April 2018, a postal questionnaire was distributed nationally in Sweden in paper form to all (n = 857) psychiatrists
and registrars in psychiatry working at mental health emergency units or in inpatient care wards in Sweden. Two
reminders were distributed to nonresponders: the ﬁrst
after 10 days and the second (with a second copy of the
questionnaire attached) after 20 days from the ﬁrst dispatch.
The list of informants, who fulﬁlled the requirements
described above, and their addresses, was obtained from a
national register of psychiatrists via the company IQVIA
Solutions Sweden AB.
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The questionnaire
The content of the questionnaire was mainly decided based
on inputs from a previous interview study.1 The questionnaire consisted of several claims with ﬁxed alternatives
about what motives the respondents ﬁnd justiﬁable concerning compulsory care of BPD patients (see Appendix
2 for an English translation of the questionnaire).
Speciﬁcally, it contained claims about compulsory care of
decision-competent patients in situations with the risk of
harm or inauthentic requests, compulsory care against a
patient’s best interests, Ulysses contracts (compulsory
care on the patient’s own demand), and the decision competence of BPD patients in an emotional crisis (but without
comorbidity) and whether such situations motivated compulsory care. All claims were followed by the ﬁxed
response options ‘fully agree’, ‘agree to a large extent’,
‘agree to a lesser extent’, and ‘not agree at all’. The respondents also had the opportunity to leave short comments
about the topics covered. The background variables collected were age, sex, professional experience in years,
and possible inﬂuence on trust in the mental health care if
BPD patients were subjected to compulsory care without
it being in their best interests.

Data analysis
The registration and analysis program used was Epi Info 6.
The results were presented as proportions with 95% conﬁdence interval (CI). CIs not overlapping each other were
considered statistically signiﬁcant. The answers from the
questionnaire were dichotomized so that ‘fully agree’ and
‘agree to a large extent’ were grouped together in one
group and ‘agree to a lesser extent’ and ‘not agree at all’
in another. The background variables sex, experience in
years, and change in trust in the mental health care were
also analysed for all comparisons (see Table 1). The background variable ‘experience in years’ was dichotomized so
Table 1. General characteristics of the respondents.
Response rate
Sex ratio (M/F)
Age in years (median (min–max))
Years working within mental health
care (median (min–max))
Increase
Trust for the mental health
Not affected
care if patients with
Decrease
borderline personality
disorder are given
compulsory care without it
being obvious that it is in
their best interest
M: male; F: female; CI, conﬁdence interval.

35% (n = 296)
148/147
49 (27–81)
15 (1–54)
1% (CI: 0–4)
16% (CI: 12–21)
82% (CI: 77–87)

that 1–15 (median = 15) years made up one group and 16–
54 years the other.
The responders’ comments were analysed using qualitative descriptive content analysis, as described by
Sandelowski,25 to extract subcategories, categories, and
themes. First, the comments were read repeatedly to get
an overall impression of the content. Next, meaning units
and phrases expressing thoughts relating to the overall
research questions were identiﬁed. The meaning units
expressing similar ideas were sorted into subcategories.
The related subcategories were then reduced into categories. Finally, the related categories were synthesized into
overarching themes.25–27 The analysis was made inductively, with no predetermined categories.

Results
Summary of the main results
Fifty-ﬁve percent of the respondents thought that patients
should lack decision competence to justify compulsory
care, but more than 50% also justiﬁed compulsory care of
decision-competent patients if they presented a danger to
themselves or others. Forty-nine percent of the respondents
thought it defensible to use compulsory care that was not
in the patient’s best interests – if the patient posed a
danger to others. For BPD patients in crisis with the risk
of self-harm, 84% were positive to use compulsory care –
either because they considered the patients to be decision
incompetent or because the risk of harm trumped that the
patients were decision competent. The qualitative analysis
of the respondents’ comments conﬁrmed the large difference in opinions when it comes to whether the BPD patients
are decision competent or not, if the BPD diagnosis should
be used, whether suicidality by itself constitutes a ‘severe
psychiatric disorder’, and if compulsory care of BPD
patients has legal support. The comments also showed
that compulsory care is sometimes used outside of the
legal framework, for example, to facilitate the handling of
patients or to protect the staff from potential criticism.
The Mental Health Act was thought to leave room for
various interpretations, and the respondents thought it difﬁcult to assess a patient’s decision competence.

Participants
The number of participants responding to the survey was
296 (148 females, 147 males, and 1 providing no
answer); the response rate was 35% (see Table 1). Some
questionnaires were not fully completed but each claim
stated in the questionnaire was answered by a minimum
of 94% of the respondents. Regarding trust, 2% responded
that their trust would decrease if patients with BPD were
given compulsory care without it being in their own best
interests while only 1% responded that their trust would
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Figure 1. Compulsory care of decision-competent BPD) patients. The proportion of the respondents who answered ‘fully agree’ or
‘agree to a large extent’ with a 95% CI. CIs not overlapping each other are considered statistically signiﬁcant.
BPD: borderline personality disorder; CI: conﬁdence interval.

increase. There were no signiﬁcant differences in trust
between men and women or in relation to experience. Of
the 296 envelopes containing ﬁlled-out questionnaires,
only 137 were marked with an arrival date. The analysis
concerning differences among early and late responders
was only carried out for the responses with an arrival
date. There were no signiﬁcant differences regarding the
main claims or background variables between early and
late respondents.

Compulsory care of decision-competent patients
A majority, about 55% (CI = 50%–61%), of the respondents agreed that there must be a lack of decision
competence to justify compulsory care. However, 52%
(CI = 46%–58%) also stated that it is valid to use compulsory care for patients who are decision competent but
who may harm themselves, and 51% (CI = 45%–57%)

thought it valid if the decision-competent patient was
assessed as harmful to others. There were no associations
between the answering patterns and gender, experience,
or trust (see Figure 1).

Compulsory care against patients’ best interests
Almost half of the respondents, 49% (CI = 44%–55%),
agreed that it is valid to give compulsory care against the
patients’ best interests if they constitute a risk of violent
behaviour towards other people. Signiﬁcantly less of the
respondents, 16% (CI = 12%–20%), agreed that it is valid
if there are no other care options, and very few agreed
with the rest of the statements. There were no associations
between the answering patterns and gender, experience, or
trust (see Figure 2).

Figure 2. Compulsory care against BPD patients’ best interests. The proportion of the respondents who answered ‘fully agree’ or
‘agree to a large extent’ with a 95% CI. CIs not overlapping each other are considered statistically signiﬁcant.
BPD: borderline personality disorder; CI: conﬁdence interval.
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Figure 3. Compulsory care on decision-competent BPD patients’ own requests. The proportion of the respondents who answered
‘fully agree’ or ‘agree to a large extent’ with a 95% CI. CIs not overlapping each other are considered statistically signiﬁcant.
BPD: borderline personality disorder; CI: conﬁdence interval.

Compulsory care on decision-competent patients’
own requests
Only 5% (CI = 2%–7%) agreed it is reasonable to give compulsory care on decision-competent patients’ own requests.
However, this number grew to 25% (CI = 20%–30%) and
36% (CI = 31%–42%), respectively, if the patient at the
same time is rapidly ﬂuctuating in feelings/impulses or if
the care can protect the patient’s life. Sixty-ﬁve percent
(CI = 60%–71%) responded that compulsory care on
decision-competent patients’ own requests does not agree
with the Mental Health Act while 59% (CI = 53%–64%)

agreed it has detrimental effects on the patient’s ability to
handle negative feelings and impulses. There were no associations between the answering patterns and gender, experience or trust (see Figure 3).

Compulsory care and decision competence of BPD
patients
Thirty-one percent (CI = 25%–36%) of the respondents
agreed that from strong emotional breakthroughs BPD
patients demonstrate that they are not decision competent

Figure 4. Compulsory care and decision competence of BPD patients. The proportion of the respondents who answered ‘fully agree’
or ‘agree to a large extent’ with a 95% CI. CIs not overlapping each other are considered statistically signiﬁcant.
BPD: borderline personality disorder; CI: conﬁdence interval.
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and compulsory care may therefore need to be used to
protect them from themselves. Fifty-three percent (CI =
48%–59%) responded that the patients are decision competent but may still need compulsory care because they constitute a danger to self or others. Only 4% (CI 2%–6%)
thought that compulsory care was not justiﬁed because
the patients are decision competent and another 4% (CI =
2%–7%) because compulsory care can have detrimental
effects. When comparing against background variables,
men were signiﬁcantly more inclined than women to consider BPD patients to be decision incompetent (39% and
23%, respectively). Apart from this, there were no associations between response patterns and the background variables sex, experience, or trust (see Figure 4).

Analysis of the responders’ comments to the
questionnaire
The responders were free to make comments in adjunction
with the claims in the questionnaire. These comments were
collected and analysed using qualitative descriptive content
analysis, resulting in sets of subcategories, categories, and
themes. The themes and categories are described in Table 2.

Discussion
The main ﬁnding in this study was the divided opinions
among doctors in mental health care concerning when it is
justiﬁed to treat BPD patients under the Swedish Mental
Health Act – the respondents’ answers were split in half on
several questions, with almost as many for as against. The
opinions differed regarding when the patients are considered
decision competent, if decision competence should rule out
compulsory care, if the assessed risk of harm justiﬁes compulsory care of decision-competent patients, how the
Swedish Mental Health Act is interpreted, if the patients
should receive compulsory care that is not in their best interests, whether the BPD diagnosis should be used at all, and if
it is justiﬁed to treat patients through compulsory care when
they ask for it themselves. Further, the results point to an
argumentative dissonance among many of the respondents
when it comes to risk assessment – when a decisioncompetent patient was assessed as harmful to self or
others, this thwarted previously stated principles of respecting the autonomy of decision-competent individuals.
Eighty-four percent thought it justiﬁed to use compulsory care of BPD patients in a crisis when there was a
risk of self-harm, even if 53% considered the patients to
be decision competent in such situations. Thus, for the
majority of respondents, the risk of harm trumped autonomy when deciding on compulsory care. Below, we
discuss the results in more detail.
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Compulsory care of decision-competent
BPD patients
Fifty-ﬁve percent did not ﬁnd compulsory care of decisioncompetent BPD patients to be justiﬁed. When it was added
that the patient constituted a risk of harm to self or others,
some respondents seemed to change their minds as a
small majority were in favour of compulsory care of
those patients, even when they were decision competent.
This inconsistency is highlighted by the fact that 43% of
the participants who responded that they were against compulsory care of decision-competent patients were nevertheless in favour of it if the patients risked harming themselves.
In conclusion, they seem easily swayed when there was a
risk of self-harm, which suggested a paternalistic outlook
since harm avoidance then gets to trump respect for autonomy. Interestingly, the respondents considered being a risk
to others an (almost) equally valid reason.
Altogether, risk assessment seems to be of importance not
only for deciding on compulsory care but also for assessing
the decision competence. This could be precarious as presently
there are no validated methods to predict an individual’s
suicide risk with enough accuracy to make it clinically relevant.28,29 It has, therefore, been advised against making clinical
decisions in mental health care based on risk assessment.28 In
fact, if risk assessment trumps medical need in clinical decisions, the low positive predictive value and limited sensitivity
of suicide risk assessment could entail that the ‘wrong’ patients
get prioritized by health care, which, inadvertently, could lead
to more suicides.30 Moreover, decision competence is supposed to be assessed independently of the outcome of the decision, including severely negative ones, as incompetence
implies some ﬂaw in information processing rather than disagreement with the decision.18
Risk of harm to oneself or others does not by itself constitute
grounds for compulsory care, according to the Swedish Mental
Health Act, but it is to be considered in the weighing of need for
residential care. Unless the patient suffers from a ‘severe psychiatric disorder’ and refuses the offered care or is unable to
express a considered opinion on the matter, risk assessment
is not sufﬁcient to legally motivate compulsory care.
In the light of the objections above, it is difﬁcult to explain
the respondents’ sway in opinion only by looking at the legal
text or the scientiﬁc support for risk assessments. A paternalistic concern could be one explanation – presupposing, then,
the questionable idea that compulsory inpatient care of BPD
patients is lifesaving.4–6 Yet another explanation could be
fear of litigation or other types of professional criticism if
the patient comes to harm or harms someone else. The
latter reason might be further enhanced by society’s expectations on mental health care to prevent all suicides, no matter
whether the patient is decision competent or not, and that the
caregiver is to be blamed if a suicide occurs.1,31 These
motives surfaced in the analysis of the respondents’ comments in this study (Table 2).
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Table 2. Analysis of the respondents’ comments to the questionnaire. The analysis is based on 168 meaning units, extracted from the
comments of 92 respondents. The meaning units have been organized into subcategories, categories, and themes. The full analysis, with
references to the anonymized respondents supporting the statements, has been provided to the editor in a supplementary ﬁle.
Themes

Categories

Subcategories

Compulsory care of
decision-competent borderline
personality disorder (BPD) patients
is justiﬁed

Suicidality justiﬁes compulsory care even if the
patient is decision-competent or if
compulsory care is considered
nonbeneﬁcial from other aspects

Compulsory care is justiﬁed when the patient
is in emotional distress with an increased
risk of hurting herself

Compulsory care of
decision-competent BPD patients is
not justiﬁed

Compulsory care is justiﬁed when a
decision-competent BPD patient has an
increased suicide risk
Compulsory care can have negative
consequences for the patient but is
nevertheless justiﬁed by suicide risk
Violence risk justiﬁes compulsory care even if Compulsory care is justiﬁed when a
the patient is decision-competent
decision-competent BPD patient has an
increased risk of violence
Suicide risk is by deﬁnition a severe psychiatric Increased suicide risk is by deﬁnition a severe
psychiatric disorder, and the suicidality
disorder and renders the patient decision
renders the patient incompetent to decide
incompetent
on the care offered
The BPD diagnosis can be questioned and
Since it is difﬁcult to exclude severe
should be combined with or replaced by
psychiatric comorbidity in BPD,
other diagnoses
compulsory care can be justiﬁed as a
precaution in emergency situations
It is difﬁcult to exclude severe psychiatric
comorbidity in BPD, justifying compulsory
care in emergency situations
Sometimes patients request compulsory care,
Compulsory care on decision-competent
and such care is usually approved in court
patients’ own request occurs, has judicial
support, validates the patient, and is
motivated by the patients’ unreliability and
suicide risk
Compulsory care on decision-competent
patient’s own request may indicate
self-insight of their own needs
Compulsory care on patient’s own request is
reasonable for a shorter period due to
suicide risk
A decision-competent patient with rapidly
shifting emotions and impulses is not
considered reliable in their wishes and
compulsory care at the patient’s own
request can thus be justiﬁed
Violence risk does not justify compulsory care BPD combined with the risk of violence does
not motivate compulsory care, and should
be handled by the police
BPD patients should not be treated under the Compulsory care can be harmful to the
patient and increase the risk of
Mental Health Act as they are decision
self-destructiveness
competent and are harmed by compulsory
care
BPD patients without comorbidity are in
control of their actions and should not be
subjected to compulsory care
Compulsory care is only justiﬁed when the
Compulsory care may only be practised when
patient suffers from a severe psychiatric
the patient suffers from a severe psychiatric
disorder
disorder
(continued)
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Table 2. Continued.
Themes

Compulsory care is applied outside
the law for external reasons

Categories

Subcategories

Compulsory care on a decision-competent
patient’s request has no legal support and is
harmful to the patient

Compulsory care on patient’s own request is
not compatible with the (Swedish) Mental
Health Act
Compulsory care on patient’s own request is
harmful to the patient since it reinforces
destructive behaviours
Compulsory care is practised outside the legal
framework and not in the patient’s best
interests, as a means to handle practical
problems such as: stressful work situations,
lack of resources, pressure from the
environment, need to contain violent
patients, or to safeguard the practitioner
from complaints
The ‘zero tolerance’ for suicide entails
suicidality being used by patients as a means
of obtaining health care

Compulsory care is applied outside the legal
framework, as a means of facilitating the
handling of patients and protecting health
care staff and society from negative
consequences

Social demands for suicide prevention result in
expedient suicidal behaviour and
compulsory care that is not supported by
the legislation

There is no legal clarity regarding
compulsory care of BPD patients

The Mental Health Act leaves room for
various interpretations and can therefore
be used arbitrarily as a means to an end

Decision competence and authenticity
are difﬁcult to assess

It is difﬁcult to determine a patient’s decision
competence
It is difﬁcult to determine a patient’s authentic
will

Compulsory care against the patient’s best interests
Forty-nine percent of the respondents agreed that it is valid
to give compulsory care, even if it is not in the patient’s best
interests, if the patient constitutes a risk of violence to
others. This is, at least seemingly, inconsistent with the
fact that 82% answered that their trust for mental health
care would decrease if compulsory care is given when it
is not in the patient’s best interests. One can speculate if
clinicians feel imposed with potentially contradictory
objectives: that clinicians should always act in the best
interests of the patient but at the same time always act in
the best interests of society. One way to deal with such
potentially contradictory objectives is to always act as to
reduce whatever harm that seems most imminent, be it in
the interests of the patient or of the society.

Compulsory care on decision-competent patients’
own requests
Compulsory care on the patient’s own request has no
support in the Swedish Mental Health Act, which could
explain why very few respondents (5%) agreed that it is

The ‘zero tolerance’ for suicide makes
practitioners feel compelled to practise
compulsory care outside the law
The Mental Health Act can be interpreted
variously by courts and psychiatrists, leaving
it open to be applied as a practical means to
control the patients’ behaviour
It is difﬁcult to determine a patient’s
decision-making abilities
It is difﬁcult to determine a patient’s true inner
will

reasonable to practise compulsory care on decisioncompetent patients’ own requests. But even though very
few agreed that it is reasonable to give compulsory care if
the patient is afraid of harming herself or other people,
the respondents agreed to a much larger extent when it
was added that the patient is emotionally unstable or that
the treatment is potentially lifesaving. One obvious difference between the former two and the latter two scenarios
is that the latter imply that the assessment of the patient’s
psychiatric condition and need for care has been done by
the psychiatrist instead of the patient. Once again, a substantial proportion of the respondents seem to express a
paternalistic attitude towards patients.

Compulsory care and decision competence in BPD
patients
Eighty-four percent of respondents agreed that there are
situations of emotional crisis, without signiﬁcant comorbidity but with the risk of self-harm, where compulsory care of
BPD patients is justiﬁable. However, they did not fully
agree on the matter of BPD patients’ decision competence:
while 31% of the respondents stated that BPD patients are
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not decision competent in such situations, 53% stated that
they are.
The answers reﬂect the lack of consensus concerning the
decision competence of BPD patients found in the literature. Still, most clinical assessments and studies so far
point to BPD patients being decision competent.19–21 One
explanation why about a third of the respondents assess
BPD patients as decision incompetent could be that they
think compulsory care is in the patient’s best interests in
certain situations. Then, to justify their normative conclusion on compulsory care, they let their conclusion affect
their factual beliefs about the decision competence of the
patient, through a sort of backward reasoning.32 Another
possibility is that authenticity is confused with decision
competence in these situations, that is, that the caregiver
believes that the patient’s ‘genuine’, authentic will is distorted when being in an emotional turmoil, and that this is
interpreted as decision incompetence.22 This contrasts
with the more explicitly paternalistic idea, supported by
more than half of the responders, which says that BPD
patients are decision competent but should still be treated
under compulsory care to protect themselves and others
from harm.
As of yet, there is no support for the claim that BPD
patients are decision incompetent just because they are in
a crisis or are suicidal. Further, there is little support for
saying that BPD patients beneﬁt from being deemed decision incompetent in such situations. On the contrary,
there could be detrimental effects from (compulsory)
inpatient care and overtaking of autonomy.7,19,21,22,33 One
reservation to the latter statement could be if the patient
has entered a transient psychotic state, where there is
strong reason to believe that the patient is both genuinely
decision incompetent and in high need of medical intervention. In our questionnaire, however, we have referred to
BPD patients in crisis without any signiﬁcant comorbidity.
Despite the possibly detrimental effects of inpatient care
and overtaking of autonomy,7,19,22,33 and the presumed
decision competence of BPD patients,19–21 <5% of the
respondents chose the alternative of refraining from compulsory care because the patient was decision competent,
and another equally small percentage chose to refrain
from compulsory care because of its detrimental effects.
This points to a widespread belief among psychiatrists
that compulsory inpatient care of BPD patients is lifesaving,
despite lack of support for this belief in the scientiﬁc
literature – and that this supposedly lifesaving intervention
trumps respecting the autonomy of a decision-competent
patient.
An interesting detail in this study was that male psychiatrists seemed more inclined to view BPD patients as decision incompetent than female psychiatrists. If this mirrors
an implicit bias concerning how male doctors value the capacity of female patients (most BPD patients in mental health
emergency units are female), we remain agnostic.
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How clinical decision-making could become more
consistent and ethically defensible
As previously described in the ﬁeld of value-based medicine,34 medical decision-making is increasingly based on
complex and conﬂicting values. This leads to differences
in how caregivers interpret symptoms, choose treatments
and diagnose patients, and can explain why the same caregiver can act inconsistently depending on the situation. The
results of this study are in line with the problems that arise
from conﬂicting values in medicine. One way to solve the
problems described in this study could therefore be to introduce value-based medicine in Swedish mental health care.
By teaching caregivers to explore and then analyse ethical
issues around different ethical principles, decision-making
in mental health care could become more equal and ethically defensible.

National variations
When comparing the number of patients who receive residential compulsory care per 100,000 inhabitants in
Sweden, substantial regional differences can be seen. For
example, in 2017 this number was 152 in Stockholm (the
county with the highest number) and 50 in Värmland (the
county with the lowest number), according to the statistical
database of the National Board of Health and Welfare concerning psychiatric compulsory care.10 It is unlikely that
these statistical differences are entirely derived from regional
differences in mental health. Instead, at least a part of the difference can probably be explained by differences in assessments by the caregivers, both at the institutional and
personal levels. This national variation indicates that compulsory care is practised unequally in Sweden.

Limitations
The 35% response rate of this study can be considered problematically low. Yet, it is consistent with our experience of
health care staff’s increasing reluctance to participate in
questionnaire studies in the last few years. One can speculate if this reluctance is secondary to the increased ﬂow of
information in both society and health care. However, for
controversial topics, or if little empirical work has been
done on the subject previously (both being true for this
study), lower response rates are generally accepted.35
The questionnaire is not validated. However, it is based
on an earlier interview study.1 Further, a pilot was also done
before the questionnaire was completed to provide a better
foundation for the design of the questionnaire.

Conclusion
The doctors in the Swedish mental health care profession
expressed divided opinions on most questions regarding
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when compulsory care of BPD patients is justiﬁable. This
suggests that the offered care depends on the individual
doctor’s personal views, opening up for arbitrariness and
inequity in clinical practise.
For BPD patients in a crisis with the risk of self-harm,
84% were positive to use compulsory care – either
because they considered the patients to be decision incompetent in such situations (31%) or because the risk of harm
trumped that the patients were decision competent (53%).
This indicates that striving for risk reduction is considered
more important than respect for autonomy in such situations
and that the increased risk of harm can be interpreted as a
sign of decision incompetence.
Drawing on the respondents’ comments, societal expectations on mental health care to prevent harm, together with
a fear among caregivers to be subject to criticism, lead to
expedient interpretations of the Swedish Mental Health
Act and a disregard of the negative effects that compulsory
inpatient care can have on BPD patients – including an
increase of suicidal behaviour.
In all, risk prevention seems to be the most important
factor for a majority of doctors when they decide on compulsory care of BPD patients – more important than clinical
guidelines or legal provisions – even if risk assessments
have limited clinical value in predicting suicides and compulsory care has not shown to reduce suicide risk.
Unintentionally, this ‘risk-aversive’ practise seems to
increase the use of nonbeneﬁcial compulsory care and can
increase suicide risk for BPD patients over time.
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Appendix
Appendix 1: Parts of the Swedish mental
health legislation13,14
Law (1991:1128) of psychiatric compulsory care
Swedish Code of statutes 1991:1128
Valid thru SFS 2017:373
Issued: 20 June 1991
Translated by Lundahl et al.1
https://www.riksdagen.se/sv/dokument-lagar/dokument/
svenskforfattningssamling/lag-19911128-om-psykiatrisktvangsvard_sfs-1991-1128
According to section 2, compulsory care under this law
is given as inpatient psychiatric compulsory care or, after
psychiatric treatment, outpatient compulsory care. Care
given when the patient is admitted to a health care facility
is referred to as inpatient psychiatric compulsory care.
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Other health care under this Act is referred to as outpatient
psychiatric compulsory care.
The compulsory care shall aim to put the patient in a condition, as to voluntarily participate in the necessary care and
receive the support he or she needs. Law (2008: 415).
According to section 2a, coercive measures when caring
under this Act may be used only if they are proportionate to
the objective of the measure. If less intrusive measures are
sufﬁcient, those shall be used.
Coercion shall be exercised as gently as possible and
with the greatest possible consideration to the patient.
Law (2000: 353).
According to section 2b, coercive measures in order to
implement the care may be used only if the patient
cannot, by being given individually customised information, be prompted to voluntarily participate in the care.
Those may not be used to a greater extent than is necessary
in order to prompt the patient to this. Law (2000:353).
Prerequisites for compulsory care. According to section 3,
compulsory care may be given only if the patient suffers
from a severe psychiatric disorder and, due to his/her psychiatric condition and also personal circumstances:
1. is in imperative need of psychiatric care, which cannot
be met by means other than admitting the patient to a
medical facility for round-the-clock qualiﬁed psychiatric care (inpatient psychiatric compulsory care), or
2. needs to comply to certain conditions in order to be
given necessary psychiatric care (outpatient psychiatric
compulsory care).
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orientation, can manifest itself. Severe depression with suicidal ideation should also count as a severe psychiatric disorder. Furthermore, severe character disorders, for example,
some disabling neuroses and personality disorders with
impulsive breakthroughs of psychotic character.
Compulsory care could also be applied when a stress reaction affects the mental ability to such extent as to be of
psychotic character. Alcohol-related psychoses, such as
delirium tremens, alcohol-related hallucinoses, and
obvious dementia-like states, should also be categorized
as severe psychiatric disorders. The same goes for psychotic
states that can affect drug abusers. […] [I]t is imperative to
stress that a mental disability caused by ageing, expressed
as a behavioural disorder related to senile dementia, could
be as severe as to be referred to as a severe psychiatric disorder. When it comes to mentally retarded patients, solely
the mental impairment is not grounds for compulsory care.
Quotes from the Government’s legislative proposition
regarding the Swedish Mental Health Act, http://data.
riksdagen.se/dokument/GE0358, pages 238–239:
‘It deserves to be stressed that a person may not be subjected to compulsory care merely for social reasons. For
practicing compulsory care, the patient must be suffering
from a severe psychiatric disorder’.
‘In principle, the patient’s own need for care shall be
decisive when making an assessment under the Mental
Health Act’.

Appendix 2: Questionnaire
Cover sheet (translated by the author of this study)

A prerequisite for care under this Act is that the patient
opposes such care as is stated in the ﬁrst paragraph, or, as
a result of the patient’s psychiatric condition, there is considered reason to assume that the health care cannot be provided with his or her consent.
Involuntary treatment may not be given if the patient’s
psychiatric disorder, within the meaning of the ﬁrst subparagraph, is merely a mental retardation.
In the assessment of need for care as referred to in the
ﬁrst subparagraph shall also be taken into account, if the
patient due to his psychiatric disorder is dangerous to
another’s personal safety or physical or psychiatric health.
Law (2008: 415).
Deﬁnition of ‘severe psychiatric disorder’ in the
Government’s legislative proposition regarding the
Swedish Mental Health Act, http://data.riksdagen.se/
dokument/GE0358, page 85.
‘Severe psychiatric disorder’ should primarily signify
conditions of psychotic character, such as conditions with
a disturbed perception of reality with symptoms such as
delusions, hallucinations, and confusion. Following brain
injury, a severe mental impairment (dementia) with disturbed perception of reality and decreased global

QUESTIONNAIRE FOR MEDICAL SPECIALISTS AND
RESIDENTS IN MENTAL HEALTH CARE, ACTIVE IN
SWEDEN
This questionnaire is part of a research project in medical
ethics at Karolinska Institutet and is addressed to you who
have Swedish specialist competence in psychiatry, or is a
resident in psychiatry.
The questions concern the handling of patients with a
main symptomatology consistent with borderline personality
disorder, where there exists a chronic long-term pattern of
ﬂuctuating emotional instability and self-destructiveness.
Participation is voluntary – if you do not want to participate you can abstain from answering the questionnaire. If
you do not want reminders, please return the appurtenant
envelope empty. All analyses occur at a group level.
When the data have been compiled no answers will be
traceable to individuals. No individual answers will therefore be traceable to you.
The questionnaire (translated by the author of this
study)
Several questions in the questionnaire concern a
patient’s decision competency. By decision competency,
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in this context, we mean a person’s ability to autonomously
make decisions in a certain matter – for example, to accept
or refuse offered care. If the patient’s decision in a certain
matter is affected by, for example, threats, coercion,
mental confusion, or psychotic delusions, the patient is to
be considered not decision competent in the matter. In the
questions below we pertain to decision competence concerning offered care.
In the questions, the expression ‘true will’ occurs. By
this we mean in this context the patient’s actual will,
based on the patient’s underlying values and life goals.
Here follows a number of claims that pertain to patients
with borderline personality disorder, without considerable
mental comorbidity. Mark the answering alternative that
best agrees with your opinion about the claim, meaning
what YOU believe.
1. A patient must lack decision competence regarding
offered care to be eligible for compulsory care
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
2. It is valid to give compulsory care to decisioncompetent patients that constitute a danger to
themselves
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
3. It is valid to give compulsory care to decisioncompetent patients that constitute a danger to other
people
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
4. It is valid to give compulsory care to decisioncompetent patients if their requests are not derived
from their true will
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
Comments regarding claims 1–4:
5. Even if it is not in their best interest, sometimes it is
valid to give compulsory care to patients when they
constitute a risk of violent behaviour towards other
people
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
6. Even if it is not in their best interest, sometimes it is
valid to give compulsory care to patients when there
are no other care alternatives, such as psychiatric outpatient care or mobile acute units
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
7. Even if it is not in their best interest, sometimes it is
valid to give compulsory care to patients when
persons in their surroundings (such as relatives or
social services) demand it
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
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8. Even if it is not in their best interest, sometimes it is
valid to give compulsory care to patients in order
for you to avoid being reported to auditing authorities
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
9. Even if it is not in their best interest, sometimes it is
valid to give compulsory care to patients when the
work situation is so stressed that you don’t have time
to convince the patient to accept noncompulsory care
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
Comments regarding claims 5–9:
10. It is reasonable to give compulsory care to decisioncompetent patients when they themselves request it
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
11. It is reasonable to give compulsory care to decisioncompetent patients when they themselves request it,
e.g. because they are afraid that otherwise they might
hurt themselves or others
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
12. Compulsory care on a decision-competent patients
own request is tenable because it increases patient
inﬂuence and can be seen as a form of patient-centred
care
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
13. Compulsory care on a decision-competent patients
own request is tenable when the patient is rapidly ﬂuctuating in her feelings and impulses
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
14. Compulsory care on a decision-competent patients own
request is tenable when it can protect the patient’s life
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
15. Compulsory care on a decision-competent patients
own request is not tenable because it does not agree
with the Mental Health Act
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
16. Compulsory care on a patient’s own request is not
tenable because the patients decision competence concerning offered care is not affected by the mental
disorder
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
17. Compulsory care on a decision-competent patients
own request is not tenable because compulsory care
has detrimental effects on the patient’s own ability to
learn to handle negative feelings and impulses
Fully agree Agree to a large extent Agree to a
lesser extent Not agree at all
Comments regarding claims 10–17:
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18. Which of the following claims concerning patient’s
decision competency do you think is most in line
with your conception? We pertain to patients with borderline personality disorder without considerable
mental comorbidity. Choose one alternative and
mark it in the table.
Patients with borderline personality disorder can in connection
to strong emotional breakthroughs not autonomously
control their own actions, such as self-harming behaviour. In
such situations, they should be judged as incapable of making
decisions concerning their care and the mental health
services may need to use compulsory care to protect the
patients from themselves.
Patients with borderline personality disorder can in connection
to strong emotional breakthroughs not autonomously
control their own actions, such as self-harming behaviour.
However, even if the patients in such situations are judged to
lack decision competency concerning their care, it is not
defensible to use compulsory care because such care can
have negative consequences on the patient’s mental health.
Patients with borderline personality disorder are almost always
decision competent concerning their care, including in
situations with strong emotional breakthroughs, and have
the ability to autonomously control their actions. However,
sometimes their behaviour is so dangerous for themselves
or their surroundings that compulsory care is nevertheless
defensible.
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Patients with borderline personality disorder are almost always
decision competent concerning their care, including
situations with strong emotional breakthroughs, and have
the ability to autonomously control their actions. Therefore,
compulsory care of patients with borderline personality
disorder is not defensible.
None of the above. I view borderline personality patient’s
decision competence in the following way:

19. What would happen with your trust for the mental
health care if patients with borderline personality disorder are given compulsory care without it being
obvious that it is in their best interest?
My trust would:
Increase □
Not be affected □
Decrease □
General information about you:
Legal gender:
Man □
Woman □
Chronological age: _______ years
Number of years where you have been professionally active in mental health care: _______ years

