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Abstract

Background: Decision-making capacity is a key concept in contemporary healthcare ethics. Previous research has
mainly focused on philosophical, conceptual issues or on evaluation of different tools for assessing patients’
capacity. The aim of the present study is to investigate how the concept and its normative role are understood in
Swedish psychiatric care. Of special interest for present purposes are the relationships between decisional capacity
and psychiatric disorders and between health law and practical ethics.

Methods: Eight in-depth interviews were conducted with Swedish psychiatrists. The interviews were analysed according
to descriptive qualitative content analysis in which categories and sub-categories were distilled from the material.

Results: Decision-making capacity was seen as dependent on understanding, insight, evaluation, reasoning, and abilities
related to making and communicating a choice. However, also the actual content of the decision was held as relevant.
There was an ambivalence regarding the relationship between psychiatric disorders and capacity and a tendency to
regard psychiatric patients who made unwise treatment decisions as decisionally incapable. However, in cases relating
to patients with somatic illnesses, the assumption was rather that patients who made unwise decisions were imprudent
but yet decisionally capable.

Conclusions: The respondents’ conceptions of decision-making capacity were mainly in line with standard theories.
However, the idea that capacity also includes aspects relating to the content of the decision clearly deviates from the
standard view. The tendency to regard imprudent choices by psychiatric patients as betokening lack of decision-making
capacity differs from the view taken of such choices in somatic care. This difference merits further investigations.
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Background
How to deal with patients who make seemingly unwise
or irrational decisions is a central ethical problem in
healthcare. According to the standard view of the nor-
mative role of autonomy in healthcare, respect for au-
tonomy means that patients have a right to choose and a
right to accept or decline information [1]. Hence, it is
typically argued that autonomous decisions are to be
respected and that patients have a right to reject pro-
posed treatments, even if this may have negative conse-
quences for the patient him or herself [1-3]. However, it
is also argued that decisions that are insufficiently
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autonomous may justifiably be overruled if this is in the
patient’s presumed best interest. Thus, it is a central
issue for practical healthcare ethics to distinguish be-
tween decisions that are sufficiently autonomous to war-
rant respect, and decisions that may justifiably be
overruled and other mechanisms for decision-making
need to be sought [1-3].
In somatic healthcare, the concept of decision-making

capacity is typically used to determine whether or not a
particular healthcare decision should be respected [3-5].
Decision-making capacity (or decision-making compe-
tence), as it has been conceptualised in law and bioeth-
ics, is a compound of abilities typically divided into four
sub-capacities: understanding, appreciation, reasoning,
and choice [4,5]. This means, roughly, that a patient
who is able to understand and evaluate information
about his or her illness and the likely consequences of
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accepting or rejecting a proposed treatment is also seen
as capable of making a decision about that treatment.
The concept, however, is not undisputed, and it has been
argued that capacity also includes a fifth category, i.e.
having rational or autonomous (sometimes referred to
as authentic) values and wants [4].
There is an extensive literature on philosophical aspects

of decision-making capacity [4], and several empirical
studies on standards of capacity and clinical assessments
of capacity have been conducted [6-13]. However, there
are, to our awareness, no previous studies on how clini-
cians conceptualise decision-making capacity and its rela-
tionship to psychiatric disorders, which is the focus of the
present article.

Decision-making capacity in psychiatry
Psychiatric disorders, particularly episodes of mania and
psychosis, affect abilities typically associated with decision-
making capacity [11,12]. However, even in severe cases
of mental illness, decisional capacity may be retained
[7,11-13]. In fact, the rate of decisional incapacity may be
not be very different among psychiatric inpatients com-
pared to general hospital inpatients [7,11].
In laws and regulations on psychiatric care, decision-

making capacity typically does not have the same stand-
ing as in somatic care. Laws on involuntary psychiatric
treatment typically focus on presence of (severe) mental
illness, need of treatment, or danger to self or others –
not on the patient’s ability to make autonomous deci-
sions [2,14-16]. In contrast to this, it has been argued
that lack of decision-making capacity should be a neces-
sary criterion for involuntary treatment in psychiatric
care just as in somatic care [2,16,17]. However, this idea
is controversial, as it has been argued that patients with
seemingly pathological or self-destructive wants may
pass as competent according to standard criteria for cap-
acity, even in cases when they pose a danger to them-
selves [4,18,19].

The legal situation in Sweden
Patients in Sweden have a basic legal right to reject care
and treatment. Medical care and treatment is, as a gen-
eral rule, voluntary. However, this can under certain
conditions be restricted. Most importantly, Swedish law
makes exceptions in cases of serious psychiatric disorder
and in cases of certain communicable infectious diseases
[20,21]. Under the law on involuntary psychiatric treat-
ment (Lagen om psykiatrisk tvångsvård, LPT), involun-
tary treatment can be given to patients if the following
three criteria are met: (1) the patient has a serious psy-
chiatric disorder, (2) the patient has an imperative need
of psychiatric care, and (3) the patient refuses such care
or is deemed unable to make a decision regarding the
care [21]. The concept of serious psychiatric disorder
primarily refers to psychotic disorders and depressions
with a risk of suicide. However, what is important in
practice is symptoms – not specific diagnoses. Hence,
also psychiatric symptoms caused by a somatic condition
(e.g. a neurological condition entailing psychotic symp-
toms) may qualify as a serious psychiatric disorder ac-
cording to the law. The criterion ‘imperative need of
psychiatric care’ includes situations where there is an
imminent risk of harm to self or others, as well as situa-
tions where hospital admission is deemed necessary in
order to ensure treatment of a serious psychiatric condi-
tion (for instance a patient with schizophrenia whose
mental or physical condition is deteriorating). Also social
circumstances and somatic illnesses may be taken into
account when assessing a patient’s treatment need. The
first and second criteria are in many cases intertwined.
Hence, if a patient suffers from a psychiatric disorder
and is deemed to have an imperative need of psychiatric
inpatient care, the psychiatric disorder would typically
also qualify as serious. Although decision-making
capacity is mentioned in the law, lack of capacity is not
a necessary requirement for involuntary treatment as a
refusal to accept treatment is sufficient if the two first
criteria are met [21,22].
The concept of decision-making capacity is not de-

fined in Swedish healthcare legislation. In regulations is-
sued by the National Board of Health and Welfare,
decision-making capacity is mentioned in the context of
end-of-life care, where it is stated that a patient who is
decisionally capable has a right to reject life-supporting
treatment [23]. The regulations state that, to assess
capacity, the caregiver is obliged to make sure that the
patient understands relevant information, is able to ap-
preciate and understand the consequences of not initiat-
ing or of discontinuing the treatment, has had enough
time for deliberation, and adheres to the decision after
deliberation [23]. It is not clear, however, to what extent
patients judged to have less than adequate decision-
making capacity can be treated against their expressed
wishes in such cases. Patients with psychiatric disorders
and acute life-threatening somatic conditions may, how-
ever, be subjected to involuntary treatment of their som-
atic disorder if the general conditions for involuntary
psychiatric treatment are also satisfied [22].

Aims and rationale of the study
The aim of the present study is to explore psychiatrists’
conceptions of decision-making capacity and its practical
role in Swedish healthcare, particularly focusing on psychi-
atric care. This is interesting for several reasons. Firstly,
psychiatry is the only medical field where involuntary
treatment for the sake of the patient is clearly sanctioned
by Swedish law, while, in contrast to much discussion in
contemporary bioethics, lack of decision-making capacity
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is not a necessary criterion for such treatment. Secondly,
many psychiatric disorders affect abilities related to deci-
sion making, which means that psychiatrists often meet
patients with impaired decision-making capacity. Thirdly,
since the presence of a serious psychiatric disorder is ne-
cessary for compulsory treatment in Sweden, psychiatrists
are often called in as consultants when patients make
seemingly unwise healthcare refusals, also in somatic care.
The uncertain legal and practical general role of decision-
making capacity in Swedish healthcare makes it particu-
larly interesting to investigate how Swedish psychiatrists’
reason regarding these issues.

Methods
We conducted in-depth interviews with eight psychia-
trists. The respondents were recruited continuously dur-
ing the project, partly through chain-referral, according
to a purposive sampling method [24], with the aim of
covering views and experiences from psychiatrists with
different backgrounds and experiences. Since this was an
exploratory study in a largely unexplored field and since
the interviews were rich in data, we decided that eight
interviews would fulfil our aim at this point.
All respondents were working in the Greater Stockholm

area at the time of the interview but several of them had
previously worked in other parts of Sweden. Five were
specialists in general psychiatry, two were also specialised
in forensic psychiatry, and two had extensive experience
in addiction psychiatry. Three of the respondents were
residents in general psychiatry, in the middle or at the end
of their residencies. Four were female and four were male.
All respondents were provided with information about

the study, including information about the design and
purpose of the study, that participation was voluntary,
and that consent could be withdrawn anytime during
the course of the study. The information was given in
writing before the interview and repeated verbally at the
beginning of the interview. The study was approved by
the Regional Ethical Review Board in Stockholm (Dnr
2011/114-31).

Interviews
The interviews were conducted in Swedish and started off
from a semi-structured guide with nine main questions
with the possibility of qualifying follow-up questions, de-
pending on the course of the interview (Additional file 1).
All participants were interviewed once. The interviews
lasted about 1–1,5 hours and were recorded with a digital
voice recorder and transcribed verbatim. The participants
were asked how they perceived the concept of decision-
making capacity and to describe cases where patients’
decision-making capacity had been called into doubt. The
questions addressed their understanding of the concept,
its relevance and relation to psychiatric disorders, and
experiences of clinical cases relating to the issues. Ques-
tions relating to decisions about involuntary treatment
were also addressed and are presented in a separate paper
[25]. There were a large number of follow-up questions,
and topics were also covered that are not listed in the
interview guide. The participants were encouraged to use
anonymised cases from their own clinical experience to
elaborate on the questions.

Qualitative analysis
The eight interviews were analysed using a qualitative de-
scriptive content analysis as described by Sandelowski [26]
to extract categories and subcategories from the con-
tent in the interviews. Initially the text was read repeat-
edly to get an overall impression of the content. Next,
meaning units, phrases expressing thoughts relating to
the overall research questions, were identified in the
text. Meaning units expressing the same idea were then
sorted together in sub-categories. The sub-categories
were then sorted into wider categories [27,28]. The initial
analysis was done inductively, without pre-determined cat-
egories, but the bioethical literature formed a theoret-
ical framework that guided interpretation of the material
and the formation of the main categories. Hence, when
subcategories were in line with the main aspects of cap-
acity described in the theoretical literature, the established
concepts of understanding, appreciation, reasoning and
choice were used [4,5].

Results
The results cover the interviewees’ understanding of
the concept of decision-making capacity and the factors
they mentioned as important for the assessment of
patients’ decision-making capacity. The categories and
sub-categories identified are described below and in-
stanced with quotations from the interviews (Table 1).

Ability to understand information
An idea put forth by almost all respondents is that abil-
ity to understand information is necessary for decision-
making capacity. This included general cognitive abilities
to understand information about the condition, treat-
ment, and outcomes.

…that you’re able to understand what a physician
says. That you suffer from renal failure or you suffer
from psychosis. […]. But also that, er…you’re able to
understand information about a treatment and what
it means.
-Resident in psychiatry, male.

One respondent told about a patient who had had a
traumatic brain injury with severe cognitive sequelae.



Table 1 Categories and subcategories

Categories Sub-categories

Ability to understand information

Appreciation of one’s situation Insight into one’s condition

Ability to recognise and evaluate the
consequences of one’s decisions

Ability to reason one’s way to a
decision

Ability to process thoughts logically

Ability to integrate different
viewpoints and arguments

Ability to make and
communicate a stable choice

Ability to settle for a decision

Ability to communicate the decision

Ability to control impulses

Making a medically sound decision

Decisional capacity and the law
on involuntary treatment

Need for involuntary treatment as
indicative of incapacity

Having capacity despite having a
serious psychiatric disorder
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And there… there is nothing. You cannot have any
kind of outcome-focused dialogue. It’s just impossible.
-Specialist in psychiatry, female.

Although commonly associated with psychiatric disor-
ders, lack of ability to understand information was not
in itself seen as indicative of disorder.

There are situations when the patient does not seem to
be able to take in what you say. It could be that they
are upset, it could be a crisis, or that they don’t have
the intellectual resources. This does not imply that it
should be labelled as a disorder.
-Specialist in psychiatry, male.
Appreciation of one’s situation
Insight into one’s illness and the ability to realise and
evaluative the consequences of different alternatives
were typically brought up as key elements of capacity.
Insight into one’s condition
Insight was mentioned by several interviewees, and de-
scribed in terms of understanding the nature and gravity
of one’s own illness and how it affects one.

…she, she wasn’t… if you think about decision-making
capacity then she wasn’t… she had no insight regard-
ing what kind of illness she had.
-Resident in psychiatry, male.

A distinction was sometimes made between patients in
somatic care who show a lack of insight, and patients
with psychiatric disorders and limited insight.
Then there are many patients who do not understand
the gravity of their illnesses, who are trivialising their
illness. And you can do that, but the problem arises if
you… at the same time, have a serious psychiatric
disorder.
-Specialist in psychiatry, male.

Ability to recognise and evaluate the consequences of one’s
decisions
Several respondents stressed the importance of being
able to foresee and evaluate the consequences of differ-
ent actions and decisions, including seeing whether or
not an outcome would be beneficial or harmful.

I would rather say that it is about understanding the
consequences of one’s decision. This decision that I
make, what are the consequences of it?[…] Because it
all boils down to:‘What’s it gonna be like for me’? That
is also a consequence.
-Specialist in psychiatry, female.

It was argued that decisional capacity could be affected
by psychiatric disorders that altered a person’s appreci-
ation of him- or herself and distorted the person’s ability
to evaluate alternatives and outcomes. One example men-
tioned was depressive disorders.

Then the answers would reflect rather nihilistic
and depreciative views of himself and would be
about it not mattering whether he was alive or
not, because nobody ever really wanted him, and
so on.
-Resident in psychiatry, male.

Ability to reason one’s way to a decision
This category covers the ability to use and process infor-
mation in order to reach a decision, including the ability
to take different viewpoints and arguments into account
in one’s decision-making.

Ability to process thoughts logically
In order to be decisionally capable, it was argued that
persons need the ability to process thoughts in a lo-
gical manner. One respondent described a patient with
schizophrenia and thought disturbances who was ar-
gued to lack capacity.

And that also includes thought disturbances. And…
how you sort of have…an ability to think, in general.
-Resident in psychiatry, female.

Ability to integrate different viewpoints and arguments
The ability to integrate different arguments and points
of views was also mentioned as a criterion for capacity.
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One respondent mentioned a case of a young woman
who, after a long discussion, had rejected anti-depressive
treatment, despite signs of serious illness. The respond-
ent argued that although the patient did not fully appre-
ciate the possible consequences of her decision, she was
nevertheless competent.

And I think she was able to integrate rational and
emotional arguments and to listen to what others had
to say.
-Resident in psychiatry, male.

Ability to make and communicate a stable choice
This category covers aspects about the choice itself, i.e.
to be able to settle for a decision and communicate it.

Ability to settle for a decision
One basic ability mentioned was to be able to decide for
one or the other line of choice. One respondent men-
tioned a case where severe ambivalence resulted in a
complete inability to make even basic decisions.

If you are sufficiently depressed you may be unable to
decide if you should put on your left sock first or your
right sock. So you just sit there… And that a patient in
that condition should, for instance, choose between
this or that medication… They can’t do it.
-Specialist in psychiatry, female.

Ability to communicate the decision
A further criterion discussed was the ability to commu-
nicate the decision.

Another interesting group is patients with aphasia…
there it can be quite difficult to know.
- Resident in psychiatry, female.

One example quoted from outside the psychiatric prac-
tice was patients with so-called ‘locked-in’ syndromes,
where almost all ability to communicate with the outside
world is lost due to physical impairment.

Patients with a locked-in syndrome are a sad business.
Then it’s hard to communicate. Is there autonomy
there? I don’t know. It presupposes a communicative
ability as well.
-Specialist in psychiatry, male.

Ability to control impulses
In a couple of instances, respondents mentioned the
ability to control impulses as an element of decisional
capacity. Although it was often related to the ability to
evaluative consequences, it was also mentioned as a
distinct ability. One respondent told about a patient with
substance dependence and severe social problems:

And she does not have much ability, to control her
impulses. She has a personality disorder as well…

When asked whether the patient was able to make de-
cisions about her treatment, the respondent replied:

I don’t think she had very much decision-making
capacity really. To see the consequences of: If I do this,
this happens, if I do that, that happens. She is so
governed by her impulses.
-Specialist in psychiatry, female

Another respondent told about a case where a patient
had refused treatment for her depression. The patient was
competent, the respondent argued, in part because of her
ability to control and evaluate impulses before acting.

I think she had the ability to resist sudden impulses,
or at least to evaluate them.
-Resident in psychiatry, male

Making a medically sound decision
Decision-making capacity was sometimes linked to the ac-
tual decisions patients made. When patients made deci-
sions that were perceived as medically sound, such as
accepting treatment, they were seen as decisionally capable.

I think it is a sort of decisional capacity, to ask for
medication despite having a serious psychiatric
disorder and delusions.
-Specialist in psychiatry, female.

Conversely, it was typically assumed that psychiatric pa-
tients who rejected treatment were not decisionally capable.

…for instance [patients with] paranoid schizophrenia,
who are seriously ill and have…hear voices and have
hallucinations and delusions and maybe feel pursued […]
Then it feels like there is a strong need for care. And those
who reject care… then… I don’t think they are competent.
-Specialist in psychiatry, male.

This reasoning was only brought up in relation to pa-
tients with psychiatric disorders. When asked about pa-
tients in general medicine who did not comply with
treatment recommendations, one respondent answered:

Then I think that they do understand that. But they
do it anyway. But they understand what the
consequences are and are aware of them.
-Specialist in psychiatry, female.
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Decisional capacity and the law on involuntary treatment
Many of the respondents made the law on involuntary
psychiatric treatment their implicit starting point when
discussing the issue of capacity. In reasoning about
cases, the question of patients’ need for involuntary psy-
chiatric treatment was often a central issue.
Need for involuntary treatment as indicative of incapacity
The respondents’ conceptions of incapacity were closely
entwined with the legal criteria for involuntary treat-
ment. One of the respondents said:

Well in psychiatry so… ethics and…thoughts about
decisional capacity, it drowns so to say in that you
think…you constantly think according to LPT, which is
the law on involuntary treatment. In a way you think
more like…’is LPT applicable here?’
-Resident in psychiatry, male.

Often, lack of capacity seemed to be presumed in psy-
chiatric patients when involuntary treatment was deemed
necessary. One respondent phrased this in the following
way, referring to the Swedish law.

A decision capable person is either: A: Not mentally ill
or B: lacks an indispensable need for care.
-Specialist in psychiatry, male.

As noted, in somatic care, on the other hand, cap-
acity was typically assumed. One of the respondents ar-
gued that this difference was explained by differences
in the law.

However, there is no ground for not attributing
decisional capacity to a patient in somatic care. There
are no laws that make involuntary treatment possible.
We have to assume that [somatic] patients are
decisionally capable.
-Specialist in psychiatry, male.
Having capacity despite having a serious psychiatric
disorder
When the respondents were asked directly, it was typic-
ally argued that also patients with serious psychiatric
disorders could have decisional capacity.

… that is, even if you suffer from a serious psychiatric
disorder, this doesn’t in itself imply that you are
[incompetent].
-Specialist in psychiatry, male.

This line of reasoning was also taken to imply that in-
capacity was variable and rarely all-encompassing.
I believe there are people who have serious psychiatric
disorders, but who are able to make correct decisions
within some spheres [of their life].
- Specialist in psychiatry, female

Discussion
Several interesting issues concerning both the descriptive
and the normative issues relating to decision-making
capacity emerge from the interviews. Regarding what
decision-making capacity is, the respondents gave answers
tallying with standard bioethical literature on the subject.
The extent to which the physicians’ and theorists’ concep-
tions of decision-making capacity correspond to each other
is interesting, given that none of the respondents seemed
to be familiar with the theoretical literature. Hence, ability
to understand information and insight into one’s illness,
along with ability to reason and ability to communicate a
choice were held as key criteria and often mentioned in re-
lation to clinical cases. However, these similarities notwith-
standing, some interesting differences were found which
we will discuss in more detail in the following sections.
One notable example is the view that the content of the
decision (i.e. accepting or refusing treatment) was held as a
relevant factor, particularly in psychiatric cases. Another
interesting issue that merits further discussion is the role
of evaluative abilities, and the ability to control one’s
impulses to act on one’s reasoned decisions.
When studying the results, it is important to bear in

mind that the reasoning presented by the physicians was
typically related to specific cases, and rarely elaborated in
terms of general criteria or in terms of necessary or suffi-
cient conditions. This also means that the material some-
times is ambiguous, sometimes because of semantic issues
but also because the respondents were ambivalent about
the substantial ethical issues that were discussed. This
points to two things. Firstly, the questions discussed are
highly complex, which also is reflected in previous studies
and the theoretical literature on the subject. Secondly, al-
though all respondents offered reasoned views regarding
the concept of decision-making capacity, none of them dir-
ectly referred to an established definition of the concept.

Appreciation, volition and authenticity
Insight regarding one’s illness and need for treatment was
typically considered a necessary criterion for decision-
making capacity. Thus, capacity was not only conceptua-
lised as an ability to understand, but actually appreciating
and holding certain beliefs (about one’s medical condition
and need for treatment). One major factor relating to
insight concerned evaluative abilities: the ability to see
one’s own needs and how one could benefit from treat-
ment. Having values or goals is thus necessary for being
able to weigh the risks and benefits of various alternatives,
which is in line with Buchanan and Brock’s notion that
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competence requires a conception of what is good [3].
However, any attempt to include a more precise definition
of this is likely to be controversial. For instance, it has
been argued that decisional capacity requires a set of
values or goals that is authentic to the decision-maker,
and that decisions should be in line with these to qualify
as competent [18,29]. The idea is controversial as both the
precise meaning and normative relevance of authenticity
are contested [2,29,30]. Hence, it is an interesting question
whether the material included references to such ideas.
Firstly, the idea that making a medically sound decision

is a criterion for capacity is not easily squared with the
idea of authenticity, since authenticity concerns whether
or not a certain decision is authentic to the decision-
maker and not necessarily whether the decision is con-
ducive to the decision-maker’s health or wellbeing [29].
Secondly, the ability to control impulses was linked to the
ability to evaluate alternatives and outcomes, but was also
mentioned as a distinct ability. Impulse control is typically
not discussed in the standard literature on decision-
making capacity [4,5,31]. Rather, it has been analysed as
part of a separate capacity for voluntary choice [4,32].
Arguably, impulse control is conceptually distinct from
evaluation and appreciation, as it concerns the ability to
effectuate one’s decisions (i.e. to act upon a decision that
is the result of an adequate decision making process).
However, no additional account of authenticity is neces-
sary to analyse this ability [33]. Thirdly, and perhaps most
interesting with regard to authenticity, some respondents
argued that capacity could be impaired by inadequate
evaluative abilities, such as nihilistic or pessimistic evalua-
tions of outcomes in a depressive disorder. In some cases,
evaluative abilities may be deficient because of distorted
factual assumptions, e.g. incorrigible beliefs that no one
cares about whether or not the person lives or dies (as in
the case described by one of the respondents above), that
nothing will be better, or unreasonable beliefs about per-
sonal guilt [34]. However, it has also been argued that such
deficiencies may be purely evaluative and exist despite ad-
equate understanding of relevant facts [30]. One possible
example of this could be a desire to remain severely
underweight in certain cases of anorexia nervosa [18]. In
such cases, or so it has been argued, a theory of authenti-
city could function to explain why a certain evaluation of a
situation would be detrimental to capacity [18,30]. One
problem with this idea is that it has proved notoriously
difficult to define authenticity in a way that is both norma-
tively reasonable and useful in a clinical setting [30]. How-
ever, it is not clear that the cases described in this study
really concern this kind of evaluative deficiency.

A difference between somatic and psychiatric patients?
In the interviews, patients with psychiatric disorders who
made imprudent decisions (such as refusing treatment)
were typically seen as lacking in decisional capacity. As
noted, theories of decision-making capacity typically focus
on the process of making a decision, rather than the sub-
stantial content or the outcome of the decision [4]. In line
with this, it is typically argued that clinicians should not
conclude that patients lack decision-making capacity just
because they make a decision against medical advice [4,5].
Here, it is noteworthy that respondents sometimes directly
related capacity to making a medically sound decision,
which is hard to square with the notion of respect for au-
tonomy in healthcare. This is an interesting finding in it-
self, but it is also important to note that the connection
was explicitly made only in relation to psychiatric patients.
In somatic care, incapacity was not presumed in cases
where patients made imprudent choices.
Two grounds for this distinction can be hypothesised.

Firstly, in line with knowledge of how psychiatric disor-
ders affect mental abilities, one may assume that psychi-
atric patients are more likely to have impaired decisional
capacity than somatic patients. Respondents seemed to
hold this view: psychiatric disorders were generally seen
as something adversely affecting decision-making cap-
acity. Thus, the assertion that patients with serious psy-
chiatric disorders lack capacity may be a useful heuristic.
However, in reply to a direct question, it was often
stated that psychiatric disorders did not automatically
render persons incompetent, even in serious cases – or
at least not in all areas of life. Conversely, it was ac-
knowledged that incapacity was not always the result of
a psychiatric disorder. This reveals, we think, a split vi-
sion among some of the respondents: in abstract one ac-
knowledges that being subject to serious psychiatric
disorders does not automatically render a patient incap-
able of making specific decisions regarding their care,
but faced with concrete cases, the default position is that
such disorder implies incapacity. Secondly, respondents
sometimes seemed to equate the issue of decisional cap-
acity with the question of whether or not involuntary
treatment was justified. Thus, the in clinical cases there
was a tendency to conflate the issue of whether a patient
has a moral or legal right to make decisions about their
care with the issue of whether they have the mental cap-
acity to do so. In some answers, this equation was
openly acknowledged. For instance, one respondent ar-
gued that clinicians, as there is no legal ground for treat-
ing somatic patients involuntarily, just have to assume
them to be capable.
It may be debated whether the tendency to label im-

prudent decisions in psychiatric patients as incompetent
should be seen as unduly paternalistic, or whether it is
an appropriate concern in the light of how mental illness
affects decision-making abilities. However, even though
it might be correct that fulfilling criteria for involuntary
treatment or having a serious psychiatric disorder often
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corresponds to a lack of decision-making capacity, this is
a contingent relation and not a conceptual one. Hence,
the heuristic reasoning entails a risk that incapacity is
unjustly presumed in patients with mental illness.
Our results may indeed lend support to the well-

known allegation of a double standard when comparing
psychiatric and somatic patients [2,35]. This exceptional-
ism regarding psychiatric patients is arguably reinforced
by the legal framework. Thus, an interesting hypothesis
generated from the material is that the special legal
framework for psychiatric care explains why imprudent
decisions may be regarded as invalid to a greater extent
among psychiatric patients.

Limitations
The number of respondents is relatively small and the
topics discussed were complex; hence, it is reasonable to
assume that issues have been left uncovered. However,
the results cover most aspects of capacity that have been
addressed in the theoretical literature. As noted, the re-
spondents’ answers about cases were sometimes vague
or ambiguous. In some instances this was likely caused
by ambivalence regarding the substantial ethical issues,
but sometimes this may be the result of an uncertainty
about the basic concepts. For instance, questions about
capacity assessments were sometimes interpreted as
questions about involuntary treatment decisions. In such
instances, there was a tension between creating a sup-
portive atmosphere during the interview (i.e. letting the
respondents share their thoughts without interruptions)
and gaining precise answers. Moreover, the sensitive
character of the issues discussed may cause respondents
to take defensive postures and answers may be adjusted
to accord with what the respondents perceive as socially
desirable. It is also important to point out that the quali-
tative design does not allow conclusions about represen-
tativeness. Although it may be assumed that much of
the reasoning here presented is common in Swedish
psychiatry, it is not possible to say how common. In
order to do that, quantitative studies are needed.

Conclusions
This interview study explored Swedish psychiatrists’ con-
ceptions of decision-making capacity in psychiatry. While
several responses from the interviewed psychiatrists were
well attuned with mainstream bioethical literature on the
subject, some interesting differences were also identified.
Most notably, decision-making capacity was not under-
stood as merely involving understanding of the situation
and the ability to identify rational means to existing ends,
but also, by some, as concerning those very ends, in
particular that of the patient’s own health. However, the
presumption that medically imprudent decisions were in-
dicative of incapacity was only brought up in relation to
psychiatric patients. Here, respondents tended to equate
the issue of whether the patient had decisional capacity
with the question of whether involuntary treatment was
warranted. Hence, patients who met criteria for involun-
tary treatment were also regarded as decisionally incap-
able, despite the fact that lack of capacity is not a
necessary legal criterion for involuntary psychiatric treat-
ment in Sweden.

Additional file

Additional file 1: Interview guide (Translated from Swedish).
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