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Abstract 
Introduction: Compulsory psychiatric care is accepted in our legislation and at the same time 

much debated as the concept creates ethical and legal quandaries. This study is an ethical 

analysis of involuntary commitment of the mentally ill.  

 

Material and methods: A review of scientific articles, debate articles and official material 

compose the ground of this study. The method is a conceptual and argumentative analysis on 

hermeneutic ground. Aim: To analyse the ethical aspects of compulsory psychiatric care with 

the main research question - is compulsory psychiatric care ethically defendable or not? 

 

Analysis: The main arguments for compulsory psychiatric care are firstly that, through 

compulsory care the patients’ mental health and wellbeing can be improved. Secondly, in 

order to restore autonomy, compulsory care can be justified. Beneficence is the strong and 

most often used argument, psychiatrists work in the best interest for the patient to restore 

autonomy. The main arguments against compulsory care are harms of coercion and negative 

outcomes of treatment and that the patients’ right to autonomy is violated. There is also a 

possibility of informal coercion, often discussed because of the problem it raises with no 

guidelines or legal security. Further, regional differences indicate that the possibility to 

interpret the law makes it ethically questionable.  

 

Discussion and conclusions: Coercion is in many situations obviously needed and ethically 

defendable but there are situations were an ethical dilemma arises. Weighing the arguments 

against each other, the arguments for are stronger than the ones against. Health care staff in 

psychiatric wards needs an enhanced awareness about ethics in order to increase security for 

the patients. 
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1. Introduction 
Since 1992 the Compulsory Psychiatric Care Act (LPT) governs the involuntary commitment 

of the mentally ill. The aim of compulsory psychiatric care is that patients with an imperative 

need for care are treated in a way that makes their condition so much better that they 

hopefully will accept voluntary care. The law describes three criteria that must be fulfilled for 

compulsory care and these will be described further. [1, 2]  

 

The basic principle of Swedish health care is that all care should be performed in consent with 

the patient. Compulsory psychiatric care deviates from this principle and raises an ethical 

conflict as it bereaves the patient of autonomy.  

 

Medical ethics evolves around what is the good and right thing to do for the patient, resulting 

in reflections about values, actions and motives. Four important principles are often 

discussed: respect for autonomy, beneficence, non-maleficence and justice [3, 4, 5]. Respect 

for autonomy implicates the patient’s right to self-determination and beneficence underlines 

the importance to benefit, and help improve the situation for others. The principle of non-

maleficence denotes that you should do no harm. Justice is fundamental in our health care 

system and stated in our legislation as the importance of equal care for all people in relation to 

needs. [4, 5]  

 

The debate about compulsory psychiatric care often focuses on autonomy, beneficence and 

the purpose to prevent harm. An important ethical dilemma is the balance between benefits 

and risks of a proposed treatment or care. [6] Our health care, and especially psychiatric care, 

need an enhanced awareness about ethics that could result in increased security for the 

patients [4]. Patients’ experience of security involves that they feel secure against 

unwarranted physical harm, that they can expect to be respected and listened to, that they 

develop a reasonable amount of trust in relation to the staff, and that they know that they have 

some degree of legal protection.  

 

Decisions made in health care are based on knowledge and science, but also on values, which 

is the ethical part of the decision. This is particularly important in psychiatric care as it aims 

to help the patient and at the same time contribute to the stability in our society [4].  
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1.1 Conceptual analysis 

This section aims to describe and analyse concepts important for the ethical analysis.  

 

1.1.1 Compulsion 

Compulsory psychiatric care is statutory regulated (LPT, SFS 1991:1128) and a worldwide 

practise. It is commonly used to protect a patient with a serious mental disorder from injury or 

suicide. [1] Compulsion is described in an article about coercion in psychiatric care as “the 

use of force that limits a person’s choices, or which involves physical or psychological 

distress” [7].  

 

According to Stanford Encyclopaedia of Philosophy coercion has two sides. Firstly it can be a 

method to make people do or abstain from doing something and secondly it gives a reason for 

people to do or abstain from doing something. Further the consequences of coercion are a 

reduction of the targeted person’s freedom and a violation of rights. Some argue that coercion 

without exception is wrong but the more common opinion is that our society could not 

function without some lawful use of coercion. [8]  

  

Patients admitted for psychiatric care, both voluntary and involuntary, are exposed to 

coercion. Involuntary admitted patients are under the control from health care staff and suffer 

from a serious mental disorder that might influence their own competence to control their 

thoughts and behaviour. These patients are in a vulnerable position. [2] Coercion is often 

perceived differently among patients admitted involuntary. The perception of coercion 

includes, among others, treatment, restraint, violation of personal integrity and 

implementation of compulsion [2]. Further, when a patient perceives loss of control or 

freedom, two different continuums of psychological reactions are common [9]. The first is 

reactance, an emotional state that can occur when behavioural freedoms are threatened and 

could result in anger or efforts to reinstate their freedom. The second common reaction is 

feelings of hopelessness, which can result in depression or anxiety. [9]  

 

Informal, or subtle, coercion can be referred to as a certain kind of decision-making regarding 

patients who are not able to make their own decisions. In opposite to formal, legally regulated 

coercion, this informal type of coercion is not regulated in our legislation and is thereby more 

questionable and vague. [10] Informal coercion is often described by nurses in psychiatric 

wards as making decisions for patients and justifying this subtle coercion as being in the best 
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interest of the patient. The term is used in different ways but can indicate subtle pressure, 

persuasion and other tactics used to make patients do or abstain from doing something in the 

ward. Informal coercion is often explained as acceptable ways to violate the patient’s 

autonomy in order to make the patient agree to an intervention or treatment. [11]  

 

A recent study, which investigated attitudes and experiences of informal coercion among 

mental health staff, identified some common matters. Firstly, most persons believed that the 

effectiveness, mostly regarding treatment adherence, of informal coercion outmatched the 

uncomfortable feelings of using it. Many in the staff do seem to feel uncomfortable using 

informal coercion, reflecting about ethics and right or wrong. Also, there are no guidelines to 

turn to in the use of informal coercion, resulting in differences in the use and description of 

informal coercion. [10] 

 

1.1.2 Autonomy 

Autonomy is one of the most central principles in Swedish health care and the medical ethics 

debate, defining the patient’s right to self-determination. In short, autonomy means that you 

should have the right to decide over your life and your actions. The only condition is that you 

do not interfere with other peoples right to self-determination. [12]  

 

Health care should, whenever possible, be performed in consent with the patient. In medicine, 

the patient has the right to decide which information to take part of and the right to 

information about treatments, different options, risks and consequences. Further, autonomy 

equals the right to accept or decline offered treatment or care, and is based on respect between 

patient and doctor so that the patient, in the end, makes an informed decision. [4, 12]  

 

Autonomy can in some perspectives be representative of an authentic will and thus follows 

from the individual’s right to self-determination. Personal autonomy relates to the capacity 

and right to decide about questions regarding your life. Moreover, people can be autonomous 

and choose their actions and behaviour but still not understand the difference between right 

and wrong. Consequently, an autonomous decision does not always guarantee the best 

outcome. [13] Furthermore, there are still groups of patients who, due to different factors, 

have a reduced autonomy and competence to express an opinion. These patients might be 

children who are yet to develop their autonomous will, older patients with dementia or 

patients suffering from a brain injury. Autonomy presupposes an ability to retrieve and 
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understand information given, and to make decisions and carry these out. [14] Thus, 

autonomy is not an absolute state and it is hard to define a patient as autonomous or not, it is 

more of a sliding scale.  

 

1.1.3 Competence 

One of three criteria for compulsory psychiatric care is that the patient is opposed to full time 

psychiatric care or lacks competence to express an opinion. The concept of competence is 

often referred to as being able to form an informed opinion about different treatment 

alternatives and to give a valid consent to health care. In order to do this, the patient must 

have the ability to understand the information presented and the consequences of the decision. 

Competence is often based on rationality and depending on a patient’s cognitive ability. 

Diseases or even medication can impair a patient’s ability to make an informed decision. 

Further, competence usually requires some form of affective stability.  

 

The Health and Medical Act (HSL 2017:30) states that the goal for our health care is that it 

provides for a good health and on the same premises for the entire population [15]. Good care 

is usually provided when the patient’s autonomy is respected [16]. When the patient’s ability 

to understand and process information is affected, by for example a serious mental disorder, it 

is sometimes hard to assess competence to express an opinion. It is then often assumed that 

the patient’s competence has decreased due to the disease. [15] 

 

An autonomous decision and consent to offered treatment or care requires competence to 

express an opinion. A doctor has to respect the patient’s autonomy and will if the patient is 

assessed to have decision-making capacity, no matter how harmful this decision might be. On 

the other hand, the principle of beneficence implicates the doctor’s obligation to do what is 

best for the patient and has to be prioritized if the patient lacks competence to express an 

opinion. [17] 

 

1.1.4 Authenticity  

Authenticity is a term that can be used to describe for example a decision, as being made on a 

definite basis or as an accurate representation of the person’s will. To describe something as 

authentic means that it is what it claims to be. Difficulty arises when authenticity is discussed 

in consideration of a persons choices or thoughts, it is hard to assess or define what truly 

represents one’s self. Authenticity has been described by an English moral philosopher as; 
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“the idea that some things are in some sense really you, or express what you are, and others 

aren't”. [18] 

 

Patients’ rights are based on the ability to take responsibility for, and make an informed 

decision, that mirrors his or her true self. When a psychiatric disease influences the patient’s 

competence to express an opinion, these rights are no longer accepted. Thus lack of 

authenticity due to a psychiatric disease can cause loss of autonomy.  

 

Patients can make rational and authentic decisions about treatments that, for example causes 

severe adverse effects. In this case the patient’s decision should be respected. Treatment and 

care with compulsion is only acceptable when the criteria for LPT are fulfilled. [4]  

 

1.1.5 Integrity 

Integrity is a wider concept than autonomy and competence and stands in close relation to a 

persons right not to be violated. Our legislation makes violation, by means of for example 

violence and abuse, illegal but there are still several ways to bereave a person of integrity, 

often by psychological violation. When a patient is admitted according to LPT, bereaved of 

autonomy, the patient should still be entitled to as much personal integrity as possible. An 

important part of compulsory care is to manage to bereave the patient of autonomy but still 

preserve integrity and avoid feelings of violation. Empathy and understanding of these 

feelings are of importance. [4] Integrity is a central and significant word when it comes to 

health care, often used to justify actions or refusals to act. [5] Further, integrity is closely 

related to the concept of dignity. Respecting a person’s integrity may be seen as a way to 

confirm his or her dignity.  

 

The concept of integrity relates to a person’s self-value and is affiliated to dignity. Integrity 

can further be described as physical or psychological, referring to aspects of a person’s body 

and different examinations, or values, ideas and opinions. Neither should be violated. An 

important part of integrity, in comparison with for example autonomy, is that it does not end 

just because patients do not have the ability to speak for themselves. Personal integrity should 

as far as it is possible be kept intact and unthreatened. [19]  
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1.2 The development of compulsory psychiatric care in Sweden 

The legislation regulating compulsory psychiatric care in Sweden is continuously challenged 

and has repeatedly been revised. Through our history, patients with a mental disorder have 

been exposed to coercion and involuntary care. The legislation regarding psychiatric care 

began to change during the 1960s with the purpose to increase legal security for the patients 

and reduce coercion. Authenticity and consent became an important part of institutional care. 

[20]  

 

The Compulsory Mental Care Act (LSPV) regulated compulsory psychiatric care from 1967. 

This law contained special regulations concerning forensic patients. In 1983 the LSPV was 

reviewed and later on a proposal for a new legislation came to be the end of LSPV. In 1992 

the Compulsory Psychiatric Care Act (LPT) and The Forensic Psychiatric Care Act (LRV) 

replaced the LSPV. The purpose of these new laws was to reinforce the legal influence and to 

reduce compulsion in psychiatric care. A further intent was to insure stronger legal security 

for the patient. [21, 22] One of many reasons for the new proposition with the LPT was to 

change the conception regarding psychiatric diseases. The LPT describes a criterion for 

compulsory care where the patient must have a severe psychiatric disorder, in comparison 

with the LSPV where the criterion was a psychiatric disease. Further, the aim with 

compulsory care is that patients with an imperative need for full time hospital care are treated 

in a way that makes their condition better so that they hopefully will accept voluntary care. 

Another important part of the proposition was to gain increased legal security and control 

regarding compulsory care. Limited admissions and trials in the administrative court became 

an important part of the legislation. [22] 

 

1.3 The Compulsory Psychiatric Care Act 

Every citizen has a protection against deprivation of freedom according to constitution [23]. 

The only way to deprive a person’s freedom is through law. LPT regulates compulsory 

psychiatric care for patients’ with a severe psychiatric disorder under carefully regulated 

circumstances. The law describes three criteria for compulsory care; 1) presence of a serious 

mental disorder, 2) imperative need for full time hospital care, and 3) a patient opposed to full 

time psychiatric care or lacking competence to express an opinion. A licenced physician 

according to 4 § LPT makes the initial preliminary application for involuntary admission. 

After this decision is made the patient can be retained according to 6 § LPT, by the attending 

doctor and within 24 hours the decision must be confirmed by a specialist in psychiatry, this 
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is according to 6b § LPT. The law does not specify which mental disorders that classify as 

serious. [2, 24]  

 

A new criterion for conversion from voluntary to involuntary care was introduced in the year 

2000 when the LPT was revised [21]. When a patient is admitted to psychiatric institutional 

care voluntarily according to HSL, there are additional criteria in the LPT for conversion to 

involuntary care. The patient’s disease must implicate a risk for serious injury to the patient or 

another person, and the original criteria for compulsory care must be met. If a voluntary 

admitted patient with a serious psychiatric disease wishes to leave the institution, and does not 

meet the criteria for conversion to LPT, the physician must immediately discharge the patient. 

Even though it is clear that the patient needs treatment and care. This calls for a difficult legal 

and ethical discussion. [25] 

 

Compulsory care can also be an alternative for outpatient care after an involuntary admission 

to a psychiatric ward. After a decision about compulsory outpatient care, the patient is 

allowed to leave the medical institution. The physician executive makes decisions regarding 

the conditions. These conditions can describe obligations to submit to medication or care, 

keep contact with a certain person, to stay at a resident or institution. Further inhibitions to 

alcohol, contact with a certain person or staying at certain locations can be made. If the 

physician executive finds that the patient fulfils the criteria for compulsory care and are in 

need of admission during outpatient care, an admission can be made without the full LPT 

process. Within four days of admission, this decision must be tested in the administrative 

court. [24]  

 

1.3.1 Compulsory measures according to LPT  

Care of an involuntary admitted patient allows for compulsory measures or compulsory 

treatments. Various measures, such as restraint where a patient is strapped on a bed, or 

seclusion when a patient is kept in a room separated from others, are used in acute situations 

to control an agitated or threatening patient. If treatment is necessary for the patient’s care and 

recovery, injections may be prescribed and administered with compulsion. [26] 

 

According to LPT, a qualified doctor may prescribe compulsory treatment before a decision 

about commitment has been made. The criterion for such prescription is that there is 

imminent danger for the patient’s life or health. Otherwise, a specialist in psychiatry 
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prescribes compulsory treatment after a decision about commitment has been made. [25] 

Compulsory measures like restraint or seclusion must be in proportion to the aim of the 

measure. The law describes the demand of information and the importance of cherishing the 

patient’s integrity and dignity as much as possible. It also closely regulates reports and record 

keeping and different time intervals for the measures taken. [25] 

 

Although little is known about long-term effects of compulsion, psychological side effects are 

reported. Most common are feelings of demoralisation, punishment and humiliation. 

Compulsory measures and treatment are used with the justification that it is in the best interest 

of the patient. Highly coercive measures can be a way to offer the patient safe limits. 

However, there are indications that many patients exposed to this type of coercion do not 

perceive the measures as safe and helpful, instead more as frightening and humiliating. [26] 

 

1.3.2 Legal protection  

In the administrative court the executive physician can apply for prolonged compulsory 

psychiatric care and the patient can appeal the decisions made during LPT. An important part 

of LPT is to strengthen the patient’s legal security. Cases according to LPT should be 

attended within eight days after an appeal or application has been filed. [25] After four weeks 

of compulsory care the administrative court must make a decision to continue with the 

compulsory care. These decisions are made during negotiation in court with a judge, laity, the 

patient, physician executive and a special adviser. [27] The hearings are held at the hospital 

and opposing the two parties, the patient and the chief psychiatrist. The patient also has the 

right to an attorney and during the negotiations, an independent psychiatrist, the special 

adviser, asks questions and gives an expert opinion. [28] 

 

The Health and Social Care Inspectorate (IVO) is responsible for supervising health care in 

Sweden. According to 49 § LPT, the physician executive has an obligation to continuously 

report measures taken in accordance to this law to IVO. This is another security for the 

patients admitted according to LPT. [24] 

 

1.4 Regional differences 

Studies have described regional differences in the use of compulsory psychiatric care, both in 

Sweden and other countries [29]. This raises ethical questions about the legislation and 

protection for patients with a severe psychiatric disease. A study performed at four psychiatric 
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care settings in Sweden investigated patients’ experiences from psychiatric compulsory care, 

and displays differences in how involuntary psychiatric care is handled and experienced. 

Patients in Umeå reported the highest proportion of coercion at commission whilst patients in 

Ängelholm reported the lowest. A possible explanation for this is mental hospital traditions. 

Ängelholm has a tradition of compulsory care without locked doors, which probably 

influences the perception of coercion in many other situations as well. Umeå has a more 

repressive tradition in history regarding psychiatric care. [29] 

 

The number of patients admitted according to LPT differs between county councils in Sweden 

[30]. The highest numbers of patients per 1000 citizens are found in Södermanland (1.68), 

Stockholm (1.68), Jönköping (1.46) and Västerbotten (1.18). The lowest rates are found in 

Jämtland (0.50), Västra Götaland (0.80), Gotland (0.80) and Dalarna (0.81). During the year 

of 2013, 5420 men and 5289 women were admitted according to LPT in Sweden, a total of 

1.11 people per 1000 citizens. These are the latest numbers presented by the Swedish social 

board. Although statistics show that there are some variations from year to year, many of the 

same county councils are often among the highest or lowest regions. Furthermore, the total 

number of admitted patients according to LPT has not changed much during the latest years. 

[30] Possible reasons behind these regional differences will be developed in the discussion.  

 

2. Material and methods 
This chapter describes the material and methods used during the work with this study. 
 
 
2.1 Study design  

A literature review based on scientific articles, debate articles and official material compose 

the ground of this study. The information collected has been used to describe the history of 

compulsory psychiatric care and the context of the current legislation. Also, to provide 

material for an overview of arguments for and against compulsory care.  

 

The method used is a conceptual and argumentative analysis on hermeneutic ground. The 

literature and scientific articles have been analysed thoroughly in aspects of arguments 

presented for and against compulsory psychiatric care. Both factual statements and normative 

arguments have been taken into consideration.  
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2.1.1 Selection process 

Articles and published material about compulsory psychiatric care have been gathered from a 

broad range of sources. Searches on the databases PubMed, PsychInfo, Google scholar and 

Mediearkivet compose the ground for this analysis. A total of 42 articles were initially 

reviewed and 16 were sorted out by relevance since the time and range of this study is limited. 

For inclusion, the articles presented arguments regarding compulsory psychiatric care with 

connection to Swedish legislation or ethical principles. Further, studies concerning positions 

regarding compulsion without any reference to legislation were accepted from other countries. 

Articles excluded did not present clear arguments regarding psychiatric compulsory care. To 

summarize, articles were assessed to have a high relevance if they presented arguments with 

connection to the Swedish legislation or ethical principles.  

 

In each article, arguments for and against psychiatric compulsory care have been sorted out 

and presented by means of interpretation. Some sources discuss arguments both for and 

against compulsory care, and others either for or against. Arguments and thoughts from 

patients, doctors and other health care staff have been revised and are presented in this 

analysis. In each article chosen for the analysis, every argument presented has been analysed 

and nothing has been left aside.  

 

2.1.2 Hermeneutics  

This study is a non-empirical investigation applying a qualitative method on hermeneutic 

ground. Hermeneutics is the study of interpretation, described in Stanford Encyclopaedia of 

Philosophy; hermeneutics as the methodology of interpretation is concerned with problems 

that arise when dealing with meaningful human actions and the products of such actions, 

most importantly texts [31]. Implementing this method, two directions are available, 

interpretive or more descriptive [32, 33, 34]. The interpretations are presented as ways of 

understanding thoughts, reactions and motives, not as an absolute truth. This is important for 

the reader to take into consideration. Hermeneutics is a subjective method and it is of great 

importance that the author has sufficient knowledge, and presents his or her pre-

understanding. [33]  

 

This analysis is based on articles and texts about psychiatric compulsory care, singled out by 

relevance as described above. The literature has been analysed mainly with a descriptive 

approach but interpretation is still a big part of the method. Arguments, ideas and thoughts 
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have been sorted out, analysed, interpreted and presented.  

 

2.1.3 Conceptual analysis 

A conceptual analysis is presented in the introduction, concepts important for the ethical 

analysis. The purpose of a conceptual analysis is to describe the meaning of a concept by 

specifying distinctions [35]. The concepts described in the introduction are compulsion, 

autonomy, competence, authenticity and integrity. These are central in the discussion about 

involuntary care.  

 

2.1.4 Argumentative analysis 

Since interpretation and description of thoughts and ideas compose the ground of this work, 

an argumentative analysis is used during the work with the gathered material. Arguments are 

analysed in two steps, firstly a descriptive part where the arguments are sorted out and 

secondly an appraised part to assess relevance and lasting quality. Relevance is based on its 

logical connection with the statement, and lasting quality on an evaluation of the weight of the 

argument. [35] 

 

2.1.3 Pre-understanding 

Pre-understanding is referring to the German word Vorverstehen, and is an important 

foundation for the hermeneutic tradition. The author’s pre-understanding influences 

investigations and interpretations and involves knowledge and thoughts from earlier 

experiences and beliefs. The philosopher Gadamer describes the concept of pre-understanding 

as “the importance of the hermeneutical task is to be aware of one's own bias, so that the text 

can present itself in all its otherness and thus assert its own truth against one's own fore-

meanings” [36].  

 

While working in a psychiatric ward, reflections around how psychiatric compulsory care is 

being used arise. In many situations, compulsory care seems obviously needed and an 

important alternative for doctors when trying to help patients with a severe mental disorder. 

Further, there are reasons to expect that coercion is often carried out in a reasonable way but 

there are exceptions and ethically questionable situations. The doctor should always have the 

patients’ best interest in focus and it is of great importance that compulsory psychiatric care 

continues to be challenged and exposed to ethical reviews.  
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This kind of pre-understanding tends to influence both perception of the realities around 

psychiatric compulsory care and also the normatively influenced knowledge. During this 

study, the author’s pre-understanding has been set aside as far as possible. Being aware of 

one’s pre-understanding makes it possible to focus on the arguments presented in the 

reviewed texts and put the pre-understanding aside for the analysis. This is further discussed 

during the final conclusions where the presented arguments are connected with the author’s 

pre-understanding. Furthermore, rules regarding impartiality, relevance and objectivity have 

been followed throughout this analysis. An argumentative analysis has been used for this 

study, as described above, to sort out arguments and assess their relevance and lasting quality. 

Also, to ensure impartiality and objectivity, the authors pre-understanding is openly described 

and consciously disregarded in the analysis. Impartiality basically means to reflect as far as 

possible free from any pre-given bias towards any position; relevance means to carefully 

scrutinize which arguments are related to and have something to say about the research 

questions; and objectivity means to, as far as possible, treat all positions without giving 

different weight to the arguments in advance. 

 

2.2 Aim and question formulation 

The aim of this study is to analyse the ethical aspects of compulsory psychiatric care. The 

main research question is: Is psychiatric compulsory care ethically defendable or not? The 

following questions are also analysed:  

- Which are the main ethically motivated arguments for and against psychiatric compulsory 

care? 

- Why are there regional differences in Sweden and which ethical consequences may these 

have? 

 

3. Analysis  
The first part of this chapter aims to describe where the discussion about psychiatric 

compulsory care is active. The following two sections are presentations of the arguments 

found during the research.  

 

3.1 Where has the discussion taken place? 
Compulsory psychiatric care is continuously challenged and the legislation has been revised 

several times. The discussion involves thoughts about involuntary care and often opinions 
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about compulsory measures. The argumentation is active in a wide range of sources. Among 

these are literature, Swedish daily press, the more specialised journal Läkartidningen and 

scientific journals like Medical Ethics, International Journal of Psychiatry in Clinical 

practice, International Journal of Law and Psychiatry and European Psychiatry. Ethical 

discussions regarding compulsory care mainly take place in the more specialised journals and 

scientific articles. The discussions in Swedish daily press mostly regard specific situations.  

 

In the following presentation it becomes obvious that the main arguments for and against 

psychiatric compulsory care overlap. This is largely due to the fact that the ethical concepts 

on which the arguments are built also overlap. This is inevitable but should be kept in mind.  

 

3.2 The main arguments for compulsory psychiatric care 
The two most frequently used arguments for compulsory psychiatric care, and often described 

as the most important reasons to keep this option open for psychiatrists, are firstly that: 

through compulsory care, the patient’s mental health and wellbeing can be improved [3, 7, 

37, 38]. Secondly, the aim of compulsion is to restore autonomy: in order to restore 

autonomy, compulsory psychiatric care is justified [7, 39, 40, 41, 42]. These arguments 

emphasise the psychiatric disease and the impact it has on the patient’s health, authenticity 

and level of functioning. The ethical principle of beneficence and doing good is central. The 

first argument is based on the assessment that the patient’s psychiatric disorder affects 

authenticity to the extent that the patient can no longer make a rational decision regarding 

treatment or care. Moreover, in these situations the principles of autonomy and beneficence 

compete and one principle has to be prioritised. If compulsory care is chosen for the patient to 

receive adequate treatment and care, the patient’s autonomy is bereaved. [3, 7, 37, 38] 

Beauchamp and Childress describes the four ethical principles important in medicine but do 

not specify how to choose between them when put in the position where a priority must be 

made [5]. The common opinion among health care staff is, according to a lecturer in Public 

Health Medicine in England, that loss of authenticity justifies coercion and compulsory care 

when given in the best interest of the patient [3]. 

 

Compulsory care is used to improve the patients’ competence to express an opinion and by 

that to restore autonomy. The aim is that the patient, after compulsory care and treatment can 

continue with voluntary care through restored autonomy. The argument about restored 
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autonomy is chiefly common during the discussion about compulsory care for patients with a 

grave psychosis. [7, 39, 40, 41, 42] 

 

Patients with a severe psychiatric disorder often lack insight due to their condition. 

Compulsory care can in these situations be necessary in order to fulfil the patients need of 

care [7, 39, 40]. The ethical principle of beneficence and doing good is once again prioritised 

over the patient’s right to autonomy, in order to ensure that the patient receives the necessary 

care. This includes providing the psychiatric treatment assessed to be necessary. [7, 39, 40] 

 

Another ethical aspect of compulsion, justice, can in this context be discussed; for everyone’s 

equal value and rights – compulsory psychiatric care offers help for those who have trouble 

to speak for themselves [40]. All people have different needs and capacities, which results in a 

need for different care. Compulsory care has been developed primarily to treat and help 

patients with a severe psychosis that have lost their sense of reality and where an informal 

consent is not possible to obtain. These patients are in need of help in order to receive proper 

care and treatment. According to the principle of justice, all people should receive the same 

treatment and care in relation to needs. The doctor has to take patients’ different needs in 

consideration if this should be possible to carry out. [40]   

 

Debates and discussions about this subject often refers to the importance of preventing suicide 

by using coercion [7, 39, 43]. Compulsory care can at the same time protect patients from 

causing themselves social harms [7, 39]. This is a common argument for patients with severe 

manic episodes. Another side to this argument is that compulsory care often relieves 

dependants of the worry and responsibility to care for the patient. [7, 39] 

 

In the theme of arguments that implicate protection for the patient, compulsory care can be 

justified to provide vital treatment for somatic diseases [39]. Many psychiatrists in Sweden 

believe that it is hard to justify compulsory care in order to treat a somatic disorder. The 

problem arises with the question about authenticity and rational decisions. Does the 

psychiatric disease influence the patient’s choice to abstain from treatment for a somatic 

disease to the extent that compulsory care can be justified? Many doctors do believe that 

coercion with this aim can be carried out, but only in severe cases. [39]  
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Patients’ with severe psychiatric diseases, who no longer is considered having competence to 

express an opinion, might need the compulsory admission in order to receive necessary care 

and protection. Compulsory psychiatric care can for these patients’ also be used with the 

purpose to prevent danger and harm to others. [7, 39, 43] 

 

All of these arguments for compulsory care are based on the ethical principle of doing good 

when the purpose of compulsory care is to protect the patient and contribute to the stability in 

our society. Involved in these arguments are also the ethical value of justice and the 

importance to protect the dignity and integrity of admitted patients.  

 

3.3 The main arguments against compulsory psychiatric care 
One of the most common arguments against compulsory psychiatric care is that the patients’ 

right to autonomy is violated [3, 39, 40, 41, 43, 44]. These authors often emphasize the 

importance of respect for self-determination in health care, and argue that a psychiatric 

disease should not impact the patients right to autonomy. Most often this argument is used to 

justify the decision not to admit a patient according to LPT when the instant risk of harm was 

assessed to be low. [3, 39, 40, 41, 43, 44] Further, some argue that since no conclusive data 

on the effectiveness of involuntary treatment have been presented, involuntary care that 

violates the patient’s right to autonomy is not accepted [39]. In this case it is not possible to 

argue that the ethical principle of beneficence can triumph over a violated autonomy.  

 

Harms of coercion and negative outcomes of treatment is a well-known argument [38, 39, 40, 

41, 44, 45]. The discussion evolves around treatment that may not be effective enough or may 

provide the patient with severe adverse effects. Traumatic and harmful experiences due to 

involuntary treatment are also discussed. The risks of involuntary care outweigh the 

potentially good outcomes of treatment, enough not to justify violating the patient’s 

autonomy. [38, 39, 40, 41, 44, 45] Compulsory measures is against the ethical principle of no 

harm [37]. When beneficence is not fulfilled and instead, the doctor does harm when the 

patient experiences infringement because of a violated autonomy due to involuntary care, 

there are no ethical arguments to justify breaking the principle of no harm. [37] Also, patients 

could lose confidence in the psychiatric health care if they are admitted against their will. 

There is a risk that the alliance between patient and physician is harmed [39, 45, 46]. This is 

an important aspect because of the significance of a good relationship based on trust between 

patient and physician that is crucial for compliance and good care.  
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According to the principle of justice in Swedish health care, all patients should have the right 

to equal care and treatment according to needs. This is stated in our legislation according to 

HSL. A dilemma arises when the legislation leaves room for interpreting the law which is not 

ethically defendable [3, 27, 29, 39]. The principle of justice is hereby harmed. An evidence 

for this is for example regional differences in the use of psychiatric compulsory care. Personal 

judgement and choices should not be able to influence the decision about involuntary 

psychiatric care. [3, 27, 29, 39] Another important aspect of the legislation is that there is a 

possibility of informal coercion, which makes the law ethically questionable [39, 40, 44]. 

There is a grey-zone between persuasion and manipulation, voluntary and involuntary care. It 

is according to health care professionals today common to use the law for making the patient 

accept voluntary treatment. With the threat of involuntary care, some patients will choose 

voluntary care even though it is against their original will. It is at the same time common for 

voluntary admitted patients to experience coercion with their care. [39, 40, 44] 

 

An important part of compulsory care and the legislation is to provide strong legal security for 

the involuntary admitted patients. An argument against psychiatric compulsory care is thus 

that: the legal control is too weak and the power is too much in the hands of psychiatrists 

[28]. According to several studies, there is not enough evidence to support the idea that the 

legal rights of patients admitted involuntary are strong enough in court hearings and 

procedures. The impartial hearing that is supposed to protect the patient’s integrity and rights 

often seems to lean towards the recommendations from the psychiatrist. [28]  

 

There are often situations where compulsory care is being used and justified in order to 

prevent suicide. Another side of this argument is that there always is a possibility of rational 

suicides that should not be prevented by compulsory care. Although this is an incredibly 

sensitive subject, many believe that the reason behind these kinds of suicides is a severe 

somatic disorder. Further the argumentation is based on the thought that all patients should 

have the right to make the decision about how to end their lives, if they are their authentic 

selves. [39]  

 

According to the European Convention on Human Rights, compulsory care infringes patients’ 

human rights and thus should not be used [3]. There are a number of articles that psychiatric 

compulsory care could be argued to violate: article 3 – prohibition of torture or inhuman or 
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degrading treatment, article 5 – right to liberty and security, and article 8 – right to respect for 

private and family life [3, 47]. The European Court of Human Rights ruled during a case that 

constraint of a person with unsound mind is accepted according to the law if three criteria are 

fulfilled: 1) the person is shown by a medical expert to be of unsound mind, 2) the medical 

disorder is so serious that it justifies compulsory care, and 3) there has to be a persistence of 

the disorder to justify continuing coercion [3]. The Swedish legislation regarding compulsory 

psychiatric care meets these criteria, which makes the argument weaker.  

 

4. Discussion 
Psychiatric compulsory care is accepted through our legislation, and at the same time much 

debated as the concept raises ethical and legal questions. Doctors and dependants who have 

worried about and cared for a patient who has lost insight and orientation knows that 

compulsion in a sense is required. These patients might have a severe psychosis, an extreme 

manic episode or a deep depression that turns them apathetic. All three criteria for 

compulsory care are most often met. The patients have clearly lost their competence to 

express an opinion because of their disease and the doctor has to presume that the patient 

would have consented to care if being authentic. Compulsory psychiatric care is not always 

this obviously needed and it is in these situations that the ethical quandaries become clear.   

 

Since compulsory psychiatric care is legally regulated and thus accepted in our society, it 

seems plausible that it is ethically defendable in many situations. First of all, compulsory care 

can be required to save a patient from hurting themselves or others, even save lives. These 

situations are often so obvious that ethical reflections do not exist. The decision is made fast 

and with routine. The next common argument for justifying compulsory care is that the aim is 

to restore autonomy. This argument is often used for patients with a severe psychosis and 

most often the situation is clear, the psychotic patient has completely lost the sense of reality. 

There are at the same time situations were competence to express an opinion is hard to assess. 

In these situations, does the doctor have the right to decide which decisions are rational or 

not?  

 

The law regarding psychiatric compulsory care does not specify what constitutes a mental 

disorder and because of that, it is harder to argue that beneficence can be prioritised over 

respect for autonomy when we do not have a clear concept and description of the patient’s 
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disorder. Further, many arguments presented against compulsory care focus on wrongful use 

of compulsion in certain situations but still arguments regarding all compulsory care occur. It 

is of importance to distinguish general arguments against all forms of coercion in relation to 

mental disorder, from arguments that focus on compulsion in specific, well-defined situations. 

 

Studies have shown that voluntary, as well as involuntary, admitted patients experience 

coercion with their care. Coercion at a psychiatric ward can exist without the intention of 

coercion. It can be a part of the health care staff’s daily routines, the ward’s history and tone 

or the patient’s attitude towards psychiatric care. This grey-zone of informal coercion might 

be the most problematic and ethically questionable form of coercion. There are ways to justify 

informal coercion, but it is at the same time difficult to assess if the patient would have 

objected if being well and authentic. According to HSL and the principle of justice, all 

patients should have the right to equal care and treatment according to needs. Informal 

coercion is often effective and sometimes necessary in order to make the patient follow a 

planned treatment or stay calm in the ward. Although a problem arises with the use of 

informal coercion when it is not legally regulated or associated with any kind of guidelines. 

This is a problem because it results in reduced security for the patients. Within this area of 

discussion, integrity is important to care for and try to protect, even if the patient’s autonomy 

is violated. The final question is whether or not informal coercion can be ethically justified by 

means of acting in the patient’s best interest. The amount of compulsion used should be 

proportional to the possible harms if treatment is obstructed by the resistance of the patient.  

 

Studies and statistics show that there are regional differences in the use of compulsory 

psychiatric care in Sweden [29]. Most discussions regarding reasons for these differences 

focus on mental hospital traditions. Regional differences pose another ethical dilemma when 

the legislation leaves room for interpreting the law. According to 2 § HSL, the aim with our 

health care is a good health and care performed on equal conditions for the entire population 

[15]. The shown differences indicate that all patients might not be treated the same way across 

our country due to the possibility of interpreting the law. An argument often used against 

compulsory psychiatric care is therefore that when the legislation leaves room for interpreting 

the law, compulsory care cannot be ethically defendable. But on the other hand, are there laws 

that need not to be interpreted? Compulsory care is a sensitive subject because of the fact that 

it is a violation of autonomy and integrity. The important part might be to further strengthen 

the legal security.  
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The number of patients admitted according to LPT differs between county councils in Sweden 

[30]. Statistics show that there are some variations from year to year, but many of the same 

county councils are often among the highest or lowest regions. The same reason for these 

differences can be discussed. Different psychiatric wards have different history which most 

likely influences the use of compulsory psychiatric care, more than interpretations of the law. 

Traditions together with the view of compulsory care and measures tend to stay within the 

walls of a psychiatric ward. Moreover the organisations differ in several other respects and 

influence the psychiatrists’ thoughts and way of practice, which can be a reason behind 

regional differences. The psychiatrist’s ideology is also important to take into consideration 

while discussing differences in the use of compulsory psychiatric care. To summarize, many 

different aspects can influence the decision about compulsory care and it is probably hard to 

extinguish these differences completely. It is important with further investigations regarding 

the reasons behind regional differences in order to increase security and equality for the 

patients.  

 

Retrospective consent is an aspect of involuntary care that is not often enough discussed. If 

the involuntary admitted patient accepts the measures taken and leaves a retrospective 

consent, the ethical dilemma might not be a problem. The purpose of the coercion has then 

been fulfilled and the patient’s health, wellbeing and autonomy are restored. An important 

question in this context is whether or not this retrospective consent makes a decision about 

involuntary commitment justified. After an involuntary admission, when the patient hopefully 

has been treated with a good outcome and the autonomy is restored, an important part of the 

use of LPT is for the doctor to discuss this decision with the patient. If more doctors would 

take this time to analyse the patient’s experience and thoughts about the involuntary 

admission, the security for the patients would automatically increase. 

 

Among a wide range of sources, articles and official debates, there are a number of arguments 

presented against compulsory psychiatric care. At the same time most authors come to the 

conclusion that psychiatric compulsory care in many situations is needed and ethically 

defendable. This conclusion is often based on the argument that the benefits of a treatment or 

protection outweigh the negative consequences and violation of the patient’s autonomy. The 

importance of consideration regarding both ethical and legal quandaries is always 

emphasized.  
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Finally the limitations of this study include the selection of articles reviewed due to limited 

time and range of the study. The method used can both call for strengths and limitations. It is 

a subjective method where interpretations of various texts and arguments compose the 

analysis. On the other hand, the method makes it possible to search for and present arguments 

from a wide range of sources and thus analyse different aspects of the subject. An ethical 

analysis requires subjective interpretations since the purpose is to gain understanding 

regarding thoughts, reactions and motives. Pre-understanding is, as discussed earlier in the 

text, an important foundation for the hermeneutic method. The author’s pre-understanding 

influences investigations and interpretations but can be seen as both a limitation and an asset. 

During this study, the author’s pre-understanding consisted of thoughts that compulsory 

psychiatric care often is needed and ethically defendable but that ethical reflections are more 

often needed. This pre-understanding was set aside for as far as possible during the analysis 

but come forward during the final conclusions.  

 

5. Conclusion 
This review and analysis along with earlier experiences of psychiatric compulsory care have 

led to the conclusion that compulsory care is often much needed and ethically defendable but 

there are situations where an ethical dilemma arises with the use of coercion. Furthermore 

compulsory psychiatric care is legally regulated and thus accepted in our society, although the 

debate is active in a wide range of sources. 

 

The discussion about compulsory psychiatric care often focuses on autonomy and beneficence 

on the one hand, and the purpose to prevent harm on the other hand. The ethical dilemma 

arises from the balance between benefits and risks of a proposed treatment or care. Another 

topic often discussed is informal coercion, one of the most ethically questionable forms of 

coercion. Health care staff in psychiatric wards needs an enhanced awareness about ethics in 

order to reduce the use of informal coercion and increase security for the patients.  

 

Many of the arguments presented for and against psychiatric compulsory care are interesting 

and ethically important to take into consideration. When weighing the arguments against each 

other the cautious conclusion that compulsory care in general is ethically defendable has been 

taken. The arguments for are stronger than the ones against, mostly in regards to the aspect of 
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beneficence. One of the strongest arguments against compulsory care is violation of 

autonomy, although it is hard to argue that a patient with for example a severe psychosis can 

make autonomous decisions. However it is of great importance that the law is specified to the 

extent that interpretations are limited and the legal security for the patients is preserved. It is 

also important to further analyse why there are regional differences and how these can be 

reduced.  

  



	 22	

References 
1.  Lag (1991:1128) om psykiatrisk tvångsvård [Internet]. [cited 2017 Sep 16]. Available from: 

http://www.notisum.se/rnp/sls/lag/19911128.htm 

2.  Johansson IM, Lundman B. Patients’ experience of involuntary psychiatric care: good opportunities and 
great losses. J Psychiatr Ment Health Nurs. 2002 Dec 1;9(6):639–47.  

3.  Leung W-C. Why the professional-client ethic is inadequate in mental health care. Nurs Ethics. 2002 
Jan;9(1):51–60.  

4.  Jan-Otto Ottosson. Psykiatrisk Etik. 1 ed. Liber; 2005.  

5.  Tom L. Beauchamp, James F. Childress. Principles of biomedical ethics. 7 ed. New York: Oxford 
University Press; 2013.  

6.  Beneficence vs. Nonmaleficence [Internet]. [cited 2017 Oct 22]. Available from: 
http://missinglink.ucsf.edu/lm/ethics/content%20pages/fast_fact_bene_nonmal.htm 

7.  Wynn R. Coercion in psychiatric care: clinical, legal, and ethical controversies. Int J Psychiatry Clin Pract. 
2006;10(4):247–51.  

8.  Coercion (Stanford Encyclopedia of Philosophy) [Internet]. [cited 2017 Nov 6]. Available from: 
https://plato.stanford.edu/entries/coercion/#WroCoe 

9.  Monahan J, Hoge SK, Lidz C, Roth LH, Bennett N, Gardner W, et al. Coercion and commitment: 
Understanding involuntary mental hospital admission. Int J Law Psychiatry. 1995 Jun 1;18(3):249–63.  

10.  Valenti E, Banks C, Calcedo-Barba A, Bensimon CM, Hoffmann K-M, Pelto-Piri V, et al. Informal 
coercion in psychiatry: a focus group study of attitudes and experiences of mental health professionals in 
ten countries. Soc Psychiatry Psychiatr Epidemiol. 2015 Aug;50(8):1297–308.  

11.  Lützén. Subtle coercion in psychiatric practice. J Psychiatr Ment Health Nurs. 1998 Apr 1;5(2):101–7.  

12.  Autonomi | Statens medicinsk-etiska råd (SMER) [Internet]. [cited 2017 Sep 16]. Available from: 
http://www.smer.se/etik/autonomi/ 

13.  Buss S. Personal Autonomy. In: Zalta EN, editor. The Stanford Encyclopedia of Philosophy [Internet]. 
Winter 2016. Metaphysics Research Lab, Stanford University; 2016 [cited 2017 Nov 6]. Available from: 
https://plato.stanford.edu/archives/win2016/entries/personal-autonomy/ 

14.  Statens medicinsk-etiska råd. Autonomi till varje pris [Internet]. 2012 [cited 2017 Dec 9]. Available from: 
http://www.smer.se/wp-content/uploads/2013/05/REG_Konferensrapport_Autonomi_web.pdf 

15.  Riksdagsförvaltningen. Hälso- och sjukvårdslag (2017:30) Svensk författningssamling 2017:2017:30 t.o.m. 
SFS 2017:810 - Riksdagen [Internet]. [cited 2017 Sep 24]. Available from: 
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/halso--och-
sjukvardslag_sfs-2017-30 

16.  Din skyldighet att informera och göra patienten delaktig – Handbok för vårdgivare, chefer och personal 
[Internet]. [cited 2017 Sep 16]. Available from: http://www.socialstyrelsen.se/publikationer2015/2015-4-10 

17.  Decision Making Capacity [Internet]. [cited 2017 Dec 9]. Available from: 
http://missinglink.ucsf.edu/lm/ethics/content%20pages/fast_fact_competence.htm 

18.  Varga S, Guignon C. Authenticity. In: Zalta EN, editor. The Stanford Encyclopedia of Philosophy 
[Internet]. Fall 2017. Metaphysics Research Lab, Stanford University; 2017 [cited 2017 Nov 6]. Available 
from: https://plato.stanford.edu/archives/fall2017/entries/authenticity/ 

19.  Integritet | Statens medicinsk-etiska råd (SMER) [Internet]. [cited 2017 Dec 13]. Available from: 
http://www.smer.se/etik/integritet/ 

20.  Jan-Otto Ottosson. Psykiatrin i Sverige. Stockholm: Natur och Kultur; 2003.  

21.  Kjellin L, Östman O, Östman M. Compulsory psychiatric care in Sweden — Development 1979–2002 and 
area variation. Int J Law Psychiatry. 2008 Jan 1;31(1):51–9.  

22.  Regeringens proposition 1990/91:58 om psykiatrisk tvångsvård [Internet]. [cited 2017 Nov 21]. Available 
from: http://data.riksdagen.se/dokument/GE0358 

23.  Svensk författningssamling SFS 2011:109 [Internet]. [cited 2017 Nov 28]. Available from: 



	 23	

http://www.notisum.se/KBVLag/20110109.pdf 

24.  Lag (1991:1128) om psykiatrisk tvångsvård [Internet]. [cited 2017 Sep 16]. Available from: 
http://www.notisum.se/rnp/sls/lag/19911128.htm 

25.  Hans Adler, Patric Hamilton, Claes Hollstedt, Erik Nilsson, Christer Olofsson, Karin Sparring Björkstén, et 
al. Psykiatrins juridik 2017. Juris; 2017.  

26.  Kaltiala-Heino R, Korkeila J, Tuohimäki C, Tuori T, Lehtinen V. Coercion and restrictions in psychiatric 
inpatient treatment. Eur Psychiatry. 2000 May 1;15(3):213–9.  

27.  Herman Holm, Anna Björkdahl, Emma Björkenstam. Tvångsvård med frågetecken. Läkartidningen 
[Internet]. 2011 Aug 23 [cited 2017 Sep 16];(34). Available from: 
http://www.lakartidningen.se/OldWebArticles/168/16821.html 

28.  Zetterberg L, Sjöström S, Markström U. The compliant court — Procedural fairness and social control in 
compulsory community care. Int J Law Psychiatry. 2014 Nov 1;37(6):543–50.  

29.  Kjellin L, Andersson K, Bartholdson E, Candefjord I-L, Holmstrøm H, Jacobsson L, et al. Coercion in 
psychiatric care - patients’ and relatives’ experiences from four Swedish psychiatric services. Nord J 
Psychiatry. 2004;58(2):153–9.  

30.  Statistik om psykiatrisk tvångsvård enligt LPT-2013 [Internet]. [cited 2017 Oct 23]. Available from: 
http://www.socialstyrelsen.se/SiteCollectionDocuments/statistik-om-psykiatrisk-tvangsvard-enligt-lpt-
2013.pdf 

31.  Mantzavinos C. Hermeneutics. In: Zalta EN, editor. The Stanford Encyclopedia of Philosophy [Internet]. 
Winter 2016. Metaphysics Research Lab, Stanford University; 2016 [cited 2017 Dec 9]. Available from: 
https://plato.stanford.edu/archives/win2016/entries/hermeneutics/ 

32.  Kirsti Malterud. Kvalitativa metoder i medicinsk forskning. Tredje upplagan. Bergen, Norge: 
Studentlitteratur; 2011.  

33.  Monica Granskär, Birgitta Höglund-Nielsen. Tillämpad kvalitativ forskning inom hälso- och sjukvård. 
Andra upplagan. Studentlitteratur; 2012.  

34.  Erna Lassenius, Elisabeth Severinsson. Hermeneutik i vårdpraxis. Första upplagan. Gleerups; 2014.  

35.  Henny Olsson, Stefan Sörensen. Forskningsprocessen. Andra upplagan. Liber; 2007.  

36.  Nyström M, Dahlberg K. Pre-understanding and openness – a relationship without hope? Scand J Caring 
Sci. 2001 Dec;15(4):339–46.  

37.  Ottosson J-O. Etiska aspekter på tvångsvård [Internet]. [cited 2017 Oct 11]. Available from: 
http://lakartidningen.se/Opinion/Debatt/2013/05/Etiska-aspekter-pa-tvangsvard/ 

38.  Newton-Howes G, Mullen R. Coercion in psychiatric care: systematic review of correlates and themes. 
Psychiatr Serv Wash DC. 2011 May;62(5):465–70.  

39.  Sjöstrand M, Sandman L, Karlsson P, Helgesson G, Eriksson S, Juth N. Ethical deliberations about 
involuntary treatment: interviews with Swedish psychiatrists. BMC Med Ethics. 2015 May 28;16:37.  

40.  JO Ottosson. Den psykiatriska vården är laddad med värdekonflikter. Läkartidningen. 2003(100(4)):208–9.  

41.  Prinsen EJD, van Delden JJM. Can we justify eliminating coercive measures in psychiatry? J Med Ethics. 
2009 Jan;35(1):69–73.  

42.  Caplan AL. Ethical issues surrounding forced, mandated, or coerced treatment. J Subst Abuse Treat. 2006 
Sep;31(2):117–20.  

43.  Kjellin L, Andersson K, Candefjord IL, Palmstierna T, Wallsten T. Ethical benefits and costs of coercion in 
short-term inpatient psychiatric care. Psychiatr Serv Wash DC. 1997 Dec;48(12):1567–70.  

44.  Hem MH, Molewijk B, Pedersen R. Ethical challenges in connection with the use of coercion: a focus 
group study of health care personnel in mental health care. BMC Med Ethics. 2014 Dec 4;15:82.  

45.  Tingleff EB, Bradley SK, Gildberg FA, Munksgaard G, Hounsgaard L. “Treat me with respect”. A 
systematic review and thematic analysis of psychiatric patients’ reported perceptions of the situations 
associated with the process of coercion. J Psychiatr Ment Health Nurs [Internet]. 2017 [cited 2017 Sep 24]; 
Available from: http://www.readcube.com/articles/10.1111/jpm.12410 



	 24	

46.  Lars Kjellin, Ingemar Engström. Tvångsvård av barn och ungdomar saknar enhetlig, nationell praxis. 
Läkartidningen [Internet]. 2006(42). Available from: 
http://ww2.lakartidningen.se/store/articlepdf/5/5154/LKT0642s3162_3164.pdf 

47.  European Convention on Human Rights [Internet]. [cited 2017 Dec 30]. Available from: 
http://www.echr.coe.int/Documents/Convention_ENG.pdf 

 

  



	 25	

Cover letter 
                       
Dear editor                     December 2017 

 

Psychiatric compulsory care is accepted in our legislation but much debated as the concept 

raises serious ethical and legal questions. Enhanced awareness about ethics is needed in order 

to reduce the use of informal coercion and increase security for the patients. With this in 

mind, please consider the enclosed analysis of involuntary commitment of the mentally ill for 

publication. 

 

The aim of this study is to analyse the ethical aspects of compulsory psychiatric care. The 

basic principle of Swedish health care is that all care should be performed in consent with the 

patient. Compulsory care deviates from this principle and raises an ethical conflict, bereaving 

the patient of autonomy. A literature review based on scientific articles, debate articles and 

official material composes the ground of this study. The method used is a conceptual and 

argumentative analysis on hermeneutic ground.  

  

Coercion is often needed and ethically defendable but there are situations where an ethical 

dilemma arises with the use of coercion. The discussion evolves around the balance between 

benefits and risks of a proposed treatment or care. Another topic often discussed is informal 

coercion, one of the most ethically questionable forms of coercion.  

  

In summation, there are reasons to expect that coercion is often carried out in a reasonable 

way but there are exceptions and ethically questionable situations. The doctor should always 

have the patients’ best interest in focus and it is of great importance that compulsory 

psychiatric care continues to be challenged and exposed to ethical reviews. This study has not 

been considered for publication elsewhere and every one involved have approved submission.  

 

Yours sincerely 

 

Cecilia Klippmark 
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Ethical considerations 
 

This study is an ethical analysis of compulsory psychiatric care. The work involves literature 

reviews and no further ethical considerations are relevant in consideration to the method or 

materials used for this study. Although the analysis enlightens ethical dilemmas and 

considerations regarding compulsory psychiatric care, there are important ethical reflections 

regarding the presented thoughts and results.  

 

With this work, compulsory psychiatric care is being challenged which may be a sensitive 

subject for some people. Compulsory care is much debated but still accepted in our society 

through our legislation. The ethical aspects of presenting these results concern doctors, 

patients or dependants who may be insulted or hurt by the arguments presented regarding 

compulsory care. Patients who have experienced compulsory care might be offended by 

reflections regarding the use of coercion. Doctors who hopefully work with the best interest 

of the patient in focus could react regarding interpretations or arguments presented.  

 

The method used for this analysis is a conceptual and argumentative analysis on hermeneutic 

ground. Hermeneutics is the study of interpretation. An ethical dilemma arises with the use of 

this method. Regarding sources that describe interviews with doctors or patients – do I have 

the right to interpret the meaning behind answers given?  

 

Finally, it is of great importance that the ethical aspects of compulsory psychiatric care is 

continuously challenged and enlightened. Health care staff needs an enhanced awareness 

about ethics in order to increase security for the patients.   
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Autonomi genom tvång – etiskt försvarbart eller inte? 
 

Populärvetenskaplig sammanfattning av en etisk analys om tvångsvård av psykiskt sjuka.  

 

I lagen om psykiatrisk tvångsvård regleras ofrivillig vård av psykiskt sjuka. Syftet är att 

patienter med ett oundgängligt behov av vård behandlas för sin allvarliga psykiska störning 

för att sedan acceptera frivillig vård. Huvudprincipen i svensk hälso- och sjukvård är att all 

vård ska ske i samråd med patienten. Psykiatrisk tvångsvård frångår den principen och de 

etiska konflikterna blir märkbara när patienten fråntas sin rätt till autonomi. 

 

Syftet är att analysera psykiatrisk tvångsvård med fokus på om den är etiskt försvarbar eller 

inte. Litteraturgenomgång avseende vetenskapliga artiklar, debattartiklar och litteratur ligger 

till grund för analysen.  

 

Argument som presenteras gällande psykiatrisk tvångsvård handlar ofta om balansen mellan 

nytta och risker med erbjuden behandling eller vård. Patientens rätt till självbestämmande, 

autonomi, är central. Tvångsvård kan rättfärdigas med argumentet att patientens autonomi 

återfås med hjälp av vården men samtidigt kan argumentet användas mot tvångsvård då den 

fråntar patienten rätt till självbestämmande. Vidare diskuteras ofta informellt tvång, en av de 

mest etiskt ifrågasatta typerna av tvång.  

 

Psykiatrisk tvångsvård är lagreglerad och därigenom accepterad i vårt samhälle. Tvång är ofta 

nödvändigt och etiskt försvarbart men vissa situationer är svåra att bedöma. Hälso- och 

sjukvårdspersonal behöver ökad medvetenhet om etik för att minska användandet av 

informellt tvång och därigenom öka säkerheten och tryggheten för patienterna. 


