
Approved Mental Health Professionals (AMHPs) decision-making regarding detention of adults diagnosed with Borderline Personality Disorder (BPD).

For Submission to Journal of Social Work Practice 





[bookmark: _Toc191915776]
Abstract

[bookmark: _Toc191915654][bookmark: _Toc191915777]The present study explored the decision-making of Approved Mental Health Professionals (AMHPs) for compulsory admissions for Borderline Personality Disorder (BPD) under the Mental Health Act, 1983 (MHA).  A sample of 101 AMHPs were recruited from across England and randomised to an online vignette in which the diagnosis was manipulated as ‘borderline personality disorder’, ‘complex trauma’, or no diagnosis. All other details in the vignette were identical. We assessed the AMHPs' attitudes towards personality disorders using a validated scale, and the degree of risk that was perceived within the vignette.  Most AMHPs did not recommend detention, and there was no evidence that the manipulation of the diagnosis in the vignette made a difference to the likelihood of detention recommendation. However, negative attitudes towards personality disorder and perceived risk to self significantly predicted detention likelihood. Developing ways to mitigate the effect of individual attitudes on detention decisions is a research priority.




Introduction
Borderline Personality Disorder (BPD; also known as Emotionally Unstable Personality Disorder (ICD-10) or Personality Disorder with Borderline specifier (ICD-11)) is one of the most stigmatised mental health conditions (Masland et al., 2023). Negative attitudes towards BPD have been reported in healthcare professionals (Baker & Beazley, 2022), with the literature identifying descriptors of individuals with BPD as ‘difficult’ (Koekkoek et al, 2011), ‘attention seeking’ (Day et al., 2018), ‘manipulative’ (Treloar, 2009) and ‘dangerous’ (Woollaston and Hixenbaugh, 2008). These attitudes affect the treatment and care provision for those diagnosed with BPD (Aviram et al., 2006). 
BPD is common in both community and inpatient populations (Leichsenring et al., 2011) and is associated with a substantially increased lifetime suicide risk relative to the general population (Chesney et al, 2014; Leichsenring et al., 2011), as well as an increased need for medical care and treatment (Lazzari et al, 2018). Alongside community mental health provision, inpatient mental health provision for BPD may be used to provide treatment, care, stabilisation and risk management. However, research has indicated that chronic suicidality, one of the core clinical concerns arising from BPD, is not effectively treated in hospitals (Paris, 2004), and inpatient admission can in fact hinder therapeutic progress. Iatrogenic harm from treatment may include increasing self-harm and risk of suicide both on the wards and in the post-discharge period (Chung et al., 2017). Moreover, once a person is admitted to hospital, the process of discharge may be challenging – both because of an increase in risk-related behaviours and a dependence on the ward environment - leading to professional reluctance to discharge, greater use of healthcare resources, and increased staff burnout (Lazzari et al., 2018). 
In this context, the question of admission to hospital is a very finely balanced one, particularly when the admission is involuntary and associated with a need to manage a person’s risk using compulsive measures. However, such admissions remain a reality of inpatient mental health care, typically because clinicians may view there to be no better alternatives in the face of an acute crisis associated with substantial risk and behavioural instability. 
In England and Wales, the principal framework for compulsory admission to hospital in such circumstances is via the Mental Health Act, 1983 (hereafter, MHA), and the primary decision makers are two medical doctors (usually psychiatrists, one of which must have special approval under s.12 of the MHA), and an Approved Mental Health Professional (AMHP). The AMHP is often and historically was always a social worker, but since 2007, this role may be occupied by colleagues from other professional groups including psychologists and nurses. The present study concerns decision-making in AMHPs within this challenging context.
Whilst AMHPs have a variety of roles, in the context of detention in hospital, the chief role of the AMHP is to decide whether to make an application to hospital after receiving two suitable medical recommendations. The AMHP must themselves be assured that the relevant criteria are met before making the application. The AMHP role is often described as stressful, with high levels of burnout and emotional exhaustion (Evans et al., 2005; Hemmington, 2024b; Stevens et al., 2018). Adding to the stresses of the question of detention, there is a shortage of beds in many areas, meaning that AMHPs may often be in a position of choosing from a range of sub-optimal choices, risking moral distress about the choices they need to take (Hemmington et al., 2021; Hemmington et al., 2024a). Research exploring the perspectives of social worker AMHPs in making detention decisions has highlighted how the lack of effective community supports as effective preventative alternatives can in particular lead to ethical and moral compromise (Abbott, 2022). These challenges are likely to be further compounded in the context of a potential admission for BPD, where the immediate risks of physical harm must be finely balanced against the wider risk of iatrogenic harm. 

BPD and Stigma
	Beyond the challenges of treatment, BPD is without question a heavily stigmatised condition, including amongst health professionals (Baker & Beazley, 2022). It is also a controversial diagnosis, where the fundamental conceptualisation of the condition has been challenged (Mulder and Tyrer, 2023), and where conceptual overlaps between other diagnoses have been highlighted (e.g. Frias et al, 2016). This clinical complexity is combined with the potential for specific BPD symptoms themselves to impact clinicians’ perceptions; for example, interpersonal difficulties may contribute to tensions in the professional working relationship, and intense emotions may hinder therapeutic rapport (Sansone and Sansone, 2013). 
Evidence also shows that mental health professionals may exhibit more prejudice and adverse judgement towards individuals with BPD compared to other mental health conditions (Klein et al., 2022) and also express less optimism towards their treatment progression and show less empathy towards them (Markham & Trower, 2003). Such attitudes were demonstrated in a classic study by Lewis and Appleby (Lewis & Appleby, 1988) who investigated the attitudes of psychiatrists by presenting them with one of six randomly assigned vignettes. The vignettes were manipulated by diagnosis (personality disorder (PD), depression or no-diagnosis), gender (male or female) and additional details (client was referred to as a ‘solicitor’ or expressed interest in getting diagnosed). They found significant differences in psychiatrists’ responses, with those in the PD group displaying notably more negative attitudes. There is no parallel experimental study replicating these findings in a social work or AMHP sample, but qualitative research conducted in the Canadian context has highlighted that social workers may particularly feel a need to step in to provide care to people with BPD even where other professionals have withdrawn (Ahluwalia-Cameron et al, 2024). 


Decision-making about detention in BPD
All of these factors raise the question of how stigmatic attitudes towards BPD might influence clinicians – and presently, particularly AMHPs – to take more restrictive or adversarial actions than necessary within the decision to apply for detention. Moreover, they raise the question of whether or not the BPD diagnosis might itself be subject to labelling effects that could impact the decision to detain. We note that there is almost no research considering whether an AMHP’s attitudes towards a particular condition, or indeed the clinical information presented about that decision, are important in influencing the decision to apply for detention. 
The present study aimed to investigate these issues though an experimental methodology in which AMHPs were recruited to consider a fictional Mental Health Act Assessment, presented via a written vignette. AMHPs were randomised to one of three conditions in which the subject of the vignette was presented either with no mental health diagnosis, a diagnosis of BPD, or a diagnosis of Complex Trauma. ‘Complex Trauma’ was chosen because this condition has been proposed as a potential alternative and less stigmatising framework for BPD (Kulkarni, 2017), and may therefore be a way of describing the same symptoms that appear in BPD without invoking the stigma of the BPD label. The inclusion of a comparison group without a diagnosis at all would allow us to test the role of a general (any diagnosis) vs BPD-specific labelling effect. It is important to note that whilst labelling theory provides a framework for assuming that ‘labels’ which evoke higher stigma might be associated with more prejudicial actions and hence increased rates of detentions (e.g. Angermeyer & Matschinger, 2003), one might also reason that a diagnostic label provides an explanation for somebody’s otherwise stigmatising behaviours, and, combined with beliefs about BPD’s unsuitability for detention, could lead to people with BPD being detained less frequently than those without a diagnosis.  
Given the foregoing, however, we were also interested in whether individual attitudes were important in decision-making to detain. We reasoned that it was likely that high stigma individuals might be more likely to recommend detention; whilst there is limited research from the field of AMHP decision-making, research in the field of juror decision-making has shown a clear role for individual stigma towards mental health conditions in predicting more adversarial decision-making (Metcalfe-Hulme et al, 2026; Shapter et al, 2026).  We therefore considered the importance of self-reported attitudes to personality disorder in the likelihood of detention decision. 
In addition, to control for the possible ‘floor’ or ‘ceiling’ effects which might occur from the decision to detain (i.e. all or most participants responding in a particular direction), we also thought it was important to measure the perceived risk associated with the client. We reasoned that higher ratings of risk might influence the decision to detain, but also that judgements of higher risk may be more likely to occur for more stigmatised clients. In this regard, we note that one of the only literature reviews on decision-making for AMHPs (Simpson, 2020) has highlighted the centrality of risk in detention decisions (as intended by legislation) but also noted that ‘risk is infused with morality’, suggesting the importance of explicitly measuring the level of risk perceived within the vignette. 

[bookmark: _Toc191891967][bookmark: _Toc191915410][bookmark: _Toc191915533][bookmark: _Toc191915655][bookmark: _Toc191915778]Hypotheses
The following hypotheses were explored: 
(1) The presence of BPD diagnosis (compared to diagnosis of Complex Trauma and no diagnosis) will affect the decision to recommend detention, with either an increase or decrease in detention recommendations.  
(2) Higher individual stigma towards personality disorder will be more likely to result in a recommendation to detain. 

We also considered the role of demographic characteristics on the detention decision. 
[bookmark: _Toc191915779]
Materials and Methods
[bookmark: _Toc191891969][bookmark: _Toc191915412][bookmark: _Toc191915535][bookmark: _Toc191915657][bookmark: _Toc191915780]Design 
This project used a quantitative, between-group, vignette-based design with three groups: (1) control (no diagnosis), (2) BPD and (3) Complex-Trauma. All three groups were presented with the same mock AMHP report on a fictious client who was described as being subject to a referral for assessment for potential detention under the MHA. The control group received a description of the client’s presentation, without a specified diagnosis, while the other two groups were provided additional information indicating a diagnosis of either BPD or Complex Trauma. Data were collected through online surveys. 
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The sample included 101 AMHPs. There are approximately 3,900 AMHPs in England  (Skills for Care, 2026), and whilst comparable data for Wales are not available, if we assume equal representation across nations this means an expected total AMHP number of around 4,200 for both England and Wales, meaning our sample represents around 2.4% of the AMHP population of England and Wales. Inclusion criteria required currently practicing as an AMHP in England or Wales (retired AMHPs were excluded). Participants were recruited through a convenience sample via email and social media platforms (AMHP Leads Network, Facebook and LinkedIn). Participants had the opportunity to enter into a prize draw. 
A power analysis was calculated using G*Power to determine the appropriate sample size. A 3x2 Chi-square analysis was used, with a power of 0.8 and a medium Cohen’s effect size of 0.3, resulting in a minimum target sample of 108 participants, 36 per group (BPD, Complex-Trauma, no-diagnosis). Our obtained sample is somewhat short of this desired size, suggesting that we might only be able to detect somewhat larger effect sizes at 0.8 power. 

[bookmark: _Toc191891971][bookmark: _Toc191915414][bookmark: _Toc191915537][bookmark: _Toc191915659][bookmark: _Toc191915782]Ethics 
Ethical approval for this study was granted by the University Ethics Committee (Reference: ETH2324-0089). Participants were provided with an Information Sheet before beginning the survey and were required to give consent to proceed. Leaving the survey indicated withdrawal, therefore no incomplete or partial data were used. No identifiable information was collected during the survey meaning withdrawal after submission was not possible. 
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Case vignettes (see Supplementary Material on our OSF repository https://osf.io/jtgub/overview?view_only=415d1735962347099eb7addb193ef8d3 (ANONYMOUS LINK FOR PEER REVIEW)) were created by researchers with extensive experience in working with BPD, Mental Health Law and AMHP training. The vignettes were created to resemble a mock AMHP Mental Health Report, simulating a real-life assessment conducted by an AMHP.  The vignettes intended to resemble a realistic clinical situation, with patient characteristics commonly described in literature (young female, dysregulated mood, limited engagement, ambiguity regarding triggers and risk-to-self). The vignettes described a 21-year-old female, Karrie Harris, presenting with self-harm, suicidal ideation, a history of risk behaviour and non-engagement with professionals. Ethnicity was not directly stated to avoid it exerting an influence on judgements.  
The vignettes were identical, with the only difference being diagnosis. Vignette (1) served as the control and described Karrie’s symptoms and presentation without stating a diagnosis; vignette (2) and (3) included a diagnosis of BPD or Complex-Trauma.  
Decision variables 
	The main dependent variable was whether or not participants would be likely to recommend detention. This was a binary ‘yes’ or ‘no’ response. Participants were also asked the overall likelihood of recommending detention (scored on a Likert-scale), their appraisal of risk to self and others and their opinion on best treatment. 
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	The APDQ, developed by Bowers and Allan (2006), is a 35-item questionnaire designed to measure attitudes to personality disorder (not specifically BPD, but personality disorder in general). It was originally developed for nurses in England. The items assess attitudes to individuals with PD, using a 6-point Likert Scale ranging from 1 (Never) to 6 (Always). The APDQ has strong internal consistency (α = 0.94; Bowers and Allan, 2006; α = 0.92 within the present sample). A total score is calculated to assess overall attitudes, with higher scores indicating more positive attitudes. 
With the permission from the authors, minor wording changes were made to the APDQ, replacing the term ‘clients’ with ‘individuals’ to align with terminology more appropriate to the context of the study. 
Additional Information
	At the end of the study, participants were asked whether they thought they had enough information to make the relevant decision (yes/no). They were also asked (free text) what additional information might have been helpful in order to make their decision.
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	The study was conducted via an online survey hosted by PsyToolKit (Stoet, 2010). Eligible participants were recruited between January and September 2024 through a research advertisement shared via emails and social media platforms. 
Upon accessing the survey, participants were presented with an information sheet and consent form. To prevent bots, participants were required to complete a puzzle. 
Demographic information was collected, including age, gender, ethnicity, profession, location and AMHP experience in years. Participants were then randomly assigned to one of three vignettes. They were instructed to carefully read the scenario and imagine being involved in the assessment. Participants made decisions concerning detention and completed the APDQ. 
At the end of the survey, participants were debriefed on the study’s aim. The median time to complete the survey was twelve minutes. 
	Survey responses relating to the vignette were stored anonymously on the PsyToolkit platform. Once data collection was completed, the data were exported to SPSS Statistics (version 29.0.1.0) for analysis. 
During data collection, an unexpected software update of PsyToolkit caused a loss of approximately 10 data sets, due to incomplete server backups. Significant efforts were made to retrieve the data, including liaison with the system team, however the data were unable to be retrieved. Additionally, during the data collection, the groups were becoming unequally split, with one group having significantly more responses. To address this, the questionnaire was replicated to target the other two groups only. The original survey continued to be active. Data from both surveys were later combined.
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The primary analysis compared differences in decision-making by experimental condition. 
[bookmark: _Toc191915789]A hierarchical linear regression analysis (Cohen et al, 2003) was then conducted to determine which factors could predict the likelihood ratings of detention. The following factors were entered in a stepped manner: Step 1: diagnostic condition. Step 2: risk to self and APDQ total score. Step 3: age, gender and years of AMHP experience (to control for the potential impact of demographic factors).  	


Results
A total of 101 participants took part in this study. The randomisation caused 34 participants to be allocated to the control condition, 36 to the BPD condition and 31 to the Complex-Trauma condition. Sample demographic characteristics are presented in Table 1, which indicates that most participants were white, female, social workers. The mean age of participants was 47.53  There was broad representation of AMHPs across the country, with the highest percentage from South West England and the lowest from London The modal range of AMHP experience was 1 to 4 years , but there was a reasonable range. 
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Demographic Characteristics of the AMHP Sample 
	Characteristics
	Total

	
	n = 101
	%

	Gender 
	
	

	Female 
	69
	68.3%

	Male
	32
	31.7%

	Ethnicity 
	
	

	Asian/Asian British
	3
	3%

	Black/ African/ Caribbean/Black British
	4
	4%

	White British, White Irish, White Other
	92
	91.1%

	Profession
	
	

	Social Worker
	95
	94.1%

	Nurse
	4
	4%

	Occupational Therapist
	1
	1%

	Other
	1
	1%

	Location
	
	

	East of England
	14
	13.9%

	East Midlands
	7
	6.9%

	London
	5
	5%

	North East England
	7
	6.9%

	North West England
	12
	11.9%

	South East England
	11
	10.9%

	South West England
	18
	17.7%

	Wales
	11
	10.9%

	West Midlands
	9
	8.9%

	Yorkshire and the Humber
	7
	6.9%

	Years of Experience
	
	

	<1 year
	9
	8.9%

	1-4 years
	30
	29.7%

	5-10 years
	19
	18.8%

	11-19 years
	25
	24.8%

	20+ years
	18
	17.8%



Detention Decisions
In terms of the overall binary decision to detain, the results indicated that the majority of AMHPs recommended against detaining the client presented in the vignettes. Only 14 participants (13.9%) made an overall decision to detain the client. 
For the ordinal variable representing the strength of view about the decision to detain, 23.8% of participants were ‘strongly opposed’ to detention; 44.6% were ‘somewhat opposed’; 16% were ‘undecided or unsure’; 12.9% ‘somewhat supported’ detention and 2.0% ‘strongly supported’ detention. 
The perceived risk to self was rated as ‘low’ by 2.0%, ‘moderate’ by 61.4%, ‘high’ by 29.7%, ‘very high’ by 4.0% and ‘uncertain or unable to determine’ for 3.0%. On the other hand, the perceived risk to others was strongly skewed, with 87.1% rating this ‘low’, 5% rating this ‘moderate’ and 1% rating it ‘high’ and ‘very high’, 5.9% indicated they were ‘uncertain or unable to determine’. For the purposes of the regression equations, the ‘uncertain or unable to determine’ categories were treated as missing to preserve meaningful ordinal ranking of the other categories. Due to skew in the ‘risk to others’ variable, we did not include this in the regression. 
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Primary Analysis 
Condition and detention
A 2x3 Chi-Square test was considered to examine the relationship between condition and detention decision. However, because all of the cells for ‘yes’ decisions had counts of 5 or less, the Fisher-Freeman-Halton exact test (Freeman & Halton, 1951) was used. This showed no significant association between condition and choice of detention (). This suggests that the observed differences between the groups are likely due to chance and therefore we fail to reject the null hypothesis. This finding indicates that when AMHPs decide whether to detain an individual, the presence of the diagnosis does not influence their decision. 
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Likelihood of detention and predictive factors
A hierarchical multiple linear regression (Cohen et al, 2003) was conducted to predict the level of overall support for detention based on condition, total APDQ score, perceived risk to self, gender, age and years of experience. The predictors were added in three steps (see Table 2). 
Step 1 included the condition as a predictor. The model did not find condition as significant . 
Step 2 added APDQ and perceived risk-to-self, alongside condition. This significantly improved the model fit, explaining an additional 31% of the variance (). Perceived risk was seen as a significant predictor for detention, meaning higher perceived risk-to-self was associated with a greater likelihood of recommending detention. Similarly, total scores on the APDQ showed a negative association with supporting detention, suggesting that more positive attitudes toward PD were linked to a decreased likelihood of endorsing detention.
2
	
Step 3 added years of experience, gender and age as additional predictors. This model fit was also significant although the improvement was very small (). The only significant predictors remained perceived risk-to-self and APDQ score.

[bookmark: _Toc191933448]Table 2 4
Hierarchical Multiple Linear Regression 
	
	Model 1
	Model 2
	Model 3

	Factors
	B
	SE
	β
	t
	p
	95% CI
	B
	SE
	β
	t
	p
	95% CI
	B
	SE
	β
	t
	p
	95% CI

	
	
	
	
	
	
	LL
	UL
	
	
	
	
	
	LL
	UL
	
	
	
	
	
	LL
	UL

	Constant
	2.374
	.181
	
	13.140
	<.001
	2.016
	2.734
	2.701
	.902
	
	2.996
	.004
	.911
	4.491
	2.400
	1.091
	
	2.200
	.030
	.232
	4.568

	Condition 
= BPD**
	-.318
	.250
	-.150
	-1.271
	.207
	-.814
	.179
	-.361
	.211
	-.170
	-1.708
	.091
	-.780
	.059
	-.392
	.218
	-.185
	-1.800
	.075
	-.825
	.041

	Condition 
= Complex-Trauma**
	-.117
	.258
	-.054
	-.454
	.651
	-.628
	.395
	-.182
	.218
	-.083
	-.836
	.406
	-.615
	.251
	-.199
	.221
	-.091
	-.901
	.370
	-.639
	.240

	Risk-to-self
	
	.797
	.147
	.468
	5.419
	<.001
	.505
	1.089
	.804
	.149
	.472
	5.397
	<.001
	.508
	1.100

	APDQ total
	
	-.014
	.005
	-.241
	-2.788
	.006
	-.024
	-.004
	-.014
	.005
	-.242
	-2.762
	.007
	-.025
	-.004

	Age
	
	
	<.001
	.010
	.001
	.007
	.994
	-.021
	.021

	Gendera
	
	
	.198
	.194
	.091
	1.020
	.310
	-.187
	.583

	Years AMHP
experience
	
	
	-.007
	.085
	-.008
	-.078
	.938
	-.175
	.162

	Dependent Variable: detention
Note, N = 101, CI = Confidence interval, LL = lower limit, UL = upper limit 
**condition compared to control (no diagnosis)
aMale = 1, Female = 2 



2
	

Sensitivity Analysis 
	In the analysis above, we treated the dependent variable as continuous, consistent with guidance by Williams (2020). However, given this is in fact an ordinal variable, an ordinal regression was additionally performed as a sensitivity analysis. The results were consistent with those of the multiple linear regression, identifying perceived risk-to-self 
() and APDQ scores () as the only two significant predictors of supporting detention. This consistency across both models suggests that these relationships are not dependent on the choice of regression model.
	In addition, we also investigated the relationship between condition and risk judgements. A linear regression conducted here found no effect of condition or APDQ scores on judgements of risk to self. 

Additional information 
The majority  of people felt that they did not have enough information to make a ‘yes’ or ‘no’ decision for detention. The qualitative data from participant responses relating to the question ‘.. what additional information could have been helpful’ was informally quantified into themes (See Table 3). The count represents the number of times a certain theme was identified. The most common theme was the involvement of a crisis or home treatment team (), followed by liaison and involvement of the community team (). 
A Chi-Square test showed that individuals who were not provided a diagnosis in the vignette, were somewhat more likely to feel they were provided with sufficient information to make a decision compared to those with diagnosis of BPD or Complex-Trauma with a result which approached significance 






[bookmark: _Toc191933449]Table 3 5
Additional information identified to support decision-making by AMHPs
	Themes
	Total

	
	n = 268

	Crisis/HTT involvement
	24

	Community team involvement
	23

	Accessing alternative support
	21

	Accessing previous admission history and its benefits
	20

	Psychologists' views
	19

	Evaluating current risks
	18

	Hearing client's views and wishes
	18

	Reviewing safety plans and risk management
	12

	Medical history, medication information and management
	11

	Purpose and treatment plan for new admission
	10

	Things which were helpful in the past
	9

	Clients' engagement in treatments
	9

	Protective factors/ interests
	8

	View from carers'
	7

	Establishing current triggers
	7

	Accessing previous risk history
	6

	Others' views
	6

	Exploration of diagnosis
	6

	Other
	6

	s2 MHA consideration
	5

	Current care and treatment plan
	5

	Clarifying nearest relative
	5

	Client's capacity
	4

	Engagement in meaningful activities
	4

	Relationship with carers
	3

	Use of recreational drugs
	2


[bookmark: _Toc191915792]Discussion
The purpose of this study was to explore whether the presence of the diagnosis of BPD, compared to a ‘complex trauma’ or ‘no diagnosis’ condition, influenced AMHPs’ decisions to recommend detention under the MHA. Additionally, it examined whether stigmatic attitudes towards personality disorders predicted the likelihood of detention.
This study found that 86.1% of AMHPs chose not to detain, regardless of the diagnosis. No significant difference was found between the three diagnostic conditions. In the regression analysis, factors which were found to predict the choice of detention and likelihood of detention were appraisal of risk to self and attitudes towards PD, measured by the APDQ. Higher perceived risk to self was associated with an increased likelihood of detention across all conditions. Additionally, AMHPs who scored lower on the APDQ, indicating more negative attitudes, were more likely to support detention, regardless of diagnosis.
At face value, these findings appear to suggest there is no evidence that the presence of a specific diagnosis, or even the absence of one, influenced AMHPs’ decisions to detain. However, these conclusions must be drawn carefully. Firstly, it is notable that very few AMHPs chose to detain overall; this may suggest that the case for detention was simply not sufficiently obvious within the vignette materials, raising the possibility that the diagnostic manipulation might have been more influential within a different vignette context. Alternatively, noting the fact that most AMHPs felt they did not have as much information as they would have wanted to make the final decision, the decision not to detain may simply reflect unease at recommending detention without this information. Regardless, this finding itself is important; the vignette was designed such that a case for detention could be made, and an alternative interpretation of these findings is that AMHPs are simply reluctant to recommend detention in the context of BPD symptoms and self-harm, regardless of the diagnosis given. 
Secondly, diagnosis did seem to at least show a trend towards influencing judgements about whether the AMHP had sufficient information to make a detention decision; however, this was in the direction of a diagnosis (of either BPD or complex trauma) being associated with lower confidence that they had sufficient information. The primary interpretation of this finding is that AMHPs might feel more confident that a diagnostic decision is not required when a diagnosis is not provided and that the presence of a BPD or ‘Complex Trauma’ diagnosis adds uncertainty to their decision. However, taking the results as a whole, the findings do not point towards large labelling effects in AMHP decision-making concerning BPD. 
Whilst the role of diagnosis in AMHPs decisions was equivocal, there was clear evidence that stigmatic attitudes towards personality disorders, and the appraisal of the client’s risk, independently made a contribution to the detention decision. In relation to risk, several comments must be made. First, whilst it arguably seems obvious that if an AMHP appraises higher risk there will be an increased necessity of detention, the study demonstrated that such appraisals really do matter; appraisals of risk to self were by far the strongest important predictive factor. Second, it must be emphasised that these appraisals were reached despite all participants seeing the same information (except diagnosis), and whilst over half of the participants appraised there to be ‘moderate’ risk, the remainder appraised risk differently. In essence, it seems that despite seeing the same clinical material, AMHPs had wide variation in their risk appraisals, although if they did ‘see’ risk, this was then a highly important factor in their decision to detain. This suggests that increasing equity in the detention process may be assisted through focus on the reliability and validity of the risk assessment process. It also suggests that in future research it would be helpful to consider in more depth how AMHPs make judgements about risk; in the present study we used a relatively crude measure, and one criticism of our approach might be that the unreliability reflects unreliability in the scale, not unreliability between AMHPs. Nonetheless, a recent literature review has highlighted the potential concern for AMHPs to be unduly influenced by risk judgements in relation to other AMHP decisions (Brown, 2026), and this concern seems echoed in the current data.
In relation to stigmatic attitudes, this also seems an important finding. It is important to note that the APDQ intends to measure attitudes towards personality disorder in general, and not BPD specifically, possibly suggesting that the influence of stigma may be a general rather than diagnosis-specific one. Certainly, the finding that these more generalised stigmatic attitudes towards personality disorder were associated with an increased likelihood of detention is an uncomfortable one. Previous research (e.g. Baker and Beazley, 2022) has clarified that stigmatic attitudes within different clinical professionals – including social workers – are common; this study emphasises that such attitudes might matter in very real ways. It seems important that the literature moves to consider how the potential adverse impact of such attitudes might be mitigated (see below). 
There are a number of key limitations which must be acknowledged. Firstly, there are sampling limitations: although a strength of our study was in recruiting a broad national sample, the sample was still relatively small, and may not have been fully representative of the AMHP population in England and Wales. Secondly, we acknowledge the significant constraints on ecological validity in using a vignette methodology to model AMHP decision-making. Nonetheless, we note that vignette methodologies do allow clear control of key elements of information, and highlight that the materials provided to AMHPs were carefully designed to be realistic. 
Future Research
The research raises several important avenues for future research. 
First, because the research says nothing about whether other diagnoses beyond BPD might be subject to labelling effects in AMHPs, it seems important for research to establish this. Most obviously, in the context of some recent small-scale qualitative research (Palfreyman, 2026) which has highlighted that AMHPs may differentiate between suicidal risk arising from an ‘acute mental disorder’ from that arising from ‘emotional distress’, it would seem important to consider whether such labelling effects (perhaps in enhancing the likelihood of admission relative to a control condition) might apply to conditions such as schizophrenia. 
Second, given the relatively low rates of detention seen in relation to the present vignette, it seems important for any future vignette studies to develop vignettes that do create a sufficiently clear basis for detention, whilst also allowing sufficient ambiguity for bias or labelling effects to operate. It seems most likely that if labelling effects were to impact on detention decisions, they would only do so in more ambiguous cases. Other methodological improvements, including any efforts to further improve ecological validity (for example through better measurement of risk judgements), would also be welcomed, as would efforts to better understand AMHPs’ rather variable risk judgements. 
Third, it would seem important to replicate this study with other decision makers in the detention process, i.e. s.12 doctors. As with AMHP decision making, this is a grossly under-researched area. 
Fourth, there are opportunities for qualitative research to build on studies such as Palfreyman (2026) to better understand AMHP’s reasoning within the decision-making process. Whilst such studies can only tap AMHP’s explicit and stated awareness of their own reasoning processes, and so may be limited in what they can say about the influence of factors which relate to the unconscious cognitive processing, such research may help generate hypotheses for future experimental studies.  
Fifth, research could more directly explore how improvements in decision-making reliability and validity might occur, or how the potentially adverse impact of stigmatic attitudes might be mitigated. Unfortunately, the literature on trying to make fundamental changes to problematic attitudes or biases is rather unoptimistic about the prospect of doing so (Rao et al, 2019; Jorm, 2020), but one approach might be to make better use of structured decision-making tools within the detention process. To test this, one group of AMHPs could be asked to make a decision using the ‘ordinary’ approach and compared with another group of AMHPs who made the decision using a structured decision tool calling their attention to the explicit detention criteria (which is not currently how AMHP paperwork is presented).

[bookmark: _Toc191915793]Conclusion
Understanding the factors which impinge on an AMHP’s decision to apply for detention under the MHA is vital to improve equity in service user experience and improve quality in social work practice. Whilst the present study does not point towards large scale labelling effects linked to BPD influencing this process, it does highlight substantial variability in appraisals of risk between AMHPs, and, importantly, that when risk was identified, it was highly predictive of the final detention decision. It also points to the potential importance of underlying attitudes or stigma towards personality disorders in influencing the decision to detain. We hope that this work stimulates efforts to develop and understand approaches to mitigate against these factors, as well as further research considering these effects within different presentations and populations. 
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