
BackgroundBackground Little isknown abouttheLittle isknown aboutthe

proportion of psychiatric in-patientswhoproportion of psychiatric in-patientswho

lackcapacity tomake treatmentdecisions,lackcapacity tomake treatmentdecisions,

or the associations of lackof capacity.or the associations of lackof capacity.

AimsAims To determine the prevalence ofTo determine the prevalence of

psychiatric in-patientswholackcapacity topsychiatric in-patientswholackcapacity to

make decisions aboutcurrenttreatmentmake decisions aboutcurrenttreatment

and to identifydemographic and clinicaland to identifydemographic and clinical

associationswith lackofmental capacity.associationswith lackofmental capacity.

MethodMethod Patients (Patients (nn¼112) were112) were

interviewed soon after admissiontointerviewed soon after admissionto

hospital and a binaryjudgementofhospital and a binaryjudgementof

capacitywasmade, guidedby thecapacitywasmade, guidedby the

MacArthur CompetenceTool forMacArthur CompetenceTool for

Treatment.Demographic and clinicalTreatment.Demographic and clinical

informationwas collected fromaninformationwas collected froman

interview and case notes.interview and case notes.

ResultsResults Ofthe112 participants, 49Ofthe112 participants, 49

(43.8%) lacked treatment-related(43.8%) lacked treatment-related

decisional capacity.Mania andpsychosis,decisional capacity.Mania andpsychosis,

poor insight, delusions and Black andpoor insight, delusions and Black and

minorityethnic groupwere associatedminorityethnic groupwere associated

withmental incapacity.Ofthe 49 patientswithmental incapacity.Ofthe 49 patients

lackingcapacity, 30 (61%) were detainedlackingcapacity, 30 (61%) were detained

under the Mental Health Act1983.Oftheunder the Mental Health Act1983.Ofthe

63 with capacity, 6 (9.5%) were detained.63 with capacity, 6 (9.5%) were detained.

ConclusionsConclusions Lackoftreatment-relatedLackoftreatment-related

decisional capacityis a commonbut bynodecisional capacity is a commonbut byno

means inevitable correlate of admissiontomeans inevitable correlate of admissionto

a psychiatric in-patientunit.a psychiatric in-patientunit.

Declaration of interestDeclaration of interest None.TheNone.The

studywas fundedby theWellcomeTrust.studywas fundedby theWellcomeTrust.

In contrast to the legal position in relationIn contrast to the legal position in relation

to the provision of treatment for a physicalto the provision of treatment for a physical

disorder, the Mental Health Act 1983 indisorder, the Mental Health Act 1983 in

England and Wales attributes little signifi-England and Wales attributes little signifi-

cance to the patient’s capacity to consent.cance to the patient’s capacity to consent.

It provides a legal framework for the deten-It provides a legal framework for the deten-

tion in hospital of individuals with a mentaltion in hospital of individuals with a mental

disorder and for their treatment for thatdisorder and for their treatment for that

disorder, irrespective of their capacity todisorder, irrespective of their capacity to

withhold consent. In only a few specificwithhold consent. In only a few specific

situations is the assessment of capacitysituations is the assessment of capacity

required: continuation of treatment beyondrequired: continuation of treatment beyond

3 months in detained patients, electrocon-3 months in detained patients, electrocon-

vulsive therapy, psychosurgery and implan-vulsive therapy, psychosurgery and implan-

tation of sex hormones. Only in the last twotation of sex hormones. Only in the last two

situations is the absence of capacity or thesituations is the absence of capacity or the

absence of consent prohibitive of the provi-absence of consent prohibitive of the provi-

sion of treatment (Bartlett & Sandland,sion of treatment (Bartlett & Sandland,

20032003). Despite current debate about the). Despite current debate about the

place of mental capacity in mental healthplace of mental capacity in mental health

legislation, there is surprisingly little sys-legislation, there is surprisingly little sys-

tematic research of the prevalence of capa-tematic research of the prevalence of capa-

city in clinical populations (Szmukler &city in clinical populations (Szmukler &

Holloway, 1998Holloway, 1998; Expert Committee, 1999;; Expert Committee, 1999;

Zigmond & Holland, 2000Zigmond & Holland, 2000).). One previousOne previous

study described the proportion of patientsstudy described the proportion of patients

lacking capacitylacking capacity (20%) in a sample of pa-(20%) in a sample of pa-

tients admitted fortients admitted for treatment to psychiatrictreatment to psychiatric

or learning disability services, but this wasor learning disability services, but this was

limited by its small sample size (limited by its small sample size (nn¼41)41)

(Bellhouse(Bellhouse et alet al, 2003). Other studies have, 2003). Other studies have

compared the numbers of impaired patientscompared the numbers of impaired patients

in different diagnostic groups with eachin different diagnostic groups with each

other and with normal controls for theother and with normal controls for the

components of treatment-related decisionalcomponents of treatment-related decisional

capacity, but have not investigated globalcapacity, but have not investigated global

capacity judgementscapacity judgements (Grisso & Appelbaum,(Grisso & Appelbaum,

19951995aa,,bb; Grisso; Grisso et alet al,, 1997; Vollmann1997; Vollmann et alet al,,

2003; Palmer2003; Palmer et alet al, 2004). The objectives, 2004). The objectives

of the current study were to determine theof the current study were to determine the

prevalence ofprevalence of psychiatric in-patients whopsychiatric in-patients who

lack capacity tolack capacity to make key decisions aboutmake key decisions about

their treatment and to establish whethertheir treatment and to establish whether

mental incapacity is associated with specificmental incapacity is associated with specific

demographic or clinical factors, in parti-demographic or clinical factors, in parti-

cular use of the Mental Health Act 1983,cular use of the Mental Health Act 1983,

insight, perceived coercion, cognitiveinsight, perceived coercion, cognitive

impairment and psychopathology.impairment and psychopathology.

METHODMETHOD

ParticipantsParticipants

Consecutively admitted patients to threeConsecutively admitted patients to three

general adult psychiatric wards at thegeneral adult psychiatric wards at the

Maudsley Hospital, London, wereMaudsley Hospital, London, were

approached for inclusion in this study overapproached for inclusion in this study over

a 9-month period. These wards cover thea 9-month period. These wards cover the

catchment area of South Southwark, ancatchment area of South Southwark, an

inner-city deprived area, with an ethnicallyinner-city deprived area, with an ethnically

diverse population. The local researchdiverse population. The local research

ethics committee approved the study andethics committee approved the study and

after complete description of the study toafter complete description of the study to

the participants, written informed consentthe participants, written informed consent

was obtained. A total of 112 patientswas obtained. A total of 112 patients

agreed to participate and all were inter-agreed to participate and all were inter-

viewed within 9 days of admission (111viewed within 9 days of admission (111

within 7 days of admission). Exclusionwithin 7 days of admission). Exclusion

criteria included being unable to consentcriteria included being unable to consent

to taking part in research, being on noto taking part in research, being on no

regular prescribed psychotropic medicationregular prescribed psychotropic medication

or receiving medication for the soleor receiving medication for the sole

purpurpose of a medically assisted alcoholpose of a medically assisted alcohol

detoxification, and speaking no English.detoxification, and speaking no English.

Measurement of capacityMeasurement of capacity

The MacArthur Competence AssessmentThe MacArthur Competence Assessment

Tool for Treatment (MacCAT–T) wasTool for Treatment (MacCAT–T) was

administered to each patient (Grissoadministered to each patient (Grisso et alet al,,

1997). It is a semi-structured interview that1997). It is a semi-structured interview that

provides relevant treatment information forprovides relevant treatment information for

the patient and evaluates capacity in termsthe patient and evaluates capacity in terms

of its different components. As such it canof its different components. As such it can

detect impairment in four areas: thedetect impairment in four areas: the

patient’spatient’s understandingunderstanding of the disorderof the disorder

and treatment-related information;and treatment-related information; appre-appre-

ciationciation of the significance of that infor-of the significance of that infor-

mation for the patient; themation for the patient; the reasoningreasoning

ability of the patient to compare theirability of the patient to compare their

prescribed medication with an alternativeprescribed medication with an alternative

treatment; and ability of the patient totreatment; and ability of the patient to

express a choiceexpress a choice between their recom-between their recom-

mended medication and an alternativemended medication and an alternative

treatment. The interview was modifiedtreatment. The interview was modified

slightly for our study and patients wereslightly for our study and patients were

given the option of ‘no treatment’ as thegiven the option of ‘no treatment’ as the

alternative to their prescribed oralternative to their prescribed or

‘recommended’ medication. This was to‘recommended’ medication. This was to

avoid confusion about the patient’s currentavoid confusion about the patient’s current

treatment and also to prevent potentialtreatment and also to prevent potential

problems in the relationship between theproblems in the relationship between the

participant and the treating clinician.participant and the treating clinician.

Before each interview, relevant infor-Before each interview, relevant infor-

mation about the patient’s diagnosis,mation about the patient’s diagnosis,

presenting symptoms and recommendedpresenting symptoms and recommended

treatment was obtained from the case notestreatment was obtained from the case notes

and discussion with the clinical team.and discussion with the clinical team.

Where a patient was on more than one psy-Where a patient was on more than one psy-

chotropic medication, the interview focusedchotropic medication, the interview focused

3 7 93 7 9

BR I T I SH JOURNAL OF P SYCHIATRYBR IT I SH JOURNAL OF P SYCHIATRY ( 2 0 0 5 ) , 1 8 7, 3 7 9 ^ 3 8 5( 2 0 0 5 ) , 1 8 7, 3 7 9 ^ 3 8 5

Prevalence and predictors of mental incapacityPrevalence and predictors of mental incapacity

in psychiatric in-patientsin psychiatric in-patientsy

RUTH CAIRNS, CLEMENTINE MADDOCK, ALEC BUCHANAN,RUTH CAIRNS, CLEMENTINE MADDOCK, ALEC BUCHANAN,
ANTHONY S. DAVID, PETER HAYWARD, GENEVRA RICHARDSON,ANTHONY S. DAVID, PETER HAYWARD, GENEVRA RICHARDSON,
GEORGE SZMUKLER and MATTHEW HOTOPFGEORGE SZMUKLER and MATTHEW HOTOPF

ySee pp. 372^378, this issue.See pp. 372^378, this issue.

https://doi.org/10.1192/bjp.187.4.379 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.187.4.379


CAIRNS ET ALCAIRNS ET AL

on the medication that was judged to be theon the medication that was judged to be the

patient’s main treatment. This informationpatient’s main treatment. This information

was disclosed to the patient during thewas disclosed to the patient during the

MacCAT–T interview together with stand-MacCAT–T interview together with stand-

ardised information about the features,ardised information about the features,

benefits and risks of the recommendedbenefits and risks of the recommended

treatment (based on UK Psychiatric Phar-treatment (based on UK Psychiatric Phar-

macy Group Information leaflets; http://macy Group Information leaflets; http://

www.ukppg.org.uk) and of the no treat-www.ukppg.org.uk) and of the no treat-

ment option. After each interview the inter-ment option. After each interview the inter-

viewer scored understanding, appreciation,viewer scored understanding, appreciation,

reasoning and expression of choice accord-reasoning and expression of choice accord-

ing to MacCAT–T criteria and made aing to MacCAT–T criteria and made a

global judgement about the patient’s capa-global judgement about the patient’s capa-

city to make a treatment decision, basedcity to make a treatment decision, based

on information from both the MacCAT–Ton information from both the MacCAT–T

and a clinical interview with the patient.and a clinical interview with the patient.

We used the England and Wales DraftWe used the England and Wales Draft

Mental Incapacity Bill (Department forMental Incapacity Bill (Department for

Constitutional Affairs, 2003) definition ofConstitutional Affairs, 2003) definition of

mental incapacity in order to reach a binarymental incapacity in order to reach a binary

(yes/no) decision.(yes/no) decision.

Fifty-five patients in the present studyFifty-five patients in the present study

were recruited initially for a study investi-were recruited initially for a study investi-

gating the interrater reliability of capacitygating the interrater reliability of capacity

assessments (Cairnsassessments (Cairns et alet al, 2005, this issue)., 2005, this issue).

These patients had been interviewed on twoThese patients had been interviewed on two

occasions by two separate interviewers andoccasions by two separate interviewers and

an excellent level of agreement for globalan excellent level of agreement for global

capacity judgements was demonstrated forcapacity judgements was demonstrated for

two separate interviews (kappatwo separate interviews (kappa¼0.82) and0.82) and

for the same interview, based on tran-for the same interview, based on tran-

scripts. One of the interviewers (R.C.) fromscripts. One of the interviewers (R.C.) from

the initial study continued to recruitthe initial study continued to recruit

patients for this study and therefore datapatients for this study and therefore data

she had collected from the first 55 patientsshe had collected from the first 55 patients

were used for this study in preference towere used for this study in preference to

the data collected by the other interviewer.the data collected by the other interviewer.

For the 57 cases seen only for this study,For the 57 cases seen only for this study,

a consensus judgement was reacheda consensus judgement was reached

between the interviewer and a psychiatristbetween the interviewer and a psychiatrist

(M.H.) with an interest in mental capacity,(M.H.) with an interest in mental capacity,

when the judgement was felt to be difficult.when the judgement was felt to be difficult.

In practice this amounted to eightIn practice this amounted to eight

interviews.interviews.

Other measuresOther measures

Demographic and clinical informationDemographic and clinical information

about each participant was collected fromabout each participant was collected from

the case notes. In addition to the Mac-the case notes. In addition to the Mac-

CAT–T, the Brief Psychiatric Rating ScaleCAT–T, the Brief Psychiatric Rating Scale

(BPRS) (Ventura(BPRS) (Ventura et alet al, 1993), the Expanded, 1993), the Expanded

Schedule for Assessment of Insight (SAI–E)Schedule for Assessment of Insight (SAI–E)

(Kemp & David, 1997(Kemp & David, 1997; Sanz; Sanz et alet al, 1998),, 1998),

the Mini Mental State Examinationthe Mini Mental State Examination

(MMSE) (Folstein(MMSE) (Folstein et alet al, 1975) and the Brief, 1975) and the Brief

Perceived Coercion Scale (BPCS) (GardnerPerceived Coercion Scale (BPCS) (Gardner

et alet al, 1993) were completed for each, 1993) were completed for each

patient. It was also noted whether thepatient. It was also noted whether the

patient was documented as having delu-patient was documented as having delu-

sional beliefs or experiencing auditorysional beliefs or experiencing auditory

hallucinations at the time of admission.hallucinations at the time of admission.

The SAI–E is a semi-structured inter-The SAI–E is a semi-structured inter-

view that measures three dimensions ofview that measures three dimensions of

insight (treatment compliance, recognitioninsight (treatment compliance, recognition

of illness, and relabelling of psychoticof illness, and relabelling of psychotic

phenomena), as well as awareness ofphenomena), as well as awareness of

changes in mental functioning, of the needchanges in mental functioning, of the need

for treatment and of the psychosocialfor treatment and of the psychosocial

consequences of illness. It also includes aconsequences of illness. It also includes a

question on response to hypothetical con-question on response to hypothetical con-

tradiction. The BPCS is a sub-scale fromtradiction. The BPCS is a sub-scale from

the MacArthur Admission Experiencethe MacArthur Admission Experience

Survey, ‘Short Form’, and asks patients toSurvey, ‘Short Form’, and asks patients to

judge the degree of influence, control,judge the degree of influence, control,

choice and freedom they had about theirchoice and freedom they had about their

admission to hospital.admission to hospital.

Statistical analysesStatistical analyses

Data analysis was performed using the Stat-Data analysis was performed using the Stat-

istical Package for Social Sciences Versionistical Package for Social Sciences Version

11 (SPSS, 2001) and STATA (release 8.0;11 (SPSS, 2001) and STATA (release 8.0;

Stata Corporation, 2003Stata Corporation, 2003). The prevalence). The prevalence

figure for mental incapacity was calculatedfigure for mental incapacity was calculated

with 95% confidence intervals. Conven-with 95% confidence intervals. Conven-

tional bivariate methods were used to com-tional bivariate methods were used to com-

pare patients who were judged to lackpare patients who were judged to lack

capacity with those who were judged tocapacity with those who were judged to

have capacity. Logistic regression analysishave capacity. Logistic regression analysis

was then performed to identify independentwas then performed to identify independent

associations for incapacity. Each logisticassociations for incapacity. Each logistic

regression model forced independent vari-regression model forced independent vari-

ables into a model in order to test specificables into a model in order to test specific

hypotheses.hypotheses.

RESULTSRESULTS

Participant characteristicsParticipant characteristics

Out of 235 newly admitted patients, 189Out of 235 newly admitted patients, 189

were eligible for inclusion in the study andwere eligible for inclusion in the study and

112 (59.3%) agreed to take part. Out of112 (59.3%) agreed to take part. Out of

the remaining 77, 64 (33.9%) refused tothe remaining 77, 64 (33.9%) refused to

take part and 13 (6.9%) were eligible buttake part and 13 (6.9%) were eligible but

not included because there was a high per-not included because there was a high per-

ceived risk of violence to the interviewerceived risk of violence to the interviewer

(9), the patient was discharged before being(9), the patient was discharged before being

invited to participate (3), or the patient hadinvited to participate (3), or the patient had

absconded from the ward (1). Of theabsconded from the ward (1). Of the

patients who were excluded, 17 were con-patients who were excluded, 17 were con-

sidered by medical or senior nursing staffsidered by medical or senior nursing staff

to be too unwell to assent to taking partto be too unwell to assent to taking part

in research. Of these, 8 were mute and 9in research. Of these, 8 were mute and 9

had severe thought disorder or paranoidhad severe thought disorder or paranoid

delusions. A further 24 excluded patientsdelusions. A further 24 excluded patients

were on no regular prescribed medicationwere on no regular prescribed medication

and 5 spoke no English.and 5 spoke no English.

The interviewed group comprised 71The interviewed group comprised 71

men and 41 women with a mean age ofmen and 41 women with a mean age of

37.2 years (s.d.37.2 years (s.d.¼11.8). They were inter-11.8). They were inter-

viewed, on average, 3.3 days after admis-viewed, on average, 3.3 days after admis-

sion. Diagnoses were made according tosion. Diagnoses were made according to

ICD–10 criteria (World Health Organiza-ICD–10 criteria (World Health Organiza-

tion, 1993) by the treating clinical teamtion, 1993) by the treating clinical team

and 62 participants (55.4%) had the fol-and 62 participants (55.4%) had the fol-

lowing psychotic illnesses: schizophrenialowing psychotic illnesses: schizophrenia

(37), schizoaffective disorder (11) and other(37), schizoaffective disorder (11) and other

psychotic disorder (14). Twenty-one parti-psychotic disorder (14). Twenty-one parti-

cipants (18.8%) had a diagnosis of bipolarcipants (18.8%) had a diagnosis of bipolar

affective disorder, 25 (22.3%) had a diag-affective disorder, 25 (22.3%) had a diag-

nosis of depression and 4 (3.6%) hadnosis of depression and 4 (3.6%) had

emotionally unstable personality disorder,emotionally unstable personality disorder,

borderline type. Thirty-six participantsborderline type. Thirty-six participants

(32.1%) had been admitted under the(32.1%) had been admitted under the

Mental Health Act 1983 and the remainingMental Health Act 1983 and the remaining

76 were voluntary76 were voluntary..

The interviewed group differed fromThe interviewed group differed from

the non-participants in terms of admissionthe non-participants in terms of admission

status, with higher proportions of the latterstatus, with higher proportions of the latter

detained under the Mental Health Actdetained under the Mental Health Act

1983. A higher proportion of men agreed1983. A higher proportion of men agreed

to take part than women and there wereto take part than women and there were

also differences in the distribution of psy-also differences in the distribution of psy-

chiatric diagnoses between participantschiatric diagnoses between participants

and non-participants. A comparison of theand non-participants. A comparison of the

two groups is shown in Table 1.two groups is shown in Table 1.

Ratings and predictorsRatings and predictors
of incapacityof incapacity

Of the participants, 49 (43.8%) (95% CIOf the participants, 49 (43.8%) (95% CI

34.6–54.0) lacked treatment-related deci-34.6–54.0) lacked treatment-related deci-

sional capacity, based on a judgementsional capacity, based on a judgement

guided by the MacCAT–T and a clinicalguided by the MacCAT–T and a clinical

interview. The binary rating of capacityinterview. The binary rating of capacity

was based on the definition of ‘inability towas based on the definition of ‘inability to

make decisions’ proposed in the Draftmake decisions’ proposed in the Draft

Mental Incapacity Bill (England and Wales)Mental Incapacity Bill (England and Wales)

(Department for Constitutional Affairs,(Department for Constitutional Affairs,

2003) (now the Mental Capacity Act2003) (now the Mental Capacity Act

2005).2005).

The socio-demographic and clinicalThe socio-demographic and clinical

characteristics of participants with andcharacteristics of participants with and

without mental capacity are shown inwithout mental capacity are shown in

Table 2. Those lacking capacity were moreTable 2. Those lacking capacity were more

likely to have a psychotic illness or bipolarlikely to have a psychotic illness or bipolar

affective disorder and to be Black Africanaffective disorder and to be Black African

or African–Caribbean. They were alsoor African–Caribbean. They were also

more likely to be detained under the Mentalmore likely to be detained under the Mental

Health Act 1983, to experience delusions,Health Act 1983, to experience delusions,

to have higher scores on the BPRS andto have higher scores on the BPRS and

BPCS and to score significantly less on theBPCS and to score significantly less on the

MMSE and SAI–E. There were no statisti-MMSE and SAI–E. There were no statisti-

cally significant differences between thecally significant differences between the

groups in terms of age, gender, educationalgroups in terms of age, gender, educational

level, marital status, employment status,level, marital status, employment status,

number of previous admissions or whethernumber of previous admissions or whether

the individuals experienced auditorythe individuals experienced auditory

hallucinations.hallucinations.
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Multivariable analysesMultivariable analyses

Because there was an apparent associationBecause there was an apparent association

((PP¼0.08) between Black and minority0.08) between Black and minority

ethnic group and lack of capacity, we firstethnic group and lack of capacity, we first

explored whether this could be explainedexplored whether this could be explained

by diagnosis and/or country of birth (i.e.by diagnosis and/or country of birth (i.e.

whether or not UK-born) using logisticwhether or not UK-born) using logistic

regression analysis. The odds ratio forregression analysis. The odds ratio for

incapacity for all Black and minorityincapacity for all Black and minority

ethnic groups as a single category wasethnic groups as a single category was

2.36 (95% CI 1.10–5.05), but this became2.36 (95% CI 1.10–5.05), but this became

considerably smaller once diagnosis wasconsiderably smaller once diagnosis was

controlled for (ORcontrolled for (OR¼1.59, 95% CI 0.68–1.59, 95% CI 0.68–

3.68), and was eradicated when country3.68), and was eradicated when country

of birth and diagnosis were controlled forof birth and diagnosis were controlled for

simultaneously (ORsimultaneously (OR¼1.11, 95% CI 0.41–1.11, 95% CI 0.41–

3.04). When different ethnic groups were3.04). When different ethnic groups were

considered, the overall significance of theconsidered, the overall significance of the

effect waseffect was PP¼0.07 but this masked a strong,0.07 but this masked a strong,

if imprecise, association between African–if imprecise, association between African–

Caribbean ethnic group and lack of mentalCaribbean ethnic group and lack of mental

capacity (ORcapacity (OR¼9.75, 95% CI 1.07–89.2).9.75, 95% CI 1.07–89.2).

This was reduced, although not eradicated,This was reduced, although not eradicated,

by controlling for diagnosis (ORby controlling for diagnosis (OR¼5.81,5.81,

95% CI 0.61–55.4). Country of birth was95% CI 0.61–55.4). Country of birth was

not controlled for in this analysis becausenot controlled for in this analysis because

of the large overlap in country of birthof the large overlap in country of birth

and ethnic group variables.and ethnic group variables.

A second set of logistic regression ana-A second set of logistic regression ana-

lyses explored clinical variables. As therelyses explored clinical variables. As there

was considerable overlap between clinicalwas considerable overlap between clinical

variables (diagnosis, psychopathology suchvariables (diagnosis, psychopathology such

as experience of hallucinations and delu-as experience of hallucinations and delu-

sions, and scores on specific measures), wesions, and scores on specific measures), we

entered these variables into a logistic re-entered these variables into a logistic re-

gression analysis shown in Table 3. In thegression analysis shown in Table 3. In the

first model, we entered diagnosis, presencefirst model, we entered diagnosis, presence

of delusions, BPRS score and MMSE score.of delusions, BPRS score and MMSE score.

This model concentrated on the severityThis model concentrated on the severity

and type of psychopathology. Two vari-and type of psychopathology. Two vari-

ables were associated with incapacity –ables were associated with incapacity –

diagnosis (particularly mania or hypo-diagnosis (particularly mania or hypo-

mania) and the presence of delusions. Inmania) and the presence of delusions. In

the second model, which comprised diag-the second model, which comprised diag-

nosis, presence of delusions, insight, per-nosis, presence of delusions, insight, per-

ceived coercion, use of the Mental Healthceived coercion, use of the Mental Health

Act 1983, MMSE and BPRS scores, theAct 1983, MMSE and BPRS scores, the

only association which was statistically sig-only association which was statistically sig-

nificant was insight. Those having highernificant was insight. Those having higher

insight scores were less likely to be ratedinsight scores were less likely to be rated

as lacking capacity. There was a slighteras lacking capacity. There was a slighter

non-significant association with MMSE,non-significant association with MMSE,

with those scoring higher being less likelywith those scoring higher being less likely

to lack capacity. No other clinical variableto lack capacity. No other clinical variable

was associated.was associated.

Out of the 63 patients who had capa-Out of the 63 patients who had capa-

city to make a treatment decision, 57 werecity to make a treatment decision, 57 were

admitted to hospital on a voluntary basisadmitted to hospital on a voluntary basis

but 6 were detained under the Mentalbut 6 were detained under the Mental

Health Act 1983. The only significantHealth Act 1983. The only significant

demographic or clinical differences be-demographic or clinical differences be-

tween these two groups were that thetween these two groups were that the

detained patients had higher perceiveddetained patients had higher perceived

coercion scores and the voluntarilycoercion scores and the voluntarily

admitted patients had unexpectedly higheradmitted patients had unexpectedly higher

scores of psychopathology on the BPRS. Ascores of psychopathology on the BPRS. A

comparison of these groups is shown incomparison of these groups is shown in

Table 4. Perceived coercion was also higherTable 4. Perceived coercion was also higher

among patients who lacked mental capacityamong patients who lacked mental capacity

but were detained (mean score in thosebut were detained (mean score in those

detaineddetained¼4.0, s.d.4.0, s.d.¼1.231.23 v.v. mean score formean score for

3 813 81

Table1Table1 Comparison of participants and non-participantsComparison of participants and non-participants

VariableVariable ParticipantsParticipants Non-participantsNon-participants ww22 d.f.d.f. PP

Total group,Total group, nn 112112 123123

Male gender,Male gender, nn (%)(%) 71 (63.4)71 (63.4) 61 (49.6)61 (49.6) 4.534.53 11 0.030.03

Age, years: mean (s.d.)Age, years: mean (s.d.) 37.2 (11.8)37.2 (11.8) 39.4 (11.9)39.4 (11.9) 1.391.3911 232232 0.170.17

Ethnicity,Ethnicity, nn (%)(%)

White EuropeanWhite European 59 (52.7)59 (52.7) 59 (48.0)59 (48.0) 6.126.12 44 0.190.19

Black BritishBlack British 14 (12.5)14 (12.5) 7 (5.7)7 (5.7)

Black AfricanBlack African 19 (17.0)19 (17.0) 31 (25.2)31 (25.2)

African^CaribbeanAfrican^Caribbean 11 (9.8)11 (9.8) 16 (13.0)16 (13.0)

OtherOther 9 (8.0)9 (8.0) 7 (5.7)7 (5.7)

UnknownUnknown 3 (2.4)3 (2.4)

Education,Education, nn (%)(%)

No qualificationsNo qualifications 43 (38.4)43 (38.4) 15 (12.2)15 (12.2) 4.864.86 22 0.090.09

GCSEs or equivalentGCSEs or equivalent22 29 (25.9)29 (25.9) 10 (8.1)10 (8.1)

A levels or higherA levels or higher33 22 (19.6)22 (19.6) 18 (14.6)18 (14.6)

UnknownUnknown 18 (16.1)18 (16.1) 80 (65.0)80 (65.0)

Marital status,Marital status, nn (%)(%)

SingleSingle 94 (83.9)94 (83.9) 88 (71.5)88 (71.5) 2.32.3 11 0.130.13

Married/cohabitingMarried/cohabiting 18 (16.1)18 (16.1) 28 (22.8)28 (22.8)

UnknownUnknown 7 (5.7)7 (5.7)

Employment,Employment, nn (%)(%)

EmployedEmployed 20 (17.9)20 (17.9) 19 (15.4)19 (15.4) 0.980.98 22 0.610.61

UnemployedUnemployed 85 (75.9)85 (75.9) 90 (73.2)90 (73.2)

StudentStudent 7 (6.3)7 (6.3) 4 (3.3)4 (3.3)

UnknownUnknown 10 (8.1)10 (8.1)

Diagnosis,Diagnosis, nn (%)(%)

DepressionDepression 25 (22.3)25 (22.3) 1616 (13)(13) 16.0816.08 33 550.010.01

PsychosisPsychosis 62 (55.4)62 (55.4) 8383 (67.5)(67.5)

BPADBPAD 21 (18.8)21 (18.8) 88 (6.5)(6.5)

OtherOther 4 (3.6)4 (3.6) 1414 (11.4)(11.4)

MissingMissing 2 (1.6)2 (1.6)

Previous admissions,Previous admissions, nn (%)(%)

00 24 (21.4)24 (21.4) 31 (25.2)31 (25.2) 2.582.58 33 0.460.46

1^21^2 24 (21.4)24 (21.4) 23 (18.7)23 (18.7)

3^53^5 19 (17.0)19 (17.0) 15 (12.2)15 (12.2)

4455 44 (39.3)44 (39.3) 33 (26.8)33 (26.8)

UnknownUnknown 1 (0.9)1 (0.9) 21 (17.1)21 (17.1)

Status under Mental Health Act 1983,Status under Mental Health Act 1983, nn (%)(%)44

InformalInformal 76 (67.9)76 (67.9) 63 (51.2)63 (51.2) 8.818.81 33 0.030.03

Section 2 or 5(2)Section 2 or 5(2) 15 (13.4)15 (13.4) 32 (26.0)32 (26.0)

Section 3Section 3 20 (17.9)20 (17.9) 26 (21.1)26 (21.1)

Court orderCourt order 1 (0.9)1 (0.9) 2 (1.6)2 (1.6)

BPAD, bipolar affective disorder.BPAD, bipolar affective disorder.
1.1. tt value (independentvalue (independent tt-test).-test).
2. Examinations taken in UK at age16 (earliest school leaving age).2. Examinations taken in UK at age16 (earliest school leaving age).
3. Examinations taken in UK at18 for thosewho choose to stay in education.3. Examinations taken in UK at18 for thosewho choose to stay in education.
4. More non-participants were detained under the Mental Health Act1983 (4. More non-participants were detained under the Mental Health Act1983 (ww22¼6.72, d.f.6.72, d.f.¼1,1, PP¼0.01).0.01).
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those not detainedthose not detained¼2.4, s.d.2.4, s.d.¼1.5;1.5; ww22¼13.6;13.6;

d.f.d.f.¼5;5; PP¼0.02).0.02).

DISCUSSIONDISCUSSION

This study suggests that lack of treatment-This study suggests that lack of treatment-

related decisional capacity is common, butrelated decisional capacity is common, but

by no means inevitable, among adult psy-by no means inevitable, among adult psy-

chiatric patients who are unwell enoughchiatric patients who are unwell enough

to require in-patient admission. Ourto require in-patient admission. Our

reported prevalence of 43.8% relatesreported prevalence of 43.8% relates

closely to an estimated 40% of acutely illclosely to an estimated 40% of acutely ill

medical patients who were found to lackmedical patients who were found to lack

capacity in a recent study by this group incapacity in a recent study by this group in

the same geographical area (Raymontthe same geographical area (Raymont etet

alal, 2004). In a smaller study looking at, 2004). In a smaller study looking at

treatment-related decisional capacity intreatment-related decisional capacity in

psychiatric patients, only 20% of partici-psychiatric patients, only 20% of partici-

pants were judged to lack the capacity topants were judged to lack the capacity to

consent to treatment (Bellhouseconsent to treatment (Bellhouse et alet al,,

2003). Socio-demographic and clinical dif-2003). Socio-demographic and clinical dif-

ferences may partly explain this disparity:ferences may partly explain this disparity:

the present study was undertaken in a morethe present study was undertaken in a more

deprived, ethnically diverse inner-city area,deprived, ethnically diverse inner-city area,

where a higher proportion of admissionswhere a higher proportion of admissions

are under the Mental Health Act 1983,are under the Mental Health Act 1983,

than the previous study. The current esti-than the previous study. The current esti-

mate is likely to be conservative. Fifty-twomate is likely to be conservative. Fifty-two

per cent of the admitted patients were notper cent of the admitted patients were not

included and, although there were fewincluded and, although there were few

other differences between participants andother differences between participants and

non-participants, admission under thenon-participants, admission under the

Mental Health Act 1983 and having a psy-Mental Health Act 1983 and having a psy-

chotic illness were both more commonchotic illness were both more common

among the latter. Since we have shown thatamong the latter. Since we have shown that

these two factors are associated withthese two factors are associated with

mental incapacity, it is almost certain thatmental incapacity, it is almost certain that

the true prevalence of incapacity is higher.the true prevalence of incapacity is higher.

Factors associatedFactors associated
with lack of capacitywith lack of capacity

The majority of patients (45 out of 49) whoThe majority of patients (45 out of 49) who

were judged incapable of making a treat-were judged incapable of making a treat-

ment decision suffered from either a psy-ment decision suffered from either a psy-

chotic illness or bipolar affective disorder.chotic illness or bipolar affective disorder.

We did not use a semi-structured diagnosticWe did not use a semi-structured diagnostic

interview, and deliberately describe broadinterview, and deliberately describe broad

clinically derived diagnostic categories.clinically derived diagnostic categories.

The association was confirmed inThe association was confirmed in

regression analyses showing that maniaregression analyses showing that mania

and hypomania in particular were closelyand hypomania in particular were closely

associated with incapacity, as was theassociated with incapacity, as was the

experience of delusional beliefs. A similarexperience of delusional beliefs. A similar

pattern was described by Bellhousepattern was described by Bellhouse et alet al

(2003) where all participants lacking(2003) where all participants lacking

capacity had a psychotic illness, althoughcapacity had a psychotic illness, although

the authors made the important point thatthe authors made the important point that

psychosis is not invariably associated withpsychosis is not invariably associated with

incapacity (six out of nine participants withincapacity (six out of nine participants with

3 8 23 8 2

Table 2Table 2 Comparison of individuals with and withoutmental capacity to make a treatment decisionComparison of individuals with andwithoutmental capacity to make a treatment decision

VariableVariable CapacityCapacity

presentpresent

CapacityCapacity

absentabsent

StatisticStatistic d.f.d.f. PP

Total group,Total group, nn 6363 4949

Male gender,Male gender, nn (%)(%) 41 (65.1)41 (65.1) 30 (61.2)30 (61.2) 0.180.1811 11 0.670.67

Age, years: mean (s.d.)Age, years: mean (s.d.) 37.2 (11.7)37.2 (11.7) 37.3 (12.0)37.3 (12.0) 0.040.0422 110110 0.970.97

Ethnicity,Ethnicity, nn (%)(%)

White EuropeanWhite European 39 (61.9)39 (61.9) 20 (40.8)20 (40.8) 8.298.2911 44 0.080.08

Black BritishBlack British 10 (15.9)10 (15.9) 4 (8.2)4 (8.2)

Black AfricanBlack African 8 (12.7)8 (12.7) 11 (22.4)11 (22.4)

African^CaribbeanAfrican^Caribbean 3 (4.8)3 (4.8) 8 (16.3)8 (16.3)

OthersOthers 3 (4.8)3 (4.8) 6 (12.2)6 (12.2)

Education,Education, nn (%)(%)

No qualificationsNo qualifications 26 (41.3)26 (41.3) 17 (34.7)17 (34.7) 0.280.2811 22 0.860.86

GCSEs or equivalentGCSEs or equivalent44 16 (25.4)16 (25.4) 13 (26.5)13 (26.5)

A levels or higherA levels or higher55 12 (19.0)12 (19.0) 10 (20.4)10 (20.4)

UnknownUnknown 9 (14.3)9 (14.3) 9 (18.4)9 (18.4)

Marital status,Marital status, nn (%)(%)

SingleSingle 50 (79.4)50 (79.4) 44 (89.8)44 (89.8) 2.222.2211 11 0.440.44

Married/cohabitingMarried/cohabiting 13 (20.6)13 (20.6) 5 (10.2)5 (10.2)

Employment,Employment, nn (%)(%)

EmployedEmployed 13 (20.6)13 (20.6) 7 (14.3)7 (14.3) 1.661.6611 22 0.500.50

UnemployedUnemployed 45 (71.4)45 (71.4) 40 (81.6)40 (81.6)

StudentStudent 5 (7.9)5 (7.9) 2 (4.1)2 (4.1)

Diagnosis,Diagnosis, nn (%)(%)

DepressionDepression 21 (33.3)21 (33.3) 4 (8.2)4 (8.2) 15.30115.30111 33 0.010.01

PsychosisPsychosis 30 (47.6)30 (47.6) 32 (65.3)32 (65.3)

BPADBPAD 8 (12.7)8 (12.7) 13 (26.5)13 (26.5)

OtherOther 4 (6.3)4 (6.3)

Previous admissions,Previous admissions, nn (%)(%)

00 1414 (22.2)(22.2) 10 (20.4)10 (20.4) 0.180.1811 33 0.980.98

1^21^2 1414 (22.2)(22.2) 10 (20.4)10 (20.4)

3^53^5 1010 (15.9)(15.9) 9 (18.4)9 (18.4)

4455 2525 (39.7)(39.7) 19 (38.8)19 (38.8)

UnknownUnknown 1 (2.0)1 (2.0)

Detained under Mental HealthDetained under Mental Health

Act 1983,Act 1983, nn (%)(%)

6 (9.5)6 (9.5) 30 (61.2)30 (61.2) 33.7833.7811 11 550.0010.001

Delusions present,Delusions present, nn (%)(%) 19 (30.2)19 (30.2) 33 (67.3)33 (67.3) 15.3315.3311 11 550.0010.001

Auditory hallucinationsAuditory hallucinations

present,present, nn (%)(%)

27 (42.9)27 (42.9) 24 (49.0)24 (49.0) 0.420.4211 11 0.520.52

MMSE: median score (IQR)MMSE: median score (IQR) 28 (26.3^29.0)28 (26.3^29.0) 27 (25^29)27 (25^29) 989.50989.5033 0.040.04

BPRS: mean score (s.d.)BPRS: mean score (s.d.) 43.0 (10.0)43.0 (10.0) 48.2 (9.6)48.2 (9.6) 2.792.7922 110110 0.010.01

Insight (SAI^E): median scoreInsight (SAI^E): median score

(IQR)(IQR)

22.0 (18.5^23.0)22.0 (18.5^23.0) 6.7 (4.0^12.0)6.7 (4.0^12.0) 162.50162.5033 550.0010.001

Perceived coercion: medianPerceived coercion: median

score (IQR)score (IQR)

1 (0^2)1 (0^2) 4 (2^5)4 (2^5) 422.5422.533 550.0.001001

BPAD, bipolar affective disorder; MMSE,Mini Mental State Examination; BPRS, Brief Psychiatric Rating Scale; SAI^E,BPAD, bipolar affective disorder; MMSE,Mini Mental State Examination; BPRS, Brief Psychiatric Rating Scale; SAI^E,
Expanded Schedule for Assessment of Insight; IQR, interquartile range.Expanded Schedule for Assessment of Insight; IQR, interquartile range.
1.1. ww22..
2. Independent2. Independent tt-test.-test.
3. Mann^Whitney3. Mann^Whitney UU-test.-test.
4. Examinations taken in UK at age16 (earliest school leaving age).4. Examinations taken in UK at age16 (earliest school leaving age).
5. Examinations taken in UK at18 for thosewho choose to stay in education.5. Examinations taken in UK at18 for thosewho choose to stay in education.
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schizophrenia had capacity to consent toschizophrenia had capacity to consent to

treatment).treatment).

We found that Black and minorityWe found that Black and minority

ethnic group was associated with lack ofethnic group was associated with lack of

capacity, particularly in African–Caribbeancapacity, particularly in African–Caribbean

participants. The effect of ethnicity may beparticipants. The effect of ethnicity may be

due to several factors – most importantdue to several factors – most important

being diagnosis. Very few (9%) individualsbeing diagnosis. Very few (9%) individuals

from Black and minority ethnic groupsfrom Black and minority ethnic groups

were hospitalised for unipolar depression,were hospitalised for unipolar depression,

whereas this diagnosis was common in thewhereas this diagnosis was common in the

White European group (41%). AnotherWhite European group (41%). Another

factor is country of birth. The group whofactor is country of birth. The group who

were classified as Black British were nowere classified as Black British were no

more likely to be categorised as lackingmore likely to be categorised as lacking

capacity than the White European group,capacity than the White European group,

suggesting that some of the effect of ethni-suggesting that some of the effect of ethni-

city may be due to different cultural under-city may be due to different cultural under-

standings, such as differences in the use ofstandings, such as differences in the use of

language.language.

Predictors of capacityPredictors of capacity

A strong association was seen betweenA strong association was seen between

lower insight scores and mental incapacity.lower insight scores and mental incapacity.

Although the relationship between use ofAlthough the relationship between use of

the Mental Health Act 1983 and insight isthe Mental Health Act 1983 and insight is

predictable (McEvoypredictable (McEvoy et alet al, 1989; David, 1989; David etet

alal, 1992), the relationship between mental, 1992), the relationship between mental

capacity and insight has received littlecapacity and insight has received little

attention. Insight has at least three over-attention. Insight has at least three over-

lapping dimensions: awareness of illness,lapping dimensions: awareness of illness,

the ability to relabel unusual mental experi-the ability to relabel unusual mental experi-

ences as pathological, and treatment adher-ences as pathological, and treatment adher-

ence (David, 1990). We suggest that there isence (David, 1990). We suggest that there is

conceptual overlap between insight andconceptual overlap between insight and

mental capacity and the respective compo-mental capacity and the respective compo-

nents of each. For example, impairmentsnents of each. For example, impairments

in understanding, appreciation, reasoningin understanding, appreciation, reasoning

or ability to express a choice would beor ability to express a choice would be

reflected in one or more of the dimensionsreflected in one or more of the dimensions

of insight. It also seems probable that theof insight. It also seems probable that the

associations seen between mental incapa-associations seen between mental incapa-

city and a diagnosis of psychosis or maniacity and a diagnosis of psychosis or mania

and with the experience of delusionaland with the experience of delusional

beliefs are mediated through the effect ofbeliefs are mediated through the effect of

poor insight. Sanzpoor insight. Sanz et alet al (1998) have pre-(1998) have pre-

viously shown that measures of insightviously shown that measures of insight

relate strongly to the presence of delusions,relate strongly to the presence of delusions,

grandiosity (inversely) and depressiongrandiosity (inversely) and depression

(positively).(positively).

Cognitive impairment has been shownCognitive impairment has been shown

to be an independent predictor of in-to be an independent predictor of in-

capacity in general hospital in-patientscapacity in general hospital in-patients

(Raymont(Raymont et alet al, 2004). The results from, 2004). The results from

the present study show an associationthe present study show an association

between lower MMSE scores and mentalbetween lower MMSE scores and mental

incapacity that borders on statistical signif-incapacity that borders on statistical signif-

icance. The difference between these find-icance. The difference between these find-

ings may be explained by the youngerings may be explained by the younger

3 8 33 8 3

Table 3Table 3 Associations between psychopathology and lack of capacityAssociations between psychopathology and lack of capacity

VariableVariable Model 1Model 1

OR (95% CI)OR (95% CI)

PP Model 2Model 2

OR (95% CI)OR (95% CI)

PP

DiagnosisDiagnosis

Depression and otherDepression and other 1.01.0 1.01.0

PsychosisPsychosis 1.74 (0.41^7.47)1.74 (0.41^7.47) 0.16 (0.01^4.31)0.16 (0.01^4.31)

ManiaMania 5.51 (1.29^23.6)5.51 (1.29^23.6) 0.040.0411 0.20 (0.01^7.90)0.20 (0.01^7.90) 0.50.511

BPRS score (0^100 scale)BPRS score (0^100 scale) 1.01 (0.96^1.06)1.01 (0.96^1.06) 0.70.7 1.10 (0.97^1.25)1.10 (0.97^1.25) 0.140.14

MMSE score (0^30 scale)MMSE score (0^30 scale) 0.87 (0.72^1.04)0.87 (0.72^1.04) 0.140.14 0.62 (0.38^1.02)0.62 (0.38^1.02) 0.060.06

Delusions presentDelusions present 4.09 (1.29^13.0)4.09 (1.29^13.0) 0.020.02 0.34 (0.02^5.74)0.34 (0.02^5.74) 0.50.5

Perceived coercion (0^5 scale)Perceived coercion (0^5 scale) ^̂ ^̂ 1.16 (0.57^2.41)1.16 (0.57^2.41) 0.70.7

Insight (0^28 scale)Insight (0^28 scale) ^̂ ^̂ 0.57 (0.42^0.76)0.57 (0.42^0.76) 550.0010.001

Admitted under Mental Health Act 1983Admitted under Mental Health Act 1983 ^̂ ^̂ 6.05 (0.22^160)6.05 (0.22^160) 0.30.3

BPRS, Brief Psychiatric Rating Scale; MMSE,Mini Mental State Examination; OR, odds ratio.BPRS, Brief Psychiatric Rating Scale; MMSE,Mini Mental State Examination; OR, odds ratio.
1. Test for heterogeneity.1. Test for heterogeneity.

Table 4Table 4 Comparison of detained patients with capacity and voluntarily admitted patients with capacityComparison of detained patients with capacity and voluntarily admitted patients with capacity

VariableVariable Detained under MentalDetained under Mental

Health Act 1983Health Act 1983

AdmittedAdmitted

voluntarilyvoluntarily

StatisticStatistic d.f.d.f. PP

Total group,Total group, nn 66 5757

Male gender,Male gender, nn (%)(%) 5 (83.3)5 (83.3) 36 (63.2)36 (63.2) 11 0.660.66

Age, years: mean (s.d.)Age, years: mean (s.d.) 34.7 (10.0)34.7 (10.0) 37.5 (11.9)37.5 (11.9) 0.550.5522 6161 0.580.58

Ethnicity,Ethnicity, nn (%)(%)

White EuropeanWhite European 1 (16.7)1 (16.7) 38 (66.7)38 (66.7) 7.987.9833 44 0.090.09

Black BritishBlack British 2 (33.3)2 (33.3) 8 (14.0)8 (14.0)

Black AfricanBlack African 2 (33.3)2 (33.3) 6 (10.5)6 (10.5)

African^CaribbeanAfrican^Caribbean 1 (16.7)1 (16.7) 2 (3.5)2 (3.5)

OthersOthers 3 (5.3)3 (5.3)

Diagnosis,Diagnosis, nn (%)(%)

DepressionDepression 21 (36.8)21 (36.8) 5.365.3633 33 0.150.15

PsychosisPsychosis 4 (66.7)4 (66.7) 26 (45.6)26 (45.6)

BPADBPAD 2 (33.3)2 (33.3) 6 (10.5)6 (10.5)

OtherOther 5 (8.8)5 (8.8)

Previous admissions,Previous admissions, nn (%)(%)

00 14 (24.6)14 (24.6) 2.022.0233 33 0.570.57

1^21^2 2 (33.3)2 (33.3) 12 (21.1)12 (21.1)

3^53^5 1 (16.7)1 (16.7) 9 (15.8)9 (15.8)

4455 3 (50.0)3 (50.0) 22 (38.6)22 (38.6)

Delusions present,Delusions present, nn (%)(%) 3 (50.0)3 (50.0) 16 (28.0)16 (28.0) 11 0.360.36

Auditory hallucinationsAuditory hallucinations

present,present, nn (%)(%)

3 (50.0)3 (50.0) 24 (42.1)24 (42.1) 11 1.01.0

MMSE: median score (IQR)MMSE: median score (IQR) 27 (25^29)27 (25^29) 28 (27^29)28 (27^29) 104.00104.0044 0.360.36

BPRS: mean score (s.d.)BPRS: mean score (s.d.) 34.5 (12.9)34.5 (12.9) 43.9 (9.3)43.9 (9.3) 2.262.2633 6161 0.030.03

Insight (SAI^E): median score (IQR)Insight (SAI^E): median score (IQR) 20.0 (14.7^23.3)20.0 (14.7^23.3) 22.0 (18.6^23.0)22.0 (18.6^23.0) 131.00131.0044 0.370.37

Perceived coercion: median scorePerceived coercion: median score

(IQR)(IQR)

5 (3^5)5 (3^5) 0 (0^2)0 (0^2) 20.020.044 0.0010.001

BPAD, bipolar affective disorder; MMSE,Mini Mental State Examination; BPRS, Brief Psychiatric Rating Scale; SAI^E,BPAD, bipolar affective disorder; MMSE,Mini Mental State Examination; BPRS, Brief Psychiatric Rating Scale; SAI^E,
Expanded Schedule for Assessment of Insight; IQR, interquartile range.Expanded Schedule for Assessment of Insight; IQR, interquartile range.
1. Fisher’s exact test.1. Fisher’s exact test.
2. Independent2. Independent tt-test.-test.
3.3. ww22..
4. Mann^Whitney4. Mann^Whitney UU test.test.
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mean age of patients in this study (37.2mean age of patients in this study (37.2

years) compared with a mean age of 64.2years) compared with a mean age of 64.2

years in the study looking at capacity inyears in the study looking at capacity in

general hospital patients (Raymontgeneral hospital patients (Raymont et alet al,,

2004). Furthermore, the distribution of2004). Furthermore, the distribution of

scores suggested a ceiling effect and hencescores suggested a ceiling effect and hence

insensitivity to potential differences. In ainsensitivity to potential differences. In a

study of middle-aged and older out-patientsstudy of middle-aged and older out-patients

with schizophrenia (mean age 50.2 years),with schizophrenia (mean age 50.2 years),

the patients’ level of capacity (using Mac-the patients’ level of capacity (using Mac-

CAT–T sub-scale scores) was strongly asso-CAT–T sub-scale scores) was strongly asso-

ciated with cognitive test performance butciated with cognitive test performance but

not with severity of psychopathology (Pal-not with severity of psychopathology (Pal-

mermer et alet al, 2004). The authors suggest that, 2004). The authors suggest that

their findings, although unexpected, aretheir findings, although unexpected, are

partly explained by the out-patient statuspartly explained by the out-patient status

(and therefore relative stability) of the par-(and therefore relative stability) of the par-

ticipants and are consistent with the overallticipants and are consistent with the overall

findings in functional outcome studies offindings in functional outcome studies of

schizophrenia that neuropsychological testschizophrenia that neuropsychological test

performance tends to be a better predictorperformance tends to be a better predictor

of everyday functioning than the severityof everyday functioning than the severity

of psychopathology alone (Green, 1996;of psychopathology alone (Green, 1996;

GreenGreen et alet al, 2000; Evans, 2000; Evans et alet al, 2003). Sever-, 2003). Sever-

ity of psychopathology, as measured byity of psychopathology, as measured by

BPRS scores, was not closely associatedBPRS scores, was not closely associated

with incapacity in this study although therewith incapacity in this study although there

was an association with the presence ofwas an association with the presence of

delusions. A limitation of this study arisesdelusions. A limitation of this study arises

from using the MMSE as the sole measurefrom using the MMSE as the sole measure

of cognitive impairment: it is possible thatof cognitive impairment: it is possible that

as a result the potential association betweenas a result the potential association between

this and incapacity may have beenthis and incapacity may have been

inadequately assessed.inadequately assessed.

ImplicationsImplications

We believe this study to be important be-We believe this study to be important be-

cause it is the first to use the MacCAT–Tcause it is the first to use the MacCAT–T

and a clinical interview to reach an overalland a clinical interview to reach an overall

judgement of capacity and describe thejudgement of capacity and describe the

prevalence of mental incapacity in a con-prevalence of mental incapacity in a con-

secutive sample of psychiatric patients.secutive sample of psychiatric patients.

The consecutive sample design ensured thatThe consecutive sample design ensured that

both voluntarily and involuntarily admittedboth voluntarily and involuntarily admitted

patients with a range of psychiatric diag-patients with a range of psychiatric diag-

noses were included. The sample wasnoses were included. The sample was

therefore reasonably representative of thetherefore reasonably representative of the

heterogeneous mix of patients who requireheterogeneous mix of patients who require

admission to a psychiatric in-patient unit.admission to a psychiatric in-patient unit.

We are aware of one other study (BellhouseWe are aware of one other study (Bellhouse

et alet al, 2003) that was concerned with global, 2003) that was concerned with global

capacity judgements in admissions to psy-capacity judgements in admissions to psy-

chiatric or learning disability services butchiatric or learning disability services but

the numbers recruited for our study werethe numbers recruited for our study were

larger (larger (nn¼112 compared with112 compared with nn¼41),41),

conferring additional statistical power toconferring additional statistical power to

our findings.our findings.

Coercion in psychiatry can be definedCoercion in psychiatry can be defined

as any attempt to impose treatment againstas any attempt to impose treatment against

a patient’s wishes (Bindman, 2004). Indi-a patient’s wishes (Bindman, 2004). Indi-

viduals lacking capacity were significantlyviduals lacking capacity were significantly

more likely to be detained under the Mentalmore likely to be detained under the Mental

Health Act 1983 and to have higher scoresHealth Act 1983 and to have higher scores

of perceived coercion than patients whoof perceived coercion than patients who

had capacity to make treatment decisions.had capacity to make treatment decisions.

When the group of patients who lackedWhen the group of patients who lacked

capacity was considered separately, thecapacity was considered separately, the

detained patients still experienced higherdetained patients still experienced higher

levels of coercion than voluntary patientslevels of coercion than voluntary patients

who lacked capacity. The same patternwho lacked capacity. The same pattern

was seen in the group of patients withwas seen in the group of patients with

capacity (see Table 4). Unsurprisingly, in-capacity (see Table 4). Unsurprisingly, in-

voluntary admission to hospital is morevoluntary admission to hospital is more

closely associated with perceived coercionclosely associated with perceived coercion

than the presence or absence of capacity.than the presence or absence of capacity.

Six participants with treatment-relatedSix participants with treatment-related

decisional capacity had been detaineddecisional capacity had been detained

under the Mental Health Act 1983. Propo-under the Mental Health Act 1983. Propo-

nents of capacity-based mental health legis-nents of capacity-based mental health legis-

lation feel that the current Mental Healthlation feel that the current Mental Health

Act (1983) discriminates against these indi-Act (1983) discriminates against these indi-

viduals by not respecting their wishes to re-viduals by not respecting their wishes to re-

fuse treatment in the way that legislationfuse treatment in the way that legislation

for physical illnesses allows. This groupfor physical illnesses allows. This group

constituted 12.2% of those with treat-constituted 12.2% of those with treat-

ment-related capacity and 5.4% of ourment-related capacity and 5.4% of our

sample as a whole. None was in their firstsample as a whole. None was in their first

admission and levels of psychopathologyadmission and levels of psychopathology

were not high. Further in-depth analysiswere not high. Further in-depth analysis

of these patients’ journeys would be ofof these patients’ journeys would be of

value. Perhaps the Mental Health Actvalue. Perhaps the Mental Health Act

1983 was used because of anticipated risks1983 was used because of anticipated risks

based on previous knowledge of thebased on previous knowledge of the

patients rather than their manifest levelspatients rather than their manifest levels

of psychopathology.of psychopathology.

The other notable group were the 19The other notable group were the 19

voluntary patients who lacked capacityvoluntary patients who lacked capacity

but were assenting (or ‘non-objecting’) tobut were assenting (or ‘non-objecting’) to

treatment and therefore fell into thetreatment and therefore fell into the

‘Bournewood gap’, so called because of‘Bournewood gap’, so called because of

the lack of legal safeguards in place forthe lack of legal safeguards in place for

them (them (R v. Bournewood Community andR v. Bournewood Community and

Mental Health NHS TrustMental Health NHS Trust, 1999). The, 1999). The

Expert Committee’s recommendation thatExpert Committee’s recommendation that

capacity-based mental health legislation becapacity-based mental health legislation be

introduced was not accepted by the govern-introduced was not accepted by the govern-

ment and is not reflected in the currentment and is not reflected in the current

Draft Mental Health Bill (Expert Commit-Draft Mental Health Bill (Expert Commit-

tee, 1999). However, the Mental Capacitytee, 1999). However, the Mental Capacity

Act 2005, recently passed by parliament,Act 2005, recently passed by parliament,

provides a legal framework for the provi-provides a legal framework for the provi-

sion of treatment in the case of patientssion of treatment in the case of patients

who lack capacity, and its implementationwho lack capacity, and its implementation

will make the assessment of mental capa-will make the assessment of mental capa-

city increasingly important in clinicalcity increasingly important in clinical

practice. The degree of patient insight haspractice. The degree of patient insight has

a close relationship to capacity and thea close relationship to capacity and the

need for involuntary treatment. It remainsneed for involuntary treatment. It remains

possible that this construct, although nopossible that this construct, although no

less complex than capacity, is more intui-less complex than capacity, is more intui-

tive to mental health professionals andtive to mental health professionals and

may provide a more reliable basis formay provide a more reliable basis for

coercive-treatment decisions.coercive-treatment decisions.

Insight, ethnicity and capacityInsight, ethnicity and capacity

This cross-sectional study has provided aThis cross-sectional study has provided a

‘snapshot’ of incapacity among psychiatric‘snapshot’ of incapacity among psychiatric

in-patients. Our results suggest that insightin-patients. Our results suggest that insight

has an important effect on capacity and thishas an important effect on capacity and this

will be explored in more depth in future.will be explored in more depth in future.

The possible effect of ethnicity on capacityThe possible effect of ethnicity on capacity

is also an important finding. Ethnicity is theis also an important finding. Ethnicity is the

most widely studied and important demo-most widely studied and important demo-

graphic variable in relation to the use ofgraphic variable in relation to the use of

the Mental Health Act 1983, with higherthe Mental Health Act 1983, with higher

proportions of Black than White patientsproportions of Black than White patients

being admitted to hospital on an involun-being admitted to hospital on an involun-

tary basis (Walltary basis (Wall et alet al, 1999). Decisional, 1999). Decisional

capacity is a complex construct that iscapacity is a complex construct that is

determined by the interaction of patientdetermined by the interaction of patient

characteristics with contextual and envir-characteristics with contextual and envir-

onmental factors (Palmeronmental factors (Palmer et alet al, 2004) and, 2004) and

it is important that we try to improve ourit is important that we try to improve our

understanding of any potential ethnicunderstanding of any potential ethnic

biases that occur when it is assessed. Fluc-biases that occur when it is assessed. Fluc-

tuations and improvements in capacitytuations and improvements in capacity

should be studied and may lead to inter-should be studied and may lead to inter-

ventions to enhance decisional capacity.ventions to enhance decisional capacity.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& A smallminority of patients with treatment-related decisional capacity wereA smallminority of patients with treatment-related decisional capacity were
detained under the Mental Health Act1983.detained under the Mental Health Act1983.

&& Themajority of patients judged incapable ofmaking a treatmentdecision hadpoorThemajority of patients judged incapable ofmaking a treatmentdecision hadpoor
insight and either a psychotic illness or bipolar affective disorder.insight and either a psychotic illness or bipolar affective disorder.

&& Further research is required to validate and improve our understanding of theFurther research is required to validate and improve our understanding of the
effect of ethnicity onmental capacity.effect of ethnicity onmental capacity.

LIMITATIONSLIMITATIONS

&& Fifty-twoper centof admittedpatients couldnotbe included in the study; had theyFifty-twoper centof admittedpatients couldnotbe includedin the study; had they
been, the prevalence of incapacity would probably have been higher.been, the prevalence of incapacity would probably have been higher.

&& The study was based in an inner-London in-patient unit, whichmay limit theThe study was based in an inner-London in-patient unit, whichmay limit the
generalisability of the findings.generalisability of the findings.

&& The association between cognitive impairment and incapacitymay have beenThe association between cognitive impairment and incapacitymay have been
inadequately assessed.inadequately assessed.
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