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Abstract

Objective: Substance use in patients with mental disorders is often associated with worse
outcomes, increased risks, and impaired decision-making. Therefore, the evaluation of
mental capacity in patients with coexisting mental illness and substance use disorder (dual
diagnosis) is necessary to improve clinical outcomes and mitigate risks to self and others.
Design: A retrospective inspection of electronic records for patients admitted between
March 2017 and August 2020 in two London inpatient facilities was conducted. Capacity
was assessed using the principles set out in the Mental Capacity Act 2005. Results: A
capacity assessment was recorded in 34.9% of admissions. Only 6.2% of admissions whose
primary diagnosis was mental and behavioral changes due to the use of substances had
a recorded mental capacity assessment. Capacity to understand the negative impact of
substances was assessed in 2.1% of total admissions. Conclusions: This study indicates
very low rates of mental capacity assessment across acute psychiatric admissions, with
very few relating to capacity to understand the risks associated with using substances.
Further research on the capacity of patients with dual diagnosis is needed. This may help
to manage certain risks in this patient population.

Keywords: mental capacity assessment; dual-diagnosis; psychiatric inpatients; informed
consent; psychotic disorders; schizophrenia; affective psychosis

1. Introduction

Dual diagnosis (DD) is defined as a coexisting severe mental illness and substance
misuse [1]. Severity of psychopathology is a variable that may influence mental capacity in
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informed consent evaluations [2,3]. People with DD have poorer health and social outcomes
(e.g., more severe psychotic symptoms, reduced treatment compliance, suboptimal physical
health, and homelessness), necessitating rigorous risk assessment [4].

Substance misuse can result in significant functional impairment and disability [5].
Co-morbid substance misuse may also be a contributing factor to the increased homicide
rate [6]. Between 2006-2007 and between 2015 and 2016, 48% of homicides in Scotland were
committed under the influence of drugs or alcohol [6,7]. A cross-sectional study conducted
in the United States found that 41.7% of people who use drugs in rural communities had
been incarcerated in the preceding six months [8]. Patients with DD are more at risk of death
by suicide [9,10]. More than half of the psychiatric inpatient population have DD [11,12],
and half of the suicides amongst this population is committed on agreed leave. A thorough
risk assessment of inpatients going on agreed leave or being discharged is therefore essen-
tial, particularly in the presence of other risk factors for completed suicide. Individuals
with substance use disorders (SUDs) have shown dysfunctional decision-making processes
linked to primary (e.g., acute intoxication, delirium, psychosis) and secondary (e.g., hepatic
encephalopathy) conditions; the effects on capacity can be temporary or permanent and
may affect the ability to understand the risks associated with substance use [13], playing a
potential role in maintaining addiction behaviors [14].

Assessing capacity, specifically regarding substance use, is therefore essential to man-
aging risk in DD patients. Clinicians are often unclear about which tool to use to assess
capacity in DD patients. In England and Wales, the capacity assessment is performed by a
combination of clinical assessment and the use of a two-stage legal framework established
by the Mental Capacity Act 2005 (MCA) [15] for the assessment of “Impairment” and
“Decision-making”. The MCA was introduced in England and Wales to provide a legal
framework for decision-making assessment based on the following four components: un-
derstanding, retention, reasoning, and communication of choice. Patients who demonstrate
capability in all four, with regard to the specific decision in question, are considered to
have capacity and hence are able to make decisions regarding their health. Some other
countries, such as Ireland [16] and Singapore [17], have similar legal frameworks for as-
sessing capacity. Studies have shown that most psychiatric inpatients have capacity to
make key decisions about treatment [18]. When supporting patients who have capacity, a
patient-centered care approach which encourages shared decision-making is essential for
the delivery of mental health and substance misuse treatments [19]. DD patients are often
considered to have capacity to make decisions about their substance or alcohol use until
proven otherwise, but a formal capacity assessment may not be documented. Capacity
assessment is essential in empowering patients to make decisions about their health. In DD
patients, capacity assessment can protect individuals by assessing their understanding of
the risks associated with substance and alcohol misuse. However, there is generally limited
literature available relating to capacity assessments in DD patients, either for diagnosis and
substance use, and it is unclear how often this is assessed in clinical practice.

Aims
This study aims to investigate how often capacity to understand the negative impact
of illicit substances and alcohol is assessed in DD patients.

2. Patients and Methods

Electronic records related to all the patients admitted to two inpatient facilities at
Highgate Mental Health Centre, North London NHS Foundation Trust (formerly Camden
& Islington NHS Foundation Trust), between March 2017 and August 2020 were inspected
retrospectively. The electronic clinical records are the primary clinical records system
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within the North London NHS Foundation Trust. This allows to search for all clinical
information, including correspondence, discharge letters, capacity assessment, and events
recorded throughout the patient journey. Data were anonymized for research purposes.
One facility is an acute treatment 16-bed mixed ward, whilst the second is a male-only
12-bed psychiatric intensive care ward (PICU). The patients’ records were investigated
in each facility by a different group of physicians. Capacity was assessed for each of the
patients using the MCA [20], designed to assess people who may lack the mental capacity
to make decisions about a number of decisions, including care, treatment, finances, or
end-of-life decisions. The results of MCA were retrieved by inspecting a designated tab on
the RIO system, which is the electronic patients record used by the Trust. Ethnicity was
recorded as self-defined by patients.

2.1. Ethics

We completed the NHS Health Research Authority Tool as requested by the Research
& Development office of the Trust. The NHS Health Research Authority Tool is a tool
that helps in deciding whether a study is a research study as defined by the UK Policy
Framework for Health and Social Care Research. It was concluded that our project did not
require ethical approval following negative answers to the following questions: (a) “are the
participants in your study randomized to different groups?”; (b) “does your study protocol
demand changing treatment/patient care from accepted standards for any of the patients
involved?”; and (c) “are your findings going to be generalizable?”.

2.2. Statistical Analyses

We described the outcomes using frequencies and percentages for categorical variables
and means and standard deviations for continuous variables. Comparisons between groups
of categorical variables were conducted using the chi-squared test. For count data, the
rank chi-squared test was applied. Group comparisons for continuous variables were
performed using the independent samples t-test when the data were normally distributed,
or the Wilcoxon rank-sum test when non-parametric methods were appropriate. The
choice between parametric and non-parametric tests was informed by an assessment of the
distribution of each continuous variable. Finally, a binary logistic regression model was
fitted to examine the association between diagnostic category, age, gender, and ethnicity
with the likelihood of a completed capacity assessment. The model included diagnostic
group (reference: other disorders), admission age, gender (reference: men), and ethnicity
(reference: Asian). All results are presented as complete cases, implying that missing data
were not accounted for by means of imputation. Therefore, the raw numbers across some
variables may not add up to the total sample present in the data for the analyses. All
analyses were conducted in R. Studio version 4.0.2 [21].

3. Results

Results include data from 696 admission episodes involving n = 410 patients. Ta-
ble 1 outlines the demographic characteristics of those included. Out of all admissions,
n =453 (65.1%) received a capacity assessment and n = 243 (34.9%) did not. Mean age was
similar between groups (43.9 vs. 42.5 years; t = —1.8, p = 0.067). Significant differences
emerged for gender (x% =55, p < 0.001), ethnicity (x% =63, p < 0.001), employment (x% = 143,
p < 0.001), and relationship status (x? = 5.5, p = 0.019). The majority of those assessed
were male (97.1%), with a smaller majority of those not assessed also male (74.3%). This
is likely explained by the inclusion of one male-only ward. Black individuals were over-
represented among assessed cases (59.3% vs. 30.6%), whereas White individuals were
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less represented (21.8% vs. 48.8%). Most patients were single (93.5%), particularly among
assessed cases (96.7%).

Table 1. Demographic profile of admissions based on completion of capacity assessment.

If Capacity Was Assessed
Variable TOtall\? c=1n61;s6si0ns N = 45121(()65.1%) N = ZZ’;E(?’: 1.9%) Test Statistics
Admission Age (years) 43.0 (11.3) 42.5(12.8) 439 (7.4) t=—1.8,df =690, p = 0.067
Gender x? =55,df =1, p <0.001
Men 571 (82.3%) 335 (74.3%) 236 (97.1%)
Women 123 (17.7%) 116 (25.7%) 7 (2.9%)
Ethnicity x? =63, df =4, p <0.001
White 270 (39.2%) 217 (48.8%) 53 (21.8%)
Other 37 (5.4%) 25 (5.6%) 12 (4.9%)
Mixed 52 (7.6%) 31 (7.0%) 21 (8.6%)
Black 280 (40.7%) 136 (30.6%) 144 (59.3%)
Asian 49 (7.1%) 36 (8.1%) 13 (5.3%)
Employment x? =143, df = 3, p < 0.001
Employed 42 (7.4%) 42 (12.3%) 0 (0.0%)
Other 7 (1.2%) 7 (2.1%) 0 (0.0%)
Sick pay 396 (69.4%) 172 (50.4%) 224 (97.4%)
Unemployed 126 (22.1%) 120 (35.2%) 6 (2.6%)
Relationships status x2=55,df =1, p=0.019
Married or living with a partner 44 (6.5%) 36 (8.2%) 8 (3.3%)
Single 636 (93.5%) 401 (91.8%) 235 (96.7%)

Table 2 describes the clinical features of those patients who did and did not un-
dergo a capacity assessment. A capacity assessment was documented in only 243 ad-
mission episodes (34.9%). Most assessed admissions occurred in the PICU (88.5%),
whereas most non-assessed admissions were in the acute treatment ward (58.5%) (x? = 141,
df = 1, p < 0.001). Significant differences were also observed in primary diagnoses (x? = 61,
df =5, p <0.001). Schizophrenia spectrum disorders were the most prevalent among those
assessed for capacity (81.8%) compared with those not assessed (60.1%). In contrast,
mood (affective) disorders were more frequently recorded among non-assessed admis-
sions (20.2%) than assessed ones (2.5%). Differences were also evident for secondary
diagnoses (x* = 93, df = 14, p < 0.001). Secondary schizophrenia spectrum disorders were
more frequent among the assessed group (14.6%) compared with the non-assessed group
(7.5%). Substance-related disorders were more prevalent as secondary diagnoses in the
non-assessed group (25.3%) than in the assessed group (14.6%). Finally, a higher proportion
of those assessed for capacity were detained under the MHA (89.7%) compared with those
not assessed (78.1%) (x2 = 14, df =1, p <0.001).

Of the 243 assessments, 141 (58.3%) were of capacity to consent to medication. A total
of 83 (34.2%) was related to capacity to consent to a treatment plan. In only five (2.1%)
cases was capacity to understand the negative effects of substances assessed.
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Table 2. Clinical presentation of admissions with and without completed capacity assessments.

Test Statistics

Total Capacity Assessment Completed
Admissions No Yes
(N = 696) (N =453, 65.1%) (N =243,34.9%)

Admission Ward Location

x?=141,df =1, p < 0.001

PICU

403 (57.9%)

188 (41.5%)

215 (88.5%)

Acute Ward

293 (42.1%)

265 (58.5%)

28 (11.5%)

Primary diagnoses

x?=61,df =5, p <0.001

Mental and behavioural

disorder due to substances 32 (4.7%) 173.8%) 15(62%)
Mood [affective] disorders 96 (14.0%) 90 (20.2%) 6 (2.5%)
Newrotic, f(fgi;related' 9 (1.3%) 9 (2.0%) 0 (0.0%)
Others 34 (4.9%) 30 (6.7%) 4 (1.7%)
Personality disorders 51 (7.4%) 32 (7.2%) 19 (7.9%)
Schizophrenia spectrum 466 (67.7%) 268 (60.1%) 198 (81.8%)
Secondary diagnoses x? =93, df = 14, p < 0.001

Anorexia 2 (0.7%) 2 (1.4%) 0 (0.0%)
Anxiety disorder 6 (2.2%) 6 (4.1%) 0 (0.0%)
Autism 5 (1.9%) 5 (3.4%) 0 (0.0%)
Degenerative disease 5 (1.9%) 5 (3.4%) 0 (0.0%)
gf:;‘:gleiréisfgzzfs‘gilces 55 (20.4%) 37 (25.3%) 18 (14.6%)
Mood affective disorder 3(1.1%) 3 (2.1%) 0 (0.0%)
Others 24 (8.9%) 12 (8.2%) 12 (9.8%)
Personality disorders 11 (4.1%) 11 (7.5%) 0 (0.0%)
Schizophrenia spectrum 29 (10.8%) 11 (7.5%) 18 (14.6%)

MHA

x?=14,df =1, p < 0.001

No

124 (17.8%)

99 (21.9%)

25 (10.3%)

Yes

572 (82.2%)

354 (78.1%)

218 (89.7%)

PICU: psychiatric intensive care unit; MHA: Mental Health Act.

The logistic regression model identified several significant predictors of capacity as-
sessment completion. Those with mental and behavioural disorders due to substances had
significantly higher odds of a completed capacity assessment (3 = 1.54, 95%CI = 0.25-3.00,
p = 0.026). Similarly, a diagnosis of personality disorder was also associated with assessment
completion (3 =2.05, 95%CI = 0.83-3.46, p = 0.002). All other diagnostic categories were
not statistically significantly associated with being assessed. Moreover, older age was
associated with a slightly greater likelihood of capacity assessment completion (3 = 0.019,
95%CI = 0.0003-0.037, p = 0.047). Gender remained a strong predictor, with women sig-
nificantly less likely than men to have had a capacity assessment completed (3 = —2.44,
95%CI = —3.35-1.69, p < 0.001). Ethnicity was also significantly associated with assess-
ment status. Compared with Asian individuals, those identifying as Black (f = 1.03,
95%CI = 0.33-1.78, p = 0.005) or Mixed ethnicity (§ = 0.94, 95%CI = 0.046-1.86, p = 0.042)
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were more likely to have undergone a capacity assessment. No significant differences were
observed for individuals identifying as White (p = 0.39) or Other ethnicities (p = 0.68).

4. Discussion

Our results show that a capacity assessment was conducted in only 34.9% of cases,
and only 6.2% of people with mental and behavioral changes due to the use of substances
had their capacity assessed. Only 2.1% of total admissions had capacity to understand the
negative impact of substances evaluated. Further, diagnostic category, age, gender, and
ethnicity were significant predictors of capacity assessment completion.

Although most professionals self-report high levels of confidence in their mental
capacity assessment skills [22], assessing mental capacity in DD patients is associated with
certain challenges. These include psychopathological comorbidities, nutritional deficits,
low education, previous head trauma, and cognitive deficits [23]. Moreover, the use
of substances has an impact on an individual’s ability to make decisions. For example,
amphetamine and heroin chronic use may lead to distinct patterns of cognitive impairment
(e.g., in recognition memory, spatial working memory, planning, sequence generation,
visual discrimination learning, and attentional set-shifting) that may be associated with
dysfunction of different components of cortico-striatal circuitry [24,25]. Chronic cocaine
use can be associated with dysfunction of the orbitofrontal cortex (OFC), the brain region
involved in decision-making processes [26,27]. Chronic amphetamine users have shown
deficits in attention, planning, decision-making, inhibitory control, and memory and
learning domains [28,29]. This is also demonstrated in animal models [30]. Chronic
MDMA use is specifically associated with decreased performance in declarative memory
and additional deficits in working memory and executive functions [31]. Long-term
cannabis users perform significantly less well on memory and attention tests, showing
impaired learning, retention, and retrieval functions compared with shorter-term users and
controls [32]. Alcohol use disorder (AUD) is associated with an increased risk of cognitive
impairments, Alzheimer’s disease, and dementia, especially vascular dementia. AUD
interacts with comorbidities, increasing the risk of cognitive impairment [33]. A reduced
gray matter volume, especially in areas of the brain involved in decision-making, has been
documented in individuals with AUD [34].

Data from the available literature show that cognitive deficits are detectable in about
50% of individuals with chronic SUDs [35-37], raising clinical, legal, and political issues in
the management of DD patients [38]. These data highlight concerns about the ability of DD
patients to understand and remember information (key components of a capacity assess-
ment) and the acquisition of informed consent for both clinical and research purposes [13].
Despite this, our data suggest that the ability to make decisions related to health is not
routinely assessed in this group.

A comparative study amongst 53 subjects (case group) with SUDs (alcohol, cannabis,
cocaine) and 50 controls with other medical conditions (arterial hypertension, diabetes mel-
litus, and other minor medical pathologies) showed that the capacity to provide informed
consent for scientific research was lower in the case group, with a significant reduction in
the “understanding” and “evaluation” dimensions detected through a binary judgment of
capacity/incapacity guided by the MacArthur Competence Assessment Tool for Clinical
Research (MacCAT-CR) and a clinical interview [39]. Similarly, a study assessing the
competence (i.e., decision-making capacity from a legal perspective) to provide informed
consent to scientific research in a group of 77 subjects self-referred to an outpatient service
for alcohol and drug use demonstrated that only 15% of the subjects provided consistent
answers to a 14-item true/false quiz that assessed their comprehension of basic information
provided in the consent form [40].
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Despite the evident need for capacity assessment, our results indicate that they are
frequently not undertaken in this population, and that even less commonly do they relate to
the capacity to understand the implications of substance abuse. It is likely that the difficulty
in assessing capacity caused by the aforementioned neuropsychiatric changes goes some
way towards explaining this. The existing literature questions whether current capacity
tools (such the MCA used in England and Wales) provide sufficient support for capacity
assessment in the SUD clinical population. While generating a list of key principles—
including psychiatric, physical, and cognitive examination—Nassif [13] suggested a flexible
yet structured method using the MacArthur Competence Assessment Tool for Treatment
(Mac-CAT-T) [41], though not specific to the SUD clinical population. They concluded that
“assessing the decisional capacity of a patient with a substance use disorder can be challenging.
Primary or secondary conditions related to substance use can affect a patient’s decisional capacity on
a temporary or permanent basis. A skilled psychiatric evaluation that includes a thorough cognitive
examination and is complemented by legal or ethical consultation can help in making judicious
decisions”. Further work towards determining a robust method by which to assess capacity
could facilitate improved rates of assessment.

We acknowledge certain limitations to our methodology. Namely, this was performed
in a single center with only 696 admissions during the relevant period. Given that the
analysis was retrospective, we were only able to include capacity assessments which were
recorded in patient notes; it may be that some were performed but not documented. While
we have identified a deficiency in rates of assessment, we were not able to collect data
regarding outcomes (e.g., subsequent substance abuse). As such, we are not able to demon-
strate the impact of assessments on clinical outcomes in this population. Unfortunately,
logistic regression could not be performed on the sample of patients undergoing capacity
assessments relating to substance use due to insufficient sample size.

5. Conclusions

Substance use in patients with mental health conditions is associated with worse
outcomes and impaired decision-making [4].

Our findings indicate low rates of capacity assessment across acute psychiatric ad-
missions (34.9%), with very few relating to capacity to understand the negative impact of
substances (2.1%). The proportion of patients who lack capacity to make these decisions is
likely to be significant. Lack of identification deprives patients without capacity of addi-
tional protective measures. Likewise, identifying patients who do have capacity is vital to
facilitate shared decision-making. It is therefore vital that rates of assessment are improved.
In the UK, this is currently performed as per the MCA (2005) [15]; however, formulation of
a more structured method of assessment would likely facilitate improved completion.

Further research comparing outcomes between dual diagnosis patients who have a
capacity assessment recorded versus those who do not would be beneficial.
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