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these medications using a cross-sectional survey of in-patients over 65 years of age in
south London.
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2010 Results Of the study population (n=86), 42% demonstrated an understanding of
the purpose of taking both psychotropic and non-psychotropic medication, 15%
understood only their psychotropic medication, 16% understood only their non-
psychotropic medication and 27% understood neither medication. A surprising
finding was that more than 20% of these patients with cognitive impairment were not
able to recount their legal status; this factor was independently related to whether or
not they knew the purpose of their psychotropic medication, and also whether or not
they knew the purpose of neither type of medication.

Clinical implications Poor knowledge of medication has been associated with non-
adherence and relapse. Older adults are likely to receive multiple medications because
of their increased susceptibility to physical and psychiatric disorders with increasing
age, so even more emphasis has to be placed on increasing knowledge of medication.

Declaration of interest None.

Pharmacological treatment is considered the mainstay of
the management of serious mental illness. Over the course
of a year, about three-quarters of people prescribed
psychotropic medication will discontinue their medication,
often coming to the decision themselves and without
informing a health professional." Cooper et al found that
two-fifths of their study participants taking psychotropic
medication reported discontinuing medication because they
did not want it or did not think it necessary.”> Treatment
non-adherence has been consistently associated not only
with relapse and rehospitalisation® but also with higher
costs,* and it remains one of the greatest challenges in
psychiatry.®

Although older adults constitute approximately a fifth
of the population in England,® they receive about half of all
prescriptions.” Older adults often take a variety of drugs for
several conditions,® and non-adherence is reported to have
been a problem in as many as 50% of them.’ Lack of
information about medication has been associated with non-
adherence in older patients,'® and education can signifi-
cantly improve medication knowledge and adherence.™

There is little published research on the knowledge
patients have of their medications,'? and almost all studies
appear to be of psychiatric or medical patients under
the age of 65 years. We hypothesised that older
psychiatric in-patients would have a low level of medication
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knowledge. We also hypothesised that, owing to the
stigma associated with mental illness, their knowledge of
psychotropic medication would be comparatively less than
that of non-psychotropic medication. This study aimed to
compare knowledge of psychotropic and non-psychotropic
medication in this group of patients.

Method

The study was carried out within all six older adult mental
health in-patient units in a large urban and suburban
mental health trust. Visits were made by one of us (S.P.) to
the units between April 2006 and May 2007. All in-patients
were considered for inclusion. Inclusion criteria were as
follows:

e aged 65 years or older;

e in-patient on psychiatric unit for older adults;

e receiving at least one regular psychotropic and non-
psychotropic medication;

o able to communicate in English;

o well enough to be able to sit through the interview;

e able to demonstrate capacity to consent to participate in
the study;

e Mini-Mental State Examination (MMSE)'® score of 24
or above.
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Those people who possibly met the inclusion criteria
were identified with the assistance of nursing staff from the
list of in-patients on the units. Potential participants were
approached, the purpose of the study was explained, and an
information sheet was provided, before obtaining written
consent. Patients who were unable to demonstrate a clear
understanding of their involvement in the study were
considered to lack capacity to consent to the study and were
excluded. An MMSE was carried out for the potential
participants if there was no documented evidence of it being
carried out in the 3 months before the day of the study
interview. Only people with an MMSE score of 24 or above
were included in the study, in order to try to reduce the
impact of cognitive impairment as a cause of poor knowl-
edge of medication.

Demographic, diagnostic and medication data on
participants who provided written consent were collected
from their in-patient medical records. It was not possible to
ascertain the duration of treatment in most participants as
the date of commencement of medication was not clearly
documented. If a participant was prescribed more than one
psychotropic, then we ascertained the primary psychiatric
diagnosis and selected the longest-term treatment option
for it. For example, if bipolar disorder was the primary
diagnosis, then a mood stabiliser rather than an anti-
psychotic drug would be selected. In the non-psychotropic
category, medications prescribed for systemic diseases were
selected in preference to analgesics and supplements. Only
medications prescribed to be taken on a regular basis were
selected in preference to others.

One of us (S.P) then conducted a semi-structured
interview in which the participant was asked to list the
names of all the medications they were receiving regularly.
If the participant recalled the name of the drug selected by
the investigator, then the investigator proceeded to ask the
remaining questions. If the participant failed to recall the
name of the drug, then the investigator stated the name of
the selected drug before proceeding to ask the remaining
questions. The participant’s level of knowledge of the
medication was assessed by the knowledge of:

e the name of the medication;

e the dose in grams, milligrams or micrograms;

o the frequency of use;

o the name of the condition for which the medication was
prescribed and the reason for prescribing the drug
(approximations were accepted, e.g. ‘to stop hearing
voices’ or ‘to control blood pressure’);

e the duration for which the prescribed drug was advised
to be taken;

o knowledge of side-effects;

e the action to be taken if a dose is missed;

o the addictive properties, if any, of the medication;

o the effect of the medication on the participant’s ability to
drive or operate machinery;

o the effects of alcohol consumption on the medication;

o the interactions, if any, of the medication;

e the possible consequences of non-adherence to the
medication.

In addition, questions were asked about the perceived
usefulness of the medication and the person’s willingness to
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adhere to the medication. We decided the single question
that would best capture the participant’s basic knowledge of
any medication was: ‘Do you know the purpose of taking
your medication?” In this article we focus on the
participants’ response to this question.

Our primary null hypothesis was: “‘When psychiatric
in-patients over the age of 65 are asked the question
“Do you know the purpose of taking this medication?”,
the difference between the proportions giving a “don’t
know” response about psychotropic, as opposed to non-
psychotropic, medication is less than 30%.” For example, if
20% understood the purpose of their psychotropic medica-
tion and 45% their non-psychotropic medication, then the
difference (25%) would allow the null hypothesis (no
important difference) to stand. A sample size of 86 was
required to demonstrate such a difference (o 0.05, ff 0.2).

Statistical analyses were carried out using SPSS for
Windows, version 15. The null hypothesis was tested using
confidence intervals for proportions. Primary analysis was
carried out to identify the proportions of participants who
demonstrated knowledge of the purpose of taking psycho-
tropic medication, non-psychotropic medication, both
medications and neither medication. Secondary analysis
was carried out to determine whether knowledge of the
purpose of taking the medication was associated with
individual variables such as gender and age. Those variables
that were found by univariate analysis to be associated with
knowledge were subjected to a multivariate logistic
regression analysis with block entry to determine whether
or not the association of each variable was independent of
other variables. For this purpose, age was divided by 10 to
aid interpretation, and diagnosis was condensed into two
groups: participants in ICD-10"* chapters F30, F40 or F50
(broadly, mood and anxiety disorders) and the remainder.
Finally, we explored whether knowledge of the medication
was related to recall of having received information and a
desire for further information.

The study was approved by the Joint South London
and Maudsley and the Institute of Psychiatry NHS Research
Ethics Committee.

Results

A total of 92 patients were approached in order to identify
86 participants regularly taking at least one psychotropic
medication and one non-psychotropic medication. Five
participants did not consent and one participant scored
below 24 on the MMSE. None of the patients approached
lacked capacity to consent to the study.

Sixty of the study sample (69.9%) were female. The
mean age was 76.6 years (s.d.=6.0) for females and 74.3
years (s.d.=3.7) for males. The mean length of formal
education was 104 years (s.d.=2.6). Sixty-two of the
patients (72.1%) did not have a partner. Seventy-nine of
the patients (91.9%) lived in their home (own or rented).
Twenty-three of the patients (26.7%) did not know or
incorrectly reported their legal status. Of the 72 (83.7%)
informal patients, 18 (25%) did not know their legal status;
of the 14 (16.3%) legally detained patients, 5 (35.7%) did not
know their legal status. An ICD-10 diagnosis of depressive
disorders was made in 41 patients (48%), bipolar disorder in
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Knew purpose
of non-psychotropic
medication 58%

Knew purpose
of psychotropic
medication 57%

Knew purpose
of both
medications 42%

Whole sample
100% (n=86)

Fig 1 Scaled Venn diagram showing knowledge of purpose of
psychotropic and non-psychotropic medication in 86 older
psychiatric in-patients. The areas within each circle and arc are
proportional to the numbers represented.”®

14 patients (16%), schizophrenia in 8 patients (9%),
schizoaffective disorder in 6 patients (7%), other psychotic
disorders in 7 patients (8%), and other disorders (e.g.
anxiety disorder) in 10 patients (12%). The key psychotropic
drug used was an antidepressant in 48 patients (55.8%) and
an antipsychotic or a mood stabiliser in the remainder. The
key non-psychotropic drug used was for cardiovascular
disorder in 51 patients (59.3%) and for other medical
disorders in the remainder.

Of the 86 participants, 14% understood only the
purpose of their psychotropic medication, 16% only the
purpose of their non-psychotropic medication, 43% the
purpose of both their psychotropic and non-psychotropic
medication, and 27% the purpose of neither medication.
Fig. 1 shows a scaled Venn diagram in which the areas
bounded by the lines are proportional to the numbers
represented. Overall, the proportion of participants who did

not know the purpose of their psychotropic medication was
43.0% (95% CI 32.3-53.7), while the proportion who did not
know the purpose of their non-psychotropic medication was
40.7% (95% CI 30.1-51.3). The null hypothesis was thus not
disproved.

Table 1 shows the relationship between knowledge of
medication and various factors. Of the 86 participants, 49
(57%) were able to demonstrate an understanding of the
purpose of their psychotropic medication. Six variables
(female gender, living in own household, mood/anxiety
diagnosis, informal status, knowledge of legal status, taking
antidepressant as key medication) were shown by univariate
analysis to have an association with participants’ knowledge
of their psychotropic medication, but only two of the six
variables (mood/anxiety diagnosis and knowledge of legal
status) were shown by multivariate logistic regression to
have an independent association with this knowledge.
Patients with psychiatric diagnosis listed within ICD-10
chapters F30-59 (broadly, mood and anxiety disorders)
were nearly seven times more likely to know the purpose of
their psychotropic medication than those with other
diagnoses, independent of the other five variables included
above (OR=6.90, 95% CI 1.72-27.62, P=0.006). Patients
who knew their legal status were over four times more likely
to know the purpose of their psychotropic medication than
those who did not, independent of the other five variables
included above (OR=4.63, 95% CI 1.23-17.33, P=0.023).

Fifty-one participants (59%) were able to demonstrate
an understanding of the purpose of their non-psychotropic
medication. Two variables (lower age, knowledge of legal
status) were shown by univariate analysis to have an
association with participants’ knowledge of their non-
psychotropic medication, and both of these variables were
shown by multivariate logistic regression to have an
independent association with this knowledge. Patients in
each 10-year age cohort were over twice as likely to know
the purpose of their non-psychotropic medication than the
next older cohort, independent of their knowledge of their
legal status (OR =2.62, 95% CI 1.07-6.41, P=0.035). Patients
who knew their legal status were nearly three times more
likely to know the purpose of their non-psychotropic

Table 1 Univariate analysis of relationship between variables studied and the presence or absence of understanding of
the purpose of psychotropic and non-psychotropic medication
Knowledge of Knowledge of non- Knowledge of both Knowledge of neither
psychotropic medication psychotropic medication medications medication

Present Absent Present Absent Present Absent Present Absent
Variable (n=49) (n=37) (n=51) (n=35) (n=37) (n=49) (n=23) (n=63)
Female, % 81.6 541 76.4 60 83.8 59.2 52.2 76.2
Not living in care home, % 98 83.8 941 88.6 100 857 87 937
Diagnosis in ICD-10 codes
F30-59, % 89.8 459 66.7 771 86.5 59.2 65.2 73
Legal status ‘informal’, % 93.9 70.3 82.4 857 91.9 776 78.3 857
Knows legal status, % 857 56.8 82.4 60 89.2 61.2 52.2 81
Taking antidepressant drug, % 73.5 324 52.9 60 70.3 449 47.8 58.7
Taking non-cardiac drug, % - - - - 351 449 435 39.7
Mean age, years 75.8 76 74.7 775 74.5 76.9 76.4 75.7
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medication than those who did not, independent of their
age (OR=2.93, 95% CI 1.06-8.14, P=0.038).

Thirty-seven participants (43%) were able to demon-
strate an understanding of the purpose of taking both
psychotropic and non-psychotropic medication. Six vari-
ables (female gender, lower age, living in own household,
mood/anxiety diagnosis, knowledge of legal status, taking
antidepressant as key psychotropic medication) were shown
by univariate analysis to have an association with
participants’ knowledge, but only three of the six variables
(female gender, lower age, mood/anxiety diagnosis) were
shown by multivariate logistic regression to have an
independent association with this knowledge: female
gender (OR=3.71, 95% CI 1.08-12.68, P=0.037), lower age
(OR=3.91, 95% CI 1.27-12.0, P=0.017) and a psychiatric
diagnosis listed within ICD-10 chapters F30-59 (OR =4.14,
95% CI 1.02-16.74, P=0.046).

Twenty-three participants (26%) were unable to
demonstrate an understanding of purpose of taking either
their psychotropic or their non-psychotropic medication.
Two variables (male gender, lack of knowledge of legal
status) were shown by univariate analysis to have an
association with participants’ lack of knowledge, but only
one variable (lack of knowledge of legal status) was shown
by multivariate logistic regression to have an independent
association with participants’ lack of knowledge about
either medication (OR =345, 95% CI 1.20-9.96, P=0.022).

Of the 49 patients (34.7%) who knew the purpose of
their psychotropic medication, 17 did not recall having
received any information on this, as opposed to 27 of the
37 patients (73.0%) who did not know the purpose of their
psychotropic medication (}*=124, df=1, P<0.001).
Overall, 45 patients (52.3%) said they wanted more
information about their psychotropic medication; 20
(40.8%) of those who knew the purpose of their psycho-
tropic medication and 25 (67.6%) of those who did not know
the purpose of their psychotropic medication.

Of the 51 patients (13.7%) who knew the purpose of
their non-psychotropic medication, 7 did not recall having
received any information, compared with 30 of the 35
patients (85.7%) who did not know the purpose of their
non-psychotropic medication (y*=43.8, d.f.=1, P<0.001).
Overall, 40 patients (46.5%) said they wanted more
information about their non-psychotropic medication; 18
(385.3%) of those who knew the purpose of their non-
psychotropic medication and 22 (62.9%) of those who did
not know the purpose of their non-psychotropic medication.

Discussion

Our study was limited to in-patients from a defined
geographical area and the sample size was modest. We
deliberately selected patients in whom nurses perceived
little or no cognitive impairment, but the possibility that
impairment was responsible for some of the misunder-
standing about medication was not eliminated. The criteria
on which patients’ knowledge of the purpose of their
medication was assessed were somewhat subjective, as was
the choice by the investigator of medication about which to
enquire. Patients’ knowledge was not assessed masked to
the variables used in the secondary analysis. We were not
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able to ascertain the length of treatment, which potentially
could be associated with knowledge of medication.

The main finding was that less than half of a group of
relatively cognitively intact older in-patients understood
the purpose of both one key psychotropic medication and
one key non-psychotropic medication that they were taking.
This was in keeping with studies of knowledge in younger
psychiatric patients.'> Male gender and older age were
associated with this lack of knowledge.® Lack of information
about medication has been associated with non-adherence
in older patients."® We found a strong association between
recall of receiving information about medication and
knowledge of its purpose, but this could be related to
general recall problems in this patient group and may not
reflect staff efforts to give information. In the trust
where this study was conducted, pharmacies supply
manufacturers’ patient information leaflets with dispensed
medication. However, pharmacists assume that it is the key
worker’s responsibility to ensure that the patient has access
to information about their medication. We noted that there
was a variation in the provision of leaflets routinely for all
prescriptions on in-patient wards during the time of this
study.

No patient approached lacked capacity to consent to
the study, and yet 26.7% of patients did not know their legal
status, illustrating the contextual nature of -capacity
assessments; capacity for one decision does not guarantee
capacity for another. Some of these older informal patients
believed that being admitted to a psychiatric ward without
any application of legislation was impossible. Knowledge of
legal status was independently related to whether or not the
patient knew the purpose of their psychotropic medication,
and also whether or not they knew the purpose of neither
type of medication. This implies that lack of knowledge of
the purpose of medication is part of a more general lack of
knowledge about their condition and treatment rather than
a specific scotoma, even in relatively cognitively intact
patients. This finding suggests the need for further research
in this area.

We found no evidence that patients discriminated
between psychotropic and non-psychotropic treatment; if
stigma against mental illness affects patients’ knowledge of
medication, then this was not reflected in this study. These
data suggest that more work needs to be done in improving
patients’ understanding of their condition, treatment and
legal status. The Mental Capacity Act was not in force at the
time of this study, but the study raises concerns that lack of
knowledge of the purpose of medication may impair
capacity to consent to taking medication, and this may
require further study.
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Aims and method To assess the stability of the diagnosis of first-episode drug-
induced psychosis over a follow-up period of at least 2 years. Patients with no
psychiatric history who had been discharged from in-patient care between January
2002 and April 2006 with a firm diagnosis of drug-induced psychosis were identified.
Follow-up information for at least the next 2 years or until discharge from mental
health services was collected retrospectively from psychiatric records.

First received 6 Sep 2010, final revision

24 Nov 2010, sccepted 10 Dec 2010 Results Nearly all of the patients who remained under psychiatric follow-up had a

change in diagnosis, most commonly to a schizophreniform disorder. Those who were
retained in follow-up had significantly longer index admissions than those discharged
to primary care (P=0.05).

Clinical implications This study suggests that many individuals diagnosed with
drug-induced psychosis are further diagnosed as having a functional psychosis,
usually schizophreniform in nature. This is compatible with the suggestion that
individuals diagnosed with drug-induced psychosis are experiencing either the effects
of drug intoxication or an ordinary functional psychosis complicated by incidental
drug use.
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There is continuing interest among researchers and policy-
makers in the relationship between cannabis use and
schizophrenia."™® This has revived interest in the nature of
the conditions that attract the clinical diagnosis of drug-
induced psychosis.* The concept of drug-induced psychosis
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has been criticised® and it remains unclear whether the
diagnosis reflects a valid diagnostic category or whether it is
based on arbitrary assumptions regarding the causation of
symptoms. A systematic review concluded that the
inference of causation is not secure and that the condition
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