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How to use this reading

This downloadable reading expands the browser module. It is intended for reflection, portfolio evidence and
later reference. The browser module remains the interactive learning route; this PDF provides deeper
explanation, practical tables, worked scenarios and the full official reference list.

Learning outcomes

¢ Know when a capacity assessment is required and why it is decision- and time-specific.
e Distinguish an unwise decision from inability to decide.

¢ Recognise when influence may cross into coercion or undermine voluntariness.

e Escalate complex capacity, coercion or safeguarding concerns appropriately.

The consent-capacity interface

Capacity is one component of a valid consent process, but the consent clinician should resist two shortcuts:
assuming capacity because the patient says yes, and assuming incapacity because the patient says no.
Either can be wrong. A decision that seems surprising should prompt clarification of understanding, values,
communication support and voluntariness rather than a predetermined conclusion.

The existing ClinicalEdu Mental Capacity course should be the main resource for the structured
assessment itself. Here, the emphasis is on recognising when assessment is needed and preserving the
distinction between inability to decide, difficulty communicating and pressure from others.

Practice point
A refusal is not evidence of incapacity. Ask whether the patient can make the decision, not whether the
decision matches your recommendation.

Decision-specific and time-specific

Capacity is assessed in relation to the particular decision at the relevant time. A patient may be able to
decide about a blood test but not a complex operation, or may lack capacity during acute delirium but
regain it after treatment. If the decision can safely be postponed until capacity is likely to improve, timing
can be part of supported decision-making.

Document the reason capacity was questioned. Avoid generic statements such as "has dementia therefore
lacks capacity”. Diagnosis, age, disability, addiction, emotional reaction or disagreement with advice cannot
substitute for a decision-specific assessment.

Safeguarding point
If a companion appears controlling, create a safe opportunity to speak privately and document facts
rather than assumptions.

Unwise choice versus inability to decide

The Mental Capacity Act 2005 expressly protects against treating an unwise decision as proof of incapacity,
and similar respect for individual choice underpins professional guidance. The patient may weigh outcomes
differently from clinicians. A person who understands that refusal creates a substantial risk may still choose
refusal because independence, faith, previous experience or another personal value carries greater weight.
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Clinicians should test understanding and correct factual misunderstanding, but not redefine capacity as
agreement with the recommended plan.

Influence, persuasion and coercion

Healthcare decisions are never made in a vacuum. Advice from clinicians and family, cultural expectations
and emotional relationships influence choices. Influence is not inherently invalid. Coercion is different
because it undermines free choice through threats, controlling behaviour, intimidation or other pressure that
the person cannot realistically resist.

Clinician behaviour can also threaten voluntariness. Statements such as "If you cared about your family you
would agree" or presenting a recommendation as the only morally acceptable choice are inconsistent with
respectful consent. Strong recommendations can be appropriate, but they should be reasoned and leave
room for refusal.

Safeguarding response

If coercion is suspected, try to see the patient alone, check immediate safety, clarify what the patient wants,
and involve local safeguarding pathways when appropriate. Record facts: who was present, what was said,
how the patient responded, and what action was taken. Avoid making a definitive allegation in the record
unless supported by evidence.

Complex cases may require senior clinical review, safeguarding specialists, advocacy or legal advice.
ClinicalEdu should teach recognition and escalation, not investigation.

Jurisdiction detail

England and Wales: the Mental Capacity Act 2005 provides the adult incapacity framework. Scotland: the
Adults with Incapacity (Scotland) Act 2000 and associated code govern medical treatment for adults with
incapacity, including Part 5 certification processes. Northern Ireland: the 2016 Act is not fully commenced,;
current DoH NI guidance must be checked rather than assuming the same route as England and Wales.
GMC duties concerning respect, communication and non-pressure apply UK-wide.

A structured response when capacity is questioned

When concern arises, start by specifying the decision and the reason for doubt. Then address reversible
factors and communication barriers. If assessment remains necessary, use the correct legal framework and
document the evidence for the conclusion. The sequence matters: a capacity assessment performed before
pain relief, interpreting or communication support may be less reliable and less respectful.

Where capacity is likely to fluctuate, record why timing matters. If the decision is not urgent, waiting for
delirium, sedation or severe distress to improve may enable the patient to decide personally. If delay is
unsafe, the relevant incapacity/emergency framework becomes important. Either way, avoid generic labels
such as "confused" as a substitute for decision-specific reasoning.

Power dynamics and clinician influence

Voluntariness can be compromised by healthcare staff as well as by family. Clinical authority, fear,
dependence and time pressure can make a recommendation feel like an instruction. Statements that
shame, threaten withdrawal of care or imply that only a "good" patient would agree are inconsistent with
genuine consent. A strong recommendation can still be ethical when it is transparent, reasoned and leaves
the patient free to refuse.

If the patient appears hesitant after a strongly framed recommendation, reset the conversation: state that
the choice remains theirs, explain why you recommend the option, invite concerns and ask what outcome
worries them most. This can distinguish authentic agreement from acquiescence.
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Problem

Typical clue

First response

Communication barrier

The person cannot access or express
information using the current method

Adapt communication and support
before capacity conclusions

Capacity concern

After support, there is a decision-
specific reason to doubt ability to
understand/use/weigh/communicate
under the applicable framework

Undertake the appropriate capacity
assessment

Voluntariness/coercion concern

The patient appears able to decide but
may not be free to choose

Create privacy, explore pressure,
safeguard and escalate as needed

Four-nation framework

Nation

High-level adult framework

England and Wales

Mental Capacity Act 2005

Scotland

processes

Adults with Incapacity (Scotland) Act 2000 and Part 5

Northern Ireland

Mental Capacity Act (NI) 2016 only partially commenced;
check current DoH NI status and local policy

Worked scenarios

Scenario 1

A patient appears to agree with surgery only when her partner is present and privately says she is
frightened of what will happen at home if she refuses. Capacity may be intact while voluntariness is

compromised.

Application: Explore voluntariness privately, address safeguarding risk and avoid equating apparent

agreement with free choice.

Scenario 2

An older patient makes a choice clinicians regard as financially or medically unwise. An unwise outcome

does not by itself prove incapacity.

Application: Assess capacity only if genuinely in doubt; an unwise choice alone is insufficient.

Scenario 3

A clinician in Scotland reaches for an England/Wales MCA form. Stop and use the Scottish AWI framework

and local process instead.

Application: Use Scotland's AWI framework and local process rather than an England/Wales MCA form.
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Practice checklist

e  Support communication before assessing capacity.

¢ Identify the exact decision and why capacity is in doubt.

e Separate disagreement and unwise choice from inability to decide.

e Consider voluntariness independently of cognitive capacity.

e Create privacy when coercion is suspected and use safeguarding pathways appropriately.
e Use the correct national legal framework and document the reasoning.

Official references

S001 - GMC: Decision making and consent. Scope: UK.
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent

S006 - GMC: Circumstances that affect the decision-making process - part 1. Scope: UK.
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent/
circumstances-that-affect-the-decision-making-process

S007 - GMC: Circumstances that affect the decision-making process - part 2. Scope: UK.
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent/
circumstances-that-affect-the-decision-making-process-continued-1

S019 - NICE: NG108 Decision-making and mental capacity - recommendations. Scope: England;
clinically useful more widely with jurisdiction label.
https://www.nice.org.uk/guidance/ng108/chapter/recommendations

S024 - UK legislation: Mental Capacity Act 2005. Scope: England and Wales.
https://www.leqgislation.gov.uk/ukpga/2005/9/contents

S028 - Scottish legislation: Adults with Incapacity (Scotland) Act 2000. Scope: Scotland.
https://www.legislation.gov.uk/asp/2000/4/contents

S029 - Scottish Government: Adults with incapacity: code of practice for medical practitioners.
Scope: Scotland. https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-
edition-practitioners-authorised-carry-out-medical-treatment-research-under-part-5-act/

S030 - Department of Health NI: Mental Capacity Act (Northern Ireland) 2016 - topic hub. Scope:
Northern Ireland. https://www.health-ni.gov.uk/topics/mental-capacity-act

S031 - Department of Health NI: Consent for examination, treatment or care. Scope: Northern Ireland.
https://www.health-ni.gov.uk/articles/consent-examination-treatment-or-care

Reference status: Links were verified in the Stage 2 dossier on 18 September 2026. Core high-risk pages
were rechecked during Pass 2 on 19 September 2026. Recheck high/very-high update-risk sources
immediately before publication.

Key takeaways

e Capacity, communication and voluntariness are distinct questions.

¢ An unwise decision does not by itself prove incapacity.

e Coercion can undermine voluntariness even when cognitive capacity is intact.
e Use the correct national legal framework and safeguard when needed.
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ClinicalEdu - Authoritative Stage 2 source map
C4: Capacity, voluntariness, influence and coercion

This appendix is the controlling source map for this module. Source IDs follow the Stage 2 Research
Dossier v1.0 (evidence reviewed through 18 September 2026). Any legacy shorthand labelled SUPP is
supplementary and is not a Stage 2 source ID.

S001 - GMC: Decision making and consent
https://www.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-consent

S006 - GMC: Circumstances that affect the decision-making process - part 1
https://lwww.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-
consent/circumstances-that-affect-the-decision-making-process

S007 - GMC: Circumstances that affect the decision-making process - part 2
https://lwww.gmc-uk.org/professional-standards/the-professional-standards/decision-making-and-
consent/circumstances-that-affect-the-decision-making-process-continued-1

S019 - NICE: NG108 Decision-making and mental capacity - recommendations
https://lwww.nice.org.uk/guidance/ng108/chapter/recommendations

S024 - UK legislation: Mental Capacity Act 2005
https://www.legislation.gov.uk/ukpga/2005/9/contents

S028 - Scottish legislation: Adults with Incapacity (Scotland) Act 2000
https://lwww.legislation.gov.uk/asp/2000/4/contents

S029 - Scottish Government: Adults with incapacity: code of practice for medical practitioners
https://www.gov.scot/publications/adults-incapacity-scotland-act-2000-code-practice-third-edition-
practitioners-authorised-carry-out-medical-treatment-research-under-part-5-act/

S030 - Department of Health NI: Mental Capacity Act (Northern Ireland) 2016 - topic hub
https://www.health-ni.gov.uk/topics/mental-capacity-act

S031 - Department of Health NI: Consent to examination, treatment or care
https://www.health-ni.gov.uk/articles/consent-examination-treatment-or-care

Publication control: recheck every high/very-high update-risk source immediately before publication. This
educational resource does not replace current law, national/local guidance or patient-specific clinical
judgement.
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