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Objectives

• Review aspects of Capacity Assessments

• Discuss the grey-zone of capacity decision making

• Discuss ways to respect the autonomy of geriatric patients



You Have The Right to Make Bad Decisions

…even though we wish you wouldn’t. 



Patient Example 1

• 70-year-old, widowed man, living alone. Retired military/handyman. Still drives. 
Multiple recent falls. Manages his own medications and all medical appointments. 
Needing a left hip replacement, with surgery scheduled within the next few months.

• Medical history: right hip replacement, obesity, HLD, HTN, heart attack in 1990s, CABG 
in 2010

• Expresses plan to have the surgery and then return to living alone.

• HBPC team members have concerns about his memory/functioning after their 
interviews. 

• St. Louis Mental Status Exam: 15/30, suggests dementia

• *Clients with dementia may have increased negative outcomes after anesthesia! Is this 
client able to decided to have surgery? Is his aftercare plan reasonable?



Patient Example 2

• 69 yr. old., divorced, male. Retired Antique Trader. Lives with roommate. Seen in therapy for 
depression and interpersonal difficulties. MH history: hoarding disorder, chronic depression, mild 
dementia (dx 10 yrs. ago), very distant diagnosis of bipolar disorder once while inpatient (20 yrs. 
ago). 

• Medical history: glaucoma, kidney disease, DM2, obesity, sleep apnea, HTN, hip replacement.

• Diagnosed with dementia in 2010, possibly Alzheimer’s type. Had hip replacement in 2009 with 
episodes of delirium/hallucinations in the months afterward.

• Montreal Cognitive Assessment (2011): 25/30

• Blessed Orientation, Concentration and Memory (2019): 0

• Recent loss of father, step-mother, and dog. 

• Client expresses plan to sell home and live in RV, travel indefinitely.

*Is this client cognitively intact enough to sell his home and travel???



What is Capacity?

• Capacity refers to an individual’s ability to make their own decisions.

• It’s assumed that you have capacity until determined otherwise.

• Sometimes medical teams approach capacity as an “all or nothing” skill set.

• Better to ask, “Capacity for what/when/where?”

• Capacity is variable. There are many aspects of capacity. Each decision 
represents a new capacity.



What types of Capacity are there?

• Clinical Capacity vs. Legal Capacity

• Driving

• Independent Living

• Financial Management

• Signing Legal Documents

• Medical Decisions- can break this down decision by decision

• Code status

• Medication management

• Consent to procedure 

• Appointing an POA



Continuum of Capacity

Has Capacity 

Diminished

Capacity 

Lacks Capacity



Ethical Balance

Autonomy Protection

Advocacy

Fidelity



How do you assess capacity?

Clinical Interview 
Structured Interview (e.g. 

Hopemont Capacity 
Assessment Interview)

Cognitive 
Screening/Mental Status 

Exam

Neuropsychological Testing

Functional Testing 

• Texas Functional Living Scale-
more often used by OT

• 5-10 minutes to administer

• Independent Living Scale- more 
used by psychology

• 30-40 minutes to administer



What to you 
look for in a 

capacity 
interview

Values/Cultural or Religious Preferences: What’s 
important to you in life? What values impact your 
decision?

Understanding of relevant information: Tell me in your 
own words what your understanding is of your condition. 
What are the risks and benefits of each treatment? How 
likely are the benefits and risks to occur?

Appreciation for situation and consequences: What do you 
believe is wrong with your health? Do you believe that you need some kind 
of treatment? What is the treatment likely to do for you? What treatments 
does your provider recommend? What do you believe will happen if you are 
not treated?

Reasoning or Formulating: Tell me your thoughts about whether to 
accept or reject the treatment? Which factors were important to you in 
weighing different treatment options? Why did some alternatives seem 
better or worse than others?

Communicating a Choice: Have you decided whether to go along 
with your provider’s recommendation? Can you tell me what your decision is?



Enhancing 
Capacity

Modifications to the 
environment, task.

Surrogate to increase support, 
help with decision making.

• What good things could come from this?

• What bad things could come from this?

• Given [bad things], what makes this an 
important activity for you?

Socratic questioning with 
simple language. 



Outcomes: Patient 1

• Repeatable Battery for Assessment of Neuropsychological Status
• Mildly Impaired Overall

• Independent Living Scale:
Memory/Orientation Low
Managing Money Moderate
Home/Transport. Low
Health/Safety Moderate
Social Adjustment Low
Total Low

Problem-Solving Moderate
Performance/Infor. Low



Outcomes: Patient 1

• Values/Cultural or Religious Preferences: Independence– client wants to stay in his own home. 

• Understanding: Understands the process of this surgery and recover as he’s done it before. Client 
and family might not understand how dementia will make recover different.

• Appreciation: Unclear during the process of giving feedback how much this client appreciates the 
new dementia diagnosis and how that changes his future prospects. 

• Reasoning or Formulating: Similar to above. Client’s reasoning does not change due to likely not 
understanding dementia diagnosis. Up to his surgeons and family to determine whether to proceed. 

• Communicating a Choice: Client communicates a consistent choice/desire to proceed with surgery. 

Medical Director decided to activate client’s advanced directive, to ensure that family continue to be 

directly involved in client’s healthcare decisions. 



Outcomes: Patient 1

• Diagnosis: Probable Major Neurocognitive Disorder due to Alzheimer’s Disease

• Discussed results with client and 2 adult children. 

• Discussed risk of delirium or further decline in functioning after 
anesthesia. Encouraged them to consider increasing client’s support 
after surgery.

• Medical director activated advanced directive.

• They proceeded with surgery.

• Client continued to have problems with ADLS.

• Son eventually moved with client
• had planned to only do this short-term but became permanent. 



Outcomes: Client 2

Testing results:

RBANS Indexes
Immediate Mem. Average
Visuospatial/Constr. Average
Language Average
Attention Low Average
Delayed Mem. Low Average
Total Low Average

FAS 19 Borderline
(F=3, A=7, S=9)

Trails A Severely Impaired
1 error

Trails B Borderline

Sorting Task WNL

Diagnosis: Unspecified Mild Neurocognitive Disorder



Outcomes: Client 2

• Client sold house, bought RV, travelled fairly successfully for 6 months

• Ran out of psychiatric meds due to not establishing care with a new psychiatrist. 
Unable to fill own med planners. 

• RV broke down further, not functioning. Client unable to manage his own housing 
needs; housed temporarily by homelessness program.

• Increased interpersonal problems, episodes of mania secondary to Ritalin.

• Client left temporary housing with plan to travel in RV again, but it was still broken. 
Living in motels agains.

• Discussed prior testing results with SW. 

• SW gave client limited options for housing. Client chose first option and is housed! 
(for now.)



Discussion

➢ Was it appropriate to activate client 1 durable power of attorney for 
health care?

➢ Was it my business to discuss concerns about surgery with client 1 
(given that I have nothing to do with the surgery clinic)?

➢ Was it ethical to limit client 2’s housing options? 

➢ Should we have involved client 2’s POA?

➢What are some challenging capacity situations that you have managed?



Questions?



Resources

▪ VA Capacity 101 Handout
▪ Appelbaum PS. Clinical practice. Assessment of patients' competence to consent to treatment. N Engl J 

Med. 2007 Nov 1;357(18):1834-40. doi: 10.1056/NEJMcp074045. PMID: 17978292.
▪ Jonsen et al. Clinical Ethics: A Practical Approach to Ethical Decisions in Clinical Medicine, 6th

edition. Viewed 11 August 2007. http://www.accessmedicine.com/resourceTOC.aspx?resourceID=90

▪ Raymont V, Bingley W, et. al. Prevalence of mental incapacity in medical inpatients and associated

risk factors: cross-sectional study. Lancet 2004;364:1421-7.

▪ Brauner DJ and Merel SE, How a Model Based on Linguistic Theory Can Improve the Assessment

of Decision-Making Capacity for Persons with Dementia. Journal of Clinical Ethics 2006: 17 (2) 139-

148.

▪ Ethics in Medicine | UW Department of Bioethics & Humanities (washington.edu)

https://www.va.gov/files/2021-12/Capacity-101-Handouts%20.pdf
https://depts.washington.edu/bhdept/ethics-medicine


wycoa@uwyo.edu | (307) 766–2829

www.uwyo.edu/wycoa


