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Executive Summary

1

This practice guideline psovidesareference for psychologists in the Department ofVeteransAffairs for
making decisions inconducling clinical assessments for decisional capacity and competency in older adults.
The guideline wasdeveloped by a panel of subject malter experts bout within and outside of the Department
ofVeteransAffairs. Drafts ofthe guideline were also reviewed by other subject matter professional oups for
clinical utility and standards ofcare.
The guideline integrates psychological research, clinical experience, and available standards ofcare in
recommending aconceptual framework and procedures to be followed in evaluatingand communicating fmd
ings about cognition, mental health andspecific capacities needed by courts inmakirig competency determina
tions, In addition to recommending evaluation strategies and test selection, the guideline identifies important
assessment considerations in working with older adults. The guideline addresses the critical issue of sensitivity
to individual rights for self-determination and autonomy and include a review of the legal context in which
psychological evaluations for competency determination are made. The limitations ofthe guideline are noted
along with implications for furtherresearch. Also appendedare examples of the use oftheguideline in specific
clinical situations.

Background and Use

The majority ofthe assessment instruments referred to in this G
Assessment Resource Guide 1996 published by the NCCC
sessment instruments for use with an elderly population. The Gu
srsforTnatsonon reliability, validity, and normative data for elder
for each instrument. Copies ofboth the GeropsychologyAssess
line are available in all VA Medical Center Libraries and can be

National Technical Information S
U.S. Department of Com

5285 Port Royal Ro
Springfield,VA 2216
703.487.4650

To order the GeropsychologyAssessment Resource
request publication PB-96-

This practice guideline supports the commitment of the Department ofVeterans Affairs to provide
quality health care to veterans. It is this commitment to quality care and responsiveness to the needs of
veterans sviuich is the ultimate purpose and goal ofthis guideline.
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I. Introduction

A Geropsychology Technical Advisory Group hereaft
February 1996 to examine ways to enhance the care of old
Department of Veterans Affairs VA. The panel was compo
with subject matter expertise in geropsychology and ncurop
sion to develop a practice guideline to promote assessment
of enhancing the quality of care ofolder adults. The decisio
tionally supports the VA’s health care goals in developing g
mending health care decisions and behaviors that positively
of their activities.

PAGE INTENTIONALLY BLANK

This document describes both the process used in developin
anddecision framework for the psychologist to followinconduct
tency in the older adult. Section II details the process used in de
the scope ofthe guideline, including adefinition of the clinical task
for whom this guideline was wrtnen, and Section IV identifies pri
tion V contains the practice recommendations themselves.

The limitatiotss of the guideline and the need for additional
review by the panel are summarized in Section VI. In addition to
document also contains appendices designed to educateand assist
appendices include a description of legal issues involved in
logical validity issues, and examples of the use of the guideli
references in support of the recommendations contained in th
review by the reader.
H. The Guideline Development Process
A.

Panel Selection and Oualifications

The panel was composed of psychologists with train
services to older adults. Four of its nine members have s
sessment. Three of its members participated in the

geropsychology assessment instruments with reliability,
population. Another member had recently published a rev
tency incognitively impaired older adults. Although the guid
a decision was made to include two non-VAsubject matter ex
base ofthe panel. Assistancein reviewof the guideline for

matter expert who had recently provided achapter on clinic
adults in a bookpublished by theAmerican PsychologicalAss
tnent of this practice guideline was provided by staff of th
ment.
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B.

Sel ctionof

Guideln Topic

The decision to develop a practice guideline for clinical assessment to support competency
determination in older adults was based on a needs assessment process. The panel first developed
a list of the most frequent assessment and treatment activities of psychologists in geriatric and
extended care settings. This list of activities was then transmitted by electronic mail to 950 psy
chologists and other mental health practitioners in the VA with a request to identi’ the activity
which would most benefit from a practice guideline. The same request was directed to members of
Psychologists itt Long Term Care PLTC, a group of VA and non- VA psychologists organized to
study and share concerns of psychologists working in long-term care settings. Both VApsycholo.
gists and the PLTC identified assessments used in competency determination as the clinical activity
most in need of a professional guideline.
C.

Procedual Decisions

In planning for the development of the practice guideline, the panel reviewed both the Template
for Developing Guidelines published by the American Psychological Association APA in 1995
and the Interim Manualfor Clinical Practice Guid4line Development published by the Agency for
Health Care Policy and Research Woolf, 1991. The decision was made to adopt key recommen
dations supported by both documents, including review of relevant literature, promotion of empiri
cally based research findings, and review by external groups. Also helpful in the development
process and review ofthe work of the panel was the use of an instrument for assessing the develop
ment and content of clinical practice guidelines published by the Institute of Medicine Field &
Lohr, 1992.
Following the selection of the guideline topic, panel members mel to define the scope of the
guideline see Section III and to determine principles to be used to guide its recommendations see
Section IV. Panel members were given assignments for preparing different portions of the guide
line document to include reviews of relevant literature for each section.
D. Review

by

External Groups

Feedback on the scope and guiding principles identified by the panel was requested of the group
of psychologists and mental health practitioners in the VA and the PLTC group members who helped
identity the clinical activity most in need of a practice guideline. Drafts of the guideline were
reviewed by 15 Psychology Services in the VA. Also identified were a number of professional
groups that the panel believed could be useful in providing a subject matter external review of the
clinical utility and appropriateness of the guideline. Feedback was requested and received from
reviewers provided by the following APA Divisions: Clinical Psychology 12, Psychologists in
Public Service 1 , Adult Development and Aging 20, and Clinical Neuropsychology 40. The
panel also requested the NationalAlliance ofthe Mentally Ill to review the guideline for patient and
family concerns.
Feedback received from all reviewers on drafts ofthe guideline was quite positive. Of specific com
ment from reviewers wasthe evaluation ofthe guideline as appropriate,justifled by available research, and
generally within the abilitiesofclinically twined psychologists to administer and interpret findings without
specialized twining in neuropsychology and geropsychology. Reviewers ofa firstdraft suggested a clearer

distinction between the clinical assessment and legal pro
recommended was use of the term capacity as a substitut
language in state laws. Although use of the term compete
text, later reviewers found increased use of references to
assessment process when used in support of legal comp
reviewers to reorganize some of the document material f
E.

Fol w-upReview

It is the plan ofthe panel to request feedback fromVA ps
in terms ofevaluating changes in practice asa result of the
recommendations for changes in the guideline. Given the
patient and anticipated research in further developing this ar
test selection and procedures will need to be updated to ma
anticipated that this feedback process will be used to revise
period.
Ill. Scope of the Practice Guideline
A.

Definition ofClinical Task

Assessment for competency determination in this guideli
designed to assist courts and other practitioners to determ
judgment to appropriately participate in specific decisions.
care, such as consent to treatment and advance directives, and
regarding living arrangements, legal contracts, financial

Slrzepek, 1990. The guideline is intended to assist clinic
of deficits in cognitive abilities and other areas of functi
the time of the assessment. The etiology of or the transit
and decision making may emerge in the evaluation, an
needed requiring addi ional skills or knowledge if inform
these deficits is required.

The development ofthis practice guideline for clinical as
nation also requires ass appreciation ofthe fact that competen
such, can only be determined byarelevantcourt ofjurisdicti
varies among states, it is beyond the scope ofthis practice gu
Psychologists receivingreferrals for competency assessment
chological evaluation requests to supply cognition, men
courts to use in maldng the legal determination ofcompetenc
by psychologists do not in themselves alterapatient’s legal
assist in this determination must be based onthe psycholo
Equally important ‘in this match betendlinical evaluation d
evaluations may not proceed to adjudication and because of
tency determinations. Should the clinical evaluation be involv
its findings should stand up to scrutiny under legal standar
NATIONAL CENTER POE LOST LONTAINMENT
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1987. This guideline provides professional guidance for psychologists involved in assessments
that are most likely to provide relevant data for a legal determination ofcompetency. Psychologists
involved in these assessments are also urged to review Appendix A for an important discussion of
issues involved in legal determinations of competency.
It can be additionally noted that the VA has a special responsibility to make determinations of
the desirability of appointing a representative payee for VA funds, This determination is indepen
dent and separate front a legal decision regarding competency to handle other, non-VA funds. Al
though this determination is not made in a court, a psychologist responding to a request to assess
abilities to handle VA funds should consider the concepts for the clinical evaluation of specific
capacities contained in this practice guideline in making this determination.
The determination of legal competency requires a balancing of social values: the right of an
individual to make autonomous decisions versus the social obligation to take away that right, at least
on a temporary basis, as a benevolent action to protect the individual or society. When health care
professionals participate in assessments for legal determination of competency, typically the judg
ment concerning howto balance these social values isthe taskof the court.
It is clear that competency is a complex construct with many clinical meanings and different
definitions within the legal system Hankin, l995; Robertson, 1985; White, 1994. Psychologists
involved in evaluations relevant to determining specific capacities involved in competency will be
alded by developing a conceptual framework specific to the competency evaluations they perform
Kaplan & Price, 1989. This guideline is intended to assist psychologists in developing that frame
work.
B. Practitioner Gmoup for Which the Guideline was Developed

The fo[lowingpractice guideline is designed to direct the professionalactivity ofdoctoral level licensed

C.

Target

PatientPopulation

and Settine

The following practice guideline is not limited to se
for helping courts determine the competency of older ad
outpatient, primary care, and extended care settings. Si

guideline recommendations was primarily focused on
capacity in older patients, this guideline may have lisn
competency factors in younger patients with decisional
injury or other conditions.

IV. Guiding Principles Used in the Development of t
A. Ethical Considerations

Psychologists performing clinical evaluations for lega
duct such assersments in a manner consistent with the Eth
of Conduct American Psychological Association, 1992
quirements to provide services only within the psycholo
psychologist’s respect for the rights of others to hold valu
their own. Sensitivity to cultural, individual, and role diffe
viders and their patients are also important ethical consid
Guidelines for Providers of Psychological Services to E
Populations American Psychological Association, 1990
sues are addressed in the sections below.
B.

Patien Considerations

clinical or counseling psychologists in the VA, and those they supervise, who have been requested

to perform an assessment to evaluate cognitive capacity,judgment, and mental health status affect
ing competency as part o* a clinical treatment or administrative process. No special credentials in
geropsychology or neuropsychology are assumed, but responsible practice will require an adequate
knowledge of clinical disorders and psychological assessment methods relevant for older adult
populations. Although the guideline was developed for VA psychologists, the guideline may assist
in guiding the practice of psychologists in other long-term care or clinical settings.
It can be noted that the practice guideline described in this document represents the best thinking
about how to conduct clinical evaluations for use in competency determination currently supported by
psychological research, clinical experience, and available standards of practice. As such, it is rec
ommended that VA psychologists be knowledgeable about and use it in guiding professional prac
tice decisions, There will be unique situations, however, in which deviations from this guideline
may be required. Good practice will suggest that such deviations are noted and justified as serving
the best interests of the patient. Section VI additionally notes limitations of this practice guideline
and implications for further assessment development and research.

Informed consent for the evaluation must be address
possible uses of the evaluation must be fully explained
confidentiality and limits of confidentiality. Since patients
be under acute stress andlor exhibit signs ofbehavioral or p
that the explanation be presented in as simple and straightfo
understanding of the context of the evaluation and aware
some cases, lack of awareness of mild difficulties can have
awareness of more significant deficits.

Given differences in educational achievement amon
cline, it is incumbent on the psychologist to tailor the int
the patient’s level of understanding. Olderadults may have
with a testing situation. Every effort should be made t
evaluation as possible in the patient’s primary language an
to enhance understanding.

As well, it is important to understand the patient’s
cognitive deficits and behavioral problems that have led
report by Buchwald, et al. 1994, attentions is called to the
CLINICAl. ASSESSMENT FOR COMPETENCY
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* linguistically minority background have culturally based models for explaining illness such as
"hot" and "cold" forces,blood loss orconditions ofthe blood, or social transession. These explanatory
models are often at variance with Westem biomedical thinking and thus can make it difficult to
conduct needed assessments, since the rationale for such inquiries may be at odds with the patient’s
and family’s beliefsystem. Buchwald and associates provide a number ofspecific examples ofhow
culture influences illness behavior, along with specific concrete suggestions for how practitioners
might respond and accomplish their agendas while at the same time, showing respect for the be
liefs ofthe elder minority veteran.
The psychologist must attend to sensory and physical problems frequently encountered in older
adults in planning the testing environment and interpreting the results. A determination must be
made of whether the patient can adequately read, see, and hear any stimulus material in the assess
ment. The psychologist should determine if the patient has brought along hearing aids, glasses, or
other visual aids and is using them during the assessment sessions. A well-lit, quiet room with the
psychologist using large print materials and frequent rest breaks is critical and adds reliability and
validity to the results. Physical limitations due to arthritis or Parkinson’s disease can impede test
performance but not necessarily impede decision making capacity.
C.

Asemnt

yny ...UIbIV=LdUVIIS

The evaluation offactors affecting competency must be guided by both clinically useful as welt
as cost-effective procedures. Assessment for competency should, at a minimum, augment a clinical
interview with performance-based, empiricallyvalidated instruments with age and education-based
norms for older adults. The assessment should include an evaluation of cognition as well as other
clinical conditions which would affectjudgment and decision making. Since competency involves a
match between person and environment, the assessment should additionally strive to use ecologi
cally valid measures which have direct relevance to the specific abilities in question. The assessment
process for competency determinations further requires that the clinician collect information on the
decision demands ofthe environment, such as the types of decisions to be made, the context of those
decisions, and the potential consequences ofdecisions to be made.
To assist psychologisthin selecting instruments to assesscapacity and competence in the older adult.
this practice guideline will identify assessment instruments which meet the requirements listed
above. As such, the identification ofspecific instruments is not intended to recommend the use of
these instruments alone. The assessment expertise of the psychologist should guide the use of
instruments which are not mentioned or may later be developed which meet the recommendation
for using empirically validated instruments with age, education, and cultural norms for older adults.
Assessment data should be obtained from a variety of sources including, when possible, family
and staff in addition to the patient. Serial evaluation sessions are preferable to single session evalu
ations in that some patients manifest variable daily functioning fluctuating capacity which can
only be discovered across several time periods.

V Practice Guideline for Clinical Assessment of F

The purpose of this practice guideline is to assist VApsy
assessment procedures forthe evaluation ofcritical factors rela
decisional capacity. The guideline details five important steps in
older adults: referral clarification; planning to insure an ethical,
ment activity itself; the synthesis and communication of asse
appropriase follow-up evaluation. These steps are brieflydescrib
algorithm atthe end of Section VII. AppendixCalso pro%ides e
ofclinical situations. The essential considerations and activities
A.

Referl Clarification

Psychologists have the responsibility to
clarify the referral question and ensure that their
services are used appropriately. ‘l’he receipt of
a request to evaluate competency functioning does
not necessarily mean that the recipient should conduct
even be made. First, the psychologist muss always ac
competence and area ofspecific privilege. The psycholo
working with older adults and who lacks knowledge o
should not conduct the evaluation. Although a psychol
evaluation of factors affecting legal competence, a specif
as the ability to manage a complicated fumily trust, about
Even if the psychologist has the requisite skill to addres
ations, such as the existence of a dual relationship, whic
ment. If a psychologist has been treatinga patient for severa
be provided by another psychologist.

Second, the psychologist has the responsibility to det
making a reasonable request for psychological services. Pr
needs to determine if the referral source understands what is
are. There are times when an assessment is not needed. Fo
patient has a durable power of attorney for health care a
activation ofthe power ofattorneyand not competence or gu
be staff consultation about local policy and not assessment S
tal discharge planners may ask foran evaluation in order to
assessments know that court hearings for competency deter
weeks and that nursing homes may not admit the person in
least in the final stages. In this case, the psychologist needs
family in order to complete a timely assessment and/or to
considered.

After the psychologist has conferred with those making
appropriate and consistent with local policy, the psychologis
tence is not an easily defined, discrete concept There is alw
being consulted, and it is often not clearly stated. The psycho
CLINICAl. ASSESSMENT FOE COMPETENCY
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under which the person is allegedly unable to function unde
cific areas ofskill and function are at issue? In what circu
does the patient have to assisthim/her ‘us thismatter? Whyi
critical incident? Are there any major changes e.g., surgery
significant impact on this individual’s ability to make decisi
healthcare team at the start ofthe evaluationwill significantly
and the Outcome.

Table I
W.v

Seenc in

assessment for Compete ncy Assessment in the Older Adult

I

Step

A. Referral Clatification

B. General Assessment
Planning

Activity

Review of consultation request and clarification of
referral, including decisional capacity in question
and qualifications of psychologist.

B. General Assessment Plannine

Before proceeding with the evaluation,
the psychologist must approach the patient and
obtain informed consent to conduct the evaluation.
Careful consideration and accommodation must be
given to potential cultural, language, and cohort barriers.
confused by the request, and it might be appropriate to ha
present during the request for consent. The basic princip
stration of an understanding ofwhat is proposed, weighing
appreciation of having a choice and the consequences o
question, the psychologist will know what is expected from
appropriate local and state requirements for documenting i
also know if the patient already has an attorney or a cou
contacted before proceeding. The limits of confidential
clearly stated. The state, health care providers and ins
involved in the outcome which may radicallychange the m
after the initial consent is obtained, it is advisable to i
assessment process as it unfolds.

Assessment decisions to ensure an ethical,
appropriate, and vatid assessment, including

obtaining informed consent

I. Clinical interview with patient, family, and

health care informants to assess the patient’s values,

goals and preferences.

2. Performance-based assessment ofcognitive
functioning.

C. Assessment

3. Clinical assessment of mental health factors.
4. Performance-based assessment of specific
decisional capacities.

.
*.

D. SynthesIs of Data
and Communication
of Findings

The situations in which psychologists are asked to cons
a plan in place to deal with refusal to consent and, perhaps m
the patient isunresponsive and unable to give consent, should
the psychologist must consult with other members ofthe hea
situations in which the psychologist will proceed anddocum
inthemedical record. lfthatpatient’sconditsonislife-threate
not return, proceeding without clear consent from the per
relevant family, the court, and the patient’s legal counsel abou
However, if the patient has just had an acute medical illne
decision is required, it is muchmore appropriate to wait un
then approach again for consent. Determining if, when, an
judgment, supervised experience, andconsultation with exp

1. Determination of key findings and developing
conclusions.
2. Preparation of written report which synthesizes
patient history, interview, and performance-based
assessment data bearing on the specific decisional
capacity in question, including conclusions and
recommendations.
3. Discussion of assessment data arid conclusions
with patient and relevant family members.

E. Follow-up Evaluation

CLINICAL ASSESSMENT FOR COMPETENCY

Once past these hurdles, the psychologist can plan
decisional capacity. Appropriate social, medical, psychi
question must be gathered. The patient’s perception o
situation must be determined in an interview. The value
and appreciated. Other members of the health care tea
patient’s functioning. For example, these insights can gui

Evaluation of impact of recommended interventiont
and assessment of changes in functioning.
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and how to maximize performance. The psychologist also needs to identify what information from other
professionals will be needed in onier to write swell integrated report. Ifthe patient consents, it is often
useful to interview key fisnily members to develop an awareness ofthe premorbid level of functioning and
ofthe patient’s life-long pattem of choices and values.
It is important to provide adequate privacy and to maximize the performance of the patient in
the interview and testing. The results can be significantly affected by the time of day for frail,
hospitalizedelderlypersons. Unless the situation is urgentor otherwise impossible, multiple assess
ment sessions are strongly advised. Sensory deficits must be accommodated. Care must be takers
not to ftigue the patient. Cultural and cohort differences must be respected and integrated in the
assessment Prior training and experience in geropsychology is helpful in developing rapport in
these situations.
C.

Asemnt Domains
1. The

ClincalInterview

An evaluation for the purposes of
assisting in legal competency determination
should begin with a clinical interview. The
clinical interview should include an informal
assessment of mental status and a thorough assessment of psychosocial factors bearing on the
competency issue in question. The informal assessment of mental status should consider the
patient’s appearance, level of alertness and orientation, thought content and process, presence of
delusions and hallucinations, range of affect, mood, use of speech and language, and reports of
harm to self or others. Many ofthese factors may then be assessed more formally and in greater
detail as explained in the mental health section ofthis guideline.
In addition, the clinical interview is an opportunity to understand the patient’s perspective
on the specific capacity issues in question. This can include questions regarding the patient’s
beliefs and values about the issues in question, how these decisions have been made in the past,
what experiences influence their current decisions, what are the patient’s social network and
degree of social support,
what role have family and friends played in these decisions in the past.
Fieure
and how important are autonomy, altruism, privacy, and like considerations in the patient’s deci
sion making. When medical decision making is considered, a clinical interview may include
questions about fear of death or value of life, concem about being a burden on others, concern
about being dependent on others, experiences which continue to make life meaningful despite
disability, and other related values Doukas & McCullough, 1991; Karel & Gatz, 1996;
McCullough, Wilson, Teasdale, Kolpakchi, & Skelly, 1993. Such interviews with informants
can determine the consistency of current values with past values, or differences between the
patient’s values and those seeking guardianship. Questions about these topics may reveal that
the patient’s neuropsychiatric condition e.g., dementia, schizophrenia affects their belief sys
tem or abilIty to articulate their belief system, or, such questioning may reveal consistent and
clear values despite limited decision making ability.

L

2.

CoenstiveAssessmess Guideline
An assessment of cognition should be

completed when a psychologist is asked

to evaluate an older adult in regards to legal
competencies for several reasons. First, many
competency related questions focus on cognition. Forexa
capacities to manage their healthand financial decisions o
makingis rational and reflects adequate understanding an
arise in late life often stem flum conditions thatare primar
evaluation ofcognition can be used to describe qualitative
cognitive functioning,

Second, anassessment ofcognition may potentially d
or reversibility ofany observedimpairment. Such informat
conditions underlying competency detenninations. An ev
or determine the reason for cognitive dysfunction.

Third, other competency related questions may foc
independent living, for which cognition plays a central
successful and consistent everyday functioning. An eva
aspects of everyday functioning relevant to the specific ca

Evaluation of both cognition and specific capacitie
ment as they provide different and often complerne
functioning, as diagramedin Figure 1. For example, in an
asset management, a cognitive test may be informative a
reasoning, while a specific capacity test may be informa
knowledgeable about basic financial concepts. Both are
standards for competency for asset management are appl

I.

functioning.

Prediction ofeveryday

Test of

Cognltion

J

Test

Everyday functioning

l..egalconipetency

The prediction ofeveryday functioning from tests o
scientific literature than the p

received less attention in the
CLINICALASSESSMES1T FOR COMPETENCY
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important in comprehensive evaluations for determining legal competencies. Because ofthis, a review
of research regarding the relationship of tests of cognition toeveryday functioning in older adults is
providedinAppendix B. The following three sectionsoutline issues which bear upon test selection and
interpretation forevaluations concerning legal competencies. Ageneral background in psychological
test selection, adminiaxion, and interpration isprestnned.
Teat Selection: Planning for cognitive assessment requires attention to the selection of
assessment methods and instruments with sufficient normative data and adequate reliability esti
mates for the elderlypopulation. Furthermore, psychologists should select tests that have been vali
dated tosupport the "appropriateness, rrseaningfulness, and usefulness ofthe inferences made from the
test scores" Standards forEducational and Psychological Testing, 1985. As noted above, in addi
tion to directly providing information about cognitive functioning, an evaluation of cognition in the
context ofcompetency determination is generally concerned with two types of inferences: the likeli
hood of specific diagnoses e.g., dementia, delirium and the prediction of everyday functioning e.g.,
driving, medication compliance. Interpretation ofcognitive assessment data refers back to informa
tion on the validity ofspecific tests in predicting diagnoses and everyday functioning in older adults.
Complicating Factors: Cognitive assessment ofolderadults requires attention to factors other
than disease related dysfunction that may complicate the test performance of older individuals. These
factors include sensory deficits, speed of processing, floor effects, and individual differences related to
education, ethnicity and cohort. A brief review ofthese issues follows. For more information, readers
are referred to Benton and Sivan, 1984, Ganguli et al. 1991, Loewenstein, Arguelles, Arguelles,
and Linn-Fuentes1994, and Schaie 1994.
One of the most common confounds in psychological assessment of older adults is the potential
for sensory changes to appear ascognitive deficits. For this reason, psychologists assessing the
cognitive functioning ofolderadults should insure that the individualcan see and heartest stimuli. Test
procedures developed for younger adults may not be appropriate for an older adult with sensory

evaluation should span some range of functioningbetwee
nism for manipulating difficulty level acrossthis range C
1991.

A numberof factors contribute to increasing hete
life experiences, such as educational attainment, histo
nomena experienced by certain cohorts; and non-norm
comorbiditiesBaltes, 1987; Schaie, 1994. Anolderind
background potentially affects performance on standar
standardized testslack normative data for aging populati
that are informative about the role ofcohort and individ
adults Lichtenberg, Manning, Vangel, & Ross, 1995; L

A number of publications address the issue of c
ethnic or linguistic minority elders. Valle 1989 des
free" or "culture fair" tests to assess cognitive capa
careful understanding of the influence ofacculturation
pointed outthat most"ethnic elderly" are likely toremain
tioncontinuum, in terms of formal education likely to
preference likely to be original language even ifsome E
about their deficits likely to be influenced by religious an
ing of normal vs. abnormal aging. While he focused
Ponton, 1996, many similar points were made by Bak
sessmentoftheAfrican-AinetiCan elder. Although langu
with certain health conditions such as hypertension tha
tive impairment and not others. Analogous arguments
Asian elders: shediscusseSthe many problems that can a
Chinese language, for example, where the months ofthe
on versus having names, as they do in English, and a
assess cognitive function, whenever possible.

Older adults, on average, demonstrate slower speed of processing and reaction time than
younger adults Bashore, Osman, & Heffley, 1989 which canconfound interpretation ofperformance
on cognitive tests that aretimed, particularlythose requiring the division ofattention tomultiple sources
of information Mazaux et al., 1995. Because of this, psychologists assessing older adults should
choose tasks that are not timed, or if timed, insure that test scores are compared to age appropriate
normative groups to minimize the potential confound ofcognitive versus speed of processing impair
ments.

In summary, selection of tests and interpretation
of cognition in older adults is fraught with potential c
of processing, inappropriate difficulty level of teats, a
language, and education, confuse the relationship am
ofobserved deficits. Psychologistsshould be knowledg
to address these common pitfalls in the cognitive assess

Individuals may present with a wide range of performance on standardized tests, from de
fective to superior. Tests developed for normal populationsdo not discriminate well for patients
with significant cognitive impairments Chapman & Chapman, 1973. These tests may be useful
in indicating that an individual is impaired relative the normal population, but generally suffer
from floor effects when used to answer questions about patients with dementia. Tests developed for
the normal population maybe insensitive to change, and may mask degree ofimpairment between two
ability domains relevantto questions of differential diagnosis, prognosis, and treatment outcome
Christensen, 1989. For this reason, psychologists assessingcognitive functioning should insure that
the test is of appropriate difficulty level for the individual patient. Iddally, tests used for a dementia

Cognitive Domains Relevant to Specific Capa
for specific capacities should adequately assess all c
capacities in question, and in most cases will repres
screening e.g., Mini Mental State Examination and
Halstead Reitan Battery. In selecting which domains to
ria: use tests forabil ities relevant to the specific capacitie
by the presenting condition. In addition, a key part o
functioning when competency issues are raised is the a
which may predict the individual’s potential to manage a

LLINICALPSSESSMENT FOR LOMPErENCY

I’AGt t

NTIoNAL

CENTER

FOR COSTCONITAINMEMT

NATIONAL CENTER FOR COST CONT’JNMEF4T

Pö1I 3

Finally, tests used to assess cognitive domains should be culturally fair.
Tests of cognitive abilities relevant to specific capacities may include learning and memory
when individuals must learn and remember new information to make informed decisions; rea
soning and executive function when individuals must use judgment or reason through options;
language when individuals must communicate preferences; and visual-spatial reasoning when
individuals must manage driving, home, or self-care. Clinical judgment and familianty with the
literature concerning the relationship between cognition and everyday functioningAppendix B
will assist appropriate test selection.
Tests of cognitive abilities relevantto the presenting condition will vary by the deficits asso
ciated with various presenting conditions. In cases of dementia or delirium, abilities to assess
may include attention and concentration, memory, reasoning and executive functioning. A gen
eral background in neuropsychiatric conditions affecting olderadults and related psychological
assessment methodswill assist in appropriate testselection.

tamed on that information, andoften involves prefronta
called recent memory, is considered the relatively perma
quantity regardlessofthe focus ofcuzient attention. Ins
indefinitely followings delay, and often involves prefro
ment of primary and secondary memory in both verbal a
diagnostic determination LaRue, 1992. Remote memo
potentially well-learned information,

The assessment ofmemory is especially importa
relies upon adequate memory, such as memory for tr
support the weighing of risks and benefits in a treatm
memory in geriatric populations include memory batte
such as Logical Memory subtest WMS-R, Visual Repr
ate subtest ‘MS-R, Recall and Recognition DRS,Au
Memory Evaluation, and California Verbal LearningTe

In regards to choosing culturally fair tests, specific test batteries containing validated and
reliable tests ofcognitive function cart now be found for certain groups ofethnic elders. Valle 1993
described a neuropsychological test battery that is particularly sensitive for use with non literate His
panic elders, based on work done with colleagues at the UCSDAlzheimefs Disease Research Center.
Mungas 1996 followed upon this work by developingaseries ofmeasures with no linguistic bias that
can be used with Spanish speaking elders of mininsal formal education, as well as with English speaking
elders in the same situation, using pattern recognition, spatial localization, verbal and nonverbal con
ceptual abilities, and others. Similarly, a very new and briefseries ofmeasures to assess cognitive
function inAsiar elders was developed byTeng et al. 1994 using measures of attention, concentra
tion, and short and long term memory, abstraction, and others.

The capacity to reason and pmblem solveinvolves a d
don of information, organizing information and initiating a
relationships between concepts. Reasoning and executiv
areasofthebrain. Difficulties with disinhibition, intnssio
dorsolazeral frontal deficits, while apathy and poor initiatio
standing a patient’s capacity for reasoning, organizing, pl
standing abstract concepts is important for manycompete
reasoning and executive function in geriatric patients, incl
WAIS-R,Trails B, and WisconsinCard Sorting Test.

A brief definition ofcognitive abilities and tests forgeriatric populations follows. For more
information, readers are refereedto the GeropsychologyAssessinent Resource Guide, 1996 Revision
1996, LaRue 1992, Lezak 1995, Lichtenberget al. 1994, McKitrick, Friedman, Thompson,
Gray, and Yesavage 1997 and Thompson, Gong, Haskirts, and Gallagher 1987. These core do
mains are describedas distinct abilities for conceptual ease, although they may extensively co-vary,
especiaily when neuropathology affects diffuse areas of the brain.

Language is comprisedofnumerous components, inc
edge, lexical knowledge, comprehension, naming,and fl
dominant hemisphere. An assessment oflanguage include
and reading. An assessment of these abilities to comm
competencies in question concern clear communication,
ences. Tests used to assess language in geriatric popula
Vocabulasysubtest WAJS-R, the Controlled Oral Word
the Boston gnosticAphasia Examination BDAE or th

Attention and concentration abilities concern the individual’s capacity to focus upon and
provide sustained attention to stimuli. Some tests of attention also evaluate an individual’s
capacity for divided attention, or ability to attend to two different tasks at the
same time, and
selective attention, or ability to attend to a particular signal and ignore others. An assessment of
attention and concentration provides important information about these domains, and is also
important in establishing the ability to adequately focus on other tasks, such as tasks relevant to
the competency question and necessary for subsequent cognitive testing. Tests used to assess
attention in geriatric populations include Digit Span WAIS-R, Visual Attention DRS, Trails
AoftheTrail MakingTest, Mental Control WMS-R, PacedAuditory Serial
AdditionTaskPASAT,
and letter or figure cancellation tasks.
Primary memory is also called immediatememory or working memory. It consists of memory
for
a limited amountofinformation which is retained for a limited duration, as longas attention is main.
FOE COeTENCY
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Visuospatial abilities involve the ability to organiz
tial demands of the environment. Visuospatial abili
dominanthemisphere. An assessment of visuospatial a
competency issues concern spatial and perceptual task
in Appendix B. Tests often used to assess visuospatial
performance subtestsWAIS-R, HooperVisual Orga
Test, and Trail Making Test.

Anassessment ofawareness of deficit is important w
tency. An individual’s awarenessofhis or her deficit may b
for any observed deficit and may thus indicate the degre
herself in danger. For exarnple,apatient with poor memo
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medications ifhe or she is aware ofthe deficit and can followsplan for reminding him or herself to take
medications. Awareness of deficit is typically assessed through clinical interview and observation,

although tests are being developed e.g.,Anderson &Tranel, 1989.
3.

Mental Hea1thAssesmser Guideline

It iswell-known that the patient’s
overall mental health status can have a
significant impact on cognitive function,

judgment and decision-making. For example,
a patient who is severely depressed and has little hope for what the future might bring may
perform poorly on tests of cognitive capacity simply because he/she does not attend to task instruc
tions or does not put forth the required mental effort to complete tasks successfully. Similarly, poor
judgmentand decision-making ability might be a
ntasaretofextremepessimismabout future
events or the patient’s poor self-appraisal of his/her ability tocope with stressful situations rather than
any limitation in understandingdue to physiological disorders. In patients with mild to moderatede
mentia due to structural or metabolic complications, the prevalence ofaffective disorders ranges as
high as 30% with depression being the major culprit Feinberg& Goodman, 1984; Reifler, Larson,
Ted, & Poulser,, 1986. Deficits due to psychological factors axe more likelytobeternporary in nature
arid often can be alleviated substantially when appropriate treatment for the causes is administered,
even in patients withdementia, Therefore, it is important to determine the level ofdepression and
anxiety or the presence of a thought disorderat the same time an assessment of competency is being
made. It can also be helpful at times to have a clearer understanding of characterological tendencies
which might hamper rational decision-making. For example, a fiercely independent person with an
excessively rigid and inflexible interpersonal style,who is also showing mild cognitive slippage but still
reasonably intact, might refuse treatment because it requires that he/she must assume an intolerable
position of being dependent on others. Careful work with such individuals focusing more on their
characteroloejeal components ratherthan the loss ofcognitive capability can often help them arrive at
useful rational decisions.
To obtain a reasonable assessment of mental health factors and their contribution to a state
of incompetence in a patient often requires information from multiple sources, including family
members, friends and other professionals, and thus can be very time and labor intensive. One
might argue that the added burden of such extensive efforts, may not be cost-effective. How
ever, the prevalence ofa dementia-like syndrome due to psychological factors, which is referred
to as pseudodementia, is reported in some studies to be as high as 15% Rabins, 1983. Further
more, the overlap of symptoms in depression and early dementia, taken together with the fact
that the former is eminently more treatable than the latter, renders this diagnostic decision one of
the most important and difficult decisions the clinician must make. With that in mind, the favorable
prognosis ofidentifying useful remedial pathways in even a small number of patients who might be
perceived, and thus treated, as permanently incompetent can result in a substantially positive cost!
benefit ratio. Ofcourse, extensive evaluation of mental healthfactors may not be necessary in every
patient In the initial stages of assessing competency it is important, therefore, for the clinician to be
exquisitely sensitive to the irtterplayofcognitive,behavioral and affective functioning in order todeter
mine the pragmatic allocation of diagnostic resources to maintain an optimal cost/benefit balance.
Behavioral responses to test materials, differential cognitive test profiles, and measures ofaffective
functioning which are helpful for this purpose are reported in anumbef ofstudies below.
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Mental Health Assessment Planning andTe
psychological factors affecting mental statusshould inc
ioral rating scale. These two dimensions are highly cor
tionwhich imptoves the sessitivity and spec ficity ofaclini
arid Thompson 1994reviewmeasuresofdepression a
ments used to assessanxiety.

A brief but carefully crafted interview should be
could be modeled after one of the structured interview te
DisordersAnd Schizophrenia Endicott & Spitzer, 1978
ral Evaluation Golden. Tcresi,& Gurland, 1984, the S
Challop, 1984or the Structured Clinical Interview fo
First, 1992. These instruments typicallyrequire more ti
but it is important to useastructured approach tomaintain
Whatever strategy is used, information conceming the
psychological symptoms should be obtained, along with
current illness, and theirprevalence in past episodes. The
symptoms that occur in various affective or thought dis
past family andpsychiatric history.

A number ofproblems can beencountered that mig
individuajs are often hesitant oreportsymnptomsofpsych
prepared toprobeax some length in orderto identify thes
the possible role ofphysical symptoms. For example,
arthritic pain and not to depression. Changes in eating h
loss oftaste or having to eat alone. Loss of energy and f
For acutely psychotic patients, thought blocking due to h
symptoms and lack ofsustained concentration of the pati
toms can often occur because patients, and unfortunat
normal part of the aging process. It is not wscominon for
been in an episode of major depression for years before
professionals, simply because they have the belief that t
cess.

Although the remainder of the discussion will f
mental status ofthe older adult, it is important to note that
and mania are prevalentinthe older population particular
units as well as long-term care settings, and competency
psychotic symptoms are adequately assessed and treat
psychotic symptoms is the BriefPsychiatric Rating Scale
an 18 item rating scale ofpsychiatric symptoms develop
yields four general factors: thinking disturbance,withdra
anxious/depression. Based on patient interview, the c
seven-point scale ranging from "not present" to "severe
treatment response, and has been found useful in gerops
Beller& Overall, 1984.
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The Hamilton Rating Scale for Depression HRSD: Hamilton, 1967 has long been the "gold
standard" for determining severityofdepression at anyone point in time. However, there are problems
with interyater variability in testadministration witich can affect severity scores. Ths problem has been
addressed by Williams 1988 who developed a structured interview guide fur the HRSD. Even with
this improvement, reliability for some items is onlyfair. Further, the HRSD relies heavily on somatic
symptoms which sometimes maybe confused with symptoms due toother medical problems. When
dealing with elderly individuals who have cognitive limitations, an unsophisticated inteMewer may fail
to discern somesymptomatology because ofunresponsiveness on the past of the patient Lichtenberg,
Marcopulos, Steiner, &Tabscott, 1992.
Since elderly patients who require evaluation for specific capacities typically are experiencing a
numnber ofcomplex problems, such as poor health and cognitive decline, it can be helpful toconsider
other instruments thatare designed toaccount forsuchcomplicating factors. The Geriatric Depression
Rating Scale Jarnison& Scoejn, 1992 takes some specific characteristics ofdepression in the elderly
into account in determining depression level. The Cornell Scale for Depression in Dementia
Alexopoulos,Abrams, Young, &Shamoian, 1988 uses information frum interviews with both patient
and staffmembers to assess levelofdepression in patients with cognitive limitations. The Dementia
MoodAssesssnent Scale Sunderland et al., 1988 combines information from direct observation of
the patient in different settings along with a semistrucrured interview to obtain ratings ofdepression.
While these measures are not yet in common use or axe still in the developmentai stages, they neverthe
less can be valuable guides tothe clinician in sorting out many ofthe complicating factors in attempting
to determine the presence and severityofdepressive symptoms. Less progress has been made in the
development ofinterview-based ratings ofanxiety designedspecifically for special populations such as
the elderly Sheikh, l99l , but many ofthe issues are similar and the clinician can be aided by consid
ering these when called upon to evaluate the presence and severityofanxiety symptoms.
Although a number of self-report scales are available to screen for depression, most have
problems when used with elderly individuals who have cognitive impairment. Most were not
specifically designed for use with the elderly, and therefore they do not include criteria charac
teristic of depression in this population, such as emptiness, feelings of envy, helplessness and a
history of depressive feelings Weiss, Nagel, &Aronson, 1986. Many include items assessing
symptoms which could be increased ass result ofother age-related problems. Nearly all involve
response formats requiring frequency or intensity judgments which are difficult for elderly indi
viduals with cognitive impairment. The Geriatric Depression Scale GDS: Yesavage, Brink, &
Rose, 1983 wasdesigned to overcome many ofthese problems. A short-form is also available
Sheikh & Yesavage, 1986. The scale uses a simple yes/no format and has no items reflecting
Somatic symptoms that might be confusing. Validity and reliability studies have suggested its
utility with frail and mildly demented elderly patients Pachana et al., 1994, though some have
reported it lacks sensitivity with nursing home patients Kafonek et al., 1989. In general, the
GDS appears to be a valid measure of mild to moderate depression levels in patients with mild to
moderate dementia. It has been translated into numerous languages and may well be the best allaround self-report scale available at present with utility across a broad spectrum of geriatric
patients and across a wide range of cultural groups. Few self-report measures of anxiety have
been used with elderly patients, and those that have require reading and comprehension levels
which renderthem questionable for use with frail elderly populations Sheikh, 1991.
Careful observation of other patient behaviors can be helpful in distinguishing between a
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psychological and an organic basis for problems incompe
difficulty with decision-malting due to severe psychologi
disruption, andresponse inhibitionFeinberg&Goodman
They will appear to havearapid onset andfluctuating cou
their problems Wells, 1980. Patients with cognitive imp
have fewer problemswith LADLs andADLs thanpatients w
eta!, 1988. Depressedpatientsusuallyhavemore comp
estimate their capabilities and generally have agreater prep
selves and their situation Mobs, ROSen, Greenwald, & Da
Depressed and anxious patients often spend little effort att
prone to say, "I don’t know" when posed with a comple
1988; Spar & Larue, 1990. However, ifconfronted wi
acquisition over time, patients withapsychological basis
provement, whereas patients with an organicbasis ofte
assessingdelayed memory, patients suffering fiomdepressio
80% of the material initially learned, whereas patients w
rarely show this level ofdelayed recall ‘Thompson eta!.,
4.

Guideline forAssessment ofSr,ecific Carsacities

Determining the presence ofa serious
mental disorder is necessary, but not
sufficient, fora legal finding ofincompetency.
The psychiatric literature seeAnthony&
Liberman, 1986 indicates psychiatric diagnosis and
tional abilities such as work capacity or ability to live i
tive functioning doesn’t automatically warrant determ
tion to the specific capacity identified on the referral qu
regarding the relationship of general cognitive abilitie
cautioned about the limitations of making inferences s
findings regarding the probable capacity of the person
tasks in question Grisso, 1994. Just as persons with
cognitive assessment-measures yet have impaired judg
& Benson, 1986. persons with dementia related mem
tion long enough to provide informed consent Kaplan
mental and cognitive status ofolderpersons allows for i
ability to function successfully in everyday life. For thisre
of the specific capacity in question be included when psy
capacities relative to competencydetermination. Since
psychological assessments relevant to a wide range ofqu
ment is used here to denotes direct, performancebased as
avoid confusion regarding the meaning and scope ofthe
below.

The literature on functional abilities contains differ
included in a functional assessment. The types of speci
context of a psychological assessment runs the gamut from
CONTAiNMENT
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tional or behavioral i.e.,ADLa and IADLs to more cognitive i.e., decision making. In the field of
geropsychology, functional capacities or abilities are usually defined in behavioral terms and measured
by having the person perform an activity or task. Functional capacities or abilities as defined in the
legal field refers not only to what the person can do oraccornplish, butthe person’s ability to under
stand and snake or communicate decisions Anderer, 1990.
Evaluating a person’s capacity to make treatment decisions or provide informed consent
requires an assessment of decision making abilities in making choices. Consistent with the legal
competency constructs, Grisso 1994 describes these abilities asa functional capacity see Ap
pendix A. When the determinationofspecific decisional capacities for legal competency is he
ultimate concern of an assessment, the traditional distinction in geropsychology between cogni
tion and behavior or function is often less useful. For example, an assessment of the specific
capacity to manage finances focuses not only on behavioral performance on such tasks as count
ing change and writing checks, but also includes financialjudgment and decision making consis
tent with the broader legal definition of functional capacity.
A person’s utilization ofa specific capacity to perform or express that capacity is a product
of envirorrrnental, psychological, and biological factors Kemp & Mitchell, I 992. Functioning
isa product of the interaction ofall of thesefactors and no aspect offunctioning is attributable toonly
one factor. Aperson’s capacity to live independently e.g., in his/her own home may be adversely
affected by poor eyesight, difficulty ambulating, and lack ofassistive devices in the home. Since
environmental and biological factors can play suchacrucial role in the functioningof an older person,
it is important to evaluate their effect on the specific capacity assessed. When an impairment in the
person’s abilityto perform or express a capacity is identified, thisinteractive perspective requires that
biological, psychosocial, and environmental factors be examined to determine the cause. A person
maybe having difficulties with financial managementdue tothe closing ofa nearby bank and inabilityto
go to another because of poor health and lack oftransportation. Also this perspective provides a
practical framework for making recommendations on waysto enhance functioning and thus assistthe
person in maintaining or retaining their independence.
Planning and Test Selection for Assessment of Specific Capacities: Clariing what is
the specific capacity being questioned is the first step. Evaluating how the capacity is expected
to be utilized is then needed before test selection. In what context or environment is the person
expected to utilize the capacity in question? What is the nature of the demands that will be
placed on the person’s ability to perform or express that capacity? The answer to these ques
tions will determine how extensively the capacity in question is assessed and how the assessment
findings are interpreted. For example, if the capacity to give informed consent is in question, is
the person being asked to participate in a nonintrusive research study or tø consent to high risk
surgery? When assessing capacity for financial management the demands and expectations for a
person residing in a nursing home with a fixed income primarily from social security are much
different from a person living in the community managing a business. As with cognitive impair
ments, a person can compensate for limitations with specific capacities by relying on others for
assistance and taking steps to minimize environmental demands.
The selection of functional instruments should be based on standards relevant to all test
selection e.g., reliability, validity, and availability of normative data. Ideally all items or tasks in
an instrument should be directly relevant to the specific capacity in question and be objectively
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scored according to well defined criteria. Most of t
validity. While ofgreater importance, ecological va
undetermined for many of the measures to be discuss
empirically researched than cognitive tests but have
independent performance ofthe capacity in question.
specific capacity assessed is directly relevantto the area
mental, biological, and psychosocial factors affecting th
are integrated with the findings. SeeAppendixB for fur

Most of the instruments to be discussed lend thems
ing and interpretation of findings. This approach focuse
that determine the person’s responses and reveals the p
capabilities. The reasons given foran incorrectresponse
than haphazard reasons given for a correct response. Su
effect envimnmessl, biological, and psychosocial factors
and Silberfeld 1992 conclude, competence may be vi
capacities, resources, and support and the demands ofth

When assessing a specific capacity, measures ofthe
are recommended overself report and collateral report m
ity in the environment in which the person willbe utilizing
is utilized, it should be modified to simulate the environ
Numerous studieshave showo poor correspondence be
olderperson’s abilities and direct obsetvatiorss ofactual fu
et at., 1992. When functional instruments are administe
it is essential that the psychologist observe the administr
mance. The psychologist should beable toclinically des
Causes ofdeficiencies in specific capacities shouldbe iden
in a specific capacity is reported, the court is most inter
whether it be unpaired decision makingability or other m

The following section discusses many of the freq
developed instruments that show promise. The sectio
of Daily Living; lnstrwnental Activities ofDaily Livin
surveys offunctional assessment scales can be found in
Guide 1996, Kane and Kane 1981, Kemp and Mitch
McDowell and Newell 1987. Also included in this sect
ing ability can be viewed ass specific capacity or perform
tual and cognitive skills

Activities of Daily Living ADL Measures: Ko
was originally developed for assessing the potential ofin
ADL measures have become the primary method of ass
whatever setting they reside. Theseven areas common
dressing, eating, toileting, bathing, transferring, and am
caregivers familiar with the person or by direct observati
primarily defined in terms of independence or lack o
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Moskowitz, Jackson, & Jaffee, 1963 was the first measure developed and is the most widely used
and researched oftheADLinstnrmenls. TheKatz Index evaluates the person’s level of independence
for six ADL areas and provides a rank ordered score representing the combined pattern forall the
ADLs. Branch, Katz, Knicpmazm, and Papsidero 1984 expanded the Katz Index to include
ambulation and grooming. The Physical Self-Maintenance Scale PSMS developed by Lawton and
Brody 1969 is similar to the Katz Index. Another widely used instrument is the Barthel Index
Mahoney& Barthel, 1965. The Barthel Index isaten item ratmg scale with scoringdetermined by
the amount ofassistance needed to perform a task. There is an expanded Barthel Index called the
Barthet Self-Care Ratings Sherwood, Morris, Morr, &Gutkn, 1977 that assesses IS items.
The PerfotmanceTest ofActivities of Daily LivingPADL developed by Kuriansky and Gurland
1976 is a structured test ofADLs based on actual observation of a person’s performance. The
person is requested to demonstrate his or her ability to perform 16 tasks that assess basic ADL
functions. The PADL was found to be a better predictorof functional status than either patient or
caregiver self report Kuriansky, Gurland, & Fleiss, 1976. As a performance measure, the PADL
provides infonnatiors on what mental or physical factors may be affecting the person’s ADL function
ing. There are a number of other more recent ADL instruments, however, they do not appear to
provide any substantial improvement in psychometric performance or predictive power.
In summary, ADL instruments are of limited use in assessment of specific capacities. They
do not assess the broader range ofcapacities more relevant to competency such as financial manage
ment and ability to prepare a meal. A person who can performADL functions may still have serious
deficiencies in independentliving. Also ifa person is deficient inADLfunctions, the need fora formal
assessment is usually not resuired.
Instrumental Activities of Daily Living IADL Measures: The IADLs were developed
to assess a complex range of functioning requiring more skill, judgment, and reasoning than
ADL measures. The capacities assessed are considered instrumental or essential to everyday
functioning. There appears to be no consensus on what activities are required to include in an
IADL instrument. While the number of possible LADL tasks that can be relevant to everyday
functioning seems almost endless, the tasks selected usually cover a range of activities and have
high face validity. Performance on IADL tasks are expected to be more easily disrupted by
psychiatric or neurological impairments than ADL tasks. IADL instruments that include the
greatest range of capacities assessed are discussed below. Other shorter IADL instruments
more suitable for survey purposes are excluded. Also instruments that directly assess actual
performance are emphasized over instruments that rely on seifreport or collateral reports for the
reasons previously discussed.
Lawton and Brody 1969 are recognized for developing the first widely used IADL instrument
calledthe Instrumental Activities ofDaily Living Scale. It assesses eight everyday activities use of
telephone, ability to shop, food preparation, housekeeping, laundry, transportation, responsibility for
ownmedications, andabilityto handle finances onavarytngscale from selfsufflcientto totallydepen
dent. Ma selfreport measure ofperformance, findings should be corroborated by interviewing staff
or others knowledgeable ofthe person’s functioning.
The Direct Assessment ofFunctional Status DAFS developed by Loewensteirs et al, 1989
measures performance in seven domains time orientation, communication, transpdrtation, IiCLINICAL ASsESSMENT FOR COMPrTcv
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nances, shopping, grooming, and easing. The DAFS w
in specific capacities that can occur withAizheimer’s d
are provided forAlzheimer’s disease patients, older de

The Independent Living Scale, formerly known as
tially developed by Andersen described in Grisso, 198
five scales manor’orientadon, managing money, n g
and social adjustment. Scores on two factors informatio
derived from responses to items across the five scales. E
function relaxed to the scale in question. All items arc o
criteria, and validity studies andnormative data axe prov
devised to identify areas ofcompetence in forensic cases
are capable ofcaring forthemselves and their property.

The Structured Assessment of Independent Livi
DeBettignies, and Pirozwlo 1991 consists ofSO tasks
fine motor skills, gross motor skills, dressing skills, eat
guage, time and orientation, money related skills, instrum
SAILS utilizes behaviorally anchored rating scales and
functional status. The SAILS was developedfor use with
were a limited number ofsuljectsinthe initial study, reli
relations ofSAILS scores to various clinical measures o

TheAssessment ofLiving Skills and Resources A
1991 as a comprehensive IADL rating scale based
cuses on the accomplishment ofcomplex tasks essent
and available resources are rated separately and comb
not be able to accomplish a task. Risk scores can be u
lem solving and treatment planning. The ALSAR wou
dations for ways to enhance a person’s functioning.

TheAdult FunctionalAdaptive Rating Scale AFAR
measures level offunctioningin 14 areas eating, ambula
personal area, sociaiisstion, environmental orientation, r
hension,expressive communication, memory, managing
described as an informant based measure ofADLand 1
informant and can be supplemented with observation of

ADL and IADL measures similar to those previo
mensional batteries, such as the Older Americans Res
viated version, the Functional Assessment Inventory F
Referral Evaluation CARE, and the Multilevel Asse
Mitchell 1992 for discussion ofthese batteries. Whilep
teries have the advantage of large sample descriptive d
rehabilitation settings worth mentioning are the Functi
sesses motorand cognitive skills Keith, Granger, Ham
PerformanceTest Burns, Mortimer, & Merchak, 1994
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tasks particularly information processing.
Another set of measures that has recently been developed and that shows promise for use with
elders is the Everyday ProblemTest developed by WillisWillis, 1993; Willis, 1996b. This measure
assesses everyday cognitive competence within each ofthe IADL domains, including: a managing
medications, b shopping for necessities, c managing one’s finances, d using transportation, e
using the telephone, t maintaining one’s household, andg meal prepaiation and nutrition. Older
adults are presented with 42 stimuli six for each of the seven domains, and asked to solve two
problems related toeach stimuli. All stimuliare actual materials that elderly persons rightencounter in
their dailylives. For example, the older adult is shown a listing ofemergency telephone numbers and
asked whichnumber should be dialed in apanicularemetgency situation. Asecond example would be
thatthe older adult is shown the label foran over-the-counter cough mnerlicine andasked the maximum
number ofteaspoons to be taken in a 24-how period. The psychometric properties ofthis measure
has been described by Willis 1996b; validity and reliability dataare very adequate, and the measure
has been used toassess longitudinalchange in problem-solving performance forelderly persons with
no known pathologies. Studies are underway to develop a normative profile for demented older
adults in addition to the infomsationavailableon normally functioning elders.
Decision Making Capacity: As Grisso 1994 describes, there are four types of abilities of
concern to the law when determining a person’s capacity to make treatment decisions. These are the
abilities to express a choice, understand the information about treatment provided, appreciate the
significance of the information for one’s own circumstances, and process the informationrationally.
Assessing a person’s decision making capacity should involve directquestioning ofthe person in each
of these four areas. Grisso andAppelbaum in press have developed the MacArthur Competence
Assessmentlool-Treatment MacCAT-T asastandardized clinical instrument for assessing a person’s
capacity to make decisions about his or hertreatment. Grisso andAppelbaum had previously devel
oped several standardized research instruments assessing decision making, which served asthe basis
for the development of the MacCAT-T. it utilizes a semi-structured interview format to assessand rate
the person’s level ofunderstanding, appreciation, reasoning, and communication as it relates to the
person’s treatment options.
The MacCAT-I guides the assessor through the following three steps: preparation, in which
information about the person and treatment options is obtained and prepared to construct the
disclosure forthe interview the interview, in which guidelines for inquiry andprobing are followed; and
rating ofthe persons’ performance utilizing a three point scale. One ofthe many advantages of the
MacCAT-I is that its format is genesalizable to most treatment scenarios, yet the inquiry is specific to
the person’s treatment choices in question Wsnick, 1996.
The Hopemont Capacity Assessment Interview HCAI developed by Edelstein, Nygren.
Northrop, Staats, and Pool 1993 is a semi-structured interview divided into two sections: Capacity
to Make Medical Decision and Capacity to Make Financial Decisions. Preliminary results suggest
that the HCAI is useful for determining the capacity of nursing home residents to make medical and
financial decisions. Each section first examines anindividuals understanding ofthe concepts ofbenefit,
risk and choice. Hypothetical scenarios are then presented dealing with tasks directly relevant to
medical or financial decision making in nursing homes and long-term care facilities e.g., choosing to
have or not have CPR. The HCAI was developed with the conceptualization thatcapacity is situationally
or contextually determined andthus the capacity of individuals can vary across tasks/situations. The
CLINICAL ASSESSMENT FOR Co,oersacy
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HCAI also incorporates questions that allow the examin
rated by Grisso 1994 above. Pruchno eta!. 1995 u
eluded the HCAI for comparison to a clinical psychologi
decisions about medical care. Perforrnanceon the inven
findings in their study ofresidents ofa long-term care fa
dardized scoringprocedures toaccompany the instructio

The Hopkins CompetencyAssessmentlest HCA
and Folstein1 992as abriefinstrument forevaluaxingt
advanced directives. The HCAT is promoted asa scre
about clinical competency but is betterdescribed as an in
ing ofthe consent process. The instrument consists o
and durable power ofattomey, followed by six ques
are three versions of the essay. The information is wr
While HCAT scores were an accurate indicator of clin
psychiatrist, concerns have been raised about its appr
row focus and failure to take into account what is the
outcome oftheir treatmentdecision Ersglehart, 1992.

DrivingAbility: There is increasing evidence that
sodes ofillness see Cox, Fox, & Irwin, 1989. While s
ability to drive safely, driving is increasingly an instnxmne
independence. Safe drivingrequires intact motor, cognitiv
the ability to drive safely can be severely compromise
Alzheimer’s disease. Yet having a strokeor a dementia d
ability todrive. Determining whetheran elderly person
problematic. There is little consensus and few guidelines
the driving demands should beconsidered. For example,
on familiar routes, or driving long distances, in traffic, or
non-peak daylight hours or night-time as well?

The on-the-road driving testis the most widely accep
tency despite the general lack of standardization and data
1994 developed a systematic performance based roa
valid measure with elderly drivers. They do caution thatro
trained driving instructors withaproperly equipped vehic
cal measures can be utilized alongwith or in lieu ofon-t
assessmentsthrough comnputerizuldriving simulation tas

Thepsychologist, usually as part ofa multidisciplinary
upon to assess a person’s motor, cognitive, and/or perce
correlates of vehicle accidents in olderdrivexs, Owsley
found thata measure of visual attention i.e., size ofthe us
the Mattis Organic Mental Status Syndrome Examinat
accidents. Irwin 1989 recommends that, as part of a co
the person’s mental status, memory, selective attention, ab
signs andjudgment/decision making relevant to driving e
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gency vehicle be evaluated. Irwin has developed a battery thatcontains instruments toevaluate each
of these cognitive skills as well as motor and perceptual skills relevant to driving. The latter three
cognitive skills following directions,sign recognition and judgment/decision makingregarding driving
situations can be evaluated in the clinical setting. Inclusion ofmeasures to evaluate these domains is
recommended along with tinditional cognitive and/or mental statusmeasures. Selfreportmeasures of
driving habits, abilities and accident frequency should be used with caution due to their questionable
validity.

tencyAssessments and B Ecological Validity maybe h
not enough information upon which to reach a conclusion
or make referrals for such. For example, the psychologis
additional neuropsychological assessment, or for functio
or for other diagnostic tests such as CT scan. These dec
iarity with the range ofassessments and diagnostic tests
cx ertise available via other multi-disciplinary team mem

Synthesis ofData and Communication ofFindings

Fourth, what was learned from the assessment? Th
weaknesses in the cognitive, functional, and mental he
determination ofthe presence or absence of anAxis Idiag
rnent data directly related to the referral question.

I.

Determinationof Key Findings and Developing Conclusions

The outcome ofthe evaluation is to
provide an integrated summary of the
psychological assessment data in the context
of the patient’s medical,psychiatric, socialand
legal history. As in any psychological assessment,
the task is much greater than simply noting the range in which test data fall. Qualitative analysis is
critical. The psychologist is expected to pull together the patient’s history, the interview, and the
performance based assessment data in a way that addresses the specificcapacity or aspect oflegal
competency in question.
There is no algorithmic formula for determining key findings or for arriving at opinions about
capacity. The clinician must address the unique demands of each referral. However, a Seven part
analysis generallyseems relevantto these evaluations.
Firat, are the data sound? In the planning phase, reliable and valid methods were identified for
addressing the referral question. How well were the plans executed? In reviewing the examination
process, does it appear that the resulting data are reliable? Were reasonable accommodations made-related to sensory irnpaimsent, ethnic and linguistic minonit and/orfrailty-to maximize the patient’s
performance? Ifthe psychologist is not satisfied with the reliability of the data,then additional assess
ment may be needed.
Second. is there some other condition that may explain the behavioral deficit notedon the referral
other than incapacity? A finding of incapacity is made only after ruling out treatable conditions, and the
psychologist must make parsimonious inferences from the data. New problems or conditions may
have been uncovered in the course of the evaluation, and their impact needs to be considered. For
example, if an acute state ofdelirium was found, conclusions about capacity may beinappropriate until
the delirium is treated. The effect ofany acute medical or psychiatric illness needs to carefully weighed
before preceding with data analysis.

Third, is there enough information uponwhich to reach aconclusion? This includes the perfor
mance based data generated by the patient as well asathorough understanding ofthe context in which
the patient must exercise the capacities in question. The psychologist needs to bereasonably confident
that the assessment data: a represent the patient’s currentbaseline performance, b capture an
adequate sample of the behavior in question, and c include an adequate understanding ofthe de
mands and resources in patient’s environment. A review ofAppendicesALegal Context for Compe
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Fifth, what is known about the environment in whi
Part of the assessment process is to learnabout the envir
able to the patient. Sometimes these demands are specifi
she manage her medications on her own foraweekata ti
had to develop an understanding of the task complexity
son-environment fit as it relates toeveryday competenc
extent the patient recognizes any need for assistance and t
that rseed in his/her environment.

Sixth, how well do the patient’s abilities fit with the e

first five steps should lead directly to the development ofc

the patient can compensate forbehavioral deficit and still m
someone else in executingthe task while still retaining de
greater than the patient can meet either independently
considered to lack the specific capacity in question. Ap
guideline applies to actual cases. Ultimately, the clinician
each case.

Scventh, what will help the patient in performing t
chologist needs todevelop strategies for mily members
This may include ways to maximize the patient’s indepe
review by Kapp 1996 regarding alternatives to guardia
for guardianship. An analysis ofthe evaluation data utilizi
findings and conclusions about strengths and weaknesses i
ing in reference to the specific capacity in question and i
mands. The process of integmanion and interpretation ofthe
training in psychological assessment of the older adult, a
fotmnance of such evaluations forthe determination ofspe
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2. Preparation ofWritten Report

solved until after the initial evaluation is required to be comp
report alsocontain recommendations for re-testingas approp
soon as possible after the shortest time period which the clin
expectsignificant cognitive improvement.

The report needs to include a
discussion ofthe patient’s currentstrengths
and limitations, and should note specific
recommendations firemaximiring the
patient’s current ability to direct or participate
in choices. Since abilities are rarely lost
completely, professional opinions about

competency should be made in relative rather
thanabsolute terms. Thecontributionofpotentiallyreversiblefactors needs to be addressed, including
a time-frame for reassessment. The patient’s abilities must be discussed in lightof the demands of the
current situation andenvironment, andthe ultimate recommendation will be the least restrictive, one in
whichthese abilities and demands can be balanced.
The written report needs to outline the reason for referral, the consent procedure, the meth
ods utilized, the persons contacted, an integration of alE the data, a specific response to the
referral question, and recommendations. Depending upon the situation and local standards, a
multi-axial diagnosis may be included. Ifthe report is requested specifically for legal proceed
ings, the psychologist must know and conform to legal standards for the court ofjurisdiction.
These standards may require or prohibit the use ofcertain terminology or professional opinion.

Relatives, lawyers, and other concemed professional
serial evaluations to document either continued incapaci
adjudication. Since incompetence is not necessarily an allpatients are usually best served by allowing themas much au
able to handle safely. Interested parties must be encouraged to
tal management plans, familycounseling, and/or cogn tive re
which might be reasonably expected to eitherreduce perform
specific capacities. Family meetings should be scheduled to
regarding post-competency evaluation developments. In situ
poorly conceived, follow-up consultation with the treatmen
quences emanating from a legal filing ofincompetence necessit
the court decision on the patient to assume acontinuing fit be
demands which supports the patient’s qtiality oflife.

VI. Limitations of the Practice Guideline and Implica
Development and Research

3. Discussion ofAssessment Data
It is important forthe psychologist to
provide feedback directly to the patient and
relevant family members about the assessment
data and the conclusions. Theevaluation provides
the psychologist an unparalleled opportunity to educate and support family members and profes
sional caregivers about how to maximize positive outcomes for the patient. The feedback to the
health careteam and family members should highlight the compensatory skills available to opti
mize function and any needed adjustments in physical or social environment that will reduce the sever
ity of deficits. Although the written report is an essential outcome of the evaluation, the ultimate
outcome isthequalityoflifeofthe individual evaluated. Atall pointsintheevaluation,attention mustbe
given to the respect ofthe clientand adequate privacy must be afforded. Written reports should only
contain the information that is relevant and necessary to the referral. Any use of the casematerial for
staff educationmust preserve the dignity of client andmust preserve anonymity for those not on the
health care team. Psychologists worlthigwithin their official duties in the VA must carefully follow the
stated procedures for release of information.
E Follow-upEvaluation
if’t

of recommended
gmat rsnrssre,st of changes

All reports should include a statement on the
- in
necessity of evaluating the Impact onthe patient s
in dcci.f.fonar capacity and competEncy
life ofthe recommended interventions concerning
jmitioning.
decisional capacity. In those cases where there are
possible acure/ reversible causes of cognitive impairment and incapacity which may not be fully be re
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Practice guidelines attempt to combine empirical research fin
improving clinical care quality and consistency. The practice gu
represents the best thinking about how to conduct clinical evaluat
currently supported bypsychological research, clinical experience
process ofdevelopingapractice guideline, however, the complexi
the limitations of any given proposed guideline and areas where em
on the developers ofpractice guidelines to share the limitationsof

In the area of assessment in support of competency detenn
fessionals regarding the concept of competency. Moye 199
constructs ofcompetence and argues forthe delineation oftheore
ofmeasures and relationships among measures. Without such a
validity of individual assessments relies heavily on clinical expe
Moye poses seversi models which relate cognitive abilities, behav
competency. These models are a good starting point for theoret
assessment ofspecific capacities.

Another problem areain assessments used for competency d
laws which must be addressed bythe dinicianHankin, 1995; P
legal definitions ofcompetency have been moving from a gene
specific construct of incapacitated for...specific area. Some st
sponsible decisions, to document competency. Other States requi
sions. See also AppendixA. The term "competency" is in fac
specific capacities.
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Aside from the problems of legal application differences, there are five areas of assessment in need of
additional research. The first andgreatest need is for researchto develop instruments with ecological validity
orprediction of everydaylevel of functioning. In some areas such as medication compliance, self-care, cook
ing, or shopping IADLs, direct observation makes research on ecological validityrelatively easy. In other
functional areas such as driving or in cognitive areas involving medical decision making, ecological validity is
harder to establish. Decision making is perhapsthe most difficult area of capacity to research. Decision
making can occur in the areas of medical care, hygiene, living arrangements, safety, and other situations. In
each area, an optimally capable individual will be able to understand the risks, benefits, and alternatives to a
particular choice and to expressapreference which is consistent with his/hervalues, goals, and life history. The
specific nature of each decision foran individual within a spccific personal and environmental context calls into
question the ability to design a generalized testofdecisionmakingcapacity. Extensive research is needed to
demonstrate that a generalized test of decision making capacity can successfully predict capacity in highly
specific situations. In order to establish such predictive validity, agreement on a gold-standard ofdecision
making would be required.
A second area for measurement research is in the continued development of normative data. Al
though many standardized tests are collecting normative data for the oldest-old, further research is needed on
educational, ethnic/cultural, andmedical influenceson test performanc&

VIL Summary

The clinical assessment offactors involved in competency
five critical steps. The first step details the importance ofclari
necesasry to both identit,’ the natureofthe referralquestion, inc
tion is requested, and to determine the needed training and e
assessment.

The second step involves planning to insure an ethical, a
consent, consideration ofage and cultural diversity factors, and
ods needed to address the referral question are to be include
psychosocial data assists irs this planning,

The actual assessment activity comprisesthe third step in t
collect data on the patient’s values, goals, and preferences, a
mental health functioning, and specific capacities under questio

Athird area for increased research attention is the need to study assessment ofspecific capacities across
the life-span. Most young andmiddle-aged adults enjoys presumption ofcompetence. In these age groups,
only the mentally ill, mentally retarded, orphysically impaired are likelyto have their capacities questioned.
Older adults, on theotherhand, may experience a cultural bias ofpresumption of incapacity. Obviously we
should not requireahigher standard of functioning with advancing age.

The fourth step ofthe assessment process involves the synt
findings of the assessment The written report must synthesize
the specificcapacities in question. Arty tecomniendations mustb
tobe included along with any data on the potential temporary n
suggested that the report note ways that the patient’s behavior
managed to compensate for any identified deficits. In addition
ment should be discussed with the patient and relevant family m

A fourth area ofresearch stems from a review ofthe literature whichhas shown that there are no validated
measures of functional capacity for any group of"ethnic elders". Future research in this area would be very
valuable.

Ass fifth step, consideration should be given to recomme
Such planning is especiallyappropriate for conditions affectings
or amenable to treatment or environmental management.

A final needed area of research for assessment in competency determination involves attention to
the issues of how to maximize performance, both in removing barriers to optimal performance during the
assessment process itself as well as how to use assessment data to help understand conditions under which
performance is maintained and maximized. Such research would have the additional benefit of helping to
develop treatment strategies for individuals with deficits indecision-making and judgment.

Theassessment process is additionally summarized in theal
decision points in conducting the assessment ofspecific capacit

In summary, the threatened loss of autonomy attendant to a decision of incapacity can have such a
profound psychological impact on an elderly individual that the psychologist isethically bound to report test
results accurately and with reference to lack ofknown predictive validity as applicable. Being aware ofthe
impactofour own personal valuesand judgments on our assessments is critical. The underlying ethical and
social values ofpatient well-being and patient self-determination can help to guide our assessments. Finally,
even if a clientis judged to have deficits in decisional capacity affecting competency, a psychologist can
encourage all concerned to include that individual to the greatest extent possible in decisions affecting the
client’s life.
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Figure

_______________

______________

2, Algorithm for assessment of competency and
capacity of the older adult: A practice guideline for psychologists.

U

Review available clinical
material to determine
appropriateness of request.

J

Request of psychologist to
conduct clinical assessment
to help determine
competency in older adult.

1.05

1.06

,i-i;/

patient medically
stable with no recent
event potentially
affecting decisional
capaciiv?_______________/

No

I
.

Yes

1.01
1.02
Does request specify the
relevant decisional capacity
in question and the
patient’s circumstances
which require the capacity?

>Lth

Identify decisional
capacity in question and
circumstances of patient
referral source.

1.08
Does the patient have the
capacity to provide
informed consent for the
assessment?

Yes

No

->

/
/

Yes
1.03
Is psychologist receiving
request qualified to
conduct assessment with
no conflict of interest,
e.g.. previous treatment
history?
Yes

1.04

>-÷LIIIIIIJ
-

Refer request to
psychologist qual ifred to
perform assessment with
no conflict of interest.

Incl
to p
patie

Yes

repo

r
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______________

_____Iu

Page 3 of Figure 2

2.01
Conduct clinical’ interview.
See Section V., C.l.

2.03

2.02

K

Interview family and
staff caregivers for
relevant da

Does patient have available
family or staff caregivers
familiar with patient’s
lifestyle, values, and
preferences?
No

3.01
Integrate interview, cognitive, mental
health, and specific capacity data;
determine key findings, including a
statement of the presence or absence
of an Axis I diagnosis; and prepare
written report which addresses
capacity performance for
circumstances of patient.
See Section V., D.l, D.2, & D.3.

+

2.04

Conduct assessment of cognition.
See Section V., C.2.
No
3.04
2.05
Conduct assessment of mental health
factors which would affect decisional
capacity.
See Section V., C.3.

Does the report contain
references to possible
es
acute or reversible causes
of decisional incapacity?

2.06

No

Conduct assessmenCof specific
capacities in question.
See Section V., C.4.

.

3.06

Does the report find
decisional incapacities
and contain treatment
recommendations which
are intended to improve
capacity?
decisional
‘4

No

r

Yes

1>
4.01

I. Submit report per hospital policy,
and
2. Discuss report findings with
patient, staff, and appropriate
family.
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APPENDIXA

THE LEGAL CONTEXT FOR COMPE

As notedin this Guideline, clinical assessments ofcompetenc
competent orincompetent. Thisdetermination must be madeby th
aware of the legal criteria that courts arerequired to applywhen m
Thismaximizes the likelihood that the clinician will construct an a
and will communicate it in a way that is useful to the court.

PAOE INTENTIONALLY BLANK

and Cases

Statutes

All states have statutory definitions ofincompetency, a
heard on appeal by a state’s highest court that have inter
for the clinician to obtain the relevant statutory or legal c
in the report of the competency assessment, and to be able t
assessment are related to the various parts of the legal defi

The specific content of competency definitions varie
many states have several definitions of legal incompetency
guardian for decisions about the patient’s general welfare,
to accept or refuse medical treatment. Assistance from a
order to assure that the clinician fully understands the appl
Cotne ncv as a

LeBal Construet

Although specific definitions of legal competency vary, r
Weiner, 1985; Griso, 1994 have foundthat the construct has c
across jurisdictions. The modem legal concept ofcompeten
decades.

Legal incompetency was once synonymous with seri
recognizing that the risk of deficits in decision-making abili
disorders, modem law does not consider the mere prese
determination of incompetency. Mental disorder is neces
incompetency. If mental disorder is present, the question
disorder impairs the person’s actual abilities to make relev
that impairment. Thus persons with serious mental diso
competent. By implication, this means that the clinician m
also its functional consequences for the individual’s decisio
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Legal incompetency was once considered to be an all-o
tent or incompetent to make all types ofdecisions affectin
concept of competency has evolvedto favor allowing indiv
autonomy as possible. Thus most states’ statutes recogni
This
means that
courts may
detrmin
tha individuals a
NATIONAL CENTER FOR Cosr CONTAINMENT
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domainsoflifewiuileallowingthem torerain thenghttomake decisions inall otheraxcas. Similarly, limited
guardianshipis often assignedby courts, narrowing the guardian’sdecision-making role tojust those areas
oflilè for which the individual’s decision-makingabilities are not sufficient. This aspect ofthe legal defuii
tion ofcompetency means that clinicians must assess the individual’s decision-making capacity in relation
to specific domains of life e.g., financialdecisions, treatment decisions,not merely as ageneral capacity.

cians should be prepared to describe individuals’ abili
statute in their own stases. The mere fact than one ofthese
definition, however, does not mean that it should be ig
courts interpretations of them, are sufficiently broad to
functional deficits, since they areall logically related to de

A corollary of the legal notion of specific competency is the fhirly recent evolution of legal
competency asa person-environment concept. Many courts no longer consider legal incompetency
as merely a function of the individual’s abilities. It depends aLo on the nature of the specific deci
sions that the individual must make. Thus whetheror not an individual is considered incompetent
will require comparing the degree of the individual’s decisional abilities to the demands of the
individual’s specific situation. Less demanding decisional tasks e.g., understanding a relatively
simple and low-risk treatment in an informed consent procedure require less ability, which lowers
the threshold required to Ond the individual competent in that instance for that specific purpose.
Similarly, less ability may be required if the individual has the assistance of a trusted relative in
making important decisions. For the clinician, this suggests the importance ofassessing not only the
individual’s abilities, but also the nature and social context of the decisions that the individual must
make.

2.

Finally, legal incompetency used to be considered a static, relatively enduring condition. Con
sistent with recent trends in U.S. law toward maximizing individual autonomy, modem law recog.
nizes incompetency as a current condition that potentially can change. Part ofthe clinician’s assessmerit, therefore, should be directed toward informing the court of the likelihood of future change in
the individual’s condition and the potential need for future reassessment.
Structure of

Le al

Defintosof Incomnetencv

Although competency statutes vary across states, they tend to have certain elements in common
Grisso, 1986. In general, they include the following components.

For a finding of incompetency, most statutes req
accounts for deficits in the individual’s functional abil
this is expressed in general terms e.g., mental illness o
terms used its legal definitions have no clinical synonym
some effort to learn the relation between these terms a
interpreted in their own states. For example; not all DS
illness for various legal purposes. Nevertheless, the
tency assessment will always depend on the ability to i
tion e.g., psychosis, dementia, or depression may acc
abilities that the clinician has observed.
3.

Consequential Component

Functioal component

Most statutes makereference to deficits in certain ftmctional abilities on which the question
of competency will focus. These are stated as things that individuals can or cannot do or for
which they manifest relative deficits pertaining to decision making andjudgment. Comprehen
sive reviews ofstates’ competency laws e.g., Appetbauni & Grisso, 1988 have found frequent
reference to three types ofabilities:
*

Interaciv Comnonent

Statutes often make reference to the decisional co
ties must be considered. Often this takes the form of
which the individual must make decisions. For example
decisions," courts will interpret this as referring to the
the individual being evaluated. The individual’s abiliti
tion with the demands of the individual’s own financial
clinicians must be aware ofthese circumstances as par
4.

I.

Causal Comoonent

Understanding: the ability to comprehend and retain relevant information for a decision.

* Appreciation: the ability to recognize, without distortion by patently false beliefs e.g., psy
chotic delusions, the relevance of information for one’s own situation.
* Reasoning: the ability to manipulate information in a problem-solving process e.g., to weigh
altematives and their consequences.
Not all states’ legal definitions ofcompetency refer toall three ofthese functional abilities. Clini
CLINICAL AsSESSMENTFOR COm,mFtrsacy
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Some statutes specify that the court must determin
sion outcomes, are likely to occur if the individual is a
Examples include the likelihood that the individual wi
others," or is likely to "be deceived by artful and desig

Cliniciansare not requiredto make precise predictio
If they appear in one’s statutes, however, they form a legal
the clinician should beprepared. For example, theclinici
relative degree ofrisk of such negacive consequences. U
whether that level of risk is enough to tip the scales in f
expense of the individual’s right toautonomous choice.
Issues Legal in the

Evalution Process

Assessments performed to assist legal determinations
the rights ofexaminees and the needs of laiyers and the c
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important considerations. Many of them are consistent with ethics in the
they are not specifically defined by law in one’s own state. Additional practice ofpsychology even if
guidance can
"Specialty Guidelines for Forensic Psychologists" Committee on Ethical Guidelines be found in the
for Forensic Psy
chologists, 1991.
I. When clinicians receive a request to perform a competency
assessment, they are obligated
to consider whether they are competent to perform it. Failure to do
so may raise questions later,
when the court is asked to qualify the clinician as an expert for
purposes
of receiving his or her
opinions based on the competency assessment. Professional
competence does not
require a high degree of specializatiori in competency assessments. The main issue necessarily
is whether
the clinician is prepared, by training and experience, to perform
assessments and form diagnostic
opinions regarding persons like the one who is assessed: for example, the clinician’s familiarity
with assessment and diagnostic issues associated with older persons.
2. Clinicians also should consider whether their performance of the
competency assessment
conflicts with their other professional roles. For example, many
clinicians do not perform as
sessments for legal purposes involving individuals for whom they have treatment
responsibi Iities. Mixing the treatment and assessment roles sometimes jeopardizes
one’s impartiality, as
well the patient’s trust in the treatment relationship.
3. The clinician should be aware of the specific purpose for which the
performed e.g., the type oflegal competency in question. Consultation assessment is to be
should be sought prior
to the assessment when this is unclear.
4. Typically, legal counsel for the individual should be informed
before the assessment is un
dertaken. This provides an opportunity for consultation between the individual
and his or her
attorney.

6. Assessments for legal purposes require that one ad
mentation of the process. This pertains, for example, to
the restriction ofaccess to the data by persons not specifi

7. Clinicians should remember that reports intend
reports intended for use by other clinicians. Techn
should be defined. Diagnostic labels are helpful only
presume that they have any meaning to the reader
clinician should spell out in detail all logical inferen
lieved that a particular disorder is responsible for the
making, many ofwhich might not require explanatio

g The report should be well organized and compl
order to explain one’s professional opinion.. A clear
fewer complications during expert testimony in cour
between parties without the need for lengthy testimo

9. Courts sometimes expect clinicians to offer an o
whether the individual is competent or incompetent.
hibit this. They ask the clinician only to provide c
mental disorders causing those deficits, the pote
decision-making incapacities, and potential remedia
facts are sufficient to require a finding of incompeten
is a matter for moral judgment by the court concerni
beneficence, given all of the clinical information tha
aware of the expectancies of the court in theirjurisdic
questions about opinions on the ultimate legal questi

5. Laws often require that individuals whose competency is to be
formed of the nature, purpose, uses, and potential consequences of assessed must first be in
also have the right to refuse to participate in the evaluation. When anthe evaluation. They may
individual does refuse to
participate, the clinician may wish uadiscuss the refusal with the individual’s
legal counsel, who
in turn might be of assistance in advising his or her client
of the value of participation if legal
counsel believes that an evaluation isi the indMdtaj’s best interest.
Patients will sometimes appear to be so confused or demented that
meaningful, informed consent to their participation in the evaluation, even they cannot provide
ifthey seem willing to
participate. In these situations, the clinician may need to inform a
court ofthe clinical condition
of the individual and seek authorization to proceed with the
competency evaluation. In some
jurisdictions, approval by the individual’s legal counsel to proceed
will constitute proper autho
rization.
In any ci tumssanceofs type, the clinician’s report ofthecorn
encyevaluanon should specifi
cally and clearly describe the individual’s apparent
incapacity to have understood the nature ofthe
evaluation and doubtful competency to have provided informed
consent to participate. This allows a
court to determine whether to admit the report as evidence
fulfills theclinician’s obligation to protect the individual’s in a legal competency proceeding, and it
rights
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APPENDIX B

ECOLOGICAL VALID
of Eololcal Validity Definto

Clinical evaluations for the determination of legal compet
valid. Here, ecological validity refers to the extent to whic
performance on the specific task in question in the context
resources. This appendix focuses on this definition of ecologic
tionand tests of specific capacities. The appendix reiterates an
sented in this guideline and inAppendixA,and providesa brief li
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One important element of ecological validity inclinical ev
ficity. Just as most state laws are moving from general guardia
or situation-specific guardianships, so must clinical evaluation
sionsand situations. As noted in the guideline, ifthe referral is not
determine what is the specific decision or task in question, and, in w
tal demands and resources will the decision be made or task be p
hance or diminish performance in the environment must be cons
manner in which behavioral outcomes and level of risk are multisupport, other psychosocial issues, and theenvironmental context
Ecoloeical

Vaildty irDecisional

andExecutional

It is unportant to appreciate that evaluations for compete
decisional and executional abilities Callopy, 1990. That is,
decisional autonomy judgment, reasoning, planning; such as ma
involve executional autonomy behaviorto carry out decisions; su
Decisonal

and Erectstional Abilities

This practice guideline recommendsthataclinical interview be
health as well as tests ofcognition and tests ofspecific capacities
cognition and tests ofspecific capacitiesoften complement each oth
functioning and in this way maximize ecological validity. Ecologi
specific capacities is further delineated inlable B-I on the follow

Tests ofcognition often provide important information about
and competency issues, or whether the person has the requisite a
solving to think and decide about specific issues or tasks. As su
predictive value for assessing everyday functioning and legal cO
ecological validity ofcognitivetests often relies upon the predictiv
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TabIeB-l
Tests of Cogninn

Tests of Speck Capseitics

Usefut in predicting everyday funcrioning.

Usefut in describing everyday tirrclioning.

Focuses on decisional aspects of everyday
functmning.

Focuses on esecutioriat aspects of everyday
functioning.

Often concerned with predictive validity.

01cc concerned withcostens validity.

Tests ofspecific capacities often provide important informationabout executional aspects ofeveryday
functioning and competency issues, or whetherthe person can carry out the decisionor task in question. As
such, tests ofspecific capacityoften have important descriptive value for assessing evesyday functioning and
legal competencies. Empirical confirmation of the ecological validityoftests ofspecific capacities usually
concerns the content validity ofthe tests; does the test adequatelysample the domain ofbehaviors in question.
This distinction is somewhat blurred in that the specific capacity or legal competency in question may be
medical decisionmaking capacities. Still, general cognitive abilities, measured by testsofcognition, and deci
sion making abilities, measured by test of specific decision making capacities, can be used together in the
determination oflegal competency for medical decision making.
Some psychologists may be most familiar with tests ofcognition and concepts ofpredictive validity.
As such, utilization of tests of specific capacities may require a shift in thinking and greater attention to
the relationshipbetween tests of cognition and everyday functioning.
of

Everyda

Functlo e

froniTest of Cognition

There is an extensive literature on the prediction of brain function from tests of cognition. The
literature regarding the prediction of everyday function from tests of cognition is more limited. A brief
review of this literature is provided below.
A growing body of research has documented acentral role ofcognition in the prediction of perfor
mance of ADLs, such as hygiene, dressing, eating, transferring, and toileting. In a series of studies
Lichtenberg et al., 1994; Moore & Lichtenberg, 1995 the Dementia Rating Scale DRS predicted initial
and discharge ADLs, even after demographic and medical variables were considered. In an earlier study
McCue, Rogers, & Goldstein, 1990, 45% ofthe total variance associatedwith cognitively oriented self-care
tasks and 29% ofthe total variance associated with physically oriented selfcare tasks was accounted for by
neuropsychological variables among elderly psychiatric patients. In another study Searight etal., I 9g9, 33%
ofthe varianceassociated with ratings of everyday function was accounted for by selected neuropsychological
variables among geriatric patients. SpecificADLs such as upper extremity hygiene and eating have been
correlated with rteuropsychological test performance Titus, Gall,Yerxa, Roberson, & Mack, 1993; Nadlerci
al., 1993.

1969. The degree ofcognitive impairment has been found to be th
living among patients with severe impaisment MacNeill & Lichten
correlated with specific neuropsychological tests, especially visuosp
suresof global functioning, as follows.

Medication Compliance: Several studies have found a relat
solving, memory and medication management Richardson, Nadl
problem solving Hooper and memory WMS-R tests most corre
anotherstudy, Palmer & Dobson, 1994 independence with medica
medication and to comply with a 24 hour supply of medication wa
visuospatial problem solvingBlock Design, memoryCVLT, and
Isaac &Tamblyn, 1993 visuospatial attention Letter Cancellatio
ated with accuratemedication compliance.

Driving: Two studies have found a relationship between visu
driving. In one study Odenheimer et al., 1994 driving skills ass
general cognition MMSE, visual attention TrailsA, memory W
another study Owsley etal., 1991 accident frequency was associa
cognision Mania Organic Mental Status Syndrome Examination.

Money Management and Other IADLs: Several studies hav
visuospatial problem solving, general cognition, and money
Visuospatial problemsolving Hooper and memory WMS-R were
overall safety and community utilization in older psychogeriatric pa
cognition as measured by DRSorMMSE has been related to money
studies Caron& Lichtenberg, 1996; Lowenstein et al., 1992; Nad
Predi
In surnmasy, in recent years, a modest but growing line o
predictive in the performance of ADLs and IADLs. Tests of v
have an important role in the prediction of specific functions
compliance, money management, and driving. Thereasons unde
remainsto be clarified, and likely involves latent demands share
ties related tiçroblem solving in novel situations. Shortcoming
ate measurement ofeveryday functioning, small samples, failure
such as age and education, and lack of multi-variate analyses.
collected on psychogeriatric patients or community volunteers, an
such as adults with low levels of education or ethnic minorities

Similarly, a growing body ofresearch has demonstrated the role of cognition in predicting IADLs, or the
more advanced tasks necessary for independent living such as using the telephone, shopping, meal prepara
tion, cleaning, laundry, use oftransportation, handling finances, and medication adherence Laton & Brody,
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Examole I:
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tNTENT1OWALLY BLANK
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Decison

Not to

Conduct

anEvaluation

PAGE

Mr.A,an84 yearoldpatientinaVANursingHomeCareU
longercompetent tomanage funds. The brother asksthe treatmen
forpurposes of appointing the brother a guardian of Mr. A’s fu
psychologist whether such anevaluation is indicated.

ba review of the medicalchart, thepsychologist notes that M
a hip joint placement for which he is receiving physical rehabilita
eating due to a severearthritic condition in his hands. The psych
medication orders and reliably follows that schedule.
A isamegsalar participant in unitactivities with no need to remind him
One nursing staff notes that heparticularly enjoysattendance am hos

loan interview with Mr. Aby the psychologist, Mr. A indica
control ofhis funds for 10 years and is not surprised by the brothe
gist contactthe patient’s sister for more information on the family
patient’s medical record by a previous social workercontact with

The psychologist enters a noteregarding the brother’s reque
the ADL deficits responsible for his need for nursing home care at
managing funds. The psychologist further notes that Mr.A’s beha
lems nor other evidence forproblems injudgmnent which would
recommends that a formalcompetency assessment not be conduc
Examnle 2:

Decison to

Delay Assessment

Mr. B is a 70 year-old widowed male with two prior admis
admitted to a geropsychiatric unit one week ago because ofinapp
drinking and not taking proper care of himself. His housewas filt
oneyear ago. Mr. B has been living alone, his drinking has increa
severed contact with his two children years ago and has no other so
has been trying to help him as best she can, but says she can no lo
medical problems. She desires that he be placed in a nursing hom
to placement. The nursing home will only admit him ifhe has a
requests a psychological evaluation of competency.

The psychologist penises his chart and finds that the admittin
nile-out of vasculardementia. There is evidence on he CAT sca
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usage and multi-infarcts. In addition, he has hypertension, stomach ulcers, and early stage cirrhosis. However,
the nurses report that Mr. B has become more alert by the end ofthe firstweek in the hospital and has begun
to feedand dress himself, although he continues to have some difficulties following directions and remembering
recent events. He now admitsthat drinking is a problem, but says that he doesn’t want to stop completely.
This isa common and appropriate referral for psychologists providing services on a geropsychiatric
inpatient unit. Given the patient’s recent heavy drinking and significant physical problems requiring
acute treatment, the psychologist decided to proceed cautiously and administered the Mini-Mental State
Exam K{MSE and the Dementia Rating Scale DRS. Mr. B received ascore of 15 on the MMSE and 100
ontheDRs, both fallingwithin the significantly impaired range ofcognitive functioning. However, he showed
significant variability on the DRS subtest scores, with the Attentionand Irtitiaxion/Perseverationsubtests par
ticularly impaired. A qualitative analysis revealed that he answeredsome ofthe more difficult items correctly
but failed relatively simple qtstions. For example, on the MMSE, heknew the day and the month butmissed
the year. At thispoint thepsychologist deemed it advisable todefer further testinguntil his medical condition
stabilized and his mental stati.eleared.
Although the neuroradiological findings are positive, it would have been an error to hastily con
clude that Mr. B wasincompetent dueto the possibility that the initial psychological testing resultsreflected an
acute rather than chronic condition, and the frequent lack of clear association between neuroanatomical
findings and functional behavior. Ifpsychological testing proceeds just priorto discharge after Mr. B has
further cleared, and the resultssuggestcognitive deterioration severe enough to warrant a recommendation of
incompetence andnursing home placement, thenre-testing shouldbe strongly consideredinat least six months.
This will helpdetermine ifthe routine structured nursing homeenvironment has gradually improved his physical
and mental functioning enough for him to become competent Re-testing should be considered even ifhe still
maintains that hewill drink again after he is discharged, because many young adults hold the same view without
ageist accusationsof incompetence.
Eximnle 3:

Decison In Sunnort of

Decisional

A psychologist received a request to "evaluate competence" of Mr. C--a 69 year old male patient, from
a psychiatrist on an acute psychiatry unit where she consults She asked the psychiatnst to clasi’ in writing the
nature ofhis concerns and shealso spoke with him about his concerns. He noted that Ms. C’s sort had spoken
of selling the home in which he and his father lived prior to the father’s admission for increased insomnia and
agitation. The psychiatrist was concerned aboutMr. C’s abilities to consentto this decision atthis point in time,
and whetherthe team should intervene to avoid the possibility ofexploitation. Two months ago he had an acute
medical condition which resulted in some decline in cognition, and also has had long-standing psychiatric
difficulties characterized as atypical depression and anxiety. The psychiatrist was concemed about the pos
sible effects ofeither cognitiveor psychiatric dysfunction on Mr. C’s capacity to consent.
The psychologistreviewed MeCs medical record togain inforrnationabouthis medical andpsychosocial
historyand hiscurrentmedicationtegimen,to beginplanning fortheevaluation, and to insure she wasqualified
to perform an evaluation ofhis mental status and abilities relevant to the competency concern. The patient was
new to the psychologist, she had not hada previous psychotherapeutic or professional relationship with him or
his family. The psychologist, who carries hospital privileges in neuropsychology and medical psychology.
determined she was qualified to perform the evaluation, but first gained more information about the acute
medical condition resulting in the cognitive decline through request and review ofold records and consultation
with another staffmember expert in the medical condition.
CLINICAL ASSESSMENT FOE COMPETENCY
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After deciding to proceed with the evaluation, the psycho
including the charge nurse, nursing assistants, and the occupa
about Mr. Cs function on a daily basis. lnpamticularshe asked a
throughout the course ofthe dayand his interactions with others. S
forthe evaluation. Sheexplained the nature of the evaluation, wh
was, and how the report would be used, asking specificquestions
hishome. On the morning ofthe evaluation she again spoke with
and spoke with Mr. Cto determine that he was clinically stable to

The evaluationconsisted ofa comprehensive clinical intervi
current psychiatric symptoms, substance use, psychosocial histor
relationship with his family, the management ofhis assets, and his
with cognitive tests consisting ofsubtests from theWAIS-R,WMS
tools. Finally, he was assessed withsubacales ofthe Independent L
specific capacities relevantto financial management andhome car

Theevaluation found that Mr. Cwas more clinically stable now
insomnia which had resulted in his admission, had remitted with ho
the history in the medical record and with the patient, he appeare
escalation to delusional thinking, although he did not currently m
history ofalcohol dependence, which was in sustained full remis
testing found intact memory, and mild to moderate deficits inabstr
appeared to be consistent with life long beaming patternsand educa
neuropsychiatric disorder. Cognitive testing was compared to prev
theacute medical episode. Specific capacity testing found he had
and home, and that his explanations ofseasoning underlying related
although not clearly impaired. His family had been providing c
consideration of sellingthe home was related to concerns about the
Mr. C’s needs and the difficulty in maintaining upkeep on the ho
patient and familyreported there was not a financial gain to be ma

The psychologist concludedthat Mr. C did display some mi
typified by a concrete and acquiescent approach, but that the im
recommend adjudication, nor did there appear to be significant r
scribed the results oftheevaluation inawritten report, including dia
tions. She recommendedcontinuingdiagnosticclaiiflcation, work
interventions to increase Mr. Cs opportunities for socialization w
staff when the report was filed, and stated heravailability to disc
after the team had reviewed the report, and stated that the written
the team’s concerns.
Examole 4:

Decison to

Recom end

Peti on for Guard

Mr. D is an 74 year-old married male who was admitted to t
month ago for an extended respite stay whilehis wiferecovered fro
in a first floor apartment about two hours away from the med
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amputation about a year ago. His medical record includes ahistomy ofdiabetes, peripheral vascular disease.
hypertension, coronaryarterydisease, andnewdiagnosisofmulti-infaretdementia givenafleramedical work
up. He is totally dependent on a caregiver for assistance with bathing, dressing, transferring. His wife’s
recovery is proceeding slowly. Even after several more weeksof strengthening, it is unlikely that she will be
able to provide the same level of care. Mr. D is at risk of eloping ifleft unsupervised. Unless there is a 24.
hour/day, fully ambulatorycaregiverin the home, his home is not a safe place for him to be. His wife hasasked
that he betransferred to a nursing home in their community. The treatment team doubt that he is aware of his
needs and risks. There is nodurable power ofattorney or other typeof advance directive. Mrs. D is willing
to pursue guardianship and protective placement The team hasrequestedapsychological evaluation asa step
toward the legal process.
Several attempts were made to secure informed consent from the patient. He was fully alert and did
not object, but he was consistently unable to demonstrate an understanding of the purpose of the evalu
ation. Given theoverall circumstance and alterconsultation with the team and with Mrs. D, it was decided to
proceedwith the assessnientand document the problems withtheconsentprocess. The plan was to focus on
cognitive function and the abilityto participate in health care decision making and tohave at leasttwo assess
ment sessions.
The MMSE had already been administered twice, and both times it was indicative of at least mod
erate impairment 11/30 and 15/30. Additional testing expanded uponbut was consistent with the MMSE.
He was oriented onlyto person. The remainder ofhis orientation responses were grossly inaccurate. He
performed within average range on a digit span task, but all other cognitive measures including short- and
long-term memory showed moderate to severe impairment During a structured interview about healthcare
decisions, he was unable to demonstrate any appreciation of the general terms of a relationship between
physician and patient orof hisown condition, care needs, and limitations.
A report was written in the format and style required by the state forthe adjudication process. The
effort made to obtain consent from Mr. D wasdescribed along with the consultation process that resulted in the
decision to go ahead with the evaluation. The report outlined the patient’s history, diagnoses, social situation,
andcurrent psychological functioning. It concluded with the statementthat patient appeared to lack adequate
decision making capacity for his own safety regarding his person, estate, andhealth care, and that it appeared
in his best interest that a guardian be appointed. The apparent irreversible etiology for this condition was
noted, Verbal feedback was given to Mrs. D, andto the treatment team, includingsome recommendations for
improved consistency and structure in his dailyroutine.
FXamDIe

5:Snecifie

Ineacits flue

to Denresslve Disorder

Mr. E is an 83 year-old widowed male with long-standing cardiovascular and pulmonary disease, who
was brought to the clinic by his children as a walk-in, with the complaint that he could no longer care for
himself. His son and daughter both live approximately 100 miles away, and were accustomedto visiting him
approximately every three months on a rotating basis, When the son came for his visit, he found that Mr. E’s
house was dirty, and in total disarray. Heapparently had been wearing the same clothes for several weeks.
His bills had notbeen paid, and they found one check that had been wtitten for the wrong amount There was
very little food in the house, and he would not be specific about his food intake. He stated that neighbors were
bringing him food. Neighbors denied this, reporting that he was staying in his house a lot, and was no longerhis
usual friendly self. The son expressed his conceni. butMr. E refused to talk about an,lliing, saying that he was
all right and didn’t need any help. The son then called his sister, who came immediately, and after several failed
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attempts to communicate with her father, theydecided that he must
andtook him toemergency. Afterareview ofhis symptoms and cu
physician. Uponexamination, his physician found no marked chan
weight loss. She administered the MMSE and his score was 20,
Mr. Ewas disoriented to time, could do only one of the serial seven
scheduled for a more detailed psychological evaluation by the clin
o urology arid nuclear medicine for imaging studies.

Mr. E typically has an appointment at the Geriatric Outpatie
evaluation of hismedical problems, and had been seen approximate
quick chart review revealed no unusual medical problems. At th
about driving his car to San Francisco to take care ofa legal mat
result became confused about his exact location. After driving aro
wrong way on a busy one-way street, he found a parking place th
However, he was unable to parallel-park, and trusting soul that h
look after it while he completed business. With thehelpof the polic
away. After hearing this story, the clinic staff wasconcerned ab
neumopsychological examination as comp ted at thattime which r
be above normal for his age and education level. Clinic staff admon
his local community, and attempted to set up an appointment time
would complywththeir request, andtherefore, felt that driving
date. Mr. E lives alone in cozy bungalow located in a small com
Francisco. On home visits, clinic staffhave always found it to b
driving is limited to going to the store, his churchand an occasiona

Mr. Es children talked tohis primary care physician and the so
forhim. Theydiscussed the possibility ofplacementin theVAexte
taking him to one of their homes. It was agreed that before an
admitted to the Geriatric Evaluation and Management Unit for fur

Psychological testing indicated that Mr. E was severely depre
Scale was 23 out ofa possible 30, and his responses on the Schedu
nia revealed symptoms compatible with a diagnosisof Major De
precipitated by realization that he must constrain his driving acti
considerably lower than his expected level corrected for age an
abstract functioning and learning and memory were poorer than
overlearned skills, but even these were in the moderateto seve
analysis ofhia performancerevealed that he was inclined to give up
don’t know the answers to these questions". His performance on t
Memory Scale and the ReyAuditory Verbal Learning Test also r
withadiagnosis of severe depression. For example, his immediat
minute delayedrecall showed 100% retention ofimmediate recall
recognition recall by 60%. On the AVLT, he recalled four word
two. Bytrial five he recalled eight words. l’hirty minute delay r
delayed recall, and recognition memory yielded three additional
education level. Based on his overall performance on psycholo
impaired functioning in his borne situation might be due to depr
NATIONAL CENTER POE COsTCONTAINMENT
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active dory while in Korea. After an honorable discharge, Mr. 0 m
communications industry until age 62, when he began showing sig

changes in life style due toself-imposed driving restrictions.
Detailed neurological and neuroimaging studies revealed no evidence of new cerebral damage.
Treatment ofhis depression was implemented in the GEM which included medication and case manage
ment for solving lifestyle changes. Initial treatment efibrts were successful, and Mr. Eis able to continue living
in his home. He continues to see a therapist to learn how to overcome life style changes.
Examole 6: IncludinE Patient Preferences

within

Decisonof Inca yacltY

A psychologist was asked bya primarycare physician to help with assessment for medical decisionmaking capacity. Mrs. F, the patient, was a 78 year old woman described as mildly retarded with super
imposed dementia, but with no prior fonnalassessment. She had no known living relatives; asocial service
agency had been assigned guardianship, but had played no active role. Among her many medical condi
tions was an inoperable, slow gastrointestinal bleed, Which required frequent blood transfusions to sus
tain life. Mrs. F had recenttybegun to pull Out her IV tubes and show other signs of resistance to medical
treatment. The primary care physician was comcemed that the non-compliance could be demonstrating a
desire to withdraw/withhold treatment. However, he was unable to get verbal confirmation or denialof this
from her.
The psychologist met with the primary carephysician to clarifythe referral question. It was decided
that the woman, in all likelihood, was not decisionally capable for health care decisions, based on the fact
that she had not shown understanding of her condition, nor the ability to weigh risks and benefits of
alternative treatments, nor was she able to verbally communicate her values, goals, or preferences.
However, even in the context ofdecisional incapacity, the physician still requested help with under
standing Mrs. F’s preferences. The medical decision-making was delegated largely to him, as the agency
guardian passivelyaccepted his recommendations. Hehad been unable to elicit verbal communication from
her. The psychologist conducted the examination at Mrs. F’s bedside. The patient made eye contact and
appeared to hear, but the psychologist was unable to elicit a verbal responseto questions. Finally, after ten
minutes ofunsuccessfulattempts at communicating, the psychologist asked Mrs. F ina loud voice, "Do you
want to live ordo you want to die?" She sat up in bed and declared in an equally loud voice, "I want to live!"
Thepsychologist reported this finding to the physician, who then incorporated Mrs. F’s preference into a
treatment plan ofcontinued transfusions,
The case serves to illustrate the value for both patient and provider of considering patient prefer
ences in decision-making, even when an individual is decisionally incapacitated.
Assessment of

Elders for Whom

Eneilab Is not

-

the First Laneuase

Mr. G is a 66 year oldAmenican citizen ofHispanic origin he legally immigrated to the United States in
1946 from Mexico, andbecameacitizenin 1950, who is showing signs ofmemory loss,cognitive confusion,
and poor fursctioninginhis activities ofdaily living. He had been educated in Mexico where be completed the
sixth grade and then became alaborer. He worked on many differentjobs requiring manual labor until he came
to this country, when he quickly enlisted in the Army to serve in the Korean War. Mr. G was particularly
interested in thisoption since he wanted to obtain a bettereducation and become more proficient in a particu
lar trade through the GI bill benefits. He became a radio communications person in the Army and served on
CLeeCAL Asassst.tasrFoa Co,.wsmscy
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Mrs. 0 reported that her husband seemed to lose his way easi
became more demanding ofattention from her. He neglected his
alone, with little contact with his grandchildren. He also began, o
more Spanish in the home although English had been the preferre
with his family, as well as on his job. By the time he was brou
functional capacities, which was requested by his family becaus
savings and make poor financialdecisions, he was speaking almo
suspicious ofhis family members.

Mr. 0 had never been evaluated for dementia previously, in f
thought he hadAlzheim’s disease and theywanted a confirmation
his VA primary care physician that he was"acting strangely" atho
brief mental status screening based on the Mini-Mental State Exa
to the questions atall, since they were given in English and he had
fore, he was referred to thestaff psychologist for furtherevaluation
cognitive and functional impairmenta However, thepsychologist
several recent modifications ofthe MMSE that were developed sp
low literacy level. The psychologist’s approach was to attempt t
cognitive screeningbattery e.g., the former neurncogniiive mental
He began by asking questions in English and having Mrs. G tran
responses. However, he soon realized this wasunsatisfactory bec
seemed very hesitant about her role, and appeared to the examin
answers e.g., on calculation items and giving her more well re
When asked about this directly, Mrs. 0 agreed that, according t
community, Mr. 0 should not "look bad" to outsiders; therefore,
responded as ifthere were no memory, concentration, or calcu
explain that the purpose of this evaluation was to determine Mr.
everyday functioning, so that appropriate helpcould be arranged
tobe more accurate irs her translations of his responses, but instea
sional interpreter be brought in for the evaluation. This proved to b
for a much more accurate assessment ofthe patient’s capabilities.
tia, along with inability to independently perform most ADLs an
realized the importance ofbeing frank about Mr. G’slirnitations.

Once the diagnosis was confirmed through additional phys
eligible for several programs e.g.,Alzheimer’s day care at his loc
much independence and dignity aspossible, and his wifebegan re
to help her understand and cope with this progressive disease.
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