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is 89 years old and lives alone. One day he calls 911
ill and has fallen on the floor. The emergency
ansport him to the hospital, noting that he is
d his home is dirty, with spoiled food,

se. They also found medications in

es. Mr. Olsen is hospitalized for
ment for acute renal failure with malnutrition and

dration. With medical intervention, his cognition clears
erably. However, there are residual problems with memory
easoning. A brain scan shows no acute problems but a mild
of cerebrovascular disease. Mr. Olsen reports anxiety in the
hospital. He asks to be discharged and assures the team he can
manage his medications, personal care, and meals. He expresses
discomfort with home care services. Mr. Olsen values his
independence and wants to return to his home of 63 years. The
medical team asks the psychologist “is he competent?”




t would you do?

s up in the emergency room

t refuses - says he is leaving.

Does the Psych On Call staff let him leave?



efinition of Terms

a non-legal, clinical
assessed by a health care

n concerned with the
grity of functional abilities.

gible evidence is key-this can be
R Ical observations, a mental status
\ n, and /or formal test results.

- @ Documentation of the reasoning behind
the compromised capacity is critical.




efinition of Terms 2

is determined by a judge, with
nly part of consideration.

s alega
is the ability to decisions by yourself.
revocation of this ability can deprive an
1dual of rights and autonomy (self
rmination).

iInction no longer works, as most states have
moved away from the terminology of
“competency” in favor of function-specific
“capacity” and “incapacity.”

= Use “Capacity "as preferred term




= Competency

Legal concept

Can only be
adjudicated by a court

Usually more global,
long-term

. . = Designated decision-
= Surrogate decision- maker by judge
makers, if necessary



Self-Determination Act of 1990

Juires many Medicare and Medicaid
ding hospitals, nursing homes,
--to give patients information
uding their right to accept or
se medical or surgical treatment.

ed consent in a medical context consists of 3
1ents: disclosure of information, voluntary
ptance of treatment, and mental capacity.

E Patient’s consent be given voluntarily. This implies
that the patient’s decision is free from coercion.



nformed Consent

lement in the informed consent process--the capacity
t--is the most crucial aspect for the clinician to

consenting or refusing treatment, the patient

mmunicate a clear cho out vacillating significantly.

onstrate a factual understanding of the medical issues at hand,
ding the risks and benefits of the treatment and any reasonable
tives.

w comprehension of the situation as it applies to him and the
equences of his decisions. This implies that the patient has
ological insight into his illness and need for treatment.

a rational manipulation of the information presented with a

t and logical thought process in analyzing the various courses of
action. This element examines the process and not the content of the

e person's thoughts.

= People are allowed to make decisions that are contrary to their physician's
best advice, as long as all 4 of these criteria are met.
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apacity

Care Decisions Act:

ividual’s ability to
enefits, risks, and
care and to make

unicate a health-care decision.

capacity in health care is rooted in the

informed consent.

It is up to clinicians to evaluate a patient’s
- capacity for medical treatment

10



-

3 quired for Incapacity

finding, there must be evidence of a

n that is causative ( i.e. dementia,
n, psychosis, and drug

h other psychiatric

enia, mania, TBI, etc.)

oxication, along
lromes, schizoph

e presence of a condition is insufficient.

= Question for clinician is whether patient is
sufficiently impaired as result of condition to be
considered to be lacking in capacity.

11



n of evidence in arriving
ir determination of the need for

judge makes the final determination of
legal capacity.

12



nerally, a competent adult patient has the
t to refuse treatment.

if it means that he/she may die.

yurden of proof is on the party bringing
the petition to establish sufficient diminished
capacity to justify the appointment of a
guardian or conservator.

13



of Attorney).
Ith care representative (such as a close

14



Not all or nothing

be legally “competent”, i.e. not
incompetent, but still have
aking capacity due to
7ent, i.e. being drunk

s or other acu

s may be legally incompetent in some
e.g. finances, but still retain medical
decision making capacity

15






but not buy a house)

is does not equal incapacity
a patient may be demented or mentally ill, and retain some
capacity

- Capacity is not necessarily a stable, permanent state
- - a patient’s ability to make decisions may vary with acuity, and
may be regained even when previously inadequate



When should you assess DMC?

\enever the patient disagrees

with you



It’s really “A”

s DMC spontaneously and
every encounter; in most cases

ircumstances should trigger a more
ate and formal evaluation:

upt change in mental status, which may
be caused by an acute medical or psychiatric
process.




WHEN to assess DMC formally...

refuse recommended treatment,
e unable or unwilling to explain
1 seems irrational or due to
ormation or misunderstanding

| a patient gives overly hasty consent, and
it seems apparent that he has not given
thoughtful consideration to the risks and
benefits

4) When his physician asks for a consult




roups at high risk for
ecisional incapacity

ses or treatment that compromises
, Sedation, etc.)
lild-moderate Alzheimer’s;
iversal with severe dementia.
hrenia > depression.
atic bipolar disorder.
in ICU and Extended Care Facilities.
- Incapacity correlates with measures of

neuropsychological impairment.

= Decision making impairment correlates with increasing age

and fewer years of education
* Low IQ

» Hospice patients (Walaszek, 2009). 21



Prevalence

psychiatric consultations in
" capacity to make

\t-related decisi

patients in one study lacked capacity to
medical treatment although only 25% were
S such.,

Appelbaum, PS. Assessment of patients’ competence to consent to treatment.
N Engl J Med 2007,357:1834-40

22



~Assessment

S in the hospital are at

0 5150 decision regarding grave

23



How dangerous is the
ecisional consequence

ingent standard of capacity is
e dec151ons that are very

fessional and p ic rationality.
n diagnostic uncertainty is minimal, the
able treatment is effective and death is
y to result from treatment refusal (and
ent is refused) then competency in this
context requires a capacity to appreciate the
nature and the consequences of the decision being
made.

24



IWHO can evaluate for capacity
vV says:

ignates the physician with “primary
ant’s health care” as the person to

apacity

search says:

paring the judgments of psychiatrists to other
10Ws “they are no better at assessing capacity in

 Lack of interrater reliability



ypes of Capacities

ave hospital AMA
10N makmg / consent capacity

al of Medications
ial capacity
mentary capacity (to make a will)

ctual Capacity: durable power of
attorney or a health care directive

= Sexual consent capacity (MR; dementia)
= Capacity to drive

** = common referral ? at Kaiser

PAS



sapacity Is not static

iIng capacity must be evaluated for each
because it is neither static nor broad-

i )
patient may lacl
e that capacity restc
e common factors that can temporarily and
sibly cause a person to lack medical decision-

g capacity include delirium, depression,
bharmacy, nonadherence to medication, or an
ACt edical illness or infection.

= Many patients with mild to moderate dementia have
fluctuations in their levels of capacity, depending on
the familiarity of the setting, time of day, and
medications taken."

apacity at one time and later
)

27



pecific Decisions

evaluated to determine whether he has the capacity to
catment at a particular time in the course of his illness.

onic dementia, those who have a Mini-Mental State
ess than 16, have a high likelihood of being unable
of 98 patients with Alzheimer-type dementia

1ith MMSE scores of less than 16 retained

-making capacity.!”
udies have found that patients who have mild cognitive impairment (i.e.,
episodic memory impairment who do not meet criteria for dementia)
re likely than those without cognitive impairment to have impaired
-making capacity. Mild cognitive impairment can erode the ability to

er, understand, and apply medical information that has been presented,
pairing decision-making capacity while leaving the person relatively
intact during activities of daily living.!!

Other investigators have noted that patients with mild cognitive impairment
frequently display deficits in executive functioning, specifically in areas of abstract
thinking and cognitive flexibility. These deficits also degrade decision-making
capacity, especially understanding the consequences of a treatment choice.?13

PAS



acity may not be permanent

specific, not global.

. (Is there support?)
ndue influence?)

ity status can fluctuate over time and in

instances a capacity that was initially lost

., as a result of a head injury, transient acute
psychosis, delirium, severe depression that later
remits with treatment) will be recovered.

= If not permanent, need to reassess later.




] practitioners rely on a sliding

o setting thresholds for
epting a ‘s treatment decisions. In the
e of a patient who wishes to consent to a
-risk, high-benefit intervention, a relatively
r standard of capacity is used. Requiring
minimal capacity protects the patient’s
omy as well as his physical well-being.
Patients are generally allowed to consent to
low-risk, high-benefit treatment, such as an
antidepressant, as long they can communicate
a choice

30



hen patient refuses

Whitlatch'> found that patients with

e cognitive impairment were able
e con choices regarding decisions that

fected everyday life. They also found that

ients with dementia and their caregivers

reciated that the patient’s choices and

rences were elicited and attended to.

acity is typically only called into question

a patient refuses the proposed treatment.
Patients who oppose treatment are routinely held
to higher standards of capacity because they run
the risk of physical harm, which goes against the
right to treatment and the ethical principle of
beneficence.

31



Undue Influence

> ijntentional abuse of social influence,
nanipulation to gain control of the
another.

cases of undue ence, a person may have full
acity. Alternatively, there may be cognitive
airment that increases susceptibility and
ndence.

t typically, financial exploitation is the driving

@ While diminished capacity may make one more
vulnerable to undue influence, it is not a necessary
component of the dynamic. Therefore, undue influence
can be present even when the victim clearly possesses
mental capacity.

32



dical treatment refusal is
ncompetent if patient is:

\derstand information about the
treatment

le to respond knowingly and intelligently
estions about treatment

e to participate in treatment decisions
using rational process

33



Jecision Making Capacity: 4 criteria

0 understand information
ocision: hature of

yrmation in a rationally
defensible way.

Applebaum & Grosso, 1998



Viaking Capacity 2

n: Ab111ty to understand

ity to communicate decision:

- expression of choice

Applebaum & Grosso, 1998



Relevant Information

Patients must be fully
informed of options
before capacity can be
determined

The doctor should
provide information that a
‘reasonable person”
would want to know in
order to decide whether to
accept or refuse the
proposed treatment.

Pts must understand what
‘; RN A . they are being asked and
“Understanding Life” by Javier Lopez Barbosa that they are 61ng aSke d



Jnderstanding the relevant information

actual understanding of the medical issues at
e risks and benefits of the treatment and any

7 likely are the benefits and risks to occur?”

: memory impairment, as well as impaired
conceptualization, and comprehension, low intelligence,
attentional problems

= Itis acceptable for physicians to exercise therapeutic privilege and
withhold certain information at their discretion if they deem that
the information would pose a serious psychological threat by
cognitively overwhelming the patient or causing panic. 37



danipulafing nformation Rationally




e the patient engage in a rational
SCUEsI0N about treatment options

one option better than another?
me to decide to accept/reject

1S treatmen
ow will this treatment affect the things or
2ople who are important to you?

, ires executive abilities, such as attention,
me flexibility, and the ability to recall
information after a delay.

= Limits: psychotic thought disorder, dementia,
delirium

39



Appreciating Situation & Consequences

i understand,
i jus don; care!

n means for

enial or lack of understanding on
“basis of cognitive/affective
palrment

Delusion

“Stupid Factory”
An £ Slonof the Artol

TODD GOLDMAN



Joes tr ;3 , ‘"ﬁt; appreciate the situation
ANONLs consequences

believe is wrong with your health?

ou need some kind of treatment?

ely to do for you?

appen if you are not treated?

you think your d ecommended this treatment?
believe the doctor is g to harm you?

1 DC

0 the risks your doctor told you apply to you?”

-

ote:
valid de

o patient fails to acknowledge his illness he cannot make a

sion about treatment.

= i.e. Dr. Weber gets a free house; Depressive Psychosis patient

41



m Communicate a clear
choice without
vacillating significantly.

an they tell you their

decision

m Maintain and
communicate the choice
long enough to be
implemented




» Severe ambivalence

o Stability of choice: Frequent flip-flopping may indicate lack of
capacity due to memory deficit

43



actors to remember

e of ageist stereotypes.

ider whether mitigating factors could

explain the behavior (delirium, medications,
etc.)

44



ctors to Remember 2

centric or risky choices in and of
ot grounds for incapacity.

‘and old age do not, of
Incapacity.

le have the right to make foolish or
ntric decisions and to govern their own
. unless they lack decision-making
capacity and cannot understand the
consequences of their decisions.

45



The Reality:
DOV be afraid to decide capacity

luations help physicians,
aent, and placement

| ing e
eCisions

cept for dementia placements, most
Apacity cases never reach the courts

f they do, the court's legal
determination of competency”
usually agrees with the provider's
overall “assessment of capacity

46



v Do You Assess DMC?

proaches:

terview

of a formal assessment tool

mbination of intervieW and formal
ent

f legal or ethics consultation when
necessary and appropriate



Before you start....

someone else hasn't already made
or you (i.e. the courts)

ve carefully given the patient

ision (remember pt. literacy studies)

sure you address obstacles:

nguage (use live, in-person translator if possible)

= Hearing or visual impairment

= Avoid technical jargon; use language appropriate to
the patient’s educational and intellectual level.

= [imit sedative medication unless absolutely needed



evaluation is based upon history,
tationrand fermal test performance.

49



tient’s abilities in the following

ement in contracts/wills
ement of financial affairs

independently

50



a Capacity Assessment

d the evaluation?

ondition is the lack of capacity related
~ to? (e.g.: delirious state, mental illness,

co.gmtve decline).

52



nlituencing factors to consider

ditions/history:
ples:

2 VICTIIMS

CVA affects ability to
unicate, w

R CVA affects insight.

nt Medications

w  What is the prognosis of the medical
- condition?

- * Clinical example: TBI, stroke, dementia

53



not? (e.g.: inability,
e?)

yort network”

e evaluation? (e.g.: stairs, hand rails, trip
s, cleanliness).

54



Causes of
Delirium/Confusion

| Liver or kidney disease

= Vitamin deficiency
@ Post surgical state

55



alitative Data

OIMMATT” effort/cooperation/task
ability of data

ent (gait, overall sensory functioning)
on/ Affect/ Appearance

t Content-idiosyncratic use of larlléua%e is important,
> thinking, comprehension, ESL, Non English

obal terms such as “wnl”, are not as helpful as specific details
- and quotes

56



Neuropsychlssues in Assessing DMC

vake) vs Wandering (distractible)

itory and/or writte mprehension

ssion

ediate and recent memory
t past and remote memory (verifiable!)
lobe (executive) function

= Awareness
- = Judgment



| Lobe Functions

d insight
f her own condition, e.g. grooming

ical condition, seeks information
late information about it

ws the existence of treatments, the general value
atment and the lower likelihood of getting
T without treatment

ws the specific treatments proposed, and the
f each, e.g. diagnosis, decreased symptoms,
cure



Ive Functioning

loning examples:

regard erroneous strategies
1ibit automatic but inappropriate response

1ply with treatment

n ([:1)0 s;)methmg when needed (not just know how to
o it



ive Dysfunction in Dementia

with impairment of prefrontal
1bcortical circuits

Isorders involve some
dysfunction

changes in behavior:

dysinhibition, hypomania, apathy



xecutive Dysfunction in Dementia 2

c G enial of deficit, lack of

| lon associated with:
nctional decline
eed for care

velopment of neuropsychiatric sxs

utive | correlates with IADLS| (phone,
finances, meal prep)

'@ Most MS tests do not measure ECF, i.e.
MMSE




y management
tion management |

eriatric orthopedic & stroke
itation outcome



itative Data

unctional abilities

63



ns
ations, Delusions
5 Hearing aides, Glasses

Socio-economic background
Cultural and ethnic traditions

64



onsent & HIPAA

ld be made to obtain informed
to the evaluation.

'dled, namely, that information will not
confidential.

evaluation is for crucial medical decision,
do not need consent to evaluate if you believe

they lack capacity.

65



hat can they do at home:

ADLS & IADLS

ADLS IADLS

Dressing Grocery shopping &
meal preparation

Bathing Driving

Toileting Housework

Eating Managing money

Walking Managing medication

Transferring between Using telephone & mail

bed/chair

Do to command vs. do by themselves when needed



tal Consult Clues with
Elderly

edical conditions & Meds

ication non-compliant; what’s their
ation reminder method

: smell, garbage, feces
of deficit
ed MS Testing




get rejected by the Court

serious the consequences
eciding someone has
e more you need
se quantitative measures to

up your clinical decision.

68



cal Judgment

ent about capacity of an older
at— a professional clinical

1S no equati
assessment of ca

kbook, or test battery
city.

69



Quantitative Data

are used as adjuncts to clinical assessment.

M?Fertgloeml\g% CAT xgspci:aﬁcall des1§ned to

ata tos
portant to remei er- is this test%&gl}{
ed to asses

inistering it correctly, s o that the data I collect is valid?

opsychological correlates with impaired capacity include:

ling
rm verbal memory

Executive Dysfunction

Slowed processing speed

*Insight is positively correlated with capacity

70



Directed Clinical Interview

TABLE 1
Patient Abilities to be Assessed in the Evaluation of Medical Decision-Making Capacity

1. Questions to determine the ability of the patient to understand about treatment and the proposed
options for care:
¢ What is your understanding of your condition?
¢ What are the options for your situation?
* What is your understanding of the benefits of treatment and what are the odds that the treatment

will work for you?

* What are the risks of treatment and what are the odds that you may have a side effect or bad outcome?
* What is your understanding of what will happen if nothing is done?

2. Questions to determine the ability of the patient to appreciate how that information applies to their
own situation:
¢ Tell me what you really believe about your medical condition.
* Why do you think your doctor has recommended (name of specific treatment or test) for you?
* Do you think it (specific treatment/test) is the best treatment/test for you? Why or why not?
* What do you think will actually happen to you if you accept this treatment? If you don't accept it?

3. Questions to determine the ability of the patient to reason with that information in a manner that is
supported by the facts and the patient’s own values:
* What factors/issues are most important to you in deciding about your treatment? What are you
thinking about as you consider your decision?
¢ How are you balancing the pluses and minuses of the treatments?
¢ Do you trust your doctor? Why or why not?
¢ What do you think will happen to you now?

4. Questions to determine the ability of the patient to communicate and express a choice clearly:
* You have been given a lot of information about your condition. Have you decided what medical
option is best for you right now?
* We have discussed several choices; what do you want to do?




Formal Assessment Tools

Comparison of Methods of Assessing Capacities for Each Instrument

Capacity Method
Understanding
MacCAT-T Paraphrasing, “in your own words,” diagnostic and treatment
information
HCAI Series of questions about information described in the condition and
treatment
B 89 5 § Series of questions about the details of information described in two
vignettes
Appreciation

MacCAT-T Asks (1) if there is “any reason to doubt” information about the
condition; (2) whether treatment “might be of benefit”

HCAI Asks why the doctor wants the person to take the treatment (in the first

| vignette)

T Asks (1) preparation: what would need to be done to prepare for the
chosen treatment; (2) projection: what life will be like 1 year after the
treatment.

Reasoning

MacCAT-T  Asks for (1) comparison of treatments; (2) consequences of treatments;
(3) everyday impact of treatment alternatives; (4) logical consistency of

reasoning.

HCAI Asks why a choice was made, with query and credit for the risks and
benefits considered

B Asks to give all the reasons why choice was made with credit given for

the total number and accuracy of reasons provided.
Expressing Choice
MacCAT-T Rates if there is a clear choice
HCAI Rates whether a choice is made
CCll Rates whether a choice is made for each vignette

CCTI = Capacity to Consent to Treatment Instrument
HCAI = Hopemont Capacity Assessment Interview
MacCAT-T = MacArthur Competence Assessment Tool for Treatment



Basic MSE -

MONTREAL COGNITIVE ASSESSMENT (MOCA)

MOCA
Montreal Cognitive Assessment

NAME :

Education : Date of birth :

Sex : DATE :

1 VISUOSPATIAL / EXECUTIVE /

/

Copy
cube

Draw CLOCK (Ten past eleven)
(3 points)

[ ] [ ] [ ]

Contour Numbers Hands




WIO . , with instructions)

MEMORY Read list of words, subject FACE | VELVET | CHURCH | DAISY | RED
must repeat them. Do 2 trials. . No
Do a recall after 5 minutes. 1t trial
2nd trial
M“
ATTENTION Read list of digits (1 digit/ sec.). ~Subject hasto repeat them inthe forwardorder [ ] 218 5 4 |
Subject has to repeat them in the backwardorder [ ] 7 4 2 13

Read list of letters. The subject must tap with his hand at each letter A. No points if 2 2 errors
[ ] FBACMNAAJKLBAFAKDEAAAJAMOFAAB | /1

Serial 7 subtraction starting at 100 [ 193 [ ]s6 [ 179 [ 172 [ 165
4 or 5 correct subtractions: 3 pts, 2 or 3 correct: 2 pts, 1 correct: 1 pt, o correct: 0 pt ___/ 3

LANGUAGE Repeat : | only know that John is the one to help today. [ ]

The cat always hid under the couch when dogs were in the room. [ ] 0
Fluency / Name maximum number of words in one minute that begin with the letter F ] (N 2 11 words) .
et I Similarity between e.g. banana - orange = fruit [ ] train - bicycle [ ] watch-ruler . I
M
DELAYED RECALL Has to recall words FACE VELVET | CHURCH | DAISY | RED Points for /5
UNCUED 5
WITH NO CUE [ ] [ ] [ ] [ ] [ ] recall only
Category cue
PR Multiple choice cue

ORIENTATION [ ]pate [ IMonth [ ]vYear [ ]pay [ Irace [ Jcity

© Z.Nasreddine MD Version 7.0 www.mocatest.org
Administered by:

ey

Normal226/30 | TOTAL 730
Add 1 point if <12 yredu



http://www.mocatest.org

unction Measures

Test: "Name what people do”,
any verbs in 1 minute

ng Te

1eous Clock
ECO Frontal Screening

NAB Judgment

75



Problem Solving Questions
(Cognistat):

1ded in the Denver Airport with $1
ow do you get home?

are walking along a lake. You see a 2 year
child at the end of t 1e pier. No one else in
. What do you do?.

‘= If Jane has an ulcer, and 85% of people are

~ helped with this medicine, 10% stay the same,

- and 5% get worse, is this medicine likely to
help Jane?



NAB Judgment

2. Judgment

Recording 2 Scoring Discontinuation

Record responses verbatim. If examinee is queried to say more, See criteria on page 7. Administer entire task.
place a Q in brackets [Q] at that point in examinee's response.

Administration Instructions

Say, I am going to ask you a few questions. I want you to answer each question as fully as possible. Questions may be repeated up to
three times at examinee’s request. If response is very brief or includes only a general concept (e.g., “For safety,” “For health,” or “It's
dangerous”) with no specific reference to the question, query by saying, Tell me more.

. Why should you blow
out candles before
going to bed?

. Why should you not
leave a young child
alone at home?

3. Why should you replace
the batteries in a smoke
detector regularly?

4. What should you do
if you take too much
of a prescription
medication?

5. Why should you not
unplug electrical
appliances while
your hands are wet?

5. Why are certain
foods marked with
an expiration date?

. Why is it important
for people to brush
their teeth?

. Why is it important to
tell your doctor all the
medications that you
are taking?

. Why should you
wash your hands
before eating?

. What does it mean when
your doctor says that there
is a 25% chance of having
serious side effects from a
treatment?

Go to page 8

Neuropsychological Assessment Battery® (NAB®), Executive Module, PAR



Serial Hand Sequences




ayling Test

carefully to these sentences and as soon as I
m, you must tell me, as quickly as possible,
he sentence."

hoes on, . ... (laces)
vas raining cats and ...

on: "This time, I want you to tell me a word that makes
whatsoever in the context of the sentence, and it must
ated to the word that actually completes the sentence."

ple: Daniel hit the nail with a ... rain."

= 1. John bought candy at the ..............
= 2. Aneye for an eye, a tooth fora ...............
= 3.1 washed my clothes with water and ..............

79



apacity Evaluation (ACE)

U. of Toronto Joint Centre for

~ questions to establish patient’s level of
- knowledge and understanding


http://www.utoronto.ca/jcb

nctional observations,
ateral interviews,
= Multidisciplinary team input

81



ncapacity and
suardianship Need

ity requirements under state

ence of disa condition.

itive dysfunction.

g that guardianship is necessary and

1s “least restrictive alternative.”

82



Self Neglect:
NEApPacity to live independently

dual a significant danger to

gnitive or psychiatric disturbances

nd cannot accept or appropriately use
assistance that would allow him or her
to live independently.

83



'Ving Independently

he day-to-day requirements of

naging home and health
irect another person to assist them?

the presence of a cognitive disorder,
tional disorder, or thought disorder atfect
rson’s judgment as it relates to care of
self or the home?

‘@ The disorder likely to affect the capacity to live
independently is dementia.

84



AP DEC’s are to be completed by a
sed physician or licensed psychologist
at least 2 years of experience diagnosing
dementia.

85



L1 ]

I 1 To kssp other paops from
. R gaaing what you entered on
- |"_,...T,...m e s, P tHD
AT R L N Clear This Foamn button af the
SUPERICR GOURT OF CALIFORMLA, COUNTY OF e ——

PIE=S UE S

COMSERWVATORSHI® OF THE || PERSOM || ESTATE  OF (Vamal

[] cowssRvATEE [] PROPOSED COMEERVATEE

CAPACITY DECLARATION—COONSERVATORSHIP

TO PHYSIGIAN, PEYCHOLOGIET, OR RELIGIHUE HEALING PRACTITICNER

The purpase of @i form ks 10 erabe the court io determine whether the (proposed) consenvabes [ofeck ab dhar anmy)

lq_: s b by afend & court hearing o defsrmine winether a consenaior shoukd be appoinied io cane or bim or her. The oot
reanng ks et for idane] |- roompvens mam &, sgn, and me page 1 of s )

B[] Fas e capacity o give IRformed consent o medical eatment. (Complefe ¥ems 0 tyoogh 4, sige page 3, and e pages 1
Ehyough 3 of fils fovem )

cD rﬂsd:mﬂuu'd,rsuﬁlmrEumrMhbepttmlnasm-puin residentisl cane facility for the
ajderty, and [2) wheier he or she resds of would beresfTl from dementia medications. [Compiels ffems 0 ang 0 of s form
and fvm EEH!E.-!, sign and atiach o GC-3358. B pages T dhyough 3 of this form and! form GIC-3354.)

| mon= than one Bem 15 checked above, Sign fe s applicable page of Mis fm or ibrm G0-3354 Fiem Cls checked, Fike page 1
thmough the sl apcicabie poge of this form; aieo e form GC-3364 I item C i cheched )

COMPLETE ITEME 14 OF THIE FORM IN ALL CASES.
GENERAL INFORMATION

1. hamed:

2 (0Moe aooress and felasione pumber

3 lam )
a [ acaromancensed [ physican [ peyerociogist acing within the scope of my licsrsurs
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| CONSERVATEE || PROPOSED CONSERVATEE
& EVALUATION OF [PROPOSED] CONSERVATEE'S MENTAL FUMCTIONS
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ERWATCREHP OF THE || PERGON [ 1 ESTATE oF ferosl T

[ cos=ERVETEE [T ]  PROPOSED SONSERVATEE

6. {contned)
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ABILITY TO CONSENT TO MEMCAL TREATMENT
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b-l:l backs Fo capadty o give rormed consent D amy form of medoal resiment because Feor she ks et (1] onabie o
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rting duty

APS is required by state
lude self neglect in a
dy done by

cal social workers
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al illness), this needs to be
is typically begins an involved

short, the delegation of someone over the individual
Juestion; such as a Durable Power of Attorney
POA), or in more extreme cases, a “Guardian.”

1e level of involvement of this “Guardian” depends
on the need, but it can be for health care decisions,
medical and financial concerns.

This “Guardian” is assigned control over decision
making, with the idea that the “Guardian” will act in
the best interest of the compromised individual.
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Iy/p: s of Conservatorships

ervatorship is a court proceeding where a

1 t who cannot care for him/herself or
er finances (called a conservatee).

4 conservator of the person cares for and protects a person when
judge decides that the person can’t do it.

onservator of the estate handles the conservatee’s financial
ers - like paying bills and collecting a person's income - if the
dge decides the conservatee can’t do it.

. conservatorship gives legal authority to a
conservator to make certain decisions for a seriously
mentally ill (grave disability with DSM dx) person who is
unable to take care of him/ herself). Controls Finances,
Medications, Locked unit.

esponsible person (called a conservator) to
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Least
Restrictive Alternative

vervision is needed:
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Xamples of recommendations
o1shelp with financial issues

ervices
/ third party notification

ired bank c C
1ber)

able Power of Attorney for finances

its (with family

i "UE
o Représentative Payee
= Adult protective services
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nclusion of Assessing
.ognitive Function
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YOCUMENTATION OF THE ASSESSMENT-
“U-ARE....."

ling. The patient is able to express in
e information regarding the risks
ituation.

ppreciation. The patient accepts that the facts
nted apply to them, and they know the benefits of

eatment.

soning. The patient can compare options, infer
how a choice will impact them, and can offer logical
consistency

= E=expressing a choice. The patient can communicate a
consistent decision about treatment.
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locumentation

, timed note in the chart, including the

ion being evaluated
: alert? Cooperative?, etc

sic MSE, e.g. MOCA

for the assessment, including
esentation of questi asked, and significant patient
onses. Completed form can go in chart.

as of concern identified, and how you will
ress them

deficits intermittent, reversible, permanent
ssessment of capacity and reasoning behind it

Recommendations:

Further evaluation, treatmenth,ad ocating services, plan for future
needs, request a conservatorship (general, specific:



lemplate?

, and considered in light of the mental status
rt the following findings.

es (check writing test), it is the examiner’s opinion that Mr. XX
have capacity to manage simple or complex finances

assessment of executive functioning tasks, it is this examiner’s opinion
that Mr. XX is currently at significant risk for harm to himself. He has
limited insight into his abilities . Mr. XX needs the structure of 24-hour

care at the present time and for the foreseeable future.
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I gncomfortable?

fortable with the ethics of the
citated patient, or the ethics
lar decision on an



Recommended

' dlmlmshed pdf

ssment of Older Adults With
inished Capacity: A Handbook for
ologists

= http:/ /www.apa.org/pi/aging/programs/assessme
nt/capacity-psychologist-handbook.pdf
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, Winslade,W Clinical Ethics New York, McGrawHill 2006
Dilemmas, a guide for clinicians, Baltimore, Williams and Wilkins

2nsions of Medical Practice, Baltimore, Johns Hopkins

lopes and Ca

4 ‘ Instrument-Based Evaluations of Consent Capacity;
p,MB Ethics,Law and Aging

ceview, Vol 10, New York, Springer 2004

an the Patient Decide? Evaluating Patient Capacity in Practice, Am Fam
2001;64:299-306

st Facts and Concepts #55: Decision-Making Capacity

ast Facts and Concepts # 56: What to Do When a Patient Refuses Treatment
, Weissman,DE, Fast Facts and Concepts # 26: The Explanatory Model

All from: End-

) Moore,RF, Aguide to the Assessment and Care of the Patient Whose Medical Decision-
Making Capacity is in Question, Medscape General Medicine 1(3)1999

10) Green,A, et al, Why the Disease-based Model of Medicine Fails Our Patients,
West J Med. 2002 March; 176(2): 1413143.

-Life Physician Education Resource Center,


http://www.eperc.mcw.edu
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