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Abstract

Background: In Australia decision making capacity assessments (DMCA) are performed in an ad hoc basis in the
hospital setting, as there is no standardised DMCA process, guidelines, testing tools, documentation guidelines and no
consensus around who can assess decision making capacity (DMC).
Aim: The aim of this study was to determine the impact of locally implemented capacity testing procedure (CTP) on
the conduct of capacity assessments and to understand the characteristics of confused hospitalised older patients
(CHOPs), who need and who do not need, DMCA and guardianship applications in a regional base hospital.
Methods: This quantitative study involved an audit of the medical records of confused in-patients, aged over 55 years
at a regional base hospital in Australia. A before and after study design was used for confused in-patients who had
DMCA and observational study design for CHOPs who had no DMCA. The audit included all 15 inpatients who had
DMCA before the implementation of CTP (November 2014-April 2015) and all 9 inpatients who had DMCA after the
implementation of CTP (November 2015-April 2016). The audit also included 58 CHOPs who had no DMCA. Chi-square
analysis and Fisher’s Exact Test were used for analysis, to test the difference between the before and after groups.
Results: After implementation of the CTP, there had been significant statistical significance (p<0.05) between the two
groups in having multi-disciplinary team meetings, documentation of capacity assessment process and length of stay.
There was a trend of increase in valid trigger present for DMCA request, documenting family meetings and liaising
with patient’s general practitioner, however these were not statistically significant.
Conclusions: Implementation of CTP seems to have made some positive changes in the conduct of DMCA and
guardianship application process for CHOPs. This study provides some evidence of process gaps in DMCA; and also
indicated the clinical and demographic characteristics of the confused patients who need and who do not need DMCA
and guardianship applications. In this small cohort it appears that there is a difference between the two groups,
however the sample size was limited.
Implication for practice: The evidence of lack of appropriate future care planning for the ageing patients, increase in
ageing population and people with dementia could pose more challenges in the future for the rural health districts.
This standardised multi-disciplinary approach to DMCA could be an effective model for capacity assessment and
guardianship applications in the regional and rural hospital setting for CHOPs.

Key words: capacity, general hospital, guardianship, mental competency, older people
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Executive Summary
Why and how this study was conducted
Australia has an ageing population and the prevalence of cognitive decline and dementia, increases dramatically with
age. According to NSW Civil and Administrative Tribunal (NCAT) Annual report 2015-2016, 74% guardianship division
applications were for people over the age of 55 years; and dementia was most frequently identified disability in
applications for guardianship and financial management orders. The proportions of older people are increasing in rural
areas than in metropolitan centres (Greenway-Crombie, Disler & Threlkeld, 2014) and Mid North Coast Local Health
District (MNCLHD) has one of the fastest growing and ageing populations within NSW (MNCLHD, January 2014). The
ageing population presents a range of challenges for the health and aged care system, particularly in rural areas where
workforce shortages and the lack of access to specialist services are contributing factors (Greenway-Crombie et al,
2014). The added issue of culturally and linguistically diverse people who live in rural areas contributes to the difficulty
of providing services for these small groups (Access Economics, 2009; Greenway-Crombie et al, 2014). Unlike major
hospitals in NSW, MNCLHD is challenged with increasing ageing population; increasing hospital admissions of confused
hospitalised older patients (CHOPs); limited access to specialists to deal with geriatric issues; and with the complexities
and lack of a standardised process for decision making capacity assessment (DMCA) and NCAT guardianship
applications.
A capacity testing procedure (CTP) was developed and implemented at Coffs-Clinical Network in May, 2015 to assist
clinicians with a framework for DMCA and guardianship applications. The aim of this study was to determine the
impact of the implementation of a CTP on the conduct of capacity assessments; to understand the characteristics of
in-patients who lack decision making capacity and who need guardianship applications; and to determine who makes
medical, independent living and financial decisions for CHOPs in a regional base hospital.
A medical record audit was conducted to answer the research questions. The medical records were audited for all 15
inpatients who had DMCA before the implementation of CTP (November 2014-April 2015) and all nine inpatients who
had DMCA after the implementation of CTP (November 2015-April 2016). The audit also included 58 CHOPs who had
no DMCA.
The results of this study
Before the implementation of the CTP the capacity assessment lag (time between when DMCA was requested and
performed) were (0-5 days= 67%; 6+days=20%); valid trigger present for capacity assessment (73%); multi-disciplinary
team (MDT) meeting in the process of capacity assessment (13%); organising family meetings (67%); liaising with
patient’s general practitioner (GP) (40%); and there was no documentation of capacity assessment process as per NSW
capacity toolkit.
Implementation of CTP increased the MDT meetings in the process of capacity assessment from 13% to 100% (Fisher’s
exact test, p<0.001); documentation of capacity assessment process from nil to 78% (Fisher’s exact test, p<0.002); and
the average length of stay from 11 days to 30 days (Fisher’s exact test, p<0.007), however there was no significant
difference in capacity assessment lag between the groups (Fisher’s exact test, p<0.376) after implementation of CTP.
Implementation of CTP also increased the presence of a valid trigger for capacity assessment from 73% to 100%
(Fisher’s exact test, p<0.26); organising family meetings from 67% to 89% (Fisher’s exact test, p<0.35) and liaising with
patient’s GP from 40% to 78% (Fisher’s exact test, p<0.11). The introduction of CTP has made some positive changes
in the conduct of DMCA.
The characteristics of this patient group shows that majority of the patients were admitted in medical wards (83%);
over the age of 65 (87%) and were living alone in the community (54%). The major health issues identified in this
patient group included: Dementia and other comorbidities (58%); and the identified presenting issues were increasing
confusion and behavioural issues (46%) followed by falls (17%). Most patients had prolonged length of stay on
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admission, and had multiple hospital admissions in the past. It was also identified that the majority of the elderly
patients had no future care planning in place and 96% had no record of advance care directives or planning in medical
records. The study also found that majority of the confused patients medical (79%) and accommodation decisions
(80%) were made by patients and or by their family. And patient’s medical records had a lack of clarity around patients’
‘person responsible’; as medical records had only records of ‘Next of kin’ though the term 'Next of Kin' has no legal
status in NSW.
Lack of appropriate future care planning for the ageing patients, increase in people with dementia and an ageing
population could pose more challenges in the future for regional and rural health districts.
The implications and recommendations of this study
The key aspect of the CTP is a multi-disciplinary approach to DMCA, which could be an effective model of capacity
assessment in the regional and rural hospital settings. It could protect the autonomy and safety of this vulnerable
patient group. With the expected increase in ageing population and people living with dementia, increase in
guardianship application and limited access to specialists in MNCLHD, this model of capacity assessment could assist
the clinicians to address the emerging challenges of the health district. This model of capacity assessment could be
implemented in other health districts. Some of the recommendations from this study are:
1. To educate clinicians about the importance of CTP in early identification of CHOPs who might need capacity
assessment and guardianship applications.
2. To promote implementation of local CTP to other hospitals in MNCLHD to assist clinicians to better deal with
DMCA and guardianship issues.
3. To promote the importance of future care planning especially, enduring guardianship, enduring power of
attorney and advance care planning or directives for elderly patients in the health district.
4. To facilitate better documentation guidelines of future care planning and ‘person responsible’ in patient
medical records, for easy access to the clinicians and the health system to make appropriate and timely
decisions for the confused hospitalised patients.
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Introduction
Regional and rural hospitals in Australia are challenged with an increasing ageing population; increasing hospital
admissions of confused hospitalised older patients (CHOPs), limited access to aged care specialists, reduced rural
health workforce and all the more with the complexities and lack of a standardised process for decision making
capacity assessment (DMCA) and pathway for guardianship applications. Thus, there is an urgent need for rural and
regional health settings to establish models of care that are relevant to the rural context (Health Direct, 2016).
This report informs health care providers and policy makers about the findings of a study to answer the following
research questions: What is the impact of a capacity testing procedure (CTP) on the conduct of capacity assessments
of confused in-patients aged over 55 years at a regional base hospital? What are the characteristics of in-patients aged
over 55 years who lack decision making capacity (DMC) and who need guardianship applications? And, who makes
medical, independent living and financial decisions for confused in-patients aged over 55 years in a regional base
hospital?

Background
In Australia the proportions of people in older age groups is increasing at an extraordinary rate, and the prevalence of
cognitive decline, dementia, medical and neurological comorbidities increases dramatically with age. Dementia is the
single leading cause of disability in Australians aged 65 years and over, and the second leading cause of death in
Australia (Alzheimer’s Australia, 2015). New South Wales (NSW) have the largest population of people with dementia
in Australia (Access Economics, 2009; Australian Bureau of Statistics, 2009); and more than 30% of older people
present with or develop confusion during hospital admission (The University of Sydney, March 2015). It is anticipated
that the impact of the ageing of the population and increasing incidence of dementia will contribute to growth in
applications for enduring guardianship appointments and reviews of enduring powers of attorney (Guardianship
Tribunal, 2013). This is because age can have a considerable and detrimental impact upon an individual's mental and
physical abilities (Purser, Magner, & Madison, 2015); and these changes are closely linked with declines in everyday
functioning that include loss of decision making capacity (Moye & Marson, 2007).
Decision making capacity is determined by cognitive ability to understand and appreciate contexts and decisions, not
the actual outcomes of the choices made (Darzins, Molloy & Strang; 2000). Therefore, when a person has capacity to
make a particular decision, they are able to understand the facts involved, understand the main choices, weigh up the
consequences of the choices, understand how the consequences affect them and communicate their decision (NSW
Attorney General’s Department, 2009). Decision making capacity is influenced by a variety of factors, including
situational, psychosocial, medical, psychiatric, and neurological factors (Sessums, Zembrzuska & Jackson, 2011).
Decision making capacity assessment is very complex, cross-disciplinary endeavour involving knowledge of medical
syndromes, clinical assessment, ethics, and the law (Moye & Marson, 2007). Decision making capacity assessment for
CHOPs is even more complex as there is no standardised guidelines and process for DMCA and guardianship
applications; and DMCA for CHOPs is under-reported in academic literature.
Australia lacks a national paradigm for assessing decision making capacity (Purser et al, 2015), and the absence of a
standard model for predicting DMC has created a challenging situation for the assessors (Mullaly et al., 2007).
Currently there is no standardised DMCA process, guidelines, testing tools, documentation guidelines and no
consensus around who can assess DMC in Australia in comparison to UK, USA & Canada. Consequently, DMCA are
done in an ad hoc basis (Purser et al, 2015), by using various testing tools and clinical approaches which are reliant
upon individual skill and the ability of the professionals conducting the assessment. Because of the interactive and
contextual nature of DMC, a test score alone cannot substitute for a professional clinical judgment (Moye & Marson,
2007). According to Darzins et al (2000), valid assessments of decision making capacity are necessary to honour the
ethical principles of respect for individuals, beneficence and justice.
DMCA for confused patients
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Decision making capacity assessment in the hospital setting is dominated by a fundamental tension between two core
ethical principles: autonomy (self-determination) and protection (beneficence) (Moye & Marson, 2007; Appelbaum,
2007). Clinicians very often face the dilemma to consider whether their patients have the decision making capacity to
choose to live at risk, or whether they have lost the capacity to make these decisions (Darzins, 2010; Mullay et al,
2007; Moye & Marson, 2007). It could be a challenge for clinicians to decide what to do when an older patient,
particularly one who is frail, vulnerable, dementing, or eccentric, begins to make decisions that puts self or others in
danger or that are inconsistent with the person’s long-held values. These are some of the crucial, and perplexing
questions of DMCA in the hospital setting (Moye & Marson, 2007).
Decision making capacity can be fluctuating, as some patients lack capacity only for specific periods of time, such as
when critically ill, but not permanently. Although some people are completely incapacitated, many have limited
capacity. Those with limited capacity may be able to make some simple decisions but not complex decisions (Sessums
et al, 2011; Peisah, Macnab & O'Neill, 2013). Recently the concept of domain specific capacity and decision specific
capacity assessment models have replaced global capacity model (in which people are considered capable or incapable
of all decisions) (Darzins et al, 2000). When people are deemed to have limited decision making capacity, it is very
important to protect their rights and respect their decisions; rather than stating ‘patient lacks capacity’ and
recommending substitute decision makers for all decisions.
The current literature shows that the main mental capacity issues for older people in general hospital inpatient settings
were those linked to discharge planning (Mujic, Von Heising, Stewart, & Prince, 2009). A considerable number of
medical patients lack capacity to make treatment decisions (Lepping, Stanly, & Turner, 2015) and patients with
impaired competence are commonly found in medical and surgical wards (Appelbaum, 2007). Lack of capacity was
also found to be a common and under-recognised problem in older hospitalised patients (Sugano et al., 2015). Thus
clinicians need to become more alert to the possibility of capacity issues for their patients; need to take extra time
and care when seeking consent from patients; and an assessment of decision making capacity should be frequent to
act in the best interest of their patients (Kerrigan, Erridge, Liaquat, Graham, & Grant, 2014; Lepping et al, 2015). In the
hospital setting when patients’ capacity is in question, health care professionals are often called upon to evaluate
whether the cognitive impairment is affecting the ability to effectively make decisions, especially in the domains of
consent to treatment, independent living and financial capacity. However, clinicians have very limited knowledge
about when to do DMCA and guardianship applications to NSW Civil and Administrative Tribunal (NCAT); how to do
DMCA and the guardianship applications. When attempting such determinations, clinicians must balance the patients
right to autonomy against the duty to protect and support individuals who may otherwise be at risk of harm or abuse
(Mullaly et al., 2007), which is often a complex and challenging process. These are some of the main factors causing
the growth in importance of DMCA for hospitalised aged patients in the context of independent living, financial and
medical decision-making.
In the hospital setting, often capacity assessments are initiated when there are no valid triggers and when the patient
is medically unwell, which leads to inappropriate use of powers of substitute decision makers or unnecessary
guardianship applications. Capacity assessment needs to be initiated in the hospital setting, only when there is a valid
trigger (e.g., demonstrated behaviour which has put self or others, at risk of significant harm) (NSW Attorney General’s
Department, 2009) and a patient is medically stable and not treated for or suffering from delirium, depression,
delusions and psychosis. Substitute decision makers such as Enduring Power of Attorney (EPOA) or Enduring Guardian
(EG) should only be used as a last resort to make medical, living and financial decisions. NCAT guardianship application
needs to be initiated, only when a person has a disability, deemed to have no decision making capacity and there is a
need, that is when there are no appointed substitute decision makers or when a patient disagrees with the decisions
of the substitute decision makers (NCAT, 2016b).
Unfortunately, there is no ‘gold standard’ for DMCA and the decision requires careful consideration and thought. A
systematic approach is, nevertheless, helpful. Important decisions, such as whether the patient lacks DMC and what
should be done as a result, should follow from a team discussion, rather than being made by a single practitioner
DMCA for confused patients
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(Bastian, Denson, & Ward, 2011; Darzins, 2010). According to Pachet et al (2007) timely multi-disciplinary capacity
assessments could reduce extended hospital admissions for patients awaiting capacity assessments and helps to
prevent unnecessary ‘social admissions’.
In order to address the discussed challenges with DMCA and NCAT guardianship application, a CTP was developed and
implemented in May 2015, by the clinicians at a local clinical network. The procedure included a decision making
flowchart (Appendix 1), and a capacity screening checklist and guidelines for health professionals (Appendix 2). The
CTP assisted clinicians to assess those confused patients who required formal DMCA and guardianship applications
and guided when to do capacity assessments and guardianship applications. The CTP promoted a multi-disciplinary
approach to capacity assessment in which clinicians with complementary skills interact to create a shared
understanding to positively address current DMCA challenges, strengthen the health system and improve patient
outcomes. The CTP was essential in the hospital, especially in the rural and regional health setting as a means to
protect the autonomy and safety of vulnerable older people; improving documentation, preventing social admissions
and institutionalisation, reducing extended hospitalisation, avoiding unnecessary DMCA and NCAT applications.
The aim of this study was to determine the impact of the implementation of CTP on the conduct of capacity
assessments; to understand the characteristics of in-patients who lacks decision making capacity and who needs
guardianship applications; and to determine who makes medical, independent living and financial decisions for
confused in-patients in a regional base hospital.

DMCA for confused patients
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Methods
This quantitative research used observational and before and after study design. A comprehensive literature review
was performed to inform the principal researcher on related topics (Appendix 3). Ethics approval was sought and
granted by the NCNSW Human Research Ethics Committee (NCNSW HREC NO: LNR132); and Site Specific Application
(SSA) was sought and granted by the MNCLHD Research Governance Office (SSA Reference: LNRSSA/16/NCC/). The
principal researcher was permitted to access the medical records of the inpatients during two separate 6 month
periods before (November 2014 – April 2015) and 6 months after (November 2015 – April 2016), as the local capacity
testing procedure (CTP) was implemented in May 2015. The inpatient medical records (MR) were audited for all
confused patients over the age of 55 who had DMCA commenced or completed and who were admitted in a regional
hospital of MNCLHD during this time period. The audit also included 1/6 of total CHOPs who had no DMCA and
guardianship applications during the same time period; and were selected using the excel random method (Figure 1).
Medical record audit
This study involved a retrospective review of routinely collected data from patient MR. A data collection guide was
developed to assist the researcher to be consistent with MR audits (Appendix 4). Data included clinical and
demographic characteristics, process and outcome indicators of capacity testing procedure; as well as data around
future care planning and substitute decision makers.
For the purpose of this study if the care questions being audited were not documented it was deemed to have not
occurred. This decision was based on the understanding that documented patient care provides evidence of the care
provided by clinical staff within a facility. According to NSW Health policy regarding documentation it is the
responsibility of the clinician to provide accurate statements of clinical interactions between the patient and their
significant others and the health service relating to assessment, diagnosis; care planning management, treatment,
services provided and response or outcomes; professional advice sought and provided; observations taken and results
(NSW Health, 2012). Documentation can therefore indicate whether care is provided or not provided.
Regional facility documentation audit
Each identified medical record (including paper & electronic medical records) were requested and accessed by the
principal researcher from the MR unit of the regional hospital and audited once the inclusion and exclusion criteria
were confirmed. Many of the patients were deceased, and their MR were accessed from the external storage through
MR unit. Some of the patients MR included a number of volumes due to multiple hospital admissions or prolonged
hospital admission during this time period. The extracted information was de-identified, recorded on an audit form
and entered into an excel spread sheet to analyse the results.
Statistical analysis
Data were analysed using Statistical Package for the Social Sciences (SPSS), Microsoft Excel and GraphPad software.
Chi-square analysis and Fisher’s Exact Test were used for the categorical data, to test if the before and after groups
differed in the DMCA process after implementation of CTP. Descriptive statistical measures were used to describe the
demographic and clinical characteristics of the patient groups. A p-value of <0.05 was considered statistically
significant for all statistical tests.

DMCA for confused patients
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Results
Inpatient medical records
In the before and after intervention study group 101 confused patients were initially identified for this study who met
the inclusion criteria. However, on closer inspection of the records, 77 patients did not meet the inclusion criteria and
had no DMCA during the hospital admission. A total of 24 medical records were therefore audited with 15 before and
nine after the implementation of capacity testing procedure (CTP). In the second group 357 CHOPs who had no DMCA
during this time period were identified through the CHOPs registry; from this patient group 60 patients (1/6) were
selected for this study (Figure 1).

Confused patients who had decision making capacity
assessment (DMCA)

Confused patients who
had no DMCA

Before intervention group
n=35

After intervention group
n=66

CHOPsb register
n=357

(GEMa=14;
Maintenance=9; Social
work referral book=12)

(GEM=14;
Maintenance=27; Social
work referral book=13;
Geriatrician list=4; D&D
CNCc list=8)

(1/6 of the total
population was included
in the study n=60)

Excluded

Excluded

Excluded

Not within allocated time
period (n=2)

Not within allocated age
limit (n=1)

No DMCA (n=18)

Not within allocated age
limit (n=1)
Duplication (n=11)
No DMCA (n=45)

Before intervention
group data analysed
(November 2014- April
2015)

After intervention group
data analysed
(November 2015- April
2016)

n=15

n=9

Confused patients who
had no DMCA group data
analysed (Nov 2014April 2015 & Nov 2015April 2016)
n=58

Duplication (n=1)

a Geriatric Evaluation Management
b Confused Hospitalised Older Patients
c Dementia and Delirium Clinical Nurse Consultant

Figure 1: Inpatient medical record selection process for audit
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Characteristics of the confused patients who required DMCA & NCAT applications
Table 1 shows demographic and clinical characteristics of confused patients who required DMCA and NCATGuardianship Division applications.

Table 1: Group characteristics of confused patients who had DMCA a
Characteristics

Total patients
who had
DMCA (n=24)
79 ± 10.6

Before Group
(n=15)

After Group
(n=9)

80 ± 10.5

77 ± 10.9

Male
Female

9 (37)
15 (63)

5 (33)
10 (67)

4 (44)
5 (56)

Medical
Rehab
Surgical

20 (83)
3 (13)
1 (4)

15 (100)
0 (0)
0 (0)

5 (56)
3 (33)
1 (11)

Lives alone
Lives with partner/carer/family

13(54)
11(46)

7(47)
8(53)

6 (67)
3 (33)

Married or de facto
Widow or widower
Other

9(38)
10 (42)
5(20)

7 (47)
7 (47)
1 (6)

2 (23)
3 (33)
4 (44)

Dementia and other b
Cognitive impairment and other b
Other b health issues

14 (58)
3 (13)
7 (29)

9 (60)
2 (13)
4 (27)

5 (56)
1 (11)
3 (33)

11 (46)

9 (60)

2 (22)

4 (17)
9 (38)

2 (13)
4 (27)

2 (22)
5 (56)

12 (50)
8 (33)
4(17)

7 (47)
5 (33)
3 (20)

5 (56)
3 (33)
1 (11)

5 (21)
4 (17)
14(58)
1 (4)
18± 12.7

4 (27)
4 (27)
6 (40)
1 (6)
11± 5

1 (11)
0 (0)
8 (89)
0 (0)
30± 12.7

Age in years (mean ± s.d.)
Sex n (%)

Ward n (%)

Living status n (%)

Marital status n (%)

Medical history n (%)

Presenting issues n (%)
Increasing confusion and behavioural issues
Falls
Other
Number of hospital admissions n (%)
<4
5 to 9
10+
D/c Destination n (%)
RACF
Home
Subacute hospital
Deceased
Length of stay in days (mean ± s.d.)
a
b

Decision making capacity assessment
‘other’ represent additional health issues such as respiratory, cardiac, renal, Parkinson’s, cancer, stroke, diabetes, etc.

DMCA for confused patients
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Data revealed that majority of the elderly confused patients who required DMCA and guardianship division
applications had no future care planning such as enduring power of attorney (EPOA), enduring guardianship (EG) and
advance care directives (ACD) in place (Figure 2)

80
70

Percentage

60
50
40
30
20
10
0
EPOA

a

EG
Yes

No

b

c

ACD

No record

a

Enduring Power of Attorney
Enduring Guardian
c
Advance Care Directives
b

Figure 2: Future care planning

Most of the confused patients who required DMCA also had some forms of cognitive screenings performed and Mini
Mental State Examination (MMSE) appeared to be the most common (50%) cognitive screening used for patients with
capacity issues.
Impact of capacity testing procedure on the conduct of DMCA: comparing before and after data
In order to understand the impact of capacity testing procedure on the conduct of DMCA, this study compared process
variables in both the before and after groups as shown in (Table 2).
Before the implementation of the CTP the capacity assessment lag (time between when DMCA was requested and
performed) were (0-5 days= 67%; 6+days=20%); valid trigger present for capacity assessment (73%); multi-disciplinary
team (MDT) meeting in the process of capacity assessment (13%); organising family meetings (67%); liaising with
patient’s general practitioner (GP) (40%); and there was no documentation of capacity assessment process as per NSW
capacity toolkit.
Implementation of CTP increased the MDT meetings in the process of capacity assessment from 13% to 100% (Fisher’s
exact test, p<0.001); documentation of capacity assessment process from nil to 78% (Fisher’s exact test, p<0.002); and
the average length of stay from 11 days to 30 days (Fisher’s exact test, p<0.007), however there was no significant
difference in capacity assessment lag between the groups (Fisher’s exact test, p<0.376) after implementation of CTP.
Implementation of CTP also increased the presence of a valid trigger for capacity assessment from 73% to 100%
(Fisher’s exact test, p<0.26); organising family meetings from 67% to 89% (Fisher’s exact test, p<0.35) and liaising with
DMCA for confused patients
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patient’s GP from 40% to 78% (Fisher’s exact test, p<0.11), however these were not statistically significant. The
introduction of CTP has made some positive changes in the conduct of DMCA.

Table 2: Impact of capacity testing procedure: before group vs after group
Impact of capacity testing procedure
Before Vs After/ Variables

Before group
(n=15) n(%)

After group
(n=9) n(%)

P value

Yes

No

Yes

No

Valid Trigger

11 (73)

4 (27)

9 (100)

0

0.26

MDT Meeting

2 (13)

13 (87)

9 (100)

0

0.001

GP contacts

6 (40)

9 (60)

7 (78)

2 (22)

0.11

Family Meeting

10 (67)

5 (33)

8 (89)

1 (11)

0.35

Documentation

0

13 (87)*

7 (78)

2 (22)

0.002

Capacity assessment lag
0-5 days
6+ days

10*(67)
3 (20)

5 (56)
4 (44)

0.376

9 (60)
6 (40)

0
9 (100)

0.007

Length of stay
0-9 days
10+ days

* In before intervention group some patients (n=2) were transferred out to sub-acute hospital, prior to the completion of
capacity assessment by a geriatrician

Figure 3 demonstrates that the majority of the medical records in the before groups (53%) had no clear documentation
of the outcome of decision making capacity assessment.

90
80
70
60
50
40
30
20
10
0
Has capacity

Lacks capacity

Before Group

No clear
documentaion

Other

After Group

Figure 3: Outcome of capacity assessment: before and after groups
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Characteristics of the CHOPs who had no DMCA and NCAT applications
Table 3 shows demographic and clinical characteristics of CHOPs who did not require DMCA and NCAT-Guardianship
Division applications.
Table 3: Characteristics of the confused patients who had no DMCA
Characteristics
Age in years (mean ± s.d.)

Patients who had no DMCA (n=58)
82 ± 9.6

Sex n (%)
Male
Female

27 (47)
31 (53)

Medical
Surgical
Other (Rehab, MAU,ICU)

28 (48)
18 (31)
12 (21)

Ward n (%)

Living status n (%)
Lives alone
Lives with partner/carer/family
Lives in RACF

16 (27.5)
26 (45)
16 (27.5)

Marital status n (%)
Married or de facto
Widow or widower
Other

25 (43)
23 (40)
10 (17)

Dementia and other b
Cognitive impairment and other b
Other b health issues

21 (36)
5 (9)
32 (55)

Medical history n (%)

Presenting issues n (%)
Increasing confusion and behavioural issues
18 (31)
Falls
15(26)
Other
25 (43)
D/c Destination n (%)c
Residential Aged Care
18 (31)
Home
27 (47)
Subacute hospital
11(19)
Length of stay in days (mean ± s.d.)
11± 9
b
‘other’ represent additional health issues such as respiratory, cardiac, renal, Parkinson’s, cancer, stroke,
diabetes, etc.
c Two patients were deceased in the hospital

Majority of the CHOPs had no record of future care planning such as Enduring Power of Attorney (52%), Enduring
Guardianship (60%) and Advance Care Directives (62%). The study found that majority of the patients medical and
independent living decisions were made by patients and or family (Figure 4)
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Figure 4: Decision makers for hospitalised confused patients

Discussion
One of the aims of this study was to determine the impact of the implementation of a capacity testing procedure on
the conduct of capacity assessments. The introduction of local CTP seems to have made some improvements in the
conduct of DMCA for confused hospitalised patients, however given the small sample size these results should be
interpreted with some caution. Of note, the areas of MDT meetings, documentation of capacity assessment process,
presence of a valid trigger when requesting capacity assessment, organising family meetings and contacting patient
GP in the process of DMCA were positively impacted.
Multi-disciplinary team (MDT) meeting
Multi-disciplinary team meeting was defined as a planned meeting of two or more health professionals from diverse
professional backgrounds with complementary skills, working together with patients, families and significant others;
discussing together to create a shared understanding and to positively address the challenges of capacity assessment
(World Health Organisation, 2010). Before implementation of the CTP there was 13% documentation of MDT
meetings. After implementation there was 100% of documentation of MDT meetings in the medical records of patients
who had DMCA. Multi-disciplinary team assessments for before and after groups varied from two to four allied health
professional assessments including Discharge Planner (DCP), Social Work (SW), Dementia & Delirium CNC and
Occupational therapists (OT). The involvement of other allied health professionals was not examined in this study.
The above evidence highlighted the CTP seems to be supporting the current literature that suggests important
decisions, such as whether the patient lacked capacity or competence and what should be done as a result, should
follow from a team discussion, rather than being made by a single practitioner (Bastian et al, 2011; Darzins, 2010).
World Health Organisation (2010) also recommends health services implement strategies to promote interprofessional collaboration and collaborative practice within the health care setting in order to reduce the service gaps
in rural and regional health settings. The locally introduced CTP seems to be promoting a multi-disciplinary approach
to DMCA.
Documentation of capacity assessment process
Documentation of DMCA is a key element of the capacity assessment process, as it is an important decision whether
the patient lacked capacity to make a particular decision in question. As per the NSW Capacity Toolkit (2009), it
DMCA for confused patients
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involves: document the capacity assessment process; provide a summary of the questions asked to the person and
their answers and to give an explanation as to the reasons why the decision was made. Considering that people who
face losses in decision-making ability may be unaware this is happening and may not agree with the advice of the
health professionals concerning decisions to be made, it is of obvious importance that a person-centred and ethical
practice occurs and that appropriate documentation reflects the process. A clinician must presume that an adult
patient has DMC until proven otherwise. Post intervention there was a 78% increase in appropriate documentation of
the capacity assessment process. It was noted that the majority of the medical records in the before groups (53%) had
no clear documentation of the outcome of decision making capacity assessment (whether patient has or lacks DMC)
and how the decision was derived. The new local CTP seems to be influencing the documentation of capacity
assessment process in line with the existing procedure’s and guidelines.
Valid trigger
Every, confused hospitalised patient and patients with dementia do not require DMCA. Capacity assessment should
proceed in a hospital setting only when there is an evidence of a valid trigger (NSW Attorney General’s Department,
2009) and when a patient is medically stable.
Before the implementation of CTP, a valid trigger was present in 73% of records when requesting DMCA, this increased
to 100% post implementation of the procedure. Some of the triggers of DMCA included:













Concerns raised by family, carers, friends and GP due to increasing confusion and behavioural issues
patient’s ability to live alone and associated risks at home
wandering on the street and not able to recognise own home
functional decline & recurrent falls and lacks insight into own care needs
refusing medications, poor insight into managing own insulin and medications
poor personal hygiene or self- neglect and squalor at home
numerous hospital presentations for behavioural issues
self-discharge refusing medical investigations and declining community supports
increasing confusion: forgetting own wallet, keys and where the car was parked, attempting to start the car
with house keys etc.
kitchen fire
elder abuse and neglect at home
unpaid bills and not able to manage own finances

Decision making capacity assessment could be considered when CHOPs and people with dementia are hospitalised on
multiple occasions with valid triggers and when they are at risk. Early identification of valid triggers and timely multidisciplinary capacity assessments could reduce extended hospital admissions and multiple hospital presentations for
these groups of elderly patients.
Family Meeting & GP Contacts
It is very important to inform and include patients’ family members and significant others in discussions and decisions
of capacity assessment process and to seek collateral information from them. As per the NSW Capacity Toolkit (2009),
one of the capacity assessment principle is ‘Don’t assume a person lacks capacity based on appearances’. Patients’
family, GP and significant others could assist the clinician in doing an effective DMCA, by giving more valuable
information about the person, the way the person looks, presents, communicates and behaves. One of the key
approach to improving care for an older person with confusion in the hospital setting is active involvement of their
family members or carers in their assessment and care planning. Family members and carers can provide valuable
information to staff caring for the older person with confusion (ACI, 2016). Before the implementation of the
procedure, 67% of records had evidence of family meetings, post implementation this increased to 89%. Further
patients’ GP contacts before the intervention improved from 40% to 78% after the implementation of the procedure.
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The CTP seems to be making positive outcomes for CHOPS with the involvement of patient’s family and GP in decision
making.
Capacity assessment lag and length of stay
There was significant difference in length of stay for both the groups (p<0.007), however there was no significant
difference in capacity assessment lag (time between the capacity assessment request and completion) between the
before and after groups (p<0.376). This finding may reflect that confused patients generally required an increased
length of hospital stay for various presenting reasons, diagnosis and health complications during admission. However,
the finding was not related to awaiting capacity assessments. The result also reflects AIHW report findings (2013) that
people with dementia generally have longer lengths of hospital stay than people without dementia for almost all
reasons for hospital care. It was also noted that 50% of this patient group had five or more hospital admissions in one
year prior to having DMCA, and that 17% of these patients had over 10 hospital admissions in one year. It concurs with
current literature that timely multi-disciplinary capacity assessments could reduce extended hospital admissions for
patients awaiting capacity assessments and prevent unnecessary ‘social admissions’ (Pachet et al, 2007). Further
studies are recommended and should include the number of hospital admissions this group of patients had after
having DMCA.
Characteristics of the confused patients who required DMCA & NCAT applications
One of the aims of this study was to identify the characteristics of confused hospitalised patients who required DMCA
and NCAT applications. The data shows that the majority of this patient group were admitted into medical wards
(83%); and were over the age of 65 (87%). Forty-six percent (46%) were over the age of 85 and the majority of the
patient group were females (63%). A significant number (54%) were living alone in the community and 42% of the
cohort were widows or a widower.
These findings support previous studies that demonstrated patients with impaired competence are commonly found
in medical and surgical wards (Appelbaum, 2007); and a considerable number of older medical patients lack decision
making capacity to make particular decisions. (Lepping et al, 2015; Etchells et al., 1999 in Mujic et al., 2009). Thus,
clinicians in the hospital setting should be more alert to the possibility that their patients may lack DMC and
assessment of capacity should be determined using the appropriate legal frameworks to protect vulnerable people’s
autonomy and safety.
This study found that the major health issues identified in this patient group were dementia & other comorbidities
(58%) and the most common identified presenting issues were increasing confusion & behavioural issues (46%), Falls
(17%). These finding concurs with the ACI (2016) report on CHOPs which states that confusion or cognitive impairment
is a common condition for older people in hospital setting and more than 30% of older people present with or develop
confusion during their hospital admission. It is important to note that people with dementia are more likely to
experience comorbidities and or treatment complications during hospitalisation and the average cost of a hospital
stay for people with dementia was nearly double than that of people without dementia (AIHW, 2013). These findings
are most likely reflective of the elderly cohort.
It was identified that the majority of the elderly confused patients who required DMCA had no future care planning in
place. Fifty-four percent (54%) of the patients had no record of Enduring Power of Attorney (EPOA) and 58% had no
record of Enduring Guardianship (EG). Interestingly, (96%) had no record of Advance Care Directives (ACD) or Advance
Care Planning (ACP). This finding highlights the need to support certain groups, as this cohort would benefit most from
future care planning.
Of concern, this study showed that patients’ medical records had a lack of clarity around ‘person responsible’ for the
patient. Medical records had only records of ‘Next of kin’ and ‘Emergency contact’ in the patient information sheet,
though the term 'Next of Kin' has no legal status in NSW (Council on the ageing NSW, 2016; Lawpath, 2016). This study
identified that medical decisions were mainly made by confused patients themselves (54%) or by Next of Kin (29%);
though Guardianship division of NCAT makes it very clear that, if the patient is not capable of consenting to their own
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treatment, the practitioner should seek consent from the patient’s ‘person responsible’ and person responsible is not
necessarily the patient's next of kin or carer (NCAT, 2016c).
The length of stay for this patient group in the acute hospital differed from 4-44 days; and this patient group had
multiple hospital admissions in one year prior to having DMCA. The above findings conclude that most CHOPs who
require DMCA lives alone, and had some forms of cognitive impairment, multiple hospital admissions and the presence
of a valid trigger; and these group characteristics could assist clinicians in early identification of vulnerable patients
and having timely DMCA. Most of the patients who had DMCA (58%) were transferred to another sub-acute hospital
while awaiting discharge planning (e.g. NCAT hearing, Nursing home placement, etc.). Thus it was not possible to know
how long these patients awaited guardianship hearing and discharge planning post guardianship hearing.
The main domains of DMCA related to medical, independent living decisions and or financial decisions. Most of the
DMCA requests were in relation to patients’ ability to make independent living or accommodation decisions (67%).
This finding correlates with a previous study that described that the main mental capacity issues in older hospital
inpatients has been linked to discharge planning (Mujic et al, 2009).
Most of the confused patients who required DMCA also had some forms of cognitive screening conducted. Some of
the common cognitive screening tests performed by the clinicians as part of DMCA were: MMSE, Rowland Universal
Dementia Assessment Scale (RUDAS), Modified Mini-Mental State (3MS), Montreal Cognitive Assessment (MoCA),
Addenbrooke's Cognitive Examination (ACE III) and Clockface. Mini Mental Screening Examination appeared to be the
most common cognitive screening used for patients with capacity issues. Cognitive assessment scores differed
significantly (low to high), however the outcome of capacity assessment was not totally dependent on the scores of
cognitive testing scores. It was noted that patients with low cognitive scores (e.g., MMSE=16) were deemed to have
decision making capacity as compared to some patients with high cognitive screening scores (e.g., MMSE=25) who
were deemed to have no decision making capacity. These findings may indicate that DMC is not dependent upon
cognitive screening scores, and people with low cognitive scores may have DMC and people with high cognitive scores
may lack DMC. The findings confirm previous studies that, as DMC is influenced by variety of factors, a test score alone
cannot substitute for a professional clinical judgment (Moy and Marson, 2007); and MDT team assessment is more
accurate in assessing DMC than an individual practitioner using a standardized test (Fassassi, Bianchi, Stiefel, &
Waeber, 2009). Some patients however did not receive cognitive assessments. Reasons included either the patient
was non-cooperative with cognitive assessments or not responsive enough to follow commands and to make
appropriate verbal responses. However, some medical records had no reasons for not conducting cognitive screenings.
It is important to document the reason for not conducting a cognitive assessment and adheres to capacity assessment
guidelines.
Of this small cohort, out of 10 patients who were reported to have no DMC (either medical, independent living or
financial decisions), 50% required guardianship applications. This could be interpreted that not all patients who lack
decision making capacity need NCAT-Guardianship Division applications; and this should only be used as a last resort,
when all other avenues are exhausted.
The majority of patients (60%) who required guardianship applications were over the age of 70, males and who were
either divorced or separated. No evidence of future care planning (EPOA, EG, ACD) was in place (except one person
who had an appointed EG and EPOA, but the appointed substitute decision maker was already deceased) for these
patients who required NCAT guardianship applications. Eighty percent (80%) of the cohort had a medical history of
dementia and had over 20 days of admission at the acute hospital. All of the cohort were transferred to a sub-acute
hospital, while awaiting NCAT hearing and further discharge planning. It indicates that appropriate future care
planning could potentially reduce NCAT guardianship applications and extended hospital admissions for this
vulnerable group of patients. Majority (80%) of their DMC in question was in relation to their independent living
decisions, and the NCAT application was for guardianship order.
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This study shows that patients with no DMC, with some forms of cognitive impairment and with no future care
planning or appointed substitute decision makers mostly required guardianship applications from the hospital. The
above finding of this study is very consistent with the NCAT Annual Report 2015-2016, which shows that 61% of the
guardianship division applications were for people over the age of 65 years and the major disability identified in these
applications were people with dementia (43%). An application to guardianship division requires evidence of a
disability, incapacity and need (NCAT, 2016). It is suggested that a lack of appropriate future care planning for ageing
patients, the projected increases in the ageing population and people with dementia could pose more challenges in
the future for rural health districts.
Characteristics of the CHOPs who had no DMCA & NCAT applications
This study also focused on the characteristics of confused hospitalised older patients and to determine who makes
medical, independent living and financial decisions. The majority of the patients were over the age 75 (88%) and were
admitted in medical (48%) and surgical wards (31%); and were females (53%). The patients lived with family (45%) and
28% each were living alone or in a Residential aged care facility (RACF). The presenting issues to the hospital were
increasing confusion and behavioural issues (31%), falls (15%) and other presenting issues (43%) including short of
breath, urinary tract infection, pain issues, hypocalcaemia, elective surgical procedures, ascites etc. The medical
history of this population included dementia (36%); cognitive impairment (9%) and other health issues (55%) including
respiratory, cardiac, renal, Parkinson’s, cancer, stroke, diabetes, etc. In comparison to the above group who required
DMCA, this group also had similar presenting issues and a medical history of dementia. Again these findings concur
with the ACI (2016) report that confusion or cognitive impairment is a common condition for CHOPS and most people
present with or develop confusion during their hospital admission.
Consistent with the confused patients who had DMCA the majority of the elderly confused patients had no record of
future care planning such as EPOA (66%), EG (76%) and ACD (88%). It is important to note that in spite of NSW
government promoting planning ahead documents, local health districts may have to take more measures to actively
engage patients about the importance of future care planning. For the majority of the CHOPs, medical (79%) and
accommodation decisions (80%) were made by patients and or by their family. As confused patients are frequently
found in medical and surgical wards (Appelbaum, 2007) clinicians in the hospital settings need to be more alert to the
possibility of capacity issues and need to take extra time and care when seeking consent from confused patients
(Kerrigan et al, 2014; Lepping et al, 2015). Missing information (48%) featured in the records as to who made the
patients’ financial decisions. Consistently this study has demonstrated that patient’s medical records had a lack of
clarity around ‘person responsible’ for patients; and medical records had only records of ‘next of kin’ though the term
'next of kin' has no legal status in NSW. It may be important to have mechanisms to identify and document ‘person
responsible’ for the patients and their ACD in the medical records, to assist clinicians and the health system to make
appropriate and timely decisions for the confused patients.
Study strengths
This study provides local health districts, especially regional and rural New South Wales health districts with some
evidence of an effective standardised clinical algorithm for DMC assessment and NCAT-guardianship applications in
the hospital setting. The successful identification of the characteristics of the confused older inpatient who require
DMCA and guardianship applications provides clinicians a ‘red flag’ as to who they should be alert to when assessing
the needs and challenges of this patient group.
Study limitations
The sample size of this study was very small and so there was a limit to what could be drawn from the results. The
limitation of the small sample made it challenging to identify the patients who had DMCA and guardianship
applications, as there was no standardised classification system for this group of patients. A second limitation of this
study was that, all of the clinicians involved in the development of the CTP were also the primary clinicians at the
hospital. Hence, the impact of the CTP may have occurred before the official implementation of the local procedure.
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This may also limit the generalisability of this study design to other sites. Finally, the data was only from the acute
hospital and most of the patient groups were transferred to subacute hospital’s while awaiting NCAT Guardianship
hearing, residential care placement and discharge planning. Therefore, it was not possible to identify how long these
patients awaited guardianship hearing and discharge planning post guardianship hearing. Future studies are
recommended, that include sub-acute hospitals, where patients await guardianship hearing and discharge planning.

Conclusions
Decision making capacity assessment is very complex in its nature and presents ethical and legal dilemmas of patient
care in a hospital setting. A standardised capacity assessment process has the potential to protect the autonomy and
safety of vulnerable older people with varying degrees of cognitive impairment. This study found that the
implementation of CTP and a multi-disciplinary approach to capacity assessment have made some positive changes in
the conduct of DMCA and guardianship application process for confused hospitalised patients. This study indicates
that not all CHOPs requires DMCA and not all elderly patients who lacks DMC needs NCAT guardianship applications.
The CTP could be considered as a framework for identifying who needs DMCA and guardianship applications especially
in a rural and regional health setting. Evidence of process gaps in DMCA have been identified and also the clinical and
demographic characteristics of the confused patients who require and who does not require DMCA & guardianship
applications have been collated. Medical and accommodation decisions for the CHOPs were mainly made by patients
themselves and or by their family members; and only limited information’s were available as to who made patients’
financial decisions. Consistently this study has demonstrated that patients’ medical records had a lack of clarity around
patients’ ‘person responsible’. Future care planning is important in the ageing population, especially in people with
dementia who pose challenges for the local health districts.

What is already known about topics related to this study
Australia had a lack of a nationally recognised process or guidelines to capacity testing. There is no accepted
gold standard for capacity assessments, a systematic approach and a multidisciplinary team approach has
been recommended rather than a single practitioner approach to capacity assessment. A considerable
number of older patients with impaired competence are commonly admitted to medical and surgical wards.
Thus, clinicians should be more alert to the possibility that their patients may lack decision-making capacity
and assessment of capacity should be frequent using the appropriate legal frameworks to act in the best
interest of patients, to protect their autonomy and safety.

What this study adds
The capacity testing procedure offers a resource and provides a local guideline to clinicians. The procedure
promotes a multi-disciplinary approach to capacity assessment and highlights the importance of
documentation. The procedure provides some guidance as to when to do capacity assessment and
guardianship application, and instruction on the process of doing capacity assessment. Timely DMCA and
appropriate future care planning could potentially reduce NCAT guardianship applications and extended
hospital admissions for this vulnerable group of patients. The evidence of lack of appropriate future care
planning for the ageing patients, increase in ageing population and people with dementia in the local health
district could pose more challenges in the future.
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Recommendations from this study
1. Invest in clinician’s education, to minimise unnecessary DMCA and NCAT-Guardianship Division
applications unless there is a valid trigger and patients are medically stable. Preferably make complex
decisions about patient’s decision making capacity following an MDT meeting. Limit Guardianship
applications to NCAT until all other avenues are exhausted.
2. Local health districts to promote the importance of future care planning (EG, EPOA, ACD) for the
targeted patient groups; educating clinicians about the potential at risk patient groups,
implementing appropriate standardised guidelines and procedures in the conduct of capacity
assessment and guardianship applications, encouraging multi-disciplinary approach to capacity
assessment and improving documentation as per the guidelines to address the emerging issues and
challenges.
3. NSW Health to have mechanisms to identify and document ‘person responsible’ and ACD in patients’
electronic medical records, to assist clinicians and the health system to make appropriate and timely
decisions for the confused hospitalised patients.
4. Future studies are recommended including sub-acute hospitals, where patients await guardianship
hearing and discharge planning. Further studies could also focus on patient’s hospital admissions
post DMCA and application to Guardianship Division. A better classification system for this group of
patients would support further studies in the future.
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Appendix 1

CAPACITY ASSESSMENT CLINICAL ALGORITHM

*

(To be used when concerns are raised about patients’ capacity to make informed decisions or give informed consent
in the hospital setting, i.e., “there are valid triggers indicating that an assessment is required.”)

If valid triggers present

Assessment by Multi-Disciplinary Team

Family Meeting

Meeting of MDT

Has Capacity to make specific decisions

? Capacity/lacks insight
to make decisions

Has Capacity to make decisions

Capacity Assessment by
Medical Officer

DCP/ Care Coordination

MDT

No capacity to make decisions

Medical

Person Responsible

If no PR

Independent Living

DCP

If Patient Disagrees

EG/ Public Guardian

If no EG/PG

Financial

Financial Manager/ EPOA

If no FM/EPOA

Guardianship Division

DCP/ Care Coordination
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Glossary
DCP: Discharge Planning
EG: Enduring Guardianship
EPOA: Enduring Power of Attorney
MDT: Multi-Disciplinary Team
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PG: Public Guardian
PR: Person Responsible

Appendix 2

Quality and Excellence in Regional Healthcare

CAPACITY SCREENING CHECKLISTS & GUIDELINES FOR HEALTH PROFESSIONALS (this template is a guide
only and not intended to become part of the medical record)

Patient sticker/Name/MRN/DOB

Reason for Admission

Medical History

Section-1: CAPACITY SCREENING CHECKLISTS
Domains of Capacity Concerns

Y/N
Consent to medical treatment
Independent living
Financial

Is patient currently suffering
from
Delirium*
Depression*
Delusions/Psychosis*
*If yes, do not to proceed with capacity assessment
DMCA for confused patients
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Future care planning
Advance Care Directive (ACD)
Enduring Power of Attorney (EPOA)
Enduring Guardian (EG)
Cognitive Assessment /
Screening
3MS
Mini Mental State Examination (MMSE)
Rowland Universal Dementia Assessment Scale
(RUDAS)
CLOCKFACE
Other…..
Clinical Assessments
Specialist reports
General Practitioner report
Social Work
Occupational Therapy
Other…………..
Collateral information

Spouse
Carer
Service providers
Relatives/friends/Neighbours
Other………

SECTION-2: CAPACITY ASSESSMENT PRINCIPLES
1

Always presume a person has capacity

2

Capacity is decision specific

3

Don’t assume a person lacks capacity based on appearances

4

Assess the person’s decision making ability-not the decision they make

5

Respect person’s privacy

6

Substitute decision -making is a last resort

DMCA for confused patients
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Section-3: CAPACITY SCREENING GUIDELINES
(The following questions may be used as a guide to assist the assessor to determine capacity. Questions to be modified as
required)

MEDICAL CONDITION


What is your understanding of your illness? ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- How is it affecting you? --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------UNDERSTANDING TREATMENT


What does the doctor want you to do? ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- What are the benefits of the treatment------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------?
 What are the risks of the treatment? -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- What are the risks of not getting the treatment? ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------FUNCTIONAL CONDITION


What is your current mobility status?
(a) Independent with mobility
(b) Mobile with walking aids
(c) Mobile with supervision
(d) Mobility with walking aids & supervision
(e) Mobile with assistance
(f) Falls risk
(g) Unable to mobilise




Can you tell me; how will you care for yourself after you leave the hospital? -----------------------------------------------------------------------------------------------------------------------------------------------------------Do you have any problems with your bladder or bowel? Please describe:
Bladder……………………………………………………………………………………………
Bowel ………………………………………………………………………………………………




If you have urine or faecal incontinence how will you manage this? -----------------------------------------------------------------------------------------------------------------------------------------------------------Are you able to drive after you leave the hospital?
(a) Yes
(b) No

DMCA for confused patients
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If not, how are you planning to get around after you leave the hospital? -----------------------------------------------------------------------------------------------------------------------------------------------------------------Can you tell me, how will you prepare your meals after you leave the hospital? -------------------------------------------------------------------------------------------------------------------------------------------------------How are you planning to manage your medication after you leave the hospital?
(a) Self-Management
(b) Webster packs
(c) With supervision from family/ carer
Can you tell me, how will you do your shopping after you leave the hospital? ---------------------------------------------------------------------------------------------------------------------------------------------------------Do you see any risks about returning home? ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Have you considered going into residential care or some other form of supported accommodation?
-------------------------------------------------------------------------------------------------Would you consider accepting care from community services after you leave the
hospital?.......................................................................................................................

FINANCIAL DECISIONS





Are you able to manage your own finances/ bills? -------------------------------------------------------------How much income do you have every week or fortnight? ------------------------------------------How much expense do you have every month (E.g., What are your common expenses/bills every
month?) ----------------------------------------------------------------------------------------------How do you pay your bills (e.g., Direct debit, Post office, etc.? ---------------------------------------------

Collateral history from patient’s family/ carer about patient’s current functional condition &
financial management

DMCA for confused patients
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Summary
•
Does the patient identify any problems or barriers to meeting ongoing care needs? If so, does he or
she know how to organise appropriate assistance if s/he needs it? Does the patient demonstrate an
understanding of the consequences of their decisions?
•
Is there any evidence of patient’s inability to self-manage (E.g., progress notes, reports from
carers?).
•
Does the person encounter safety or physical health risks because of memory problems? (E.g.,
Inability to use walking aids, needs regular re-orientation/prompting, becomes lost in the street, forgets to
switch off oven etc)
•

Is the patient at risk of financial, physical or sexual abuse?

Documentation Guidelines
•

Document the trigger for assessment and the assessment process

•
Provide a summary of the questions you asked the person and their answers and place in patient’s
medical record.
•
Give an explanation as to the reasons why you have made a decision as to capacity or lack of
capacity e.g. patient lacks insight regarding the consequences of their decisions (NSW Attorney General’s
Department, 2009)

DMCA for confused patients
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Appendix 3
Literature reviewed
A search was performed to identify published literature on related topics using the Clinical Information Access Portal.
The electronic databases accessed and searched included Psych INFO, CINAHL Plus, Pub Med, EMBASE and MEDLINE
to identify relevant literature published in English between 2005 and 2016. This was supplemented with internet
searches such as google scholar. The search terms included “capacity”, “decision making capacity”, “mental capacity”,
“capacity assessment”, “mental capacity assessment”, “cognitive impairment”, “mental competency”, “decision
making capacity assessment”, “competence” and “decision making”. The reference lists of relevant literature were
examined to enable further relevant studies to be identified.

DMCA for confused patients

Page 31 of 33

Appendix 4
Medical Record audit questions
DATA ITEMS
Hospital Ward
Age
Gender
Living status

EXCEL SPREADSHEET
As recorded in patient MR/EMR
As recorded in patient information sheet of MR/EMR
As recorded in patient information sheet of MR/EMR
Will be collected from MR. Screen the entries of social
work/discharge planner/ occupational therapists/ASET

Marital status

As recorded in patient information sheet of MR/EMR

Language

As recorded in patient information sheet of MR/EMR

Country of birth

As recorded in patient information sheet of MR/EMR

Does patient have
EPOA/Financial Manager?

Will be collected from MR/EMR. Screen the entries of
/medical/social work/ASET

Does patient have
EG/Public Guardian?

Will be collected from MR/EMR. Screen the entries of
/medical/social work/ASET

Does patient have ACD?

Will be collected from MR/EMR. Screen the entries of
nursing/medical/social work/ASET

Who is the person
responsible

Next of Kin (NOK) As recorded in patient information sheet of
MR/EMR

Who made Consent to
treatment

Will be collected from MR and NFR orders. Screen the entries
of nursing/medical/ signed consent/NFR forms

Who made Independent
living decision (ILD)

Will be collected from MR. Screen the entries of medical/social
work/discharge planner

Who made Financial
decision

Will be collected from MR. Screen the entries of medical/social
work/discharge planner

Presenting problem

As recorded in ED notes

Major disabilities and/or
diagnosis
Length of stay on
current/last admission
Number of hospital
admissions/presentations
in last one year
Domain of capacity
assessed

As recorded in ED notes

On which day of
admission, capacity
assessment/geriatrician
r/v requested

As recorded in MR, in days

DMCA for confused patients

As recorded in patient information –visit list of EMR, in days
As recorded in patient information –visit list of EMR (including
Ed presentations and current admission)
Will be collected from MR. Screen the entries of medical
team/geriatrician
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On which day of
admission, capacity
assessment performed
Was the valid trigger for
capacity assessment
present
What was the trigger for
referral to capacity
assessment
MDT Assessments
OT,SW,D& D CNC, DCP
MDT meeting

As recorded in MR, in days

Family meetings organised

As recorded in MR (‘Yes’ if only recorded; even if Family
meeting observed but not recorded, it would be ‘No’)

GP contacted

As recorded in MR. Screen the entries of
nursing/medical/social work/ Dementia Delirium CNC

Cognitive screenings/tests
done
Cognitive screenings/tests
scores

Will be collected from MR. Screen the entries of
medical/Dementia & Delirium CNC/ Occupation Therapists
Will be collected from MR. Screen the entries of
medical/Dementia & Delirium CNC/ Occupation Therapists

Documentation of the
capacity assessment
process

Will be collected from MR. Screen the entries of medical/social
work/ Dementia Delirium CNC

What was the outcome of
capacity assessment?

Will be collected from MR. Screen the entries of medical/social
work/ Dementia Delirium CNC

Has GT application done?

Will be collected from MR. Screen the entries of social work

How long did patient wait
for GT hearing

Will be collected from MR. Screen the entries of social work;
Only the days’ patients awaited GT hearing post GT application
at CHHC

D/c destination

Will be collected from MR. Screen the entries of social
work/discharge planner

How long did patient
await for placement or d/c
from the hospital post GT
hearing

Will be collected from MR. Screen the entries of social
work/discharge planner. Only the days post GT hearing
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‘Yes’ if recorded/documented in MR. If not recorded, it’s ‘No’.
Screen the entries of nursing/medical/social work
As recorded in MR. Screen the entries of
nursing/medical/social work/ASET
As recorded in MR: Will only look for the assessments by
OT,SW,D& D CNC and DCP
As recorded in MR (‘Yes’ if only recorded; even if MDT meeting
observed but not recorded, it would be ‘No’)
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