
15CANADIAN GERIATRICS JOURNAL, VOLUME 18, ISSUE 1, MARCH 2015

ABSTRACT 

Background

Decision-making capacity assessment (DMCA) is an issue 
of increasing importance for older adults. Current challenges 
need to be explored, and potential processes and strategies 
considered in order to address issues of DMCA in a more 
coordinated manner. 

Methods 

An iterative process was used to address issues related to 
DMCA. This began with recognition of challenges associated 
with capacity assessments (CAs) by staff at Covenant Health 
(CH). Review of the literature, as well as discussions with and 
a survey of staff at three CH sites, resulted in determination 
of issues related to DMCA. Development of a DMCA Model 
and demonstration of its feasibility followed. 

Results 

A process was proposed with front-end screening/problem- 
solving, a well-defined standard assessment, and definition 
of team member roles. A Capacity Assessment Care Map 
was formulated based on the process. Documentation was 
developed consisting of a Capacity Assessment Process 
Worksheet, Capacity Interview Worksheet, and a brochure. 
Interactive workshops were delivered to familiarize staff with 
the DMCA Model. A successful demonstration project led to 
implementation across all sites in the Capital Health region, 
and eventual provincial endorsement. 

Conclusions

Concerns identified in the survey and in the literature regard-
ing CA were addressed through the holistic interdisciplinary 
approach offered by the DMCA Model.

Key words: capacity, competency, decision-making, adult 
cognition, cognitive decline, older adults, autonomy, capacity 
assessment, model, guardianship

INTRODUCTION

The issue of decision-making capacity (DMC) is increasingly 
being recognized as a significant concern to society and the 
healthcare system.(1,2) A person’s decision-making ability is 
dependent on both the complexity of the decision-making 
process and one’s ability to engage in that process. The degree 
of impairment regarding one’s DMC can vary as a result of 
developmental or disease processes, cognitive impairment, 
or brain injury.  As the life expectancy of Canadians and 
prevalence of cognitive impairment continues to rise, health-
care professionals (HCPs) will encounter more patients with 
questionable DMC. 

A person’s right to make autonomous decisions, and the 
potential loss of those rights, is a multifaceted and complex 
issue.(3,4) This is due to the nature of patients’ challenges and 
comorbidities, as well as concerns around safety and well-
being.(3,5,6) The necessity of a capacity assessment (CA) is 
often triggered by a person’s circumstances involving, for 
example, their place of residence, finances, or health care. 
A trigger guides the assessment through providing context, 
purpose, and focus.(7,8) Patients may demonstrate behaviours 
which put self or others at risk of significant harm, be known 
or are suspected of having impaired decision-making abilities, 
or have made choices that others believe are inconsistent with 
values previously held when they were apparently capable. 
Such triggers can signal the potential need for a CA. Means 
by which to assess a person’s DMC and determine the least 
restrictive and intrusive alternatives to support decision-
making are becoming increasingly critical.(1)

Prior to 2006, no particular process was being utilized to 
conduct CAs at three Covenant Health (CH) (formerly Cari-
tas Health Group) sites. Members of the health-care team 
(physicians, nurses, social workers (SWs), psychologists, 
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occupational therapists (OTs), physical therapists (PTs), 
speech-language pathologists, chaplains, recreation thera-
pists, and therapy/nursing assistants) at that time suggested 
that the lack of clarity associated with the non-standard ap-
proach risks inappropriate, unnecessary, or successive CAs. 
Full CAs were at times being conducted on patients who were 
not medically stable, or whose problems could have been 
resolved less intrusively. 

To address this clinical practice challenge, an Interdis-
ciplinary Capacity Assessment Working Group (CAWG) 
was created comprised of staff from the three CH sites. The 
group’s initial mandate was to better understand the issue, 
identify clinical best practices, and determine ways to address 
CAs from an organizational and practice perspective that was 
mindful of the mission of CH, and ethical and legislative 
considerations. A client-centred care model, respect for a 
person’s dignity and rights, an inter-disciplinary perspective, 
and a desire to avoid both unnecessary CAs and declarations 
of incapacity, guided reflections and decisions made by the 
CAWG. Four guiding principles from legislative acts were 
also instructive: 1) the adult is presumed to have capacity and 
be able to make decisions until the contrary is determined, 2) 
the ability to communicate verbally is not a determination of 
capacity, 3) focus is on the autonomy of the adult with a least 
intrusive and least restrictive approach, and 4) decision- mak-
ing focuses on the best interests of the adult and how the adult 
would have made the decision, if capable.(9,10) 

The overall goal of this project—recognized as a Quality 
Assurance activity by the Health Research Ethics Board at 
the University of Alberta—was to identify issues associated 
with CAs, and determine strategies and processes that might 
better facilitate CA. The desired outcome was to improve the 
quality of CAs, and diffuse situations that may unnecessarily 
lead to full CAs and declarations of incapacity. 

METHODS

An iterative approach was taken. After the challenges asso-
ciated with CA were identified, a literature review was con-
ducted. Knowledge from the literature review was then used to 
develop a survey aimed at determining the CA-related issues 
that staff at three CH sites encountered. Information from the 
survey and literature eventually informed the development of 
a CA process and a Decision Making Capacity Assessment 
(DMCA) Model. Finally, the CAWG educated the staff about 
DMCA, the DMCA Model, and the application of the process 
within the clinical context.

Literature

An extensive review of literature on DMCA was conducted, 
resulting in review of 201 relevant articles published between 
2000 and 2012, 71 books (through the NEOS library consor-
tium), and 112 articles in the grey literature. Additionally, the 

Ontario Model,(8) Moye’s Conceptual Model,(11) Regional 
Capacity Assessment Team (RCAT) Model,(12) Yukon Model 
of CA,(13) and Skelton’s CA and intervention Model(14) were 
thoroughly reviewed.

Survey and Interviews

Review of literature combined with feedback from the CAWG 
was used to create a staff survey regarding challenges as-
sociated with CA. The survey was administered in person 
to 17 staff from three CH sites. Additionally, there were 11 
in-depth interviews conducted with HCPs routinely involved 
in DMCA. The survey used open-ended questions to elicit a 
broad range of answers from the various disciplines, includ-
ing problems with current process, the level of expertise of 
staff involved in DMCA, team dynamics, preference for an 
attending team (unit level staff) or expert-based approach, and 
suggestions for improvement. Survey and interview results 
were analyzed through qualitative thematic analysis.

RESULTS 

Literature review

The literature review identified the following key issues re-
lated to CA: 1) conflict often exists between patient autonomy 
and safety;(15,16) 2) ethical principles of self-determination and 
beneficence lie at the heart of issues related to capacity;(17-20) 
3) patient and family involvement in CA is central;(21-23) 4) 
there is a lack of defined standards for declaration of incapac-
ity;(15,24-29) and 5) education for clinicians and medical trainees 
regarding CA is needed. 

Many concerns and pitfalls in the decision-making 
process have been identified. Ganzini et al.(30) surveyed 395 
consultation-liaison psychiatrists, geriatricians, and geriatric 
psychologists and found 23 major difficulties in the process 
of CA. They concluded that, since clinicians indicate that 
misperceptions about CA are common, clinicians and medical 
trainees require more training regarding CA. 

There are many challenges with the CA process. Clini-
cians have differing interpretations of capacity,(16,30,31) with 
some holding a belief that capacity is global (all-or-nothing).
(24,30,32) HCPs also lack adequate knowledge about CA,(24,33-35) 
and tend to rely on standardized tests that are not designed 
for assessment of capacity.(26,27,36-39) Additionally, there is a 
lack of standardized(36,36-39) and functional, ecologically-valid 
assessment measures.(24,27,38,40-43) Furthermore, a patient’s 
lack of education is often mistaken for a lack of capacity,(26,37) 
and those with questionable capacity may have difficulty 
understanding the CA process. Finally, one professional is 
often left undertaking the whole burden of the CA.(15,26,28,35) 

In sum, determination of capacity is a complex, interdis-
ciplinary process that ideally involves a range of professionals 
who have medical, ethical, and legal knowledge.(1) A multi-
disciplinary approach allows for variation in perspectives, 
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facilitates the holistic identification of possible solutions, 
and ensures that safeguards are in place (e.g., no single 
person determines the capacity of any one patient).(7) Fur-
thermore, the involvement of specialist teams, particularly 
in complex cases, can additionally protect the autonomy of 
vulnerable adults.(42) 

Survey Results

Several themes emerged, including: 1) deficiency in the skill-
set and knowledge required for CA, 2) absence of a systematic 
approach to problem solving, 3) lack of tools, guidelines and 
documentation to conduct assessments, 4) lack of coordination 
and role allocation in the process, and 5) inadequate resources 
(staff and time). Preference for access to an expert team versus 
unit-based teams or a flexible approach varied. 

Model Development

Results of the literature review, survey, and interviews, with 
input from CAWG members, led to the development of the 
DMCA Model. The DMCA Model included: 1) a well-defined 
and systematic process, 2) concentration on front-end screen-
ing and problem solving, 3) definitions of roles of team mem-
bers, 4) forms to help organize and document information, 
and 5) widespread education and support strategies.

DMCA Process—The Capacity Assessment Care 
Map

The CAWG used an iterative method to develop the DMCA 
process delineated in a Capacity Assessment Care Map. 
Various HCPs contributed to the development of the Care 
Map, reviewing it and suggesting roles that their respective 
disciplines could contribute to the process. After extensive 
review and revisions, the CAWG reached consensus on the 
final rendition of the Care Map, represented in Figure 1.

The Care Map elaborates on the major steps—not nec-
essarily in a linear manner—of the CA process. Consistently, 
each CA begins with the identification and validation of rea-
sons for assessment, and Capacity Assessment Interviews are 
only undertaken when less intrusive means cannot be found 
and a declaration of incapacity is thought to be required.

Due to the invasive and lengthy nature of CAs, they 
should be conducted only for valid and specific reasons. Char-
acteristics that make the reason for assessments valid should 
be based on whether the behaviours/decision-making puts the 
adult being assessed or others at risk, if the adult is known or 
suspected to have impaired decision-making, and the adult 
has made choices that others believe are inconsistent with 
values previously held when they were apparently capable.

Once a reason for assessment has been validated by the 
member(s) of the person’s attending team, several steps are 
undertaken. Relevant information is first collected related 
to the person’s DMC in an affected domain(s) (i.e., health 
care, accommodation, choice of associates, social activities, 
legal affairs, employment, education/vocational training, and 
financial). These domains are aligned with the Personal Direc-
tives Act (PDA)(9) and Adult Guardianship and Trusteeship 
Act (AGTA).(44) Second, reversible medical conditions are 
addressed, and referral(s) to SW, OT, PT, and/or psychology 
for relevant social, cognitive, and/or functional assessments 
may be made. If the patient is deemed medically stable, the 
interdisciplinary team meets to explore options, problem-
solve, and take appropriate action. DMCA Mentoring Teams 
(consisting of experienced OTs, SWs, nurses, physicians, 
psychologists, and designated capacity assessors (DCAs) 
with expertise in DMCA), are accessed by attending teams 
for education and support as needed. Third, if the situation 
warrants a declaration of incapacity, a Capacity Assessment 
Interview is conducted by the attending physician, and 
required forms, as per the acts, are completed. Experts (geri-
atricians, psychologists, psychiatrists, DCAs), are consulted if 
further assistance is required by the attending team. (Refer to 

FIGURE 1. Capacity assessment care map
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Appendix A for definitions of the different types of teams and 
roles, and Figure 2 for Roles and Training for HCPs involved 
in the DMCA Model.)

DMCA Supporting Documents

A number of documents were created to support the CA 
process. These include a brochure, the Capacity Assessment 
Process Worksheet (Appendix B), and the Capacity Interview 
Worksheet (Appendix C). The brochure offers an overview 
of DMCA that is accessible to HCPs, patients, and families. 
The worksheets enable staff to follow the Care Map, organize 
information, and document in a central location. The Capacity 
Assessment Process Worksheet aligns with the Care Map, and 
ensures that the team completes essential steps in the process 
(e.g., confirming medical stability and problem solving efforts). 
It also functions as a place to compile relevant information from 
members of the interdisciplinary team. The Capacity Interview 
Worksheet is utilized by physicians, psychologists, and DCAs 
as a guide to the Capacity Assessment Interview, and to assist 
in formulation and documentation of an opinion. Both of the 
worksheets assist them in completing the required schedules 
and forms required under various legislative acts.

Together, the process, tools, worksheets, brochure, and 
human resources resulted in the formalization of the Covenant 
Health DMCA Model. To support DMCA Model implementa-
tion, DMCA Mentoring Teams were established at each site 
to offer education, guidance and advice to staff. When the 

Dependant Adults Act changed to the AGTA in 2009, DCA 
roles were added to the DMCA Mentoring Teams.

Demonstration Project 

Following the development of the DMCA Model, a year-
long demonstration project to assess feasibility was 
implemented in two settings at two CH sites. The project 
involved training the attending team in the DMCA Model 
through interactive workshops, utilizing the DMCA Model 
in these settings when issues of DMC emerged, and review-
ing charts of associated patients. A four-hour interactive 
education workshop—facilitated by interdisciplinary pre-
senters from the Mentoring Team—was provided to HCPs 
working in the selected settings. During the workshop, 
the presenters introduced legislative acts and the DMCA 
Model, offered clinically relevant CA examples, and ex-
plained crucial ethical and legislative guiding principles. 
CA-related documents were shared, cases discussed, and 
participants shown how to apply the DMCA process. 

During the demonstration project, CAs were initiated 
with 12 patients (mean age = 72.2). Eleven triggers were 
validated, ten (83%) of which were resolved through 
problem-solving, thereby avoiding formal declaration 
of incapacity. Two patients were found to lack capacity. 
(See Table 1 for Demographics of Demonstration Project 
Sample.) At the initiation of the project, 79 referrals were 
made to the Geriatric Consult Service from other units at 

FIGURE 2. Roles & training for health-care professionals involved in the DMCA Model
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the two sites for primary reason of CA. Of these, 59 (75%) 
referrals were from six Medicine units.

This limited trial showed that use of the DMCA Model 
achieved the goal of educating staff, centralizing documenta-
tion related to DMCA, encouraging interdisciplinary assess-
ment and problem-solving, and reducing the need for CA 
interviews. Overall, the project trial demonstrated feasibility 
of the DMCA Model. Innovation funding was received to 
fund site-wide implementation at the two demonstration 
project sites. The DMCA Model was then endorsed by the 
Capital Health Regional Geriatric Program Council for 
implementation at all sites. 

Educational Strategy for Staff

Given the feasibility of the DMCA Model, interactive educa-
tion workshops were made widely available to CH staff. The 
educational materials consisted of background information, re-
sults of the staff survey, details of the legislative acts and forms 
pertinent to CA, and copies of the worksheets and Care Map. 

Between 2008 and 2012, 822 people from Covenant 
Health and Alberta Health Services, Edmonton zone, partici-
pated in the workshop. Attendees included 230 nurses (28%), 
212 SWs (26%), 193 OTs (23%), 34 clinical nurse educators 
(4%), 34 physicians (4%), 26 unit supervisors (3%), 22 care 
coordinators (3%), 18 nurse practitioners (2%), 18 program 
managers (2%), 13 psychologists (2%), 6 PTs, 4 speech 
language pathologists, 1 spiritual care worker, and 11 (1%) 
unknown. The average participant age was 40.66 years, with a 
range from 20 to 67 years. Over 90% (91.7%) of participants 
were females. Half (50.2%) of HCPs attending the education 
workshops had never received formal education in DMCA. 
According to participant self-report, their understanding of 
concepts relating to DMCA increased following workshop 
attendance. Offering of workshops has since continued.

In 2012, the DMCA Model underwent an evaluation 
across the Edmonton and Calgary zones including representa-
tives from six hospitals, three medical clinics, and continuing 
care, community, and rural settings. The evaluation involved 
focus groups (n = 49) with and surveys (n = 126) of DCAs 
and HCPs on mentoring and attending teams. Of note, 85% 

(n = 102) of survey respondents agreed/strongly agreed with 
the statement, “The new DMCA model is followed in my 
workplace;” and 90% (n = 113) agreed/strongly agreed with 
the statement, “I follow the guiding principles of DMCA 
when I am faced with concerns about a patient’s decision-
making capacity.” Participants also identified strengths of the 
DMCA Model, facilitators and barriers to its implementation 
and sustainability, and service gaps that yet need to be ad-
dressed. Overall, the 2012 evaluation indicated that the DMCA 
Model—if it is appropriately adapted to differing contexts 
with unique resources and populations (i.e., culturally diverse 
urban and rural environments governed by specific regional 
legislation)—is effective in addressing DMCA from an inter-
disciplinary perspective. 

DISCUSSION

The DMCA Model, with its aim of offering least restrictive 
and intrusive solutions, provides a standard, interdisciplinary 
process to DMCA. This process has implications for persons 
whose DMC has come into question, HCPs involved in CA, 
and organizations.

For the person whose DMC has come into question, and 
their primary supports, the DMCA Model demystifies the CA 
process. Its emphasis on a client-centred approach ensures 
that the person is an active partner in the CA process, and that 
options are explored before removal of the person’s right to 
make autonomous decisions is considered. Identification of 
specific domains versus global capacity confines CA to areas 
of concern. Addressing reversible medical causes of problems 
assures that underlying factors potentially compromising DMC 
are examined. The imperative that pertinent information be 
gathered (including personal history, risks, conflicts, and the 
person’s values and wishes), and potential solutions be trialed, 
ensures that least intrusive means are considered. Furthermore, 
the involvement of multiple HCPs reduces risks associated 
with one HCP determining DMC. These factors collectively 
safeguard the person’s dignity and rights.

For HCPs, the DMCA Model offers processes, tools, 
and resources. Interactive education workshops equip HCPs 
with knowledge critical to understanding CA issues, legis-
lation, principles, and processes. The tools and Care Map 
guide HCPs through CAs, and facilitate communication and 
documentation among inter-professional team members. The 
team approach to problem-solving and assessment fosters 
creative thought and avoids resting the burden of CA on a 
single professional. For physicians, psychologists, and DCAs 
tasked with conducting the CA interview, input from the team 
clarifies areas of concern, and supports potential application 
for an alternate legal decision-maker. 

For CH, the DMCA Model meets patient, HCP, and or-
ganizational needs and requirements. This is facilitated by 
its alignment with provincial legislation, the organization’s 
mission and ethical framework, clinical best practice, and 
a person-centred approach. The standard process improves 

TABLE 1.
Demographics of demonstration project sample

Demographic Indicator Value

Age (mean) 72.2
Gender F = 7 (58%)
Number of valid reasons for CA 11
Number of cognitive assessments performed (mean) 2.2
MMSE score (mean) 20.6
Number of cases resolved through problem-solving 10 (83%)
Number of patients deemed to require a CA interview 2 (17%)
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team work, and communication and collaboration within and 
across agencies, while emphasis on problem-solving reduces 
the frequency of inappropriate, unnecessary, or successive 
CAs. This positively impacts patient and family satisfaction.

Future study of the effectiveness of the DMCA Model 
is needed beyond the DMCA Model demonstration and 
implementation project. Potential areas for further research 
include an examination of the degree to which learnings 
from the interactive workshop are applied in actual prac-
tice, identification of core competencies required by HCPs 
to conduct CAs, transferability of the DMCA Model to 
other sites within CH, the region and the province, and a 
more expansive evaluation of the DMCA Model including 
barriers and facilitators to its adoption, implementation, 
sustainability and spread.  

Limitations

This study was a quality improvement project aimed at ad-
dressing a gap in processes related to DMCA. While the 
study yielded positive outcomes through its development of 
the DMCA Model and associated tools and processes, the 
DMCA Model itself was developed within an urban environ-
ment by a well-established, knowledgeable, and resourced 
inter-disciplinary team. Adaptability of the DMCA Model 
to various settings (urban, rural, and across the continuum 
of care) with diverse human and fiscal resources is yet to be 
explored. The DMCA Model may also have limitations in 
being applied across cultures (e.g., First Nation seniors), and 
requires additional consideration in this regard. 

Given that the demonstration project involved two 
settings to evaluate the effectiveness of the DMCA Model, 
and the 2012 evaluation was limited to sites that had to that 
point adopted the DMCA Model, more robust evaluation of 
the Model and its long-term sustainability will be required 
following broader implementation. 

CONCLUSION

The DMCA Model offers a holistic interdisciplinary ap-
proach to CA that maximizes client autonomy, offers the 
least restrictive and intrusive solutions, and facilitates 
collaboration among HCPs within and among health-care 
facilities/agencies. Patients will benefit from a standard 
and organized approach to CA. Concentration on front-end 
pre-assessment and problem-solving will limit the number 
of CAs conducted when less intrusive methods can diffuse a 
situation. The DMCA Model will provide a coordinated and 
easy-to-follow approach for an interdisciplinary attending 
team to perform CAs. 
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APPENDICES

Appendix A: Glossary of Terms

Attending Teams 

Attending teams are comprised of front-line HCPs who 
work directly with clients in various facilities to provide 
in-patient, out-patient, rehabilitation, and community-based 
health-care services. Members of these teams may include 
physicians, nurses, social workers, psychologists, occu-
pational therapists, physical therapists, speech-language 
pathologists, chaplains, recreation therapists, and therapy 
and nursing assistants. As attending team members work 
with clients on a regular basis and observe both their abili-
ties and challenges, these front-line staff are often the first 
to identify issues related to decision-making capacity in the 
clients they serve. While attending team members may or 
may not have specialized skills in the area of CA, they are 
often left to determine possible strategies to address chal-
lenges associated with a lack of capacity.

DMCA Mentoring Teams 

DMCA Mentoring Teams are multi-disciplinary teams that 
have been established at each facility that has adopted the 
DMCA Model. Members of these teams—physicians, nurses, 
social workers, occupational therapist, psychologist, and 
Designated Capacity Assessors (DCAs)—have a particular 
interest and expertise in the CA process. The purpose of the 

mentoring team is to educate facility staff on the CA model 
and process, and provide support, answer questions, and 
problem-solve during complex CA situations. Mentoring 
Teams also champion the implementation of the DMCA 
Model at the sites, and facilitate training workshops, as 
well as educational sessions (including the initial four-hour 
interactive workshop introducing staff to the DMCA Model 
and its supporting materials, in-services, and continuing 
education lunch and learn (“brown bad sessions”) where they 
answer questions and discuss case studies or relevant topics).

Designated Capacity Assessors (DCAs) 

DCAs are regulated HCPs who have been appointed by the 
Government of Alberta to conduct CA interviews and offer an 
opinion to the Office of the Public Guardian/Trustee regarding 
the decision making ability of an adult in question. Physicians 
and psychologists are designated as capacity assessors by reg-
ulation and, therefore, are not considered DCAs, while nurses, 
occupational therapists, and social workers need to undergo a 
mandatory three-day training module to become DCAs, and 
then complete at least three CAs every two years to remain 
certified. Recommendations regarding capacity are made by 
a DCA based on opinions formed during a formal interview 
process. The DCA’s opinion regarding co-decision-making, 
guardianship or trusteeship applications is then submitted to 
the court, which makes the legal determination regarding ca-
pacity. Ideally, pre-assessment and problem-solving are done 
with front-line staff and Mentoring Team members before 
DCAs are asked to conduct a formal CA.
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Appendix B: Capacity Assessment Process 

Worksheet 
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Appendix C: Capacity Interview Worksheet
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