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ABSTRACT 

A descriptive study was conducted to explore the 

relationship among three measures of decision making 

capacity: (1) clinicians' opinions, (2) Pfeiffer's (1975) 

SPMSQ, and (3) a developmental instrument by Fitten et al. 

(1990) designed to measure patient clinical decision making 

ability. Another purpose of the study was to replicate 

portions of the work by Fitten et al. (1990). A convenience 

sample of 41 patients, four physicians, and three nurse 

practitioners was studied. Quantitative research techniques 

were employed for data collection and analysis. 

Significant correlations were found among all 

measurements of decision making capacity indicating that the 

developmental instrument appears to be a valid method of 

determining decision making capacity according to results 

obtained for convergent validity. The findings of this 

study support those reported by Fitten et al. (1990). 
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CHAPTER I 

INTRODUCTION 

There has been a rapid growth in the population of 

persons over 65 years of age. Prolongation of life has 

resulted from healthier lifestyles, early detection and 

treatment of diseases, and more sophisticated medical 

interventions, such as life sustaining technologies. 

However, as one ages, there is a greater likelihood of 

chronic health problems including dementing illnesses. 

Therefore, decisions about the extent to which older persons 

are willing to extend their lives are complicated by mental 

status problems. In addition to mental compromise, cost and 

quality of life considerations complicate decision making 

about extending life. 

The high prevalence of dementia among older persons 

compromises their ability to participate in clinical 

decision-making and/or their capability of making advanced 

directives. Even when a formal diagnosis of dementia has 

not been made, the extent of cognitive function (i.e., the 

ability to understand and comprehend) of elders may be 

unknown and/or questionable. Further, the definition and 

evaluation of dementia is often ambiguous among clinicians. 
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Background 

"By the year 2030, the number of Americans over 65 

will have grown by 30 million" (Michelson, Mulvihill, Hsu, & 

Olson, 1991, p. 30) and by the year 2040 older persons are 

projected to make up 21 % of the population (Kupecz, 1991). 

The early detection of disease and subsequent intervention 

to slow its progress have lead to longer life spans for 

American adults (Verbrugge, 1990). Improvements in living 

conditions, life-styles, and improved nutrition, have also 

contributed to decreasing mortality rates (McKeown, 1990). 

Although life expectancy has increased, there has been 

an associated increase in chronic illness and functional 

disability. "More than 4 out of 5 people age 65+ have at 

least one chronic condition, and multiple conditions are 

commonplace among older people..." (Senate Special Committee 

on Aging [SSCA], 1991, p.112). There has also been an 

increase in the number of older persons suffering from 

Alzheimer's Disease and Related Disorders, (Montminy, 1990). 

"Dementia is an acquired impairment of intellectual and 

memory functioning caused by organic disease of the 

brain..." (Friedland, 1992, p. 483). Dementias encompass 

alterations in processing ability, short term memory, 

abstract thinking, judgment, personality, language, and/or 

visual-spacial skills (Friedland). 

Decisions about such things as whether to undergo 
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invasive procedures or surgeries and to take certain 

medications require that patients be informed. A critical 

aspect of being informed, presuming reasonably clear 

information (i.e., in terms of lay language) is provided, is 

that patients are able to process the information. They can 

retain, understand, and rationally manipulate the 

information to make a choice. 

Additionally, the ability of older persons to process 

information is not stable or constant. According to The 

United States Congress, Office of Technology Assessment 

report on Life-Sustaining Technologies and the Elderly [OTA] 

(1987), decision-making capacity can fluctuate. Persons can 

be (1) currently capable of making decisions about their 

medical care, but the status may be unstable or declining; 

(2) currently incapable of making decisions, but it is 

expected that their decision making capacity will be 

restored; or (3) permanently incapable of making decisions 

about their medical care (and everything else). 

Physical and mental changes in older persons often lead 

health care providers to view the elderly as incompetent to 

participate in their own treatment planning. Dependent 

elders are often denied their right to choose simply because 

they require assistance with physical functions (Dubler, 

1987). Decisions to utilize or decline health care are then 

often made with minimal input from the elderly patients 



themselves (Bergen & Kroll, 1990). This type of 

paternalistic health care derives from the medical model in 

which individuals have a low-level of responsibility both 

for causing and finding solutions to their problems. 

Medical experts assume responsibility for identifying and 

solving problems (Taylor, 1992). 

No definitive means for determining a person's 

competency exist (Bisbing & McMenamin, 1991; Brody, 1988; 

Fitten, Lusky, & Hamann, 1990; Roth, Meisel, & Lidz, 1977). 

In response to this deficit, Roth et al. compiled five 

categories of evaluation for competency: "1) evidencing a 

choice, 2) "reasonable" outcome of choice, 3) choice based 

on "rational" reasons, 4) ability to understand, and 5) 

actual understanding" (p. 280) . However, these categories 

are not used consistently and there is no accepted way of 

operationalizing.them nor criteria for testing them. 

This lack of methodology to measure decision making 

capacity leads clinicians to use brief mental status 

examinations or rely on their own or staff's impression of 

patient competence (Fitten et al., 1990). Within various 

mental status questionnaires, cutoff criteria are specified 

for determining the level of mental impairment. However, 

among the methods currently available, little is known about 

the validity, sensitivity and specificity of the methods in 

regards to decision making capacity. Further, they may not 
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be comparable in different settings. Fitten et al. found 

that physicians' judgment of capacity for consent had only a 

31 to 3 9% sensitivity in correctly identifying impaired 

decision making. 

Advanced directives (ADs) have been proposed as one 

possible solution to choices about medical treatment, 

particularly ones that extend or prolong life. They consist 

of various legal documents that communicate a persons health 

care choices for possible future situations in which they 

may not be able to make such choices clear. ADs have been 

criticized for being too vague or too focused on a 

treatments inherent characteristics rather than the general 

end results that a patient would have wanted (Brett, 1991). 

Purpose of Study 

The purpose.of this study is to explore the decision 

making capacity of Veteran's Administration Nursing Home 

Care Unit (VANHCU) patients', by evaluating the relationship 

among (1) clinicians' opinions of their decision making 

capacity, (2) one well established measure of cognitive 

capacity, and (3) a developmental instrument designed to 

measure patient clinical decision making ability. An 

additional purpose is to replicate a portion of the work of 

Fitten et al. (1990), by using one of their vignette-based 

instruments and applying in another VANHCU setting. 
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Problem Statement 

Decision making capacity is an elusive concept and 

evaluation of competence is made more difficult by the 

absence of well-constructed evaluation or diagnostic 

criteria-based methodologies. In order to accurately assess 

the merit of elders' health care choices, accurate knowledge 

of their decision making capacity is critical. 

The problem to be investigated in this study is: What 

is the relationship among three measures of decision making 

capacity of VANHCU patients: (1) clinicians' opinions of 

their decision making capacity, (2) one well established 

measure of cognitive capacity, and (3) a developmental 

instrument designed to measure patient clinical decision 

making ability? An additional problem to be considered is: 

how do the results of this replicated study compare to a 

portion of the work of Fitten et al. (1990)? Ultimately, 

the goal is to contribute to clarifying a patient's decision 

making capacity in order to support patient autonomy, 

thereby enhancing quality of care. 

Research Questions 

1. What is the relationship (i.e., convergent 

validity) among (1) clinicians' opinion of the 

decision making capacity of VANHCU patients, (2) 

one measure of cognitive capacity, and (3) a 



developmental instrument designed to measure 

patient clinical decision making ability? 

2. What is the reliability of the Fitten et al. 

(1990) vignette scale for clinical decision making 

as measured by internal consistency reliability? 

3. What is the profile of clinical decision making 

ability among one sample of VA nursing home 

patients? 

4. How do the findings for this sample of VA nursing 

home patients compare with the findings of Fitten 

et al. (1990) on a similar patient population 

(i.e., another VA nursing home sample)? 

5. What is the relationship between nurse 

practitioners' and physicians' opinions of the 

decision making capacity of VA nursing home 

patients? 

Operational Definitions 

The following operational definitions will be used in 

this study: 

1. Mental competence: The state of intact 

intelligence, memory, abstract thinking, and judgment. 

(Friedland, 1992). 

2. Decision making capacity: The ability to receive, 

understand, remember, and process information rationally to 
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make a choice regarding a proposed medical treatment as 

operationalized by the: (1) Fitten et al.(1990) decision 

making capacity scale, (2) the Short Portable Mental Status 

Questionnaire (Pfeiffer, 1975), and (3) the clinical 

judgment of nurse practitioners and physicians. 

3. Clinicians: One of two types of health care 

providers (i.e., nurse practitioners [NPs], and physicians 

[MDs]) working in long term care settings. 

4. Physician: Physicians who are currently in the 

role of clinician and directly involved with clinical 

patient care. 

5. Nurse Practitioner: Nurse Practitioners who are 

currently functioning in an expanded clinical role and 

directly involved with clinical patient care. 

Significance to Nursing 

The population of those 85 years or older was fewer 

than 600,000 in 1950. This number is expected to be over 

eight million by the year 2030 (SSCA, 1991). Knowing that 

the occurrence of chronic illness and disabilities increases 

with age (SSCA), these statistics emphasize the proportions 

of elders that are increasingly ill and having to make 

decisions about medical care. 

The aging population fears the loss of decision making 

capacity and autonomy. This derives from the increasing 



physical and functional dependency that develops as a person 

ages (Rouse, 1988). Limitations in both physical and mental 

status can affect decision-making ability of elders (OTA, 

1987). As physical and functional abilities deteriorate, 

care givers frequently assume that mental competence also 

declines and begin making decisions for the elderly. 

Quality of care is diminished when older persons lose 

independence, especially if this leads to, or results in 

prolongation of life with chronic and/or terminal illnesses. 

Abuse of the elderly has switched from depriving them of 

wanted care to provision of all forms of life-sustaining 

medical care that may not be the patient's choice (Rouse). 

Management of chronic illness is one of the roles of 

the Geriatric Nurse Practitioner (GNP). The GNP provides 

comprehensive care known as primary care which includes 

"...all the services necessary for health promotion, 

prevention of disease and disability, health maintenance, 

and in some cases rehabilitation" (American Nurses' 

Association [ANA], 1985, p. 3). Their function also 

includes being a client advocate (ANA). 

Implementation of these role functions allows GNPs the 

opportunity to assist elders in regaining physical and 

functional abilities that may be hindering their decision 

making capacity. GNPs play an important part in the 

assessment, documentation, and maintenance of clients' 
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health care decisions and preferences. Thus, GNPs are 

frequently involved in the process of obtaining consent for 

proposed medical and/or health care treatment. The need to 

identify patients' capacities to make decisions is therefore 

important. 

Summary 

With the increasing number of persons over 65 years of 

age and the large amount of chronic and dementing illness 

that occurs in this population group, it is imperative to 

accurately determine their decision making capacity to 

maintain elders' autonomy as an aspect of quality care. 

Decision making capability impacts autonomy which in turn 

relates to quality of care by matching preference for health 

care with personal desire rather than permitting families, 

physicians, or nurse practitioners to choose for them. 

Decision making capacity is an elusive concept and 

evaluation of it is made more difficult by the absence of 

well-constructed evaluation or diagnostic criteria. In 

order to accurately assess the appropriateness of elders' 

health care choices, knowledge of their decision making 

capacity is critical. The ultimate goal is to maintain 

patient autonomy and hence quality of care by contributing 

to a better understanding of informed choices. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AMD 

REVIEW OP LITERATURE 

In Chapter 2, the conceptual theoretical frameworks of 

Orem (1980), the Office of Technology Assessment (1987), and 

Fitten et al. (1990) are presented. Relevant literature is 

reviewed and organized according to a model integrating the 

three frameworks. 

Orem's theory of the nursing system is subdivided into 

wholly compensatory, partly compensatory, and supportive-

educative systems. The OTA's model includes four 

categories which describe variation in decision making 

capacity: (1) capable of making a decision, (2) currently 

capable, (3) currently incapable, and (4) permanently 

incapable. Fitten et al.'s (1990) conceptualization 

encompasses (1) factual understanding, (2) understanding the 

procedure, (3) purpose of treatment, (4) risks, benefits, 

alternatives, (5) quality of patient reasoning, and (6) 

reasonableness of choice. 

Conceptual Theoretical Frameworks 

The Orem Theoretical Framework 

Dorothea Orem's Self-Care Theory (1980) supports the 

idea of autonomy and advanced directives. According to 
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Orem, a person is self-reliant and responsible for self-

care. Health is a state of wholeness or integrity 

influenced by a person's values. Among the assumptions that 

Orem makes concerning human beings are: (1) they can 

indefinitely reflect about actions to take by questioning 

different aspects of a situation and different possibilities 

for action, (2) in order to act, they must concentrate on an 

appropriate course of action and exclude other courses of 

action, and (3) "...action requires not only that human 

beings be aware of objects, conditions, and situations but 

also that they have the ability to contend with them and 

treat them in some way" (Fawcett, 1989, p. 209). Nursing is 

considered to be a helping service by Orem. "Nursing is 

appropriate when the person is not able to engage in self-

care or dependent-care" (Fawcett, p. 217). 

Orem (1991).proposes three theories: self-care, self-

care deficit, and that of the nursing system. Self-care 

consists of goal-oriented activities of individuals that 

exist "to regulate factors that affect their own development 

and functioning in the interest of life, health, or well-

being" (Orem, p. 64). The central idea of the theory of 

self-care deficits deals with the limitations in a person's 

health-related actions that may render them unable to care 

for themselves or their dependents, therefore placing them 

within the domain of nursing. The last of her theories, 



nursing systems, pertains most to decision-making. "The 

term nursing system can be used in a general way to stand 

for all the actions and interactions of nurses and patients 

in nursing practice situations" (Orem, 1980, p. 92) . 

Nurses make judgments about how to help in nurse-

patient situations. "Ideally, nurses see how patients should 

be immediately helped and foresee how they can and should be 

helped over some time period" (Orem, 1980, p. 94). The 

design of the system begins when a method of helping is 

chosen. Orem (1991) lists five methods of helping: (1) 

doing for or acting for another, (2) guiding and directing 

another, (3) providing physical or psychological support, 

(4) providing an environment that supports development, and 

(5) teaching. Many of these methods could be used in 

assisting a person in decision making. 

Orem (1980).outlines three basic variations in nursing 

systems: wholly compensatory, partly compensatory, and 

supportive-educative or developmental. She focuses on self-

care actions that are related to movement and controlled 

manipulation in each of these areas although it is thought 

that more psychological aspects of decision-making can be 

placed into these systems (Fawcett, 1989). 

A wholly compensatory nursing system may be needed by a 

person who is unable to engage in self-care actions 

requiring self-directed and controlled ambulation. They 



would be socially dependent on others for their continued 

existence and well-being. There are three subtypes of the 

wholly compensatory system. The first is a nursing system 

for "...persons unable to engage in any form of deliberate 

action" (Orem, 1980, p. 99). The persons fitting into this 

subtype need total nursing care, are unresponsive to 

stimuli, unable to communicate, and are unable to mobilize 

themselves. Therefore, the notion of decision making 

capacity of the client in this first subtype is not an issue 

in this study since these people are not cognizant and are 

completely unable to communicate. 

The second subtype is a nursing system for "...persons 

who are aware and who may be able to make observations, 

judgments, and decisions about self-care and other matters 

but cannot or should not perform actions requiring 

ambulation and manipulative movements" (Orem, 1980, p. 99). 

Persons in this area are aware of themselves and their 

immediate environment, are mentally competent and able to 

communicate, yet may not be able to move about for 

physiological reasons or due to medical orders. Once again, 

the mental competence of these clients is intact and 

therefore not relevant to this study because they are able 

to make their own decisions. 

Persons in the third category of the wholly 

compensatory nursing system are mobile with supervision but 
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are not able to make rational decisions about their own care 

or "are unable to focus attention on themselves or others 

for purposes of self-care" (Orem, 1980, p. 10). According 

to Orem, "these persons need to be protected and cared for" 

(p. 99). With Orem's theory, nurses are the major providers 

and managers of patients' self-care. They also make 

judgments and decisions about the needs of their patients. 

The nurse must be able to sort out the patient's rights 

versus the family's rights and be in close contact and 

communication with family members. The nurse may be the 

sole protector of the patient's self-care agency and their 

personal integrity. Persons in this subtype are not 

relevant to this study because their decision making would 

be accomplished by surrogates or guardians. 

The second of Orem's (1980) nursing systems is the 

partly compensatory system. In this system, both the 

patient and the nurse perform actions involving manipulative 

tasks. Variations in the patient's physiologic limitations, 

the difficulty of the skills required, and the patient's 

psychological readiness to perform a specific activity will 

determine how much responsibility falls on the nurse versus 

the patient. Because of the psychological aspects 

considered in this system, one can interpret it to include 

mental competence. This system is therefore included in the 

framework for this study. 
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The final nursing system is labeled the supportive-

educative system (Orem, 1980). In this system, the patient 

can or should perform self-care activities but needs 

assistance in doing so. The nurse may use helping 

techniques or support, guidance, and teaching. In this 

system, a patient's requirements for assistance relate to 

decision making, behavior control, and acquiring knowledge 

and skills (Orem). Since decision making is included in 

this system, it will also included in the framework of this 

study. 

All three of the nursing systems may be required for 

use on a single patient. This may occur because patients' 

ranges of responses are not static, but rather dynamic. "The 

descriptions of the three types of nursing systems and the 

criterion measures for determining the kind(s) of system(s) 

needed should be.used in examining information about 

patients' self-care abilities and limitations before 

prescribing nurse and patient roles" (Orem, 1980, p. 102). 

The Office of Technology Assessment Framework 

In the first major national attempt to find a consensus 

concerning the definition of decision making capacity, the 

United States Congress, OTA report on Life-Sustaining 

Technologies and the Elderly (1987), described decision

making capacity as a phenomenon that may fluctuate. The 



report clusters an individual's decision making capacity 

into four categories: capable, currently capable, currently 

incapable, and permanently incapable. These theoretical 

categories are defined by the OTA as follows: 

1. Individuals may be capable of making decisions 

about their medical care (and all other aspects of 

their life), and their decision making capacity 

may be assumed to be stable. 

2. Individuals may be currently capable of making 

decisions about their medical care, but this 

status is assumed to be unstable or declining. 

Persons whose lucidity fluctuates and those with 

progressive dementing disorders are examples. 

3. Individuals may be currently incapable of making 

decisions, but it is expected that their decision 

making capacity will be restored. This category 

includes patients who are unconscious, severely 

depressed or confused due to reversible causes 

(e.g., anesthesia, drug toxicity, pain). 
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4. Individuals may be permanently incapable of making 

decisions about their medical care (and everything 

else). In these persons, there is no sign of 

ability to absorb and evaluate information or to 

express a preference, and there is no realistic 

prospect of change. Examples include patients in 

a persistent non-cognitive state, irreversible 

coma, and persons who are severely demented. 

(P- 7) 

The Fitten et al. (1990) Conceptual Framework 

According to Fitten et al. (1990), medical decision 

making encompasses the following categories of decision 

making capacity: (1) factual understanding about patient's 

own condition, (2) understanding the procedure, (3) purpose 

of treatment, (4) risks, benefits, and alternatives, (5) 

quality of patient reasoning, and (6) reasonableness of 

choice. Based on this categorization, his group developed 

vignettes to measure a person's decision making capacity. 

An Integrated Framework 

Components of the previously described conceptual/ 

theoretical frameworks can be integrated to illustrate a 

broad conceptualization of decision making capacity (Figure 

1). In the partly compensatory nursing system of Orem 



(1980), both the patient and the nurse share responsibility 

for patient activity. Depending on the patient's situation, 

individuals in this system may either correlate with the 

OTA's 'currently capable' or 'currently incapable' 

categories of decision making capacity. 

In Orem's (1980) nursing system, supportive-educative, 

the nurse may support and guide the person in decision 

making. Once again, depending on their situation, persons in 

this system may match either the OTA's (1987) definition for 

capable or currently capable categories of decision-making 

capacity. As stated earlier, persons in the OTA's 

categories of capable and permanently incapable decision 

making do not pertain to this study; therefore these 

categories are not included in the integrated framework. 

The concepts outlined by Fitten et al. (1990) can be 

conceptualized as themes which serve as the basis of the 

interfacing paradigms of Orem's (1980) nursing systems and 

the OTA's (1987) categories of decision making capacity. 

Literature Review 

Because the body of knowledge concerning decision 

making capacity is so scant, the majority of literature 

cited does not contain inferential findings. 
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Orem 

OTA 

Integrated Model of Orem (1991). 

OTA (1987). and Fitten et al. (1990) 

Supportive 

Educative 

Partly 

Compensatory 

Currently 

Incapable 

Currently 

Capable 

Fitten et al. 

O What (factual understanding) 

O How (understanding problem) 

O Why (purpose of treatment) 

© What of it (risks, benefits, alternatives) 

O What of it (quality of patient reasoning) 

© What of it (reasonableness of choice) 

Figure 1 
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Supportive-educative and Partly Compensatory Systems; Shared 

Responsibility. Imparting Information. Restoring Self-

Care Agency 

In Orem's (1980) partly compensatory nursing system, 

both the nurse and the patient perform actions involving 

tasks to meet the patients needs. Responsibility for these 

tasks is shared between the nurse and the patient depending 

on variations in the patient's physiologic limitations, the 

difficulty of the skills required, and the patient's 

psychological readiness to perform a specific activity. 

In Orem's (1980) supportive-educative nursing system, 

the patient can or should perform self-care activities but 

needs assistance in doing so. The nurse may use helping 

techniques or support, guidance, and teaching in providing 

this aid. Orem (1991) believes that the nurse should work 

towards restoring or increasing a persons self-care agency 

to that they can assume responsibility for their own self-

care. One role of nursing in enhancing competency is 

education (Otte & Allen, 1987). "Competence to engage in 

self-care becomes a normative commitment in nursing" (Davis 

& Underwood, 1989, p. 276). 

In both partly compensatory and supportive-educative 

systems, the nurse is assisting patients meet their needs. 

This nursing assistance may need to come in the form of 

patient advocacy. Health care workers often inappropriately 
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judge a person's competency by looking at the actual 

decisions they make. Patients who disagree with a 

physician's recommendation may have their competency 

challenged purely on that ground (Brody, 1988). This method 

of determining competency frequently is not helpful in cases 

of refusals of medical care (Chell, 1988). 

In the area of health care, the important competency 

issue is that of informed consent and the right to refuse 

treatment. This doctrine first became defined following the 

Nuremberg war crimes trials of Nazi doctors who conducted 

supposed medical experiments on unwilling victims (Janofsky, 

1990). The legal right to refuse medical treatment has its 

origins in the constitutional right to privacy (Kutner, 

Ruark, & Raffin, 1991). Currently, the health care provider 

is obligated to provide information about a proposed 

procedure as is the normal standard of professional practice 

among other like providers and/or "...disclose what a 

hypothetical, reasonable patient would find necessary to 

make an informed decision about his own medical care" 

(Janofsky, p.45). 

It is the clinician's objective to diminish two types 

of errors as related to determining the decision making 

capacity of the patient. One is "...mistakenly preventing 

persons who ought to be considered competent from directing 

the course of their own treatment. [The other is] failing to 



protect incapacitated persons from the harmful effects of 

their decisions" (President's Commission for the Study of 

Ethical Problems in Medicine and Biomedical and Behavioral 

Research, 1983, p. 122). 

Defining Decision Making Capacity: A Range of Fluctuations 

The OTA's (1987) effort to arrive at a consensus on the 

meaning of decision making capacity portrays decision-making 

capacity as a phenomenon that fluctuates. The report places 

an individual's decision-making capacity into four 

categories: capable, currently capable, currently incapable, 

and permanently incapable. 

A broad continuum of competence exists; from being 

competent to stand trial to being a competent parent. A 

person may be considered competent for some decisions and 

incompetent for others (Roth et al., 1977). "A person who is 

confused or disoriented to time and place, or even judged by 

a court to be incompetent, may still be capable of making 

and expressing preferences regarding his or her medical 

treatment" (OTA, 1987, p. 7). "The legal concept of 

competency is most simply defined as the ability to handle 

one's affairs in an adequate manner" (Janofsky, 1990, p. 

45). The term capacity refers to a person's decision-making 

and cognitive abilities. 
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The area of evaluation of these concepts is important 

yet remains problematic (OTA, 1978). There is no 

established set of criteria or single test for determining a 

patient's competence (Roth et al., 1977; Bisbing, 1991). 

There are many tests available that measure a person's 

cognitive level. Examples are the Pfeiffer Short Portable 

Mental Status Questionnaire and the Folstein Mini-Mental 

State instrument (Kane & Kane, 1981). Tobacyk, Dixon, & 

Dixon (1983) developed a brief mental status schedule 

(Memory Check) and a behavior rating scale of mental 

impairment (Functional Behavior Survey). "...[T]he two 

instruments showed a satisfactory relation to clinical 

judgment of degree of competence..." (Tobacyk et al., p. 

648) . 

The tests available are not necessarily reliable or 

comparable in different settings. The assessment may vary 

depending upon the persons physical status and their ability 

to communicate. Psychodynamic factors, stress producing 

information, stability of the patients mental status, and 

setting can affect assessment of competency (Kutner, Ruark, 

& Raffin, 1991). Competence depends not only on a person's 

functional abilities but also on the context of the 

situation in which the person is being judged (Bennett & 

Sullwold, 1984) . 



Beyond assessment of competence for clinical purposes, 

legal definitions of competence complicate its 

determination. "One cannot simply presume incompetence; 

there must be some sort of due process and if the person has 

not been adjudicated incompetent, he or she must be treated 

as competent" (Bergen & Kroll, 1990, p. 25). Physicians seek 

psychiatric consultations for difficult cases and some of 

these cases require a court decision for determining a 

person's decision making capacity or for the selection of a 

legal guardian. Ethical and moral problems develop if a 

person is declared incompetent. Health care personnel or 

the courts in effect force their choice upon the patient, 

claiming that they have a right to the benefits of the 

choice they would have made if competent, and therefore 

forcing them to make other choices and be another person 

(Chell, 1988) . 

The need for detailed competency testing or a formal 

hearing of incompetency may be obviated if the many medical 

conditions that can result in fluctuating competency are 

treated promptly. The person's ability to make informed 

decisions may then be restored (Farnsworth, 1989) . 

Clinicians can enhance the decision making capacity of 

elders by assuring that information can be heard, avoiding 

overload with too much information, realizing that a 

patient's capacity may change over time, and accurately 
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evaluating whether medications may be the cause of the 

impairment. Communication may be difficult both verbally 

and in writing, and elders may have difficulty communicating 

sensitive feelings or preferences with health care workers 

who are strangers (Lo, 1990). 

Defining Decision Making Capacity: Categorization 

According to Fitten et al. (1990), medical decision 

making encompasses categories of decision making capacity: 

(1) factual understanding about patient's own condition, (2) 

understanding the procedure, (3) purpose of treatment, (4) 

risks, benefits, and alternatives, (5) quality of patient 

reasoning, and (6) reasonableness of choice. These 

categories encompass the questions of what, how, why, and 

what of it. 

Categories such as these have been discussed by many 

over the years in the attempt to accurately evaluate a 

person's decision making capacity. They emphasize thought 

processes as the definition of competency, examining how a 

person relates to situations and make decisions (Chell, 

1988) . 

Health care providers perform the first step in 

competency assessment by performing an assessment of the 

patient. The patient should at a minimum: (1) understand the 

treatment being offered, (2) make a discernible decision, 
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either yes or no, regarding the treatment, and (3) 

communicate that decision, either in writing or verbally 

(Bisbing, 1991). In general, the individual "must be able to 

comprehend the nature of the particular conduct in question 

and to understand its quality and its consequences" (Roth et 

al., 1977, p. 279). 

Roth et al. (1977) describe five categories of tests 

for competency: (1) whether the patient evidences a 

preference for or against treatment, (2) whether the patient 

reached a 'reasonable' decision, (3) whether the choice was 

based on rational reasons, (4) whether the patient 

comprehends the risks, benefits, and alternatives to 

treatment, and (5) whether the patient had an actual 

understanding of the information. In order for a test to be 

useful, it must be reliable, be acceptable to all using it, 

and be set at a level that balances needed medical care with 

individual autonomy (Roth et al.). 

Appelbaum and Roth (1982) determined three elements of 

competency: (1) awareness of the nature of the situation, 

(2) factual understanding of the issues, and (3) ability to 

manipulate information rationally. The President's 

Commission for the Study of Ethical Problems in Medicine and 

Biomedical and Behavioral Research (1983) determined that an 

individual's psychological capacity to make health care 

decisions must relate to the individual's abilities, the 
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requirements of the task at hand, and the consequences 

likely to flow from the decision. 

The Commission's definitions of the three elements of 

competence follow: 1) possession of a set of values and 

goals, 2) the ability to communicate and to understand 

information, and 3) the ability to reason and to deliberate 

about one's choices (Dubler,1987). "In the Commission's 

view, decision making capacity is specific to a particular 

decision and depends not on a person's status (such as age) 

or on a decision reached, but on the person's actual 

functioning in situations in which a decision about health 

care is to be made" (The President's Commission for the 

Study of Ethical Problems in Medicine and Biomedical and 

Behavioral Research, 1983, p. 132). 

Other theories of decision making capacity are similar 

to that of the Commission's. Lo (1990) described three 

abilities required in a persons decision-making ability: 1) 

the person appreciates that they have a choice and are 

willing to execute their decision-making power, 2) the 

person comprehends the medical situation and prognosis, 

risks, and benefits, and 3) the persons decision is stable 

over time and is consistent with his/her values and goals. 

Kutner et al.(1991) explain tests of competency as 1) 

expressing a choice or being able to communicate the choice, 

2) choice that has a reasonable outcome, which is biased in 
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favor of decisions to accept treatment and promote the 

societal goal, 3) choice based on rational reasons, in which 

the person uses logical processes to compare benefits and 

risks, 4) the ability to understand the risks, benefits, and 

alternatives to treatment, which is limited by what the 

tester views as understanding, and 5) appreciation of the 

situation and its consequences. 

In a similar manner, Weiler (1991) has defined four 

levels of tests for decision-making capacity and emphasizes 

that they are arranged in an hierarchial manner. First, the 

patient must communicate a decision and state a preference 

for care. The second test is more stringent in which the 

patient must understand the nature of the procedure. The 

third test is that rational manipulation of the information 

must occur to form a conclusion. The fourth and most 

stringent test is that the patient have the cognitive and 

affective ability to consider the need for a decision, the 

purpose of the decision, and the personal consequences. 

To assist health care providers in determining 

decision-making capacity, Ben-Aron and Hoffman (1989) 

developed a semi-structured interview for competence which 

reflect many of the previously described criteria of 

competency which are: understanding the nature of the 

illness, the nature of the treatment, appreciation of the 

consequences of giving consent, and appreciation of the 
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consequences of refusing consent. It allows for examination 

of the patient, followed by education, and re-examination 

with each question. 

Drane (1985) developed a sliding scale model in which 

the health care provider assesses patient competency 

according to what treatment is proposed. As the level of 

risk inherent in the treatment becomes more serious, then 

the corresponding standards for valid consent become more 

stringent. In the model's first and least restrictive 

standard, the patient is giving consent to procedures that 

are not dangerous and are being done in the patient's best 

interest. Consent is considered informed as long as the 

patient is aware of what is going on. If the patient has 

assented to the rational expectation of others, then the 

presumptions of competency holds. Only those who are not 

aware of their situation, because of the use of "psychotic 

defenses" (Drane, p. 18), would not be considered competent 

in this first category. 

Drane's (1985) second standard applies for more 

dangerous or less effective treatments. "The patient now 

must be able to understand the risks and outcomes of the 

different options and then be able to make a decision based 

on this understanding" (Drane, p. 20). He allows for 

patients to wave their autonomy and permit their trusted 

physician to make the decision for treatment and still be 
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considered competent if this is based on a set of values the 

patient desires. 

The most stringent standard of competence is reserved 

for treatment decisions that are very dangerous and do not 

agree with public and professional rationality. If the 

patient's choice seems unreasonable and irrational, then the 

patient must show appreciation for the implications of the 

medical information on his or her life. "This toughest 

standard of competence demands a more rational 

understanding: one that includes verbalization, consistency, 

and the like" (Drane, 1985, p. 20). 

Drane (1985) makes certain assumptions that underlie 

the use of a sliding scale model. The first is that the 

objective content of the decision must be kept clear and the 

focus on the decision at hand. The second is that the value 

of reasonableness is conducted at each level. The third is 

that in order to be reasonable, some paternalistic behavior 

is justified. If a patient is incompetent, the physician or 

other surrogate may decide what is best for them. "The 

clinical values of health and patient well-being are 

balanced with the libertarian values of autonomy and self-

determination" (Drane, p. 18). 

It is also emphasized that the values of rationality, 

autonomy, and beneficence are balanced in this model (Drane, 

1985). The sliding scale is rationally ordered, patients are 
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guaranteed to be able to choose even what is not beneficial 

or refuse treatment that is beneficial, and patients are 

protected against harmful choices when they are caused by a 

pathological condition. 

Janofsky (1990) agrees with the sliding scale by 

recommending that the first clinical step made by the health 

care provider during assessment of decision-making capacity 

is to "... decide in what context he is trying to determine 

the patient's competency" (p. 46). According to Janofsky, 

this would be based on the benefit/risk ratio of the 

procedure being contemplated. 

The President's Commission for the Study of Ethical 

Problems in Medicine and Biomedical and Behavioral Research 

(1983) rejected a standard of competence based on outcome 

because if the physician is the only one who can determine 

outcome, and outcome constitutes the only test of a 

competent choice, then competence is a matter of doing what 

the physician thinks best. Drane (1985) argues that his 

sliding scale model does not hold outcome as the only 

standard of competence. 

A further argument against sliding scale models are 

that they are not effective in marginally competent clients 

because "they offer no systematic and objective way by which 

the qualities required of a patient for a given standard are 
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to be assessed" (Kloezen, Fitten, and Steinbery, 1988, 

p.1057) . 

Realizing the absence of generally accepted techniques 

for assessing a patient's decision making capacity, Fitten 

et al. (1990) developed vignettes containing hypothetical 

clinical situations, of increasing complexity, to more 

objectively assess a persons decision-making limitations and 

abilities. Their five categories (e.g., factual 

understanding, understanding the procedure) were used as a 

framework for development of a two-fold evaluation 

methodology: (1) standardized vignettes, and (2) 

accompanying rating scales for structured responses to the 

vignettes. A statistically significant relationship was 

found among the Short Portable Mental Status Questionnaire 

and a test of recall (Kendall's tau .418 - .546, N = 51, JD = 

.001). In comparing results from this scale against 

physicians judgment of capacity for consent, limited 

correlation, 31-39% sensitivity, was found. The study also 

concluded that impaired decision-making capacity is 

underestimated in nursing home patients. 

Summary 

Decision making capacity was conceptualized using an 

integrated theoretical framework combining the frameworks of 

Orem (1980), the Office of Technology Assessment (1987), and 
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Fitten et al. (1990). Of Orem's nursing systems, the partly 

compensatory and the supportive-educative have a role in 

decision-making. The mental capacity to make decisions of 

patients who fit into these systems is questionable, 

therefore these systems are included in the framework for 

this study. In the wholly compensatory system, persons are 

either completely unresponsive, unable to make rational 

decisions, or are limited physiologically yet can make their 

own decisions. Therefore, this system does not pertain to 

this study. 

The OTA's categories of different levels of decision 

making include persons who are (1) capable of making a 

decision, (2) currently capable, (3) currently incapable, 

and (4) permanently incapable. Categories to judge a 

persons decision making capacity have similar themes such as 

those used by Fitten et al. (1990) to develop their 

assessment tool: (1) factual understanding (what), (2) 

understanding the procedure (how), (3) purpose of treatment 

(why), and (4) risks, benefits, alternatives, (5) quality of 

patient reasoning, (6) reasonableness of choice (what of 

it) . 

The literature does not offer any reference to a 

preferred method of determining decision making capacity and 

no research has been done to objectively place people into 

different levels of decision-making capabilities. 
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Fitten et al. (1990) reported that impaired decision

making capacity is underestimated in nursing home residents 

and physicians are not judging a person's decision making 

capacity accurately. Currently, decision-making concerning 

health care treatment options may continue with many of the 

elders' wishes unknown and therefore not followed. The 

importance of individual autonomy for health care decision

making is apparent. To maintain this right of self-

determination and decrease elders' worries that their wishes 

may not be carried out, accurate assessment of decision 

making capacity is an important aspect of health care for 

them. 
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CHAPTER 3 

METHODOLOGY 

Introduction 

In this chapter the design, setting and sample, 

protection of human subjects, method of data collection, and 

data analysis of the study are addressed. The purpose of 

this study was to explore the decision making capacity of 

Veteran's Administration Nursing Home Care Unit (VANHCU) 

patients' ability to make informed, meaningful decisions by 

evaluating the relationship among (1) clinicians' opinions 

of their decision making capacity, (2) one well established 

measure of cognitive capacity, and (3) a developmental 

instrument designed to measure patient clinical decision 

making ability. This study replicates portions of the work 

of Fitten et al.(1990), who developed an instrument to 

assess the decision-making capacity of elders. The design 

of the study was descriptive. 

Setting and Sample 

The setting was a 100 bed VANHCU in a city in the 

southwest United States. The sample included four 

physicians (MDs), three nurse practitioners (NPs), and 41 

VANHCU patients. Patients were enrolled by a convenience 

sampling procedure based on the subjects' willingness to 
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participate. Only NPs and MDs involved in clinical care of 

the patient sample were asked to participate. 

Criteria for inclusion in the study was: 1) male 

gender, 2) the ability to communicate (i.e., speak and hear 

English), 3) over 60 years of age, and 4) known to one of 

the clinicians (i.e., NPs and MDs) who were knowledgeable of 

the study. This study replicated portions of the original 

instrument development of Fitten et al. (1990) performed at 

a Veteran's Administration facility. Because of this, it 

was presumed that the sample used was largely male. The VA 

facility being used in this study only had approximately 

three females, therefore, they were not included in this 

study. 

Potential for systematic bias could not be eliminated 

but was carefully considered. There were two main potential 

sources of bias:.(1) the non-randomized process of sample 

selection, and (2) the administration of the questionnaire 

by the investigator. These two sources might be problematic 

because: (1) non-randomized sampling may have allowed for 

inclusion of subjects on the basis of some suspected 

outcome, and (2) when an investigator directly administers 

the instruments there is a chance that the investigator's 

feelings about the study may be introduced into the data 

collection. Attempts to minimize the potential for bias 

included use of standardized prompts during the Short 
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Portable Mental Status Questionnaire (SPMSQ)(Pfeiffer, 1975) 

and use of a staff member not included in the study (the 

Nursing Directors) as described below. 

Protection of Human Subjects 

Prior to initiation of the study, Human Subjects 

approval was received from the Human Subjects Committee of 

the University of Arizona. Approval was obtained, in 

writing through the Research and Development Committee at 

the VA Medical Center, allowing access to staff physicians, 

staff NPs, and patients. The study was given exempt status 

for clinicians, therefore a disclaimer preceded the 

interview. Patients "...capable by Veterans Affairs (VA) 

standards of consenting to survey research, which require 

disclosure to and verbal consent only from competent 

patients, or the legally appointed conservatory of 

incompetents, were considered eligible for the study. 

Patients were generally considered competent unless deemed 

otherwise by law" (Fitten et al., 1990). Willingness to 

respond to the questions indicated consent. (See Appendices 

C for disclaimer and Appendices A and B for Veteran's 

Administration and Human Subjects approvals.) 
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Procedures 

The primary VANHCU physicians and nurse practitioners 

who share management of clinical care of patients were 

requested to participate. A NHCU patient census list was 

obtained as the initial group of potential study subjects. 

Persons were excluded from the study if (1) they were not 

cared for by one of the participating NPs or MDs, and if (2) 

they did not meet criteria for gender and age. The Unit 

Directors were then asked to choose patients that can speak 

and hear English. 

For the patients who were enrolled as subjects, the 

investigator then administered the Pfeiffer (1975) SPMSQ and 

part of the decision making capacity assessment tool of 

Fitten et al. (1990). That is, Competency Vignettes 1 -

Medication, with its accompanying scale. Following 

administration of the SPMSQ and the vignette to residents, 

the clinical staff (i.e., MDs and NPs) were then asked to 

render their impression of the decision making capacity of 

patients in two ways: the OTA scale and a single item Likert 

Scale, named the Decision Making Competency Scale (DMCS), 

which were developed specifically for this investigation. 

Both of these scales were administered separately. Clinical 

staff were blind to both the resident's SPMSQ and vignette 

results. 
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Instruments 

Variables for decision making capacity were 

operationalized by the subjects' scores for the: (1) 

Competency Vignette 1 - Medication, of the Fitten et al. 

(1990) decision making capacity assessment tool, (2) the 

SPMSQ (Pfeiffer, 1975), and (3) the OTA scale and DMCS. 

Fitten et al. (1990) Competency Vignette 

The developmental Fitten et al. (1990) instrument to 

measure decision making capacity of elders contains three 

vignettes. These vignettes contain questions in five 

categories covering the medical standard classifications of 

decision making capacity: (1) factual understanding about 

patient's own condition, (2) understanding the procedure, 

(3) purpose of treatment, (4) risks, benefits, and 

alternatives, (5) quality of patient reasoning, and (6) 

reasonableness of choice. 

The following discussion of Fitten et al.'s (1990) 

methodology in developing the instrument lends additional 

support for the selection of this instrument for use in the 

current study. The hypothetical clinical stories or 

"vignettes" were written by L. Jaime Fitten, a geriatrician-

geropsychiatrist, and Claus Hamann, a geriatric medicine 

fellow. The vignettes were assessed using the Flesh 

readability test and given scores placing them into the 
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category of understandable by persons with a grade school 

education. The instrument was first pilot-tested with 

healthy persons before starting the study. 

Face validity was demonstrated by focusing on the 

subject's ability to make hypothetical but typical treatment 

choices. Content validity was achieved by including much of 

the domain encompassed by medical decision making. 

Construct validity was shown by the range in decision making 

capacity found among the nursing home residents and observed 

pattern of association of this range with other study 

variables. 

Of the three vignettes, the first discusses the use of 

a medication (a hypnotic), its potential benefits and 

possible side effects. The second dealt with an invasive 

procedure (thoracentesis) that has definite but unlikely 

hazards. The third vignette presents the choice of 

cardiopulmonary resuscitation when the person also has an 

illness that is not terminal but is chronically 

deteriorating. An NP is most likely to encounter the first 

scenario of prescribing sleeping pills during their 

practice, so this vignette was chosen for this study (see 

Appendix D). 
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Short Portable Mental Status Questionnaire 

To compare data as closely as possible to the study 

done by Fitten et al. (1990), their study was replicated in 

several ways. The Mini-Mental Status Exam (MMSE) (Folstein, 

Folstein, and McHugh, 1975) and the Short Portable Mental 

Status Questionnaire (SPMSQ) (Pfeiffer,1975) were used by 

Fitten et al. The MMSE requires a person to read, write, 

and perform manual skills. To avoid excluding all subjects 

with manual or visual handicap from this study, only the 

Pfeiffer SPMSQ was used. 

The Pfeiffer (1975) SPMSQ is a ten-item test measuring 

orientation, the ability to manage in a community 

environment, remote memory, and mental agility. The test is 

concise, and does not require physical dexterity or visual 

capability. Results are reported as number of errors with a 

range of 0 to 10, Scores can be interpreted using 

Pfeiffer's (1975) scoring system: intact intellectual 

functioning (0-2 errors), mild intellectual impairment (3-4 

errors), moderate intellectual impairment (5-7 errors), and 

severe intellectual impairment (8-10 errors). Standard 

prompts were incorporated into the questionnaire to reduce 

the tendency to lead respondents in any particular direction 

(i.e., systematic bias)(Appendix E) . 

The SPMSQ was originally standardized and validated 

using over 1200 elders. A high degree of correlation with 
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clinical diagnoses was found and the test-retest reliability 

was greater than .80 suggesting negligible practice effects 

(Pfeiffer, 1975). The validity of the SPMSQ was studied by 

Smyer, Hofland and Jonas (1979) using clinician ratings and 

a well established self care indexes. Their findings 

supported those of Pfeiffer yet they found that the four 

impairment groupings were not as discriminating as one might 

hope. A greater discriminatory power was yielded with two 

and three categories (Smyer et al., 1979). The SPMSQ was 

compared against another standard mental status measure and 

the opinion of 10 psychiatrists by Fillenbaum (1980). Fifty 

percent of the variance between clinical judgments and test 

results were explained by the SPMSQ. Three of the items: 

the date of birth, naming the previous president, and day of 

the week, accounted for almost 47% of the variance. 

Clinician Judgment 

Clinicians' judgment of patients' decision making 

capacities will be measured using two methods. The first is 

a four-item Likert scale constructed according to the OTA's 

(1987) categories of decision making capacity: capable, 

currently capable, currently incapable, and permanently 

incapable. The strength of this scale is that each ranking 

(i.e., from 4 to 1) is anchored in a full definition of 

competency as defined by OTA (see Appendix F). The second 
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scale is a single-item Likert scale, the Decision Making 

Competency Scale (DMCS), where four is very competent and 

one is minimally competent (see Appendix G). Each patient's 

capacity to make decisions was judged by one MD and one NP. 

Selected Sociodemoqraphics 

In addition to the SPMSQ, the Fitten et al. (1990) 

competency vignette, and the clinician's opinion of decision 

making capacity, selected sociodemographic data were 

obtained from the sample. The data requested relate to 

pertinent correlates of decision making capacity and 

included age, education, and marital status (Appendix C). 

Data Analysis 

Data collected were first entered into an SPSS computer 

program according to a coding dictionary. Data analysis for 

each research question were as follows: 

1. The relationship (i.e., convergent validity) among 

the: (1) Competency Vignette 1 - Medication, of 

the Fitten et al.(1990) decision making capacity 

assessment tool, (2) the SPMSQ (Pfeiffer, 1975), 

and (3) the OTA scale and single-item Likert-type 

scale was explored using Pearson's Product Moment 

Correlation and Randall's tau. 



2. The reliability of the Competency Vignette 1 -

Medication was computed using Cronbach's alpha for 

the internal consistency reliability and item to 

total and inter-item correlations. 

3. Measures of central tendency and dispersion were 

computed for the sample to obtain the profile of 

clinical decision making ability among the VA 

nursing home patients. 

4. The findings for this sample of VA nursing home 

patients were contrasted with the findings of 

Fitten et al. on a similar patient population 

(i.e., another VA nursing home sample) by using 

qualitative and quantitative comparisons. 

5. The relationship between NPs and MDs opinions of 

the decision making capacity of the sample and the 

above scores were explored using appropriate 

correlation coefficients. 

Summary 

The focus of this chapter was methodological protocol. 

A descriptive study was conducted to explore the 

relationship between (1) clinicians' opinions of the 

decision making capacity of VA nursing home patients, (2) 

one measure of cognitive capacity, and (3) a developmental 

instrument designed to measure patient clinical decision 



making ability. A convenience sample of 4 physicians and 

nurse practitioners as well as a random sample of 41 

patients participated in this study. Data was collected ] 

the investigator in one Department of Veterans Affairs 

Medical Center facility. The data was analyzed using 

measures of central tendency and dispersion, Pearson's 

Product Moment Correlations, Kendall's tau, Cronbach's 

alpha, and quantitative and qualitative comparisons. 
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CHAPTER 4 

RESULTS 

Presentation of the Data 

The findings of the study are presented in this 

chapter. These include descriptive and inferential 

analysis, and correlations. Data are interpreted and 

presented in a narrative fashion, and where useful for 

summarization, tables are used. 

Descriptive Findings 

The research sample included 41 patients. Ages of the 

subjects were between 60 and 93 years, with a mean age of 

72.3 years, (SD = 8.1). Forty-four percent of the subjects 

were married (n = 18), 27% divorced (n = 11), 20% widowed (n 

= 8), and 5% single (n = 2). Two of the subjects did not 

respond to the question regarding marital status. 

Ninety percent of the subjects responded to the 

question related to years of education. The total number of 

years of formal education ranged from 7 to 18 years, with a 

mean of 11.5 (SD = 2.7). 

Four instruments were used in the study: (1) the 

Competency Vignette 1 - Medication, of the Fitten et al. 

(1990) developmental decision making capacity assessment 

tool, (2) the Short Portable Mental Status Questionnaire 

(SPMSQ) (Pfeiffer, 1975), (3) the Office of Technology 
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Assessment (OTA) scale, constructed for the purpose of this 

investigation, and (4) a single-item Likert-type scale named 

the Decision Making Competency Scale (DMCS). 

Each patients' decision making capacity was judged by 

two types of clinicians, a physician (MD) and a nurse 

practitioner (NP). The MD and NP judgment of patients' 

decision making capacity was measured using the OTA scale 

and the DMCS. The OTA scale is scored from a low of 1 to a 

high of 4 according to definitions of the following 

categories: 1 - permanently incapable , 2 - currently 

incapable, 3 - currently capable, and 4 - capable of making 

a decision (Appendix F). The DMCS ranges from a score of 1 

(i.e., minimally competent) to 4 (i.e., very competent) 

(Appendix G). 

In this study, responses on the OTA scale ranged from a 

low of 1 to a high of 4. The mean score for the sample from 

MDs (n = 40) was 3.1 (SD = 1.1) and from NPs (n = 41) was 

3.0 (SD = l.l). The mean score for the DMCS as judged by 

all MDs (n = 41) was 3.0 (SD = 1.1, range 4). The NP total 

DMCS scores had the same sample size with a mean of 2.9 (SD 

= 1.0) (Table 1). 

For the SPMSQ (Pfeiffer, 1975) the possible range of 

scores is from 0 to 10. The mean score for the study sample 

(n = 41) was 7.6 (SD = 2.8, range 10). Total scores on the 

Competency Vignette (Fitten et al., 1990) had a possible 
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Table 1. Central Tendency and Dispersion Measures (N = 41) 

Subscale Mean SD Range 

SPMSQ 7.59 2.8 0-10 

OTA MD 3.05 1.1 1-4 

OTA NP 3.05 1.1 1-4 

DMCS MD 3.00 1.1 1-4 

DMCS NP 2.90 1.0 1-4 

Legend: SPMSQ=Short Portable Mental Status Questionnaire 
OTA=Office of Technology Assessment Scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
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Table 2. Central Tendency and Dispersion Measures Grouped 
by Individual Clinician 

SPMSO VIGTOT DMCS OTA 

mean SD mean SD mean SD mean SD 

NP #1 
(n=22) 

7.77 3.13 16.55 7.61 2.68 1.09 2.86 1.28 

NP #2 
(n=ll) 

8.27 2.61 17.82 6.62 2.91 1.14 3.09 1.14 

NP #3 
(n=8) 

7.38 2.45 19.25 3.06 3.50 .54 3.50 .54 

MD #1 
(n=14) 

7.64 2.53 17. 36 8. 01 3.22 1.04 3.24 .75 

MD #2 
(n=21) 

7.52 2.94 17.29 6.30 3.05 1. 07 3.14 1.11 

MD #3 
(n=4) 

9.25 .96 21.25 .96 2.25 .96 2.00 .82 

MD #4 
(n=2) 

4.50 4.95 11.5 2.12 2.00 1.41 2.50 2 .12 

Legend: SPMSQ=Short Portable Mental Status Questionnaire 
VIGTOT=total score on vignette 
OTA=Office of Technology Assessment Scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
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range from 0 to 22. The mean score for the sample (n = 41) 

was 17.4 (SD = 6.6, range 22)(Tables 1 and 2). 

Inferential Statistics 

Research Question 1 

What is the relationship (i.e., convergent validity) 

among (1) clinicians' opinions of the decision making 

capacity of VANHCU patients, (2) one measure of cognitive 

capacity, and (3) a developmental instrument designed to 

measure patient clinical decision making ability? 

Pearson's Product Moment Correlation and Kendall's tau 

were used to explore the relationship among the: (1) 

Competency Vignette 1 - Medication, of the Fitten et 

al.(1990) decision making capacity assessment tool, (2) 

SPMSQ (Pfeiffer, 1975), and clinicians' opinions of 

patients' decision making capacity as measured by two 

indices: the OTA scale and the DMCS. The Pearson and 

Kendall results both showed statistically significant 

correlations among all of the four scales. 

The vignette significantly correlated with the (1) 

SPMSQ (p < .001), (2) the OTA scale ratings of MDs (p =.002) 

and NPs (p < .001), and (3) the DMCS judged by both MDs (p < 

.001) and NPs (p < .001) using Kendall's correlation 

coefficient (Table 3). Pearson's also demonstrated positive 

correlations on these measures (p < .001). 
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Table 3. Kendall's tau Correlations Between the Competency 
Vignette 1 - Medication (Fitten et al., 1990), the 
SPMSQ (Pfeiffer, 1975), the OTA scale, and the 
DMCS (N = 41) 

SPMSQ 
Vignette .54 

P<.001 

SPMSQ 

OTA MD 

OTA NP 

DMCS MD 

OTA MD OTA NP DMCS MD DMCS NP 
.39 .43 .50 .44 
£=.002 E<.001 E<•001 E<.001 

.48 .40 .47 .35 
E<.001 E=.001 E<.001 E=-004 

.54 .75 .47 
E<.001 E<.001 p<.001 

.56 .82 
p<.001 p<.001 

.50 
£<•001 

Legend: SPMSQ=Short Portable Mental Status Questionnaire 
OTA=Office of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
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There was a significant correlation between the SPMSQ 

and the OTA scale responses of (1) MDs (p < .001) and NPs 

(p = .001), (2) the DMCS responses of MDs (p < .001) and NPs 

(p = .004) using Kendall's tau. The OTA scale showed 

statistically significant correlations with the DMCS with 

both MD and NPs as raters (p < .001)(Table 3). The 

physicians and nurse practitioner ratings on both scales 

positively correlated. The results using Kendall's tau were 

matched by Pearson's correlations (p < .001). 

Based on the positive correlations between the 

Competency Vignette and clinicians' opinions (OTA and DMCS) 

of competency, convergent validity was supported. 

It is possible that one NP or MD managed more demented 

patients than another. If so, differences in scores of all 

patients totalled together may not show if one set of 

mentally intact patients' scores cancel out that of a group 

of demented patients' scores. In order to assess this 

possibility, MDs and NPs were grouped together and the 

subjects were separated into three main groups, of eight to 

fourteen people, according to which pair of clinicians 

judged them. Group 1 consists of the patients judged by 

MD#1 and NP#1. Group 2 contains the patients rated by MD#2 

and NP#2. Group 3 incorporates subjects evaluated by MD#2 

and NP#3. 
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Because MDs and NPs are assigned to manage patients in 

different ways and do not work in pairs, there was overlap 

between groups of patients managed by each specific MD and 

NP. This caused eight patients to be in groups too small to 

used in statistical comparisons. They were therefore 

excluded from this part of the data analysis. 

Kendall's tau correlations were run again using the 

subjects scores on the three measurements of decision making 

capacity in these groups instead of the subjects scores 

totaled together. The results show significant correlations 

(JD< . 05) between all measurements of decision making capacity 

(i.e., SPMSQ, OTA, DMCS, and the vignette), with the first 

group (n=14)(Table 4). These correlations are lower than 

those when all of the subjects are included (Table 3). 

In group 2 (n=ll), there were significant correlations 

(p<.05) between the SPMSQ and (1) the vignette, and (2) the 

MD's judgment of the patients on both the DMCS and the OTA 

scale. The vignette correlated with the MD's ratings on 

both opinion scales. There were correlations among the NP 

and MD scores on both the DMCS and the OTA scale (Table 5). 

Group 3 (n=8) revealed the least number of significant 

correlations (E<.05). The SPMSQ and the vignette did not 

correlate with any other measurement. The only correlations 
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Table 4. Kendall's tau Correlations Between the Competency 
Vignette 1 - Medication (Fitten et al., 1990), the 
SPMSQ (Pfeiffer, 1975), the OTA scale, and the 
DMCS for MD#1/NP#1 Group #1 (n=14) 

VIG .59 .81 .51 
£>=.005 £<.001 £=.017 

SPMSQ .65 .52 
£=.003 £=.014 

OTA MD#1 .70 
£ = .0 0 2  

OTA NP#1 

DMCS MD#1 

.67 .46 
E= • 003 £=.027 

.56 .49 
E=-009 £=.016 

.75 . 67 
E=-001 £=.003 

.63 .71 
£=• 005 £=.002 

.53 
£=.016 

Legend: VIG=Vignette 
SPMSQ=Short Portable Mental Status Questionnaire 
OTA=Office of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
NP+MD=combined scores of the NP and MD 
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Table 5. Kendall's tau Correlations Between the Competency 
Vignette 1 - Medication (Fitten et al., 1990), the 
SPMSQ (Pfeiffer, 1975), the OTA scale, and the 
DMCS for MD#2/NP#2 Group #2 (n=ll) 

SPMSQ OTA MD#2 OTA NP#2 DMCS MD#2 DMCS NP#2 

VIG .58 .56 - .50 -

E=.013 E=.021 — P=.03 0 — 

SPMSQ .60 - .46 — 

E=.017 — E=.049 — 

OTA MD#2 .67 .76 . 64 
E=.011 p=.005 E=.013 

OTA NP#2 .79 .88 
£>=. 003 p=.001 

DMCS MD#2 . 64 
E=010 

Legend: VIG=Vignette 
SPMSQ=Short Portable Mental Status Questionnaire 
OTA=Office of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
- = not significant 
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found were among the NP and MD scores on both the DMCS and 

the OTA scale (Table 6). 

Research Question 2 

What is the reliability of the Fitten et al. (1990) 

vignette scale for clinical decision making as measured by 

internal consistency reliability? 

Internal consistency reliability of the Competency 

Vignette 1 - Medication was computed using Cronbach's alpha 

(Cronbach, 1970) and item to total and inter-item 

correlations. The alpha was found to be acceptable (alpha = 

.93). Nunnally (1978) recommends a reliability of .70 or 

higher for developmental instruments. 

The mean inter-item correlation was .57. The item to 

total correlations ranged from .60 to .88 and the squared 

multiple correlations ranged from .58 to .88. According to 

Kerlinger (1986).acceptable criteria for item to item 

correlation is .30 - .70 and item to total .60 - .70. 

Research Question 3 

What is the profile of clinical decision making ability 

among one sample of VA nursing home patients? 

Measures of central tendency and dispersion were 

computed for the sample to obtain the profile of clinical 

decision making ability among the VA nursing home patients. 

Means, standard deviations, ranges, and the sample size were 
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Table 6. Kendall's tau Correlations Between the Competency 
Vignette 1 - Medication (Fitten et al., 1990), the 
SPMSQ (Pfeiffer, 1975), the OTA scale, and the 
DMCS for MD#2/NP#3 Group #3 (n=8) 

SPMSQ OTA MD#2 OTA NP#3 DMCS MD#2 DMCS NP#3 

Vignette -

SPMSQ -

OTA MD#2 - * 1.0 
E>=. 002 

OTA NP#3 - * 1.0 
£=.004 

DMCS MD#2 

Legend: SPMSQ=Short Portable Mental Status Questionnaire 
OTA=Office of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
- = not significant 

* perfect correlation due to small sample size 
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reported earlier under the heading of descriptive findings 

(Table 1 and 2). 

The mean score on the SPMSQ was 7.6 with the highest 

possible score being 10. The work of Fitten et al. (1990) 

used eight as the minimum score for competent decision 

making. This agrees with Pfeiffer's (1975) scoring system 

that intact intellectual functioning equals 0-2 errors on a 

ten-item scale. Using this standard, 65.9% (n = 27) passed 

the SPMSQ in this study. Both the OTA scale and the DMCS 

have four as the highest possible score, denoting competent 

decision making capacity. The OTA results in this study had 

a mean of 3.1 when judged by MDs and 3.0 when judged by NPs. 

The DMCS results in this study had a mean of 3.0 when scored 

by MDs and 2.9 when scored by NPs. 

Research Question 4 

How do the findings for this sample of VA nursing home 

patients compare with the findings of Fitten et al. on a 

similar patient population (i.e., another VA nursing home 

sample)? 

The findings for this sample of VA nursing home 

patients is contrasted with the findings of Fitten et al. on 

a similar patient population by using qualitative and 

quantitative comparisons. 

The developmental decision making capacity vignette 

tool (Fitten et al., 1990) was designed in a Guttman-like 
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manner: as the vignettes (i.e., from one to three) become 

increasingly difficult, a passing score on each subsequent 

vignette shows increasing decision making ability. A 

hierarchical scoring pattern is desired. The patients' 

total vignette results in the Fitten et al. study were 

reported as the most difficult of the three vignettes 

passed. The results were reported in groups of those 

patients who did not pass any of the vignettes, those who 

passed vignette 1, vignette 2, and vignette 3. In this 

study, only measurement of the first vignette was obtained. 

This study's sample therefore includes people that might 

have passed vignettes 2 and 3 as well if the opportunity had 

been presented to them. Comparison of data between the two 

studies is limited to results of the first vignette only, as 

summarized in Tables 7 and 8. 

Fitten et al. (1990) reported a SPMSQ mean of 6.74 (SD 

= 3.39) for all patients. This study's subjects had a 

higher SPMSQ mean of 7.59 (SD = 2.80), these results are 

consistent with those reported by Fitten et al. In Fitten's 

study, 74.2% of patients who passed vignette one passed the 

SPMSQ, whereas in this study,- only 65.9% of patients passed 

the SPMSQ. 

"Passing a vignette was defined by a perfect or near-

perfect score..." (Fitten et al., p. 1990). In this study, 

perfect scores for the first vignette were obtained by 41.5% 



Table 7. Patient Passing Rates 

Fitten et al.fl990) This study 

SPMSQ 74.2% 65.9% 

Vignette 70% 51. 3% 

MD.Judge 93.8% . . . 

DMCS MD • • • 75. 6% 

DMCS NP • • • 70.7% 

OTA MD • • • 68.3% 

OTA NP • • • 73 .2% 

Legend: SPMSQ=Short Portable Mental Status Questionnaire 
OTA=Office of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
MD.Judge=physician/s opinion regarding 

patient's ability to give consent for a 
medical procedure 



Table 8. Patient Failing Rates 

Fitten et al.(1990) This study 

SPMSQ 16.7% 34.1% 

Vignette 37.3% 48.7% 

MD.Judge 7.7% • • • 

DMCS MD • • • 24.4% 

DMCS NP • • • 29.3% 

OTA MD • • • 29.3% 

OTA NP • • • 26.8% 

Legend: SPMSQ=Short Portable Mental Status Questionnaire 
0TA=0ffice of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 

MD=as judged by physicians 
NP=as judged by nurse practitioners 
MD.Judge=physician's opinion regarding 
patient's ability to give consent for a 
medical procedure 



(n = 17) of the patients and another 9.8% (n = 4) missed 

only one item. This resulted in 51.3% (n = 21) having a 

perfect or near-perfect score and 48.7% (n = 20) having been 

unable to pass the vignette. There was a failure rate of 

37.3% for the first vignette in the sample studied by Fitten 

et al. 

In the Fitten et al. (1990) study, Kendall's tau value 

comparing vignette scores with (1) the SPMSQ was 0.418 (E = 

.001) and with (2) the MD judgment of decision making 

capacity was .441 (E = .001). Results from this study 

indicated that the vignette correlated with the (1) SPMSQ 

.538 (E < .001) and with (2) the DMCS as judged by MDs .495 

(E < .001). Although the results from both studies are 

similar, the findings of Fitten et al. included the scores 

from all three vignettes whereas this study does not, making 

complete comparisons impossible. 

In the Fitten et al. (1990) study, physicians' opinion 

regarding whether the patients could (i.e., yes) or could 

not (i.e., no) give consent for a medical procedure was used 

as a comparison between cognitive exams and the instrument 

being developed. In order to compare results of the current 

study with the clinicians opinions from the Fitten et al. 

work, scores of 1 or 2 on the DMCS and the OTA scale were 

dichotomized and recorded as a negative response (i.e., no) 

and scores of 3 or 4 were similarly re-coded as a positive 
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answer (i.e., yes). In the Fitten et al. study, 93.8% of 

patients who passed the first vignette were judged by their 

physician as able to give consent for a medical procedure. 

In this study, physicians considered 68.3% of the patients 

able to make medical decisions on the OTA scale, and 75.6% 

on the DMCS. Likewise, NPs regarded 73.2% of the patients 

able to make decisions on the OTA scale, and 70.7% when the 

DMCS was used. 

Research Question 5 

What is the relationship between nurse practitioners' 

and physicians' opinions of the decision making capacity of 

VA nursing home patients? 

The variation between NPs and MDs opinions of the 

decision making capacity of the sample and the above scores 

were explored using appropriate correlation coefficients. 

Three NPs and four MDs participated in this study. 

There were significant correlations between MDs judgment and 

NPs judgment on both the OTA scale (p < .001) and the DMCS 

(E <.001) using Kendall correlation coefficients. Pearson's 

R also showed the same significant correlations: OTA scale 

(E <.001) and DMCS (e =.000). 

Although not an original research question, the 

possibility of relationships among selected sociodemographic 

characteristics of the sample and their scores on the 

various instruments were examined. No relationship was 



found among total years of formal education and any of the 

instruments used to measure decision making capacity. 

There was a statistically significant inverse 

relationship between a subject's age and their scores on the 

DMCS with both NP and MD judgment, and the OTA scale with NP 

judgment. The older the patient, the lower their score on 

the OTA and DMCS (Table 9). The same correlation was not 

found between patients' ages and scores on the SPMSQ or the 

vignette. 

Summary 

The focus of this chapter was the presentation of the 

study data and its analysis. Relationships among the 

Competency Vignette 1 - Medication, of the Fitten et 

al.(1990) decision making capacity assessment tool, the 

J3PMSQ (Pfeiffer,.1975), the OTA scale, and the DMCS were 

examined for statistical significance. Significant 

correlations were found among all four scales using 

Kendall's tau and Pearson's Product Moment Correlation. 

When the subjects were grouped by clinician, 

differences were found in the correlations. Similar to the 

results for all 41 subjects, the first group exhibited 

significant correlations among all of the measurements of 

decision making capacity. Group 2 showed correlations among 

the two scales of clinician opinion (i.e., DMCS and OTA 
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Table 9. Kendall's tau Correlation between Age and Measures 

of Decision Making Capacity (N=41) 

OTA MD 

OTA NP 

DMCS MD 

DMCS NP 

SPMSQ 

TOTVIG 

Age 

-.1877 
£=.066 

-.2839 
E>=. Oil 

-.2842 
E=.011 

-.2636 
E=.016 

-.0339 
E=.387 

.0192 
E=.435 

Legend: OTA=Office of Technology Assessment scale 
DMCS=Decision Making Capacity Scale 
MD=as judged by physicians 
NP=as judged by nurse practitioners 
SPMSQ=Short Portable Mental Status Questionnaire 
TOTVIG=vignette score 
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scale), yet these scales as judged by the NP of this group 

did not correlate with the SPMSQ or the vignette. Group 3 

showed no correlations with the SPMSQ and the vignette; the 

only correlations found were among the NP and MD scores on 

both the DMCS and the OTA scale. 

The physicians' judgments of decision making capacity 

of the patients were found to correlate with that of nurse 

practitioners. The competency vignette had acceptable 

internal consistency reliability, inter-item, item-total, 

and squared multiple correlations. 

Comparisons were made between results of this study and 

selected findings of Fitten et al. (1990) and found to be 

comparable. The SPMSQ was passed by 65.9% of the patients in 

this study showing this fraction of the sample to be 

cognitively intact. The entire sample also scored an 

average of 3.0 points on the instruments used to measure 

decision making capacity when a possible high score is 4. 

An inverse correlation was found between patients' ages 

and scores on the DMCS as judged by NPs and MDs, and on the 

OTA scale as judged by NPs. This same correlation was not 

found between patients' ages and scores on the SPMSQ or the 

vignette. 



76 

CHAPTER S 

INTERPRETATION OF RESULTS 

Major findings are interpreted in this chapter and 

subsequent conclusions are presented. Following a statement 

of the study's limitations, recommendations for further 

research and nursing practice implications are addressed. 

Discussion of the Findings and Conclusions 

Significant correlations were found among the 

clinicians' judgment of decision making capacity on both 

scales, the SPMSQ, and the vignette. The first vignette 

appears to be a valid method of determining decision making 

capacity according to results obtained for convergent 

validity. The Fitten et al. (1990) vignette was found to be 

reliable as assessed for internal consistency. 

Patients that were judged by their clinicians at a 2-3 

level on the OTA scale or DMCS may have intermediate 

decision making capacity. Because this study only used the 

first of three vignettes designed to assess decision making 

capacity in an hierarchical manner, it is not known if they 

are competent for more complicated decisions. The instrument 

designed by Fitten et al. (1990) is actually a series of 

three vignettes through which one progresses from less to 

more complex scenarios. If all three vignettes were used in 

this study, further hierarchical evaluation of their 
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decision making capacity would be available and further 

conclusions concerning the usefulness of the vignettes could 

be made. 

When the subjects were divided into groups determined 

by which clinicians judged them, differences in correlations 

of the measurements of decision making capacity in each 

group were found. The first group had significant 

correlations between the SPMSQ, the vignette, and the two 

measurements of clinician opinion. The second and third 

group had different NPs and the same MD. In the second 

group, the NP's opinion did not correlate with the vignette 

or the SPMSQ yet the MD's did. In the third group, neither 

the NP or the MD correlated with the vignette or the SPMSQ. 

The MD and the NP scores on each of their opinions of the 

patients' decision making capacity also did not correlate, 

showing a difference in opinion of patients' decision making 

capacity. 

These lack of correlations could be due to (1) 

differences in experience levels among the clinicians, (2) 

insufficient knowledge of the patients by clinicians, (3) 

clinicians who have not worked together regularly or for a 

sufficient length of time, and/or (4) the small sample size 

in the second (n=ll) and third (n=8) groups. Findings for 

convergent validity may vary depending on these factors. 
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Fitten et al. (1990) reported that physicians judged 

93.8% of the subjects in his study as competent to make 

decisions regarding a medical procedure. The OTA scale and 

the DMCS were used to measure physician judgment in this 

study. The OTA scale and DMCS found 68.3% and 75.6% of the 

patients, respectively, to have intact decision making 

ability, considerably less than subjects in the study by 

Fitten et al. The percentage of subjects that could not 

pass any vignette in the Fitten et al. study was 37.3, 

whereas 48.7% could not pass in this study. 

The subjects in this study at one VANHCU are less 

capable of decision making than those in the VANHCU used in 

the study by Fitten et al. (1990) as measured by clinician 

judgment and vignette scores. This may be due to (1) 

differences in admission criteria and type of patients that 

are allowed to be residents in each facility, (2) 

differences in patients because each facility is in a 

separate geographical area, and/or (3) more impaired 

patients being admitted to nursing homes over time, since 

the current focus is to keep the most intact patients at 

home or in community setting as long as possible. 

However, the SPMSQ scores between these samples showed 

no statistically significant difference. The difference 

between the SPMSQ and the other instruments used in this 

study may be evidence that different cognitive abilities are 
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being tested by different instruments. Fitten et al. 

pointed out that the SPMSQ may not be the best for measuring 

decision making capacity; however, it is not clear which of 

these instruments is a more accurate measurement of decision 

making capacity. This is emphasized when the correlations 

between the instruments is examined. Although there are 

significant correlations among the three methods of 

determining decision making capacity, the magnitude of the 

correlations is not very high. 

More patients were considered to have intact decision 

making ability when measured by clinician judgment than when 

measured by the SPMSQ and the vignette (Table 7). This, and 

the lack of correlations between clinicians' judgments of 

decision making capacity and other measures of decision 

making capacity in groups 2 and 3, supports the conclusion 

of Fitten et al..(1990) that physicians often misclassify 

the decision making capacity of their patients, by failing 

to recognize diminished decision making capacity. 

In contrast, significant inverse correlations were 

found between patients' ages and three of the clinician 

judgment scores. As age increased, scores on the OTA and 

DMC scales decreased. Because this correlation was not 

found between age and SPMSQ or vignette scores, age 

stereotyping or bias may be occuring. 
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No difference between MDs' judgment of decision making 

capacity and performance on the vignette was found in this 

study (i.e., all patients that did not pass the vignette 

were judged by the attending MD to be incapable of making 

decisions while all those that passed were judged to be 

capable). A likely explanation for the perfect agreement 

between MD judgment and vignette performance is simply the 

fact that only the first vignette was used. Since the 

Fitten et al. (1990) instrument is a hierarchal test, the 

first vignette is designed to measure relatively basic 

levels of decision making capacity. It is likely that MDs 

have no trouble in discriminating between capable and 

incapable patients at this level of decision making 

capacity. It appears from the study of Fitten et al. that 

the other two vignettes are able to detect more subtle 

deficiencies in decision making capacity that are not always 

apparent to clinicians. 

When examining the mean scores on each of the 

instruments rather than percentage passed, a different 

depiction of this sample's decision making capacity is 

perceived. When the means of patient's scores are examined 

on the SPMSQ (7.59 with a possible high score of 10), the 

OTA scale (3.05 with a possible high score of 4), and the 

DMCS (2.95 when the highest possible score is 4), the 

decision making capacity of the patients in this study 
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appears intact. Fitten et al. (1990) reported their results 

as percentage passed, perhaps yielding an inflated estimate 

of competency and possibly concluding the merit of the 

vignette beyond its actual utility. 

Limitations of the Study 

There were several limitations to the study. First, 

the sample may have been biased with unit directors 

assisting in choosing patient subjects. A group of subjects 

may have been excluded if they were felt too demented to 

communicate or participate. Bias may also have been 

introduced by using a convenience rather than a random 

sample. Second, the full work of Fitten et al. (1990) was 

not replicated and this limits data comparison. Third, the 

sample size was small making the correlations less ideal and 

it was limited to only English-speaking males of VA nursing 

homes. The fourth limitation of this study involves the 

statistical methods employed. Further analysis of the 

measurements of decision making capacity (i.e., Mann-

Whitney-U or Friedman), would likely extract more 

differences among variables. Non-parametric analysis is 

necessary because these data are not normally distributed, 

the sample size is small, and the variables are at the 

ordinal level. 
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The first vignette had several limitations. On 

average, applying the first of the three vignettes in the 

study took approximately five minutes. All three 

instruments would therefore take approximately 2 0 minutes to 

implement. With routine office visits of 15 - 30 minutes in 

length, this instrument may be unrealistic for routine use. 

Because of its length, patients may get impatient or become 

fatigued as the questions progress. Inaccurate results may 

then occur as the vignettes become progressively more 

difficult; the most vigorous vignette concerning 

resuscitation is given last. This is significant because 

deciding whether or not to be resuscitated is a routine 

decision making aspect in older persons, as executed in 

living wills. 

Replication of studies is well accepted in research to 

challenge findings of a prior study or to determine if 

findings will hold up in different settings or over time 

(Burns and Grove, 1987). Replicating the work of Fitten et 

al. (1990) was challenging because of difficulty in fully 

understanding the originators' methodology and reports 

(i.e., definition of a passing score for each vignette was 

given as a perfect or near perfect score). 



83 

Nursing Implications 

In Orem's (1991) supportive-educative nursing system, 

NPs may guide a patient in decision making or, in her partly 

compensatory nursing system, share the responsibility of 

patient activity, such as decision making. When only the 

first of the three vignettes was used in this study, 

intermediate decision making capacity was not clearly 

determined because it is designed to measure relatively 

basic levels of decision making capacity. The task of 

assisting and guiding patients in decision making is much 

more difficult for the NP when more subtle impairment of 

decision making capacity is established. 

Correlation results show that as subjects aged, the 

less able they were to be able to make decisions about their 

health care. This may alert NPs to be more wary of the 

decision making capacity of extremely aged persons (i.e., 

over 85) rather than the young old (i.e., under 65), though 

each patients should be evaluated on individual bases. 

In this nursing home setting, both the NPs and MDs made 

similar judgments concerning their patients' ability to make 

a decision. This is further evidence that NPs as primary 

care providers perform as well or are as accurate as 

physicians in evaluating decision making capacity. This 

suggests that they also likely obtain informed consents for 

medical procedures with equal competence. 
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The instrument developed by Fitten et al. (1990) 

focuses on the subject's ability to make hypothetical but 

typical treatment choices. The questions following each 

vignette are divided into the following categories: 1) 

factual understanding, 2) understanding the problem, 3) 

purpose of treatment, 4) risks, benefits, alternatives, 5) 

quality of patient reasoning, and 6) reasonableness of 

choice. This instrument therefore measures all of the 

required aspects of decision making described in the 

literature review. In using this instrument, a clinician 

could determine which aspect of decision making ability a 

person was having difficulty with by examining that persons 

response to each question individually. 

In the same manner, using the vignettes has the 

advantage of providing clinicians with a systematic 

investigation of.a patient's understanding of each of the 

issues involved and the reasoning underlying the patient's 

treatment decision. This type of direct questioning is 

especially important when the decision is a complex one or 

when access to psychiatric, legal, or neurological 

evaluation is not possible. 

"All medical therapy is patient-derived and patient-

driven" (Thomasma, 1987,p. 542). With the goal of patient 

autonomy in mind, the knowledge of a person's decision 

making capacity is vital. As more nurse practitioners enter 
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the field of health care providers, it is important that 

they be aware of their patients' decision making capacity 

and explore various methods of measuring this function. 

Recommendations for Future Research 

Based on the limitations listed above, recommendations 

for future research include: (1) replication of this study 

in different settings and populations beyond the VA nursing 

home setting, (2) increasing the sample size, and (3) 

thorough replication of the work by Fitten et al. (1990) 

using all three vignettes to improve the validity of its 

measures. Further testing for sensitivity and specificity 

is also necessary to determine which instruments to measure 

decision making capacity are most promising. 

The literature review showed that the ability of mental 

status tests in predicting medical decision making 

impairment is poor. Further development of instruments such 

as the one used in this study may enable more accurate 

evaluation of a patient's decision making capacity for NPs 

in the future. 

Summary 

The main purpose of this study was to examine the 

relationship of three methods of measuring decision making 

ability: (1) clinicians' opinion of the decision making 
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capacity of VANHCU patients, (2) one measure of cognitive 

capacity [Pfeiffer (1975) SPMSQ], and (3) a developmental 

instrument designed to measure patient clinical decision 

making ability [Fitten et al. (1990) competency vignette]. 

Positive correlations were found among all of the 

instruments. 

The vignette developed by Fitten et al.(1990) was found 

to be reliable. Because this study only used the first of 

three vignette, intermediate decision making capacity was 

not clearly extracted and, although the results from this 

study support that of Fitten et al., they were difficult to 

compare with their findings. 

Limitations of the vignette and of this study were 

discussed. Recommendations for further research included 

further studies with other samples and repetition of the 

work of Fitten et al. (1990) using all three vignettes. 

Nursing's goal is to continue to attempt to protect patient 

autonomy by carefully examining patients decision making 

capacity. 
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APPENDIX A 

LETTERS OF PERMISSION 

Memorandum 
Dale: August 31, 1993 

Rom- chairperson, R&D Committee (151) 

sub,: TANGEMAN, JUDITH, M.D.-0002-CLINICAL DECISION MAKING CAPACITY OF 
INSTITUTIONALIZED 

to: Tangeman, Judith, ̂.D. (11NH) 

The R&D Committed/discussed and approved your proposal at its 
meeting er£\ AusfpAtf 2,5f/VZS3. 

Mar^juerit# K&y, 
Acting Chairperson / 
R&D Committee / 

MAR 1909 2105 
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APPENDIX B 

HUMAN SUBJECTS APPROVAL 

THI UNIVCRSITY or 

ARIZONA 
College, of Nursing HLALTH SCIINCCS CtNTtR ^  

MEMORANDUM 

/-

TO: Laurie Johnson Smiih, RN - j \y 
* L • ? • 

FROM: Leanna Crosby, D.N.Sc., R.N. Director of Iniramural Research ^ /  
I 

DATE: August 19, 1993 

SUBJECT: Human Subjects Review: "Clinical Decision Making of Institutionalized Elders" 

Your research project has been reviewed and approved by William Denny, M.D., Chairman of the University 

of Arizona Human Subjects Committee, and deemed to be exempt from review by their full committee. 

You will be receiving a confirmaiion letter from Dr. Denny. In addition, your project has been reviewed 

and approved by the College of Nursing Human Subjects Review Committee. 

We wish you a valuable and stimulating experience with your research. 

LC/ga 
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APPENDIX C 

DISCLAIMER AND SOCIODEMOGRAPICS 

Title: CLINICAL DECISION MAKING IN INSTITUTIONALIZED 
ELDERLY 

The purpose of the study is to explore relationships between 
methods of measuring decision making capacity You are 
being asked to voluntarily give your opinion on the 
statements in this guestionnaire. By responding to the 
questionnaire, you will be giving your consent to 
participate in the study. Your name is not on the 
questionnaire, and you may choose not to answer some or all 
of the questions if you desire. You may withdraw from the 
study at any time. There are no known risks. Your only 
cost to participate in this study is approximately 15 
minutes of your time. 

Laurie Smith, RN 
Master of Science, GNP Option 

University of Arizona 
College of Nursing 
(602) 321 -

IDN: 

Age: 

Marital Status: Single Married Widowed Divorced 

Years of education: 



APPENDIX D 

COMPETENCY VIGNETTE 

COMPETENCY VIGNETTE I - MEDICATION 

Developed by Fitten, et al. (1990) 

Patient Number Date Time 

Mr. , let us suppose for a minute that I am your doctor and you 

are my patient. Let's also imagine for a minute that you've been having a hard time 

sleeping. Let us suppose that you have told the nurses about this problem and that 

you would like some help with it. The nurses have told me about it and now I have 

come to talk to you about this. 

Let us suppose I tell you that I want to give you a sleeping pill to take at 

bedtime. This medicine will likely help you sleep better for a while, but after two or 

three weeks, the effect of helping you sleep may begin to wear off. Let us suppose I 

also tell you that there could be some unpleasant side effects with taking the pills. 

For example, during the day these pills may slow down your thinking and learning 

and if you take them for a while you could become dependent on them. That means, 

if you stop taking them you may become nervous and lose more sleep. You could, 

of course, choose not to take the sleeping pills. This would leave your present sleep 

problem about the same as it is now. 

Do you have any questions about this story? I will repeat it for you. 

Now try to answer as many of the following questions about this story as you can. 
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Question Category 

I. 1. Am I really your doctor? (no) 
Failed Acceptable Intact NA_ 

0 1 2 
(correct ans. (correct ans. 

with cuing) without cuing) 

I. 2. Are you really my patient? (no) 

Failed Acceptable Intact NA_ 
0 (ditto) 1 (ditto) 2 

I. 3. In this story, what problem are you having: 
(sleep disturbance) 

Failed Acceptable Intact NA_ 
0 (ditto) 1 (ditto) 2 

II. 4. How do I plan to help you with your problem? 
(I want to give you a sleeping pill) 

Failed Acceptable Intact NA_ 
0 (ditto) 1 (ditto) 2 

III. 5. Why do I want to give you a sleeping pill? 
(to help me sleep) 

Failed Acceptable Intact NA_ 
0 (ditto) 1 (ditto) 2 

IV. 6. Do you think this medicine may help? (benefit) 
(yes or no) 

Failed Acceptable Intact NA_ 
0 (ditto) 1 (ditto) 2 9 

IV. 7. Are there any problems in taking this medicine? (risk) 
(yes) 

Failed Acceptable Intact NA 
0 (ditto) 1 (ditto) 2 9 



IV. 8. What are these problems? (risk) 
(wearing off/side-cffects/slowed thinking/ 

dependency/nervousness) 

Failed Acceptable Intact NA 
0 1 2 9 

(with cuing (completely 
and/or correct ans. 

partial correct) without cuing) 

IV. 9. What would happen if you chose not to take the medication at all? 
(alternative) 

(situation remains same; sleep does not likely improve) 

Failed Acceptable Intact NA 
0 (ditto) 1 (ditto) 2 9 

VI. 10. Would you take this medicine or would you not? 
(yes, no, or I don't know) 

Failed Acceptable Intact NA 
0 (ditto) 1 (ditto) 2 9 

V. 11. Can you tell me why? (relevant? rational?) 

(Regardless of premise content, are conclusions 

connected logically to premise?) 

Failed Acceptable Intact NA 
0 (ditto) 1 (ditto) 2 9 

Enter text of patient's reasoning (what he said) 

Page Total 
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APPENDIX E 

SHORT PORTABLE MENTAL STATUS QUESTIONNAIRE 

PFEIFFER (1975) 

IDN 

1. What is the date today? 
Month Day Year 

2. What day of the week is it? 

3. What is the name of this place? 
(the building) 

4. What is your telephone number? 

4a. What is your street address? 
(ask only if patient does not have a telephone) 

5. How old are you? 
(your age?) 

6. When were you born? 
(the date?) Month Day Year 

7. Who is the President of the U. S. now? 
(from Arkansas) 

8. What was President just before him? 
(thousand points of light) 

9. What was your mother's maiden name? 
(I need her first name too) First Last 

10. Subtract 3 from 20 and keep subtracting 3 from 
each new number, all the way down. (20 minus 3 
is?) 

TOTAL number of correct responses 



APPENDIX F 

OTA (1987) DECISION MAKING SCALE 

Definitions of four categories of decision making capacities: 

1. Individuals may be permanently incapable of making decisions about 

their medical care (and everything else). In these persons, there is no sign 

of ability to absorb and evaluate information or to express a preference, and 

there is no realistic prospect of change. Examples include patients in a 

persistent non-cognitive state, irreversible coma, and persons who are 

severely demented. 

2. Individuals may be currently incapable of making decisions, but it is 

expected that their decision making capacity will be restored. This 

category includes patients who are unconscious, severely depressed or 

confused due to reversible causes (e.g., anesthesia, drug toxicity, pain). 

3. Individuals may be currently capable of making decisions about their 

medical care, but this status is assumed to be unstable or declining. 

Persons whose lucidity fluctuates and those with progressive dementing 

disorders are examples. 

4. Individuals may be capable of making decisions about their medical care 

(and all other aspects of their life), and their decision making capacity may 

be assumed to be stable. 

Please place each of the following patients listed on the next page in one of the 

four categories of decision making capacities as defined above, by circling the 

corresponding number that refers to that definition. 
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Please look at the previous page for definitions to the following terms. 

PATIENT'S NAME permanently 
incapable 

currently 
incapable 

currently 
capable 

capable of 
making 

decisions 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

2 j 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 



APPENDIX G 

Please circle the number which best respresents each patient's competency to make 
decisions with the number one (1) meaning minimally competent and the number four 
(4) meaning very competent. 

PATIENT'S NAME 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 

minimally competent 1 2 3 4 very competent 
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