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BAppendix B. 
Cognitive functioning

B1. Mini-mental state examination
(Folstein et al. 1975)

This test could not be included for copyright reasons. It is available from:
Psychological Assessment Resources Inc (PAR) 16204 North Florida Avenue, Lutz, Florida 33549
Website: www.parinc.com
Email: custserv@parinc.com
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B2. GPCOG patient examination

This is a new screening test developed in Australia for use in general practice. It is shorter than the 
MMSE and incorporates the clock drawing test (Appendix 2.2). Only if the test result is in the doubtful 
area does it need to include some additional information to be obtained from a suitable informant.

The test is set out on next page.

Scoring

Add correct scores from items 2-6:

9 = cognitively intact – no need for informant interview

4 or less = cognitively impaired – no need for informant interview

5-8 = uncertain – needs informant interview

Informant interview score:

No, 3 or less = cognitively impaired

Reference: Brodaty H, Pond D et al. The GPCOG: a new screening test for dementia designed for general practice. 

J Am Geriatric Soc 2002; 50: 530-34 
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B3. Decision making capacity

C Bridges-Webb, RACGP NSW Projects,
Research and Development Unit.

Determination of a patient’s capacity (a word
preferred to the more strictly legal one of
competency [1]) to make decisions may be an
important role of the doctor.This usually applies 
in one of three situations:

● consent for medical treatment

● giving an advance care directive

● making a will.

It may also apply to other tasks such as managing
financial affairs or arranging living circumstances.

Whatever the task, there are a number of important
principles to be observed:

● Capacity is task specific, and must be assessed
separately for each decision.

● Assessment is best made over time, rather than 
at only one interview, because determination 
of consistency of response is important.

● Information from others, with the patient’s
consent, is desirable.

● There are no studies which define threshold,
and only modest correlation between scores 
on scales such as MMSE or IADL and capacity
to make decisions (2).

Records should be kept as fully as possible,
with emphasis on information that explains 
the basis for the decision.

Factors to be considered

The following factors need to be considered 
in determining capacity (3):

● Attention – can the patient maintain attention
for long enough? Maintaining conversation 
for at least 1 minute is a minimum.Assess using
subtraction of serial 7’s from 100 (need 7
correct responses), or ability to count forward
by 3’s from 1 (no more than one error in 
30 seconds), or counting backwards from 
20 (finishing within 20 seconds) (3).

● Language – comprehension, by hearing or
reading.This can be tested by conversation
and/or with suitable simple multi-choice
questions given orally and/or in writing.

● Language – reply, may be made by the patient
in speech or writing, or by gesture, pointing or
other understandable means.These forms of
communication should not be overlooked 
when speech or writing is not possible.

● Memory – short and long term memory 
need not be perfect, but should be relevant 
to the task.

● Awareness of the significance of the interview:
Does the patient understand who is doing 
it and why? How does it relate to the patient’s
social situation, family, interests, activity? 
What are the likely consequences?

● Judgement – can the patient appreciate
outcomes, control impulses? How does what
they say compare with what they do? How
consistent are their responses? History from
others is important for this.

Consent to medical treatment

In assessing capacity to consent to medical
treatment the following factors must be clear (1):

● what are the options?

● the benefits and risks of each

● the values the patient wants to uphold or 
goals they wish to reach

● the stability of the decision over time;
the consent must be given on at least two
different occasions

● the patient must always be included in the
decision process to the extent possible

● there must be no coercion or undue pressure
from others.

If the patient has not the capacity to consent,
then someone other than the treating team
members MUST make the decision.

Even in the presence of an advance care directive 
it is important to ‘try to understand also the 
present subjective experiences’ of the patient (1).
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Advanced care directives

In making an advanced care directive the patient
must understand that (4):

● the choices being made are for the future

● it will be used only if the patient has 
become incapable

● some choices are about future treatment

● some choices are about who will then decide

● the choices made could threaten life

● coma or dementia means that no choice 
in the future will be possible

● choices may change over time

● directives should be updated and changed 
if necessary each year

● choices made in the directive override later
choices if the patient has become incapable.

A protocol to ensure a patient centred approach 
for the assessment of competence to complete
advance care directives, using two vignettes of
hypothetical medical problems and ten questions 
in a semi-structured interview, has been found 
to be valid and reliable in one British trial (5).

Making a will

In determining capacity to make a will there are 
a number of specific requirements (2):

● The patient’s lawyer should first be consulted.

● Assessment should occur on two different
occasions, the second preferably on the day 
of executing the will.

● The presence or absence of witnesses to 
the assessment, and if any, who they should be,
should be considered.

● The patient must be free of undue influence,
such as from family member or carer.

● The patient must not have delusions or
hallucinations that could influence the decisions.

In the assessment the patient must:

● understand the nature and purpose 
of the interview, and what he/she is doing.
Ask them to explain what a will is

● be able to describe the extent and nature 
of his/her property

● be able to understand and state the claims 
of potential heirs

● state who is to benefit, in what way each 
will benefit, and give a sensible explanation 
of why that benefit to that person is desired.

Corroborative information should be sought,
with permission of the patient and his/her lawyer,
from medical records, other clinicians, family or
others involved with the patient.
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