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Assessing Older Adults’ Decision-Making
Capacity for Independent Living: Practice
Tensions and Complexities
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Abstract
Decision-making capacity (DMC) is a salient issue due to increasing ageing populations and associated dementia-related diseases.
Legislative and policy developments emphasise older adults’ rights to participate in decision-making. Fifty-two occupational
therapists working with older adults from a range of practice settings in Ireland participated in focus groups to discuss their
contribution to multidisciplinary assessments of older adult’s DMC for independent living. Findings indicate lack of shared
understanding of DMC and conflicting philosophies of practice and highlight the need for a comprehensive and multidisciplinary
approach. Findings also highlight that older people are often excluded from care-planning, and independent living options are
determined by availability of community services rather than their preferences. Future research will attempt to inform practice
in assessing and supporting older adults’ DMC for independent living.
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Introduction

Decision-making capacity (DMC) refers to an individual’s is
ability to understand and remember information relevant to a
particular decision and use this information to make and
communicate a choice (Barry & Docherty, 2018). It is
generally assumed that adults have DMC for everyday
choices and decisions with more serious consequences, re-
garding healthcare, finances and where to live. However, with
ageing population trends and associated prevalence of
chronic conditions that may impact on decision-making,
methods to assess DMC among older adults are increas-
ingly required (Bremault-Phillips et al., 2018; Charles et al.,
2017; Moye & Marson, 2007). There is a need for healthcare
professionals (HCPs) working with older adults to accurately
and reliably assess DMC (Pennington et al., 2018) and to
promote person-centred outcomes that are least restrictive
(Brémault-Phillips et al., 2018).

Internationally, legislative and policy developments have
drawn attention to how older adults’ DMC is assessed and
supported. In many western countries, DMC-related legis-
lation has been developed to align with the United Nations
Convention of the Rights of Person with Disabilities
(UNCRPD) (United Nations, 2006) and the underpinning
assumption that adults are competent in decision-making.
However, approaches to determining incapacity differ across
jurisdictions according to variance in legal standards. In

Ireland, the Assisted Decision Making (Capacity) Act 2015
provides the legal framework and definitions of DMC, em-
phasising that DMC is time, issue and context specific. While
many states in the US determine incapacity based on com-
bined criteria of a disabling condition, functional behaviour
and cognitive functioning, Irish legislation does not require a
diagnostic component as a causal condition to initiate DMC
assessment. Additionally, Irish legislation does not consider a
‘best interest’ approach for substitute decision-making but
places the ‘will and preference’ of individuals at the centre of
all decision-making, as emphasised in UNCRPD. The
guiding principles underpinning the Irish legislation and the
approach to DMC assessment are set out in Figure 1.

Traditionally the treating physician, psychiatrist or psy-
chologist assessed a person’s DMC, and this clinical
judgement may have been informed by input from the
multidisciplinary team (MDT). However, recent legislation
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and literature has emphasised the role of all HCPs in de-
termining a person’s DMC, and Irish legislation states that the
DMC assessment be carried out by the HCP with expertise
specific to the area of DMC under question. Recent national
and international literature refers to nurses, occupational
therapists, physicians, physiotherapists, psychiatrists, psy-
chologists, social workers and speech and language therapists
being involved in DMC assessments, which typically occur in
hospital settings (Donnelly et al., 2021; Jayes et al., 2020).
However, Irish research indicates that traditional hierarchical
cultures embedded within healthcare organisations may
foster an approach where some HCPs’ skills and insights on
DMC are overlooked (Nı́ She et al., 2020). Engagement of
HCPs in the assessment of DMC may also be hampered by
the lack of guidance documents and procedures for HCPs to
apply the legislative requirements of DMC assessment in
practice. Research highlights that many HCPs find DMC
assessment challenging, noting inadequate knowledge of the
concepts of DMC or how to undertake DMC assessment,
competing demands within pressurised healthcare settings
and lack of MDT collaboration as factors that impede HCPs
engagement in DMC assessment (Davies et al., 2019;
Donnelly et al., 2021; Ganzini et al., 2003; Jayes et al., 2020;
Lamont et al., 2017; Usher & Stapleton, 2020; Young et al.,
2018).

Independent living (IL) is one of eight DMC domains
relevant to HCPs working with older adults that may require
assessment (Moye & Marson, 2007). Successful functioning
in IL typically includes preparing meals, shopping, managing

money, medications and transportation (Lahav & Katz,
2020). It demands cognitive processes such as coping with
unexpected situations and integrating multiple strategies and
actions (Toglia et al., 2019). Supporting older people to live
independently requires comprehensive evaluation of the older
person’s health, functional capacity, resources, personal at-
tributes, living circumstances and environment (Ahlqvist
et al., 2015). Occupational therapists have a significant
role in facilitating IL and it is a major part of their everyday
practice with older people. While research acknowledges
occupational therapists’ involvement in DMC assessment
relating to discharge destination and IL decisions (Emmett
et al., 2013; Jayes et al., 2020; Scott et al., 2020), limited
research exploring the role of occupational therapy in DMC
assessment has been conducted to date. Occupational ther-
apists must explore the potential of their roles in assessing and
supporting DMC, to ensure that individuals receive the re-
quired support to maximise their participation in decision-
making about important aspects of their lives, such as IL. This
study aimed to explore the role of occupational therapy in the
assessment of older adults’ DMC in relation to IL, within an
Irish practice context (Figure 2).

Design and Methods

Focus groups are effective in assessing attitudes, opinions and
experiences relative to a specific context (Green, 2019) and
were used to explore the experiences of occupational ther-
apists undertaking DMC assessment of older adults. An

Figure 1. Guiding principles and functional approach to decision-making capacity (DMC) assessment.
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interpretive descriptive methodology (Thorne, 2016) was
used to examine the subjective experience of participants and
generate knowledge that could inform clinical practice.
Ethical approval was granted by the university’s School of
Medicine Research Ethics Committee (reference number:
20190304) prior to commencement of data collection. Pur-
posive sampling was used to recruit practicing occupational
therapists with experience of contributing to DMC assess-
ment of older adults. The Association of Occupational
Therapists of Ireland distributed study information via email
to its membership. Written informed consent was obtained
from individuals prior to their participation on the study.
Demographic information regarding each participant’s
background and experience was gathered.

The first author conducted eight focus groups over a
two-month period in 2019. The focus groups employed
open-ended questions following a topic guide which was
informed by the literature and was adapted over the course
of data collection to account for emerging findings
(Additional file). Focus groups lasted 60–120 min and were
digitally recorded and transcribed verbatim. Data collection
continued until saturation was achieved, when comments
and patterns began to repeat and little new material was
generated. Nvivo 12 was used to manage the data, which
was thematically analysed (Braun et al., 2018). Data fa-
miliarisation was achieved by listening to recordings and
reading the transcripts to gain an overview of the breadth of
content. Preliminary codes were produced by the first author
and discussed and compared by both authors. Additional
codes were identified and examined in relation to each other
and sorted into preliminary themes. A narrative for each
theme was written and themes were reviewed to ensure each
theme was distinct.

Field notes and a reflective log were recorded by the first
author and peer debriefing between authors was conducted
to discuss ambiguous statements and development of
themes. In addition to within-interview member checking,
participant validation was sought through a synthesised
member-checking process (Birt et al., 2016). Participants
were sent preliminary interpretations of the data and invited
to provide further perspectives and feedback on the pro-
visional themes.

Findings

Participant Profile

Fifty-two occupational therapists, practicing across seven
counties in the Republic of Ireland participated in the focus
group discussions. Socio-demographic and professional
profiles are provided in Table 1. Participants worked across
a range of hospital and community settings, including
primary care and private practice. Participants had an
average of 9.5 years of experience, with the majority of
participants having 7 years or more experience (57.69%, n
= 30).

Occupational therapists in hospital and community set-
tings reported involvement in DMC assessment of older
adults regarding continuing to live at home, transitioning to
residential care and acceptance of recommended equipment
or support services. Therapists described the complexities
and challenges of implementing DMC assessment in their
practice, and areas of tension between the stakeholders in-
volved. Five themes were identified (Figure 3) which are
presented with reference to the Guiding Principles from re-
cent DMC legislation.

Theme 1: Triggers for Decision-Making Capacity Assessment. While
participants broadly understood the fundamental tenet that
DMC of the older person is to be presumed (as per Guiding
Principle 1, Figure 1), a range of triggers for assessment of
DMC for IL were identified, such as when an older person
presented with cognitive impairment, reduced insight to their
functional abilities or support needs or concerns regarding
self-neglect. Overall, indication for DMC assessment arose
due to concerns for the older person’s safety, whether this risk
was observed behaviour or reported by family members or
other HCPs. DMC assessment was often initiated when there
was a discrepancy between the views of the older person and
their family, and/or the recommendations of HCPs. If the
older person complied with the proposed plan for their care, it
was generally assumed they had DMC, rather than com-
pleting any formal assessment. However, if the older person’s
preferred options for IL were not supported by their family or
HCPs, the older person’s DMC was typically questioned and
assessed.

Figure 2. Research questions.
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It’s when there’s a conflict between what the patient wants and
what the family want…The family say ‘Oh, they can’t go home’
and ‘Go to long-term care’. If the patient doesn’t question it,
generally they go to long-term care, but if they stand up and say
‘Actually, I don’t want to’, it starts to become more of an issue.
FG7P3

Given the magnitude of risk involved in IL decisions, the
tendency to interpret disagreement between the older person’s
wishes and recommendations of HCPs and/or family as
evidence of impaired DMC was further compounded when
cognitive impairment was present.

They’re nearly automatically the one that’s making the ‘wrong’
or the ‘unwise’ decision and the assumption is the family are
making the ‘good’ decision. FG6P4

Participants clarified that making ‘unwise’ choices did
not mean the person did not have DMC (Guiding Principle
3), yet these concerns often trigger MDT discussion about
the person’s DMC rather than further exploration to clarify
the older person’s values and choices (Guiding Principles 4
and 6). Practice tensions occur because these triggers tend
to outweigh the presumption of capacity (Guiding Prin-
ciple 1).

Table 1. Focus Group Participant Characteristics.

Demographic profile Overall sample (n) %

Total number of participants 52 100
Female 51 98.08
Current position grade
Staff grade 22 42.31
Senior grade 25 48.08
Clinical specialist 1 1.92
Manager 4 7.69

Years of work experience
Less than 3 years 10 19.23
4–6 years 12 23.08
7–10 years 12 23.08
11–15 years 9 17.31
16–20 years 3 5.77
More than 20 years 6 11.54
Mean years’ experience (standard deviation) 9.5 (SD 6.6708)

Highest level of education completed
Diploma 1 1.92
BSc 28 53.85
PG Certificate 1 1.92
PG Diploma 1 1.92
MSc 20 38.46
PhD 1 1.92

Predominant client group currently work with
Older adults 43 82.69
Persons with stroke 6 11.54
Persons with dementia 1 1.92
Persons with developmental/intellectual disabilities 2 3.85

Practice setting
Hospital-based 31 59.62
Community-based 20 38.46
Private practice 1 1.92

Geographical location/county currently work in
Dublin 39 75
Louth 6 11.54
Mayo 1 1.92
Kerry 1 1.92
Meath 1 1.92
Westmeath 3 5.77
Longford 1 1.92
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Theme 2: Understanding of Decision-Making Capacity. Lack of
common understanding of DMC among the MDT leads to
variance in practice between different organisations, within
services, and even within teams. Participants reported that not
all MDT members had undertaken DMC training and were
not familiar with key concepts underpinning legislation, such
as the presumption of DMC and onus on the HCP to max-
imise and support the person’s DMC. Some HCPs treat DMC
as a global, all-or-nothing trait, rather than time- and issue-
specific, raising concern that the outcome of one DMC as-
sessment might be applied to all future situations.

People talk about capacity like it’s this big global concept, you’ve
got it or you don’t. Not ‘Do you have the capacity to decide you
want to go home?’, ‘Do you have the capacity to decide you want
to go to rehab?’… I don’t even know that I’ve had a client that has
been deemed to have capacity for one element and not another
FG4P3

Invariably, participants reported that among the MDT,
DMC is often conflated with cognition. The terms ‘cognition’
and ‘capacity’ are used interchangeably, impacting on the
assessment approach and perpetuating the misunderstanding
that those with cognitive impairment do not have DMC.
Participants described trying to shift the MDT focus away
from inappropriate use or over-reliance on cognitive
screening by emphasising functional performance assess-
ments to supplement and contextualise information.

They’re like ‘Oh, a poor score in the cognitive assessment, that
means they don’t have capacity, done’. Whereas at least if we’re
involved, we can say ‘No, they scored poorly on assessment but
their functional cognition is higher than that, here’s what they’re
actually doing’. FG4P6

Participants also discussed how there is often a lack of
clear distinction between the concepts of assessing functional
capacity for IL or assessing capacity to make a decision about
IL. Participants recognised the interrelatedness of these issues
but emphasised understanding the distinct aspects of these
concepts to ensure assessment focuses on DMC.

Maybe they can’t manage their medication, but they can decide
who they want to help them manage their medication… that
kind of subtle difference that’s there, they physically can’t do a
task but they still have the actual capacity to decide how.
FG5P2

Theme3: Context ofDecision-MakingCapacity Assessments. Participants
reported that most DMC assessments for IL occur in hospital
settings. Participants highlighted the constraints of these set-
tings, such as staffing shortages, time pressures, and resource
issues, including lack of opportunity to complete home visits,
as negatively impacting on their practice. Participants reported
the significance and complexities of IL decisions are not al-
ways appreciated and institutional administrative pressures to
discharge andmaintain ‘patient flow’ often demand an efficient
decision-making process, at the expense of a thorough person-
centred approach.

They are not even given time or privacy to make a decision. The
conversations are held at bedsides with the curtain pulled, other
patients around, people listening, people running in and out of the
ward, for a decision about where you’re going to go…that has
massive consequences…. FG5P3

Participants felt DMC assessments would be better in the
person’s own environment where the ‘balance of power is in
their favour’ (FG1P3), rather than the hospital setting, where
the power imbalance typically favours the HCP and/or family.
Participants described incidents of coercion and deception by
HCPs and family members:

I’ve often seen them really try to coerce the person, ‘You’ll go to
a nursing home, you’ll be safe there, there’s lots to do there’…Or
telling them, ‘You’re only going for a few days to the nursing
home, it’s not forever’…It’s a bare faced lie, that’s very un-
comfortable, terrible. FG4P6

Such practice made participants feel uneasy and demon-
strates that the person’s will and preference is not always
considered, and furthermore the older person is excluded
from the decision-making process.

Nobody asked the patient questions, nobody asked about where
they wanted to go. As a rule our patients weren’t invited into the
family meetings. FG7P4

Some participants attributed this to underlying ageism,
which undervalues the view of the older person. Others

Figure 3. Emergent themes.
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viewed it as professional arrogance, whereby HCPs assert
their expertise without due consideration for the older person:

A little bit of ‘we know best, we’re the professionals and we
know what’s best for you… and a nursing home is for you’.
FG4P3

Sometimes this position of authority is granted by the
older person who is willing to take advice of HCPs, even if it
is not what they wanted. Participants acknowledged the
complexity of situations when older adults’ IL preferences are
dependent on the support of family members:

We don’t necessarily have one client… it’s their own decision to
make but they’re living with family members and it’s affecting
other people… there’s one decision to be made and two different
perspectives and it’s not necessarily clear whose decision it is to
make. FG6P2

Participants reported the lack of variety and availability of
community and home-based services to enable older adults
continued IL complicates DMC assessment for IL:

We would very often see people who go into nursing homes
before they need to because the package of care isn’t there for
them in the community–‘We can’t give you 7-hours of care a
week in the community, so here, have 168-hours in a nursing
home instead’. FG7P2

Participants recognised that if adequate services were
available to support continued community living, DMC as-
sessment in hospital settings when planning discharge might
be a less contentious issue:

Capacity wouldn’t be as much of a question because there
wouldn’t be as many risks. It shouldn’t be that the services
available are determining the capacity assessment FG4P3

In the absence of community services, participants rec-
ognised that family members provide care or funding to
facilitate the older person’s IL preferences. Therefore, the
family’s concerns cannot be precluded. Nonetheless, par-
ticipants expressed frustration at the dominance of the
family’s voice over the patient’s will and preference:

They’ve way too much power. The family’s preference takes
precedence over the patient preference. If they’re willing to
support the risky discharge, they go in your favour. But if they’re
not, even if the discharge isn’t that risky, but they don’t fill the
gaps in carers, then it’s just not a reality. FG1P8

Theme 4: Risk Averse Culture. Participants described the
dominant focus within healthcare as adherence to risk
management which is at odds with person-centred DMC
assessment as outlined in legislation, and also in conflict with

their professional philosophy. Participants described the
culture of risk aversion and subsequent restrictive practices as
representing ‘a total conflict of interest with your professional
values’ (FG3P5).

HCPs’ recommendations often adhered to the institution’s
risk-minimisation focus, subsequently compromising the
older person’s choice and autonomy, and potentially denying
rights and opportunities to engage in valued occupations.

We’ve gotten so caught up in risk that we negate human rights.
FG1P7.

Participants described a reluctance among MDTs to
support positive risk-taking to enable continued IL and
participation in valued occupations due to a narrow under-
standing of risk among the MDT. Physical risk is easier to
quantify and measure, therefore there is a tendency to address
issues such as falls risk. Conversely, the risk posed to the
older adult’s well-being by denying them opportunities to
make choices or to engage in valued occupations is rarely
considered and this is at odds with occupational therapy’s
philosophy.

We predominantly focus on physical risk anyway and we don’t
really look at psychological risk to somebody’s health and
wellbeing, to their overall occupational identity… We don’t
have any equation for psychological risk and that long-term
effect for people, of not being able to fulfil and live their lives
the way they want do, even with an impairment or a disability.
FG6P3

HCPs are also compromised by threats of litigation from
families who were not satisfied to support the older person’s
IL preferences. Fear of professional repercussions causes
HCPs to become more concerned with protecting themselves
by choosing restrictive practices, rather than considering the
consequences for the person.

It’s very risk averse here. When they’re going home, there’s
nearly always a panic and it’s all the outcome for ourselves, rather
than the patient. Like the whole litigation thing, people are really
vulnerable with it. FG5P1

Theme 5: Implementation of Legislation. Recent legislation has
increased awareness among occupational therapists of the
need to support older people to make their own decisions
about IL. However, the lag between the enactment and
implementation of the legislation caused confusion and
frustration. Lack of guidance on implementation has led to
reluctance to engage in DMC assessment and this is further
hindered by competing policies and priorities. Participants
described difficulty reconciling various policy directives
which seem contradict each other, such as a focus on er-
rorless practice which does little to support IL decision-
making:
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As a manager, all I hear in the healthcare environment is quality
improvement, patient safety, errorless practice. What can we do
to reduce errors? We’re meant to be supporting people in terms of
making decisions…it is a real challenge from legislation. FG8P3

Discussion

This study aimed to explore occupational therapists’ practices
in assessment of older adults’ DMC for IL. Findings re-
garding the triggers and challenges of DMC assessment were
consistent with contemporary literature on DMC. This dis-
cussion considers the findings which enhance our under-
standing of the tensions HCPs experience in reconciling the
need to respect older people’s decisions and views and ad-
dress the risks relating to their choices.

A key trigger for DMC assessment identified in this study
is discrepancy between the older person’s choice and the
family member and/or HCPs recommendations. When the
older person does not agree with family member’s safety
concerns or a HCP’s recommendations, they are construed as
lacking insight. Echoing previous studies, these findings
suggest that when an older person’s IL decision concurs with
family and/or HCP recommendations, DMC is not doubted
(Capron, 2015; Ganzini et al., 2003). Wade (2019) cautions
that if it is wrong to assume lack of DMC on the basis of an
unwise decision, it is wrong to assume DMC because the
decision agreed is what the HCPs thinks is best. Therefore, IL
decisions, such as place of residence, require attention from
HCPs who should be satisfied the person has DMC or the
required supports to make that decision, in keeping with the
of the legislation.

Cognitive impairment is associated with difficulties per-
forming daily activities (Toth et al., 2021), and thus is a
significant consideration in DMC assessment for IL. Occu-
pational therapists argued that cognitive-function is best
understood within the context of performing activities of
daily living, as older people often compensate for deficits by
utilising other skills or aids. However, they reported that
HCPs over-rely on cognitive screens to inform DMC rec-
ommendations. There is growing criticism that standard
cognitive assessments lack ecological validity and do not
adequately address the dynamic interaction between cogni-
tive, motor and social skills, activity demands and activity
context (Ossher et al., 2013; Romero-Ayuso et al., 2021).
Existing approaches to cognitive-functional evaluation in-
corporate patient report, collateral report, occupation-based
assessment and cognitive screening, allowing occupational
therapists to make clinical judgements about function, cog-
nition and safety (Erez & Katz, 2018; Giles et al., 2020) and
these should be considered in DMC assessments for IL.

Similar to previous recommendations, occupational
therapists supported a DMC assessment approach that in-
cludes detailed clinical interview, assessments of cognition,
function, social and environmental status and mood, along
with values and preferences of the person (Brindles and

Holmes, 2005; Moberg & Rick, 2008; Sinclair et al.,
2019). However, exclusion of some older people from
decision-making processes is a significant finding from this
study requiring urgent change in HCPs’ practices. Recent
DMC discourse focuses on promoting autonomy, thus al-
lowing older people make their own decisions. However,
participants reported that families and professionals dominate
the older person’s IL decisions, confirming other research
findings that older people are denied opportunity to partake in
decision-making (Donnelly et al., 2019; Durocher et al.,
2017; Sinclair et al., 2019).

Relational autonomy offers practical insights to engaging
older adults and their families in decision-making, by rec-
ognising the social and political contexts in which decisions
are made. This emphasizes multi-directional information
sharing, whereby HCPs learn about the person’s life cir-
cumstances, needs, values and preferences and the person
learns of the various options available to them, allowing a
decision to be reached that aligns with the person’s wishes
(Durocher et al., 2017; Sherwin & Winsby, 2011). However,
occupational therapists in this study described paternalistic
approaches where consideration for the older adult’s physical
safety outweighed any other aspect of wellbeing. Ryff and
Keyes (1995) propose that psychological well-being en-
compasses other important dimensions such as autonomy,
environmental mastery and personal growth. Promoting
autonomy requires recognising risk as an integral part of life,
yet while HCPs report a commitment to upholding autonomy,
they only do so if the clients’ preference is deemed to be safe
(Durocher et al., 2017). Participants highlighted the need to
go beyond measuring and minimising proximal and physical
risk and to consider broader implications of psychological
risk on wellbeing and quality of life. The predominant focus
on safety, compounded by lack of services, may explain why
HCPs privileged their own expertise over the perspectives of
the older adults in decision-making. However, lack of shared
understanding of DMC and the implications of recent leg-
islation among the MDT and family, along with lack of re-
sources and fear of litigation, raise many practice issues.

While HCPs are motivated to engage in DMC assessment
and to support older people’s participation in decision-
making processes, several barriers impede their practice
such as such as time pressures, staffing issues and lack of
clarity in professional roles, similar to previous findings
(Charles et al., 2017; Davies et al., 2019; Jayes et al., 2020;
Sinclair et al., 2019). This study highlights the need to im-
prove fragmented and inequitable access to community care,
and how few alternatives to nursing homes exist for older
adults who are unable to continue living independently, as has
been acknowledged in literature (Carter et al., 2019; Walsh
et al., 2015). Resource limitations, systemic constraints and
differing team values preclude ethical decision-making that is
consistent with professional values in occupational therapy
practice (Bushby et al., 2015; Hazelwood et al., 2019;
VanderKaay et al., 2019). Hammell (2007) argues that
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occupational therapists often actively reinforce and perpetrate
restrictive organisational policies that disempower people and
challenges the profession to demonstrate accountability to the
client rather than the organisation. Senior leadership, suffi-
cient resources and policies are required to implement op-
timal assisted decision-making practices (Davies et al., 2019).
In order to implement legislation rooted in human rights and
needs-led approaches, healthcare services must review their
structures and processes and HCPs, such as occupational
therapists, who claim a commitment to person-centred
practice must reflect on their practices.

Findings indicate a lack of shared understanding of DMC
among HCPs in Ireland, thus education and training to
promote a thorough understanding of DMC concepts, prin-
ciples and legislative requirements is necessary. Previous
research suggests education should include legal and ethical
content, communication skills training, mentorship, and
specifically address the needs of people with dementia
(Davies et al., 2019; Nı́ Shé et al., 2020). DMC education and
training for HCPs should promote collaborative, interdisci-
plinary working and emphasize that Irish legislation does not
prescribe which HCPs should assess DMC. Similar to other
international studies (Borrett & Gould, 2020; Manthorpe &
Samsi, 2016; Murrell & McCalla, 2016), family members of
older people may not understand how DMC legislation af-
fects their relatives’ lives. Therefore, initiatives to raise public
awareness of the implications of DMC legislation in Ireland
may enable older people and their family members to un-
derstand their rights, roles and responsibilities.

Limitations

A limitation of this study is that it relates to the Irish context,
though participants represented a wide range of practice
settings across a wide geographical area. Findings may be
transferable to many occupational therapists in Ireland, and
potentially internationally; however, the legislative, policy
and funding environment should be considered in observa-
tions drawn. As DMC assessment for IL is a complex area
that requires input from multiple stakeholders, perspectives
from other HCPs working with older people may provide
valuable insights that would enhance interprofessional col-
laboration in this area. Lastly, research from the perspectives
of older people, and other relevant stakeholders such as
family members may further elaborate on the findings from
this study (Reid & Reid, 2005).

Conclusion

Findings illustrate many tensions and complexities within
existing DMC assessment practices in relation to IL for older
adults. Practice constraints and resource issues are high-
lighted, along with issues relating to supporting IL decisions
which may encompass risk-taking. As findings to date
highlight a gap between awareness of DMC legislation and its

subsequent application into everyday practice, subsequent
research will aim to facilitate consensus on procedures for
occupational therapists in Ireland to address DMC assessment
for IL of older adults, from a client-centred, occupation-based
perspective that aligns with legislative changes.

With increasing societal interest in the subject of DMC and
evolving appreciation of autonomy and rights, insights offered
on DMC practice issues are much needed. Understanding the
issues involved in assessing and supporting older people to
participate in decision-making for IL is an important concern
for all HCPs who contribute to these processes.
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