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Objective: To investigate financial capacity in patients
with Alzheimer disease (AD) using a new theoretical
model and prototype psychometric instrument.

Design: Cross-sectional comparisons of older control
subjects (n=23) and patients with mild (n=30) and mod-
erate AD (n=20).

Main Outcome Measures: Financial capacity was
measured using the Financial Capacity Instrument, a
prototype psychometric instrument that tests financial
capacity using 14 tasks of financial ability comprising 6
clinically relevant domains of financial activity: basic
monetary skills, financial conceptual knowledge, cash
transactions, checkbook management, bank statement
management, and financial judgment.

Results: The Financial Capacity Instrument tasks and
domains showed adequate to excellent internal, inter-
rater, and test-retest reliabilities. At the task level, pa-
tients with mild AD performed equivalently with con-
trols on simple tasks such as counting coins/currency and
conducting a 1-item grocery purchase, but significantly
below controls on more complex tasks such as using a
checkbook/register and understanding and using a bank

statement. At the domain level, patients with mild AD per-
formed significantly below controls on all domains ex-
cept basic monetary skills. Patients with moderate AD per-
formed significantly below controls and patients with mild
AD on all tasks and domains. Regarding capacity status
outcomes (capable, marginally capable, incapable) on do-
mains, patients with mild AD had high proportions of mar-
ginally capable or incapable outcomes (range, 47%-
87%), particularly on difficult domains like bank statement
management (domain 5) and financial judgment (do-
main 6), but variability in individual outcomes. Patients
with moderate AD had almost exclusively incapable out-
comes across the 6 domains (range, 90%-100%).

Conclusions: Financial capacity is already signifi-
cantly impaired in mild AD. Patients with mild AD dem-
onstrate deficits in more complex financial abilities and
impairment in most financial activities. Patients with mod-
erate AD demonstrate severe impairment of all financial
abilities and activities. The Financial Capacity Instru-
ment has promise as an instrument for assessing domain-
level financial activities and task-specific financial abili-
ties in patients with dementia.
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L OSS OF higher order func-
tional capacities (Instrumen-
tal Activities of Daily Life)1

is a defining feature of Alz-
heimer disease (AD).2,3 As

memory, language, and judgment abili-
ties erode, patients with AD lose the ca-
pacity to make medical health care deci-
sions,4,5 manage their financial affairs,6

drive,7,8 use the telephone,9 and take medi-
cation.10 Loss of such higher order capaci-
ties results in significant patient disabil-
ity and family caregiving burdens and
costs, and can be associated with in-
creased hospitalization time and eco-
nomic costs,11,12 and mortality.11

Considerable progress has been made
in understanding the neurocognitive
changes that occur in AD.13,14 In contrast,

we know surprisingly little about impair-
ment and loss of higher order capacities in
dementia and in normal cognitive aging.15

An important example is financial capac-
ity. Financial capacity comprises a broad
range of conceptual, pragmatic, and judg-
mental abilities important to the indepen-
dent functioning of older adults.16-18 Re-
cent aging research has suggested the special
character of financial capacity as a higher
order capacity. Financial capacity has been
found to be an “advanced” activity of daily
life (along with using the telephone and eat-
ing), conceptually and statistically distinct
from “household” activities of daily life (ie,
meal preparation, shopping, and light and
heavy housework) and “basic” activities of
daily life (ie, bathing, dressing, walking, and
toileting).11 The advanced activities of daily
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life are specifically associated with cognitive function19 and
their loss differentially predicts hospital contact and mor-
tality.11 Thus financial capacity represents a cognitively
complex activity that may be particularly vulnerable to de-
mentia and cognitive aging.20

Loss of financial capacity has important conse-
quences for patients with dementia and their families. First,
there are economic and psychological consequences. Pa-
tients with dementia often have difficulties paying bills and
handling basic financial tasks,6 and are at risk for making
decisions that endanger assets needed for their own long-
term care or intended for testamentary distribution to fam-
ily members. Like loss of driving privileges, loss of con-
trol over one’s own funds can have significant psychological
consequences since it implicates a core aspect of indi-
vidual autonomy in our society.21 Second, loss of finan-
cial capacity has clinical significance to health care pro-
fessionals who treat patients with dementia. Impairments

in financial skills and judgment are often early functional
changes demonstrated by patients with dementia.20 Third,
declining financial capacity is closely linked to legal is-
sues of elder person abuse. Financial exploitation is a form
of elder person abuse commonly associated with victims’
diminished or impaired mental capacities.22 The media are
replete with accounts of older adults victimized in con-
sumer fraud and other scams.23 Older adults can also be
more covert victims of undue influence exercised by fam-
ily members and third parties.24

Finally, loss of financial capacity implicates impor-
tant legal issues of competency.25 A disproportionately high
number of older adults are subjects each year of conser-
vatorship proceedings, owing to the high incidence of de-
mentias and other mental and medical illnesses affecting
financial competency in this age group.25 These legal pro-
ceedings involve significant time and expense for fami-
lies. Loss of financial capacity has implications not only

PARTICIPANTS AND METHODS

CONCEPTUAL MODEL
OF FINANCIAL CAPACITY

Financial capacity represents a broad continuum of activi-
ties and specific skills. We conceptualized financial capac-
ity as a series of discrete, clinically relevant domains of ac-
tivity rather than as a unitary construct. A domain-based
approach better approximates the multidimensionality of
financial capacity and is consistent with the legal doctrine
of limited financial competency adopted within most state
legal jurisdictions, which recognizes that an individual may
be competent to carry out some financial activities and not
others.25 In addition to domains, our model identifies spe-
cific financial abilities or tasks. For example, the domain
of “checkbook management” might draw on specific abili-
ties such as understanding the parts of a checkbook/
register, and also pragmatically using a checkbook/
register in everyday transactions. Thus our conceptual model
of financial capacity has 2 levels: (1) general domains of
financial activity clinically relevant to the independent func-
tioning of community-dwelling older adults; and (2) spe-
cific financial abilities or tasks, each of which is relevant
to and operationalizes individual domains.

FINANCIAL CAPACITY INSTRUMENT

In developing a psychometric instrument, we began by iden-
tifying domains of everyday financial activity. Inclusion cri-
teria for domains were (1) theoretical relevance to inde-
pendent functioning of community-dwelling older adults,
(2) clinical relevance to health care professionals who treat
older adults and evaluate financial capacity, and (3)
general relevance to extant and prior state statutory crite-
ria for financial competency.36,37 Based on these criteria, we
identified 6 initial domains of financial activity: basic mon-
etary skills; financial conceptual knowledge; cash trans-
actions; checkbook management; bank statement manage-
ment; and financial judgment (Table 1). To operationalize
these domains, we developed standardized, quantifiable
behavioral tasks specific to each domain. Inclusion

criteria for financial tasks were (1) theoretical relevance to
a particular domain; (2) practicality of implementation
within a laboratory setting34; and (3) varying task diffi-
culty levels that might be differentially sensitive to demen-
tia level. Financial tasks were generally identified from a
review of existing behavioral assessment measures with fi-
nancial items.33,34 However, the actual tasks developed in
our laboratory were original and not borrowed from other
instruments. Overall, we developed 14 specific financial
tasks, which are set forth by their respective domain and
difficulty level (simple or complex) in Table 1.

FCI Administration

The FCI tasks are administered according to a standard-
ized protocol. Tasks are presented serially by domain, be-
ginning with task 1a of domain 1 (Table 1). The prototype
FCI used in this study took about 30 to 40 minutes to ad-
minister to older controls, and 40 to 50 minutes to admin-
ister to patients with dementia.

FCI Scoring

Performance scores for the FCI tasks and domains are ob-
tained using a standardized scoring system. Prompts and
scoring anchors are incorporated into tasks to facilitate the
validity, reliability, and interpretability of scores. On many
items, spontaneous response and recall questions are supple-
mented with recognition format questions so that partial
credit is available to patients with amnesia or aphasia.
Performance scores for each FCI domain are obtained by
summing task scores within that domain. Preliminary cut-
off scores for determining capacity outcome status on the
FCI domains (capable, marginally capable, incapable
outcomes) were established in relation to normal control
performance. Cutoff scores for distinguishing capable
from marginally capable outcomes, and marginally ca-
pable from incapable outcomes, were set at 1.5 SDs and 2.5
SDs, respectively, below the control group mean for the do-
main. This psychometric approach to classification of ca-
pacity status has been used successfully in prior capacity
research.4

(REPRINTED) ARCH NEUROL / VOL 57, JUNE 2000 WWW.ARCHNEUROL.COM
878

©2000 American Medical Association. All rights reserved.
Downloaded From: http://archneur.jamanetwork.com/ by a Harvard University User  on 05/21/2014



for protection of the estate (conservatorship), but also for
protection of the person (guardianship). It has been sug-
gested that “everyday use of money will be highly corre-
lated to general success in independent living.”26(p249) Thus,
loss of financial skills is also a litmus for declining capac-
ity to live independently and to care for oneself.

Given its importance, financial capacity has been sur-
prisingly neglected in scientific research.18 The medico-
legal literature contains only a handful of articles and chap-
ters on financial capacity or financial competency,25,27-30

and no empirical clinical studies have been found. The
lack of clinical research may in part reflect a lack of con-
ceptual models and standardized assessment instru-
ments. Prior gerontological research has yielded only el-
ementary conceptual models for financial capacity, such
as “managing finances” or “financial management”16,17

functions. Similarly, while established measures of func-
tional capacities in dementia such as the Blessed Demen-

tia Rating Scale,31,32 the Direct Assessment of Function
Scale,33 the Structured Assessment of Independent
Living Skills,34 the Everyday Problems Test,15,20 and the
Independent Living Scales35 include financial items, these
tests cover a diverse range of functional living skills and
are not specific to financial capacity. Detailed clinical study
of financial capacity, thus, requires development of
new theoretical frameworks and empirical assessment
instruments.18

In this article we investigate financial capacity in
patients with AD using a new theoretical model and
related prototype instrument. We first present a do-
main- and task-based model of financial capacity. We next
describe the Financial Capacity Instrument (FCI) and
present initial data concerning its psychometric proper-
ties. We then use the FCI to investigate financial capac-
ity in AD using a sample of older control subjects and
patients with mild and moderate AD.

STUDY PARTICIPANTS

Participants consisted of 23 normal older controls and 50
patients with AD. Controls were cognitively intact, healthy,
older adults who were recruited from the community. Mean
(SD) Mini-Mental State Examination (MMSE)38 score for
controls was 29.2 (0.9). All 50 patients with AD were com-
munity-dwelling individuals whose dementia was well char-
acterized using neurological, neuropsychological, and neu-
roradiological procedures. Diagnosis of probable or possible
AD was based on National Institute of Neurological and
Communicative Disorders and Stroke–Alzheimer’s Dis-
ease and Related Disorders Association criteria3 and con-
sensus of a neurologist (L.E.H.) and neuropsychologist
(D.C.M.). Mean MMSE score for the total group of pa-
tients with AD was 20.4 (4.4). Patients with AD were di-
vided into subgroups of those with mild AD (MMSE score,
$20) (n=30) (mean [SD] MMSE score, 23.5 [1.8]) and
those with moderate AD (MMSE score range, $9 and ,20)
(mean MMSE score, 16.0 [3.0]) (n=20). In prior capacity
research these MMSE cutoff scores have been successfully
used to stage mild and moderate AD.4,5

Controls (mean [SD], 70.3 [6.7] years) did not differ in
age from the total group of patients with AD (73.8 [7.6] years)
(t=1.9, P=.07). The sex distributions of both groups were
virtually identical (x2=0.07, P=.80), with about 37% male
(9 of 23 controls, 19 of 50 patients with AD) and 63% fe-
male (14 of 23 controls, 31 of 50 patients with AD). How-
ever, controls (15.2 [1.8] years) had more education than the
patients with AD (12.8 [3.3] years) (t=3.3, P,.01). This dif-
ference in educational level was not viewed to be clinically
significant. Informed consent was obtained from all con-
trols, and from all patients with AD and their caregivers, as
part of this institutional review board–approved research.

Exclusion Criteria: Prior/Premorbid
Financial Experience

Because financial capacities can covary with life experi-
ence, we sought to establish the prior financial experience
of participants before evaluating their current financial abili-
ties. This is an issue that has not been fully addressed in
previous research on financial capacity in dementia.34,39 As

part of enrollment in the study, a form relating to prior fi-
nancial experience was completed by control subjects con-
cerning themselves (self-report), and by caregivers of pa-
tients with AD concerning these patients. Unfortunately,
this prior/premorbid experience data was incomplete and
in some cases inaccurate owing to the younger caregivers’
(eg, grandchildren) lack of knowledge. Despite these dif-
ficulties, we believe that the FCI test results overall were
valid and indicative of functional decline in patients with
AD. All participants had experience with the fundamental
domains of basic monetary skills, financial concepts, simple
cash transactions (domains 1-3), and both of the financial
judgment domain tasks (mail fraud solicitation, and simple
inheritance/investment decision) (domain 6) were acces-
sible to individuals with little or no financial experience.
Participant performance on the more complex and expe-
rientially variable domains of checkbook management and
bank statement management (domains 4 and 5) should be
interpreted with a little more caution.

Procedures

All participants were administered the FCI. A subset of con-
trols and patients with AD [n=17] were retested on the FCI
to establish the preliminary test-retest reliability. Inter-
rater reliability of the FCI domains and tasks was investi-
gated using 2 independent raters and another subset of con-
trols and patients with AD [n=11].

STATISTICAL DESIGN

Participant scores were compiled within participant group
for the 14 individual tasks and 6 domains. Internal, test-
retest, and interrater reliabilities of the tasks and domains
were determined using Cronbach a, Pearson r, and the per-
centage of exact rater agreement, respectively.40 Domain and
task performance of controls and subgroups of patients with
AD were compared using 1-way analysis of variance and
the least significant difference post hoc test (P,.01).40 Ca-
pacity outcomes of the patients with AD on the 6 domains
were determined using the psychometric cutoff scores de-
scribed earlier. x2 was used to determine the effect of de-
mentia level on capacity outcome within domain.
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RESULTS

FCI RELIABILITIES

Table 2 provides internal consistency data for the 6 do-
mains and 14 constituent tasks for the full sample (N=73).
Coefficient a was at acceptable levels for all domains, with
strong reliabilities demonstrated for domains 1, 4, and
5. Coefficient a for all tasks was also at an acceptable level.
Overall, these preliminary analyses indicated that the pro-
totype FCI tasks and domains have sufficient internal re-
liability to generate meaningful scores.

Table 2 also provides the initial test-retest reliabil-
ity data for the 6 domains and 14 tasks for a small test-
retest sample (n=17; 10 controls and 7 patients with AD).
The test-retest interval was 22.7 days (SD=9.4 days).
These data demonstrated acceptable stability in perfor-
mance on all domains and tasks, with the exception of
task 6a (detecting risk of mail fraud). We have since re-
vised task 6a test items to address this instability.

Table 2 also lists the initial interrater reliability data
for the domains and tasks. For each FCI item, we used a
conservative criterion of percentage of exact agreement
between 2 raters across a subsample of controls and pa-
tients with AD (n=11). The percentage of agreement per
item was then averaged for each task and domain. Ad-
equate interrater reliabilities (.80% exact agreement)
were found for all domains and tasks, with the excep-
tion of task 2a (defining financial concepts) which was
marginal (67% exact agreement).

PERFORMANCE ON FCI DOMAINS AND TASKS

Table 3 sets forth the performance of the controls and
patients with AD on the FCI domains and tasks. Using
1-way analysis of variance and the least significant dif-
ference post hoc test (P,.01), patients with mild AD per-

formed equivalently with controls on domain 1 (basic
monetary skills), but significantly below controls on the
other domains. Patients with moderate AD performed sig-
nificantly below controls and patients with mild AD on
all domains. On the FCI tasks, patients with mild AD per-
formed equivalently with controls on simple tasks such
as naming coins/currency, counting coins/currency, un-
derstanding parts of a checkbook, and detecting risk of
mail fraud. Patients with mild AD performed signifi-
cantly below controls on more complex tasks such as ap-
plying financial concepts, obtaining exact change for vend-
ing machine use, understanding and using a bank
statement, and making an investment decision. Patients
with moderate AD performed significantly below con-
trols and patients with mild AD on all tasks.

CAPACITY OUTCOMES
ON FCI DOMAINS

Table 4 provides the capacity outcomes for the sub-
groups of patients with AD on the 6 FCI domains. In the
context of an experimental instrument and small con-
trol sample with limited heterogeneity (see “Methods”
section), these outcomes should be interpreted cau-
tiously. Patients with mild AD demonstrated a bimodal
pattern of capacity loss across the domains. While ap-
proximately 50% of the patients with mild AD were found
capable on domains 1 through 3, less than 30% were found
capable on domains 4 and 5 (ie, checkbook manage-
ment and bank statement management), and less than
15% were found capable on domain 6 (financial
judgment). These findings suggested that the FCI do-
mains may form a hierarchy of difficulty for patients with
mild AD. Patients with moderate AD, in contrast, dem-
onstrated very high rates of incapable outcomes on all
FCI domains (range, 90%-100%). The effect of demen-
tia stage on capacity outcome was robust.

Table 1. Description of Financial Capacity Instrument Domains and Tasks

Task Description Task Difficulty

Domain 1: Basic Monetary Skills
Task 1a: Naming coins/currency Identify specific coins and currency Simple
Task 1b: Coin/currency relationships Indicate relative monetary values of coins and/or currency Simple
Task 1c: Counting coins/currency Accurately count groups of coins and/or currency Simple

Domain 2: Financial Conceptual Knowledge
Task 2a: Define financial concepts Define a variety of simple financial concepts Complex
Task 2b: Apply financial concepts Practical application/computation using financial concepts Complex

Domain 3: Cash Transactions
Task 3a: 1-Item grocery purchase Enter into simulated 1-item transaction; verify change Simple
Task 3b: 3-Item grocery purchase Enter into simulated 3-item transaction; verify change Complex
Task 3c: Change/vending machine Obtain exact change for vending machine use; verify change Complex

Domain 4: Checkbook Management
Task 4a: Understand checkbook Identify and explain parts of check and check register Simple
Task 4b: Use checkbook/register Enter into simulated transaction and make payment by check Complex

Domain 5: Bank Statement Management
Task 5a: Understand bank statement Identify and explain parts of a bank statement Complex
Task 5b: Use bank statement Identify aspects of specific transactions on bank statement Complex

Domain 6: Financial Judgment
Task 6a: Detect fraud risk Detect and explain risks in mail fraud solicitation Simple
Task 6b: Make investment decision Understand investment situation/options; make investment decision Complex
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COMMENT

As our society ages, clinical assessment of higher order
functional capacities has become increasingly impor-
tant. In areas like financial capacity, medical decision-
making capacity, medication compliance, and driving, so-
ciety has a strong interest in accurately discriminating
intact from impaired functioning. As noted in the intro-

duction, nowhere is this societal interest more pressing
than in the area of financial capacity and AD. Every year
large numbers of patients with dementia and their fami-
lies suffer challenges and hardships related to loss of fi-
nancial abilities. While in some cases families respond
promptly and appropriately to these functional changes,
in many other cases tragedies involving financial exploi-
tation or unintentional self-impoverishment occur.22 Ac-

Table 2. Reliabilities of Financial Capacity Instrument Domains and Tasks*

Coefficient a
(n = 73)

Test-Retest r †
(n = 17)

% Exact Interrater Agreement
(n = 11)

Domain 1: Basic Monetary Skills 0.92 .98 99.7
Task 1a: Naming coins/currency 0.82 .84 100.0
Task 1b: Coins/currency relationships 0.83 .92 99.2
Task 1c: Counting coins/currency 0.85 .88 100.0

Domain 2: Financial Conceptual Knowledge 0.88 .93 87.3
Task 2a: Define financial concepts 0.79 .94 67.0
Task 2b: Apply financial concepts 0.82 .90 98.2

Domain 3: Cash Transactions 0.85 .91 99.1
Task 3a: 1-Item grocery purchase 0.68 .83 98.5
Task 3b: 3-Item grocery purchase 0.73 .83 100.0
Task 3c: Change/vending machine 0.63 .87 98.7

Domain 4: Checkbook Management 0.93 .85 92.5
Task 4a: Understanding checkbook 0.89 .81 88.7
Task 4b: Use checkbook/register 0.88 .92 100.0

Domain 5: Bank Statement Management 0.91 .92 86.4
Task 5a: Understand bank statement 0.88 .78 81.0
Task 5b: Use bank statement 0.79 .82 97.0

Domain 6: Financial Judgment 0.89 .88 88.1
Task 6a: Detect fraud risk 0.72 .50 92.7
Task 6b: Make investment decision 0.88 .92 85.9

*Boldfaced values indicate domain level reliabilities.
†All coefficients were P,.001, except Task 6a where P,.05.

Table 3. Performance on Financial Capacity Instrument Domains and Tasks by Diagnostic Group*

Score Range Controls (n = 23)
Patients With

Mild AD (n = 30)
Patients With

Moderate AD (n = 20)

Domain 1: Basic Monetary Skills 0-79 77.9† (1.9) 75.5† (3.5) 57.9 (16.3)
Task 1a: Naming coins/currency 0-30 30.0† (0.0) 30.0‡ (0.0) 26.7 (4.7)
Task 1b: Coins/currency relationships 0-37 36.0† (1.8) 34.0‡ (3.0) 22.7 (9.2)
Task 1c: Counting coins/currency 0-12 11.9† (0.3) 11.5§ (0.8) 8.6 (3.8)

Domain 2: Financial Conceptual Knowledge 0-41 35.5†§ (2.7) 29.6‡ (5.4) 19.1 (6.3)
Task 2a: Define financial concepts 0-16 13.0†§ (1.9) 9.7‡ (2.9) 7.1 (2.7)
Task 2b: Apply financial concepts 0-25 22.5†§ (1.4) 19.9‡ (3.6) 12.0 (4.6)

Domain 3: Cash Transactions 0-48 46.2†§ (2.7) 38.6‡ (8.5) 22.2 (10.1)
Task 3a: 1-Item grocery purchase 0-16 15.3† (2.5) 14.4‡ (3.2) 8.6 (4.9)
Task 3b: 3-Item grocery purchase 0-16 15.2†§ (1.3) 10.7‡ (5.0) 4.6 (3.3)
Task 3c: Change/vending machine 0-16 15.7†§ (0.6) 13.6‡ (2.8) 9.0 (4.1)

Domain 4: Checkbook Management 0-62 60.2†§ (2.1) 50.7‡ (8.0) 33.3 (16.1)
Task 4a: Understanding bank statement 0-32 30.7† (1.5) 27.9‡ (3.1) 20.6 (7.6)
Task 4b: Use checkbook/register 0-30 29.5†§ (1.5) 22.8‡ (6.1) 12.2 (9.1)

Domain 5: Bank Statement Management 0-40 37.4†§ (2.2) 28.6‡ (7.6) 14.9 (7.2)
Task 5a: Understand bank statement 0-22 19.7†§ (2.1) 15.0‡ (4.1) 8.0 (3.6)
Task 5b: Use bank statement 0-18 17.7†§ (0.9) 13.6‡ (4.3) 6.9 (4.1)

Domain 6: Financial Judgment 0-37 30.0†§ (3.0) 20.8‡ (5.4) 10.7 (5.1)
Task 6a: Detect fraud risk 0-10 8.6† (2.0) 7.8§ (2.2) 6.9 (2.8)
Task 6b: Make investment decision 0-27 21.4†§ (2.1) 13.0§ (4.4) 5.3 (3.5)

*Boldfaced values indicate domain level performance; AD, Alzheimer disease; numbers in parentheses, the SDs.
†Normal control mean differs significantly from moderate AD mean using least significant difference post hoc test (P,.01).
‡Mild AD mean differs significantly from moderate AD mean using least significant difference post hoc test (P,.01).
§Normal control mean differs significantly from mild AD mean using least significant difference post hoc test (P,.01).
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cordingly, just as there is growing awareness of public
health issues regarding dementia and driving capac-
ity,7,8 so equally there needs to be increased public at-
tention to loss of financial capacity in dementia.41 Early
clinical detection of impaired financial abilities will help
protect both the economic resources and emotional well-
being of dementia patients and their families.

The prototype FCI was developed to assess every-
day financial activities and abilities relevant to community-
dwelling older adults, and likely to be compromised by
dementia. The FCI represents a potential advance in func-
tional assessment because it (1) is specific to the con-
struct of financial capacity; (2) conceptualizes financial
capacity as a series of discrete clinical spheres of activity
(domains) linked to independent community func-
tion—a new theoretical approach that is flexible and clini-
cally oriented; (3) operationalizes domains with tests of
specific financial abilities (tasks), which are objective and
behaviorally anchored; (4) classifies task difficulty at 2
levels—simple and complex; (5) includes recognition
items on many tasks to support the performance of pa-
tients with amnesia and aphasia; (6) quantifies perfor-
mance on tasks and domains, and establishes capacity
outcomes on domains; (7) demonstrates initial psycho-
metric properties of reliability; (8) demonstrates initial
face and content validity; and (9) demonstrates initial con-
struct validity by discriminating performance and capac-
ity outcomes of controls and patients with mild and mod-
erate AD.

The initial psychometric data indicated that the FCI
is a reliable instrument (Table 2). Internal reliability for
the FCI domains was quite high, with coefficient a greater
than 0.85 for all domains, and greater than 0.90 for 3 do-
mains (domains 1, 4, and 5). Both test-retest and inter-
rater reliabilities were also at good levels for all domains
and virtually all tasks.

Analyses demonstrated that the FCI domains and
tasks discriminated well the performance of controls and

patients with mild AD and patients with moderate AD
(Table 3). Patients with mild AD performed equiva-
lently with controls on domain 1 (basic monetary skills)
but significantly below controls on the other 5 domains.
For the FCI tasks, patients with mild AD performed
equivalently with controls on simple tasks such as con-
ducting a 1-item grocery store purchase or detecting risk
of fraud but significantly below controls on more com-
plex tasks. Patients with moderate AD performed sig-
nificantly below controls and patients with mild AD on
all domains and tasks.

The capacity outcome findings on the FCI do-
mains offered an additional perspective on loss of finan-
cial abilities in dementia. Approximately 15 (50%) of the
patients with mild AD were found capable on fundamen-
tal financial activities such as basic monetary skills, know-
ing/using financial concepts, and conducting cash trans-
actions (domains 1-3) (Table 4). On more difficult
financial activities like checkbook management, bank
statement management, and financial judgment (do-
mains 4-6), only about 8 patients (25%) or fewer of the
30 patients with mild AD were found to be capable. This
pattern of pronounced capacity loss on more difficult do-
mains probably reflects the higher order neurocognitive
deficits characteristic of mild AD—in abstract reason-
ing, executive function, semantic knowledge, as well as
short-term recall.13,42,43

In contrast to patients with mild AD, few if any of
the patients with moderate AD were found to be capable
on the FCI domains. As a group, the patients with mod-
erate AD demonstrated virtually global incapable out-
comes on the domains (range, 90%-100%)(Table 4). Neu-
rocognitive deficits are global and advanced in moderate
AD and involve basic attentional44,45 and receptive lan-
guage capacities,44 as well as memory, calculations, and
basic semantic knowledge, and executive function.13,43

These deficits potentially impair performance of even
simple, previously automatic tasks such as counting coins/

Table 4. Capacity Outcomes on Financial Capacity Instrument Domains for Subgroups of Patients With Alzheimer Disease (AD)

% of Patients (No. of Patients/Total No. of Patients in Subgroup)

P *Capable Marginally Capable Incapable

Domain 1: Basic Monetary Skills
Patients with mild AD 53 (16/30) 17 (5/30) 30 (9/30)

,.001
Patients with moderate AD 10 (2/20) 0 (0/20) 90 (18/20)

Domain 2: Financial Conceptual Knowledge
Patients with mild AD 47 (14/30) 13 (4/30) 40 (12/30)

.002
Patients with moderate AD 5 (1/20) 5 (1/20) 90 (18/20)

Domain 3: Cash Transactions
Patients with mild AD 47 (14/30) 10 (3/30) 43 (13/30)

,.001
Patients with moderate AD 0 (0/20) 0 (0/20) 100 (20/20)

Domain 4: Checkbook Management
Patients with mild AD 27 ((8/30) 13 (4/30) 60 (18/30)

.02
Patients with moderate AD 0 (0/20) 5 (1/20) 95 (19/20)

Domain 5: Bank Statement Management
Patients with mild AD 27 (8/30) 16 (5/30) 57 (17/30) .003
Patients with moderate AD 0 (0/20) 0 (0/20) 100 (20/20)

Domain 6: Financial Judgment
Patients with mild AD 13 (4/30) 37 (11/30) 50 (15/30)

.007
Patients with moderate AD 0 (0/18) 6 (1/18) 94 (17/18)

*Significance of difference between dementia subgroup outcomes using x2 test.
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currency or carrying out simple grocery store transac-
tions and, thus, lead to incapacity in even the most ba-
sic financial activities.

Given these findings, there not surprisingly was a
robust relationship between dementia stage and capac-
ity outcome across the domains (Table 4). However, in
contrast with patients with moderate AD, considerable
variability was noted in the individual capacity out-
comes for patients with mild AD. There were a number
of capable and marginally capable outcomes for pa-
tients at the lower end of the mild AD range (ie, MMSE
scores $20 and #23). It appears that capacities to carry
out different financial activities can still vary among pa-
tients with mild AD, to some extent irrespective of rela-
tive dementia level. In contrast, patients with moderate
AD demonstrated virtually complete incapacity across the
same domains—even those patients at the upper end of
the moderate range (eg, MMSE scores $17 and ,20).
These findings again suggest that as patients with AD en-
ter the moderate stage there is increasingly global loss
of financial capacity.

The findings discussed earlier represent perhaps the
first systematic effort to investigate psychometrically loss
of financial capacity in dementias like AD. The findings have
important clinical implications. They suggest that, early on
in AD, there is significant impairment of financial capac-
ity. Patients with mild AD appear to experience deficits in
complex financial abilities, and some level of impairment
in almost all financial activities. Patients with moderate AD
appear to experience loss of both simple and complex fi-
nancial abilities, and demonstrate severe impairment across
all financial activities. Accordingly, we propose the follow-
ing preliminary clinical guidelines:
• Patients with mild AD are at significant risk for impair-

ment in most financial activities, in particular complex
activities like checkbook and bank statement manage-
ment. Areas of preserved autonomous financial activity
should be carefully evaluated and monitored.

• Patients with moderate AD are at great risk for loss of
all financial activities. Although each patient with AD
must be considered individually, it is likely that most pa-
tients with moderate AD will be unable to manage their
financial affairs.

Some limitations of this study should be noted. First,
this was an initial and exploratory study, with relatively
small samples of controls and patients with mild and mod-
erate AD. Studies that include a larger and more heterog-
eneous control sample are needed, particularly for estab-
lishing clinically meaningful psychometric cutoff scores
for identifying capacity status. As discussed elsewhere,4,46

such cutoff scores are not intended to displace the clini-
cian, but to provide objective reference points to better sup-
port clinical decision making. Second, methodological is-
sues concerning participants’ premorbid financial
experience will need attention. Reliable and accurate as-
sessment of premorbid financial abilities appears to be an
integral aspect of research into financial capacity. Fi-
nally, neuropsychological studies of loss of financial ca-
pacity in dementia will be valuable. Such studies can re-
veal neurocognitive changes in AD associated with loss of
different financial abilities and may thereby establish clini-
cal markers of financial incapacity.
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