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Northern Cognition and Memory Service

« Based in Armidale Community Health
« Comprised of:
— CNC Dementia — Mark Howland- Tablelands/Mehi
— Clinical Neuropsychologist — Tablelands/Mehi/Peel

— Dementia Support Workers /f?
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Northern Cognition and Memory Serviceg

* We provide assessment, diagnosis, management of dementia:

— CNC Dementia — home visit, comprehensive screening of
cognition, obtain preliminary background information from
patient and caregivers and GP

— Clinical Neuropsychologist — if dementia is suspected and
further clarification is required (e.g. diagnosis unsure, complex),
referral is then made for neuropsychological assessment

— Dementia Support Worker — once diagnosis has been made,
or in cases where diagnosis Is previously known, support
worker meets with patient and family to discuss diagnosis,
assist with future planning and maintain ongoing involvement as
required

* |In consultation with treating doctor
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Today’s learning outcomes

1. Understand the utility of cognitive screening- why screen?

2. Differentiate between cognitive screening measures and their
applicability in various circumstances

3. Recognise limitations to cognitive screening (e.g. delirium,
differential diagnosis of dementia)

4. Recognise the role of cognitive screening in older adult
patient care pathway

5. Understand the consequences for management and
discharge planning (e.g. driving, decision making)
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What is cognition?

-

Mental process of acquiring A

knowledge and
understanding through
thought, experience, senses

(U
. Thinking

Knowing

J

Remembering




What Is neuropsychology?

Behaviour

"\

Emotion

7/

Cognition
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Cognitive Domains

Commonly assessed.:
» Basic attention
* Working memory
» Speed of Information processing
* Learning and memory
« Executive functions
* Language
 Visuospatial ablilities
Ak
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Assessing cognition: WHY screen?

« Implications for patient care and management

« Self-report is unreliable and confounded:
— “do you remember if you have memory problems?”
— “are you aware of any issues with self-awareness?”

* Objective assessment of cognition is crucial

« Neuropsychological assessment = gold standard for objective
cognitive assessment

« Efficient to use cognitive screen to objectively evaluate an
individual’'s cognitive status
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Cognitive screens: WHAT to use?

E.g.

MMSE
AMTS
MoCA
MoCA-B
SMMSE
RUDAS
ACE
ACE-R
ACE-III
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FAB
CAMCOG
CDT
GPCOG
IQCODE
CAM
AAT
GDS

SIS



Cognitive screens: WHAT to use?

« Which cognitive screens do you use for which
setting?

Emergency Dept (ED)
VS
Inpatient ward
VS

Community
?
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Cognitive screens: WHAT to use? .

Abbreviated Mental Test Score (AMTS)

E l I I e r g e n C y D e p t Establish baseline cognition by completing the Abbreviated Mental Test OR SMMSE for all

presentations 65 years + (45+ ATSI). Repeat with any change in cognition behaviour of LOC. Score 1
for each correct answer.

AMTS (1972)

Date _/_/_ _/_J_ _J_ /J_ _J_[__

_ 5 mlnS 1. How old are you
2. What is the time (nearest hour)
. Give the patient an address and ask them to repeat it at the end of the test
- 10 queSthnS E.g. 42 Market St Queanbeyan
3. What year is it?
4. What is the name of this place

< 7 suggests cognitive 5. Can the patient recognise two

. . relevant persons (eg. Nurse/doctor or
iImpairment o
6. What is your date of birth?

7. When did the second world war
start? (1939)
8. Who is the current Prime Minister?
9. Count down backwards from 20to 1
10 Can you remember the address |
gave you?
TOTAL SCORE
Signature

= A score of 7 or less indicates cognitive impairment

= All patients require a Delirium Risk Assessment using (DRAT) over page

Does the person have a history of any recent / sudden change in behaviour,
cognition, loss of consciousness or functional abilities (inc Falls)?

) )

NO - Please do DRAT

Yes - Please do CAM
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Cognitive screens: WHAT to use? .

Emergency Dept

6 ltem Screener
(SIS)

e 3 orientation

« 3recall

» < 3 cutoff

(approx 88% sensitivity and
specificity for dx dementia)
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Box 7.1 Six-Item Screener

This tool is a sensitive, brief cognitive assessment tool that has been validated
in the ED. Questions are asked of a reliable caregiver. False-positive rate,
however, is 23% (reprinted with permission from [6]).

Instructions to the patient: I would like to ask you some questions that may
ask you to use your memory. I am going to name three objects. Please wait
until I say all three words, then repeat them. Remember these words for me:
GRASS — PAPER - SHOE. (May repeat names 3 times if necessary, repeti-
tion not scored).

What year is this?

What month is this?

What is the day of the week?

After one-minute. What are the three objects that I asked you to remember?
[Grass]

[Paper]
[Shoe]

NN NN=

Each correct response is awarded one-point. Two of more errors is considered
high-risk for cognitive impairment.



Cognitive screens: WHAT to use?

Inpatient ward

Mini-Mental State Examination (MMSE)

Patient's Name: Date:

Instructions: Ask the questions in the order listed. Score one point for each correct
response within each question or activity.

Maximum | Patlent’s
Score | Score | Questions

5 “What is the year? Season? Date? Day of the week? Month?"

5 ‘Where are we now: State? County? Townicity? Hospital? Floor?”

The examiner names three unrelated objects clearly and slowly, then
asks the patient to name all three of them. The patient’s response is
used for scoring. The examiner fepeats them until patient learns all of
them, if possible. Number of trials:

“1 would like you to count backward from 100 by sevens.” (93, 86, 79,
5 72,65, ...) Stop after five answers.
Alternative: “Spell WORLD backwards.” (D-L-R-O-W)

(The examiner gives the patient a piece of blank paper.)

3 “Earlier | told you the names of three things. Can you tell me what those.
were?'
2 ‘Show the patient two simple ub;ccs such as a wristwatch and a pencil,
and ask the patient to name them.
1 “Repeat the phrase: ‘No ifs, ands, or buts.”™
3 “Take the paper in your right hand, fold it in half, and put it on the floor.”

MONTREAL COGNITIVE ASSESSMENT (MOCA)

VISUOSPATIAL / EXECUTIVE Copy

Dato of birth :
DATE :

Draw CLOCK (Ten past eleven)
(xpoinn)

R U D A S

The Kowland { oz
(Stores R, Bas, Confor & Dickoons 2004y Ttermsdonst Poyeegertron 16 (1, 15-31

ADDENBROOKE’S COGNITIVE EXAMINATION - ACE-IlI
English Version A (2012)

“Please read this and do what it says.” (Written instruction is “Close

| your eyes.’)

“Make up and write a sentence about anything.” (This sentence must
contain a noun and a verb)

“Please copy this picture.” (The examiner gives the patent a blank
piece of paper and asks himvher to draw the symbol below. All 10
angles must be present and two must intersect.)

' e

30 TOTAL
(Adapted rom Rovner & Folsten, 1987)
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Visuaconstructional Drawing

[ ] tvznwords)

[ETRTVRUTI ity beteoen o5 amans -ovamge < | ] traim=bicydle | ] watch - ruler
DELAYED RECALL Maste sl wueds | FACE VELVET | GHURCH | DAISY | RED h‘;l:l‘f
wnwocue | [ ] 8] ] 01 10D | vecnomy
Gty
e o ot
[ Joste [ Jmenth [ Jvesr [ Joay [ Jeace [ Jeny

T ———
www.mocatest.org

weemai2 26730 | TOTAL
2041 point 4513y 5w

as it looks to you (Show cubc on back of page). (Fes = /)
m.m-

Has person dravwn a picture based on a square? ol
{2) T et s appcs i ersn’s g ,|

(3)_Do all external ines sppear in person’s drawing? =

Judgment
$, T o smding on e daf by s, el pedesio o wdon o i
Tellme vt you o the person

pous hat coss o address ot ars o snever, se prome: “Is there myllung else you would w'y

il part of

Seore as:
Did person indicate that they would look for traffic? (YES 2
Did person make any additional safety proposals?  (YES = 2

Dates [/ Paticnt Name:
Ttem o
Memo
1 tnsuctons) lemynnmlmxylrmxlw:m@ugﬂmpvplrg Her i o gocry s, ould
sbout 5 mins. time | wil ask you what \ns&ulwrhxv(mlmy You et e ot o e
Tea, Caoking Oil, Ey the list 3 times). (1
four words, repeat the em, or,up to 8
[} N} maximum of five times.)
Contour _ Numbers __ Hands
2.1 am going to.sk you 1o identify/show me different parts of the body. (Carreet = I). Once the person
Corrcetly answers 5 parts of this question, da not continue as the maximum scorc is
(1) show me your right foot .
(2) show me your lcft hand 1
(3) with your right hand touch your lef shoulder T
(4) with your left hend touch your right car o
(5) whichisindicispont ) my e ks 1
(6) which s i int 1) my right elbow ]
(B} (7) with yumng.m hand manwpmmhmy]:ﬁm 1
1
Readitofomds b | | race | viwvir | owmen | oasy | mo . -
. rais
Lol BT | | | | | 50 oy bands. | want whatdo.
[ 2nd viel [ | | | Il Copy me when | dothis ... (On:)lmdmEm.m:elhﬂpllmdnwnnnllbl: alternate simulancously.) Now
= do it with me: Now | would ike you to keep doing this acton at this pace i | tell you tostop -
[121854 ppr 10 scconds.  pecc).
Subjecthas o repent hem i the backwasd ocdes [ ] 7.4 2 Secore as:
Normal =2 y rec
Treon g
iy very slight lack of synchrony between hands)
[ ] FEACMNAAIKLBAFAKOEAARIAMOFAAS Partially Adequate = 1 noticeabl ervors with some atiemp 0 self<correct; some atiempt ai
Sertal 3 sublraction starting at 100 % » maintenance; peor synchrony)
o i L fan xlnl....,.« (1% Failed =0 feannor do the task: no maintenance: no atiempt whatsoever)
.

Dete oftesting: __i__(__
Testers name:

Hospita No. or Address: Aga at leaving full time =ducation

Oeeupaton:
Handedness’
ATTENTION
¥ AskWhatisthe | Day Date Worih Year Season Afiention
[Soore -5
> sk Which Noloor | ShestHosptal | Town Courty Tourtry
Attention
- | [Score 0-8]
ATTENTION
> TeE"Tm g e o e words 2 1 e ot apet e af e en, ey and G~ Aftention

o ask you sar” ety
> Score onlythe fret il (repet 3t i necessany),
> Register number of sl

ATTENTION

> A he subjec:Cauld you ke 7 2wy om 1007 14 ke you's kaep &k 7 away fFom each e Afienion
mamber und 1 el you o 305 [Seore 09
» misiske, Lt
(€235 34, 77,70,63 - score )
> Stop after five subtractions (93, 38, 79, 72, 85): _—
WEWGRY
> Askc Which 3 words id | ssk you to repeat and remember? Hiemory
Iseore 03]
FLUENCY
5 Lot

rie oo con
etk ol rames ofpoplearplces, o e 1 e e e G

could give me worc 320 on. Bt you cam gre e s amewcaniua
B Yo ot e you ey

iT3ia
T
ey
> Animals . [Score 0
‘Say: “Nom can you name a5 many aimals as possibie. It can begin wih any lefier
fi
T s
=y
)
e
E -
= i
T o

13




Cognitive screens: WHAT to use?

Community

MONTREAL COGNITIVE ASSESSMENT (MOCA) Date of birth I m T >~ S I
Mini-Mental State Examination (MMSE) 3 DATE = — . — ADDENBROOKE’S COGNITIVE EXAMINATION — ACE-lII
S || Gamcion ferpssieey = orey Rav 38 ke, 2004 [T English Version A (2012)
e P e ame
Patient’s Name: Date: Hospital No. o Address:
In : Ask the questions in the order listed. Score one point for each correct T Seore
response within each question or activity. Memory ATTENTION
et oot g s o Soppng, ety s, v > fox Wit | D - — — p— et
‘rom the [Seore 0-5]
Mtere” | "Seora” | Questions ph [N b SIS W S S — £
L) : Conking P Mer e e Uiperon > Ascunen  Neew | Soesiessia | e Toumy Gty
5 “What's the year? Season? Date? Day of the week? Month?' nasim o et Benon
5 “Where are we now: State? Gounty? Townicity? Hospital? Floor?” Visuospatial Oricataton
The examiner names three unrelated objects cleary and slowly, then [ U 0 1 I coretly s qucss ATTENTION
3 asks the patient 1o name all three of them. The patient’s response is Numbers __ands . . > e s ey s a1k e e st v rn o sl Foi
used for scoring. The examiner repeats them until patient learns all of e your =
¥ (2) show me your lef hand e only the frst ial (repeat 3 imes  necessar
them, if possible. Number of trals: G i o v o et sboslder T e e &
(41 withyour et b toeh 3008 Fight 5
1 would ke you to count backward from 100 by sevens.” (3, 86, 79, o o, ATTENTION
5 72, 65, ...) Stop after five answers {6 which s indicacpoint oy my it clove
Alternative: “Spell WORLD backwards.” (D-L-R-O-W) (3 v e o e pe e 7 vy fom 1002 7wy S
(%) with your| 1o num r until | tel yuumswp
" “Earlier | told you the names of three things. Can you tell me what those > Lettre
were?' Prasis Prnphert e
- by Lan e » St e o sbtacions (58, 5.7. 7285
4 ‘Show the patient two simple objects, such as a wristwatch and a penci, 8] ) o (O hand i B . —————
and ask the patient to name them. - l I I doit e Mow oy o i pc 1 o o - WEMORY
aod o oford bt FACE 1 | owren | pasy | mo spproximately 10 s c at moderate walking pace)
1 “Repeat the phrase: Nofs, ands, or buts.” T T 1 b { I ; No S o . > Ask: Wrich 3 worss o | ask you 1 repeat and remember? ey
% “Take the paper in your right hand, foid tin hal, and put it on the floor: [ | [ I | 1 oy oy veryslight Lck of symchrony bevce hancs)
(The examiner gives the patient a piece of blank paper.) BT e =1 (et e i o FLUENEY
. “Please read this and do what it says.” (Written instruction is “Close Subject hasto repest them i the bachward oedes | ] 74 2 ) Failed =0 ecrmmot o theLank: o mciniemance; no cstempt whatrocves) " il Faie you words 25 you can Flugncy
| |youreyes?) - Vinssmsracivns Dreving - e e e e e L s
1 “Make up and write a anything.” (This [) FEACMNAAIKLBAFAKDEAAAIAMOFAAS | /1 & Mese ook (es=1 e e e o e, o o, Y“““”‘B"E"E"""“"EC“”“WC‘"E“
contain a noun and a verb) S (T (1% (In __(In_ (1s |, o e e e s g o p
“Please copy this peture.” (The examiner gives the patient a blank 2 g riomea om |73 (2) Dol et s et i prson's raviog? ] e
piece of paper and asks himvher to draw the symbol below. All 10 m epents Lomly know Brat o s the one tohtp today. | | A
angles must be present and two must intersect.) 1} = (5) Doal external nperson’s draving? o
4 T 1 wanwotn |1t
@ ABstaACTioN [ RGP i PRI By 72 N =
DELAYED RECALL Tosterecabwwits | FACE | VELVET | GHURGH| DAISY | RED | Peminter 3 Judgment
wooews | 01 ] 11 | () | 11 11 ] = . Vo oming o e of by s Toe ol g s g ay— ]
o | | ToTAL Gy reponse tha Socsnot scdess bothparts ofanewe, s prampe: -1 there arsibing ot you woukl a7 ‘Say- “Now can you name as many animals as possitie. | can begin wih any etter™ Scorz 0
(Adaptod rom Rovner & Folsien, 1987 i prompied: B -
[ Joste [ Jmenth [ Jvesr [ Joay [ Jeace [ Jeny /6! LE
Py T —— ez 24730 | TOTAL ) Sooreas: s
: G
www.mocatest.org aoat ponia sy ) ey would s -2 o
N L = o
o e

4\4), Health ”

Hunter New England
covernvent | LOcal Health Network



Cognitive screens: WHAT to use?

 When would you choose one over another?

NAME :
MONTREAL COGNITIVE ASSESSMENT (MOCA) Edueot!; : Date olo b:T? :
Mini-Mental State Examination (MMSE) - :
Copy | DrawcioCK (Tenpasteleven) [
cube (3point)

Patient's Name: Date: @ 4®
®

Instructions: Ask the questions in the order listed. Score one point for each correct @ 0 @
response within each question or activity. @
Begin
Maximum | Patient’s
Score Score | Questions @ @ @
5 “What is the year? Season? Date? Day of the week? Month?" ©
5 “Where are we now: State? County? Town/city? Hospital? Floor?" 11 () ] [ 11 5
The examiner names three unrelated objects clearly and slowly, then Contour  Numbers  Mands | —
3 asks the patient to name all three of them. The patient's response is
used for scoring. The examiner repeats them until patient learns all of
them, if possible. Number of trials:
“l would like you to count backward from 100 by sevens." (93, 86, 79,
5 72, 65, ...) Stop after five answers.
Alternative: “Spell WORLD backwards." (D-L-R-O-W)
3 “Earlier | told you the names of three things. Can you tell me what those
were?" I3
2 Show the patient two simple objects, such as a wristwatch and a pencil, MEMORY Read st of words, subject FACE | VELVET | OHuRcH | DASSY | ®iD
and ask the patient to name them. must repeat them. Do 2 trials. == No
00 a recall after s minutes, ™
1 “Repeat the phrase: ‘No ifs, ands, or buts.” ad wiel o
5 “Take the paper in your right hand, fold it in half, and put it on the floor." BRI #5015t of digits (1 8ight sec).  Subject has tovepeat them In the forwardorder [ ] 2185 4
(The examiner gives the patient a piece of blank paper.) Subject has 1o repest them in the backward oeder [ ] 7 4 2 /2
e > 2 o 5 = T Read Nt of Jetters. The subject must tap with his hand at each letter A, No points ¥ 2 & srvors
1 yl::?:;er:?)dthlsanddowhatltsays. (Written instruction is “Close [ ] FBACMNAAIKLBAFAKDEAAAJAMOFAAB | /1
- . - — Serial 7 subtraction starting at 100 [ 1o []ss [ [)n [)ss
1 Make up and write a sentence about anything." (This sentence must 005 comvect subeatives 3 pAS, o0 conect 2 pAs, 1 conect. 1 pt ocorect O pt | 13
contain a noun and a verb.) Repeat | only know that John s the one toheip today. | |
= this picture.” (Th - e ih AR The cat always hid under the couch when degs were In the room. | | 72
ease copy this picture.” (The examiner gives the patient a blan -
piece of paper and asks him/her to draw the symbol below. All 10 Fwacy / ame Sbes of werks begin withthe lettes ¥ [ ]___wanwodsy | /1
angles must be present and two must intersect.) Bl bl 'tavity between .9 banana - orange « fruit [ ] train-bicycle [ ] watch - ruler 12
1 IOy Forteratwis | FAG | VELVET | GHURGH| DAISY | RED | fomiie 75
@ wooc | 11| 11 | 01 | 11 |11 ] =
Optoos MuXiple choce (ue
30 TOTAL o o [ Joate [ JMonth [ )vear [ Josy [ )Piace [ Jony )
(Adapted from Rovner & Folstein, 1987) G ZNosreddine NO  Veruon Novembee 7, 2004 weemot 226730 | TOTAL _/30
www.mocatest.org Add 1 point 1§12 yr e
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Cognitive screens: WHAT to use?

« When would you choose one over another?
— Culturally and linaquistically diverse (CALD)

| R U D A § |
T'he Rowland i z Cognitive Scale.
(Storey, Rowland, Basic, Conforti & Dickson, 2004). International Psychogeriatrics, 16 (1), 13-31
Date: ___ [/ Patient Name:
Max
Item Score
Memory
1. {Instructions) | want you to imagine that we arc going shopping. Here is a list of grocery items. | would
like you to remember the following items which we need to get from the shop. When we get to the shop n
about 5 mins. time 1 will ask you what it is that we have to buy. You must remember the list for me.
Tea, Cooking Oil, Eggs, Soap Please repeat this list for me (ask person ko repeat the list 3 times). (If person
did not repeat all four words, repeat the hist until the person has leamed them and can repeat them, or, up to 2
maximum of five times.}
Visuospatial Orientation
2.1 am going to ask you 1o identify/show me different parts of the body, (Carreer = /). Once the person
comectly answers 5 parts of this question, do not continue as the maximum score 15 5.
(1) show me your right foot
(2) show me your left hand
{3) with your rizht hand touch your left shoulder
(4) with your left hand touch your right car
(5) which is (indicatc/point to) my Icft knce
(6) which is (indicate/point to) my right clbow
(7) with your right hand indicatc/point to my Icft cyc
() with your left hand indicate/point to my left foot
o}
Praxis
3. lam gomg to show you an action/cxcrcise with oy hands. | want you to watch me and copy what | do.
Copy me when L do this . . . (Onc hand in fist, the other palm down on table - altrnate simultancously.) Now
do it with me: Now | would like you to keep doing this action at this pace unal | tell you to stop -
10 seconds. {1 at moderate walking pace).
Score as:
Nermal =2 fvery few if-any errors; selj d, progressively better; good
only very stight lack of synchrony between hands)
Partially Adequate =1 (noticeable ervors with some aitempt o self-correct; some attempt at
mainterance; poor synehrony)
Failed =10 (cannot do the task: no maintenance: no atiempt whatsoever)
o §
Visuaconstructional Drawi
4. Please draw this picture exactly as it looks to you (Show cube on back of page). (Yes = )
Score as:
(1) Has person drawn a picturc based on a squarc?
{2) Do all internal lines appear in person’s drawing?
(3) Doall external lines appear in person’s drawing | ... 1
Judgment
5. You arc standing on the side of a busy street. There is no pedestrian crossing and no traffic lights.
Tell me what you would do to get across to the other side of the road safely. (If person gives incomplete
response that docs not address both parts of answer, use prompt: “Is there anything else you would do?")
Record exactly what patient says and circle all parts of response which were prompted.
U\
L Score as:
( ’ ea Did person mdicate that they would look for traffic? (YES = 2:¥ES PROMPTED = [; NO' =()) 2
Did person make any additional safety proposals?  (YES = L ¥ES PROMPTED = I No=0 | ... 2 1 6
Hunter New England

covemvvent | LOcal Health Network



Cognitive screens: WHAT to use?

 Would you ever combine more than one?

Mini-Mental State Examination (MMSE)

Patient's Name: Date:
Instructions: Ask the questions in the order listed. Score one point for each correct
resp within each tion or activity.
Maximum | Patient's
Score Score uestions
5 ‘What is the year? Season? Date? Day of the week? Month?"
5 ‘Where are we now: State? County? Town/city? Hospital? Floor?"
The examiner names three unrelated objects clearly and slowly, then
3 asks the patient to name all three of them. The patient's response is
used for scoring. The examiner repeats them until patient learns all of
them, if possible. Number of trials:
“I would like you to count backward from 100 by sevens." (93, 86, 79,
5 72, 65, ...) Stop after five answers.
Alternative: “Spell WORLD backwards." (D-L-R-O-W)
3 “Earlier | told you the names of three things. Can you tell me what those
were?"
2 Show the patient two simple objects, such as a wristwatch and a pencil,
and ask the patient to name them.
1 “Repeat the phrase: ‘No ifs, ands, or buts.™
3 “Take the paper in your right hand, fold it in half, and put it on the floor."
(The examiner gives the patient a piece of blank paper.)
1 “Please read this and do what it says." (Written instruction is “Close
your eyes.")
4 “Make up and write a sentence about anything." (This sentence must
contain a noun and a verb.)
“Please copy this picture.” (The examiner gives the patient a blank
piece of paper and asks him/her to draw the symbol below. All 10
angles must be present and two must intersect.)
| -
30 TOTAL

(Adapted from Rovner & Folstein, 1987)
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Cognitive screens: WHAT to use?

« When would you choose one over another?
- De m e n t i a. ADDENBROOKE’S COGNITIVE EXAMINATION - ACE-IlI

English Version A (2012)

Mame: Date oftesting: __ /¢
Date of Birth: Tester's name:
Hospital Mo. or Address: Age at leaving full-time education:
o 5
ATTENTION
*  Ask What is the Day Date Month ear Season Attention
[Score 0-5]
*  Ask Which Mo./Fleor Strest’Hospital | Town County Country
Attention
[Score 0-5]
ATTENTION
» Tell “I'm going to give you three words and I'd like you to repeat them after me: lemon, key and ball.” Attention
After subject repeats, say “Try to remember them because I'm geing to ask you later”. [Swl%
»  Soore only the first trial (repest 3 times i necessary).
» Register number of trials:
ATTENTION
»  Askthe subject: “Could you take 7 away from 1007 I'd like you to keep taking 7 away from each new Attention
number until | tell you to stop.” [SCD%
»  If subject makes a mistake, do not stop them. Let the subject carry on and check subsequent answers
{2.p.. 83, B4, 77, 70, 63 - score 4).
»  Stop after five subtractions (93, 34, 79, 72, 85):
MEMORY
*  Ask: Which 3 words did | ask you to repeat and Memory
[Score 0-3]
FLUENCY
»  Letters

Say: “I'm going to give you a letter of the alphabet and I'd like you to generate as many words as you can
beginning with that letier, but not names of pecple or places. For example, if | give you the letter “C", you
could give me words like "cat, cry, clock™ and so on. But, you can't give me words like Catherine or Canada.
Do you understand? Are you ready? You have ene minute. The letter | want you to use is the letter F°.

=18

*  Animals [Score 0—
Say: "Now can you name as many animals as possible. It can begin with any letter *

5

) =
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No one else present; can be
distracting/ distressing

If family member present,
make sit out of vision to pt and
must stay quiet, no prompting
or speaking

Testing should be completed in
a quiet environment free from
distractions. If distractions
present, note where this may
have impacted pt. performance

(7}
Ak | Health

JCW | Hunter New England
Gusnsmﬂ Local Health Network

Okay to provide +ve
reassurance to pt, but do not
say if answers right/wrong

Build rapport before testing to
ensure anxiety is minimised
and best effort maximised

Follow administration
Instructions — it must be
standardised otherwise the
results can be invalidated

Allow the pt. time to answer
(important if slowed).

19



Cognitive screens: Scoring

« Follow the respective scoring guide
« Make notes!

— What prompts, cues, assistance was provided,
what they said verbatim (esp. when incorrect)

— Record info that hints at reason for difficulty (e.g.,
anxiety, slowed thinking, didn’t learn at school etc)

— Record unable/unwilling responses vs withdrew
cooperation vs seemed to be engaged but did not
achieve (i.e., true difficulty)

(7}
Ak | Health

JCW | Hunter New England
Gumsmﬂ Local Health Network



Cognitive screens: Interpretation

« All objectively evaluate cognition

« All use an empirically derived “cut-off” score:

— Studies are conducted in population samples (e.g., older
adults with + without different dementias) to statistically
derive a score that provides the most optimal chance of:

1. accurately detecting those with genuine cognitive
Impairment (sensitivity)
2. accurately rejecting those with genuinely normal
cognition (specificity)
 CAUTIONI!: screens are validated in strictly controlled
populations (e.g., Alzheimer’s vs frontotemporal dementia +
healthy adults) and rarely reflect the true populations that
we see in clinical practice (e.g., complex comorbidities,
alcohol, depression, fatigue, delirium....)

SAS
Ak | Health
N*s“w Hunter New England 21
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Cognitive screens: Interpretation

« So what does ‘impaired’ cut-off tell you?

« Can it tell you:

nas dementia?
nas had a stroke?
nas MS?

f someone
f someone
f someone

* In Isolation, cognitive screens
cannot determine the underlying
cause of cognitive impairment

Health

Hunter New England
vent | Local Health Network
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Cognitive screens: Interpretation

 How do you determine the cause of an abnormal
cognitive screen?

» Context Is everything!

/Cognitive screen score Is interpreted in the context of: \
« Reliable background hx from patient & caregiver
* Qualitative observations

« MDT documentation in medical file (neurology,
psychiatry, social work, nursing)

K Functional OT assessment /

8490,
Ak | Health
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Many reasons for a poor score...

 QOrganic: e.g., heurodegenerative (e.g., dementia), or
acute acquired brain injury (e.g., stroke, TBI)

« Treatable/reversible causes:

1. Delirium

2. Other variables:
« Excessive & untreated pain, difficulty focussing
« Drowsiness from pain medication
« Extremely poor sleep, very tired
» Highly anxious about testing
» Severely depressed

- Confounding factors: S —~
_— Low premorbid intellectual function i Wwese €
{L\“j,’ Health "1"’ %ﬁgﬁf §I¥x .

Hunter New England &
Gumsmﬂ Local Health Network g



Cognitive screens: premorbid function‘

* Premorbid function: baseline or best ever level of
function (incl. education, employment)

/Example 1: \ /Example 2. \

« MMSE 23/30 (cut off « MMSE=27/30 (cut-off
<26/30) <26/30)

* BG: 6 yrs educ, difficulty || < BG: PhD, CEO of
learning to read/write, company
LD runs in family

\

Health

Hunter New England
Local Health Network

Wik
NSW
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Impaired cognition in context: Dementia

What is dementia?

4 A gradual ) (" sufficientto ) 4 ) [ ot due to )
decline in interfere with that represents reve(;ilble
cognition, EBZI everyday EB:I a decline from EB:I Cn(zgdli;g?’
behaviour, function (work, previous level -

oy il e : neurological,
and/or social, of function psychiatric or

\_ personality Y, \_ domestic) Y, \_ Yy, \_ other YV,

The evidence collected must be
sufficient to determine dementia
subtype
= differential dementia
diagnosis (e.g. Alzheimer’s,
FTD ,Vascular, Lewy Body..)

(7}
{l\“); Health

JCW | Hunter New England
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Impaired cognition in context: Dementia

ﬂThe results from cognitive screening tools\
are not sufficient to make a diagnosis of
dementia and should only be used as part of
a comprehensive assessment”

\ (Smith et al., 2008) /

vA¢.
Ak | Health

JCW | Hunter New England

GNERSNﬂ Local Health Network
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Impaired cognition in context: Dementia

A process of inclusion + exclusion:

/ \ / \ / Evidence of \ / \

REpELDIE ST I O S mpared mpaired everyday Ronorganic causes
informant of cong:i tion ED:I function ||:D:| viag dementia
d_e_cllne N . (standardised ERHlRGIENL bloods, CT brain,
cognition/function cognitive report,

: standardised delirium & mood
over time assessment) o screen

\ / \ / \ observation) / \ /

ADDENBROOKE'S COGNITIVE EXAMINATION - ACE-R
Fina) Revisad Version C (May 2004) - Australian Version

Nama 4 | Date of testing: 7 Y A
Dang of birth : | Testers rame:
Hospital ro. | Age at eaving As1-AME GOASZABON: .vvvvveesiiminny
lOcoa;:-wor
A b }Hardoavs .................
ORIENTATION e =
> mkvbatshe Dy { Date fmorn  ivew isemon
¥ ek Vibich iswdrg  iFco i Town i sate i Courmry Eovana | S
: : : : : A | .
fresvensrners rnsiensares Bearvesrnerat fernnssnnens Banvneniene &
__REGISTRATION w
Sav'e 03 -
» Tal'Tm going 10 ghe you tyee words and 110 HKe y0u 10 raoaat afer ma: kemon. koy anc bal’ E ©
A sutject epeats, say Try toremamber tham becauss Im going 10 ask you later'. Soove onky °
e st 11al fepeat 3 tmes ¥ necessary)
.“ Ragisier number of 135 .., ... s
AW |Heal :
) ATTENTION & CONCENTRATION

Hunter New England
covernvent | LOcal Health Network



Dementia vs Delirium

Delirium

SAS
Az | Health

JCW | Hunter New England
ﬁmsuﬂ Local Health Network



Impaired cognition: dementia vs delirium‘

Delirium: Altered consciousness and cognition, sudden onset,
disturbed sleep /wake cycle, fluctuating across several hours

« >50% of people with dementia will also suffer a delirium

during a hospital admission
7 " / RISk factors:\
4 subtypes: Pain
1.Hyperactive: Restless, agitated, unable to nfection
sleep, loud Nutrition
2.Hypoactive: Lethargic, difficult to wake, Constipation
withdrawn )
. Hydration
3.Mixed: Fluctuates between both types ..
4.Neither: Confusion present without Medication

agitation/withdrawal \ Environment/

8490,
Ak | Health
FTSW Hunter New England 30
sovermvent | LOcal Health Network




Screening for delirium: CAM

Looking for clinical signs of
delirium Is necessary in screen

for dementia

Requires gathering information
about baseline mental status
(from informant)

NB different forms of altered
state of consciousness

?Delirium
e |+ 1|l + eitherlll or IV

CAMI + medical information

“(j“:,_; Health

GOVERNMENT

Hunter New England
Local Health Network

SHORT CONFUSION ASSESSMENT METHOD (SHORT CAM) WORKSHEET

Note: This worksheet can used as an alternative to the Short CAM Questionnaire. Testing of orlentation
and sustained attention is recommended prior to scoring, such as digit spans, days of week, or months of
year backwards. This page can only be used to identify delinum cases. Please note it cannot be used to

score severity using the CAM-S scoring system.
EVALUATOR: DATE:
I ACUTE ONSET AND FIUCTUATING COURSE
a) Is there evidence of an acute change in mental No

status from the patient's baseline?

b) Did the (abnormal) behavior fluctuate during the  No
day, that is tend to come and go or increase and
decrease in severity?

. INATTENTION
Did the patient have difficulty focusing attention, for  No

example, being easily distractible or having difficulty
keeping track of what was being said?

DISORGANIZED THINKING

Was the patient's thinking disorganized or incoherent,
such as rambling or irrelevant conversation, unclear

or illogical flow of ideas, or unpredictable switching

from subject to subject? No

V.  ALTERED LEVEL OF CONSCIOUSNESS

Overall, how would you rate the patient’s level of
consciousness?

- Alert (normal)
- Migilant (hyperalert)

— Lethargic (drowsy, easily aroused)

— Stupor (difficult to arouse)

— ©Coma (unarousable)

Do any checks appear in the box abuve?T No

BOX 1

Yes

Yes

Yes

BOX 2

Yes

Yes

If Inattention and at least one other item in Box 1 are checked and at least one item in

Box 2 is checked a diagnosis of delirium is suggested.

Confusion Assessment Method. Copyright 1988, 2003, Hospital Elder Life Program. Not to be
reproduced without permission. Adapted from: Inouye SK, et al. Ann Intern Med.1990;113:941-8.




Actions for clinicians

Key steps in the pathway

A bette r way to ca re 1 Be alert to delirium and the risk of harm for patients with cognitive impairment

» Clinicians are alert to delirium and the risk of harm from cognitive impairment among patients who:

Safe and high-quality care for patients with cognitive - SR A A e

im pairment (dem entia and deliriu m) in hos pltal - have a known cognitive impairment or a formal diagnosis of dementia
- have a severe illness or are at risk of dying
- have a hip fracture.

« Clinicians are also alert when the patient, carer, family and/or other key informants raise concerns.

= A patient with cognitive impairment is supported to understand and participate in healthcare
decisions. Their informed consent is obtained. If the patient is assessed as unable to provide consent,
their substitute decision-maker is consulted.

Recognise and respond to patients with cognitive impairment

: . * A patient identified as being at-risk is screened for cognitive impairment. The patient’s history is
A I I l Itte to h O S I tal a n d obtained from the patient, carer, family and/or other key informants. A patient’s risk of harm from falls,
pressure injuries, medicines, under-nutrition, dehydration, communication difficulties or unwanted
treatment is identified.

-
h aS an Of th e fo | I OWI n O « A patient with cognitive impairment is assessed for delirium. If delirium is present, causes are
[ investigated and treated. If uncertain, the patient’s condition is treated as delirium.
* Any change in a patient’s behaviour, or physical or mental condition is acted on. If changes are
observed, the patient is re-assessed for delirium and other risk factors.

' i * A comprehensive assessment of the patient is undertaken. If dementia is suspected and a

[ ] > 6 5 y rS comprehensive diagnostic process is not appropriate, the patient is referred for further assessment

and follow-up.

* Anindividualised, integrated prevention and management plan is developed in partnership with the

O K n OWn CO g i I I I p ai r / patient, carer and family, and communicated to the healthcare team.

Provide safe and high-quality care tailored to the patient’s needs

+ The patient’s individualised, integrated prevention and management plan is implemented as follows:

= 0 - The patient receives individualised care in partnership with the patient, carer and family.
° S evere | | | ness / atris k Of e impminaiseiebemmpmtel s Soleea wpvinmininsies SRR

presenting condition and any co-morbidities.

- A patient with, or at-risk of ping, delirium has ies implemented to prevent delirium

.
d I n from occurring or to limit its duration.
A patient with identified safety risk factors has strategies implemented to prevent and manage

the risks.

° H = - A patient with behavioural changes is appropriately assessed and strategies are introduced to
I p raC u re reduce distress. Antipsychotic medicine is avoided unless non-pharmacological interventions have
been ineffective, the patient is severely distressed and/or the patient is at immediate risk of harm to
themselves or others.

. .
() ‘ O n C e r n I S ral S e d The hospital environment is modified to provide safe and supportive patient care.

- The patient’s healthcare information and management plan are documented and communicated to
the patient, carer and all relevant healthcare providers in a timely manner and in sufficient detail, on
transition from hospital to the community.




NSQHS standard

Cognitive screen:

« ED: (AMTS)

 Ward: AMTS,
(MMSE) etc

b Health

Hunter New England
Local Health Network

GOVERNMENT

Safety and quality pathway for patients with cognitive

impairment (delirium and dementia) in hospital

For all patients, who, on presentation,
meet one or more of the following criteria:

age 65 and over

known cognitive impairment/dementia
severe (liness/risk of dying

hip fracture

cognitive concerns raised by others

Be ALERT to delirium
and the risk of harm

|

e

R

« Obtain history and/or information
of any recent assessments from:
- the patient, carer and family
- other informants such as general
practitioners, residential care
and/or community care providers

+ Screen for cognitive
impairment using a quick,
validated tool

Cognitive impairment

+ ldentify risk factors for harm from:

falling (screen)

- pressure injury (screen)

medicines

under-nutrition
dehydration
communication difficulties

- treatment unwanted by patient

Identified

Cognitive impairment
not identified

+ Be alert to, communicate and act on changes in
behaviour, physical or mental condition

+ Assess for

Changes

delirium 2
identified

Delirium diagnosis
(f uncertain, continue
as delinum)

o
c
-]
a
@
o
4

°
-
]
]

8
c
o
Q
o
(]

+4

No changes
identified

Delirium
not identified

Risk(s)
identified

Possible other

cognitive impairment
{refer, if requirad)

Known dementia
or suspected
dementia

07
+ |dentify causes of delirium * Undertake a comprehensive assessment of
- physical examination medical conditions, physical, cognitive, social,
- medication review =  psychological/behavioural function, risk factors,
- investigations existing treatments, carer needs and/or referral
+ Treat for follow-up
N
+ Develop an individualised, integrated prevention
and management plan, including goals of care,
in partnership with patient, carer and family
+ Communicate to healthcare team
pesees— ¥ :
\ r A t ‘
{ n i !
r ar
—— .
= 1

Provide safe and
high-quality care

AUSTRALIAN COMMISSION

on SAFETY ano QUALITY wHEALTH CARE

www.safetyandquality.gov.ac

#BetterWayToCare

/abetterwaytocare

jusuuedw; aapubo yum syusned 10y aunyno Buues pue ajeg

NSQHS

STANDARDS



NSQHS standard

Impairment
detected:
‘AMTS <7
‘MMSE < 26

Screen for delirium
(CAMI)

|dentify cause of
delirium and treat

)
A%k | Health
Hunter New England
sovermvent | LOcal Health Network

Safety and quality pathway for patients with cognitive

impairment (delirium and dementia) in hospital

E 5
g g For all patients, who, on presentation,
3E meet one or more of the following criteria:
-
g ° age 65 and over
it ﬁ known cognitive impairment/dementia
E : severe flin isk of dying
B £ hip fracture
C & cognitive concerns raised by others
o €
o |
A & 2\

« Obtain history and/or information
of any recent assessments from:
- the patient, carer and family

Screen for cognitive
impairment using a quick,
validated tool

- other informants such as general
practitioners, residential care
and/or community care providers

Identified

Cognitive impairment

not identified

Cognitive impairment

- falling (screen)
- pressure injury (screen)
- medicines
under-nutrition
- dehydration
- communication difficulties
- treatment unwanted by patient

T l + Be alert to, communicate and act on changes
behaviour, physical or mental condition |

|

delirium

+ Assess for

< Changes
identified

1

%m diagnosis

(f uncertain, continue

as delinum)

°
-
-]
a
@
]
2

T
£
L]
o

2
c
-]
-]
o
@

+4

Possible other

{rofer, if raquired)

cognitive impairment

2

Delirium
not identified

10} aunyno Buues pue ajeg

No changes |

|dentify
Impact from
medications,

» Identify causes of delirium
- physical examination
- medication review
- investigations

malnutrition,
dehydration

Undertake a comprehensive asse
medical conditions, physical, cog
psychological/behavioural functic
existing treatments, carer needs ¢
for follow-up

¥

Develop an individualised, integrated prevention
and management plan, including goals of care,
in partnership with patient, carer and family
Communicate to healthcare team

Provide safe and
high-quality care
—
-

AUSTRALIAN COMMISSION

'.' ‘

. teenee

NSQHS

/abetterwaytocare

on SAFETY ano QUALITY wHEALTH CARE eootieyTRGw STANDARDS



Safety and quality pathway for patients with cognitive

N S Q H S Stan d ar impairment (delirium and dementia) in hospital
For all patients, who, on presentation,

SE
= 2 meet one or more of the following criteria:
-
g : age 65 and over
S0 known cognitive impairment/dementia
E ; severe (liness/risk of dying
we hip fracture
< 'g cognitive concerns raised by others
o
o I
L U R
« Obtain history and/or information + Screen for cognitive + Identify risk factors for harm from:
of any recent assessments from: impairment using a quick, - falling (screen)
- the patient, carer and family validated tool - pressure injury (screen)
- other informants such as general - medicines
practitioners, residential care - under-nutrition

dehydration
communication difficulties
- treatment unwanted by patient

and/or community care providers

Cognitive impairment
not identified

Cognitive impairment
Identified

+ Be alert to, communicate and act on changes in
behaviour, physical or mental condition

+ Assess for
delirium
T

Changes
identified

No changes
identified

Delirium
not identified

Delirium diagnosis
(f uncertain, continue
as delinum)

Risk(s)
identified

Recognise and respond

Comprehensive

assessment of:
Medical conditions,

Possible other

cognitive impairment
{refar, if requirad)

Known dementia
or suspected
dementia

jusuuedw; aapubo yum syusned 10y aunyno Buues pue ajeg

A T4 + Identify causes of delirium Undertake a comprehensive assessment of
p yS I Ca CO g n Itlve - physical examination medical conditions, physical, cognitive, social,
1 ) - medication review 5§ psychological/behavioural function, risk factors,
- investigations existing treatments, carer needs and/or referral
+ Treat for follow-up

psychological,
social function

SevDapran . Oy rates s "
and management plan, including goals of care,
in partnership with patient, carer and family

+ Communicate to healthcare team

Provide safe and
high-quality care

Ak | Health
JCW | Hunter New England

sovermvent | LOcal Health Network AUSTRALIAN COMMISSION " NSQHS
on SAFETY ano QUALITY iw HEALTH CARE #BotterWayToCare STANDARDS

safetyandquality.gov.au/abetterwaytocare




Impaired cognition: Dementia

Further.....

« Alzheimer’s dementia (typical or
atypical visual or language variant),
vascular dementia (small vessel
disease, multi infarct dementia,

The evidence collected
must be sufficient to
determine dementia

~ Subtype | stroke), dementia with Lewy Bodies,
= ditferential dementia frontotemporal dementia (semantic
diagnosis

dementia, primary progressive
nonfluent aphasia), Parkinson’s

@ dementia, HIV-associated dementia,
progressive supranuclear palsy,
- ~ corticobasal syndrome....
Assists with understanding 4 A
progression, management If not, neuropsychology may
incl. medication trials be warranted

N /U )
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Neuropsychological assessment: v

Unlike a cognitive screen, neuropsychological assessment:
« Statistically controls for low/high premorbid function

« Can differentiate a range of cognitive syndromes and disorders
(e.g., depression vs focal stroke vs dementia, dementia
subtypes)

« Different outcomes for management and planning

— EXxpected progression of symptoms and decline
— Medication options
— Different implications for decision-making capacity

» Most useful for ‘borderline’ or ‘complex’ cases

J

(7}
Ak | Health
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Gumsmﬂ Local Health Network




Common dementia subtypes

Alzheimer’s Vascular Dementia with Frontotemporal
Dementia Dementia Lewy Bodies Dementias

(7}
{[\“’; Health

JCW | Hunter New England
!:vlmsuﬂ Local Health Network



Alzheimer’s Dementia:

« Most common
Pathology: atrophy, neuronal loss, NFTs

Onset: >65 yrs, also YOD (30s)

Brain Impairment: “cortical’, all areas
« Early — medial temporal lobe
 Moderate — temporal, parietal, frontal Parietal Lobe e

= '. T Frontal Lobe

Cognitive deterioration:

« Early — memory (retro- antero- grade,
rapid forgetting)

 Moderate — semantic knowledge,
visuoconstruction, executive
dysfunction

Treatment: acetylcholinesterase
inhibitors, HRT, antioxidants, vit B

Occiptal Lobe

Cergbellum /4

Brain Stem

GNERNMENT | Local Health Network



Vascular Dementia:

3 types: 1) strategic infarct dementia
2) multi infarct dementia
3) subcortical vascular dementia

Pathology: depends on subtype
Onset: any age, older age more common

Brain impairment:
1, 2- location dependant LH/ RH
3 — frontosubcortical

Cognitive deterioration:
1, 2- location dependent
3 — executive, WM, mental speed

Treatment: reduce vascular risk factors,
anticoagulation therapy, warfarin

GOVER!

Parietal Lobe __comm

e o, Frontal Lobe

Occiptal Lobe

Cergbellum "/

Brain Stem



Dementia with Lewy Bodies:

(o h

Pathology: Lewy Bodies
Onset: ~50-85 yrs

Brain impairment: Lewy Bodies
widely distributed in cortex. CT often
unremarkable. Parietal Lobe s

Cognitive deterioration:

« Early: fluctuating cognition (attn,
exec, WM, visuoconstruciton,
visual hallucinations, ?memory)

» Later: Parkinsonism

Treatment: Antipsychotics can trigger
severe extrapyramidal syndrome, so

hard to treat hallucinations /

T, o, Frontal Lobe

Brain Stem




Frontotemporal Dementias:

4 h

Pathology: FTLD-Tau & -TDP, Pick cells
Onset: younger (< 65 yrs)

Brain impairment: left-sided fronto-
temporal atrophy

Cognitive deterioration:

 bvFTD: behaviour, executive function
« SD: semantic knowledge

 PNFA: telegraphic speech

» LPA: poor repetition, not telegraphic

Treatment: SSRIs for symptoms (repetitive
behaviours, amotivation)

< /

Wik
NSW

EEEEEEEEEE

Health

Hunter New England
Local Health Network

 bvETD: behavioural
variant frontotemporal
dementia

« SD: semantic dementia

« PNFA: primary non-fluent
progressive aphasia

« LPA: logopenic aphasia

Parietal Lobe __

- Frontal Lobe

Occiptal Lobe ‘." R PNFA/LP

Cergbellum /4

Brain Stem



Cog. Alzheimer’s Vascular Lewy Body FTD FTD
domain (SVD) (semantic) | (behavioural)
Orientation X% v v v v
Attn / WM x /v xx %% v xx
Processing v x % v v v
speed
Memory xx global x recall ? % verbal % recall (2nd
v’ recog v’ visual exec dysf)
v" Recog
Exec fn x /v xx %% v xx
Language % semantic v 4 xx comp. % naming
v’ express v all else
Visuo- % 4 %% 4 x 2nd exec
construction + vis halluc dysf
AqNJ [Hearth 1

JCW | Hunter New England
!:JERSNﬂ Local Health Network




Implications of impaired cognition

Management & dlscharge

STOP AT RED
LIGHTS!




Impaired cognition and safe driving .

* Driving Is important for maintaining independence & wellbeing
« Cessation of driving Is associated with:

— |Isolation and depression

— In older adults, transition to RACF

« Just because an individual is cognitively impaired, does not
mean they are unable to drive safely

— Older drivers speed less, less likely to drink and drive

« Gold standard for assessing safe driving is On Road OT
Driving Assessment

* As a neuropsychologist, there are certain red flags that would
lead to a referral for On Road OT Driving Assessment

)
Ak | Health
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Impaired cognition and safe driving .

Indications of possible unsafe driving:

 Difficulty finding and attending to relevant visual information
« Significantly slowed processing speed

* Impaired visuoconstruction

« EXxecutive dysfunction

« Impaired insight — can impact your self-belief about your
driving capacity

SAS
Ak | Health
N*s“w Hunter New England 46
soverment | LOcal Health Network



Impaired cognition & DMC

Decision-making capacity

(7}
{[\“’; Health

JCW | Hunter New England
!:vlmsuﬂ Local Health Network



Decision-making capacity

Legal term

4

/When making a decision, abﬂﬂh

Understand the facts and
choices involved

« Weigh up the consequences
 Understand the impact of the

consequences _
‘Substitute

\ Communicate the decision j e el
Health K j

Hunter New England

Local Health Network (Capacity Toolkit)

Wik
NSW




Impaired cognition & capacity

/When making a decision, abilitﬁ
to:

Understand the facts and
choices involved

Speed of Executive
Processing Function

Weigh up the consequences
Understand the impact of the

consequences

Communicate the decision /

Hunter New England
vent | Local Health Network




Capacity is NOT a unitary construct: .

&

2

(¥

Wik

IMENT

Where will
Domain-Specific ive?
4
Do | need ?
Accommodation | support? N D
* Medical treatment LS
 Finances r?;\?eulﬂel Should | | want to
- , sell the change
o . tion?
Other legal decisions: operation o — my Wil
— Will, POA, marriage,
contract /
Health

Hunter New England
Local Health Network

(Capacity Toolkit)




Capacity is NOT a unitary construct: .

4 ™
Where will
Domain-Specific live?
. Y,
Do | need
« Accommodation \ support?
e Medical treatment T
. i Should |
FInances > e the
« Other legal decisions: operation?
— Will, POA, marriage,

\ contract /

Health

Hunter New England
Local Health Network

Wik

MENT
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Decision-Specific

Where will
| live?

4

« Capacity relates to the specific
decision being made

« Findings about one decision
cannot generalise to other
decisions

Ak | Health
N*s“w Hunter New England

Do | need
support?

Should |

have the
operation?

wenr | Local Health Network (Capacity Toolkit)




Decision-Specific

« Findings about one decision
made at one point in time ,
cannot generalise to the same
decision at a future pointin time | Should |

have the
operation?
(
Delirium: capacity can be regained
Dementia: Capacity can decline further
(U

\

J
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Neuropsychology & capacity

Unique contribution:

« Formal and specific capacity questioning; comprehensive and
objective assessment of cognition

« Unlike a brief screen (MMSE), neuropsychology
comprehensively assesses all domains of cognitive function
that are likely to impact capacity

* Neuropsychology also compares the individual's performance
to those of a similar age and education

* |In doing so, we can differentially diagnose the cause of the
cognitive impairment e.g., Alzheimer's vs. FTD vs Depression

« This diagnosis is key to understanding progression of
cognitive impairment, & allows prediction of capacity in future

Ak | Health
N*s“w Hunter New England

wenr | Local Health Network (Barry & Lonie’ 2014)



Summary: Cognitive screening

A better way to care

* Follow ‘A Better Way to Care’ guidelines for
Inpatients with suspected cognitive impairment—
rule out delirium

« Select the cognitive screen that best suits the
setting (ED, community), patient (?dementia,
CALD), and the one you are most comfortable
administering, scoring, & interpreting

« A score below the cut-off does not necessarily mean cognitive
Impairment, let alone dementia-> Context is everything!
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« Diagnosis of dementia requires the ability to differentiate the
subtype—implications for management & future planning

« Cognitive impairment can impact safe driving, cognitive testing
can highlight issues, but on-road OT driving assessment is the
gold standard

« Cognitive impairment can impact decision-making capacity,
but this needs to be formally assessed
— Capacity is not a unitary construct, and needs to be

assessed for each specific decision at the time the decision
needs to be made

— Determining the cause of cognitive impairment is important,

as capacity can be regained o
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How to refer to Neuropsychology:

* Via Cognition and Memory Service
« Conducted in consultation with treating doctor
(e.g., GP, Geriatrician, Psychogeriatrician, Neurologist)
» Referrals also via any health worker involved in care of
individual
(e.g. Community Nurse, Dementia Support Worker, Discharge
Planning Nurse, OTs, Nursing Home manager)
« Direct referral to neuropsychologist
— E: kia.pfaeffli@hnehealth.nsw.gov.au
— Ph: 6776 9752

— Fax: 6776 9750

As long as treating doctor is aware and has

approved.
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Resources:

 ACARS Network Portal — Dementia & Delirium
(Cognitive screening, how to use tools, links and resources)

« A Better Way to Care- Actions for Clinicians

https://www.safetyandquality.gov.au/wp-content/uploads/2014/11/A-better-
way-to-care-Actions-for-clinicians.pdf

« ACE-IlIl administration, scoring training:

http://www.nes.scot.nhs.uk/education-and-training/by-
discipline/psychology/multiprofessional-psychology/psychology-and-
psychological-interventions-in-dementia/ace-iii-trainer.aspx

« Capacity Toolkit:
http://www.publicquardian.justice.nsw.gov.au/Documents/capacity toolkit06
09.pdf

 Alzheimer’s Australia: https:/fightdementia.org.au/

— Excellent resource for all aspects of dementia assessment, diagnosis,
management for patient and clinicians
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https://www.safetyandquality.gov.au/wp-content/uploads/2014/11/A-better-way-to-care-Actions-for-clinicians.pdf
http://www.publicguardian.justice.nsw.gov.au/Documents/capacity_toolkit0609.pdf
https://fightdementia.org.au/

