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ISSUES Infassessing the
Eldenly.

« Association between biological,
psychological, social and cultural iIssues

« For example:

« Delusions and major psychosis, depression,
dementia, and delirium

= Depression and cognitive impairment
= Dementia and psychological symptoms



EStaplishing a supportive and
[rusting relationship

« Careful listening and observation
« Patience

« Familiar environment, If possible
« Physical comfort maximised

« Sensory deficits identified



MISE — age SPECITIC ISSUES

* Increasing prevalence of dementia
« Prevalence & reversibility of delirium

« Close association between clinical
symptoms of confusion and depression

« Freguency with which physical problems
present with symptoms of confusion (eg,
thyroid disorders, electrolyte



« Appearance and Behaviour

= Age, grooming, cleanliness, eye contact, reaction to
examiner

« EQ, appropriate for weather, garments inside out,
multiple layers, dirty, dishevelled, unkemjpt

« Eg, friendly, hostile, guarded, cooperative, withdrawn

« Speech

= In dementia syndromes - fluency?, dysarthria
(disordered articulation)?, word finding difficulties?,
misuse of words (paraphasias)?




* Mood and Affect

=« Changes in affect freguently among the
earliest features heralding onset of dementia
(especially FTD)

*« Thought

= Onset of delusions in elderly, previously well
PEerson suggests organic ISsues, (eg,
dementia)




« \Votor

. Slow. and reduced moevement, expressionless
face, shuffling gait, and tremor often
assoclated with Parkinson's disease and
other subcortical conditions (eg, Huntington’s,
lacunar state)

« Perception

= Hallucinations and brain abnormalities,
iIncluding dementia, Lewy Body Dementia &
Parkinson's disease

= Hallucinations in delirium
=« Capgras syndrome




«Insight & Judgement

= LLOSS of Insight & Impaired judgement often an
early sign in dementia

« Cognition
= Quick screen of potential problems, further
testing may be required (delirium, dementia)

= Disorientation and obvious memory problems
would be indicators of further assessment, as
may be associated with delirium or dementia




ViinirMental State Examination
(IMMSE)

¢ |ssues In administration:
= Education level
= Serial 7's versus WWORLD backwards
=« Choice of words for 3 word recall
= Right versus left hand on comprehension task
= Visual or hearing aids
= Rapport building



Standardized Administration

« Ask each guestion a max of 3 times
« Do not hint, prompt, or provide physical
cues

« Do not explain guestions or engage in
conversation



* Orientation

Registration

Attention and Calculation
Recall

Language

« Copying

"

"

"

"



SCOrNg off MMSE

« 24/30 - 30/30 - normal
« 20/30 - 24/30 - mild cognitive Impairment

« 10/30 - 20/30 - moderate cognitive
Impairment
« 0/30 - 10/30 - severe cognitive impairment



Normative Data -Issues

« Relationship b/w MMSE and premorbid
Intelligence, educational attainment

« High MMSE scores for particular types of
dementia (FTD)

* Bias towards verbal items

* Lack of executive items

* Less ideal for some conditions

« Fundamentally a screening tool only



Clock: Drawing Task

« Freguently used as a screen for dementia

* Involves visual-spatial, constructional, and
executive functions

* Free drawing versus pre drawn circle
« Times used (ten past eleven)
« Scoring can be guantitative or qualitative



understand, but no other help should be given, The time
mplete the task may be noted.
g a predrawn circle, provide a sheet with a circle
about 4 in {10 cm} in diameter (Shulman, 2000) and sa
; face. Pleas
ock and then set the tine to 10 minutes past
Shulman {2000) recommended that the tester should not
s the word “hands” in the instructions.
he instructions for administering the
ctal., 1998) are provided in Figure 12-8

put in the numbers so
LOX test (Royall

Children

Accordi ¢ e B ), the child is provided with a
piece of paper and instructed to “draw the face of a clock and
make the clock say 3: fter this, the child is presented with
two predrawn clock 3 3

and 10:20 (Cohen et al,, 2000).

ADMINISTRATION TIME

Approximately 5 min is required.

SCORING

Quantitative Systems

tem (Goodglass &

Scaring systems range from a 3-point
Kaplan, 1983, 2001) to more complex systems (e.g., a 20-point
Mendez et al,, 1992). The 10-point scoring system,
adapted from Sunderland et al. (1989) and Libon et al (1993)
is commonly used for the frechand version and is shown in
Table 12-5. The Shulman is simple and ap-
Pears to be quite useful (see Validit s shown in Table
12-6. The system (CLOX) proposed by Royall et al. (1998) i
Presented in Figure 12-8.

Tor children, Cohen et al. (2000) recommend scoring cloc
construction and clock setting separately {see Table 12—

onstruction has a maximum score of 13, and clod]
38 measured on a 5-point scale.

scale b

Qualitative Systems

ln addition to the quantilative score, a number of authors
€8, Cosentino et al,, 2004; Libon et al., 1996; Rouleau et al.
Tuokko et al., 1992) have developed
that xmlude evaluation of clock
e numbers hard 1o
e l‘hn(lur““r“ in the hands), stimulus-bound (e tting
e lh; LI{: En 10 and 11}, conceptual (e writing the time
'hhlu\pk l.«»lh\r(}mn setting the hands, lack tnumhel..\-on
Bumbers pei uualne (e.g., more than two hands, writing
$ beyond * » and spatial/planning (e.g., neglect,

BP; N number spacing, numbers outside clockface or coun-

ler
- o8 Wise) types of crrors.

179’ \uhr et al, 199
1

Table 12-5 Criteria fo
in Adul

Normal drawing, be ap,
correct positions, hour hand distinctly differe
minute hand and approaching 4 o'cloc

ands—not exactly o

of the adjoining numbers—

Slight errors in placement of
(or 10and 11}, but nc

More noti
(off by one pumber); number spacin

Placement of hands significantly

on one side)
Inappropria digital display or
circling of numbers despite
crowding of

peated instructior
nuimbers at one end of the clock

rative or otherwise inappropriate arrangément of
, numbers indicated by dots). Han
sted but do not clearly point at a number.

s may be

. or in distorted
Hands not clear]

Numbers absent, written outside of ¢
sequence. Inte;

represented

presentation of clock is only
arrangement of numbers.

Irrelevant, uninterpretable figure or no attempt,

ock feet, hell

DEMOGRAPHIC EFFECTS

Age

Cross-sectional studi eveal that age af s clock drawing in
adults {e.g., Freedman et al,, 1994; Marcopulos et al., 1997;
Tuokko et al., 1995) with performance declining particularly
after age 70 years (Kozora & Cullum, 1994; Marc spulos et al.,
1997; but see Cahn &
drawing remains fairly preserved from ag
Longitudinal examination reveals slight decline with ad-
vancing age. Ratcliff ¢t al. (2003) examined 1208 elderly
community-living individuals in southern Pennsylvania, aged
65 1o 74 years and greater than 74 years, drawn from the vot-
ng was repeated every 2 years. The results,
nd on an 8-point scoring systemn, showed a small but si
nificant decline (from to 6.94 points) for “survivors”
participated in all five tests over the 10-year period.

In children, the ability to draw a clock improves signifi-
cantly with age {(Cohen et al., 2000; Edmonds et al., 1994; Kirk
ctal,, 1996). For example, Cohen et al. (2000} cxamined pu
lic school children between the ages of 6 and 12

aplan, 1997, who suggested that clock
70 to 90 years).

ears and




COGNITIVE AND abn-Weiner et al
BEHAVIORAL

NEUROLOGY
Vadume 16, Number
June

Nonspecific spatial error: a deficit in
the spatial layout of numbers, without any
specific pattern in spatial dis nization
Numbers written on the outside of the
clock: numbers written either around the
perimeter of the circle or on the circle
itself.

Numbers written counterclockwise:
areangement of the numbers with 12 at
the top of the clock face and then con-
tinning around in a counterclockwisce

fashion

ach patient's clock was scored for the pres-
ence or absence of cach crror tyvpe Group
differences in ¢rror types were cvaluated
through a x * analysis Intereater reliabiliey for
this scoring syvstem has previously been
shown to he very higho swith the quantitative
scoring procedure showing an interrater re-
liability of 0.96, and the gualitative scoring
procedure showing an intereater celiabilicy
ranging from .73 to 1.0,'" The two indepen
dent caters in the corrent study demonstrated
excellent intermater reliabilicy (= 1.O) for the
quamtititive COT score. There were diserep-
neics an only two of the cight gualitative
features assessed for all of the clocks evalu
ated. Coansensus was derived and a final rat-
ing wus mude on these two variables
Examples of several error types are: dis-

played in Figure 1

RESULTS

Group Differences on Global
CDT Score

I he difference between the three sub-
ject groups an the global measure of COT
performance approached, hut did nor ecach

statistical signilicance [/

010, 1" = 0.05]. The mean scores ol the A,

hd DLB groups an the CDT were
G5 (27 and 3.7 (2.0

tively

Group Differences on CDT Errors ; ;
T ” " 5 s Gl error Tvpes.
The porcentag of ALY PD, ad DILB orise: (A), planning deticit and ce

subjects that made cach tvpe ol crror on the tion a P
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Figure 1 Classification of clocks — class 1 to 4.

Table I

Classification of clocks for MMSE scores of less
than 23 or greater than 24

MMSE score
Clock
score =24
lor2 11
3or4 71
Total
Sensitivity
Specificity
Positive predictive value
Negative predictive value

7%
87%
%
90%

are just as important in the ability of the test to
detect the cognitively impaired as the former. If an
elderly patient draws a normal clock or one with
minor spacing abnormalities, the patient has a

good chance of being cognitively normal. Finding
‘normal’ clock drawing ability in elderly, recently
admitted patients reasonably excludes significant
cognitive impairment. It is a test that is easy to use
and easy to remember. Finding ‘abnormal’ clock
drawing ability necessitates further assessment of
cognition and affect. The difficult classification of
many of the clearly abnormal clocks™ is not
necessary. A minor spacing abnormality or a
spontaneously corrected spacing abnormality is all
that needs to be recognized.

The method described is easy for the visually
impaired to follow: a large thick circle rather than
their own hand writing. The instruction used by
Wolff-Klein er al.® was modified because quite
reasonable questions are generated by just instruc-
ting the patient to ‘draw a clock’. Still there were 11
cognitively normal patients without evidence of
cerebral insult who could not do this seemingly




« Studies have found improvement in clock
drawing frem command to copy conditions
In Alzheimer's and not in vascular
dementia (reflects greater deficits in
semantic memaory systems)

« Greater executive impairments in vascular
dementia, Huntington’s and Parkinson’s
disease

* Impact of depression controversial
« Impact of schizophrenia on performance



Figure |. A clock-drawing test with a pre-drawn circle
10 cm in diameter performed by in a 76ycarold
‘woman with Alzhcimer's discase. Her Mini Mcntal State
Examination score was 17, she belonged to Katz index
grade E [33] and was classified as severity class 3
(needs direction to function but can respond appro-
priately to instruction) on the Berger scale [34]. She
had seven error scores according to the method of
Watson et al [17].

clock drawing (scorc range 1-4) also corrclates
significantly with the MMSE [11]. Clock drawing
(score range 1-31) could correctly classify 86% of
patients with Alzheimer’s disease and 92% of elderly
controls [6] in an outpatient clinic. In both outpatients
and hospitalized patients with and without dementia,
the test (score range 1-10) could correctly classify 77%
of paticnts with Alzheimer’s discase, 89% of patients
with multi-infarct and mixed dementias and 78% of
normal clderly people [4]. There have been fewer
clock-drawing studies in patients with vascular dementia
than in patients with Alzhcimers discasc 4, 12).
Patients with vascular dementia, diagnosed by the
Hachinski ischacmic scale [21], the Dementia Rating
Scale [22] and the MMSE, made more errors in spacing,
while patients with Alzhcimer’s discase showed a wider
variety of errors (score range 1-10) [12]. In cascs of very
mild Alzheimer’s disease, the clock-drawing test (score
range 1-10) can be normal [23). The sensitivity of the
test thus may vary according to the level of cognitive
impairment [23].

In a study of poorly educated people, Ainslic and
Murden [2) found that the value of the test as a single
screening instrument for dementia was questionable.
In that study three different scoring systems were
used—those of Shulman et al. |9] (score range 1-5),
Sunderiand et al [13] (score range 1-10) and WolfKlein

Clock-drawing test

Syt

Figure 2. A clock-drawing test with a pre-drawn circle
10 cm in diameter performed by a 79-year-old woman
with vascular dementia. Her Mini Mental State Exam-
ination score was 19, she belonged to Katz index grade
C [33] and was classified as severity class 4 (needs
assistance to function and cannot respond to direction
alone) on the Berger scale [34) and did not show any
clinical signs of neglect. She had seven error scores
according to the method of Watson et al. [17].

et al. [12] (score range 1-10). The scoring method of
WolKlein et al was lcast affected by education and
maximized specificity but it had a low sensitivity. On the
other hand, Ferrucci et al [24] found the clock-drawing
test (score range 1-10) to be a sensitive and specific tool
for the detection of patients with mild cognitive
impairment as diagnosed with the MMSE and the
Dementia Rating Scale [22].

The test (score range 1-5) can be used during
follow-up as a sensitive measure of deterioration of
dementia {25], diagnosed using the MMSE and the
Short Mental Status Questionnaire [26). Examples of
the test are shown in Figures 1 and 2.

Neglect

Constructional apraxia may occur with lesions in cither
the left or right parietal lobe, although it is more
frequent after right parictal damage [14). It can also be
observed early in the course of Alzheimer's discase
[14). The clock-drawing test correlates strongly with
tests of constructional apraxia and to a global
deterioration scale [10].

The clock-drawing test is a part of a visual neglect
battery of six pencil and pen tests from the Behavioural
Inattention Test (27). Many authors (19, 28-32] have

401




PDelirum - assessment

« Reliable diagnosis comes from careful and
deliberate examination

« Also iImportant to gain information from
carers and nursing staff

« Rating Scales
« Physical examination and work-up



Confusion Assessment Method
(CAM) Ineuye et al’ 1990

« Compatible with DSM-1.V
« Quick and easy to administer

« Evaluates for evidence of delirium based on
observations made before, during or after
iInterview, and based on clinical features of
delirium (eg, course, inattention, disorganised
thinking, altered consciousness, disorientation,
memory impairment, psychomotor changes,
sleep changes)



. Acute Onset and Fluctuating Course
. Inattention

. Diserganised thinking

. Altered LLevel of Consciousness

. Disorientation

. Memory Impairment

. Perceptual Disturbances

S8A: Psychomotor Agitation

8B: Psychomotor Retardation

9. Altered sleep/wake cycle

~N O Ol & WD



L

i

i

i

i

CAMIDIagnoestic Algerithm

Feature 1. Acute onset & fluctuating Course
Feature 2: Inattention

Feature 3: Disorganised thinking
Feature 4: Altered level of consciousness

The diagnosis of delirium requires the presence
of 1 and 2, and & either 3 or 4.



Delinum Rating Scale

. I'emporal onset of symptoms
. Sensory disturbances

. Hallucination Type (visual, auditory,
tactile)

. Delusions
. Motor Behaviour

. Clarity of Thinking



7. Physical iliness

3. Sleep Wake cycle

9. Lability of Mood

10. Variability of Symptoms



