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Complete psychiatric
assessment: Aims
Holistic approach to achieve overall

understanding of patient’s complete set of
needs

Identifying the range of issues which need
further assessment

Establishing rapport with p’t and family for
further assessment and care

Patient identification

Complete psychiatric
assessment (11)

e Medication history:
> polypharmacy,
> recent medication change,

> vitamins and OTC to give insight about pt’s
possible concerns

e Personal history and personality
e Social history
e Family history

Agenda Overview

e Psychiatric assessment of older people
(Chap. 10)

e Physical assessment of older people
(Chap.12)

e Clinical cognitive assessment (Chap.11)

e Psychometry in older persons ( Chap.8)

Based on Oxford Textbook of Old Age Psychiatry by R.
Jacoby et al and Clinical Geriatric Psychiatry by JP
Hwang

Complete psychiatric

assessment (1)
e Clinical diagnosis based on chief problems
and history taking

e Eliciting symptoms/behavior not in
diagnostic criteria (eg.BPSD)- to identify
caregiver burden and need; for D/D of rare
disorders

e Functional limitation: ADL, IADL, mobility

e Medical illness: thyroid problems and
vascular factor (stroke, TIA, CAD, DM,
hypertension, falls)

Complete psychiatric
assessment (111)

e Mental state examination
e Physical assessment
e (optional) Capacity assessment

e Informant interview:

> Note cognitive/emotional status of informants
» Communication with foreign caregivers

> Beware of conflict between family members




Personal history: relevant issues

e Informal assessment of severity of memory
impairment

e Understanding the patient as a person, eg,
the degree of autonomy and responsibility
before disease onset ( in marriage and work)

e Premorbid personality

e Coping with developmental tasks:
» Retirement, bereavement, serious illness, placement et al

Physical assessment: caveats

e Nonspecific presentation of disease (social
admission) generally have significant
underlying pathology.

e Atypical presentation of diseases in old age
generally reflect inadequate assessment.

e Elderly are prone to multiple pathologies,
one positive findings should alert other

contributory causes! eg. Parkinson D. + OA+
SMD of retina+ orthostatic BP

e Devastating function decline after physical
illness is common.

Comprehensive Geriatric
Assessment (CGA)

e Visual impairment
e Hearing impairment
e Activity of daily living (ADL, IADL)
e Falls and impaired mobility
e Cognitive impairment
e Depression
e Body weight loss and malnutrition
e Urinary incontinence
Simple screening as attached table) *

Social history: key areas

e Social activities

e Relationship with others

e Independency / Amount of care by others
e Current social support

e Financial safety

e Driving safety

e Disposition

Geriatric syndromes

e delirium

e immobility

o falls

e incontinence

o frailty

e malnutrition and failure to thrive

When/Who to do CGA ?

® Patients who have a living situation in
transitions

® Recent development of physical or cognitive
impairment

@ Unmet need by fragmented specialty
medical care ( esp. geriatric syndromes)

® Evaluation of patient’s competency with
potential medico-legal issues

Palmer RM: Med Clin North Am 1999;83:1503-23
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Clinical Cognitive
Assessment and Psychomety

Measurement Issues of Cognitive
Assessment Tools (1)

e Heterogeneity within age cohort: large inter-
individual difference; what is “normal aging” ?

e High prevalence of sensory impairment and
multiple co-morbidities: lack of validation for
this “common” population

e High level of illiteracy and low educational
level in the elderly: “education fair” test ?
Adjusting for education level ?
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Clinical cognitive assessment

e General assessment
e Attention: serial 7 (MMSE), digit span, CPT
e Orientation: MMSE 10 items

Memory: MMSE 3 objects recall

Language: MMSE 5 domains

Executive and frontal lobe function: backward
digit span for working memory; trail B ; category
fluency

e Apraxia: imitation, alternating hand movement

o Visuospatial ability and agnosia: pentagon
drawing in MMSE, clock drawing test

Measurement Issues of Cognitive
Assessment Tools (1)

e High rate of institutionalization in the
elderly: MMSE drop 4 points on
institutionalization (Ward 1990); poor differentiation
between “ability” and “performance”

e Some tests developed for adults: content not
suitable for the elderly; overreliance on “rote
memory”, not precis recall (summary in the text)
(better in the elderly)

Cognitive Screening
Instruments

e Brief mental state examination

e Abbreviated neuropsychological assessment
of specific cognitive functions

e Informant tests to estimate the degree of
cognitive decline
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MMSE (Mini-mental state examination):
Folstein 1975, 3% 2 ~ 1988, ¥ & /# /4 & 1984,
1992, $14 4 1994, % 1996, % P
p 5 ax 1999—
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SPMSQ (Short Portable Mental Status

Questionnaire): Pfeiffer 1975, % o % 1989,
BB % 1996-- £ PR o E ARG

Mini-Mental State
Examination (MMSE) #4 8L
attention and calculation items ( 5/30):
poorly operationalized
language items ( 8/30): insensitive
lack of frontal lobe sensitive task
strong influence of educational level:

17/18 for illiterate, 24/25 for > 6y
(Shanghai study); 19 for 0-4y, 27 for 9-12y
(ECA, USA)

Abbreviated neuropsychological
assessment of specific cognitive
functions

« CASI (Cognitive Ability Screening
Instrument) : Teng 1994, 3& ¥ 73 1993, £ % +
1994, pr e % 1996, %1 F & 1998

* MoCA (Montreal Cognitive Assessment):
Nasreddine 2005, # i %= 2008, Cut-off < 26/30,
better differentiation for MCI and dementia
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» HDS (Hasegawa Dementia Scale) and
HDS-R (revised HDS): Hasegawa 1974,
Katoh 1991, +k 2 7 1984, 5 ¥ x3 1998, & # &=
TR, YR ES MR T R ER R
CDT (Clock Drawing Test): sensitive to
cognitive decline, Lin KN 2003, 2+ 4 % %u4
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Sensitivity to Deterioration in Dementia

Example 1
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Example 3

Baseline

6 Months

12 Months

18 Months

Psychometric features of CASI
cut-off score =86, Sen. 96%, Spe. 92%
=81, Sen. 82%, Spe.99% (Graves et al., 1992)

cut-off score =50, Sen. 88%, Spe. 94%,
mean 73 (38-98) in non-demented Chinese (

Liu et al., 1994)

total score significantly associated with age
and education, the Ed. effect more on the
oldest-old ( 3 pts in 65-69Y, 7 pts in 90-95)
ceiling effects limit the use of subscale
pattern




Informant tests to estimate the
degree of cognitive decline

« MMSE ¥ %384 (IQCODE, Informant
Questionnaire on Cognitive Decline in the
Elderly, Jorm 1989) & * ¥ jhi¢ * { it
& ¥ 1! 1% % (Mackinnon et al, 1998)

IQCODE: # = # % A2k &2 J 3 av 4 F25,
L 10F Kt @ 2R P oK,

o ¥ 2RI P 3 1905

Diagnostic Instruments Other Cognitive Assessment

CAMDEX (Cambridge Exam for Mental + Monitor progress of therapy:

Disorders):_Rot_h 1988 ADAS-cog (Alzheimer’s Disease
GMS ( Geriatric Mental State Schedule) Assessment Scale, cognitive and non-

and AGECAT : based on PSE, Copeland cognitive sections): Rosen 1984, % /& 1998
1976, % & %, Flsg = . + Function assessment: Barthel index (¥ =
SCAN (Schedules for Clinical Assessment £ %), ADL, IADL, ICF framework ( % %
in Neuropsychiatry) : based on PSE 10, ;m»:‘ Mgz f)
Wing 1990, WHO 1994, 3% % /5 § 78 2001

- ) « BPSD scales

» Staging and severity assessment

BPSD¥ * £ (1) BPSD¥ * £ £ (11)

Global scales
* BEHAVE-AD ( Behavioral symptoms in #AE
Alzheimer’s disease) : Reisberg 1987 + CMAI ( Cohen-Mansfield Agitation
« NPI (Neuropsychiatric Inventory): Inventory): Cohen-Mansfield 1986
Cummings 1994, i # 7 2001 » OAS (Overt Aggression Scale): Yudofsky
+ RMBPC (Revised Memory and Behavior 1986
Problems Checklist): Teri 1992, i& # 2
1999




Staging and Severity of
#aniop R § 4 R AT .
AR L P Dementia
CERREAETRIAPRE RS2 EA CDR ( Clinical Dementia Rating): Hughes
: 1982, difficult alogorithm

) GDS (Global Deterioration Scale) and
FAST ( Functional Assessment Staging):
Reisberg 1982, 1988, 7 major stages with
o TN - . 16 successive substage, espcially useful for
PP nE 257 R RATE AR S staging of severe AD
informant bias
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Physical assessment and drug review
Neuropsychology
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#* 2 comprehensive evaluation unit, 4=
memory clinic, geriatric psychiatric ward




