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1. Diagnostic criteria

e Mild Cognitive Impairment

Diagnosis of mild cognitive impairment requires impairment:
i. in 1 of the following cognitive domains: memory, language,
visuospatial, executive function and behaviour
ii. that does not significantly affect their usual activities or work
iii. that is not explained by delirium or other major psychiatric
disorder

e Early Dementia

Diagnosis of EARLY dementia requires impairment:
i. in atleast 2 of the following cognitive domains: memory,
language, visuospatial, executive function, and behaviour*
ii. that causes a functional decline in usual activities or work
iii. thatis not explained by delirium or other major psychiatric
disorder

*Typical behaviours in early dementia include irritability, social withdrawal and
impaired self-esteem.
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2. Diagnostic algorithm

A. (i) Symptoms of cognitive impairment such as:
1) missed office appointments
2) frequent or inappropriate calls to the office
3) medication issues: compliance or adherence problems, errors
4) repetitive in conversation
5) repeatedly misplacing items
6) unable to recall treatment instructions from prior visits

7) defers to family members in answering questions (consider
possible hearing impairment or language barriers also)

8) presents with signs of declined self-care (e.g.: poor hygiene,
grooming, unexplained weight loss)

9) frequent visits to the emergency room
10) late life depression or anxiety

11) motor vehicle accidents, fender benders or wayfinding
problems

(ii) Areas of difficulty in ADLs/TIADLs
(iii) Obtain collateral history from family and caregivers

B. Complete medical history
include:
i. comorbidities (ie. REM sleep disorder, sleep apnea)
ii. medication list (assess for polypharmacy)
ii. alcohol and illicit drug use/smoking
iv. education and employment history
v. family history
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https://www.seniorplanningservices.com/files/2013/12/Santa-Barbara-ADL-IADL-Checklist.pdf

C. Cognitive assessment
i. MoCA - preferential in MCI/early dementia. Further info - mocatest.org
ii. SMMSE (quicker alternative if cannot complete MoCA; however conducting
a MoCA test before giving a diagnosis is best practice)
iii. clock drawing test (acts as a screening test; conduct when time is
restricted but signs of memory loss are apparent)
iv.  Consider alternate tests in South Asian or others with language and/or
educational barriers, as standard tests may have limited diagnostic value
e.g translated MoCA, RUDAS and instructions
Language and cultural differences, educational level, and health literacy are
major challenges for many ethnic groups impacting the administration of
cognitive assessments, and subsequently the diagnosis. Whenever applicable,
use translated resources such as the MoCA test and the accompanying
instructions available in 50+ languages online
(www.mocatest.org) or administer tests in the presence of an interpreter.
Translated MoCA tests: Punjabi, Hindi, Urdu, Arabic, Tamil, Telugu, Bengali,
and more on mocatest.org; Days of a week (Punjabi), Days of a week (Hindi),
months of a year (Punjabi & Hindi).

D. Physical examination
i.  rule out visual or hearing deficits — Blind MoCA
ii. assess for atypical clinical signs that raise red flag of alternate diagnosis
and referral to specialist — e.g. parkinsonian features, focal neuro deficits,
gait issues
iii. assess for cardio/cerebrovascular disease
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http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-moca.pdf
http://www.mocatest.org/
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-smmse.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-clock-drawing-test.pdf
http://www.mocatest.org/
https://www.fightdementia.org.au/sites/default/files/20110311_2011NSWRUDASscoring_sheet.pdf
https://www.fightdementia.org.au/sites/default/files/20110311_2011RUDASAdminScoringGuide.pdf
http://www.mocatest.org/
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Hindi.pdf
http://www.mocatest.org/wp-content/uploads/2015/03/MoCA-Test-Urdu.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Arabic.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Tamil.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Telugu.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Bengali.pdf
http://www.mocatest.org/
http://www.mocatest.org/paper-tests/moca-test-blind/

E. Lab investigations
Advised tests to rule out reversible causes of cognitive change and
establish baseline

i.  rule out remedial contributory causes medical illness
1) Complete Blood Count (CBC)
2) B12
3) Urinalysis
4) Glucose - fasting
5) Hemoglobin Alc
6) TSH
7) Sodium
8) Albumin/Calcium
9) Creatinine/eGFR
10)ECG
ii. In patients with risk factors, check:
1) Liver enzymes
2) Syphilis
3) HIV
4) Drug levels (e.g.: digoxin, phenytoin)
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F. Head imaging not routinely necessary; request CT head if:

< 60 yrs

e Abrupt onset

e Rapid progression

e Recent head injury

e History of cancer (especially breast and lung)

e Suggestion of stroke

+ Any localizing neurological sign or symptom,

e Patient is on anticoagulation or has a bleeding disorder

3. Contributory causes or differential diagnosis

i. depression — GDS15, PHQ, comparative features vs. dementia or
delirium

ii. delirium (BC Guidelines — Delirium Screening and Assessment Tools)
iii.  alcohol dependence

iv.  adverse drug effects and polypharmacy e.g. narcotics,
benzodiazepine’s, HS sedation

v. co-morbid disease, including sleep apnoea
vi.  Anticholinergic burden
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http://web.stanford.edu/~yesavage/GDS.english.short.score.html
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/depression_patient_health_questionnaire.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-appendix-b.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-appendix-b.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-appendix-c.pdf
http://www.miltonkeynesccg.nhs.uk/resources/uploads/ACB_scale_-_legal_size.pdf
http://www.miltonkeynesccg.nhs.uk/resources/uploads/ACB_scale_-_legal_size.pdf

4. When to consider referral to aid in diagnosis

Consider referral to aid in diagnosis when:
e Abnormal imaging
e Abnormal neurologic exam, focal neurological signs or symptoms:

o Urinary incontinence, gait dysfunction — consider normal
pressure hydrocephalus (NPH)

o Rigidity, bradykinesia, postural instability, tremor — consider
Parkinson’s Disease Dementia (PDD)

o Early falls, eye movement abnormalities — consider
Progressive Supranuclear Palsy (PSP)

o Early psychosis and REM sleep disorders — consider
Dementia with Lewy Bodies (DLB)

e Rapid progression
e Abrupt onset
e <60yrs

5. Diagnosis disclosure

Diagnosis of MCI or early dementia should be disclosed to the patient as soon as
possible, preferably with a family member or caregiver present. To minimize stress,
the timing and extent of disclosure should be individualized and carried out over
several visits.
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6. Management (General Care and Support)

» Management
The following MANAGEMENT information is abstracted and adapted from the
BC Guidelines Cognitive Impairment: Recognition, Diagnosis and Management

in Primary Care (2016).

e Establish a register of patients.
¢ Reassess cognition and function at planned visits.

e Involve the patient and caregiver in setting goals. See Associated
Document: Clinical Action Plan (flow sheet); and

e Consider vaccinations, vitamin D supplementation, falls risk assessment,
and exercise prescriptions. Refer to BCGuidelines.ca for other chronic
disease guidelines which may be useful.

» Non-Pharmacological Management of Dementia
A. Memory

Aids like calendars, diaries and telephone reminders;

Keeping keys, glasses, wallet in same designated place (“landing
spot”);

Accompaniment to appointments;

Exercise; and

Healthy brain games, e.g. Sudoku puzzles, crossword puzzles, games
(cribbage), jigsaw puzzles and word searches.

B. Medication Management

Use blister packages/dossette trays and suggest caregiver supervision
to improve safety and compliance or medication daily dispensing
through local pharmacies;

Medication monitoring through Home & Community Care.
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http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-full-guideline.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-full-guideline.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-clinical-action-plan.pdf
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-clinical-action-plan.pdf
http://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines

Monitor kitchen for mishaps (e.g., fires, burned pots); have stove unplugged or
automatic stove turn-off device installed;

Functioning smoke detectors;

Assess home for other safety hazards (e.g., unsafe smoking, firearms in the
home);

Check for spoiled food in the fridge;

911 stickers for telephones;

A personal alarm service in case of patient accident; and

Referral for home assessment through Home & Community Care.

Use of lists when shopping;
Shopping assistance from caregiver; and
Use of shop by phone programs, if available.

Common early dementia behavioral manifestations include changes in mood or
personality, such as becoming confused, suspicious, depressed, fearful or
anxious. They may be easily upset at home, at work, with friends or in places
where they are out of their comfort zone and feel loss of control. Education of
the patient and family is extremely important in management of behavioural
symptoms of early dementia.

Carrying identification when out alone; use of an ID bracelet or registering with
the MedicAlert® Safely Home® Program.

Seven Numbers for Early Dementia

Monitor for weight loss; and

Meal support services (e.g., healthy delivered prepared meals or pre-prepared
frozen foods).
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http://www.alzheimer.ca/en/Living-with-dementia/Day-to-day-living/Safety/Safely-Home

e Awareness that patients with dementia may become socially withdrawn; and
o Referral to First Link® and Alzheimer Society for their education, services,
support and contact with resources
1. Ask the individual or family member for permission to forward their name
to First Link®.
2. Complete a referral form and fax it to:
e Alzheimer Society of B.C (604-669-6907).
Contact will be made within five business days or after three weeks for those
who are adjusting to the diagnosis. You will receive a confirmation note when
contact has been made.
First Link® offers your patients/clients:
e Proactive contact and follow up.
e Ongoing access to learning opportunities and support.
e Connection to a supportive community of others living with dementia.
e Knowledge, confidence and skills to live well with the challenges of
dementia.

Seven Numbers for Early Dementia

» Discuss advance care planning as early as possible (e.g., refer to My Voice
Advance Care Planning Guide for aid in discussing sensitive topics like tube
feeding. Available in English, Punjabi and Simplified Chinese. See also No
Cardiopulmonary Resuscitation form); and

» Encourage patient to have an up-to-date will, a power of attorney agreement
for financial management, a representation agreement for health
management and/or an advance directive.
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http://www.alzheimer.ca/bc/~/media/Files/bc/Programs-and-services/First-Link/FL-Media-15/FL%20Info%20Sheet%20-%202017.pdf
http://www.alzheimer.ca/bc/~/media/Files/bc/Programs-and-services/First-Link/Referral-forms/2016_FL_Forms/FillFLRFSEFraserAug2016.pdf
http://www2.gov.bc.ca/gov/content/family-social-supports/seniors/health-safety/advance-care-planning
http://www2.gov.bc.ca/gov/content/family-social-supports/seniors/health-safety/advance-care-planning
https://www.healthlinkbc.ca/health-feature/no-cpr-form
https://www.healthlinkbc.ca/health-feature/no-cpr-form

Dementia is a medical condition that impacts fitness for driving (see BC Driver
Fitness Handbook for Medical Professionals);

Start early to engage the patient on the topic of driving as part of their future
planning. Discussion with patient about the importance of memory and cognitive
skills for driving and signals/ concerns about driving safety.

If there are concerns about a patient’s functional ability to drive, consider referral to
RoadSafetyBC to have their skills assessed;

Under Section 230 of the Motor Vehicle Act, a primary care provider must report to
RoadSafetyBC if a patient:

o has a medical condition that makes it dangerous to the patient or to the
public for the patient to drive a motor vehicle; and

o continues to drive after being warned of the danger.

Revoking a driver’s license is not the health care provider’s responsibility, but when
significant deficits are seen reporting it is part of our duty. (UBC Dementia
Management in Family Practice Facilitator Syllabus, used with permission).

To supplement or replace driving encourage patient to register with HandyDart and
TaxiSavers (see Guide for Patients and Caregivers).

For patients who need assistance with the HandyDart and HandyCard application
form, direct them to the HandyDART & HandyCard: Simplified Form Instructions.

» Be aware that dementia may co-exist with other complex mental health
conditions;

» Involve mental health teams and resources, such as Community Mental Health
Services, to help in distinguishing depression from dementia, and assessing and
treating significant behavioural problems and managing caregiver stress; and

» Involve allied health professionals (e.g., Home & Community Care case
managers, mental health teams, counsellors, pharmacists, occupational
therapists, physiotherapists, dietitians).
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https://www2.gov.bc.ca/gov/content/transportation/driving-and-cycling/driver-medical/driver-medical-fitness/driver-medical-fitness-information-for-medical-professionals
https://www2.gov.bc.ca/gov/content/transportation/driving-and-cycling/driver-medical/driver-medical-fitness/driver-medical-fitness-information-for-medical-professionals
http://www2.gov.bc.ca/assets/gov/driving-and-transportation/driving/publications/mv2351-report-ability-drive.pdf
http://www.translink.ca/en/Rider-Guide/Accessible-Transit/HandyCard.aspx
http://www2.gov.bc.ca/assets/gov/health/managing-your-health/patient-information-guides/cogimp-patient-guide.pdf

» Discuss needs, coping strategies, support system and stress management with
caregiver;

» Aid in co-ordination, communication, planning, education and connecting with
resources; and

» Assess the caregiver for caregiver burden and burn out. Monitor and check in
with caregiver with each visit.

The following information has been abstracted from the UBC Dementia
Management in Family Practice Facilitator Syllabus, used with permission, and the
Ministry of Health’s Cognitive Impairment: Recognition, Diagnosis and Management
in Primary Care.

The use of acetylcholinesterase inhibitors/memantine is controversial. While data
from clinical trials report statistical evidence of benefit, clinical benefits are unclear.
It should be noted that drugs may benefit only a small minority of patients, and the
evidence for long term use is insufficient. Short term benefits (6-12 months) may
include cognitive, functional, and global improvement. However, patients and their
caregivers should be advised that benefits are limited, and that side effects and
drug interactions are common. End points for discontinuation of medication should
be discussed.
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http://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/cognitive-impairment
http://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/cognitive-impairment

The most commonly prescribed drugs for Alzheimer’s disease and some of the other
dementias are known as Acetylcholinesterase inhibitors (AChEIs). They inhibit
an enzyme in the brain thereby increasing neurotransmitter acetylcholine. There are
three such drugs on the market:

Donepezil (or Aricept™)
Galantamine (or Reminyl™)

Rivastigmine (or Exelon™). Comes in pills and in transdermal patches
(patches are not normally covered by Pharmacare but might be in special
case appeals).

AChEIs are approved for the symptomatic treatment of mild to moderate
Alzheimer’s, with Donepezil being the only AChEI indicated for severe
Alzheimer’s disease.

Shown in RCTs and meta-analyses to:
o Decrease cognitive decline
o Improve or maintain ADL function
o Improve behavior
= Improve overall subjective clinical ratings
o Possibly delay institutionalization.

Benefits are seen in those with Alzheimer’s Dementia, Vascular Dementia,
Mixed AD/VaD, Parkinson’s Dementia, Diffuse Lewy Body Dementia.

Not seen to benefit those with other forms of dementia (such as Fronto-
temporal Dementia, Alcohol Dementia, NormoPressure Hydrocephalus, or
more rare forms of dementia).

» Under current BC Special Authority coverage, they must have:

o SMMSE score of > 10 and < 26 AND

o Global Deterioration Score (GDS) of = 4 and < 6 AND

o Diagnosis to include a component of Alzheimer’s Disease.

o Donepezil must be trialed first, with galantamine and rivastigmine
(capsules only) approved if the patient is intolerant to donezepil.

o Patient must be registered with Fair Pharmacare and meet the specified
requirements for coverage (eg: certain income level, meet the deductible,
applicable limits in place).
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http://www2.gov.bc.ca/assets/gov/health/health-drug-coverage/pharmacare/gds.pdf

« NOTE: New BC Special Authority Rules (April 2016) can be found here:
http://www?2.gov.bc.ca/assets/gov/health/forms/5465fil. pdf

*The medications section was current as of September 2017 and is subject to
change. For updated information including prescribing and Pharmacare, please
view the Ministry of Health website

» Goal of treatment - slowing down cognitive, social and functional decline
» Not curative and improvement on cognitive testing is not expected
» If patient stops and restarts, benefits are not regained

Decision to initiate AChEI therapy requires an individualized patient assessment,
involving the patient and caregivers in the following discussion points:

» Clinician, patient, and caregiver expectations of benefit with AChEI therapy.
» Presence of comorbidities and life expectancy.

» Potential drug interactions with concurrent medications.

» Ability of the patient or caregiver to adhere to pharmacotherapy.

» Potential benefits as compared to potential harms of AChEI therapy.

» Patient and caregiver preferences, including cost of therapy.

*The medications section was current as of September 2017 and is subject to
change. For updated information including prescribing and Pharmacare, please
view the Ministry of Health website.
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http://www2.gov.bc.ca/assets/gov/health/forms/5465fil.pdf
http://www2.gov.bc.ca/gov/content/health/health-drug-coverage/pharmacare-for-bc-residents/what-we-cover/drug-coverage/drugs-requiring-pre-approval/alzheimersdrugs
http://www2.gov.bc.ca/gov/content/health/health-drug-coverage/pharmacare-for-bc-residents/what-we-cover/drug-coverage/drugs-requiring-pre-approval/alzheimersdrugs

» Severe Cardiac disease (CAD, CHF)
» Cardiac conduction abnormalities (slows AV nodal conduction)

o Pulse check for bradycardia and/or ECG prior to start and soon after start
of these meds

» Severe respiratory disease (increases bronchospasm)

» Recent peptic ulcer disease or increased risk of same ( increases gastric acid
secretion)

» Significant GI symptoms or weight loss (most common side effects are nausea,
diarrhea, decreased appetite and weight loss). GI intolerance rate is quite high.

» Severe renal or liver disease

» Seizure disorder or history of seizures (lowers seizure threshold)
e Obstructive Urinary disease (may worsen symptoms)

» Certain medications (see BC Guidelines)

o Many drug interactions exist through the cytochrome (CYP) liver enzyme
system.

o Important to consider drug interactions with additive potential to cause
bradycardia (B-blockers, verapamil, diltiazem, digoxin and other anti-
arrhythmics).

o Make sure no drugs on board with opposing anticholinergic pharmacology.

» There are some advantages and disadvantages that come with starting AChEIs
later in the progression of dementia:

o Advantages: cost savings, side effects avoided

o Disadvantages: have lost ground already (have missed the opportunity to
maintain the patient at a potentially higher level of cognition and
functioning for longer)

» NOTE: When increasing the dose or tapering someone off the medications, it is
important to do so slowly (dose change every 4-6 weeks)

Further information: BC Pharmacare Cholinesterase Inhibitors Info Sheet 2016
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http://www2.gov.bc.ca/assets/gov/health/health-drug-coverage/pharmacare/adti-health-professional-infosheet.pdf

It is worthy to note:

» Medications are not indicated for Mild Cognitive Impairment (MCI)

» Behavioural and Psychological Symptoms occurring in early dementia
(confusion, suspiciousness, depression, fear or anxiety) should be treated
using a combination of behaviour or environment modification, together with
directed pharmacotherapy (e.g. antidepressant for concurrent depression)

*The medications section was current as of September 2017 and is subject to
change. For updated information including prescribing and Pharmacare, please view
the Ministry of Health website

The assessment and management of cognitive impairment in diverse individuals can
be challenging for several reasons:

Communication difficulties, cultural factors, low education, and literacy impact formal
cognitive screening, with poor inter-rater reliability — use interpreter services (where
available) and translated/adapted cognitive assessment tools to assist in more
accurate patient screening and assessment; Whenever applicable, use translated
resources such as the MoCA test and the accompanying instructions available in 50+
languages online (www.mocatest.org). Translated MoCA tests: Punjabi, Hindi, Urdu,
Arabic, Tamil, Telugu, Bengali, and more on mocatest.org; Days of a week (Punjabi),
Days of a week (Hindi), months of a year (Punjabi & Hindi).

Dementia symptoms may be unfamiliar or viewed as a normal part of the aging
process, and there may be stigma to mental health issues, resulting in diagnosis
delay — provide culturally sensitive patient information on dementia to patients and
families;

Language barriers may result in a lack of awareness of community supports —
provide Guide for Patients and Caregivers;

Community supports may not provide culturally appropriate care, resulting in lack of
adoption of these services and increase in caregiver stress; and
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http://www2.gov.bc.ca/gov/content/health/health-drug-coverage/pharmacare-for-bc-residents/what-we-cover/drug-coverage/drugs-requiring-pre-approval/alzheimersdrugs
http://www.mocatest.org/
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Hindi.pdf
http://www.mocatest.org/wp-content/uploads/2015/03/MoCA-Test-Urdu.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Arabic.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Tamil.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Telugu.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-Bengali.pdf
http://www.mocatest.org/
http://www2.gov.bc.ca/assets/gov/health/managing-your-health/patient-information-guides/cogimp-patient-guide.pdf

Families may share caregiver responsibilities by rotating the residence of the
patient amongst family members — this is generally discouraged as it confuses
the patient with dementia and complicates the provision of services between the
staff of many agencies and the extended family. One familiar, safe and secure
environment is encouraged.

» Resources
Make an early referral to support resources:

Alzheimer Society of BC
First Link Dementia Helpline

HandyDart
= HandyDart form

= HandyDart Simplified Instructions

BC211

Better at Home

HealthLink BC

Fraser Health Crisis Line

Seven Numbers for Early Dementia
Keep your Brain Healthy brochure
MedicAlert

Lifeline

Get up & Go
Home Health
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http://alzheimer.ca/en/bc
http://alzheimer.ca/en/bc/We-can-help/Regional-Resource-Centres
https://www.translink.ca/Rider-Guide/Accessible-Transit/HandyDART.aspx
https://www.translink.ca/-/media/Documents/rider_guide/access_transit/handydart_card/HandyDART%20Card%20Application%20Form.pdf
http://www.bc211.ca/
http://betterathome.ca/
https://www.healthlinkbc.ca/
https://www.options.bc.ca/program/fraser-health-crisis-line
https://www.medicalert.ca/
https://www.lifeline.ca/en/
https://patienteduc.fraserhealth.ca/file/get-up-go-1071.pdf
https://www2.gov.bc.ca/gov/content/health/accessing-health-care/home-community-care/how-to-arrange-for-care

» Serial Appointment Outline
Serial Appointment Outline (3 visits suggested, can extend to more)
Consider use of GPSC code(s) (Current as of September 2018):
GP Annual Complex Care Management Fee (2 Diagnoses) -> 14033
GP Mental Health Planning fees —> 14043
GP Mental Health Management fee —> 14046-8
GP GPSC Portal Code -> 14070
GP Frailty Complex Care Planning and Management -> 14075
GP-Patient Telephone Management Fee -> 14076
GP-Allied Care Provider Conference Fee -> 14077
GP Email/Text/Telephone Advice Relay Fee -> 14078
Visit 1:
= Obtain presenting History
= General physical exam
= Labs to rule out reversible
= Remind patient to bring historian/family/friend to next appointment

= Remind patient to bring all medications to next appointment (including over
the counter)

= History and corroborative history
= Medications review

= Lab result review

= Dementia specific physical exam
= Cognitive testing (MD or other)

= Establish likely diagnosis

= Disclosure

= Referral to specialist if necessary

= Connection to resources

= Power of Attorney POA/Representation agreement
= Driving considerations
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http://www.gpscbc.ca/what-we-do/longitudinal-care/billing-guides

Appendix 1: Clinical Relevance of Physical Signs on Neurologic Exam in
a Patient With Cognitive Impairment

Mildly stooped posture, difficulty Can be seen in normal aging
with tandem gait

Normal neurologic exam Typical in early Alzheimer's disease (AD)

Asymmetric neurologic deficits  Consider space occupying lesion (tumor,
subdural hematoma, stroke)

Magnetic gait Normal pressure hydrocephalus (NPH) (may
also have urinary incontinence)
Wide based unsteady gait NPH, vascular dementia, Wernicke-Korsakoff

syndrome (usually secondary to chronic alcohol/
use), cerebellar tumor, paraneoplastic disease,
spinocerebellar ataxia (SCA)

Parkinsonism signs (slowness, Dementia with Lewy bodies (DLB), Parkinson’s

stiffness, postural instability, disease, progressive supranuclear palsy (PSP),

tremor) corticobasal syndrome (CBS), multiple systems
atrophy (MSA), vascular dementia,
frontotemporal dementia (FTD), Creutzfeldt-
Jakob disease (CJD), Wilson’s disease,
Huntington's disease (HD)

Involuntary hyperkinetic HD, inherited metabolic disorders including

movements (chorea, dystonia) Wilson's disease, CJD (expect rapidly
progressive course), CBS, systemic lupus

erythematosis (SLE)
Myoclonus Post-anoxia, CJD, AD, myoclonic epilepsies,
Hashimoto’s encephalopathy, DLB, CBS
Pyramidal signs Motor neuron disease, CJD, B12 deficiency,

multiple sclerosis (MS), SCA, MSA,
hydrocephalus, AD, FTD

Papilloedema Tumour, subdural haematoma, hydrocephalus
Cortical blindness Vascular disease, AD, CJD
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Appendix 1: Clinical Relevance of Physical Signs on Neurologic Exam in
a Patient With Cognitive Impairment

Anosmia Subfrontal meningioma, head injury, AD, PD, HD

Abnormal eye movements PSP, CBS, Wernicke-Korsakoff, cerebellar tumours,
causes of raised intracranial pressure, CJD, HD

Visual field defect Tumour, vascular disease, CJD

Pupillary abnormalities Neurosyphilis

(Argyll Robertson pupil)

Peripheral neuropathy Concurrent medical illness such as diabetes, vitamin
B12 deficiency, paraneoplastic disorders, SCA, SLE

Early onset incontinence Tumour, hydrocephalus (including NPH), PSP

Bulbar features Frontal dementia (motor neuron disease), PSP

Fasciculations Frontal dementia (motor neuron disease), rarely CJD

Seizures Vasculitis, neoplasia, primary angiitis of the nervous

system, limbic encephalitis, AIDS dementia complex,
neurosyphilis, SSPE, Hashimoto’s encephalopathy

Frontal release signs or Of limited diagnostic value as these signs can be seen
primitive reflexes in normal aging or in AD or FTD
Modified from: Cooper S, Greene JDW. The clinical assessment of

the patient with early dementia. Journal of Neurology,
Neurosurgery & Psychiatry 2005;76:v15-v24.
Available at

http.://jnnp.bmj.com/content/76/suppl 5/v15.full

and

Continuum: Lifelong Learning in Neurology, Volume
19, Number 2, April 2013, p407
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Appendix 2: Neurologic Exam Findings in Different Causes of Cognitive
Impairment

Normal aging decreased large fiber sensation in toes
decreased or absent ankle reflexes
mildly stooped posture
difficulty with tandem gait

Alzheimer's disease (AD) usually a normal neurologic exam in amnestic
type of AD

in later stage, can see mild parkinsonism

Dementia with Lewy Body parkinsonism (slowing, stiffness, postural
instability)

absence of rest tremor
Normal pressure hydrocephalus magnetic gait, urinary incontinence
Vascular dementia slow gait with short steps and upright posture
Alcohol-related dementia Ophthalmoparesis

gait ataxia
Parkinson'’s disease Slowness

Rigidity

stooped posture

slow, shuffling gait

masked face

quiet speech

small writing
Corticobasal degeneration Parkinsonism

Apraxia

dystonia, myoclonus

alien-limb phenomenon

cortical sensory loss

may present with aphasia, executive dysfunction
and mimic AD

Return to
Checklist 21




Appendix 2: Neurologic Exam Findings in Different Causes of Cognitive
Impairment

Progressive supranuclear palsy  Parkinsonism
eye movement abnormalities (may not appear
until later in course)

axial rigidity, retrocollis

postural instability early in course, often fall

back

bulbar features (impaired speech, swallowing)
Creuzfeldt-Jakob disease subacute to acute progression

extrapyramidal signs (myoclonus)

ataxia

seizures

Modified from: Continuum, Volume 19, Number 2, April 2013,
p407
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4 numbers

FOR
EARLY DEMENTIA

DEMENTIA SUPPORT
604-681-8651

1-800-936-6033
First Link® Dementia Helpline

When: 9:00-4:00, Monday to Friday

Why: If you are living with dementia or have
questions about the disease, call for information
and support. Every call to the Alzheimer Society of
B.C. is confidential.

2-1-1 (bc211.ca)

When: 24 hours/day, 7 days/week

Why: If you need a service and aren’t sure what it’s
called or where to find it. One call connects you to
an information and referral specialist with
numbers for all community, social and
government services.

) vowe nere 4

604-536-9348

(betterathome.ca)
Better at Home

When: Office hours vary by community

Why: If you need friendly visiting; transportation
to appointments; light yard work; minor home
repairs; snow shoveling; light housekeeping;
grocery shopping (services vary by community).
Some services may be free, based on your income.

Translation Servi X Better
% Translation Services (‘ 8_1_1 Home

Provided

we can help
C21 omm: <
M

w1 HealthLink

u 1-855-412-2121

Fraser Health Service Line
When: 8:30-4:30, 7 days/week

Why: To find out if you qualify for in-home personal care,
home care nursing or rehab, palliative care, day programs
for adults or respite services for caregivers.

What: Trained phone staff will identify your needs and
refer you to the services you need. Some services may be
free, based on your income.

HEALTH INFORMATION
8-1-1 (healthlinkbc.ca)

HealthLink BC

When: 24 hours/day, 7 days/week

Why: If you're feeling unwell or have a minor injury
and are unsure about what to do. Or if you just have a
health question or need advice about a health issue.

What: Health advice from a nurse; nutrition
information from a dietitian; advice about drugs and
pills from a pharmacist; where to find health services
in your community.

604-953-3680
HandyDART

When: 8:00-4:00, Monday to Friday

Why: If you are unable to use conventional public transit
without assistant. A driver will come to your home, help
you board the vehicle, and get you to the door of your
destination safely.

' 604-951-8855

1-877-820-7444
Fraser Health Crisis Line
When: 24 hours/day, 7 days/week

Why: For anything that’s causing you concern, worry or
distress, for example suicide thoughts or feelings, mental
health problems, addictions, family violence, abuse,
relationship conflicts, loss, or just plain loneliness.

What: Free confidential emotional support, crisis
intervention and community resource information.

Alzheimer Socicty S fraserhealth










Hindi

Days of the week godrg & e

Monday AHIR Somvaar

Tuesday HITeldRX Mangalvaar

Wednesday EOGCIES Budhvaar
S

Thursday MBI Guruvaar
9

Friday ETIES Shukrvaar
)

Saturday IGEIE Shanivaar

Sunday MEGIRS Ravivaar







Punjabi

Days of the week Je3 e fes

Monday AHSg Somvaar
Tuesday Haseg Mangalvaar
Wednesday gueg Budhvaar
Thursday Jgeg Veervaar
Friday Hadeg Shukkarvaar
Saturday Afeggeg Shanicharvaar
Sunday w3eg Aitvaar







e Choosing a healthy lifestyle can im-

prove your brain health, such as:

=

Reduce stress, practice relaxa-
tion, meditation or other stress
reduction techniques.

Make healthy food choices.

Quit or avoid smoking and avoid
excessive alcohol consumption.
See your doctor regularly, both
for check ups and any specific
health concerns.

Track your numbers: keep your
blood pressure, cholesterol,
blood sugar, and weight within
recommended limits.

First Link®

YOUR LINK TO DEMENTIA SUPPORT

The Alzheimer Society of BC provides First
Link” dementia support that connects peo-
ple with dementia, their caregivers and their
families to support and learning opportuni-
ties at any point in the progression of the
disease. First Link is available in all commu-
nities across the province, and can be ac-
cessed in three ways:

e Areferral from a health-care provider
or a community organization.

e By visiting one of the Alzheimer Socie-
ty of B.C.’s Regional Resource Centres.

e By calling the First Link” Dementia
Helpline (1-800-936-6033).

AlzheimerSOCz'ez‘y

BRITISH COLUMBIA

J&7 fraserhealth

Beter healih, Best in health care,

Keep Your Brain
Healthy

<= Getting to Know

Dementia

Fraser Health
Regional Dementia Strategy






Dementia is more than just for-
getting. Do | have dementia?

Many older adults, their friends, and
their family worry about getting de-
mentia or Alzheimer’s disease. De-
mentia is not a normal part of aging,
and not all older adults will develop

dementia. See a doctor if you, family,

friends or caregivers notice changes
in your ability to function at work, in
social settings or in day-to-day life.

Normal Aging

Dementia

Not being able to
remember details
of conversations
or events from
years ago

Not being able to
recall details of
recent events or
conversations

Not being able to
remember the
name of an
acquaintance

Not recognizing
or knowing the
names of family

members

Forgetting things
and events
occasionally

Forgetting things
and events more
frequently

What are the Signs?
The Alzheimer Society of Canada lists
the following as signs of dementia:

1. Memory loss affecting day-to-day
abilities.
2. Difficulty performing familiar tasks.

3. Problems with language (i.e., difficulty
finding the right words and following a
conversation).

4. Disorientation in time and place.

5. Impaired judgement (i.e., cannot
make the right decision).

6. Problems with abstract thinking (i.e.,
reduced ability to understand, think,
remember and reason).

7. Misplacing things.

8. Changes in mood and behaviour.

9. Changes in personality.

10. Loss of initiative.

Talk to your doctor if you notice one or

more of these happening to you or
someone you know in your life.*

!Adapted from the Alzheimer Society of
Canada: “10 Warning Signs”

How to keep a Healthy Brain and
Lifestyle

¢ Keep your brain active every day by:

= Playing games that challenge
your brain—chess, cards, word
or number puzzles, etc.

= Pursue a new interest, learn a
new language, play a musical in-
strument, take a course.

i 18
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¢ Staying connected socially helps you
stay connected mentally, try to:

= Enjoy events with family and
friends.

= Stay active in the workforce or
become a volunteer.,
%, %
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HandyDART & HandyCard: Simplified Form Instructions

What is HandyDART?

HandyDART is a door-to-door, public ride service that uses specially equipped vehicles designed to
carry passengers with disabilities who are unable to use regular public transit without assistance.
The driver will come to your home, help you board on the vehicle, and get you to the door of your
destination safely.

Am | Eligible?

If you have a physical, sensory, or cognitive disability and are unable to use conventional public
transit without assistance, you may be eligible to use HandyDART. HandyDART serves clients as far
out as Lions Bay and Aldergrove, and all areas in between (Burnaby, Delta, Fraser Northwest, Langley,
Ridge Meadows, Surrey North Delta, White Rock). HandyDART serves Abbotsford, Mission, and
Chilliwack under BC Transit. For more information or to access their form, visit www.bctransit.com.

How to Sign up for HandyDART?

There is no fee to apply. Contact the Access Transit Customer Care office at 604-953-3680%*, or visit
their online website at www.translink.ca/HandyDART to print off and complete their application
form.

To apply, please make sure you have all your personal information available including your date of
birth, home address, doctor's name, and phone number, as well as any special medical facts that
might affect your ability to use public transit.

What is the difference between HandyDART and HandyCard?

HandyDART is a door-to-door, public transit service that provides the applicant with a booking ID
used over the phone to book a HandyDART vehicle for a ride. HandyCard is a photo-identity card
which entitles the card holder to concession fares on regular transit services (TransLink buses,
SkyTrains, SeaBus, and West Coast Express), with the attendant traveling free.

What if | need help completing the Application Form?
i.  Find someone (a family member, neighbour, community member) who has the time and

language skills to fill out the application form with you.

ii.  For help completing the application form call 604-575-6600.*

iii.  Contact your family doctor and ask if they would fill out the application form with you
during your next appointment.

How do | complete the Application Form? (Step-by-Step)
[1] The first section requires you to select one or both the programs:

a. HandyDART: Requires no photos for application. After the application has been
processed, the applicant receives a booking ID.

See Next Page ->

*All services of TransLink are offered in English only, so please be prepared
with your own translator if you require assistance with instructions in English. 1 | PAGE



http://www.bctransit.com/

file://Fraserhealth.org/homedir/HomeDir01/jsangha12/www.translink.ca/HandyDART



(2]

3]

[4]

(5]

(6]

[7]

b. HandyCard: Requires two current hard-copy photos attached 125-ind—s
(without staples) to the physical application or one digital

photo emailed along with the application. These photos are L250n
used to generate a photo ID card.
¢. Hard-copy photo dimensions: Must be sizedto 3.2cm x 3.2
cmor 1.25inx 1.25in.
d. Digital photo dimensions: Must be a minimum 300dpi. JPEG, TIFF, and GIF photo
formats are accepted.

The second section of the form needs the applicant’s information such as: Name, Date of
Birth, Address, Phone Number, Name of care home (if applicable).

The second section continued on second page requires emergency contact information
(name, phone number, relationship). It asks you for information on if you always need an
attendant to assist you and what is preventing you from using the regular transit system.

The form also requires information on what mobility aids you use during travel and its
dimensions (i.e. height, weight, width).

The third section needs the applicant’s signature that states they have made the decision to
authorize the application form. If the applicant is physically unable to sign the form, the
person explaining the form to them can sign and write out how consent was obtained from
applicant (nod, gesture etc.). If the applicant does not have the mental capacity to make the
decision, the legal guardian can sign the form on the applicant’s behalf and make a note of
this beside the signature.

The fourth section is to be filled out by the applicant’s family doctor or medical authority.

All forms must be completed and signed before sending off, or they will be returned.
Possible methods to submit the application form are:

a. Mail application to: Coast Mountain Bus Company

Access Transit Department
700-287 Nelsons Court, New Westminster, BC, V3L OE7
b. Email application to: accesstransit.registration@coastmountanbus.com

The application process for HandyDART takes 5-10 days to process. The HandyCard takes 4-6
weeks to process.

For more information, contact 604-953-3680* or visit www.translink.ca/HandyDART

*All services of TransLink are offered in English only, so please be prepared

with your own translator if you require assistance with instructions in English. 2| PAGE
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Punjabi Calendar Months & Gregorian Calendar Months

1. Mid Poh — Mid Magh January
2. Mid Magh — Mid Phagan February
3. Mid Phagan — Mid Chait March

4. Mid Chait — Mid Vaisakh April

5. Mid Vaisakh — Mid Jeth May

6. Med Jeth — Mid Asad June

7. Mid Asad — Mid Saun July

8. Mid Saun — Mid Bhadon August

9. Mid Bhadon — Mid Asu September
10. Mid Asu — Mid Katak October
11. Mid Katak — Mid Maghar November
12. Mid Maghar — Mid Poh December

Hindi Calendar Months & Gregorian Calendar Months

1. Mid Poush — Mid Magh January
2. Mid Magh — Mid Fagun February
3. Mid Fagun — Mid Chaitra March

4. Mid Chaitra — Mid Vaisakh April

5. Mid Vaisakh — Mid Jeyshtha May

6. Med Jeyshtha — Mid Aashadh | June

7. Mid Aashadh — Mid Savan July

8. Mid Savan — Mid Bhadrapad August

9. Mid Bhadrapad — Mid Aaso September
10. Mid Aaso — Mid Kartik October
11. Mid Kartik — Mid Magsar November
12. Mid Magsar — Mid Poush December
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ਸ਼ਬਦਾਂ ਦੀ ਸੂਚੀ ਪੜ੍ਹੋ, ਮਰੀਜ਼ ਵੱਲੋਂ ਉਸ ਨੂੰ ਦੁਹਰਾਇਆ 




owner

Text Box

ਦੁਹਰਾਇਆ ਜਾਵੇਗਾ। ਪਹਿਲੀ ਕੋਸ਼ਿਸ਼ ਕਾਮਯਾਬ ਹੋਣ 'ਤੇ ਵੀ ਦੋ ਵਾਰੀ ਅਜ਼ਮਾਇਸ਼ ਕਰੋ। ਫ਼ਿਰ 5 ਮਿੰਟ ਬਾਅਦ ਮੁੜ ਦੁਹਰਾਓ।



owner

Text Box

ਧਿਆਨ (ਅਟੈਨਸ਼ਨ)



owner

Text Box

ਨੰਬਰਾਂ ਦੀ ਸੂਚੀ ਪੜ੍ਹੋ (1 ਨੰਬਰ / ਸਕਿੰਟ)



owner

Text Box

ਮਰੀਜ਼ ਇਸ ਨੂੰ ਤਰਤੀਬ ਅਨੁਸਾਰ ਦੁਹਰਾਏਗਾ
ਮਰੀਜ਼ ਇਸ ਨੂੰ ਪੁੱਠੀ ਤਰਤੀਬ ਅਨੁਸਾਰ ਦੁਹਰਾਏਗਾ



owner

Text Box

ਕੋਈ ਨੰਬਰ ਨਹੀਂ
ਂ



owner

Text Box

ਅੱਖਰਾਂ ਦੀ ਸੂਚੀ ਪੜ੍ਹੋ। ਹਰ ਵਾਰੀ `ਅ' ਆਉਣ 'ਤੇ ਮਰੀਜ਼ ਨੇ ਆਪਣੇ ਹੱਥਾਂ ਨੂੰ ਥਪਥਪਾਉਣਾ ਹੈ। 




owner

Text Box

ਦੋ ਤੋਂ ਵੱਧ ਗ਼ਲਤੀਆਂ ਹੋਣ 'ਤੇ ਕੋਈ ਨੰਬਰ ਨਹੀਂ।




owner

Text Box

ਫ ਬ ਅ ਸ ਮ ਨ ਅ ਅ ਜ ਕ ਲ ਬ ਅ ਫ ਅ ਕ ਡ ੲ ਅ ਅ ਅ ਜ ਅ ਮ ਓ ਫ ਅ ਅ ਬ



owner

Text Box

ਪਹਿਲੀ ਕੋਸ਼ਿਸ਼ 




owner

Text Box

ਦੂਜੀ ਕੋਸ਼ਿਸ਼



owner

Text Box

ਚਿਹਰਾ



owner

Text Box

ਰੇਸ਼ਮ



owner

Text Box

ਗੁਰਦੁਆਰਾ



owner

Text Box

ਗੁਲਾਬ



owner

Text Box

ਲਾਲ



owner

Text Box

100 ਤੋਂ ਸ਼ੁਰੂ ਕਰਕੇ ਹਰ ਵਾਰੀ 7 ਘਟਾਓ



owner

Text Box

4 ਜਾਂ 5 ਸਹੀ ਜਵਾਬ:



owner

Text Box

3 ਨੰਬਰ, 2 ਜਾਂ 3 ਸਹੀ:



owner

Text Box

2 ਨੰਬਰ, 1 ਸਹੀ: 



owner

Text Box

1 ਨੰਬਰ, 



owner

Text Box

0 ਸਹੀ: 0 ਅੰਕ




owner

Text Box

ਭਾਸ਼ਾ (ਲੈਂਗੁਏਜ)




owner

Text Box

ਦੁਹਰਾਓ: ਮੈਨੂੰ ਬਸ ਇਹ ਪਤਾ ਹੈ ਕਿ ਅੱਜ ਪਰਮਿੰਦਰ ਹੀ ਮੇਰੀ ਮਦਦ ਕਰੇਗਾ।



owner

Text Box

ਜਦੋਂ ਕੁੱਤੇ ਕਮਰੇ ਵਿੱਚ ਹੁੰਦੇ ਸਨ ਉਦੋਂ ਬਿੱਲੀ ਸੋਫੇ ਹੇਠ ਲੁਕ ਜਾਂਦੀ ਸੀ।



owner

Text Box

ਭਾਸ਼ਾ ਦੀ ਰਵਾਨਗੀ / ਇੱਕ ਮਿੰਟ ਵਿੱਚ ਅੱਖਰ `ਫ' ਤੋਂ ਸ਼ੁਰੂ ਹੋਣ ਵਾਲੇ ਵੱਧ ਤੋਂ ਵੱਧ ਸ਼ਬਦ ਬੋਲੋ



owner

Text Box

ਸ਼ਬਦ ≥ 11



owner

Text Box

ਸਾਰ (ਐਬਸਟ੍ਰੈਕਸ਼ਨ)



owner

Text Box

ਇਨ੍ਹਾਂ ਵਿੱਚ ਸਮਾਨਤਾ  ਉਦਾਹਰਣ?: ਕੇਲਾ - ਸੰਤਰਾ = ਫਲ



owner

Text Box

ਰੇਲਗੱਡੀ - ਸਾਇਕਲ



owner

Text Box

ਘੜੀ - ਫੁਟਾ



owner

Text Box

ਕੁਝ ਦੇਰ ਬਾਅਦ ਯਾਦਾਸ਼ਤ (ਡੀਲੇਡ ਰੀਕਾਲ)




owner

Text Box

ਬਿਨਾਂ ਕੋਈ ਸੰਕੇਤ
ਸ਼ਬਦਾਂ ਨੂੰ ਯਾਦ ਕਰਨਾ ਹੋਵੇਗਾ



owner

Text Box

ਚਿਹਰਾ




owner

Text Box

   ਰੇਸ਼ਮ




owner

Text Box

  ਗੁਰਦੁਆਰਾ



owner

Text Box

ਗੁਲਾਬ



owner

Text Box

 ਲਾਲ



owner

Text Box

ਸਿਰਫ਼ ਬਿਨਾਂ ਸੰਕੇਤ ਯਾਦ ਕੀਤੇ ਸ਼ਬਦਾਂ ਦੇ ਹੀ ਨੰਬਰ ਮਿਲਣਗੇ



owner

Text Box

 ਸ਼੍ਰੇਣੀ ਦਾ ਸੰਕੇਤ



owner

Text Box

ਬਹੁ-ਵਿਕਲਪਿਕ ਸੰਕੇਤ



owner

Text Box

ਵਿਕਲਪਿਕ (ਆਪਸ਼ਨਲ)




owner

Text Box

ਸਥਿਤੀ ਜਾਗਰੁਕਤਾ (ਓਰੀਐਂਟੇਸ਼ਨ)



owner

Text Box

ਤਾਰੀਖ਼ 



owner

Text Box

ਮਹੀਨਾ 



owner

Text Box

ਸਾਲ 



owner

Text Box

ਦਿਨ 



owner

Text Box

ਜਗ੍ਹਾ 



owner

Text Box

ਸ਼ਹਿਰ 



owner

Text Box

ਸਾਧਾਰਨ 



owner

Text Box

ਸੰਚਾਲਨ ਕਰਤਾ:



owner

Text Box

ਕੁੱਲ



owner

Text Box

ਜੇ ਸਿੱਖਿਆ 12 ਸਾਲ ਤੋਂ ਘੱਟ ਹੈ ਤਾਂ 1 ਨੰਬਰ ਜੋੜੋ






Montreal Cognitive Assessment (MoCA) — Punjabi Version
Administration and Scoring Instructions

The Montreal Cognitive Assessment (MoCA) was designed as a rapid screening instrument for mild
cognitive dysfunction. It assesses different cognitive domains: attention and concentration, executive
functions, memory, language, visuoconstructional skills, conceptual thinking, calculations, and
orientation. Time to administer the MoCA is approximately 10 minutes. The total possible score is 30
points; a score of 26 or above is considered normal.

1. Alternating Trail Making:

Administration: The examiner instructs the subject: "Please draw a line, going from a number to a letter

in ascending order. Begin here [point to (1)] and draw a line from 1 then to @ then to 2 and so on. End

here [point to (a )N

Scoring: Allocate one point if the subject successfully draws the following pattern:

1- @ - 2- ™ - 3- g - 4- H - 5- dJd , without drawing any lines that cross. Any error that is not
immediately self-corrected earns a score of 0.

2. Visuoconstructional Skills (Cube):

Administration: The examiner gives the following instructions, pointing to the cube: “Copy this drawing
as accurately as you can, in the space below”.

Scoring: One point is allocated for a correctly executed drawing.

¢ Drawing must be three-dimensional

¢ All lines are drawn

¢ No line is added

e Lines are relatively parallel and their length is similar (rectangular prisms are accepted)

A point is not assigned if any of the above-criteria are not met.

3. Visuoconstructional Skills (Clock):

Administration: Indicate the right third of the space and give the following instructions: “Draw a clock.
Put in all the numbers and set the time to 10 past 11”.

Scoring: One point is allocated for each of the following three criteria:

» Contour (1 pt.): the clock face must be a circle with only minor distortion acceptable (e.g., slight
imperfection on closing the circle);

e Numbers (1 pt.): all clock numbers must be present with no additional numbers; numbers must be in
the correct order and placed in the approximate quadrants on the clock face; Roman numerals are
acceptable; numbers can be placed outside the circle contour;

¢ Hands (1 pt.): there must be two hands jointly indicating the correct time; the hour hand must be
clearly shorter than the minute hand; hands must be centred within the clock face with their junction
close to the clock centre.
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A point is not assigned for a given element if any of the above-criteria are not met.

4. Naming:

Administration: Beginning on the left, point to each figure and say: “Tell me the name of this animal”.

Scoring: One point each is given for the following responses: (1) lion or sher (2) elephant or Hathi
(3) camel or dromedary or oot.

5. Memory:

Administration: The examiner reads a list of 5 words at a rate of one per second, giving the following
instructions: “This is a memory test. | am going to read a list of words that you will have to remember
now and later on. Listen carefully. When | am through, tell me as many words as you can remember. It
doesn’t matter in what order you say them”.

Mark a check in the allocated space for each word the subject produces on this first trial. When the
subject indicates that (s)he has finished (has recalled all words), or can recall no more words, read the
list a second time with the following instructions: “/ am going to read the same list for a second time. Try
to remember and tell me as many words as you can, including words you said the first time.” Put a check
in the allocated space for each word the subject recalls after the second trial.

The list of words to be read out in order are: chehra (face), gurdwara, resham (silk), gulaab (rose), laal
(red).

At the end of the second trial, inform the subject that (s)he will be asked to recall these words again by
saying, “I will ask you to recall those words again at the end of the test.”

Scoring: No points are given for Trials One and Two.

6. Attention:

Forward Digit Span: Administration: Give the following instruction: “/ am going to say some numbers
and when | am through, repeat them to me exactly as | said them”. Read the five number sequence at a
rate of one digit per second.

Backward Digit Span: Administration: Give the following instruction: “Now | am going to say some more
numbers, but when | am through you must repeat them to me in the backwards order.” Read the three
number sequence at a rate of one digit per second.

Scoring: Allocate one point for each sequence correctly repeated, (N.B.: the correct response for the
backwards trial is 2-4-7).

Vigilance: Administration: The examiner reads the list of letters at a rate of one per second, after giving

the following instruction: “/ am going to read a sequence of letters. Every time | say the letter ™ -(Aaeda
=A), tap your hand once. If | say a different letter, do not tap your hand”.
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Scoring: Give one point if there is zero to one errors (an error is a tap on a wrong letter or a failure to tap

on letter o (Ageda =A).
The words to be read out in the exact order are:
M AHG AT E TSI NITITEN YA HEIN T

Fafa, Baba, Aaeda, Sasa, Muma, Nunna, Aaeda, Aaeda, Jaja, Kaka, Lala, Baba, Aaeda, Fafa, Aaeda, Kaka,
Dada, eede, Aaeda, Aaeda, Aaeda, Jaja, Aaeda, Muma, Uda, Fafa, Aaeda, Aaeda, Buba

Serial 7s: Administration: The examiner gives the following instruction: “Now, | will ask you to count by
subtracting seven from 100 (sau), and then, keep subtracting seven from your answer until | tell you to
stop.” Give this instruction twice if necessary.

Scoring: This item is scored out of 3 points. Give no (0) points for no correct subtractions, 1 point for one
correction subtraction, 2 points for two-to-three correct subtractions, and 3 points if the participant
successfully makes four or five correct subtractions. Count each correct subtraction of 7 beginning at
100. Each subtraction is evaluated independently; that is, if the participant responds with an incorrect
number but continues to correctly subtract 7 from it, give a point for each correct subtraction. For
example, a participant may respond “92 — 85 — 78 — 71— 64” where the “92” is incorrect, but all
subsequent numbers are subtracted correctly. This is one error and the item would be given a score

of 3.

Listen for the following numbers during the subtraction:
100 (sau) — 93 (taranvey) — 86 (Chayasee) 79 (Oonaasee) — 72 (Bahattar) — 65 (Pehant)

For more assistance with numbers in Punjabi, please visit the following link for visual and audio aid:
https://quizlet.com/16314536/punjabi-numbers-1-100-flash-cards/

7. Sentence repetition:

Administration: The examiner gives the following instructions: “/ am going to read you a sentence.
Repeat it after me, exactly as | say it [pause]: I only know that Parminder is the one to help today.” =
“Mainu bas eh pata hai ki aaj Parminder hee meri madad karega.”

Following the response, say: “Now | am going to read you another sentence. Repeat it after me, exactly
as | say it [pause]: The cat always hid under the couch when dogs were in the room.” = “Jado kuttae
kamreh which hundeh sun odon billee sofeh hait look jandi see.”

Scoring: Allocate 1 point for each sentence correctly repeated. Repetition must be exact.

Be alert for errors that are omissions (e.g., omitting "only", "always") and substitutions/additions
(e.g., "Parminder is the one who helped today;" substituting "hides" for "hid", altering plurals, etc.).
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8. Verbal fluency:

Administration: The examiner gives the following instruction: “Tell me as many words as you can think of
that begin with a certain letter of the alphabet that | will tell you in a moment. You can say any kind of
word you want, except for proper nouns (like Bob or Boston), numbers, or words that begin with the
same sound but have a different suffix, for example, love, lover, loving. | will tell you to stop after one
minute. Are you ready? [Pause] Now, tell me as many words as you can think of that begin with the

letter Faffa (= F). [time for 60 sec]. Stop.”

Scoring: Allocate one point if the subject generates 11 words or more in 60 sec. Record the subject’s
response in the bottom or side margins.

9. Abstraction:

Administration: The examiner asks the subject to explain what each pair of words has in common,
starting with the example: “Tell me how an orange (Santra) and a banana (Kaila) are alike”. If the
subject answers in a concrete manner, then say only one additional time: “Tell me another way in which
those items are alike”. If the subject does not give the appropriate response (fruit), say, “Yes, and they
are also both fruit.” Do not give any additional instructions or clarification.

After the practice trial, say: “Now, tell me how a train (Relgaddi) and a bicycle (cycle) are alike”.
Following the response, administer the second trial, saying: “Now tell me how a watch (Gharee) and a
scale (Phoota) are alike”. Do not give any additional instructions or prompts.

Scoring: Only the last two item pairs are scored. Give 1 point to each item pair correctly answered. The
following responses are acceptable:

Train-bicycle = means of transportation, means of travelling, you take trips in both;

Watch-scale = measuring instruments, used to measure.

The following responses are not acceptable: Train-bicycle = they have wheels; Watch-scale = they have
numbers.

10. Delayed recall:

Administration: The examiner gives the following instruction: “/ read some words to you earlier, which |
asked you to remember. Tell me as many of those words as you can remember.” Make a check mark
(V') for each of the words correctly recalled spontaneously without any cues, in the allocated space.

Scoring: Allocate 1 point for each word recalled freely without any cues.

Optional:

Following the delayed free recall trial, prompt the subject with the semantic category cue
provided below for any word not recalled. Make a check mark ( V ) in the allocated space if the
subject remembered the word with the help of a category or multiple-choice cue.

Prompt all non-recalled words in this manner. If the subject does not recall the word after the category
cue, give him/her a multiple choice trial, using the following example instruction, “Which of the
following words do you think it was, NOSE, FACE, or HAND?”
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Use the following category and/or multiple-choice cues for each word, when appropriate:
Category Cue Multiple Choice

FACE: Part of the body Nose, Face, Hand

SILK: Type of fabric Denim, Cotton, Silk
GURDWARA: Type of building Gurdwara, School, Hospital
ROSE: Type of flower Rose, Daisy, Tulip

RED: A colour Red, Blue, Green

Scoring: No points are allocated for words recalled with a cue. A cue is used for clinical information
purposes only and can give the test interpreter additional information about the type of memory
disorder. For memory deficits due to retrieval failures, performance can be improved with a cue. For
memory deficits due to encoding failures, performance does not improve with a cue.

11. Orientation:

Administration: The examiner gives the following instructions: “Tell me the date (Tareekh) today”. If the
subject does not give a complete answer, then prompt accordingly by saying: “Tell me the

[year, month, exact date, and day of the week] = [saal, maheena, tareekh, din].” Then say: “Now, tell me
the name of this place (Jagah), and which city (Shehar) it is in.”

The months of the year and days of the week can be stated differently (but correctly) in the Punjabi
language. Please refer to the tables below when scoring.

Punjabi Calendar Months

1. Mid Poh — Mid Magh January

2. Mid Magh — Mid Phagan February
3. Mid Phagan — Mid Chait March

4. Mid Chait — Mid Vaisakh April

5. Mid Vaisakh — Mid Jeth May

6. Med Jeth — Mid Asad June

7. Mid Asad — Mid Saun July

8. Mid Saun — Mid Bhadon August

9. Mid Bhadon — Mid Asu September
10. Mid Asu — Mid Katak October
11. Mid Katak — Mid Maghar November
12. Mid Maghar — Mid Poh December
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Punjabi Days of the Week

Days of the week I3 e fos

Monday HHeg Somvaar
Tuesday Hosesg Mangalvaar
Wednesday g09 Budhvaar
Thursday Stgeg Veervaar
Friday ECES] Shukkarvaar
Saturday Afeggsg Shanicharvaar
Sunday wIeg Aitvaar

Scoring: Give one point for each item correctly answered. The subject must tell the exact date
and the exact place (name of hospital, clinic, office). No points are allocated if subject makes
an error of one day for the day and date.

TOTAL SCORE: Sum all subscores listed on the right-hand side. Add one point for an
individual who has 12 years or fewer of formal education, for a possible maximum of 30 points.
A final total score of 26 and above is considered normal.

For more information or any inquiries, please contact Dr. Leena Jain, Geriatrician
(leena.jain@fraserhealth.ca).
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