MELBOURNE

Cognitive Impairment
and Dementia

Janaya Charles & Dr Jo Hughson
The University of Melbourne

WINDNESS, COMPASSIoN

GEEN HEARRIRESEe R VALUED

ENGA
CEMENT, TRUST, HEALTH LITERACY

PERSON, WHOLE OF LIFE

Y HEALTH CARE ELINES \WHOLE
\GH QUALIT ., EVIDENCE-BASED GUID EQUI
. w\‘a\\“:—ss QUITEEY ety o e

GETTING HEALTH CARE

GRAHICS BY SHERRY JOHNSON | GUNDITIMARA



Acknowledgment of Country

We acknowledge the traditional owners of the lands on which
we are meeting and the traditional owners of all the lands on
which we are working in this project, and pay our respect to
Elders past and present.

We also acknowledge the Stolen Generations and their
families.

For Aboriginal and Torres Strait Islander people present, please note that the
presentation contains images of deceased people.
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Learning objectives of this session

* To understand what cognitive impairment and dementia are

* To understand the value of detecting cognitive impairment as early as
possible

* To know what signs to look out for

* To know what to do if you think a community member might have
cognitive impairment or dementia
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Background

* Older people and Elders are deeply respected and have important roles in families,
communities and on Country

* Most people do not develop dementia and live well to older age

But...

e 1in 5 Aboriginal and Torres Strait Islander people over the age of 50 years has some form
of cognitive impairment including dementia

 Dementia currently has no cure and is the second most common cause of death in
Australia today.

* As more people live to an older age, the number of people with dementia will increase.
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Case study: Aunty Molly

* Aunty Molly is 68 years old and lives with her son Frank

* Health conditions: diabetes, hypertension, obesity.

collflhy

* Aunty was taken from her family as a young child (Stolen I C Bl

Generation).

* Molly & Frank are community members and recently ran into
Lydia, an Elder Care Connector, in the street and had a chat.

* Frank is worried because his mum has been forgetful & acting out
of character. She gets angry when she wouldn’t usually, including
with her grannies, who she used to love having around.
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What is cognitive impairment?
Refers to problems with brain functioning, especially:
* memory
* thinking
* confusion
Cognitive impairment:
* is not part of ordinary, healthy ageing

* may be

* Reversible (eg delirium, medications, depression, PTSD
& others)

* Mild Cognitive Impairment (MCI)
* Dementia

* requires careful clinical assessment
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https://www.youtube.com/watch?v=fmaEql66gB0
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What is dementia?

* Not one specific disease

Healthy  Severe
Brain Alzheimer’s

* Not a normal part of ageing

* Umbrella term for a group of conditions
that:

« affect how the brain works
* get worse over time
impact on thinking, memory, behaviours

affect physical functioning and the ability
to do everyday tasks.

Family or others have noted changes
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What causes dementia?

Risk factors:

Age

Genetics (family history of dementia)
Stroke and other vascular conditions
Smoking

Serious/repeated head injury

Low physical activity

SEWB factors such as: depression,
childhood trauma, social isolation

Low education

Hearing impairment in mid-life
Excessive alcohol use

Obesity

KINDNESS, COMPASS /o,

Protective factors:

Regular exercise

Good diet & healthy weight
Cultural & social connection
No smoking

Low alcohol intake
Education and employment
Cognitive stimulation
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Factors that increase risk of dementia across the life course

-irst Nations
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Why we want to pick it up early

* We might be able to slow down disease progress

* To support quality of life: we can make sure people are getting the right health
care and support services

* So that people can discuss their preferences and have a say in how decisions will
be made as dementia progresses

* To identify carers, and consider their needs and the support services that are
appropriate for them

* To find out whether potentially reversible factors are contributing (eg
depression, medication, delirium)
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What sighs might give a clue ...

* Forgetting appointments

* Chronic disease not well managed (e.g. diabetes)

* Not taking medications properly

* Word finding difficulties

* Repeating things

* Seem different, more grumpy,

* Saying things wouldn’t normally say (e.g. sexually inappropriate)
* Seem depressed and withdrawing from activities

* Dressing less well

* Losing weight

e Multiple hospital admissions

e Family are worried
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Case Finding

If concerns have been raised, proceed to cognitive screening.
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Sometimes people might not talk about it
because...

* People might think that changes in memory or thinking are a normal
part of ageing

* They might think that a diagnosis won’t make any difference because
there’s no cure

* They are afraid of what might happen or what people might think

* They might not know they are having problems

 Sometimes people think they have to ‘tough it out’ and deal with it

themselves
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Tips on how to approach talking about memory and
thinking problems

It can be uncomfortable talking to an Elder about memory problems
* Prepare well so you feel as comfortable as possible
* Make time and space to have the conversation

* Explain that there are many things that the health service can help

with to keep your brain healthy, and prevent memory problems
getting worse

* Explain that it’s part of routine health care, just like getting your blood
pressure checked.
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Aunty Molly and Frank...what happened next

Lydia encouraged Frank to take Aunty Molly to the health service.

Lydia spoke with Karen, one of the Aboriginal Health Practitioners. Karen thought it would be a good idea for
Aunty to do an annual health assessment including the KICA screen, where Aunty had an obvious memory
problem (KICA Screen score 18/25 and KICA Carer was 5/16)

The findings were discussed with Aunty and Frank and then with her GP
More tests were organised

Aunty was referred to a specialist and diagnosed with mild Alzheimer’s Disease and the diagnosis discussed
with both of them.

Medications for dementia were started (with Frank monitoring her tablets)

Karen had a yarn with Frank about dementia and how to help Aunty but also how to look after himself
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THE UNIVERSITY OF

MELBOURNE

Thank you!

Questions?
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Types of dementia

Alzheimer’s Disease (50-70%)
Vascular (10-20%)
Lewy Body (10%) and Parkinson’s related

28y

Frontotemporal (<5%)
Mixed
Alcohol-related (less than thought)

Common and unique

Head injury‘related life course influences

Amyloid = seseee Lewy body
= === (Cerebrovascular =—==—== QOtherneurodegenerative
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Types of Dementia - Alzheimer’s Disease
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Iflustration by Bob Morreale, provided
courtesy of the BrightFocus Foundation™.

/L\A BrightFocus”

Foundation

Cure in Mind. Cure in Sight.
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How are cognitive impairment and dementia
detected?

Case finding ]

Cognitive screening

Full clinical assessment }
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Questions to ask

Evidence supports thinking about cognition checks for everyone 50 and over.

Asking questions could form part of the cognitive component in the
Aboriginal Health Assessment (MBS 715), or be stand-alone.

Suggested questions:

Other suggestions?
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Stages of cognitive impairment and dementia

General profile

Cognitive
symptoms include

Possible
functional
impacts

Average duration

Not dementia.

Able to function fairly normally
but friends & family usually
notice the person is having
thinking problems. May revert
to normal cognitive functioning

Increased forgetfulness, some
difficulty concentrating, trouble
finding words

Getting lost, decreased work
performance

2-7 years

Thinking is noticeably
affected.

Changes in memory,
judgement, planning, mood
& insight, episodes of
confusion. Denial might be a
factor.

Problems travelling alone to
new locations, socialising
(withdrawal from family &
friends), managing finances,
driving, completing more
complex tasks easily or
correctly

2 years

Cognitive & behavioural
problems from early
stages become more
pronounced. Physical
function declines.

Forgetting home address,
names of close family,
recent events

Needing assistance with
ADLs, ranging to extensive
assistance.

BPSD.

Onset of physical issues:
incontinence, speech
problems.

4 years

Progressively unable
to speak or
communicate.

Assistance needed
with most activities
(e.g., using the toilet,
eating).

Loss of psychomotor
skills, eg. ability to
walk.

1.5-2.5 years



BPSD clusters

Aggression -
aggressive - trailing,
resistance, , walking aimlessly,
physical disturbed sleep wake cycle,
aggression, verbal culturally inappropriate ,
aggression sexual disinhibition,

dressing/undressing behaviour,
repetitive actions,
restlessness,

Apathy -
withdrawn, lack
of interest,

ion -
amotivation, sad, tearful,
inability to hopeless, low
initiate self esteem, :
anxiety, guilt hallucinations,
delusions,

misidentification



Resources
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Clinical Resources — Best Practice Guide

A Guide to Cognitive Impairment & Dementia Care
for Aboriginal & Torres Strait Islander Peoples

An Overview for Primary Health Care Teams

The University of Melbourne

Best-practice guide to cognitive
impairment and dementia care for

Aboriginal and Torres Strait Islander
people attending primary care

: Concerns about {oR: Riskfactors
memory or P ¥N

L thinking pLesit

Version 1.2.4

16 May 2022

HEALTH PROMOTION
& PREVENTION
Strengthening protective factors
Sodlal & emotional wellbeing & cultural connection
Education & learning
Healthy diet, healthy weight
Not smoking
Moderate or no alcahol
Good hearing
Physical activity & exercise

Reducing risk
Preventing diabetes, stroke,
high blood pressure, kidney

disease, head trauma,
depression, social isclation

| NACCHO
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Optimise guality of life

CARERS
& FAMILY
Health care
Support services
Education & information

Advocacy &
companionship

HEALTH CARE

Regular, multi-disciplinary
primary health care including
social & emotional wellbeing,
acute health care & chronic
disease management

Dementia-specific care including
regular review & timely specialist
referral

Coordination & case
management

END-OF-LIFE
CARE
Preparation

LIVING WITH
DEMENTIA

Care
Support

Consider palliative
care services

Maintain function
Maximise comfort

PERSONAL
PREFERENCES &
DECISION MAKING

Now and in the future

At all stages of cognitive capacity

Consider decision makers and
powers of attorney
{finances, wills)

Advanced care planning
& directives
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Older person’s health check

Aboriginal and Torres Strait Islander health check —
Older people (250 years)

MBS items 715 VR/228 non-VR

A good health check:

# is useful to the patient

« identifies health needs including patient health- goals and priodties

= supports patiants to take charge of their heafth and wellbeing

= provides a framework for prmary and dary disease p on through health advice, rigk and other

« is provided by the reqular hsalthcare provider

« includes a plan for follow-up of identified health needs; priorities and goals.

Disclaimer: This ks an example health check template that includes recommended core elements and is Mended for use as a general
guide only, Health checks sheuld always be completed based on clinical judgsment of what is relevant to individual patients and
setlings, Adaptaion 1o local nzeds and priorities is encouraged, with reference to current health ines that
are culurally and clinically sutable 1o Aboriginal and Torres Strat lslander needs, evidence-based lnd generally accepted in primary
care wamoe for example:

« CARPA sfandard freat an-'s Tth edition. Cantral AustraBan Rural Practiioner's Association {CARPA)
Where an individual prachiioner o service has skills and capacity to provide culturally safe healthcare, the range of elements in the
health check, and use of clinical screening and assessment tools, may be extendad

Key:

| About the health check Yes |No | NA |

| Eligible for heatih check (nof claimed 715 or 228 in Date of last health check: |
| past nina months):

| Consent

| Consent given after discussion of process and
| benafits of a health check:

| Consent (given for sharing of information with Whoidetails:
| relevant healthcare providers:

';rum | Doetor [ Narse:

| Bharininal andine Tamse Siesit lelandar Hashh Wadar | Hasiih Dracffinnar

We worked with services to introduce questions

about memory & thinking to the older person’s
Aboriginal Health Check.

Assessment

Memory and thinking

Do you have any worries about your memeory or thinking?

[ JYes |:|NO Details:

Does anyone in your family have any worries about your memory or
thinking?

[ JYes [ INo Details:

If any concerns are raised and/or high risk for cognitive impairment
identified, follow up with cognitive screening (eg clock test, GPCOG,
KICA-Cog, MMSE)

Details:




Clinical resources:
- GPMP recommendations
- Cognitive impairment and dementia protocol

GP Management Plan
Recommendations

GP Management Plan Recommendations -
Dementia
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Case Definitions

Cognitive Impairment
May be die 14 reversible cavias (o Sebrom, midication,
daprariiian) of indicets dementie

Mild Cognitive Impairment [MCI)
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= Hot alabii- can mpreva e dedine with tma

More that MO oweckens with the D505 sl sffen i M

Bavrotogariive Dcrder

Dementia

Defmentia can aocur in Aboriginal
populations at 3 = 5 times the rate of other
populations
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s Ercompasves divarderad thicking, asscsth |uscton and
mEmarny
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Diaorder.

Risk Factors
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» Smoking o Hiawy aiehe
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Case Finding

A casn Nnding approech 1o delecting P01 and dementia is
rezasmurdied in Aborigisal and Torres Strait lilander patisnts
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Caue finding say ba laciitated by
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Always consider using an interpreter,
andfor invelving an Aboriginal Health
Practitioner
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Initial Assessment
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Community Outreach:
Elders Breakfast for BRAMS




Six-part Webinar Series

LT ¥ C
wWweoinar 5

Leaming Objectives

At the end of this
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Part 4 - The KICA-Cog Urban Assessment

Five-Part Video Series:
Yarning about memory
and thinking problems
and conducting a
cognitive assessment

Harry Douglas

Part 1 - Memory and Thinking Problems and Our Mob



Let’s CHAT Brain

Health Ads




bl Q
1& A Melbourne Medical School > OurDepartments > Medicine > Research > Let's CHAT Dementia

P,

MELBOURNE

Let's CHAT Dementia

\\ ot 7 @ Yowea? L/

Overview Publications & Newsletters Resources Connect with Us Upcoming Events

Let's CHAT Dementia in Aboriginal and
Torres Strait Islander Communities




Caring for Spirit Website

WWW.CaringForSpirit.org.au

CARING FOR SPIRIT

ABDRIGINAL AND TORRES STRAIT ISLANDER
OKLINE DEMENTIA EDUCATION

HOME  ABOUT THE PROJECT  LIVING WITH DEMENTIA ~ RESEARCH AND OTHER RESOURGES ~ TRAINING MODULES ~ CONTACT US

Growing old well is something we all want for our communities. What we know, is that growing
old well is influenced by many things that happen throughout our lives. Getting dementia can
have an effect on our mind, body and spirit.
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We pay our respects to the Traditional Owners of the land on which we live and wark, and acknowledge that Aboriginal people are the first peoples of Australia,
We pay our respects to the Elders both past and present.
Abaoriginal and Tarres Strait Islander paople should be aware that this website may contain images, voices or names of deceased persens in photagraphs, film, audia recordings or printed material.

€W © @ O [ CONACT  PRWACY  DISCLAMER  © NEURA 2019




Caring for Spirit
Online Training Modules

* Targeted for Aboriginal and Torres Strait Islander
Health Care Worker and Aged Care Staff

* Four Modules
* What is Dementia?
* Dementia Assessment and Professional Support
* Supporting People Living with Dementia

e Strong and deadly - Looking after yourself (for a
person with Dementia and for carer)
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Supporting detection in the health service

* Think about brain health
* Be aware of risk factors, especially in 50+ patients

* Take notice of concerns about memory, thinking & confusion and follow
them up

* Ask questions
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