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SLIDE  1: Cognition Issues in Veterans: A Primer for Providers
Good afternoon and thank you for tuning in and to be with us for the next half hour or so. My name is Dr. Gudrun Lange and I’m trained as a neuropsychologist. I work currently at the War Related Illness and Injury Study Center in East Orange, New Jersey as a research Scientist. Today we will be talking about issues related to cognitive function in Veterans seen in primary care. This webinar is sponsored by the War Related Illness and Injury Study Center (WRIISC) or for short called “risk.” We are part of the Office of Public Health of the VA Central Office. 
Joining me today to present this talk will be Dr. Monica Clement who is the Associate Director of Clinical Services at our WRIISC and is also a VA neuropsychologist. Also joining us is Dr. Lawrence Weinberger who is a VA neuropsychologist at our VA Medical Center in East Orange, New Jersey working in the Department of Physical Medicine and Rehabilitation.

We will present today’s talk in three sections. First, I will briefly discuss the issue at hand as we see it supported by some research findings, then I will switch over to Dr. Weinberger who will delve into the clinical trenches with you, and that will be followed by Dr. Clement’s presentation who will talk about expectations you may have about neuropsychological evaluations and the ins and outs of generating meaningful referrals.

SLIDE 2: Acknowledgements
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SLIDE 3: Disclaimer
Next, the obligatory disclaimer that all view expressed in this presentation are those of the authors and do not reflect the official policy of the Department of Veterans Affairs or the United States Government.
SLIDE 4: Focus of this presentation
This presentation will focus on two main issues and before I move onto those I would like to also remind you to please hold your questions until the end of the presentation because otherwise it will block the slides. So, this presentation will focus on two main issues:

1. The importance of screening Veterans’ cognitive function when they come to see their primary care provider and 

2. To provide some practical common sense tips and tools to primary care providers to quickly screen for cognitive problems that may warrant referral for further neuropsychological evaluation.

SLIDE 5: Presentation’s Significance
Why is today’s topic important? Why did you all tune in? As laid out by Secretary Shinseki in the VA Strategic Plan Refresh for the five-years from 2011 to 2015, the VA is facing a changing population of Veterans and has to be ready to serve them. 

There is an increase in the number of aging Veterans with and without a host of chronic conditions that were deployed to Vietnam, Korea, and the first Gulf War. With increase in age comes an increase in the incidence of dementia. Since the primary care clinic is usually the first stop for Veterans to enter into the VA system, primary care providers and other front-line providers need to be sensitive to the possibility that a Veteran might have mild cognitive impairment which we, as neuropsychologists and neurologists, also probably others as well, call MCI for short. MCI is a possible precursor to Alzheimer’s dementia.  I’m saying possible because that’s not always the case. Even if full-blown Alzheimer’s dementia is not present, MCI can result in safety issues, as far as medication and compliance issues are concerned. Thus it is important to find out whether you see this presentation and screen for it.
SLIDE 6: Presentation’s Significance
VA is also experiencing an influx of a large number of younger Veterans that were deployed after 2001 and return often with complex health issues to again, enter VA through the primary care portal. VA has been responsive to the need to detect some of the more common deployment-related health conditions in this group of Veterans as soon as possible through the adoption of mandatory VA clinical reminders we all know and love. These clinical reminders include screens for a probable history of traumatic brain injury, a probable history of post-traumatic stress disorder, and probable alcohol or legal substance misuse. I keep on saying probably because there seems to be sometimes confusion between people thinking that there’s a diagnosis made based on clinical reminders and it’s not a diagnosis, it’s a probable history. None of the screeners are diagnostic and none of the screeners screen for probable cognitive dysfunction, or mild cognitive impairment, MCI. 
Detecting cognitive dysfunction in this younger cohort can be challenging as the presentation is most commonly not similar to cognitive symptoms associated with a dementing disorder such as a frank memory problem and Dr. Weinberger is going to present this part of the talk with a couple of very poignant examples. Importantly, primary care providers need to be sensitive to symptoms such as poor attention and slowed information processing that could affect important everyday function that facilitate decision-making and multitasking function so coveted in today’s world. Early detection of cognitive dysfunction addresses safety concerns and might open a window to early intervention or rehabilitation. 

SLIDE 7: … the Other Side of the Coin 
But what is the other side of the coin when we talk about increasing screening, looking for some other things? It’s usually a greater demand on the provider and we are very aware of this, giving this presentation. Associated with a shift in our Veterans’ population- size, age, frequency and types of chronic health concerns, a number of comorbid health issues- is an increase in time demand on front-line providers. In most cases, the primary care physician. Primary care providers have to be knowledgeable about more health conditions and diagnostic procedures than ever before and have to administer and ever growing battery of screens, surveys, and procedures. 
Thus, very often, Veterans are referred for neuropsychologic evaluation not only if the provider detects a fairly obvious deficit in cognitive function but sometimes, also if he or she is unsure about whether or not a cognitive problem is even presenting itself and the provider may want to err on the side of caution. This can result in neuropsychological referrals that do not have a clear referral question and thus can overburden the system with requests for consults that basically do not add any new information to the Veteran’s medical history and have no or only maybe minimal impact on management and treatment. 
It is the goal of this webinar to equip front line providers with some simple, common sense tools to screen for cognitive dysfunction in Veterans presenting to their primary care clinic or their PAC clinic to get an idea whether further evaluation is warranted and if so, how to generate a consult that will be meaningful for Veteran and provider and will be responded to appropriately and efficiently by the neuropsychologist service.
SLIDE 8: Current State of Affairs

At this point in time, VA is not endorsing the use of any specific, standardized cognitive screening tool in primary care. Very recent data by McCarten suggests that introduction of such a tool may be beneficial and efficient. Advanced practice nurses in VISN 23 screen 8,063 veterans with a Mini-Cog. The screened Veterans were at least 70 years old and did not, I repeat, did not have a prior diagnosis of cognitive impairment. The Mini-Cog is a cognitive screen that maximally takes 3 minutes to administer so it’s really fast and efficient. Over the over 8,000 Veterans screened, 2,081 or about 26 percent screened positive and scored less than 4 out of 5 possible points. 580 or 28 percent of those agreed to further evaluation and 540 of those that agreed or 93 percent were diagnosed with cognitive impairment. 75 percent of those that were diagnosed with cognitive impairment were then subsequently classified as having dementia. That’s a very scary picture. 
SLIDE 9: Current State of Affairs 
The Mini-Cog is not the only well-validated screening tool. Others include but are not limited to the General Practitioner’s Assessment of Cognition, the Behavioral Assessment Tool for Cognition and Higher Function, and the Alzheimer ’s Disease Screen for Primary Care. Most of the cognitive screening tools out there are focused on the detection of dementia and not the detection of milder or more subtle cognitive symptoms seen in our younger Veterans as Dr. Weinberger will point out such as attention, concentration, working memory, and information processing and often, the provider is left on his or her own to figure out if there is a deficiency.
SLIDE 10: Current State of Affairs

As a matter of fact, research comparing cognitive screening tools in younger Veterans is sparse. Primary care providers or members of their team are most familiar with signs and symptoms consistent with dementia and often do not have the necessary information and knowledge to recognize signs and symptoms more common in younger Veterans. This creates an environment that leads to unnecessary or inappropriate referrals at times for neuropsychologic evaluations and creates a resource issue downstream. Thus, it might be worth considering to add a brief psychometric and valid reliable cognitive screening questionnaire to the toolbox of front line providers with the caveat that we are very aware that you are all already overburdened with other questionnaires, surveys, and procedures as I said previously.
SLIDE 11: Goals of Presentation

So the goals of today’s presentation then are to: 
· Familiarize first line VA providers with science and symptoms of non-age-related (Dr. Weinberger and Dr. Clement will be talking about what that means) normal cognitive function in older and younger Veterans

· To identify possible reasons for the presence of cognitive problems in older and younger Veterans presenting to primary care or PACT Clinics

· To provide appropriate communication tools to talk with Veterans about concerns related to cognitive dysfunction and a potential neuropsychological evaluation which they’re probably unfamiliar with, and
· To determine the need for neuropsychological evaluation, and also give you some pointers on how to complete a neuropsychological referral so that it is answered quickly, efficiently, and swiftly and gives you the information that you, the front-line provider, need.
At this point in the presentation, I’m handing the microphone or headset over to Dr. Weinberger who is part of our busy PM&R Service here at the VA New Jersey Health Care System and he will share some of his experiences and give you some common sense tips for your consideration.
Lawrence Weinberger, PhD

Slide 12: Practical Tips for Providers
Thank you.  It is common for elderly Veterans who present to my office to state that they are “worried about having Alzheimer’s Disease,” yet typically, unless there’s evidence of disturbance in daily behavior, the presence of a dementing disorder is unlikely. Now, similar to the older Veterans, we are receiving Veterans in their 20s who complain of lapses in concentration and memory. To my personal dismay, as a middle-aged male, the 20-year-olds attribute this to aging. Most commonly in this young age range, lapses in concentration and memory are attributable to emotional issues or chronic difficulties in learning. It is important to consider the following four factors:
1. The Veteran’s medical history

2. Typical age-related changes in cognition 

3. The rate of progression of symptoms over time and

4. Any history of psychiatric issues

These Cog lines help discriminate between those individuals who are at high risk versus a lower risk of manifesting a true neurological disorder. Also, most neurological conditions have a predictable profile of cognitive difficulties and deviations from this pattern would warrant closer investigation as would report of new symptoms. Assessing for concurrent changes in the Veteran’s physical status, psychosocial status, and mood are critical in determining whether there is a need for a cognitive re-evaluation…
Slide 13: Behavioral Indicators of Cognitive Dysfunction dead space
But in terms of behaviors that you might see in a typical office visit, Veterans often present concerns about short-term memory to their primary care providers.  Complaints about not remembering names, conversations, or misplacing keys are common.  However, such complaints alone have been shown to have little correspondence with physiologically-based disorders.

Observations about the Veteran’s behavior by the primary care provider  during the office visit can be more incisive than the Veteran’s self-report.  Specifically, look for the following behaviors: 

· Does the Veteran maintain eye contact?

· Are his/her hygiene appropriate? For example, are the clothes disheveled, dirty, or nor appropriate for the weather?  

· Is the Veteran able to follow the conversation with you?  Does the Veteran have difficulties maintaining focus during a conversation? 

· When you’re giving instructions, does he ask you to repeat them a few minutes later? Does he make a comment that he has not understood how to take his medication or the need for follow-up care?  
· Has there been a pattern of missed appointments, especially without good reason or apology?

Again, we’re really trying to look for functional behaviors during the office visit.

Slide 14: Older Vets 
With respect to older Veterans, particular those in their late 60s and 70s and beyond, to some extent, a decrease in short-term memory is common such that the Veteran may repeat their story within a few minutes- stories about recent activities can be vague such that they cannot be visualized by the listener. There may be a need for cues or reminders to jog memory. I’m sorry, these are abnormal behaviors, not typical. There may be word-finding difficulties. The Veteran may talk around a topic, they may not use precise language, they may search for words, or use words that sound similar or maybe in the correct category but are inaccurate. For example, in trying to look for the word “stalk”, they may say, “the bird that brings babies.” They’re not able to provide the precise language that you’d expect.

Routine tasks may become challenging. There is difficulty performing familiar tasks or having more difficulty in a new task. For instance, the Veteran may have trouble travelling to an unfamiliar site or have trouble using a map or GPS instructions. There may be emotional outbursts such as angry flare-ups when things don’t go right. They just become really agitated. It’s important to know that the Veteran may not report these behaviors himself. Very often, such accounts of such behaviors are commonly provided by the spouse or other family members. 

Dividing attention between two tasks can become more difficult. For example, the Veteran may be talking and someone new comes into the room and the Veteran loses his place. However, he then can’t recall what he was saying even when cued. You remind him what he was saying and he just can’t remember, he just doesn’t get it, he was just displaced, or with an actual example, I had a Veteran driving down a highway. He realized he missed the exit and he backs up to enter the appropriate exit without realizing just how incredibly dangerous that was. These are worrisome signs.
Slide 15: Middle-Age/ Younger

With middle-aged or younger Veterans, typically in the late 50s to 60s, there will be more subtle changes in cognition which will raise concern about such conditions as mild cognitive impairment, although these subtle changes can also be normal. Modest changes in rate of thinking or lapses in recalling names or specific words can be common in late 50s and 60s. For instance, you have the sense of, “The word’s on the tip of my tongue,” “What was that word?” and “Oh yeah, now I got it.” The Veteran will spontaneously recall the word. It’s not a serious issue.

Genetic risk factors warrant monitoring.  A family history of frank dementia, especially with an onset in the early 60s is a serious risk factor for developing a dementia or those Veterans with known EPO/EPO(4) status have a greater risk of developing mild cognitive impairment and down the road, an overt dementia. Most commonly in the VA population, hypertension and diabetes are significant risk factors especially for the development of memory disorders. These disorders can induce microvascular angiopathy which is associated with slowed thinking and decreased spontaneous recall. Another key factor is diminished efficiency at work, for instance, a Veteran who has been efficient in his job says that he’s recently been missing deadlines or when performing mechanical repairs, is missing steps or misplacing tools. Distractibility and not sustaining concentration for complex tasks are often seen. So again, you’re looking for a decrease from a former level of functioning in the absence of an overt psychiatric disorder or overt depressive episode. 

Slide 16: Middle-Age - Mild Dysfunction 
With somewhat younger Veterans, again in the 50s, [unintelligible] with overt cognitive dysfunction, typically mild. You most commonly see symptoms for those individuals at work. The Veterans who are well-established in their roles at work or at home should be able to perform routine tasks easily. However, if they start to exhibit difficulty with overlearned job duties or suddenly stopping after multitasks, this would be of concern. If they start acting in an entire brisk manner, such as becoming disorganized and overwhelmed in their duties, then a neuropsychological evaluation is warranted. 
An example would be is a construction worker building a bookshelf, a  very simple task for  him.  He measures the length and width of the intended shelf.  But in the few seconds that it takes him to grab his saw and the board, he has forgotten the measurements he needs to cut the board... or a mechanic in the process of changing the oil of a car.  He gets called to another task, and when he returns, he starts the car’s engine without having first re-filled the engine with oil. Again, actual examples.
Slide 17: OEF/OIF Vets 
Our youngest age group involve our OEF/OIF Veterans and the OEF population experiences many physical and cognitive complaints for their age group. These Veterans are typically in their 20s and 30s and very commonly report becoming aware of deficits particularly in short-term memory after the end of their deployments, and especially after their discharge from the service so when they return home to the U.S.  Despite their complaints of short-term memory loss, typically we find that the underlying issue involves weakness in attention and concentration, that is, they’re not absorbing information easily, yet the information they have learned, they retain well. So for instance, if you give them a list of words to learn, they may recall a below average number, but they’ll remember all of the words 30 minutes later, so they’re not forgetting, they’re just not learning enough in the first place. They’ll often report that they caught “zone-out” for short intervals. However it’s important to note that this does not imply a seizure disorder.  Typically it’s associated with PTSD, they become distracted by internal thoughts and memories. So for example, if they’re sitting in class, they may realize that 10 minutes has passed before they start really tuning into what the teacher is saying. They have just missed the first several minutes of lecture. 

It’s also very important inquire about sleep patterns- Veterans often report less than 6 hours per night  of sleep interrupted by periods of wakefulness.  Such sleep disturbance severely impairs the capacity for attention and new learning. Other symptoms such as headaches, sensitivity to light, memory loss, and mood swings are not diagnostic of brain injuries. Even though these are symptoms common to brain injuries they’re also very commonly reported in OEF Veterans who have low risk for brain injuries. Instead, complaints of mild balance and coordination difficulties, such as “bumping into things,” may be a more worrisome sign than memory loss itself and if a Veteran is complaining of coordination difficulties, we would refer them to neuropsychological evaluation and also physical therapy evaluations.
Many OEF Veterans are also returning to college given the G.I. Bill and they report significant difficulty in learning new information.  When we inquire, oftentimes, these are individuals who have a history of low academic achievement in high school.  They may describe themselves as average students and when you inquire further, they were obtaining grades of Cs throughout. They describe themselves as never good students, never invested in high school. So they’ve been placed in this situation where they’re not really equipped. They don’t have the study skills and discipline that they need to succeed in college and the fact that they’re competing with students out of high school who are basically professional students. So a lot of our OEF Veterans need training and academic study skills to succeed. In addition, they often report “losing time” or “spacing out” due to distraction from internal thoughts or even [unintelligible] to background noises.  Someone sitting behind them who gets up and gestures will often distract a Veteran and will take them five minutes to reorient themselves. One of the things we do is refer these individuals to OEF/OIF Case Managers for coordination with their colleges and we oftentimes issue compensatory materials such as digital voice recorders so at least Veterans can record classes and listen to them at their leisure and this has been very helpful. 

Slide 18: Practical Tips for Providers 
One of the things we want you to do when talking with the Veteran is assess the practical impact of their reported deficits. Examine how the cognitive complaints are affecting the Veteran’s life. Do not accept the simple report of memory loss but ask for examples. Is there a change in the Veteran’s ability to engage and interact with others? Has there been criticism from other about their inappropriate behaviors? Has there been difficulty in finding or maintaining employment or success in college? Has the Veteran withdrawn from activities because he or she doesn’t fit in or can’t perform the duties? Is the Veteran still engaged in personal hobbies?  Asking specific questions to elicit signs of impairment is helpful. When you obtain an extremely vague or limited answer, this raises concern about how much new information a Veteran can absorb and retain. For example, ask a Veteran to describe the plot of a book he or she has read lately or even the plot of a TV show or a movie. Have him offer details about a family outing. Oftentimes, Veterans will tell me, “Oh yeah, I like those mystery shows.” I will say, “Okay, tell me the titles of some of the shows you’ve watched.” They will respond with, “Oh you know, the one that’s been on TV for 10 years.” They’re not really able to give you even the name or title and when you ask for details about the plot, they will say, “Oh, it had a detective in it.” It’s clear that they’re just not absorbing information so you have to worry about their attentional processes and referential memory.
Slide 19: Practical Tips for Providers

When a cognitive disorder is present, it can disrupt the normal rhythms of family life. An early-stage cognitive disorder can create a sense of confusion or emotional turmoil within a family. This is especially so when the Veteran does not recognize any issues and believes family members are acting in a controlling manner.  Further, there can be disputes among family members when one child or spouse who has much contact with the Veteran observes deficits while the other families who live at a distance and have less contact do not.  Also, sometimes family members are reluctant to label their parent as impaired, or the Veteran resists the suggestion that he/she is less capable.

Typical sources of contention are:

1. Concerns about safety when the Veteran is alone

2. Whether to curtail driving privileges and that’s a huge issue for families

3. Managing the finances

Functional deficits such as difficulty performing activities of daily living may become apparent only after the death or serious illness of a spouse and this may not be a simple grief reaction.  Instead, it may be that the spouse was managing the day-to-day affairs that the Veteran can no longer perform.  The spouse’s absence now reveals the Veteran’s deficiency in performing more complex or independent activities of daily living.

Accordingly, it’s critical to adopt a comprehensive plan for personal safety, health management, and financial management, and involvement by your staff’s social work department can be a huge asset in developing a perfect plan.

Slide 20: Conditions that Affect Cognitive Function
I’d like to talk about some physical conditions that should be considered especially as some causes of cognitive decline may be reversible. First of all, look at the pattern of cognitive decline. Is it sudden or abrupt or a relatively steady, progressive decline? Does the pattern of cognitive change correspond to a pattern of established physical disorder that the Veteran manifests? Again, particularly in the VA, hypertension and diabetes are very common causes of microvascular disease, especially in those Veterans in their late 60s and 70s. Alcohol abuse has a greater impact after age 50 or when [unintelligible] liver damage becomes manifested, especially in those Veterans who are Hepatitis C-positive. When there’s a history of cardiovascular disease or stroke, is there a step-wise pattern involving an abrupt decrease in functioning followed by [unintelligible] stabilization that would suggest successive TIAs or the [unintelligible] influx? It’s important to note that because individuals with psychiatric disorders such as PTSD or major depression, these Veterans can often present with severe cognitive deficits which actually exceed those of well-established advanced neurological disorders such as Alzheimer’s. So if you have a Veteran who’s complaining of inability to take care of daily functions, and the person’s fairly young, the first thing to look for is a psychiatric cause. You really want to rule out an affective disorder and perhaps a referral to mental health would be warranted. 

Chronic pain conditions or multiple physical symptom disorders such as chronic fatigue syndrome are important and again, you want to look at how the person’s coping. Are they adapting to their illness or do they become debilitated? More commonly, are those individuals who report complete incapacitation by their illness manifesting an affective disorder? 

Slide 21: Make Sure You Think of Rule Outs 
Again, look for easily treatable sources of cognitive impairment. Order a metabolic panel especially thyroid function tests. Sleep disturbance is one of the number one issues you want to look out for. Insomnia, awakening from nightmares, especially amongst former combat Veterans is very common including those from World War II and Vietnam eras. It’s almost endemic among OEF Veterans. For those individuals who receive benzodiazepines and anti-cholinergic medications, such meds impede their rate of thinking and short term memory. Analgesic pain meds can dull cognition and reaction time. A recent example I have is I received a request for a referral for a neuropsychological evaluation of a 90-year-old woman who was characterized as “noticeably forgetful.” She was also having difficulty taking medication, managing her bank account, and she was exhibiting mood swings all in the past few months.  She’s at high risk for dementia given her age. However, when her lab work came back, the probable cause of her symptoms became apparent.  Her glucose level was 449. She recovered quickly.
Slide 22: Case Study: Tom L. 
I’d like to present a typical case study. Tom is a 77-year-old male who has functioned at a high level through the years with respect to both education and work. He was dragged into neuropsychology clinic following his wife’s statements to his primary care provider as she has observed changes in his behavior and mood.  His wife’s account would indicate impairments in Tom’s short-term memory, language skills, judgment and social relations. Yet, Tom perceives his wife as just nagging him for no apparent reason because he manages well independently and just enjoys his “alone time”.

Slide 23: Case Study: Tom L.

Yet, at home, Tom becomes irritable when his possessions are not in the right place and he can’t find them. He immediately reached a conclusion that his misplaced items are lost. He becomes irritable and is prone to blame others which escalates into overt suspiciousness. He is unaware of the magnitude of his memory gaps and fails to appreciate how his memory accounts for the perceived changes in his environment. Tom has no insight that these issues may be emanating from within. He believes his wife’s view of symptoms is unsubstantiated and is not shared by others.
Slide 24: Tom’s Case 
So, when Tom was evaluated, he showed low average, short-term memory. When you give him a short story to listen to, he’s able to give you the main topics but not the details of the story. When you give him a clock to draw with an assigned time, his drawing is sloppy and he denoted the wrong time. The CT scan revealed diffuse microvascular angiopathy with significant white matter disease, particularly in the frontal lobes. This is a very common profile associated with white matter disease, microvascular angiopathy, most commonly associated with hypertension and diabetes. The Veteran will have difficulty learning new information or recalling old knowledge but he can succeed when you provide him with clues or reminders. It helps taunt his memory. This represents a relatively intact ability to learn and store information but a weak ability to access stored knowledge. This pattern called a retrieval deficit can be useful in differentiating between early stage vascular disease and Alzheimer’s disease in particular. Over time, the two syndromes coalesce, from the early stages that could be distinguished. A progression in vascular disease leads to more obvious deficits in short term memory and judgment, planning and organization skills, such as money management become impaired. For instance, not recognizing deadlines for paying bills and becoming susceptible to exploitation.  

Poor insight into one’s own deficits reads to the perception that others are to blame. For instance, people are coming to my house and stealing for me or when you have overt frontal lesions, you often see overt delusional ideation.
Slide 25: Tom’s Case
Finally, so when the Veteran is exhibiting cognitive decline, it really affects multiple areas of their functioning. Psychoeducation for the family about the nature and management of cognitive disorders is helpful. Neuropsychologists can provide instructions into techniques to directly ameliorate Veteran’s behavioral issues and offer guidance to the family about how to cope with the Veteran’s conditions. Psychosocial issues addressed can include safety precautions, support for caregivers, and utilization of community resources. Thank you for your attention. I will now turn the presentation over to Dr. Monica Clement who will discuss how to obtain maximum utility from a neuropsychological consultation.  (45:28-45:33) dead space
Monica Clement, PhD

Slide 26: The Referral for Neuropsychological Evaluation

Thank you Dr. Weinberger. Alright.  Good afternoon, everyone. So moving right along, now I’d like to talk about the referral for neuropsychological evaluation. So when is the best time to send that referral to the neuropsychology clinic? Well, Dr. Rodney Vanderploeg, a Clinical Neuropsychologist at the James A. Haley VA, summed it up well in a previous presentation.  That presentation was regarding mild TBI but I think it applies here when we discuss general cognitive issues in our Veterans. Basicaly, what he noted was the importance of seeking information or knowledge that was not already available to you and expecting that your request for evaluation will yield information that will significantly impact the Veteran’s care.    

Prior to making a referral, it is most helpful to ensure that those “rule outs” as Dr. Weinberger was discussing, have been addressed. So, for example, if the Veteran has complaints that are reasonably associated with an acute, reversible condition such as acute sleep issues, work directly with the Veteran to address that condition first.  It’s possible that with this more stepwise approach and with your immediate intervention, for example, for sleep and maybe trying CBTi for insomnia, that the neuropsychological evaluation becomes obsolete.  Those cognitive complaints may resolve.

Also, it’s possible that questions you and your Veteran have about their condition have been or are already being addressed by another mental health provider. So check for prior evaluations by mental health, behavioral medicine, and even prior evaluations for neuropsychology. A thorough review of the Veteran’s medical records for prior evaluations of interest can offer significant and time saving information. And assuming your Veteran has no such history, that’s okay, because your search still holds a lot of value, as it can inform what additional work-up may be helpful prior to your initiating that neuropsych referral. 

Something else you also want to consider is, of course, the severity of your Veteran’s problems and the related safety concerns. This is because the Veteran’s level of cognitive dysfunction will most definitely help guide your decisions to refer to neuropsychology and Dr. Weinberger touched on some examples a little earlier. Difficulties that directly impact things such as self-awareness, judgment, problem solving and decision making could raise huge red flags.  In extreme cases, your assessment may dictate that immediate hospitalization occurs. In other cases, perhaps specific psychological or even neuropsychological expertise is required to inform what should take place next. The take home message here is that assessing the severity of the Veteran’s symptoms presentation and safety concerns can help with triaging the case and prioritizing care.    

Slide 27: Assessment of level of cognitive dysfunction 
Okay, moving on. So getting back to the assessment of level of cognitive dysfunction, let’s say for example, the Veteran’s level of observed cognitive dysfunction is seen as mild. So for example, you have a Veteran in your office who’s complaining of some memory lapses that create annoyance and hassles but doesn’t have that loss of function that Dr. Weinberger was referring to. When you ask them about real life, day-to-day problems they’re having with their forgetfulness, they’re not really mentioning anything in particular. So those types of issues in those types of cases you may not need to have a referral to a neuropsychology clinic. There may not be any significant concerns about safety there. Intead monitoring via Primary Care encounters or PACT Clinic encounters may be enough of an intervention.  In contrast, if you conclude that the level of dysfunction is more severe, moderate or severe, for example, the Veteran may report short-term memory loss, decreased efficiency that worries family, that may threaten their job, new activities may become problematic, that’s another situation where you may think, you know, I think I need to place a referral here because this Veteran is really having some significant functional difficulties. Of course, if their problems are severe, like if the Veteran’s having problems with executing their daily routine, they’re exhibiting odd behavior in speech or mood, or there are obvious safety risks then those are the cases where you may want to gain immediate input from the neuropsychologist in order to not only minimize the risk of harm to the Veteran but to optimize improve their overall ability to function.   

Slide 28: What Should a Consult Request for Neuropsychological Evaluation Include? 
So once you have assessed and perhaps even reassessed your patient on follow-up visits, addressed obvious rule outs and finally, determined the consultation with the neuropsychologist is the next best step, then the obvious next step here is placing your order for the evaluation.  So on these slides are some things to consider when actually writing up your consult. 
So, here if you see, the request will be greatly informed by including details of the nature of the complaint. What does the person complain of? How does it affect their day-to-day abilities? Including information about the onset of the complaint and observations made by others are also critically important. So for example, is this recent? Is it progressive? How sudden was the onset of these problems?  

While it may seem like common sense to include such detail, unfortunately, many times, this type of information isn’t included in requests to neuropsych clinics. As a consequence, these omissions can lead to less efficient distribution of resources and ultimately, less effective delivery of care to the Veteran. 

Slide 29: What should a consult request for neuropsychological evaluation include? 
Also when placing your consult, it will be helpful to speak to other factors. As Larry discussed there are a variety of conditions that may contribute to Veterans’ cognitive problems in the long-term or short-term. So for this reason, it’s definitely helpful to include details regarding relevant illnesses, conditions, and psychosocial issues that your Veterans are facing.  And last but not least here, noting any explicit concerns regarding safety definitely helps the neuropsychology clinic in identifying higher priority cases. 

Slide 30: What should a consult request for neuropsychological evaluation include? 
So what should a request look like? Let’s use the case example, Mr. Tom L., as an example here and I’ll just read along the slide with you. So, let’s say you could write it up like this:
 77 year old married white male, with well controlled hypertension for past 3 years presented with his wife, who reported that the Veteran’s behavior has changed and includes him repeating stories, identifying objects by function and not name. While the Veteran admitted to confusion while driving to familiar places and misplacing items, he generally perceives himself unimpaired.  Consequences of his condition have led to the cessation of home health care agency services and discord between him and his wife.  Please evaluate.  

Now, I know that’s a little lengthy, but I want you to get a sense of the comprehensiveness and just hitting on those key points again, to provide key information for the neuropsychologist and for that clinic. By having it written in a consult as such, it really just provides immediate access and helps to ensure maximum benefit is achieved by all parties involved. 

Slide 31: The Neuropsychological Evaluation

Let’s talk a little more about the neuropsychological evaluation and bear with me because I’m sure most of you know exactly what a neuropsychological evaluation is. There may be a couple of you for which this may be new information, but let me give you a brief definition. 

The neuropsychological evaluation is a method used to assess, diagnose, and/or inform the treatment plan and rehabilitation of patients with a variety of conditions and disorders.  The evaluations are often multifaceted and involve in-depth record reviews, clinical interviews of the patient and often significant others as well, and of course, objective testing of cognitive abilities like attention, memory, concentration, etc.  These evaluations can relatively brief and conducted at a patient’s bedside or they can be quite labor intensive and demand hours of face-to-face time with the patient. 

But regardless of the referral question, there are some basic things that you can expect from the neuropsychological eval and these include: offering perspective about what is considered normal, age-related decline for your Veteran, and educating your Veteran and your team about common sources of cognitive changes. You can also expect that the evaluation will address concerns about developing serious, progressive, neurological illnesses, for example, dementia. You can also expect that the evaluation will provide specific guidance on how to manage the Veteran’s symptoms and what treatments to consider as you move forward with their care.

Slide 32: Communication is Key

As you may have picked up throughout most of this presentation, good communication with your Veteran plays a key role. Before, during, and after the consult process, you want to make sure that communication remains a two-way street, meaning that you’re making your best efforts to understand the Veteran and their concerns and that the Veteran is provided with the tools to optimize their understanding as well.  

Some simple tips to consider during your visit with the Veteran are:
If you suspect cognitive problems are there, make sure to communicate in a variety of modalities. This is something very, again, simple, common sense strategies here. Write things down- the things that you’re telling the Veteran about, that they’re sharing with their spouse, write those down for them as well. Let them try out or repeat what you’ve asked them to do and observe how that’s going. Your clinical observations are of course, critically important.

If you experience success with the communication strategies you’ve tried with your Veteran (maybe you’ve tried something novel), share this with other providers involved in the Veteran’s care.  Reinforce their use of those strategies.  Ultimately, this will enhance the experience and care of the Veteran and get everyone closer to achieving their goals and ensuring the Veteran’s safety as well.

Slide 33: Communication is Key

Additional tips include of course, talking to the Veteran about his cognitive problems and concerns and what the referral to neuropsychology can potentially offer him. During this discussion, it’s also important to address the Veteran’s concerns about what it means to experience the cognitive difficulties that they’re reporting. Understand that the Veteran is likely to present with some degree of psychological distress about those problems they’re having with attention or about the fact that they’re more forgetful now than they used to be.  They are experiencing difficulty, are uncertain why and do not know exactly what to do about it.  Those problems might be quite novel for them and they may feel as if they have little control over how to deal with them and/or how those issues will impact their life.

Therefore, your discussion of their cognitive complaints should make attempts to demystify the situation.  Address those questions about: “Am I stupid now?” “Do I have Alzheimer’s?” Attack that head-on. Take the mystery out of things. Educate them on the facts that you have available to them about their health and their condition as you know it. Empathize with them and offer them reassurance and of course, remember reassurance can include your note that you and the rest of their health care team will be working with them towards a goal of optimal health. Of course at this point in time, that team probably includes the handy dandy neuropsychologist.
Slide 34: Closing the box 
Now let’s assume you kind of went through the process, you evaluated your Veteran, you sent that consult off, that Veteran was seen, and now you got your feedback, you got some more information to work with. It’s likely that at that point, the Veteran and you will have lots to digest. You may have been present with opinions regarding the diagnosis, prognosis, and treatment. So, what do you do next? How can you best utilize this information? 

Some points to remember when you’re closing the box are that:

· It’s important to try and find the problems that the Veteran’s having and the results that you both received in a positive manner. This may be more challenging or difficult of course, if the final impression if the final diagnosis includes impressions of a chronic, progressive illness.  However, there will always be a need for the Veteran and his or her significant others to be supported and receive assistance in making the most of their future, irrespective of the diagnoses they may have received. 

· Also, for reasons you all are quite familiar with, attempts to involve caregivers and loved ones in the process has endless benefits. Recall our case example, Mr. Tom L.?  Imagine what turns his health and health care could have taken (or not taken) if his spouse’s involvement were not present, encouraged, or even reinforced?  

· Assuming the Veteran participates in a neuropsychological evaluation, the outcome, as we said before, is likely to include specific recommendations about symptom management.  The neuropsychologist should discuss their findings and recommendations with the Veteran.  However, you should do so as well.  You will be able to help the Veteran decide what is feasible and make decisions as to what to do next.  You can help the Veteran reinforce their participation in various activities, and help them decide whether or not maybe the use of simple compensatory strategies are optimal for them or perhaps the recommendation they got for cognitive rehab is more appropriate.

Slide 35: Closing the box

Lastly, as with any other complaint or condition, follow-up with your Veteran and continue to monitor his complaints.  As time progresses, ask questions like, “Have we made progress with the agreed upon plan for care?; Has the Veteran’s condition improved?;  Is it expected to?;  Has the Veteran’s ability to function improved?;  If not, how is he adjusting?”  This is not an exhaustive list but it what it does get at is the importance of you partnering with the Veteran to ensure that things are on the right track.  

The Veteran’s complaints, problems and needs, I’m sure will evolve over time.  As such, a need for neuropsychological re-evaluation or follow-up may also arise.  In many cases this is appropriate so please consider it.

With that, I’d like to close out our presentation. Thank you all for your attention and I’m going to hand it back over to Dr. Lange. 

Gudrun Lange, PhD 

Thank you very much. (1:01:01. END)
