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Observation and Measurement

Consciousness
Attention

Language
Orientation

Memory

Executive Function
Visuospatial Planning
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Consciousness

* Measurement of arousal and response to
external stimuli
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Glasgow Coma Scale

Consciousness

Response Scale Score
Eyes open spontaneously 4 Points
Eyes open to verbal command, speech, or shout 3 Points
Eye Opening Response
Eyes open to pain (not applied to face) 2 Points
No eye opening 1 Point
Oriented 5 Points
Confused conversation, but able to answer questions 4 Points
Verbal Response Inappropriate responses, words discernible 3 Points
Incomprehensible sounds or speech 2 Points
No verbal response 1 Point
Obeys commands for movement 6 Points
Purposeful movement to painful stimulus 5 Points
Motor Response Withdraws from pain 4 Points
Abnormal (spastic) flexion, decorticate posture 3 Points
Extensor (rigid) response, decerebrate posture 2 Points
No motor response 1 Point

Minor Brain Injury = 13-15 points; Moderate Brain Injury = 9-12 points; Severe Brain Injury = 3-8 points
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Consciousness

| Combative

violent, immediate danger to staff

+3 Very Agitated Pulis or removes tube(s) or catheter(s); aggressive

+2 Agitated Frequent non-purposeful movement, fights ventilator

+1 Restless Anxious, apprehensive but movements not aggressive
Of Vigorous

0 Alert & calm

-1 Drowsy Not fully alert, but has sustained awakening to voice
(eye opening & conlact 2 10 sec)

-2 Light sedation Bna)ﬂy awakens lo voice (eye opening & contact < 10
sec

-3 Moderate sedation | Movement or eye-opening to voice (but no eye contact)

- Deep sedation No response (0 voice, but movement or eye opening lo
physical stimulation

5 Unarousable No response o voice or physical slimulalion
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Attention

* The ability to focus, direct cognition, and resist
distraction
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Attention

* Digit Span
— Forwards
— Backwards

* Vigilance “A” tests
— C-A-S-A-B-L-A-N-C-A
* Serial 7s

 Months of the year or days of the week
backwards
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Language

* Fluency

* Content

* Comprehension
* Naming

* Repetition

* Reading

* Writing

By © Nevit Dilmen, CC BY-SA 3.0,
https://commons.wikimedia.org/w/index.php?curid=37162684
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Orientation

* Person

* Place

* Year

* Month

* Date

* Day of the week
* Season

e Situation
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Memory

Immediate
Working

Recent

— Current events

— Reason for
hospitalization

— Word recall

Remote

— Major historical events
— Family knowledge

Confabulation

Original: Sandro Wittassek
Derivative work: Seth Cohen, CC BY-SA 3.0
<https://creativecommons.org/licenses/by-sa/3.0>, via Wikimedia Commons
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Executive Function

* Observation T
) )
. . ONC
* Trail Making Test © ©
. - ® .
* Motor Programming © o O N
®
— ia’s ”fict- - ” ®O®O 6
Luria’s "fist-edge-palm” test JD°0 O g
* Response Inhibition |
— “Go / No go” tests °0 o
* Abstraction c
— Similarities, idioms, proverbs & o
®© 0 06
> ° ©
B ®
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Praxis

-~

e |[deomotor

e |deational
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Clocks
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Scales

Confusion Assessment Method (CAM)

CAM-ICU

4AT

Mini-Mental State Examination (MMSE)
Montreal Cognitive Assessment (MoCA)
Mini-Cog

Saint Louis University Mental Status Examination
(SLUMS)

Addenbrooke’s Cognitive Examination (ACE)
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Confusion Assessment Method (CAM)

Short form

Al

island health

The diagnosis of delirium by CAM requires the presence of BOTH features A and B

PSYCHIATRY ACADEMY

Disorganized >
thinking >

A Is there evidence of an acute change in mental
Acute onset status from patient baseline?
and Does the abnormal behavior:
» come and go?
Fluctuating course » fluctuate during the day?
» increase/decrease in severity?
B. Does the patient:
Inattention > have difficulty focusing attention?
» become easily distracted?
> have difficulty keeping track of what is said?
AND the presence of EITHER feature C or D
[+ Is the patient’s thinking

disorganized
incoherent

For example does the patient have

rambling speech/irrelevant conversation?
unpredictable switching of subjects?
unclear or illogical flow of ideas?

Confusion Assessment Method

D. Qverall, what is the patient’s level of
Altered level of consciousness:
consciousness » alert (normal)

vigilant (hyper-alert)

lethargic (drowsy but easily roused)
stuporous (difficult to rouse)
comatose (unrousable)

Adapted with permission from: Inouye SK, vanDyck CH, Alessi CA, Balkin S, Siegal AP, Horwitz RI.
Clarifying confusion: The Confusion Assessment Method. A new method for detection of delirium.

Ann Intern Med. 1990; 113: 941-848. Confusion Assessment Method: Training Manual and
Coding Guide, Copyright ©® 2003, Hospital Elder Life Program, LLC.

Please see the CAM Training Manual, available at
http:/iwww. hospitalelderlifeprogram.ora/private/cam-disclaimer.php?pageid=01.08.00
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CAM-ICU

N Check he
Feature 1: Acute onset or fluctuating course Score S e——
Is the patient different than his/her baseline mental status? )
OR Either
Has the patient had any fluctuation in mental status in the past 24 hours as question Yes O
evidenced by fluctuation on a sedation/level of consciousness scale (i.e., >

RASS/SAS), GCS, or previous delirium assessment?
Feature 2: Inattention
Letters Attention Test (See training manual for alternative pictures)

Directions: Say to the patient, "/ am going to read you a series of 10 letters N "
Whenever you hear the letter ‘A," indicate by squeezing my hand.” Read umber o
letters from the following letter list in a normal tone 3 seconds apart. errors >2 > O

SAVEAHAART or CASABLANCA or ABADBADAAY

Errors are counted when patient fails to squeeze on the letter “A” and
when the patient squeezes on any letter other than “A.”

Feature 3: Altered level of consciousness

RASS
Present if the Actual RASS score is anything other than alert and calm (zero) | anything other m}
than zero =
Feature 4: Disorganized thinking
Yes/No questions (See training manual for alternate set of questions)
1. Will a stone float on water?
2. Are there fish in the sea?
3. Does one pound weigh more than two pounds?
4. Can you use a hammer to pound a nail?
S . Combined
Errors are counted when the patient incorrectly answers a question. number of 0o
Command errors >1->

Say to patient: “Hold up this many fingers” (Hold 2 fingers in front of patient)
“Now do the same thing with the other hand” (Do not repeat number of
fingers) *If the patient is unable to move both arms, for 2™ part of command ask
patient to "Add one more finger”

An error is counted if patient is unable to complete the entire command.

Criteria met > [m}
CAM-ICU

Overall CAM-ICU positive

(delirium present)

Feature 1 plus 2 and either 3 or 4 present = CAM-ICU positive | Criteria not met > c O c
AM-ICU
negative
(no delirium)
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(label)
Patient name:

Date of birth:

Patient number:

Assessment test Date: Time:
for delirium &

cognitive impairment
Tester:

CIRCLE
1] ALERTNESS
This includes patients who may be markedly drowsy (eg. difficult to rouse and/or obviously sleepy
during assessment) or agitated/hyperactive. Observe the patient. If asleep, attempt to wake with
‘speech or gentle touch on shoulder. Ask the patient to state their name and address to assist rating.
Normal (fully alert, but not agitated, throughout assessment) 0
Mild sleepiness for <10 seconds after waking, then normal 0
Clearly abnormal 4
2] AMT4
Age, date of birth, place (name of the hospital or building), current year.
No mistakes )
1 mistake 1
2 or more mistakes/untestable 2
3] ATTENTION
Ask the patient: “Please tell me the months of the year in backwards order, starting at December.”
To assist initial understanding one prompt of “what s the month before December?” is permitted.
Months of the year backwards Achieves 7 months or more correctly 0
Starts but scores <7 months / refuses to start 1
Untestable (cannot start because unwell, drowsy, inattentive) 2
[4] ACUTE CHANGE OR FLUCTUATING COURSE
Evidence of significant change o fluctuation i alertness, cognition, other mental function
(eg. paranoia, hallucinations) arising over the last 2 weeks and still evident in last 24hrs
No o
Yes 4

0: delirium or severe cognitive impairment unlikely (but
delirium still possible f [4] information incomplete)

4 or above: possible delirium +/- cognitive impairment
anrscore [ ]

PSYCHIATRY ACADEMY

GUIDANCE NOTES Version 1.2. Information and download: www.the4AT.com
The 4AT is a screening instrument designed for rapid initial assessment of deliium and cognitive impairment. A score of 4 or more
suggests delirium but is not diagnostic: more detailed assessment of mental status may be required to reach a diagnosis. A score of 1-3
suggests cognitive impairment and more detailed cognitive testing and informant history-taking are required. A score of 0 does not
definitively exclude delirium or cognitive impaiment: more detailed testing may be required depending on the clinical context. ltems 1-3
are rated solely on observation of the patient a the time of assessment. Item 4 requires information from one or more source(s), eg. your
own knowledge of the patient, other staff who know the patient (eg. ward nurses), GP letter, case notes, carers. The tester should take
account of communication difficulties (hearing impairment, dysphasia, lack of common language) when carrying out the test and
interpreting the score.

Alertness: Atered level of seriness is very likely to be delrium i general hospital setings. If the patent shows sigifcant afered

alertness during the bedside assessment, score 4 for this item. AMT4 (Abbreviated Mental Test - 4): This score can b

items in the AMT10 if the latter is done immediately before. Acute Change or Fluctuating Gounse: Fictuaton oan seeur o el
in some cases of dementia, but marked fluctuation usually indicates deliium. To help elicit any hallucinations and/or paranoid thoughts
ask the patient questions such as, “Are you concerned about anything going on here?”; “Do you feel frightened by anything or anyone?”;
“Have you been seeing or hearing anything unusual?"
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MMSE

Mini-Mental State Examination (MMSE)

Patient's Name: Date:

Instructions: Score one point for each correct response within each question or activity.

Maximum | Patient’s

Score Score Questions
5 “What is the year? Season? Date? Day? Month?"
5 “Where are we now? State? County? Town/city? Hospital? Floor?”
The examiner names three unrelated objects clearly and slowly, then
3 the instructor asks the patient to name all three of them. The patient's

response is used for scoring. The examiner repeats them until patient
learns all of them, if possible.

“I would like you to count backward from 100 by sevens.” (93, 86, 79,
5 72,65, ...)
Alternative: "Spell WORLD backwards.” (D-L-R-O-W)

“Earlier | told you the names of three things. Can you tell me what

those were?”

2 Show the patisr:nt two simple objects, such as a wristwatch and a pencil,
and ask the patient to name them.

1 “Repeat the phrase: 'No ifs, ands, or buts.™

3 “Take the paper in your right hand, fold it in half, and put it on the floor.”

(The examiner gives the patient a piece of blank paper.)

“Please read this and do what it says.” (Written instruction is “Close
your eyes.”)

“Make up and write a sentence about anything.” (This sentence must
contain a noun and a verb.)

“Please copy this picture.” (The examiner gives the patient a blank
piece of paper and asks him/her to draw the symbol below. All 10
angles must be present and two must intersect.)

| T

30 TOTAL

PSYCHIATRY ACADEMY
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MoCA

NAME:
MONTREAL COGNITIVE ASSESSMENT (MOCA) Education : Date of birth:
Version 7.1 Original Version sex: DATE:

cube (3 pcinte

[1] [] k51

Contour Numbers Hands

VISUOSPATIAL / EXECUTIVE Copy Draw CLOCK (Ten past eleven) n

[1
MEMORY [N ———" FACE | VELVET | CHURCH | paisy | rep
repeat them. Do 2 trials, even # 15t tial s sucemsshu =l
Do a recall after 5 minutes. !
2nd trial
ATTENTION Read list of dligits (1 digit/ sec).  Subject has to repeat them in the forward order [ 121854
Subject has 1 repeat them in the backward order [ ] 742

dead list of letters, The subject must tap with his hand at each letter A, No paints 4 2 2 errors

[ ] FBACMNAAJKLBAFAKDEAAAJAMOFAAB

Setial 7 sublrsction starting at 100 1193 [ 186 [179 []172 []65
4005 comect subtactices: 3 pts, 2ar 3 coorect: 2 pts, 1 corect. 4 pt, 0 correct: O pt
Repeat : | enly know that John is the ene to belp today. | |
The cat always hid under the couch when dogs were In the room. [ ]

Fluency / Name maximum number of words in one minute that Begin with the letter F [1 iNZ 11 words)

EUREET Ol similarity between €., banana - orange = fruit [ ] trzin-bicycle [ ] watch - ruler

Hastorecweess | FACE | VELVET | CHURCH | DAISY | RED
WITHNO CUE [] (] [] [] []

DELAYED RECALL

Cateqory e

op‘lonal Muitiple chouce cue
OR ATIO [ ]1Date [ 1Month [ ]vesr [ 1Day [ ]Place [ 1city
@ Z.Nasreddine MD www.mocatest.org Normal 226/ 3C| TOTAL
Admunistercd by: AdG  poimt i 12y ecu
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Summary

@ Y s/

OBSERVE MEASURE DESCRIBE DOCUMENT

USE
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