Psychosocial Intervention:
Memory Clinics and
Evidence Based Practice

Esme Moniz Cook

HullFYork Medicali Schooel: Hull-Memory: Clinic

25 March 2011

Humber m

mREMEE TOdN
Fame UNIVERSITY OF Hull

HS Foundation Trust



Overview

Psychosocial Intervention — Definition
Early versus Later Interventions

Examples of Evidence-based Early
Interventions

Applying Psychosocial Intervention



Psychosocial Interventions
What are they?

Interventions involving interaction

between people, to support cognition,
emotion, interpersonal relationships and a

sense of control

In people with dementia and their family
‘carers’

Through valued, meaningful activity and
social integration.



Early Intervention - alms

0 reduce the) risk of psychoelegicalland secial
disability Iatertin the demential process

SUppress mood disordersi by

s Facilitating adjustment

s Promoting healthrand well being
Bothlthe person and the; carer
‘Prophylactic® - noet reporting CONCErns
Effects seen later'in the care process

s Continuity’ off care and case management




Later Interventions - aims

To treat existing distress or disability
( BPSD / Challenging behaviour)

Actively reduce (as opposed to suppress)
distress or disability



15t example
Cognitive Rehabilitation in a
Memory Clinic 1998

Carer mood /stress: meta analysis Brodaty et al
2003: effect size for psychological morbidity in
family carers 1.81 (0.94-2.67) for PSI vs usual
care in a Community Mental Health Team

Agirng & Menral FHealtle (1998); 2(3):199—211

ORIGINAIL ARTICLE

A preliminary study of the effects of early intervention with Preopl
with dementia and their families in a memory clinic

' G. GIBSON,! T. WIN! & M. WANG?> E. MONIZ-COOK,' S. AGA

'Full & Flolderriess Corrirrireriity

S Trwest, Coltman Street Day Flospital, Hiull & 2School of Medicine, 0 i
Ulniwversity of Hrell, FHidl, UK

A brief individualized intervention comprising of information about diagnosis and pi
strategies, crisis prevention advwvice and memory management programimmes was offered
dementia and their families, prior to referral to the services of their local psychogeriat
control group received diagnosis and written advice and were referred directly to theiy
support team. At 18-month follow-up, improvements were found in the memory scores
wellbeing was worse in the control group and this was associated with an increased likd
care. We suggest that psychosocial variables may be important at the time of diagnosis a
between memory ability in people with dementia and carer strain. Our results can only
of methodological improvements. These are outlined, for the purpose of furure replicg

ognosis, reinforcement of coping
to newly diagnosed people with
ic community support team. The
local psychogeriatric community
of the experimental group. Carer
lihood of the breakdown of home
hd mote an interesting relationship
be fully understood in the context




Cognitive rehabilitation in early
stages of dementia

Examples; oft personal rehabilitation goals

s USing a notebook or diary. to keep track of
events

s Keeping track off spectacles, keys, handbag
s Managing medication
= Making and Using a memory. ook

x| Used clock to reassure herself: (repeated phone
calls)

s Learned faces' of support wWorkers — prevented
strangers entering the home



‘Prophylactic” multi-component
PSI in @ Memory clinic - aims

Maintain health and well being in older
people with dementia

Provided individualised support to both
person and family ‘carer’

Case management - Interfaced with
primary care for case management



The meaning of dementia for older
people & families: 50 dyads 2006

Loss of ‘self’
Mind [Insensibility]
Function [Mobility, Continence]
Relationships & Meaningful Company
[Conversation, Doing things together]

Future - Uncertainty
Family upset [plans for retirement ‘dashed’]

Care Home Inevitable [Put away, No meaningful
activity or relationships]



The meaning of dementia for older
people & families: 50 dyads 2006

Facing the future
A qualitative study of older people referred to a memory dem e n

L
clinic prior to assessment and diagnosis =ACE PORLIc,

w5 A e e b o
o LT I

EEDME DA O I & — O O i B Uhniversigy of Hull, TLTE
JILL MMANMTHORPE King’s College London, TIE
IREIMME CaAaFBRR FPrincess Elizabeth Hospiwal, Guemsey
SGILLI A GIRBSCHIN Humber heanwal Health Teaching Truse, Huall, TTE

MYERERRA VERIMNMOODITI-DASSEM Alzheimer Centre,
Mijmegean, The MNethedands

Abstract This ardcles describes a gqualitarive souady of the
mnderstandings of dezmenda held by a sammple of 48 older poopls and
42 farmily members, wwhe weers intervicweed separatsly;, prior to
ass=ssroent at a ITE mermncry clindic. Bdost of the older peaople awaitdng
assmssimient described thheir ives as having purposes, meaning and
plasurs for thermselres and others. Howrever, these individuals, wwho
later received a diagrniosis —f a demmesmda, and their farmily rmmembers,
peroeived dermmenrtia as a boss of rmmind, assocdared it wwith loss of bodily
funcrbons (contncrnos and mobilicy ) and oonsidered thar ic weouald
negatively affect personal reladonships and pleasuare. For marg the
conssquences b dermmentia wwere predicosd = be farnmdily upsec,
imactiwity and an inevitable relocaticon to a care home., hlose of the
individuals arnd their family maembers showeed a rmumaal concernm for
the future well-being of sach other The Andinigs are reporoed wwitda
referenices o an ODlness Bopresecntadon mc-del, which capoares a
pardcipants appraisal or perceprdon of a "health chryeat”, i other
wrords, the possibility of a demmentia diagnosis. Servics developaomeiats
ar= propos=l thar acknowwladge the perscnal sorengths and comosrns of
m-:::n.-:::-cr}r clinic atrendess and their fammilies during this limmdinal timoe of

. ——— e et e (N T [ e P Sl [ I O



A 2" example
Individualised family-based muilti-

component programme
ihe development of the, intervention

= Diagnostic Disclosure (Separating Brain from
Mind in the dementia diagnhosis)

s Single-case studies firom! the previeus study.

s Manuall— up tor 6 individuall hieme-based
SESSIONS

s Case Management — longitudinall tracking



Memory Clinic Multi-component
Intervention

Diagnostic Disclosure - Separating Brain from Mind in the
dementia diagnosis (experimental and control)

Optional Workshop (s) on Understanding memory (PwD
/family) and on emotion orientated communication

Physical health promotion: diet and exercise medication
management & timely treatment (minor health problems)

Cognition - orientated interventions to enhance in-home
episodic memory structure & use of memory aids

Social withdrawal - preventing depression through
pleasurable and meaningful activity (Behavior Activation)

Case Management — Maintenance



Randomised Controlled Trial of PSI:

Memory Clinic - 50 dyads, 2000
Person with dementia - 6 & 12 months

‘Memory’ — both groups worsened F= 3.815
df1,36 p=0.059 <

Mood — CMHT supported group depressed
F=7.87 df1,42 p=0.0048 *

Behaviour — CMHT supported group - more
behaviour problems F=8.883 41,42 p=0.008 * as
the year progressed u=72p=0.025 *¢



Randomised Controlled Trial of PSI:
Memory Clinic — 12 months

Person with early dementia

Psychotropic drugs — control group more
35% up 48%; 36% down 32% NS

Care at home - experimental group more
92% vs 65% p=0.022 *



Randomised Controlled Trial of PSI:

Memory Clinic

Carer

Management (mood) — control group worse
F=7.213 df1,43 p=0.0102 *

Management (mem & beh) control worse
F=6.84 df1,41 p=0.013*

Competence - control group worse
F=4.809 d£1,35 p=0.035 *

Carer coping with behaviour control worse over time
F=5.033 d£1,32 p=0.032 *¢

Carer mood NS



Randomised Controlled Trial of PSI:
Memory Clinic - Summary
Person with dementia - 12 months

‘Memory’ — both groups worsened
Mood — CMHT supported group depressed

Behaviour — CMHT supported group — more
behaviour problems as the year progressed

Psychotropic drugs — control group more
35% up 48%; 36% down 32%

Care at home - experimental group more
92% vs 65% *** Survival Analysis at 10 year f/up



A 3 '@ example

Joint Reminiscence Groups

12 Sessions and 7 maintenance

Active, large greuprapproach;, invelving people
withi dementia and carers; Volunteers also

Introc

participate; Facilitators are supervised

uctions/— names Homes; gardens &

and p

N animals

Childhood!and family: life F00d| & Co0KINgG

SCchoeol days
Starting Work

Goeing
Courti

Tihe next generation —
paies & children

IHolIdays and journeys
[Festivals & speciall days
Rounding up) & evaluation

out and having fiun
ng & marriage



A 45 example
Cognitive Stimulation
NICE

hWaking a
difference

ol Te

Recommended'int NICE-
SCIE Guidelinein UK




Themes from CST - 14 sessions
(from Spector et al, 2006)

1 Physical games

2 Sound

3 My life

4 Food

5 Current affairs

6 Faces/scenes

7 Associated words; discussion
8 Being creative

9 Categorising Objects
10 Orientation

11 Using money

12 Number games

13 Word game

14 Team games, Quiz



Cognitive Stimulation and
Renabilitation: “men: with
dysexecutive; symptems:

Wilson et al

Adapted to use memory aids in social situations
Each had individual goals to achieve

Adapted the CST programme

In session behaviour improved

Men reported improved satisfaction with their
memory

Partners only agreed once their own needs had
been addressed



A 5 B type
CMHN training in PSI (2008)

29 CMHNs Control Group; 9 Experimental
Group — Trained; 6 CMHTSs; Training — 6
sessions

Problem Solving with Family Carers

Functional Analysis (behaviour
management)

Group Supervised practice — weekly,
fortnightly, monthly, 2 months, 3 months



CMHN training in PSI (2008)

113 carers; 18 months

Memory declined in both groups, greater decline
over time in experimental group

Behaviour problems & management — similar at 6
months; reduced in experimental over 18

Carer anxiety: experimental worse at 6 months
but no difference at 12 & 18 months

Carer Depression: Intervention suppressed carer
depression in experimental group by 12 & 18
months

But outcome was dependent on the individual
‘trained” CMNH



Living well with dementia
PSI for family carers .. 10 years on

Moniz-Cook et al




What works Iin psychosocial interventions

Family Carer Interventions Brodaty et al 2003
Involve both person and carer
Focus on the carer’s personal needs

PSI for people with dementia
Active involvement - person  vernooij Dassen et al 2008

Individualised multi component intervention have
better outcomes for patients Finnemma 2003

Care Co-ordination (continuity of care ) underpins
most multi-component interventions

Practitioner has access to regular specialist support



Some Early Interventions

Group Cognitive Stimulation PWD spector et al 2003
Individualised Cognitive Rehabilitation
Multi-component individualised memory clinic

In home occupational therapy Graff et al 2006
Reminiscence Therapy Couples Groups woods et al
Timely information — people and carers

Carer support groups

Alzheimer’s Cafes

Volunteer and Be-friender activity schemes
Group Psychotherapy

Meeting centres Droes et al 2004
Support groups PwD Logsdon et al 2010




Case Management

Counsellors Mittleman et al
1995

Home Help Vernooij Dassen et al 2000
Specialist Nurse/Social Worker Callahan et al 2006
Social Worker Vickrey et al 2006
District Nurse Jansen et al 2007
Community Mental Health Nurse Moniz-Cook et al
2008

Community Nurse Eloniemi-Sulkava et al 2009



Assessment — practical approaches

Family carer attributes can predict outcome
(Netherlands: de vVught studies; US Mittleman studies)

Personality profiles in people with dementia
and family carers can predict psychological
morbidity (Hilton & Moniz-Cook 2005; Harrison 2005)

Some neuropsychological profiles in dementia
can present particular problems for social
integration — e.qg. ‘dysexecutive symptoms’



41
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Assessment and psychosocial
intervention for older people
with suspected dementia: a
memory clinic perspective

Esme Moniz-Cook

Introdu ction

This chapiter prnovides am overview of e emmeory clinics i the Uinited Kimgdom.
a coecepineal basis for rehabdlitatiom, and an gpdate of a previowns summary of
psychosocial mtervention (dMoniz—Cook & Wioods, 1997 ). The snppested admm
of psychaoasncial invterventions im meEmaory dinmics is o maximicee life gquoaldity for
lder people with snspe-acted dementz and their families by preventing fotare
diistress amnd disabidity, imchoding the comme-ond y reported behaviomral chal-
lengpes. The lHteratare and cdimical expersence is ased o puaikdde the climbciesan o
issmes b be considered in assessmment amd application of individoalized
psychosccial intervemtion imn proactice.

Memory clinics and psychosocial intervention in
dementia care

klemory climics are thJoomght to have arisen in the Lnited  States im the 197 0s o
providde a specialimed cutpatient mualbdisciplinary mernmeo Ty assessiment service
for the early diagnosis of dementia. Historscally in the 105 they were known as
dementia clindcs (e g . Reading el 1584}, In the UE the term “tmeemory clindc”
becamess popumlar in the 1'080s, foelled by the need o oowunberot SEREITcn Sssoci-
ated with old-apges psychiatrec dementia services and to thms enhamce aooess by
adder people o early diagnostic evalpation fior dementia (Oaloss, 2000355, They
glsm exist for yoonger adnlts, asnaldlhy in eanrobogy departments ( Kopeaelman S
Craweford, 19946 ). but these are kess concermed with psychiatre: stigmms. Memory
clindics are mow foand worldwide { Folley e al., 20680, particalardy in the LTE,
parts of Forope (e g.. the MNetherlands and Swhitzerlamnd ), the LTS (imclading
nnversitry-hased ‘e dHisorders Sindcs” b anad Arnnstraliea.
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AESSESSMIENT FOR PSYCHOSOOAL INTERVENTION

“Table 18.1 A clinkzl guide o assessment for psychosodal Imenention In a mem-
ary dinic. PC, Prablem Chededist (see Agar er 3/, 1997); RMBPC, Revised Memory
and Behaviour Problem Checklist; RSS, Relative Stess Scale.

Domain ‘Qualhative assessment

1. Cognati 1 Examine the cognitae sublests for strengths not soores
function, {e.g., wisual recognition memarny and procedural memony may
behawoural be better than verbal recall and spisodic memorny; the

changes and Istter can be relatively strong in mild cognitive impaiment and
‘memory’ concems  wascular dementia).
2 Are reported concesms due to reduced cognitve functions on
particular subtests, such 2= subtle dysexecutivesinformation-
processing changes with reduced instistion {"apathy’), group
onyersation (e.g., at mealtimes) or task management
{r.g., mstrumental activities of daily wing, such as managing
firznceal afiairs]?
2. Personabty, 1 Use histary, personality, and coping style to determine salient
seiffrale identity, urderkying nesd(s) to be addressed o prevent future armiety or
ard coping style  depression. What are the key aspects of (hopes and theeats to)
seffrole identity and meaningful activity (e.g., professional’

2 'What might be the natural coping styles and the risks of
post-disclosure ansisty and smotional dependency (=g, the nssd
‘o maintain or o reconstruct the seif; optimismstrategies of
mEmimizaton versus menimzation)?

3 What & the person’s perception of their age compared with
their chronological age (e.g., physical'dress appearance;
‘brightness of eye”; "the age one fiesds in the mind’}?

4 'What ‘sense of agency” is present for those who are frail

{e.g., the rumberfduration of heasith iiticns and the patient’s
appraizal, coping, and pamceved interdependency within the
family)?

5 What ane the personal and emational experiences of dementia

in the family (e.g., looked after relative at home; relative

admitted to care home; “they didn't know their own family)?
3. Mood Evaluxte for clinical anxiety, depression and sleep disturbance.

1 What are the parson's views abowt drug trestmenis? Have

thene been previous mood prablems? What are the pero=ptions

of trextment and recoveny?

2 Hawve there been reductions in important socal contacts? Loss

of a pet? Increased “significant health conditions™

3 What are perceptions of family strengths and skills (=g,

pattere for handling practical and emoticnal tasks and

emotional alliances)?

—4—
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ASEESSMENT AND PSYCHOSDOLAL INTERVENTION FOR OLDER PEOPLE

Table 18.1 {continued) A dinical guide o assessment fioe psychosodal Imenven-
tan In a memory denic. PC, Problem Checklist (sea Agar er al., 1997); RMBPC,
Rexised Memory and Behaviour Froblam Checklist, RSS, Relative Smess Scale.

Domain (ualiave as5eSSMAETT
4 Carer charscteristics As for Domains 2 and 3 above but with particular attertion
o co-residency and carer appraisal.

1 Judge reported problems (PC or AMBPC number) versus:
e of distress (PC or RMBPC reaction; ASS; mood).

2 Rank reported difficulities in order of distress (RMBPC; PO)
for targeting collaborative psychosocal mbenenton.

3 Judge family strengths and aress of conflict, including
closanies, communication, levels of smotionality, problem-
sobving, and pattems for handling practical or emotional tasks.
4 For conflict or strain, esplars in detal the freguency of
family comtacts and sources of emotional and social suppost.

First, the cognitive tests that historically are nesded for a dementia diagnosis
can be used to connteract the belief that total brain faihare is inevitable. Most
memaory dinics have comprehensive protocols for neuropsycholoegical investi-
gation involving a range of tests (see, for example, Bucks & Loewenstein,
1909). In the UK and Europe the Cambridge Cognitive Examination
(CAMOCOG-R; Roth er al., 1999) is 2 common and relatively brief cognitive
measure used along with other tests with people aged over 75 years (see
Verhey ef al., 2004). Neutralizing stigma may be achieved by separating neuro-
logical constructs (brain) from psychosocial constructs (self-identity or
mind). Guidelines for this can be introduced at the first assessment (see box).

Guidelines for neutralizing stigma: the first meeting

Prior to assessment (conducted together: 5 minutes)

+ Acknowledge with empathy the understandable indignity, for some, of
the cognitive testing procedure.

+ Outline the potential for rehabilitation irrespective of diagnosis.

+ Explain that baselines of cognitive fanction are one aspect of the assess-
ment procedure and they also assist future diagnosis for those withouat a
; i di )

+ Explain that testing allows for past experiences such as educational
opportanity.

.



A Clinical Guide

4 Domains
Moniz-Cook 2008

[1] Memory ‘Concerns’ — cognitive /
behavioural changes

[ 2] Personality ‘pre-morbid’ / self / role
identity /coping styles
3] Mood

4] Family / Carer Characteristics -
Domains 2-3




Memory Clinic
Assessment for ‘dosage’ of

Case management
Knowledge of person’s psychological profile

Accurate Family profile

Application of knowlec
protective factors / stre

ge of predictors - i.e.
ngths as well as

vulnerability in persona
family relationships

and family profiles and

Moniz-Cook (2008)



Memory Clinic Intervention
nhext steps

Evaluate methods of diagnostic disclosure and
information giving

Evaluate what ‘dosage’ of components are needed and
who can deliver the components

Evaluate added benefits of ‘walk in’ preventive carer
education on meaning of behavioural symptoms

Evaluate the effect ( and costs) of continued case
management



Dementia as a long term condition

Protocols for therapies and psychosocial interventions -
individuals and groups

Practice Based Treatment Manuals -‘Dosage’ - guidance
Therapists / Interventionists — trained and supervised
Case Managers — also require specialist support

Collaborative Care — across primary, secondary and tertiary
settings



Developing
Evidence
based
Practice
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