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Presentation Notes
Introductions

Introduce our team.
-Say hello

Dr. Justin Gauthier, VA Palo Alto and Insight Neuropsychology
Dr. Alexis Olson is here from Advanced Neurobehaviorial Health near the San Diego area.
Dr. Erik Lande is a Neuropsychologist here from Insight Neuropsychology in Camarillo California.
Marcy Snider is the Program Manager for APS in Ventura County, California.

We have all worked together for awhile. Alexis and I were grad school colleagues and trained at Insight Neuropsychology under Dr. Lande’s supervision. We both worked with the County of Ventura RRET (MDT) team in the neuropsychology and behavioral health role, completing neuropsychological evaluations in a variety of contexts and settings and consulting on cases.

I’d like to get a sense of who is in the audience so we can make some adjustments to best fit your needs in our workshop today.
	- Mental Health Clinical Providers
	- Medical Health Providers
	- Other Providers
	- Attorneys and legal professionals
	- Supervisors and Administrators
	- Anyone else?





Note: These are abbreviated slides with graphics and 
other protected content removed for electronic 
posting purposes with NAPSA. Please attend the 
presentation for the full slideshow and information.



Attendees will gain an understanding of the County of Ventura’s 
APS multidisciplinary team model, its creation, and day to day 
functioning.

Attendees will learn how psychologists can contribute to APS 
assessment and intervention efforts.

Attendees will learn what neuropsychological assessment is and 
how it can assist in decision making as part of APS assessment 
and intervention efforts.
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Presentation Notes
Go through 3 learning objectives.

What that is going to look like is Marcy Snider will first talk about our specific county model. It’s creation, history, and current process.

We will then introduce neuropsychology as a specialized field of psychology, what it is and how it can be helpful in some of the APS work our county sees.

Then we will present some case examples followed by preliminary data on the use of our model.

We will end with hopefully plenty of time for questions.
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Presentation Notes
The average life expectancy in the US has increased from 68 in 1950 to 79 in 2013.

As the number of older adults increases in our population, it is expected that the number of older adults with medical and mental health conditions that diminish cognition reduce safety, and influence one’s ability to live independently will follow. 

We are seeing this in dementia with a steep rise in the number of Americans living with dementia, such as Alzheimer’s disease (5 million in 2013, 5.7 million in 2018)
Could triple by 2050 




 Prevalence of neurocognitive disorders will grow drastically over the next 
decades.
 These adults are at heightened risk for abuse and neglect. 

 5.7 Million
 14 Million
 $341,840 
 16.1 Million
 $232 Billion
 $277 Billion 
 $1.1 Trillion
 $7.9 Trillion

Presenter
Presentation Notes

5.7 million with ALZ in 2018. 
Expected to TRIPLE by 2050 (projection of 14 million).
      13% of those over 65
      45% of those over 85
      Every 65 seconds someone is the U.S. diagnosed with ALZ
      1 in 3 seniors will die with Alzheimer’s

$341,840 estimated in lifetime care for an individual with dementia
In 2017, 16.1 million caregivers for those with dementia
@ a Value of $232 billion
In 2018 a cost to the U.S. of $277 billion.
This is projected to rise to $1.1 Trillion in 2050
Early and accurate diagnosis of dementia is projected to save $7.9 Trillion in medical and care costs

Vincent & Velkoff, 2010
Alz.org




Case complexity is expected to increase as life expectancy increases
 Greater medical comorbidities
 Finances must stretch longer
 Longer and more intensive caretaking

 There is and will be a great need for:
 Effective multidisciplinary teams
 Standardized practice
 Evidence-informed practice
 Objective screening and assessment 
 Integrated approaches to assessment and intervention
 Culturally-informed practice
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If the goal is to efficiently identify, then eliminate or reduce the protective issue by providing the right intervention and the right time, for the right reason, for the right person, there is and will be a great need for: ….(read slide)

Can we get it right the first time?
Are we assessing all medical and mental health factors to the best of our ability?
What screening tools are we using? And why? Are they appropriate for our population?
Are we arriving at the correct diagnosis?
What are the best interventions?
Can we measure outcomes empirically?






 Origin of the Ventura County Multidisciplinary Team/Rapid Response Expert 
Team

 Funding

 Team members

 Function of the team

 Culture of the team
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Presentation Notes
Marcy’s Slides: 20-25 minutes. Can extend and turn into a group discussion, in the moment Q&A etc, as needed. This is an important part of the workshop.



Conceptual Model of APS Practice

Presenter
Presentation Notes
How the work changed: Before
	Reduction of risk
	Close case without evaluation of cognition
	Fewer guardianship referrals
	Churning of cases (preventable reoccurrence)
	Sense of helplessness
	Anecdotal success

How the work changed: After
	Elimination of risk
	In-home evaluation of cognition
	Appropriate guardianship referrals
	Increased sense of efficacy and morale
	Evidenced based practice
	Measurable outcomes
	Community recognition and respect

Strategies to Meet the Challenge
	Use of evidenced based tools to screen for cognitive impairment
	Integrate screening tools into standard APS practice
	Conduct in-home assessments by a Neuropsychologist and Public health nurse
	Use multidisciplinary teams
	MSW interns learn and bring value
	Measure client & program outcomes
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Designed for and developed by social workers
Standardizes practice
Documents the work, guides practice, and measures client and program outcomes 




Neuropsychological
Evaluation



A clinical neuropsychologist is a psychologist 
with special expertise in the applied science of 
brain-behavior relationships. 

Clinical neuropsychologists use this knowledge 
in the assessment, diagnosis, treatment, and/or 
rehabilitation of patients across the lifespan with 
neurological medical, neurodevelopmental, and 
psychiatric conditions, as well as other cognitive 
and learning disorders. 
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(Describe the training process for NPs. Emphasize that it is a specialized field)



• How is this guy’s cognition?
• Is this normal aging or dementia?
• Would you let him make medical decisions?
• Does he understand his will? He wants to change it.
• Should he live alone?
• Would you let him drive a car?
• Is this just depression? 
• What impact did the stroke have?
• Why is he behaving so differently?
• Is this a reversible problem or not?
• How can we best improve his current functioning and independence?



CULTURE

PROBLEM SOLVING

MEMORY

ENVIRONMENT/SOCIAL SUPPORT

PSYCHIATRIC 
SYMPTOMS

BEHAVIOR

SELF-AWARENESS

MOOD
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I’m reminded of the Indian parable of the six blind men and the elephant.  For those of you who might be unfamiliar with this, there is a parable of six blind men encountering an elephant.  The first one says, it feels like a snake, SPEAR, FAN, TREE, WALL, ROPE.  The idea is that one individual and one approach may limit be able to fully understand some patients and their functioning.

Assessment can help with this. And neuropsychologists are uniquely trained and situated to evaluate and integrate all of theses pieces in our evaluations.


http://courses.cs.vt.edu/%7Ecs1104/Introduction/junl19i1.gif
http://courses.cs.vt.edu/%7Ecs1104/Introduction/junl19i1.gif


Collateral reports (family)

Client Self-Report
Objective Neuropsychological 
Assessment

Objective 
Behavior 
Rating Scales

Provider’s 
observations/ 
interview

Medical Records

Objective Personality & 
Psychiatric Symptom 
Assessment
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We can get at those varying perspectives and views of an individual by using a variety of instruments, sources, and resources.

Do not typically look at anything in isolation. Integrate findings and try to understand in the context of the individual's life.




 Starts with a referral question (why is Mr. Smith so forgetful?)
Consists of an interview with the patient, family, medical/psych record 

review, and cognitive/psychological test administration
 Testing is an objective and standardized measure of what you want to 

measure (e.g., learning, memory, problem solving)
 Quantifies behavior or functioning compared to their peers

 Test data are combined with patient history, context, and observations
Creates a cohesive and comprehensive understanding of a person 

(strengths and weaknesses)
Diagnosis, prognosis, tailored recommendations, and referrals



Time

Diagnosis, 
recommendations, 
and interventions

Functioning

Neuropsychological 
Assessment
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This is a theoretical graph that suggests that assessment in can lead to understanding and improvement.




Severity of Cognitive Problems?

No problems
Normal aging
Mild 
Major
 Problems not due to cognition

Course of Problems?

 Stable
 Progressive
Reversible
 Improving





 Forgetfulness (appointments, misplacing objects, conversations)
 Asks the same questions over and over
 Tip-of-the-tongue moments
 Learning new information takes more effort
 Trouble following directions
 Personality changes
 Losing independence (managing medications or schedule)
 Increase in careless errors (forgetting to pay bills)
 Inappropriate and unusual behavior (e.g., not dressing for the weather, impulsivity)
 Unexplained weight loss
 Defer to others to answer questions



 ADLS and IADLS
 Toileting and bathing
 Dressing and grooming
 Writing checks, paying bills, balancing check book
 Shopping alone for goods such as groceries
 Cooking. Turning on/off the stove
 Keeping track of appointments
 Managing medications
 Traveling via bus, car, etc. to various places such as the store and work
 Emergency procedures
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Why ADLs and IADLs matter
Generally, older adults need to be able to manage ADLs and IADLs in order to live independently without the assistance of another person.

We assess ADLs and IADLs as part of assessing an older person’s “function.” Problems with ADLs and IADLs can reflect problems with physical health and/or cognitive health. Identifying functional difficulties can help us diagnose and manage important health problems.

This is an important component in understanding how cognitive disorders are affecting the individual.

But most importantly, we try to identify functional difficulties because we want to make sure older adults are getting the help and support they need to compensate for, or overcome, these difficulties. We also want to help any family caregivers who might be struggling to assist a relative who needs help.


Activities of Daily Living (ADLs)
These are the basic self-care tasks that we initially learn as very young children. They are sometimes referred to as “Basic Activities of Daily Living” (BADLs). They include:
Walking, or otherwise getting around the home or outside. The technical term for this is “ambulating.”
Feeding, as in being able to get food from a plate into one’s mouth.
Dressing and grooming, as in selecting clothes, putting them on, and adequately managing one’s personal appearance.
Toileting, which means getting to and from the toilet, using it appropriately, and cleaning oneself.
Bathing, which means washing one’s face and body in the bath or shower.
Transferring, which means being able to move from one body position to another. This includes being able to move from a bed to a chair, or into a wheelchair. This can also include the ability to stand up from a bed or chair in order to grasp a walker or other assistive device.

Instrumental Activities of Daily Living (IADLs)
These are the self-care tasks we usually learn as teenagers. They require more complex thinking skills, including organizational skills. They include:
Managing finances, such as paying bills and managing financial assets.
Managing transportation, either via driving or by organizing other means of transport.
Shopping and meal preparation. This covers everything required to get a meal on the table. It also covers shopping for clothing and other items required for daily life.
Housecleaning and home maintenance. This means cleaning kitchens after eating, keeping one’s living space reasonably clean and tidy, and keeping up with home maintenance.
Managing communication, such as the telephone and mail.
Managing medications, which covers obtaining medications and taking them as directed.




1) Evidence of significant cognitive decline from a previous level 
of performance in one or more cognitive domains based on:
 Concern of the individual, knowledgeable informant, or clinician that there 

has been a significant decline in cognitive function, and
 A substantial impairment in cognitive performance, preferably documented 

by standardized neuropsychological testing

2) The cognitive deficits interfere with capacity for independence 
in everyday activities (paying bills, managing medications).

Presenter
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3) The cognitive deficits do not occur exclusively in the context of a delirium
4) The cognitive deficits are not better explained by another mental disorder 




1) Evidence of modest cognitive decline from a previous level of 
performance in one or more cognitive domains based on:
 Concern of the individual, knowledgeable informant, or clinician that there 

has been a mild decline in cognitive function, and
 A modest impairment in cognitive performance, preferably documented by 

standardized neuropsychological testing

2) The cognitive deficits do not interfere with independence in 
everyday activities (paying bills, managing medications), but 
greater effort, compensatory strategies, or accommodation 
may be required.
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3) The cognitive deficits do not occur exclusively in the context of a delirium
4) The cognitive deficits are not better explained by another mental disorder 




 Alzheimer’s disease 
 Frontotemporal lobar 

degeneration
 Lewy body disease 
Cerebrovascular disease
 Traumatic brain injury 
 Substance/medication use 

HIV infection 
 Prion disease 
 Parkinson’s disease 
Huntington’s disease 
 Another medical condition 
Multiple etiologies 
Unspecified 



Medication Use
 B12 Deficiency 
Hypothyroidism
 Kidney/Liver Problems
 Infections (e.g., UTI)
Depression
 PTSD
 Sleep Apnea
 Stress
 Alcohol and Drug Use
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These conditions can cause acute or longer lasting fluctuations or declines in various aspects of cognition. Some more easily reversible than others (cognitive effects of PTSD v. ETOH)



Acute decline in brain function
A medical condition and emergency
 Rapid onset
 Reduced attention and concentration
 Poor thinking
 Waxing and waning mental status
 Behavior changes
 Emotional disturbance

Reversible
 In older adults often due to medications, infection, medical 
procedure (anesthesia), metabolic imbalance, exposure to toxin



Subjective forgetful, distractible, inattentive, and disoriented 
with slowed verbal and motor responses, sleep problems, 
appetite problems
May appear sad, irritable, or worried, speech might be flat 
Often reporting nonspecific physical symptoms
Not a normal part of aging
~10% of older adults with depression receive treatment.
Suicide rates are the highest among older adults
 Especially men
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Some subjective symptoms similar to dementia
Forgetfulness, poor concentration, inattentive, disoriented, slowed verbal and motor responses, sleep problems, appetite problems, lack of pleasure
May appear sad, irritable, or worried, speech might be flat or expressionless
Often presents with nonspecific physical symptoms
Fatigue
Pain
GI problems
Depression is not a normal part of aging
Up to 5% of community dwelling older adults experience MDD
5-10% of adults age 65+ seen in primary care settings

Unfortunately, only ~10% of older adults with depression receive treatment.

Suicide rates are the highest among older adults
Especially men




Common Features Hallmarks
Dementia Subjective confusion

Difficulty performing tasks

Problems with memory plus speech, actions, 
recognition, problem solving, “thinking”

Chronic and progressive

Functions also decline

Delirium “Not right” on interview Trouble with attention and concentration

Rapid onset

Fluctuating symptoms

Often due to a recent medical change/cause

Depression Loved ones are worried Decreased concentration and interest

Apathy

No major cognitive deficits on testing

Sensorium is clear



Depression?
Delirium?
Dementia?
Normal Aging?
Something Else?

Presenter
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For example, here’s a scenario of noted cognitive changes in a man named Mr. Frank and I want you to take your best shot at which condition is most likely occurring:  Mr. Frank’s family reports noticing changes beginning about one year ago including Mr. Frank being less talkative and often being confused and forgetful.  They’ve also noticed he sleeps a lot and generally moves more slowly. Mr. Frank reports some cognitive changes, but is pretty apathetic about them, as he is more concerned with generalized aches and pains and the fact that he’s gained 15 pounds in the past few months because he eats “all the time.”  





Obtain quick sense of global function
 Identify areas for formal psychological evaluation
 What referral questions to ask/what to assess

 Identify mental health/social contributors
 If repeated, can identify changes over time

Cognition
Depression
 Anxiety
Drug and Alcohol Consumption

Presenter
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Even before Neuopsych is called, or if neuro psych is not currently available, there are resources available to you that can aid in your current evaluations. 

[NOTES: Dementia is a diagnosis of exclusion. Difficult to assess and diagnosis should be giving cautiously and only by trained professionals. These are JUST screeners. Not diagnostic instruments]




Cognition: MoCA
Depression/Mood:
 Patient Health Questionnaire (PHQ-2 or PHQ-9)
 Geriatric Depression Scale (GDS) - Short Form
 Beck Depression Inventory-II (BDI-II)

 Anxiety
 Geriatric Anxiety Inventory (GAI)
 Geriatric Anxiety Scale (GAS-10)
 Beck Anxiety Inventory (BAI)

 Substance Use
 Short Michigan Alcohol Screening Test-Geriatric Version (S-MAST-G)
 Alcohol Use Disorders Identification Test (AUDIT or AUDIT-C)
 Drug Screening Questionnaire (DAST)

Presenter
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PHQ
Over the past two weeks how often have you been bothered by these problems?
Little or no interest or pleasure in doing things?
Feeling down depressed or hopeless?
0-3 rating scale. Score of 3 or greater indicates a full PHQ-9 and a suicide assessment.

PHQ-9 – No age limit?
BDI-II 13-80
GDS short and long form 65+
The scale is public domain: http://www.stanford.edu/~yesavage/GDS.html
	Yes/No questions:
Are you basically satisfied with your life?
Do you feel that your life is empty?

ANXIETY
Use the patient’s language (e.g., “nerves”)
Have you been concerned about/fretting over a number of things?
Is there anything going on in your life that is causing you concern?
Do you find that you have a hard time putting things out of your mind?
If the patient reports physical symptoms:
What were you thinking about when you felt your heart start to race?
When you can’t sleep, what is usually going through your head?
Common areas of concern or worry
Losing independence, becoming a burden on others
Finances
Falling
Incontinence

SUD:
S-MAST-G is 10 Y/N questions



 Tip: Use the patient’s language (“nerves”)
 Age and gender differences in symptom endorsement and language (depression is 

stigmatized)

 Tip: Sources of stress/anxiety/depression change with age
 Social Work  Financial  Health  Family

 Tip: Do not assume your patient does not abuse substances or know why 
that’s problematic
 Expect to be surprised from time to time (but don’t act surprised/shocked)
 Do not stigmatize or shame
 Use a non-judgmental and non-confrontational approach
 Ask detailed questions about quantity and frequency of drinking, medications, and 

medical and illicit drugs (cannabis too)
 Give feedback on screening – education on what constitutes low vs. high risk use
 In the moment intervention: Motivational Interviewing
 Discuss the patient’s reasons for use, consequences, and reasons to cut down



Use appropriate normative samples for objective comparison
 Interdisciplinary approach
Understanding of how symptoms/disorders may present differently 

across the lifespan
 Attention to disability and accommodations
 Length of assessment
 Time of day
 Setting
 Presence of others during assessment
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What about 2 brief case examples. I am thinking one that goes through the whole process to conservatorship, and one that is stopped earlier because of no need for conservatorship. In particular I recall an APS case where the issue turned out to be opiod addiction and abuse of pain meds rather than dementia. Once NP assessment confirmed it APS was able to go in a different direction with the case.




 Female in 70s, with a recent history of memory loss and poor judgment/self-neglect
 Concerns of opiate medication abuse
 At risk of losing housing as inadequate income

 Assessment sought to clarify diagnosis as attempting to help her find housing. 
Concerns dementia was contributing to difficulties.

 Findings (seen across several days): 
 impairment in attention, some executive functions, learning ability
 Normal function in abstract reasoning skills, verbal comprehension, health and safety 

judgement, and money management
 Primary issue likely depression and substance abuse

Presenter
Presentation Notes
- When visited @ would sometimes appear confused and lethargic, but at other times would appear quite clear and alert. 4 testing sessions. 
Notably this confusion sometimes appeared when social worker arrived, suggesting an intentional component. 
During his psychiatric hospitalization, @ was described as exhibiting significant drug seeking behaviors.

No conservatorship recommendation. Findings seemed purposeful and/or drug related. Recommendation to assist with substance abuse treatment and support.
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What about 2 brief case examples. I am thinking one that goes through the whole process to conservatorship, and one that is stopped earlier because of no need for conservatorship. In particular I recall an APS case where the issue turned out to be opiod addiction and abuse of pain meds rather than dementia. Once NP assessment confirmed it APS was able to go in a different direction with the case.




 Male in 90s, living independently, but recent episode of financial abuse
 Long history of supporting self by making personal loans to others
 At risk of ongoing financial abuse

 Assessment sought to clarify diagnosis and extent of impairment as intelligent and 
presents well, but has history of people taking advantage

 Findings: 
 Early dementia. Etiology unclear, subcortical in nature and may reflect conditions such as 

cerebrovascular disease.
 Impaired attention, speed of information processing, executive functions, initial learning and 

memory retrieval, and on measures of health and safety judgement and financial 
management ability

 Normal functioning in memory retention, abstract reasoning, language skills, and visuospatial 
skills

Presenter
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Would benefit from fiduciary as keeps to same pattern. Wealthy enough can probably remain in home.



Presenter
Presentation Notes
Limited data exist regarding the relationships between cognitive functioning and APS appraised risk, recommended interventions, and outcomes within the context of APS service delivery (Sommerfield et al., 2014). 

Gaining an empirical understanding of these issues will inform policy and best practices.

Purpose
To examine the characteristics and types of adult protective service cases referred for neuropsychological assessment in our County, with particular interest in prevalence of neurocognitive disorders and types of allegations.
To conduct initial and exploratory analyses among the TRIO variables of abuse allegation, risk factors, interventions, and outcomes, based upon neurocognitive disorder status.
To determine if neuropsychological assessment may aid in the APS evaluation and intervention process.



9,074 total cases

1,883 referred to Multidisciplinary Team (MDT)
 21% of all cases
 Typically the most complex and challenging cases

Similar rates of referrals across years

Presenter
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Past 5 fiscal years

What it doesn’t really say is the cases we’re bringing to the RRET are the most challenging of all cases.  So to have a positive outcome is even more significant.



43%

34%

23%

All Cases: 
Protective Issue Outcome

Eliminated
Reduced
Unresolved

43%

37%

20%

MDT Involvement: 
Protective Issue Outcome

Elimiated
Reduced
Unresolved

Presenter
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Past 5 fiscal years
[Pie chart – for cases with outcome data. Does not include where not evident].

What it doesn’t really say is the cases we’re bringing to the RRET are the most challenging of all cases.  So to have a positive outcome is even more significant.



 Those referred for neuropsychological assessment:
• 86% were diagnosed with a neurocognitive disorder

Those 86% with a Neurocognitive Disorder:
• Average 74 years of age 
• 57% Female 
• 73% White/Caucasian 
• Average 12 years of education
• 9.7% given a co-occurring psychiatric disorder
• 1.6% given a co-occurring substance-related disorder

Presenter
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Screening and initial evaluation for cognitive impairment by APS staff appears successful, as 85.5% of those referred to the neuropsychologist meeting criteria for a NCD. However, we do not have neuropsychological data on those who screened negative and were not referred for neuropsychological assessment.

Given the high prevalence of dementia in those with NCDs, continued education on dementia and degenerative conditions is recommended.
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Financial abuse by others and self-neglect are known groups of APS referrals (Sommerfield et al., 2014).

As expected, the proportion of those with a NCD who are financially abused is different from the proportion without a NCD who are financially abused. 

Surprisingly, there were not statistically different proportions among the self-neglect groups. 

Positively, there were no abandonment, abduction, or sexual abuse allegations. 

Isolation was rare, with the overwhelming response to this item being those with a NCD were not experiencing isolation (not pictured in graph).




Risk Factors
 Precursors
 Live alone
 Perceived as confused or 

with evidence of cognitive 
impairment

 Biological Indicators
 Inadequate food/meal 

supplies

 Social Indicators
 Neglect household finances

 Psychological Indicators
 None found

Outcome
 Demonstrated self-

advocacy
 Sought conservatorship/ 

guardianship 
 Obtained conservatorship/ 

guardianship
 APS protective issue 

reduced or eliminated

Interventions
 Medical evaluation by a 

physician or nurse
 In home nursing 

assessment
 Tangible support was used 

to purchase necessary 
items

Presenter
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There were several robust risk factors identified among those with NCDs. Identification of successful and less than successful intervention efforts among those with these risks may be a valuable next step in research and policy.

The disproportionate usage of medical resources, tangible support, and legal resources (conservatorship) among those with NCDs highlights the importance of a multidisciplinary team such as the RRET in such cases.

Risk Factors by Neurocognitive Disorder Status Precursors
Statistically significant difference in the proportion of individuals without a NCD (8%) and with a NCD (92%) who live alone, χ2Yates (1, N=142) = 4.730, p = .03, phi = -.203.
 
Statistically significant difference in the proportion of individuals without a NCD (7%) and with a NCD (93%) who were perceived as confused or with evidence of cognitive impairment, Fisher’s Exact Test p <.001.
 
Biological Indicators
Statistically significant difference in the proportion of individuals without a NCD (0%) and with a NCD (100%) who have inadequate food/meal supplies, Fisher’s Exact Test p = .014.
 
Social Indicators
Statistically significant difference in the proportion of individuals without a NCD (3%) and with a NCD (97%) who neglect household finances, Fisher’s Exact Test p = .044.
 
Psychological Indicators
No differences found by NCD status.
 
Intervention Resources by Neurocognitive Disorder Status
Statistically significant difference in the proportion of individuals without a NCD (0%) and with a NCD (100%) who received medical evaluation by a physician or nurse, Fisher’s Exact Test p = .044.
 
Statistically significant difference in the proportion of individuals without a NCD (11%) and with a NCD (89%) who received in home nursing assessment, Fisher’s Exact Test p = .023.
 
Statistically significant difference in the proportion of individuals without a NCD (3%) and with a NCD (97%) where tangible support was used to purchase necessary items, χ2Yates (1, N=142) = 4.160, p = .041, phi = -.194

Outcomes by Neurocognitive Disorder Status
Statistically significant difference in the proportion of individuals without a NCD (32%) and with a NCD (68%) who demonstrated self-advocacy, Fisher’s Exact Test p = .030.
Statistically significant difference in the proportion of individuals without a NCD (7%) and with a NCD (93%) who sought conservatorship/guardianship χ2Yates (1, N=142) = 8.118, p = .004, phi = -.26.
Statistically significant difference in the proportion of individuals without a NCD (0%) and with a NCD (100%) who obtained conservatorship/guardianship, χ2Yates (1, N=142) = 6.704, p = .010, phi = -.24.
 
Protective Factor (Allegation) Outcome by Neurocognitive Disorder Status 
Statistically significant difference in the proportion of individuals without a NCD and with a NCD who had their APS protective issue reduced or eliminated, χ2Yates (1, N=118) = 7.203, p = .007, phi = .28 Future research can identify differences in specific cognitive profiles as well as TRIO risk factors and  interventions between these groups.
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The rate of protective issues being reduced or eliminated among those with NCDs is encouraging. Further research could examine the factors why this rate is counter-intuitively disproportionately lower among those without NCDs.




Neurocognitive disorders (given after neuropsychological assessment) 
were significantly predicative of client health and safety and money 
management abilities.

 TRIO variables were not predictive
 Appear to be more descriptive

Neuropsychological assessment appears to add a unique contribution 
to understanding APS clients and their functioning.

Presenter
Presentation Notes
Two standard multiple regressions were conducted to examine the predictive ability of the TRIO categories and neuropsychological evaluation outcome on two established measures of functioning (Independent Living Scales).

Only neurocognitive disorders were significantly predicative of functioning. Having been diagnosed with a neurocognitive disorder will decrease the health and safety of participants by a T-score of 13.89 and money management ability of participants by a T-score of 18.14.

Neuropsychological disorder was the only predictor of functional ability related to health and safety and money management, two common issues referred to APS. In combination with TRIO and APS established observation/evaluation, neuropsychological assessment appears to add to and advance the conceptualization of an individual’s current functioning and intervention needs. 

Limitations and Future Directions
APS involvement is short-term (less than 90 days). Documented outcomes may not accurately reflect final outcome.
Given the exploratory nature of these analyses, findings are vulnerable to Type I Error. Future analyses should be guided by theory, a priori hypotheses, and consider appropriate statistical corrections.
Gaining access to a control group who match the sample and were not referred for neuropsychological evaluation will be critical in determining true group differences as well as understanding the value of neuropsychological assessment.




 Increasing number of older adults and cognitive impairment 
in the coming decades

 Expected increase in use of APS services & case complexity
Need for effective multidisciplinary teams
Need for assessment standardization and evidence-informed practice
Neuropsychology is a specialty that can:
 Improve objective understanding of a client’s cognition
 Assess decision making capacity
 Clarify diagnosis
 Inform prognosis 
 Improve biological, psychological, and social recommendations for intervention

 Initial research into our model demonstrates neuropsychological 
assessment provides a unique contribution to APS’ understanding of clients
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