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Abstract

Complete Cerebral Assessment (CGA) involves the assessment of a neurological patient in four basic areas where
performance capacity, physical health, mental health, as well social and environmental factors are taken into account.
Specially prepared research tools (scales, questionnaires) can be used to assess individual CGA components, which
significantly facilitate it and influence its credibility. In addition, they allow to verify changes in patient’s condition
over time, in the category of improvement or deterioration, and also help in the exchange of quantitative (clinical)
information between health care providers. Based on the literature, there have been discussed the most frequently
applied scales used to assess the mental state of neurogeriatric patients. There have been presented data of metrics
such as Mini-Mental State Examination (MMSE), Abbreviated Mental Test Score (AMTS), Clock Drawing Test
(CDT), Geriatric Depression Scale (GDS), Hamilton Depression Rating Scale (HDRS), and Beck Depression
Inventory (BDI). (JNNN 2017;6(3):130-133)
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Streszczenie

Przeprowadzenie Catosciowej Oceny Geriatrycznej (CGA) obejmuje oceng pacjenta neurologicznego w czterech
podstawowych dziedzinach, gdzie pod uwage bierze si¢ przede wszystkim: wydolnos¢ czynnosciowa, zdrowie fizyczne,
zdrowie psychiczne oraz czynniki socjalno-$rodowiskowe. Do oceny poszczegdlnych sktadowych CGA mozna uzyé
specjalnie przygotowanych narzedzi badawczych (skal, kwestionariuszy), ktére znacznie ja utatwiaja i wplywaja na
jej wiarygodno$¢. Ponadto pozwalaja na weryfikacj¢ zmian stanu pacjenta w czasie, w kategorii poprawy lub
pogorszenia, a takze pomagaja w wymianie informacji ilo$ciowej (o znaczeniu klinicznym) pomiedzy osobami
$wiadczacymi ustugi z zakresu opieki zdrowotnej. W oparciu o pi§miennictwo oméwione zostaly najczeéciej uzywane
skale w ocenie stanu umystowego pacjentéw neurogeriatrycznych. Przedstawiono dane dotyczace takich skal
pomiarowych, jak: Mini-Mental State Examination (MMSE), Abbreviated Mental Test Score (AMTS), Clock
Drawing Test (CDT), Geriatric Depression Scale (GDS), Hamilton Depression Rating Scale (HDRS) i Beck
Depression Inventory (BDI). (PNN 2017;6(3):130-133)

Stowa kluczowe: ocena stanu umystowego, skale, neurogeriatria

Introduction

In the assessment of mental health condition both
the emotional state and cognitive functions (mental
ability) of the elderly are taken into consideration. In
order to accurately determine the quality of cognitive
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abilities, memory, thinking ability, understanding,
planning, counting, writing, recognizing, or abstract
thinking are primarily examined. With regard to
emotional condition, an important part of the assessment
is the study of the occurrence of depression (one of the
so-called big geriatric problems) or of states of anxiety.
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Mental health is just as important for maintaining an
adequate level of functional fitness as physical health.
These two components complement mutually affecting
each other and therefore cannot be ignored in the case
of a comprehensive geriatric assessment (CGA).

The relationships between age-related changes
in the central nervous system and the level of
intellectual function have not been established yet
and such correlations are more closely observed in
neurodegenerative diseases. Some cognitive functions
do not change with age, whereas others deteriorate.
Although at an advanced age separating physiological
aging from the onset of pathology may sometimes result
in some difficulties, the overall intellectual efficiency of
those without neurological diseases is maintained even
to the 9th decade of life. It should be added, however,
that intellectual activities take up more time due to the
process of their slower processing [1,2].

Depression, feelings of sadness, anhedonia (loss of
experiencing pleasure) and consequently depression is
a fairly common phenomenon observed in old age and
in neurological disorders. This is particularly favoured
by the situation an older person is in — new and often
difficult situations arise in the life which are associated
with a spouse’s loss, loneliness, growing morbidity, and
social and family roles previously performed are subject
to changes. Mood is also deteriorated by economic
problems and lack of social support. Data from a study
on depression in the elderly indicate that this is a common
problem and that in the case of people aged over 65 and
it affects 9-18% of the population over 65 years of age,
with a significant increase of up to 30% for older people
living in residential homes [3].

Both lowering of mood (depression) as well as
cognitive functions decline (dementia) can significantly
affect daily functioning. They are one of the most
important factors in the deterioration of self-
independence and limitation of functional capacity in
ADL and IADL in addition to advanced age, female
gender, co-morbidity, level of physical activity and social
factors [4-7].

Scales of mental state assessment — aim at
determining the occurrence and progression of cognitive
disorders and emotional condition. These include also
scales of quantitative cognitive functioning assessments
(mental capacity), scales which differentiate types of
dementia as well as scales assessing affect, anxiety or
depression.

Review

The MMSE (Mini-Mental State Examination) scale
is used for preliminary, indicative assessment of cognitive
function [8]. The assessment covers, among others

orientation in time and place, word memory, attention,
linguistic functions as well as visual-spatial analysis.
According to the authors of the scale, the score below
24 points suggests the presence of dementia and indicates
the need for further diagnostic tests to confirm or exclude
this suspicion. In clinical practice, corrected MMSE
result should be applied, the diagnostic value of which
is significantly higher than that of the “raw” score [9,10].

Hodkinson’s Abbreviated Mental Test Score (AMTS)
was introduced in 1972 by Hodkinson [11] and is
applied in quick evaluation of elderly patients for
detecting dementia. The test is made up of 10 questions,
and for each correct answer the respondent obtains 1
point. No answer or a wrong answer results in lack of
score. The total amount of points suggests a preliminary
diagnosis of dementia where the score of 6 points and
lower indicates the possibility of its occurance. The value
ranging 7—10 points is considered to be a norm.

Clock Drawing Test (CDT) used for screening
dementia. It enables the assessment of visual-spatial
processes as well as the assessment of cognitive functions
i.e. planning the course of cognitive activities as well as
abstract-conceptual thinking. The test was developed in
1986 by Shulman and the team [12]. In practice, several
versions of this test can be applied, which differ from
each other in the types of tasks performed, their quantity
and the way they are evaluated [13-15]. In Poland, two
versions of the test are most commonly used, namely
Sunderland’s [14] and a three-trial version [16]. In a very
general terms, the test consisting of 3 tests consists in
drawing a blank clock face with the correct number of
hours and the hours (3:00 and 11:10), drawing a long
and short clock hand. The entire test lasts 2-10 minutes,
and its key-based interpretation is made by an experienced
clinician or a neuropsychologist.

The Hamilton Depression Rating Scale (HDRS) was
developed in 1960 as a tool to measure the severity of
depressive syndrome symptoms [17,18]. The scale is
filled in by an experienced clinician (psychologist) based
on interviewing and observing the patient as well as on
information from the family or medical staff taking care
of the patient. The tool evaluates 21 characteristics, to
each of which there are assigned two to four levels of
symptom severity. The assessed categories are extensive-
range features including depressive mood, guilt, sleep
disturbance, anxiety, agitation, somnolence, suicidal
ideation, or psychomotor slowdown.

The Beck Depression Inventory (BDI) [19] was
developed by Aaron Beck and his associates in 1961.
The scale is used for self-assessment of the presence and
severity of depressive symptoms. Because of its simplicity
and effectiveness it is one of the most commonly used
psychological tests. It consists of 21 questions. For each
question one of the four possible answers should be
ticked. For each answer the respondent can score from
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0 to 3 points. The total score ranges from 0 to 63 points.
In the case of obtaining the result 0-9 points — no
depression, 10-19 points — mild depression, 20-25
points — moderate depression, 26 points and more
— severe depression. The test lasts is approximately 20
minutes. Before conducting the study, it is necessary to
specify in advance what period (a month, a week) the
answers are supposed to refer to.

The Geriatric Depression Scale was developed in
1983 by Yesavage et al. [20] as a screening tool to assess
the severity of depressive symptoms in the elderly. The full
version of the scale consists of 30 short questions with
two possible answers to be chosen (yes/no). According
to the authors” assumption, the respondents fill the GDS
themselves at their own pace [20]. In the literature,
however, other suggestions can be found, such as filling
it with the help of a second person [21] or responding
by phone [22]. The Geriatric Depression Scale has also
been translated into Polish and is one of the most
commonly used screening tools for evaluating elderly
depression [23]. There are still shortened versions of this
scale, namely 15-item [24], 10-item [25], 5-item [26] and
the shortest version, containing only 4 questions [25].

Conclusions

The research tools discussed above are commonly
applied for clinical and research purposes both in Poland
as well as in the world [27-30]. However, it should be
remembered that, for example, these scales, as well as
many others existing in everyday neurological practice,
are not completely homogeneous and do not fall into
one of four groups (physical, functional, mental, the
quality of life), often entering the scope of a neighboring
group including functional and social-life scales or scales

of the quality of life.
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