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ORIGINAL RESEARCH

Routine screening in the general hospital: what
happens after discharge to those identified as at risk

of dementia?

Authors: Ana Phelps,* Bethany Kingston,® Rose M Wharton® and Sarah T Pendlebury®

Cognitive screening is recommended for older patients with
unplanned hospital admission. We determined rates of reas-
sessment/specialist memory referral after routine inclusion of
at risk of dementia status in discharge documentation to pri-
mary care. Questionnaires were sent to relevant GP practices
on consecutive patients aged >75 years identified as at risk
and discharged 6 months earlier. Among 53 patients (mean
age *SD = 87.3%6.0 years, meantSD Abbreviated Mental Test
Score = 4.4%2.7), 49 (92%) patients had been reviewed since
discharge, and 12/43 (28%) without previously known cogni-
tive problem had had a cognitive reassessment. The most
common reasons for non-assessment/referral included clinical
factors (eg terminal illness/comorbidities) (n=15) and patient/
family wishes (n=5) and that confusion was expected in unwell
older patients (n=5). Routine cognitive reassessment/special-
ist referral appears unjustified in patients identified as at risk
of dementia during unplanned hospital admission. However,
the prognostic value of delirium/confusion in acute illness is
under-recognised and could be used to highlight those at risk.
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Introduction

Over 50% of older (=75 years) patients on acute general medicine
wards have cognitive impairment; however, the majority do not
have a pre-admission diagnosis'™ because either an existing
cognitive impairment/dementia has not been diagnosed or
recognised" or acute illness and hospitalisation has resulted in a
sudden cognitive deterioration. Delirium occurs in over one third
of those aged >75 years™® and transient cognitive impairment
without delirium is common even with less serious illness.”

Recognition of the high prevalence of previously undiagnosed
dementia in older hospitalised patients resulted in the
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introduction of the dementia CQUIN (Commissioning for
Quality and Innovation) in 2012, requiring routine screening
of older inpatients with unplanned admission to identify those
at risk of dementia using a single ‘memory question’ followed
by further assessment in those with a memory complaint.®
The introduction of the dementia screening requirement
generated some controversy with concerns around the lack of
evidence base and the reliability of the single question.>” ™!
Although there is no longer a financial incentive, individual
hospital dementia screening rates are still the subject of national
scrutiny."?

In our institution, we have developed a routine on-admission
cognitive screening process for older patients that fulfils the
original dementia CQUIN screening requirements while
focusing on identifying objective cognitive deficits, including
delirium' not reliably identified by the single memory
question.” Those identified as at risk of dementia are flagged
to GPs via discharge documentation and are not routinely
referred to specialist services during admission because
cognitive impairment is associated with high mortality and
morbidity®'*™'® and may not be the focus of the admission
encounter. GPs may also be best placed to decide together with
patients and families whether onward referral for specialist
memory assessment is desirable.

We therefore performed a quantitative and qualitative study
to determine the actions taken in primary care as a result of
discharge documentation of at risk of dementia status. We
determined rates of cognitive reassessment in the community
and specialist referral, and reasons for non-reassessment/
referral. We intended to use the findings to improve the care
of patients with cognitive impairment across the primary/
secondary care interface.

Methods

All patients aged 275 years with unplanned admission to the
Oxford University Hospitals NHS Foundation Trust have an
on-admission validated cognitive screen,>®!” which includes
the Abbreviated Mental Test Score (AMTS)'® and Confusion
Assessment Method'? for delirium, and recording of known
prior diagnosis of dementia. At risk of dementia status is
defined as AMTS<8 according to published cut-offs’ or
delirium in those without a known prior diagnosis of dementia.
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1. On receipt of the notification letter, were any of the following done? Please tick all

that apply:

The low AMTS was coded O Which Read code was used?

The letter was scanned and incorporated in the record []
The AMTS score was noted in the record O

Other O Please specify

2. Have you/a colleague seen the patient since the above admission?
YES O
NO O
3. If yes, was this in response to the notification letter?
YES O
NO O
4. Has their cognition been reassessed? (ie GPCog, AMTS, MOCA, MMSE etc)

YES O Please state test used and result

NO O Please state why not

5. Has the patient been referred to a memory clinic, CMHT or geratology clinic for

further assessment?

YES O
NO O
6. Has the patient been diagnosed with dementia?

YES O If so, by whom

NO O

7. Has the patient received another (non-dementia) cognitive diagnosis, eg mild

cognitive impairment?

YES O If so, by whom

NO O

8. Please add any comments on the process below:

Fig 1. Questionnaire sent to GPs. AMTS = Abbreviated Mental Test Score; CMHT = community mental health team; GPCog = GP cognitive screen;
MMSE = mini-mental state examination; MOCA = Montreal Cognitive Assessment.
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At the time of this study, data on at-risk status for those who
stayed in hospital 272 hours was collected in line with national
requirements® and patient at-risk status was communicated
to GPs on discharge via a notification letter containing the
cognitive screening results sent separately from the patient’s
other discharge documentation.

The current study used a consecutive sample of 199 patients
discharged at least 6 months earlier in whom at risk of
dementia status had been identified during hospitalisation.
Questionnaires (Fig 1), developed in collaboration with
the clinical commissioning group’s primary care leads in
dementia, were sent to relevant primary care practices to
determine the actions taken in primary care regarding the
patient’s at risk of dementia status. Data from returned
questionnaires were entered into an anonymised database
(by AP and BK). GP comments were extracted verbatim from
the free comments box on the questionnaire and grouped by
theme. The study was undertaken to facilitate the optimal
management of patients with comorbid cognitive disorders,
was approved by the divisional management and registered
with the Oxford University Hospitals Audit Team, audit
registration (datix) number 2981.

Results

A flow diagram of the questionnaire data is shown in Fig 2.
Questionnaires were returned for 67/199 patients (34%).
However, 14 questionnaires were blank (n=4 patient
deceased, n=6 notification letter not found/no time, n=3
blank with no reason given, n=1 patient transferred out).
There were no differences in age or admission AMTS scores
between those with and without returned questionnaires
(mean+SD age = 86.8+6.2 years, median age = 87 (IQR 83—
92) years, range 75—99 years versus 86.3%6.1 years, median
age = 87 (IQR 82-91) years, range 75-102 years; mean+SD
AMTS = 5.242.9 versus 4.6+2.9). The notification letter had
been scanned and incorporated into the patient’s documents
file by primary care staff for 41/53 completed questionnaires
(77%; mean=SD age = 87.3£6.0 years, mean=SD AMTS =
4.4+2.7), but the low AMTS was only coded (READ code
388L) in six patients. In five patients, the AMTS score was
not found. Of the 53 patients with completed questionnaires,
49 (92%) had been seen in primary care since discharge from
hospital.

In 10/53 patients, notification of at risk of dementia status
letters had been sent inappropriately because dementia or
another memory problem had been known to primary care but
not to the hospital team: five patients (10%) had mild cognitive
impairment or another memory problem and five (10%) had
dementia although in one case, the diagnosis had been made
in the memory clinic just prior to admission. In the remaining
43 without a previously identified cognitive problem, 12 (28%)
had cognition reassessed (n=3 GP assessment of cognition,
n=3 six-item cognitive impairment test, n=3 mini-mental-
state-examination, n=3 ‘informal’ assessment/not specified),
of whom five (12%) were referred for specialist assessment.

Of those who were referred for specialist assessment, four
received a new dementia diagnosis (n=1 memory clinic, n=1
community mental health team, n=1 GP specialist clinic, n=1
geriatrician/physician).
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What happens to those at risk of dementia after discharge?

Questionnaires sent to GPs, n=199
Consecutive patients 275 years in whom
notification letters had been sent on
discharge to GPs concerning the patient’s
at risk of dementia status

Not returned,

 —————

n=132

Returned, n=67

Not completed,

—

n=14

Completed, n=53:

e Appropriate notification, n=43

e Inappropriate notification, n=10 (5 had
known dementia, 5 had MCl under
memory clinic/other memory problem)

Seen in primary care since admission, n=49
Question left blank, n=4

Cognition not reassessed, n=35
Question left blank, n=4

Cognition reassessed (with
known dementia), n=2

Cognition reassessed (without previously
known dementia), n=12 (GPCog=3,
6CIT=3, MMSE=3, Informal/not stated=3)

Not referred, n=7

Referred for specialist review, n=5:

¢ Diagnosed with dementia (GP clinic,
CMHT, memory clinic, geriatrician), n=4

¢ Diagnosed with ‘cerebrovascular
disease’, n=1

Fig 2. Flow diagram of questionnaire data. 6CIT = six-item cognitive
impairment test; CMHT = community mental health team; GPCog = GP
cognitive screen; MCI = mild cognitive impairment; MMSE = mini-mental
state examination.

Free text comments extracted from questionnaires showed
some clear themes (Box 1). Reasons for lack of cognitive
reassessment/specialist referral were given in 25 patients. In
15 cases, it was felt to be inappropriate as the patient was too
unwell or frail, other pathologies were the major clinical issue
or the memory problem was not the principal concern. Some
patients/families declined specialist referral or the patient
was not worried sufficiently about their memory to want
reassessment/referral (n=>5). Some GPs (n=>5) expected cognitive
impairment in older patients in the context of acute illness and
felt that only scores obtained during the medically stable state
would be helpful. Process issues highlighted included poor
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Box 1. Comments from GPs, reproduced verbatim and grouped by theme, including reasons for lack of

cognitive reassessment/specialist referral

Clinically inappropriate
> End-stage renal failure, not for resus or any further hospital contact — terminal care.
> Having treatment for oesophageal Ca so not considered appropriate.

> Seen frequently by GP who has known pt for years. Further decline from CVA and death in July — focus not on long-term dementia
care but short-term supportive measures the priority.

> Extreme frailty. Already had her care needs met in nursing home.
> Patient well, no obvious cognitive issue on GPCog.
> Patient had returned to pre-admission levels of cognition.

> Memory problems/confusion have not been an apparent problem. There have been several other ongoing and new physical problems,
which have dominated his consultations.

> Too frail and ill - died.

> Patient was on palliative framework at the time of admission for treating a reversible problem. Treatment was symptomatic/palliative.
> This patient has known encephalopathy causing confusion, low AMTS.

> Has had too many other concerns, patient does not feel concerned enough at present.

> Age 98, resident in a care home not for resus, ie of no benefit.

> Advanced age, multiple pathologies.

> Advanced age, severe COPD, wellbeing not affected.

> Not felt to be significant on holistic approach.

GP’s expected abnormal cognition in context of acute illness

> Patient had sepsis due to renal abscess at time of admission.

v

V frail. Dip in cognition attributed to acute admission with AKI.

v

Patient admitted with septicaemia leading to his poor cognition.

> An admission AMTS is unhelpful. Many elderly patients are confused when acutely unwell. A discharge AMTS would be much more
useful and we might then follow up.

> Unwell at time, no concern since.
Patient/family decision
> Patient does not feel concerned enough at present. Further admission with GI bleeds.

> Patient has refused three times for memory referral, including home visit assessment by specialist team. Son aware.

v

Patient declined any further intervention when assessed.

v

Did not express concerns with memory at consultation.

v

Daughter declined referral to memory clinic because of mother’s frailty.
Process issues
> Patients should be instructed to make an appointment to see their GP a few weeks following discharge to discuss this.

> 1 do not have spare time in GP to review the patient records of five patients in detail. If you would like info that is accurate you will
need to send some admin staff into surgeries to do this work.

> Discharge letter v poor, diagnosis confusion, no other details. No AMTS score sent to GP.

> If the person doing the screening had checked with the next of kin first, or with us, they would not have duplicated the process! This
needs to be done in a more joined up manner”

GP notes re ongoing management

> There is no letter alerting to her low AMTS score. I will follow up dementia screening on next encounter with patient — note made on
her record to do this.

> GP to assess at next review, (seen by DN). Patient to be reviewed as planned (no concern re cognition by DN).

*This was a patient who had received a dementia diagnosis in memory clinic just prior to admission.

AKI = acute kidney injury; AMTS = Abbreviated Mental Test Score; Ca = cancer; COPD = chronic obstructive pulmonary disease; CVA = cerebrovascular accident; DN =
district nurse; GI = gastrointestinal; GPCog = GP cognitive screen; pt = patient; v = very
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communication between secondary and primary care and
insufficient resources to enable questionnaire completion.

Discussion

Our study showed that the majority of older patients identified
in hospital as at risk of dementia had been reviewed by primary
care in the 6 months following discharge and although only
around a quarter had had a cognitive reassessment, non-
reassessment/referral was often for a valid clinical reason.

The effective transmission of information on cognitive
status over the primary/secondary care interface should be an
integral part of individualised older patient care. However, our
findings revealed that this was often suboptimal as is seen in
other conditions.? Just under a fifth of patients already had
a cognitive diagnosis (either dementia or a milder memory
problem) that had been unknown to the hospital team. Lack of
access to electronic records across different healthcare providers
likely contributed to this issue but the study design did not
allow us to examine this further. Similarly, in a small number
of cases, primary care practices had not received or could not
find the notification letter containing the cognitive screening
results. Where the discharge information was received, letters
were usually incorporated into the primary care patient record/
documents file but this was not usually done in a way that
enabled easy searching or flagging of those at-risk since only
<5% were coded.

Reasons given by GPs for lack of cognitive reassessment or
specialist referral indicated that in many cases it was felt to
be clinically inappropriate because the patient was nearing
the end of life or because referral was declined by patients or
carers. However, some GPs appeared unaware of the prognostic
implications for risk of ongoing/future cognitive decline and for
recurrent episodes.>”*?"** The relationship between delirium/
transient cognitive impairment and dementia is analogous
to that between acute kidney injury and chronic kidney
disease — acute kidney injury is considered a risk marker for the
development of chronic kidney disease and for chronic kidney
disease progression.”> > Current guidelines require that acute
kidney injury episodes are communicated to GPs on discharge
to target monitoring of renal function and enhance awareness
of vulnerable patients® although this may not always be done
reliably.? In contrast, neither delirium nor transient cognitive
impairment have been incorporated into primary care systems
designed to flag those at risk of dementia®® and existing risk
scores for dementia are focused on vascular risk factors, which
may not be as relevant in older versus younger patients.”’ >

There are some limitations to our study. The sample size
was reduced since only a minority of primary care practices
returned the questionnaires and some questionnaires were
returned blank. However, there was no difference in age and
AMTS score in those with/without a returned questionnaire.
Second, questionnaire return may have been more likely from
GPs interested in cognitive disorders resulting in possible bias
in reported reassessment rates. Third, no reason for lack of
reassessment/referral was given in many cases, resulting in a
possible lack of capture of other reasons for non-reassessment.
Study strengths include the use of questionnaires to obtain
quantitative and qualitative information not routinely available
through electronic records or routine administrative coding.
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What happens to those at risk of dementia after discharge?

Conclusions

GPs are well placed to decide with patients and families whether
specialist memory referral is desirable in those identified as at
risk and routine referral during acute hospital admission would
appear unjustified. However, the prognostic value of worsened
cognition in the context of acute illness appears under-
recognised by some. In-hospital identification of at-risk status
could be listed/coded in the primary care record to highlight
vulnerability to progressive cognitive decline and to facilitate
delirium prevention/recognition and end-of-life care

planning. m
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