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Executive Summary

People with psychiatric disorder have difficulties in their cognition and communication skills. In
Bangladesh, frequency of mental disorders is 12.2% where females (13.9%) are more vulnerable
than male (10.2%). The main purpose of the study was to find out the cognitive dysfunction
among psychiatric population. Quantitative research method was chosen by the investigator and
used cross — sectional survey to meet the study aim as an effective way to collect data. The study
was conducted by using Montreal Cognitive Assessment (MoCA) tool among 80 participants
with different types of psychiatric disorder at National Institute of Mental Health, Dhaka. The
participants were between 20-59 years old and male and female ratio was quiet similar. Data
analysis revealed that the participants had difficulties at different components according to the
MoCA tool. Most of the participants were schizophrenia, depression and bipolar disorder types
of psychiatric disorder and all the participants had severe type of cognitive disorder.
Professionals working with psychiatric population need to remain alert to the presence of
cognitive dysfunction in their clients and refer to Speech & Language Therapists for the

diagnosis and treatment; which will increase the quality of life of people with PD.
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Chapter- 1 Introduction

Health is defined by the World Health Organization (WHO) as ‘a state of complete
physical, mental and social wellbeing and not merely the absence of disease or infirmity’
(WHO, 2001) and health promotion is understand as ‘actions that support people to adopt
and maintain healthy lifestyles and which create supportive living conditions or
environments for health® (WHO, 2004). According to WHO (1984), about 40 million
people in the world suffer from different kinds of psychological disorders like
schizophrenia and dementia. Psychiatric illnesses are common and can be costly and
debilitating. Mood disorders (depression and bipolar disease) in particular are frequently
encountered. In the U.S, approximately 9.1% of the population meets the diagnostic
criteria for current depression while 4.1% meet the criteria for major depression.
(Medalia & Revheim, 2002).Cognition means the thinking skills, the intellectual skills
that allow you to perceive, acquire, understand and respond to information. This includes
the abilities to pay attention, remember, process information, solve problems and
reorganize information, communicate and act upon the information. All these abilities
work in a close, interdependent fashion to allow you to function in your environment.
And remember that 85% Schizophrenia patient has cognitive dysfunction or difficulties.
Cognitive dysfunction has been linked to central nervous system imbalances. This
condition also causes some patients the most disability. According to some investigators,
the symptoms of cognitive dysfunction are confusion and poor memory, inability to
concentrate and recall simple words and numbers. Their cognitive functions are so
impaired that they are unable to perform with their usual activities of daily living, getting
lost in familiar places or not be able to communicate effectively. Bangladesh is a
developing and densely populated country where prevalence of psychiatric illness is not
less than any other country in the world (Al-farooq & Ray, 2011). Among the patient
attending the outpatient department of National Institute of Mental Health, in Dhaka
37.46% were suffering from schizophrenia and other psychiatric disorders, 16.14%
anxiety disorders, 7.66% substance related disorders, 6.6% somatoform disorders, 4.12%
mental retardation and 7.88% other disorders. A study carried out in private clinic in

Dhaka city demonstrated that among their admitted patients, 39.4% were suffering from



schizophrenia and other psychiatric disorders, 18.75% mood disorders, 3.6% borderline
personality disorders, 1.6% somatoform disorders and 0.6% anxiety disorders (Al-farooq
& Ray, 2011).WHO (2008) claimed that mental disorders are among the 20" foremost
cause of disability. Around the world, mental disorders are more common between 0 to
59 years old. A systematic review led by the investigators of ICDDRB found that the
prevalence of mental disorder in Bangladesh is 6.5% to 31% among adults, where the rate
is higher in urban community than rural and women’s are more vulnerable (Hossain,
Ahmed, Chowdhury, Niessen & Alam, 2014). Over 450 million people in Asian countries
reported to suffer from mental or psychiatric disorders (WHO, 2001).



Chapter- 2 Literature Review

2.1 Background and Literature Review:

According to Psychiatric Association (2013) “a mental disorder is a condition
characterized by clinically significant disturbance in an individual’s cognition, emotion
regulation or behavior that reflects a dysfunction in the psychological, biological,
processes underlying or developmental mental functioning”. Mental Health Disorders are
one of the leading causes of disability around the world (WHO, 2002).Mental illness
affects many people, but the most do not realize that it does not just cause of emotional
problems but it causes cognitive problems too (Titone, 2010). The person with mental
iliness may have difficulty to think clearly, pay attention and remember. The cognitive
problems are only evident during the episodes of illness. For others, the cognitive
problems are more constant. If mental illness is managed well, the person can lead a more
fruitful life and have longer periods of stability (Medalia & Revheim, 2002).Cognitive
functioning is moderately to severely impair in patients with schizophrenia (Keefe,
2000). This impairment is the key fact of the significant disabilities in occupational,
social, and economical functioning in patients with schizophrenia (Kremen et al., 2000).
According to Trivedi et al. (2004), various efforts are under way to identify specific
aspects of cognition that may lie closest to the neurobiological etiology and patho-
physiology of the illness, and may provide relevant meeting with animal models of
cognition. Studies of psychiatric disorders or mental disorders have traditionally focused
on emotional symptoms such as depression, anxiety and hallucination. However, poorly
controlled cognitive deficits are equally important and severely compromise quality of
life, including social and professional mixing. Consequently, serious efforts are being
made to characterize the cellular and cerebral circuits underpinning cognitive function,
define the nature and causes of cognitive impairment in psychiatric disorders and identify
more effective treatments. Cognitive dysfunction is a poorly controlled and highly
relevant measurement of psychiatric disorders (Medalia & Revheim, 2002).Cognitive

dysfunction cuts across traditional diagnostic boundaries, and improved treatment should
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be a major goal in efforts to improve quality of life for the patient with psychiatric
disorders (Gold et al., 2002). Cognitive dysfunction does not just signify poor memory;
the range of cognitive impairment is broader and more complex. Cognitive dysfunction in
panic disorders is mainly restricted to excessive attention and hyperactivity to threatening
(Etkin & Gyurak, 2013). Interestingly, processing speed may actually be accelerated in
panic disorders. Cognition refers to a broad range of mental processes including attention,
decision-making, behavioral, thought and self-regulation, problem solving, language and
memory (Millan & Young, 2012).Although approximately 27% of patients with
schizophrenia (and 85% of the general population) are not rated as “impaired” by clinical
neuropsychological assessment (Palmer et al., 1997). In some studies 85% Schizophrenia
means psychiatric disorder patient has cognitive dysfunction or difficulties. And some
other investigator finds that the symptoms of cognitive dysfunction are confusion and
forgetfulness, inability to concentrate and recall simple words and numbers (Spohn et al.,
1986). Alzheimer’s disease is characterized by poor learning and memory, Parkinson’s
disease by motor impairment, depression by melancholy, and schizophrenia by delusions;
however, these and related diagnoses are also accompanied by a range of symptoms
involving alterations in mood, motor behavior, appetite, sleep and most appropriately,
cognitive functioning (Medalia & Revheim, 2002). There are different mental illnesses
and they affect cognition differently. Not every person is affected in the same way. Some
people with schizophrenia have more cognitive problems than others. Some people with
depression or bipolar disorder have problems in one aspect of cognitive functioning but
not in another. It is important to understand that a mental illness affects each person
differently. By understanding all the different ways of mental illnesses can affect
cognition; though it is easier to understand how the person you know is affected.
Furthermore, the interrelationship between alterations in cognition and changes in mood,
reward, motor performance and effort can be difficult to establish (Etkin &
Gyurak,2013). Families often ask what causes of cognitive impairment. Research has
shown us that it is the illnesses themselves that cause much of the cognitive dysfunction.
Cognitive dysfunction is a primary symptom of schizophrenia and some affective
disorders (Niemi et al., 2002).Furthermore, research has shown that those parts of the

brain that are used for specific cognitive skills often do not function normally in people



with schizophrenia and certain affective disorders. This indicates that mental illness
affects the way the brain functions and that is what cause the cognitive problem. (Medalia
& Revheim, 2002). Cognition in Schizophrenia is that the most important domains of
cognitive deficit in schizophrenia are working memory, attention, verbal learning and
memory, visual learning and memory, reasoning and problem solving, speed of
processing, and social cognition (Green et al., 2004). Trivedi et al. (2004), Cognitive
deficits are also present in mood disorders. The relationships between mood and
cognition are dynamic ones. In major depression, cognitive impairment can be severe and
also can be dementia also. Cognitive deficits in mood disorders include impaired
performance in tests of attention, executive functioning and memory (Landre et al.,
1992). Increased cognitive dysfunction is associated with greater severity of symptoms.
Impairment of working memory, sustained attention, focusing-execution, abstract
reasoning and visuomotor skills, verbal ~memory, verbal fluency, visuospatial
ability, have all been reported, in different phase of the illness. Another study shows that
cognitive dysfunction is also present on bipolar mood disorder. Zubeita et al. (2001),
found that patients did not show significant impairment on Continuous Performance Test
(CPT), however, on WCST patients committed more errors than healthy controls. The
same study also showed impairment in verbal memory, but not in non-verbal memory. In
this study where 30 patients meet the DSM-1V criteria for bipolar affective disorder, were
assessed using Wisconsin Card Sorting Test (WCST) for executive functioning,
Continuous Performance Test (CPT) for performance on continuous tasks administering
and Spatial Working Memory Test (SWMT) for spatial working memory. Fifteen
controls matched for age and sex were also assessed. All the patients and controls were
educated at least up to standard VIII. The patients’ performance was impaired on
Wisconsin Card Sorting Test (WCST), implying poor executive functioning as compared
with controls, and indicating residual cognitive deficits. The performance on tests of
attention, concentration and memory was not significantly different from the matched
controls. In another study shows that cognitive difficulties are common on depression or
depressive disorder. Drevets et al. (1997), demonstrated the presence of cognitive deficits
in depressed patients with verbal and visual memory as well as executive functioning.

The study was demonstrated by using Wisconsin Card Sorting Test (WCST) and Spatial



Working Memory Test (SWMT). In this study 30 patients with depression and 15
matched controls and compared their performance on the tests of executive functioning,
attention and working memory. The findings of the study suggest that depression
indicates significant impairment in the abilities of sustained attention as shown by the
fewer correct responses and more missed responses (errors of omission), and this
impairment increases with severity. According to Niemiet al. (2004),in somatoform
disorder there is also presence of cognitive dysfunction. Cognitive complaints reported
frequently by patients include poor concentration, decreased memory for recent events
and poor word-finding abilities. About 50%-85% of patients with somatoform disorder
report cognitive problems, which contribute considerably to their social and occupational
dysfunction. In a study between 1 May and 31 July 2004, we assessed 20 patients who
had somatoform disorder by using the test for executive functioning on Wisconsin Card
Sorting Test (WCST), performance on continuous task on Continuous Performance Test
(CPT) and spatial working memory on Spatial Working Memory Test (SWMT). Fifteen
controls (age, education and gender-matched) were also assessed. All the patients and
controls were educated at least up to standard VIII. The patients’ performance was
impaired on Wisconsin Card Sorting Test (WCST) implying poor executive functioning
as compared with controls. The performance on tests of attention-concentration was also
significantly poorer than that of the controls. On the Spatial Working Memory Test
(SWMT), however, significant difference was found only in delayed retrieval and not in
immediate recall. The study suggested that cognitive deficits in executive functioning,
attention and memory may be contributing to the poor psychosocial functioning in
patients with somatoform disorders. O'Leary et al. (2000), showed that verbal memory
skills of Borderline Personality Disorder (BPD) patients were impaired, their memory
improved with the use of cues. Thus, clinicians might make use of cueing strategies when
working with these patients. Paris et al. (1999), found significant impairment on tests of
frontal lobe and executive functions in person with Borderline Personality Disorder
(BPD) and also showed inconsistent levels of attention, poor orientation to task and
slower reaction on Continuous Performance Test (CPT). In fact, suicide risk in
Borderline Personality Disorder (BPD) patients has been linked to cognitive functioning

and not to level of depression. Patients with schizophrenia who are impaired on measures



of executive functions have difficulty adapting to the rapidly changing world around
them. Many cognitive tests require subjects to process information rapidly and can be
compromised by impairments in processing speed. This aspect of cognitive impairment is
relatively nonspecific and has been found to correlate with a variety of clinically
important features of schizophrenia, such as daily life activities (Evans et al., 2003), job
possession (Gold et al., 2002), and independent living status (Brekke et al., 1997). Much
of the clinical relevance of working memory deficits in schizophrenia comes from strong
correlations that working memory measures have with a variety of other cognitive
domains impaired in schizophrenia, such as attention, planning, memory (Silver et al.,
2003), and intelligence (Keefe, 2000).The frequency of communication difficulties in
mental health is not well documented but SLT stated that in a study conducted in
Scotland where they found about 80% people of mental health service users have
communication support needs (Cummings, 2013). Emerson & Endetby (1996) surveyed
the prevalence of cognitive difficulties among 138 people among 21-94 years old with
different types of psychiatric disorder (paranoid psychosis, schizophrenia, schizo-
affective disorder, bipolar disorder, depression and anxiety) who were receiving mental
health services from hospital where 98 subjects had moderate-severe impairment of
cognition, 57 had mild to moderate, 37 had naming difficulties and 32 had difficulty with
executive functioning. Studies by Landre, Taylor & Kerns (1992) and Anand, Wales,
Jackson & Capolov (1994) have identified that person with mental health illness have
difficulty with syntax, phonology, semantics and pragmatics. France & Kramer (2001)
stated that speech, language and hearing can be impaired in individuals with a diagnosis
of mental illness and difficulties in these areas can result in the reduced intelligibility of
message or in deficient listening skills. They also added that the main concern of SLT
services in mental health setting is the communication ability of individual patient, whilst
recognizing the relationship of these skills of other aspects of the individual and his or
her environment. The aim of SLT service in mental health is to maximize communication

potential within a patient’s environment.



2.2 Significance of the study

Still there is no study have been conducted about the aspects of cognitive difficulties to
the people with mental illness and their needs of SLT service in Bangladesh. Different
articles published at different time and different place around the world reported that
people with mental health illness have cognitive difficulties at different level. Though
SLT’s usually deal with management of a person’s communication difficulties, it’s their
responsibility to identify cognitive difficulties among communication disorders in several
group of population. They can help the client who has been identified as a person with
communication difficulties though cognitive dysfunction is also a part of communication
difficulties (ASHA, 2007). If it is possible to do the study, SLT’s may deliver their
service to psychiatric people at individual level at society or wider community. SLT is a
very new profession in this country and most of the people don’t know the importance of
this kind of service. The people are not conscious about the person’s speech and language
impairment and its treatment. This is very common in Bangladesh that people are careless
about their mental health illness and some people believe in traditional treatments. This
study will help people to be serious about their problems and they will be able to take
their needs based treatment. The investigator assumed that the result of the study will
help to ensure SLT service in the country at different place. This study will be helpful for
SLTs to identify cognitive difficulties among the people with psychiatric disorders and
also it would be helpful for SLTs to diagnosis planning interventions for the people with
psychiatric disorders and at the same time other health professionals would be more
aware about mental illness and they will identify their needs for enhancing cognitive
skill. Present world prefer multidisciplinary approach to serve the client. Because the
multidisciplinary approach delivers the highest effective service for the person to
improve their quality of life (Borill, West, Shapiro & Rees, 2000). So as SLT it is
important for them to work with other professionals as a team. This study will also be
helpful to raise awareness among the client, family members and society about
communication difficulties including cognitive difficulties of psychiatric population by
arranging conference, training workshop, awareness camp etc. So, in this section it may

conclude that without specialist knowledge highest service may not be possible to



provide. As SLTs are specialist on communication disorders and its management, so they
are very important person for the service delivery for client with psychiatric disorder.
2.3 Operational Definition

Key words: Cognitive Dysfunction, Psychiatric Disorder, Adult Patient.
2.3.1 Cognitive dysfunction

Cognitive dysfunction means the loss of intellectual functions such as thinking,
remembering, and reasoning of sufficient severity to interfere with daily functioning.
Patients with cognitive dysfunction have trouble with verbal recall, executive functioning
and concentration (Wallin & Wilken, 2006). It has been linked to central nervous system
imbalances. This condition may cause some patients the most disability. According to
some investigators, such symptoms include confusion and forgetfulness, inability to
concentrate and recall simple words and numbers, and transposing words and numbers.
Often, their cognitive functions are so impaired that they are unable to perform their
usual activities of daily living and the patient may not be able to communicate effectively
(Alloy & Lauren, 2005).Though cognition is a part of communication, we can say that
cognitive difficulties are also part of communication difficulties. Communication can be
defined as the process which is used for exchanging information, thoughts, and needs and
desires (Owens, 2012). In this study, the investigator have used a scale entitled Montreal
Cognitive Assessment tools (MoCA) to identify different aspects of cognitive difficulties
among the person with different psychiatric disorders. There are 7 components and it

carries 30 marks.
2.3.2 Psychiatric disorder

Psychiatric disorder can be defined as syndrome characterized by clinically significant
disturbance in an individual’s cognition, emotion regulation, or behavior that reflects a
dysfunction in the psychological, biological, or developmental processes underlying
mental function (APA, 2015). In this study the investigator take data from 80 participants
from who were admitted at NIMH situated in Dhaka, Bangladesh. This hospital provides
indoor and outdoor treatment facilities for the patients. The investigator collected data

from indoor adult psychiatric unit.



2.3.3 Adult patient

In human context, the term ‘adult’ has meanings of association with social and legal
concepts. A legal adult is a person who has attained the age of majority and is therefore
regarded as independent, self-sufficient and responsible (AHMD, 2007). In this study the
investigator took data from 80 participants from who were adult means above 18 years
of age and admitted at NIMH situated in Dhaka, Bangladesh.

10
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2.4 Objectives of the Study:

General Objectives:
To identify the association between cognitive dysfunction and psychiatric disorders.
Specific Objectives:

e To identify the socio-demographic status of the participants.

e To identify the specific characteristics of cognition among psychiatric disorders.
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Chapter-3 Methodology

3.1 Study design:

Quantitative research method have been chosen by the investigator because in this way
investigator would be able to use a large number of participants and therefore collected
data objectively through this way data was reduced to numbers for statistical analysis in
order to draw conclusion (Hicks, 2000). The investigator used cross-sectional survey to
meet the study aim as an effective way to collect data. The survey study used to describe
the distinctiveness of population and find out how the population is allocated themselves
on one or more variables (Frankel & Wallen, 2000). Cross sectional study is one of the
appearances of observational study (Park, 2007).

3.2 Study place:

The study place is National Institute of Mental Health (NIMH) at Dhaka. From there the
investigator would be able to get available adult patient with different kinds of

psychiatric disorders.
3.3 Study population:

A population may be considered as group of observation units, all with measurable or
quantifiable characteristics. The observation units may be human beings, groups of
individuals, families or any other unit that we define and describe. The population may be
seen as immensity as well as a dynamic and a study is always based on a sample of it
(Laake, Benestad& Olsen, 2007). In this study, every person with Psychiatric disorder all

over Bangladesh was considered as population.
3.4 Sample:

Investigator would use a sampling equation to determine the sample size.
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As we know that,

n =70
Here,
Z =95%=1.96
P =0.106
g=1-p=1-0.106 =0.89
d=0.05
So,
n ={(1.96)"2*0.106*0.89} / (0.05)"2
=145.61
=146

But it would be too much challenging to complete the study on 146 samples, it would be
costly and also the study place is too far from the investigators resident. As a result the
investigator gathered 80 samples for this study.

3.5 Sampling procedure:

Convenience sampling used to conduct the study. This method of sampling also referred
as accidental, volunteer or opportunistic sampling. Investigator would make inclusion and
exclusion criteria and select those individuals who meets inclusion criteria willingly in
the study (Depoy & Gitlin, 1998). This method would be used in the study because it is

one of the easiest, cheapest and quickest methods of sample selection (Bailly, 1997).

3.6 Inclusion Criteria:
1. Adult person with psychiatric disorder who admitted in Mental Health Hospital.
2. Both man and woman.

3. The people who have primary education level at least will be included.

3.7 Exclusion Criteria:
1. The people with psychiatric disorder who has no record of communication
problem before psychiatric disorder.
2. Age level below 18 years old will be excluded.

3. The people who don’t have primary education level will be excluded.

13



3.8 Data collection tools:
The investigator used a checklist entitled Montreal Cognitive Assessment (MoCA) tools.
Also paper, pen, pen drive, clip board and consent forms were used for data gathering.
Description of the tools is given below:

1. Visuoconstructional skills (Trail making & Clock):
The examiner instructs the subject: "Please draw a line, going from a number to a letter
in ascending order. Begin here [point to (1)] and draw a line from 1 then to A, Then to 2
and so on. End here [point to (E)]." Scoring: Allocate one point if the subject successfully
draws the following pattern: 1-A-2-B-3-C-4-D-5-E, without drawing any lines that cross.
Any error that is not immediately self-corrected earns a score of 0.
Investigator gave the following instructions: “Draw a clock. Put in all the numbers and
set the time to 10 past 11”.Scoring: One point is allocated for each of the following three
criteria:
Contour (1 pt.): the clock face must be a circle with only minor distortion acceptable
(e.g., slight imperfection on closing the circle). Numbers (1 pt.): all clock numbers
must be present with no additional numbers; numbers must be in the correct order
and placed in the approximate quadrants on the clock face; Roman numerals are
acceptable; numbers can be placed outside the circle contour. Hands (1 pt.): there must be
two hands jointly indicating the correct time; the hour hand must be clearly shorter than
the minute hand; hands must be centered within the clock face with their junction close to
the clock centre,
A point is not assigned for a given element if any of the above-criteria are not met.

2. Naming:
Investigator gives the instruction for beginning on the left, point to each figure and say:
“Tell me the name of this animal”. Scoring: One point each is given for the following
responses: (1) lion (2) rhinoceros or rhino (3) camel or dromedary.

3. Memory:
The examiner reads a list of 5 words at a rate of one per second, gave the following
instructions: “This is a memory test. | am going to read a list of words that you will have
to remember now and later on. Listen carefully. When | am through, tell me as many

words as you can remember. It doesn’t matter in what order you say them”. Mark a check
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in the allocated space for each word the subject produces on this first trial. When the
subject indicates that (s)he has finished (has recalled all words), or can recall no
more words, read the list a second time with the following instructions: “lI am going to
read the same list for a second time. Try to remember and tell me as many words as you
can, including words you said the first time.”Put a check in the allocated space for each
word the subject recalls after the second trial. At the end of the second trial, inform the
subject that (s)he will be asked to recall these words again by saying, “I will ask you to
recall those words again at the end of the test.”
Scoring: No points are given for Trials One and Two.

4. Attention
Forward Digit Span: Administration: Gives the following instruction: “I am going to say
some numbers and when | am through, repeat them to me exactly as | said
them”. Read the five number sequence at a rate of one digit per second. Backward Digit
Span: Administration: Give the following instruction: “Now | am going to say some
more numbers, but when | am through you must repeat them to me in the
backwards order.” Read the three number sequence at a rate of one digit per second.
Scoring: Allocate one point for each sequence correctly repeated, (N.B.: the correct
response for the backwards trial is 2-4-7). Vigilance: Administration: The examiner reads
the list of letters at a rate of one per second, after giving the following instruction: “l am
going to read a sequence of letters. Every time | say the letter A, tap your hand once. If |
say a different letter, do not tap your hand”. Scoring: Give one point if there is zero to
one error (an error is a tap on a wrong letter or a failure to tap on letter A). Serial 7s:
Administration: The examiner gives the following instruction: “Now, | will ask you to
count by subtracting seven from 100, and then, keep subtracting seven from your answer
until I tell you to stop.”Give this instruction twice if necessary. Scoring: This item is
scored out of 3 points. Give no (0) points for no correct subtractions, 1 point for one
correction subtraction, 2 points for two-to-three correct subtractions, and 3 points if the
participant successfully makes four or five correct subtractions. Count each correct
subtraction of 7 beginning at 100. Each subtraction is evaluated independently; that is, if
the participant responds with an incorrect number but continues to correctly subtract 7

from it, give a point for each correct subtraction. For example, a participant may respond
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“092 — 85 — 78 — 71 — 64” where the “92” is incorrect, but all subsequent numbers are
subtracted correctly. This is one error and the item would be given a score of 3.

5. Language:
Sentence repetition:
The examiner gives the following instructions: “I am going to read you a
sentence. Repeat it after me, exactly as | say it [pause]: | only know that John is the one
to help today.” Following the response, say: “Now | am going to read you another
sentence. Repeat it after me, exactly as | say it [pause]: The cat always hid under the
couch when dogs were in the room.”Scoring: Allocate 1 point for each sentence
correctly repeated. Repetition must be exact. Be alert for errors that are omissions (e.g.,
omitting"only”, "always™) and substitutions/additions (e.g., "John is the one who helped
today;" substituting "hides" for "hid", altering plurals, etc.).
Verbal fluency:
The examiner gives the following instruction: “Tell me as many words as you can think
of that begin with a certain letter of the alphabet that I will tell you in a moment. You
can say any kind of word you want, except for proper nouns (like Bob or Boston),
numbers, or words that begin with the same sound but have a different suffix, for
example, love, lover, loving. | will tell you to stop after one minute. Are you ready?
[Pause] Now, tell me as many words as you can think of that begin with the letter F.[time
for 60 sec]. Stop.” Scoring: Allocate one point if the subject generates 11 words or more
in 60 sec. Record the subject’s response in the bottom or side margins.

6. Abstraction:
The examiner ask the subject to explain what each pair of words has in common,
starting with the example: “Tell me how an orange and a banana are alike”. If the subject
answers in a concrete manner, then say only one additional time: “Tell me another way in
which those items are alike”. If the subject does not give the appropriate response (fruit),
say, “Yes, and they are also both fruit.”Do not give any additional instructions or
clarification. After the practice trial, say: “Now, tell me how a train and a bicycle are
alike”. Following the response, administer the second trial, saying: “Now tell me how a

ruler and a watch are alike”. Do not give any additional instructions or prompts. Scoring:
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Only the last two item pairs are scored. Give 1 point to each item pair correctly
answered. The following responses are acceptable:
Train-bicycle = means of transportation, means of travelling, you take trips in both;
Ruler-watch = measuring instruments, used to measure. The following responses are not
acceptable: Train-bicycle = they have wheels; Ruler watch = they have numbers.

7. Delayed recall:
The examiner gives the following instruction: “I read some words to you earlier,
which | asked you to remember. Tell me as many of those words as you can
remember.”Make a check mark (V) for each of the words correctly recalled
spontaneously without any cues, in the allocated space. Scoring: Allocate 1 point for each
word recalled freely without any cues.

8. Orientation:
The examiner gives the following instructions: “Tell me the date today”. If the subject
does not give a complete answer, then prompt accordingly by saying: “Tell me
the [year, month, exact date, and day of the week].”Then say: “Now, tell me the
name of this place, and which city it is in.”Scoring: Give one point for each item
correctly answered. The subject must tell the exact date and the exact place (name of
hospital, clinic and office). No points are allocated if subject makes an error of one day
for the day and date.
TOTAL SCORE: Sum all sub scores listed on the right-hand side. Add one point for an

individual who has 12 years or fewer of formal education, for a possible maximum of 30

points. A final total score of 26 and above is considered normal.

3.9 Data collection procedure:

Data was collected by using questionnaire consisting of semi-structured open ended
questions through face to face interviews & written questionnaire. Questionnaire is a
method of collecting information where by subjects answer a set of question usually
predefined by the researcher (Hicks, 1999). Researcher collected the data himself. At first
researcher addressed the subjects and informed about the study. The researcher took the
opinion of subjects who were interested and confirmed time and data of the interview.
Before data collection the researcher selected a quite place where participant feel comfort

and were able to give adequate attention during interview. Ensure that nobody present
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during interview time at the interview place. At first the Researcher took consent from
the participant before interview. The researchers also noted down the facial expression.
3.10 Ethical consideration:

At first to conduct this study, the research proposal was presented and the ethical
committee was accepted the proposal. The Head of the Speech & Language Therapy
Dept. gave the permission for starting data collection. The principal of BHPI send a letter
to NIMH authority for giving permission to collect data from the patients and they have
accepted the proposal. During the course of this study, interested subjects were given
consent forms and the purpose of the research and the consent form were explained to
them verbally in Bengali. The participants were informed that their participation would
be fully voluntary and they had the right to withdraw or discontinue from the interview at
any time without any hesitation. They were also informed that confidentiality would be
maintained. Information might be published in any presentation or writing but their
personal identity such as their name and address will not be mentioned in the study.

3.11 Data analysis:

Data analysis is a crucial part of any study or research. For data analysis there are many
statistical methods but investigator would use descriptive statistical analysis. Descriptive
analysis would allow for describing huge amount of information with just a few indices
like frequency, it’s one of the major advantages (Frankel &Wallen, 2000). There are
many statistical methods of the data analysis but investigator used Descriptive statistical

analysis by using statistical package for social services (SPSS-23) twenty three version.
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Chapter-4 Result

The main objective of the study was to find out the relationship between cognitive
difficulties and different types of psychiatric disorders. The study was conducted with 80
participants. The participants were observed by the investigators and collected data by
face to face interview also. The investigator statistically analyzed the results using
descriptive analysis. The chapter outlines the numerical outcomes of the study and
presents the data using tables and bar charts of the demographic data and findings of the

study.
4.1 Demographic Information

Table: 4.1.1 Descriptive statistics of Age groups and ages of the participants:

Percentage

60.00%

50.00% -

40.00% -

30.00% -

20.00% -

10.00% -

0.00% -
20-29 30-39 40-49 50-59

The chart gives the information about age group and ages of the participants. The lowest
age was 20 years and highest age was 59 years where 51.2% (n=41) were below 30years
of age and 36.3% (n=29) participants were between 30-39 years of age, 10% (n=8) were

between 40-49 years of age and 2.5% (n=2) were between 50-59 years of age.



4.1.2 Descriptive statistics of Gender of the Participants:

80

70 -

60 -

50 -

40 -

30 -

20 +

| .

Male Female

Figure: 4.1.2 Gender of the Participants
The chart illustrates the ratio of male and female in the study. Among 80 participants the

investigator was able to take 92.5% (n=74) male and 7.5% (n=6) female in the whole

study.
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Table: 4.1.3 Descriptive statistics of education of the participants:

1.2

0.8

0.6

0.4

0.2

0
5 | 5 | 30 | 18 | 22 |

Housewife | Day labour | Business | Student | Jobholder |

The chart gives information about the educational level of the participants. It is clear that
17.5% (n=14) were primary educated, 52.5% (n=42) were secondary educated, 25%
(n=20) were higher secondary educated and 5% (n=4) were graduated.
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Table: 4.1.4 Descriptive statistics of occupation of the participants:

Occupation Frequency Percentage (%)
Housewife 5 6.3%

Day labour 5 6.3%

Business 30 37.5%
Jobholder 22 27.5%

Student 18 22.5%

Total 80 100.0%

The chart shows that 6.3% (n=5) were house wife, 6.3% (n=5) were day labor 37.5%
(n=30) were business man, job holder were 27.5% (n=22) and student were 22.5%
(n=18).

22



Table: 4.1.5 Descriptive statistics of marital status of the participants:

Marital status Frequency Percentage (%)
Married 43 53.8%
Unmarried 37 46.3%

Total 80 100.0%

The chart shows the marital status of the participants.

were married and 46.3% (n=37) were unmarried.
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Table: 4.1.6 Descriptive statistics of types of psychiatric disorder:

Types of Psychiatric | Freque | Male Female | Percen | Male Fema
Disorder ncy t. (%) (%) le
(%)

Depression 18 17 1 22.5% | 21.25 1.25%
%

Bipolar disorder 12 9 2 15.0% |11.25 3.75%
%

Schizophrenia 25 23 2 31.3% |28.7% |2.6%

Paranoid psychosis 6 6 0 75% | 7.5% 0.0%

Substance induced | 10 9 1 12.5% |11.25 1.25%

persisting dementia %

(SIPD)

Substance induced | 6 6 0 7.5% | 7.5% 0.0%

mood disorder

(SIMD)

Schizoid-affective 3 3 0 3.8% |3.8% 0.0%

disorder

Total 80 74 6 100.0 |925% | 7.5%

%

The chart shows the different types of psychiatric disorders of the participants. It shows
clearly that 22.5% (n=18) were depression patient where 21.25% (n=17) were male and
1.25% (n=1) was female, 15.0% (n=12) were bipolar disorder patient where 11.25%
(n=9) were male and 3.75% (n=2) were female, 31.3% (n=25) were schizophrenia patient
where 28.7% (n=23) were male and 2.6% (n=2) were female, 7.5% (n=6) were paranoid
psychosis where all the patient were male, 12.5% (n=10) were substance induced
persisting dementia patient where 11.25% (n=9) were male and 1.25% (n=1) was female,
7.5% (n=6) were substance induced mood disorder patient where all the patient were
male, 3.8% (n=3) were schizoid-affective disorder patient where all the patient were

male.
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Table: 4.1.7 Descriptive statistics of duration of treatment:

Duration of | Frequenc | Male Femal Percenta | Male Fema
Treatment y e ge (%) (%) le
(%)
1-4 months 5 5 0 6.2% 6.2% | 0.0%
5-8 months 59 53 6 72.8% 65.4% | 7.4%
9-12 months 16 16 0 19.8% 19.8% | 0.0%
Total 80 74 6 100.0% | 92.5% | 7.5%

The chart shows the duration of taking treatment at the hospital. It shows that 6.2% (n=5)

of the participants were admitted in between 1-4 months where the entire patient were

male, 72.8% (n=59) were admitted in between 5-8 months where 65.4% (n=53) were

male and 7.4% (n=6) were female, 19.8% (n=16) were admitted in between 9-12 months

where the entire patient were male at the hospital.
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Table: 4.1.8 Descriptive statistics of cognition of the participants:

Cognition Frequency Percentage (%)
Mild 0 0.0%

Moderate 0 0.0%

Severe 80 100.0%

Total 80 100.0%

The chart shows the cognitive disorder level of the participants. Where 26-27 marks was

identified as mild types of cognitive disorder, 24-25 marks as moderate types of cognitive

disorder and <24 marks as severe types of cognitive disorder. The chart also shows that

all the participants were severe types of cognitive disorder.
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4.2 Cognition of the participants

Table: 4.2.1 Descriptive statistics of Visuospatial/Executive:

Visuospatial/Executive | Frequency Percentage (%)
0 (Unable to Answer) 23 28.4%

2 (Answer +1/2) 46 56.8%

3 (Answer +1/2) 11 13.6%

Total 80 100.0%

The chart shows that 28.4% (n=23) gained 0 mark that means these people couldn’t able
to answer, 0.0% (n=0) gained 1 mark, 56.8% (n=46) gained 2 marks that means they
could able to answer 1 question out of 2 and 13.6% (n=11) gained 3 marks means they

could able to answer 1 question out of 2.
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Table: 4.2.2 Descriptive statistics of Naming:

Naming Frequency Percentage (%0)
0 (Unable to Answer) 5 6.2%

1 (Answer +1/3) 36 44.4%

2 (Answer +2/3) 35 43.2%

3 (Answer +3/3) 4 4.9%

Total 80 100.0%

The chart shows that 6.2% (n=5) gained 0 mark means they were unable to answer,

44.4% (n=36) gained 1 mark means they were able to name 1, 43.2% (n=35) gained 2

marks means they were able to name 2 and 4.9% (n=4) gained 3 marks means they were

able to name 3 things.
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Table: 4.2.3 Descriptive statistics of Attention:

Attention Frequency Percentage (%)
0 (Unable to Answer) | 20 24.7%

1 (Answer +1/4) 28 34.6%

2 (Answer +2/4) 15 18.5%

3 (Answer +3/4) 13 16.0%

4 (Answer +4/4) 4 4.9%

Total 80 100.0%

The chart shows that 24.7% (n=20) gained 0 mark means they were unable to answer,
34.6% (n=28) gained 1 mark means they were able to answer 1 question, 18.5% (n=15)
gained 2 marks means they were able to answer 2 questions, 16.0% (n=13) gained 3
marks means they were able to answer 3 questions and 4.9% (n=4) gained 4 marks means

they were able to answer 4 questions out of 4.
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Table: 4.2.4 Descriptive statistics of Language:

Language Frequency Percentage (%)
0 (Unable to Answer) 10 12.5%

1 (Answer +1/2) 69 85.2%

2 (Answer +2/2) 1 1.25%

Total 80 100.0%

The chart shows that 12.5% (n=10) gained 0 marks means they were unable to answer,

85.2% (n=69) gained 1 mark means they were able to answer 1question and 1.25% (n=1)

gained 2 marks means they were able to answer 2 questions out of 2.
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Table: 4.2.5 Descriptive statistics of Abstraction:

Abstraction Frequency Percentage (%)
0 (Unable to Answer) 10 12.3%

1 (Answer +1/2) 48 59.3%

2 (Answer +2/2) 22 27.2%

Total 80 100.0%

The chart shows that 12.3% (n=10) gained 0 mark means they were unable to answer,
59.3% (n=48) gained 1 mark means they answered 1 question and 27.2% (n=22) gained 2

marks means they answered 2 questions out of 2.
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Table: 4.2.6 Descriptive statistics of Delayed recall:

Delayed recall Frequency Percentage (%)
0 (Unable to | 2 2.5%

Answer)

2 (Answer +2/5) 45 55.6%

3 (Answer +3/3) 29 35.8%

4 (Answer +4/4) 1 1.2%

5 (Answer +5/5) 3 3.7%

Total 80 100.0%

The chart shows that 2.5% (n=2) gained 0 mark means they were unable to answer, 0.0%
(n=0) gained 1 marks, 55.6% (n=45) gained 2 marks means they answered 2 questions,
35.8% (n=29) gained 3 marks means they answered 3 questions, 1.2% (n=1) gained 4
marks means they answered 4 questions and 3.7% (n=3) gained 5 marks means they

answered 5 questions out of 5.
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Table: 4.2.7 Descriptive statistics of Orientation:

Orientation Frequency Percentage (%)
0 (Unable to Answer) | 13 16.0%

1 (Answer +1/6) 6 7.4%

2 (Answer +2/6) 44 54.3%

3 (Answer +3/6) 12 14.8%

4 (Answer +4/4) 1 1.2%

5 (Answer +5/6) 2 2.5%

6 (Answer +6/6) 1 1.2%

Total 80 100.0%

The chart shows that 16.0% (n=13) gained 0 marks means they were unable to answer,

7.4% (n=6) gained 1 mark means they answered 1 question, 54.3% (n=44) gained 2

marks means they answered 2 questions, 14.8% (n=12) gained 3 marks means they

answered 3 questions, 1.2% (n=1) gained 4 marks means they answered 4 questions,

2.5% (n=2) gained 5 marks means they answered 5 questions and 1.2% (n=1) gained 6

marks means they were able to answer 6 questions out of 6.
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Chapter- 5 Discussion

The objective of the study was to identify the presence of cognitive dysfunction among
adult people with psychiatric disorders. Findings from the study suggested that people
with psychiatric disorders had different types of difficulties considering components
(visuospatial/executive, naming, attention, language, abstraction, delayed recall,
orientation) in Montreal Cognitive Assessment (MoCA) tool. It was the only study to
attempt a survey of all patients in NIMH. Cognitive functioning plays an important role
in society for fulfilling a person’s daily living activities. The investigator found from the
study that 80 participants are sowed a large number of difference in total percentage in
socio-demographic areas and characteristics of cognition according to Montreal
Cognitive Assessment (MoCA) tool. The investigator used previous studies from
different countries for supporting this study. Torrent & Martinez-Aran (2012) completed
a study at the Bipolar Disorder Unit of the Hospital Clinic of Barcelona, Spain. Where
they found cognitive difficulties are more common in bipolar disorder. They also noticed
a specific deficit in the executive control of working memory, verbal learning and
executive functioning in patient with bipolar disorder. They found that a total of 113
participants of psychiatric disorders where 68 participants (61%) had bipolar disorder and
45 participants (39%) had completed the follow-up. Where the participants’ age was in
between 25-65 years, most of the participants’ was literate. All the participants were
assessed by the means of neuropsychological assessment battery (NAB). They used
Montreal Cognitive Assessment (MoCA) tool for the diagnosis of bipolar disorder where
they found that 41 participants (61%) had mild to moderate cognitive impairment and 27
participants (39%) had moderate to severe type of cognitive dysfunction. Repeated-
measures analyses showed significant effects of time in 2 cognitive domains: attention
and executive functions. Attention slightly improved (P=.043) but executive function
worsened (P=.001). Regression analyses showed that the duration of illness and baseline

sub-depressive symptoms were associated with poor performance in executive function.
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Sub-depressive symptoms at endpoint were associated with poor functioning. The best
predictor of low functioning was verbal memory dysfunction at baseline. The study
showed that the cognitive impairment remained stable across the follow-up period in
many measures assessed except for a worsening of executive measures, which have been
found to be associated with the duration of illness and sub-depressive symptoms.
Rakhman & Markova (2015) completed a study where cognitive dysfunctions are
common in depression or depressive disorder in South Kazakhstan. They found that a
total of 87 participants where 24 were male and 63 were female. Cognitive deficit was
found in 75 patients (86.2%) by using Montreal Cognitive Assessment (MoCA) tool.
Mild cognitive decline was found in 37 patients (42.5%), moderate cognitive dysfunction
was found in 36 patients (41.4%), and in 2 cases (2.3%) reported markers specific for
initial dementia.They studied the analysis of patient’s socio-demographic data. The
average age of the patients was 20-40 years. By the educational level the examined group
was as follows: people with basic secondary education-7, which is 8.0%, with the
secondary vocational-42 (48.3%), university degree had 38 patients (43.7%).
Characteristics of employment status in the group of studied patients found that the
employed was 33 people, unemployed was 28 patients, and were on disability 26 patients,
which is 37.9%. They also detected significant functional impairment of voluntary
attention with increasing distraction to external stimuli that caused ease of side
association’s synthesis and placed them to the current activity. Typical is the modal-
nonspecific short-term memory disorders, especially in motor language and visual parts.
Arunpongpaisal (2013) found that 81.3% of the participants who had schizophrenia in
Thailand. In this study the number of patients with schizophrenia was 75 where
61participants (81%) of them had cognitive impairment. This study was done by
Montreal Cognitive Assessment-Thai version (MoCA-T) tool. All patients were of Thai
nationality and at least 18 years old. Eighty-four percent of the subjects were single and
62.7 percent male. On average, the age at onset of the first psychotic symptoms occurred
at 26.7 years and duration of illness was 9.5 years. Eighty-four percent of subjects had
not received electroconvulsive therapy. Cognitive impairment was defined as the total
score below 25 and the prevalence of cognitive impairment in this sample was 81.3%.

Moreover, the mean total scores of MoCA-T in these subjects (19.65, SD 5.16) are lower
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than Thai patients with mild cognitive impairment (MCI) (21.30, SD 3.64) and normal
elderly (25.90. SD 2.14). This study was made to guide the clinicians to assess cognitive
function of patients with schizophrenia and provide cognitive rehabilitation in the future.

Modrego & Ferrandez (2004) found that a total of 114 participants where 41 participants
(36%) had depression and 59 participants (51.7%) had Alzheimer’s disease in Spain. The
ages of the participants were in between 61-84 years. There were 42 men and 72 women
(63%). Educational levels were as follows: 12 did not complete elementary studies, 93
completed elementary studies, 8 graduated from high school, and only 1 graduated from a
university. They investigated the study by using Spanish version of Montreal Cognitive
Assessment (MoCA) tool. They also found that from 41 depression type of participants
21 (51%) had mild cognitive impairment and 20 (48%) had dementia and from 59
Alzheimer’s disease type of participants 31 (52%) had mild cognitive impairment, 28
participants (47%) had dementia. Amer& Musa (2012) investigated a total of 100 older
adults were included where 54 were women and 46 were menin Mansoura city, Egypt. It
was found that 16.0% of the participants were illiterate, 14.0% were able to read and
write, 42.0% had a high-school education, and 28.0% were university graduates. The
used Mini-Mental State Examination (MMSE) and Montreal Cognitive Assessment
(MoCA) tools for the study. In the current study, we found a prevalence of MCI (32%)
higher than that reported in most other published studies, but lower than another study
conducted in Cairo, Egypt, which found the prevalence to be 34.2 and 44.3% of the
elderly men and women, respectively. The higher prevalence of mild cognitive
impairment (MCI) among Egyptians may be because of the fact that 56.5% of the
Egyptian elderly are illiterate. Illiterates and residents with a lower educational level
represented 72% of our sample. In this study it was generally accepted that depression

can be associated with different degrees of cognitive deficit in older persons.

In this study, the result shows that participants with psychiatric disorders has also
problem with cognitive functioning. The result shows that all the participants have the
presence of cognitive dysfunction. By using descriptive analysis, the data was analyzed
by the investigator and then found presence of cognitive dysfunction among all the

psychiatric disorders patients. By descriptive analysis investigator found the percentage
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of presence which is more than absence of cognitive dysfunction. In this study the
investigator analyzed the socio-demographic area among 80 participants ranging from
20-59 years of age where most of the participants were from 20-39 years of age.
Investigator includes male participants more than female. In this study most of the
participants were primary and secondary education completed and most of the
participants were businessman and job holder by profession. In this study half of the
participants were married and half were single or unmarried. Investigator also found that
most of the participants were schizophrenia, depression and bipolar disorder types of
psychiatric disorder and all the participants had severe type of cognitive disorder. In this
study the investigator also investigate the percentage of the components of Montreal
Cognitive Assessment (MoCA) tool. In visuospatial/executive, where 28.4% of the
participants gained 0-1 marks, 56.8% gained 2 marks and 13.6% gained 3 marks. In
naming, where 6.2% gained 0 marks, 44.4% gained 1 mark, 43.2% gained 2 marks and
4.9% gained 3 marks. In attention, where 24.7% gained 0 marks, 34.6% gained 1 mark,
18.5% gained 2 marks, 16.0% gained 3 marks and 4.9% gained 4 marks. In language,
where 12.3% gained 0 marks, 85.2% gained 1 mark and 1.2% gained 2 marks. In
abstraction, where 12.3% gained 0 marks, 59.3% gained 1 mark and 27.2% gained 2
marks. In delayed recall, where 2.5% gained 0-1 marks, 55.6% gained 2 marks, 35.8%
gained 3 marks, 1.2% gained 4 marks and 3.7% gained 5 marks. In orientation, where
16.0% gained 0 marks, 7.4% gained 1 mark, 54.3% gained 2 marks, 14.8% gained 3
marks, 1.2% gained 4 marks, 2.5% gained 5 marks and 1.2% gained 6 marks. In
analyzing the MoCA results, the investigator incorporated the suggested 1-point total
score for individuals with <12 years of education. Some other studies also had been done
where the investigators found the presence of cognitive difficulties among different types

of psychiatric disorder.
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Chapter- 6 Limitation & Recommendation

6.1 Limitation

For conducting the research project the investigator found some limitation and barriers.
The investigator always tried to consider these limitations. The investigator did not have
enough institutionalized knowledge on psychiatric disorder though some portion of
human psychology is included in the course content of B.Sc. in Speech & Language
Therapy which is the only professional degree in Bangladesh. To conduct the quantitative
study, it is crucial to find in-depth information. In this case the investigator requires a
high skill for conducting assessment and collecting valuable field notes or observation
reports. But it is the first time for the investigator to conduct this study as a part of 4™
year course curriculum in Speech & Language Therapy Department. So, the investigator
offered maximum effort to collect this information though there was a time limitation to
do this study. The investigator tried to collect information from the participants without
biasness and analyzed them in a systematic way. The study is conducted only in NIMH.
Other hospitals in Bangladesh are working for the people with psychiatric disorders and
many of them are not admitted at any hospital. So, the study is not able to generalize for
the broad people. As it is a new study of Bangladesh, there are limited resource and

unavailability of information.

6.2 Recommendation

During conducting the study, investigator has determined the cognitive difficulties or
dysfunction of the people with psychiatric disorders. The investigator would like to

propose the following recommendations:

e Convenience sampling was used to select participants. Further study can be
conducted with a wide range and large participant size and for future; in this type
of study randomization should be done during sample selection.

e Further study can be conducted on cognitive dysfunction among all psychiatric

population including other Mental Health institutes in Bangladesh.
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e Need to include psychiatric disorders in detail and its management in course
curriculum in B.Sc. in Speech & Language Therapy in Bangladesh.

e Further study can be done by using other tools.
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Chapter- 7 Conclusion

The main conclusion we could be drawn from this study is that even though both speaker
and listener know the different meaning of words, which is a necessary condition for
sharing a message and a conversation, breakdown seemed to occur in the communicative
competence and also cognitive difficulties in patients with psychiatric disorders. The aim
of the study was to identify the relation between cognitive dysfunction among the people
with psychiatric disorders. Mental health disorders such as schizophrenia, anxiety,
depression, bipolar disorder, substance induced persisting dementia and substance
induced mood disorder have a serious impact on the health situation in Bangladesh. At
the same time lack of knowledge, superstitious beliefs and social stigma prevent
individuals with mental health conditions from seeking care. People believe that mental
disorders are untreatable or the result of evil influences also plays a role. Women are
more vulnerable to experiencing mental disorders and less able to access treatment due to
their lower social status. The investigator stressed the need for more research to better
understand the scale of the problem in Bangladesh, better access for patient to qualified
mental health professionals as well as Speech & Language Therapy service and mass
awareness rising campaigns to reduce misconception and stigma about mental health
conditions. The findings of the study will help Speech & Language Therapist to work in

this area.
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Questionnaire (English)

MONTREAL COGNITIVE ASSESSMENT (MOCA ®)
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Version 8.1 English

Name: Date of birth:

Sex: Occupation:

Education: Marital status:

VISUOSPATIAL / Copy cube (2 points) Draw CLOCK Ten past fifteen) (3 points) Points
EXECUTIVE

/5

NAMING /3

MEMORY Face Hair Mosque Rose Eye No
point
Read list of words, subject

must repeat them. Do 2
trials,

even if 1st trial is
successful.

1 trial

Do a recall after 5 minutes. | 2nd ¢rjq]

3 trial
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ATTENTION Read list of digits (1 digit/ sec.). Subject has to repeat them in
the forward order.[]12185
Subject has to repeat them in
the backward order. []174 21

2

[193[186[]179[]172[]165 pts, 2 or 3 correct: 2 pts, 1
correct: 1 pt, O correct: 0 pt

Read list of letters. The subject must tap with his /1
FBACMNAJKLBAFAK | handateach letter A. No points

D if >2 errors

EAAJAMOFAAB

Serial 7 subtraction starting at 100. | or 5 correct subtractions: 3 13

LANGUAGE:
Repeat I only know that Kamal is one to help today [ ]

The cat always hide under the couch when dogs were in the room [ ]
Fluency Name maximum number of words in 1 minute that begin with the letter “F”

ABSTRACTION:

Similarity between these words e.g.
banana - orange = fruit [ ] train — bicycle = [ ] gold — silver =[]

DELAYED RECALL.:

(Points only for UNCUED recall)

Memory Index Score (MIS) Face Hair Mosque Rose Eye
(1 11 [l [1 I[1

ORIENTATION:

[ ] Date []Month [] Year [ ] Day [ ] Place [ ] City
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Questionnaire (Bangla)
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C-TC-To

20
21854

AT FAOL T
01247

=/

FBACMNAJKLBAFAK
DEAAJAMOFAAB

/5

sitaf=er 7 Jf=e-or 100 @ *[
[193[]8 [] 79[] 72
[]65

0/

O AN OSf

ST S <FITET SIer=Re AR

S/

TG AT ATF SR JMGTEB! AL I - TR FPIAC-T AR

S/

FEAB!

QF N(BE TAC AFAE 2L AL =T TR F. AR

S/

BIERISDE

TSRS S[aTL- 1 YT Sjoro]

el - el = 26T

BRI — SR [ ] A0 7970 [ ]

/2

BIGERINRIETSE

TSGR F(ATSATRAN): Y N[O Bal NATGWT o1 16719 BL-12

/&
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