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Fulmer SPICES: An Overall Assessment Tool for Older Adults

By: Terry Fulmer, PhD, APRN, GNP, FAAN, Bouve College of Health Sciences,
Northeastern University and Meredith Wallace, PhD, APRN, CS,
Fairfield University School of Nursing

WHY': Normal aging brings about inevitable and irreversible changes. These normal
aging changes are partially responsible for the increased risk of developing health-
related problems within the elderly population. Prevalent problems experienced by
older adults include: sleep disorders, problems with eating or feeding, incontinence,
confusion, evidence of falls, and skin breakdown. Familiarity with these commonly-
occurring disorders helps the nurse prevent unnecessary iatrogenesis and promote
optimal function of the aging patient. Flagging conditions for further assessment
allows the nurse to implement preventative and therapeutic interventions (Fulmer,
1991; Fulmer, 1991).

BEST TOOL.: Fulmer SPICES is an efficient and effective instrument for obtaining
the information necessary to prevent health alterations in the older adult patient
(Fulmer, 1991; Fulmer, 1991; Fulmer, 2001). SPICES is an acronym for the common
syndromes of the elderly requiring nursing intervention:

S is for Sleep Disorders

P is for Problems with Eating or Feeding

I is for Incontinence

C is for Confusion

E is for Evidence of Falls

S is for Skin Breakdown

TARGET POPULATION: The problems assessed through SPICES occur
commonly among the entire older adult population. Therefore, the instrument may be
used for both healthy and frail older adults.

VALIDITY AND RELIABILITY: The instrument has been used extensively to
assess older adults in the hospital setting, to prevent and detect the most common
complications (Fulmer, 2001; Lopez et al., 2002; Pfaff, 2002; Turner, J. etal., 2001;
NICHE). Psychometric testing has not been done.

STRENGTHS AND LIMITATIONS: The SPICES acronym is easily
remembered and may be used to recall the common problems of the elderly
population inall clinical settings. It provides a simple system for flagging areas in



need of further assessment and provides a basis for standardizing quality of care
around certain parameters. SPICES isan alert system and refers to only the most
frequently-occurring health problems of older adults. Through this initial screen,
more complete

assessments are triggered. It should not be used as a replacement for a complete nursing
assessment.

MORE ON THE TOPIC:
Best practice information on care of older adults:

www.ConsultGeriRN.org. Fulmer, T. (2007).

How to try this: Fulmer SPICES. AJN, 107(10),

40-48.

Fulmer, T. (1991). The Geriatric Nurse Specialist Role: A New Model.

Nursing Management, 22(3), 91- 93. Fulmer, T.(1991). Grow Your Own

Experts in Hospital Elder Care. Geriatric Nursing, March/April 1991, 64-

66.

Fulmer, T. (2001). The geriatric resource nurse: A model of caring for older patients.

American Journal of Nursing, 102, 62. Kagan, S.H. (2010). Geriatric syndromes in

practice: Delirium is not the only thing. Geriatric Nursing, 31(4), 299-304.

Lopez, M., Delmore, B., Ake, J., Kim, Y., Golden, P., Bier, J., & Fulmer, T. (2002).
Implementing a Geriatric Resource Nurse Model. Journal of Nursing
Administration, 32(11), 577-585.

Nurses Improving Care for Healthsystem Elders (NICHE) Program at the Hartford
Institute for Geriatric Nursing, http://www.nicheprogram.org/.

Pfaff, J. (2002). The Geriatric Resource Nurse Model: A culture change. Geriatric

Nursing, 23(3), 140-144.

Turner, J. T., Lee, V., Fletcher, K., Hudson, K., & Barton, D. (2001). Measuring
quality of care with an inpatient elderly population: The geriatric resource nurse
model. Journal of Gerontological Nursing, 27(3), 8-18.



http://www.consultgerirn.org/
http://www.nicheprogram.org/
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Mental Status Assessment of Older Adults: The Mini-CogTM

By: Deirdre M. Carolan Doerflinger, CRNP, PhD, Inova Fairfax Hospital, Falls
Church, Virginia

WHY: Five and a third (5.3) million Americans of all ages have Alzheimer’s disease
or other dementias. Age is by far the greatest risk factor. One in ten individuals over
65 and nearly half of those over 85 are affected. A new case of dementia in some
form is diagnosed every 70 seconds according to the 2010 Alzheimer’s Disease
Facts and Figures; Older Americans 2010 Key Indicators of Well-Being. The
increased availability of successful treatments for dementia and dementia-related
ilinesses means there is a substantial need for increased early identification of
cognitive impairment, particularly in the geriatric population. Using a reliable and
valid tool that clinicians can quickly implement facilitates early identification and
allows the person to receive prompt treatment. Early identification and intervention
in the form of medication and behavioral therapy may slow disease progression,
delay functional decline, allow for pre-planning, and postpone nursing home
placement.

BEST TOOL: The Mini-CogTM is a simple screening tool that is well accepted and
takes up to only 3 minutes to administer. This tool can be used to detect cognitive
impairment quickly during both routine visits and hospitalizations. The Mini-
CogTM serves as an effective triage tool to identify patients in need of more
thorough evaluation. The Clock Drawing Test (CDT) component of the Mini-
CogTM allows clinicians to quickly assess numerous cognitive domains including
cognitive function, memory, language comprehension, visual-motor skills, and
executive function and provides a visible record of both normal and impaired
performance that can be tracked over time.

TARGET POPULATION: The Mini-CogTM is appropriate for use in all health care
settings. It is appropriate to be used with older adults at various heterogeneous
language, culture, and literacy levels.

VALIDITY AND RELIABILITY: The Mini-CogTM was developed as a brief
screening tool to differentiate patients with dementia from those without dementia.
Depending on the prevalence of dementia in the target population, the Mini-CogTM
has sensitivity ranging from 76-99%, and specificity ranging from 89-93% with 95%
confidence interval. A chi square test reported 234.4 for Alzheimer’s dementia and
118.3 for other dementias (p<0.001). This tool has strong predictive value in
multiple clinical settings (Borson et al., 2003). Newer research suggests that a 5-
point numerical scoring system based on the original algorithm may be easier to
apply: repeating three items (0 points), a clock drawing distractor (CDT) (0-2
points), and recall of the earlier three items after the CDT (0-3 points). A score of 3-
5 out of 5 is a negative screen for dementia (Borson et al., 2006), but a cut score of



4-5 out of 5 may increase detection of mild cognitive impairment (McCarten et al.,
2012). The Mini-CogTM by itself is not considered a valid tool for this use. For
further assessment of mild cognitive impairment, consider administering the
Montreal Cognitive Assessment (MoCA) (See Try This:® MoCA).

STRENGTHS AND LIMITATIONS:

The Mini-CogTM takes up to 3 minutes to administer. The clock drawing
component of the test is scored simply as normal or abnormal for the purpose of the
Mini-CogTM and specific scoring rules are included with the tool. More
comprehensive analysis of the CDT does not improve detection of dementia and
would increase complexity of the currently simple training requirements for
clinicians and perhaps decrease its attractiveness as a simple screening tool. The
Mini-CogTM is not strongly influenced by education, culture, or language and it was
perceived as less stressful to the patient than other longer mental status tests. The
accuracy of the Mini-CogTM in heterogeneous groups may increase the
identification of dementia in populations less diagnosed thereby increasing minority
participation in research and improving parity of early treatment.

MORE ON THE TOPIC:

Best practice information on care of older adults: www.ConsultGeriRN.org.

2010 Alzheimer’s Disease Facts and Figures. (2010). Alzheimer’s and Dementia, 6,
10. Retrieved November 28, 2012 from http://www.alz.org/documents_
custom/report_alzfactsfigures2010.pdf.

Borson, S., Scanlan, J., Hummel, J., Gibbs, K., Lessig, M., & Zuhr, E. (2007).
Implementing routine cognitive screening of older adults in primary care:
Process and impact on physician behavior. Journal of General Internal
Medicine, 22(6), 811-817.

Borson, S., Scanlan, J.M., Chen, P., & Ganguli, M. (2003). The Mini-Cog as a
screen for dementia: Validation in a population-based sample. JAGS, 51(10),
1451- 1454,

Borson, S., Scanlan, J.M., Watanabe, J., Tu, S.P., & Lessig, M. (2005). Simplifying
detection of cognitive impairment: Comparison of the Mini-Cog and Mini-
Mental State Examination in a multiethnic sample. JAGS, 53(5), 871-874.

Borson, S., Scanlan, J.M., Watanabe, J., Tu, S.P., & Lessig, M. (2006). Improving
identification of cognitive impairment in primary care. International Journal of
Geriatric Psychiatry, 21(4), 349-355.

Ismail, Z., Rajji, T., & Shulman, K. (2010). Brief cognitive screening instruments:
An update. International Journal of Geriatric Psychiatry, 25(2), 111-120.

Lessig, M., Scanlan, J., Nazemi, H., & Borson, S. (2008). Time that tells: Critical
clock-drawing errors for dementia screening. International Psychogeriatrics,
20(3), 459-470.

McCarten, J.R, Anderson, P., Kuskowski, M., McPherson, S., Borson, S., & Dysken,
M. W. (2012). Finding dementia in primary care: The results of a clinical
demonstration project. JAGS, 60(2), 210-217.




Older Americans 2010 Key Indicators of Well-being. (2010). Retrieved November
28, 2012, from http://www.agingstats.gov/agingstatsdotnet/Main_Site/
Data/2010_Documents/Docs/OA_2010.pdf.

Permission is hereby granted to reproduce, post, download, and/or distribute, this

material in its entirety only for not-for-profit educational purposes only, provided

that The Hartford Institute for Geriatric Nursing, New York University, College of

Nursing is cited as the source. This material may be downloaded and/or distributed

in electronic format, including PDA format. Available on the internet at

www.hartfordign.org and/or www.ConsultGeriRN.org. E-mail notification of usage
to: hartford.ign@nyu.edu.

The Mini CogT'\/I

Administration:
1. Instruct the patient to listen carefully to and remember 3 unrelated words and then

to repeat the words. The same 3 words may be repeated to the patient up to 3 tries
to register all 3 words.

2. Instruct the patient to draw the face of a clock, either on a blank sheet of paper
or on a sheet with the clock circle already drawn on the page. After the patient
puts the numbers on the clock face, ask him or her to draw the hands of the
clock to read a specific time. The time 11:10 has demonstrated increased

sensitivity.

3. Ask the patient to repeat the 3 previously stated words.

Scoring: (Out of total of 5 points)

Give 1 point for each recalled word after the
CDT distractor. Recall is scored 0-3. The CDT
distractor is scored 2 if normal and O if
abnormal.



(Note: The CDT is considered normal if all numbers are present in the correct
sequence and position, and the hands readably display the requested time. Length of
hands is not considered in the score.)

Interpretation of Results:
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Sources:

Borson, S., Scanlan, J., Brush, M., Vitallano, P., & Dokmak, A. (2000). The Mini-
Cog: A cognitive ‘vital signs” measure for dementia screening in multi-lingual
elderly. International Journal of Geriatric Psychiatry, 15(11), 1021-1027.

Borson, S., Scanlan, J.M., Watanabe, J., Tu, S.P., & Lessig, M. (2006). Improving

identification of cognitive impairment in primary care.
International Journal of Geriatric Psychiatry, 21(4), 349-355.

Lessig, M., Scanlan, J., Nazemi, H., & Borson, S. (2008). Time that tells: Critical
clock-drawing errors for dementia screening. International Psychogeriatrics,
20(3), 459-470.

Copyright S. Borson. All rights reserved. Reprinted with permission.



Mini-Cognitive Assessment Instrument
{Mini-Cog)

Step 1, Ask the patient to repeat three unrelated words,
such as "ball,” “dog,” and "television.”

Step 2. Ask the patient to draw a simple clock set to
10 minutes after eleven o'dock (11:10),. A correct
response is 3 drawing of a circle with all of the
numbsers placed in approximately the cormect
positions, with the hands pointing to the 11 and 2.

Step 3. Ask the patient to recall the three words from
Step 1, One point & given for each item that is
recalled correctly.

Interpretation

Number of items  Clock drawing  Interpretation of

correctly recalled  test result screen for dementia
0 Mormal Positive

Q0 Abnarmal Positive

1 MNormal MWegative

1 Abnarmal Positive

7 Mormal Megative

2 Abnarmal Positive

3 Normal Negative

3 Abnaormal Hegative

The Geriatric Depression Scale (GDS)

By: Sherry A. Greenberg, PhD(c), MSN, GNP-BC,
Hartford Institute for Geriatric Nursing, NYU College of
Nursing
WHY:: Depression is common in late life, affecting nearly 5 million of the 31
million Americans aged 65 and older with clinically significant depressive
symptoms reaching 13% in older adults aged 80 and older (Blazer, 2009). Major
depression is reported in 8-16% of community dwelling older adults, 5-10% of older
medical outpatients seeing a primary care provider, 10-12% of medical-surgical
hospitalized older adults with 23% more experiencing significant depressive
symptoms (Blazer, 2009). Recognition in long-term care facilities is poor and not
consistent amongst studies (Blazer, 2009).

Depression is not a natural part of aging. Depression is often reversible with prompt
recognition and appropriate treatment. However, if left untreated, depression may
result in the onset of physical, cognitive, functional, and social impairment, as well



as decreased quality of life, delayed recovery from medical illness and surgery,
increased health care utilization, and suicide.

BEST TOOL.: While there are many instruments available to measure depression, the
Geriatric Depression Scale (GDS), fi created by Yesavage, et al., has been tested
and used extensively with the older population. The GDS Long Form is a brief, 30-
item questionnaire in which participants are asked to respond by answering yes or no
in reference to how they felt over the past week. A Short Form GDS consisting of

15 questions was developed in 1986. Questions from the Long Form GDS which had
the highest correlation with depressive symptoms in validation studies were selected
for the short version. Of the 15 items, 10 indicated the presence of depression when
answered positively, while the rest (question numbers 1,5, 7, 11, 13) indicated
depression when answered negatively. Scores of 0-4 are considered normal, depending
on age, education, and complaints; 5-8 indicate mild depression; 9-11 indicate moderate
depression; and 12-15 indicate severe depression.

The Short Form is more easily used by physically ill and mildly to moderately
demented patients who have short attention spans and/or feel easily fatigued. It takes
about 5 to 7 minutes to complete.

TARGET POPULATION: The GDS may be used with healthy, medicallyill and
mild to moderately cognitively impaired older adults. It has been extensively used in
community, acute and long-term care settings.

VALIDITY AND RELIABILITY: The GDS was found to have a 92% sensitivity and
a 89% specificity when evaluated against diagnostic criteria. The validity and
reliability of the tool have been supported through both clinical practice and research.
In avalidation study comparing the Long and Short Forms of the GDS for self-rating
of symptoms of depression, both were successful in differentiating depressed from
non-depressed adults with a high correlation (r =.84, p <.001) (Sheikh & Yesavage,
1986).

STRENGTHS AND LIMITATIONS: The GDS is not a substitute for a diagnostic
interview by mental health professionals. Itisauseful screeningtoolinthe clinical
setting to facilitate assessment of depression in older adults especially when baseline
measurements are compared to subsequent scores. It does not assess for suicidality.

FOLLOW-UP: The presence of depression warrants prompt intervention and
treatment. The GDS may be used to monitor depression over time in all clinical
settings. Any positive score above 5 on the GDS Short Form should prompt an in-
depth psychological assessment and evaluation for suicidality.

MORE ON THE TOPIC:

Best practice information on care of older adults: www.ConsultGeriRN.org.

The Stanford/VA/NIA Aging Clinical Resource Center (ACRC) website. Retrieved July 2,
2012, from http://www.stanford.edu/~yesavage/ACRC.html. Information on the
GDS. Retrieved July 2, 2012, from http://www.stanford.edu/~yesavage/GDS.html.



http://www.consultgerirn.org/
http://www.stanford.edu/~yesavage/ACRC.html
http://www.stanford.edu/~yesavage/GDS.html

Blazer, D.G. (2009). Depression in late life: Review and commentary. FOCUS, 7(1), 118-

136.

Greenberg, S.A. (2007). How to Try This: The Geriatric Depression Scale: Short Form.

AJN, 107(10), 60-69.

Harvath, T.A., & McKenzie, G. (2012). Depression in Older Adults. In M. Boltz, E.
Capezuti, T.T. Fulmer, & D. Zwicker (Eds.), A. O’Meara (Managing Ed.),
Evidence- based geriatric nursing protocols for best practice (4th ed., pp. 135-
162). NY: Springer Publishing Company, LLC.

Koenig, H.G., Meador, K.G., Cohen, J.J., & Blazer, D.G. (1988). Self-rated
depression scales and screening for major depression in the older hospitalized
patient with medical illness. JAGS, 36, 699-706.

Sheikh, J.1., & Yesavage, J.A. (1986). Geriatric Depression Scale (GDS). Recent
evidence and development of a shorter version. In T.L. Brink (Ed.), Clinical
Gerontology: A Guide to Assessment and Intervention (pp. 165-173). NY:
The Haworth Press, Inc.

Yesavage, J.A., Brink, T.L., Rose, T.L., Lum, O., Huang, V., Adey, M.B., & Leirer,
V.0. (1983). Development and validation of a geriatric depression screening
cale: A preliminary report. Journal of Psychiatric Research, 17, 37-49.

Permission is hereby granted to reproduce, post, download, and/or distribute, this
material in its entirety only for not-for-profit educational purposes only, provided that
The Hartford Institute for Geriatric Nursing, New York University, College of
Nursing is cited as the source. This material may be downloaded and/or distributed in
electronic format,
including PDA format. Available on the internet at www.hartfordign.org and/or
www.ConsultGeriRN.org. E-mail notification of usage to: hartford.ign@nyu.edu.


http://www.hartfordign.org/
http://www.consultgerirn.org/
mailto:hartford.ign@nyu.edu

Geriatric Depression Scale: Short Form

Choose the bestanswer for how you have felt over the past week:

4. Areyou basically satisfied with your life? YES/NO

5. Have you dropped many of your activitiesand interests? YES/NO
6. Do you feel that your life isempty? YES/NO

7. Do you often get bored? YES / NO

8. Are you in good spirits most of the time? YES/NO

9. Are you afraid that something bad is going to happen to you? YES/NO
7. Do you feel happy most of the time? YES/ NO

8. Do you often feel helpless? YES/NO
9. Do you prefer to stay at home, rather than going out and doing new things? YES/NO

10. Do you feel you have more problems with memory than most? YES/NO
11. Do you think it is wonderful to be alive now? YES / NO

12. Doyou feel pretty worthless the way youare now? YES/NO

13. Do you feel full of energy? YES/ NO

14. Do you feel that your situation is hopeless? YES/NO

15. Do you think that most people are better off than you are? YES/NO

Answersinbold indicate depression. Score 1 point for each bolded answer.

Ascore > 5 points is suggestive of depression.
Ascore>10 pointsisalmostalways indicative of depression.
A score > 5 points should warrant a follow-up comprehensive assessment.

Source: http://www.stanford.edu/~yesavage/GDS.html
This scale is in the public domain.
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Elder Mistreatment Assessment
By: Terry Fulmer, PhD, APRN, GNP, FAAN, Bouve College of Health Sciences, Northeastern
University

WHY : Elder abuse and neglect is a serious and prevalent problem that is estimated to affect
700,000 to 1.2 million older adults annually in this country. Only one in ten cases of elder
abuse and neglect are reported and there is a serious underreporting by clinical professionals,
likely due to the lack of appropriate screening instruments. Abuse, neglect, exploitation, and
abandonment are actions that can result in elder mistreatment (EM).

BEST TOOLS: The Elder Assessment Instrument (EAI), a 41-item assessment instrument,
has been in the literature since 1984 (Fulmer, Street, & Carr, 1984; Fulmer, & Wetle, 1986;
Fulmer, Paveza, Abraham, & Fairchild, 2000). This instrument is comprised of seven sections
that reviews signs, symptoms and subjective complaints of elder abuse, neglect, exploitation,
and abandonment. There isno “score”. A patient should be referred to social services if the
following exists:

1. ifthere is any evidence of mistreatment without sufficient clinical explanation

2. whenever there is a subjective complaint by the elder of EM

3. whenever the clinician believes there is high risk or probable abuse, neglect, exploitation,
abandonment

TARGET POPULATION: The EAl is appropriate in all clinical settings and is completed
by clinicians that are responsible for screening for elder mistreatment.

VALIDITY AND RELIABILITY: The EAIl has been used since the early 1980°s. The internal
consistency reliability (Cronbach’s alpha)

is reported at 0.84 in a sample of 501 older adults who presented in an emergency department
setting. Test/retest reliability is reported at 0.83 (P<.0001). The instrument is reported to be
highly sensitive and less specific.

STRENGTHS AND LIMITATIONS: The major strengths of the EAl are its rapid
assessment capacity (the instrument takes approximately 12-15 minutes) and the way that it
sensitizes the clinician to screening for elder mistreatment. Limitations include: no scoring
system and weak specificity.

MORE ON THE TOPIC:
Best practice information on care of older adults: www.ConsultGeriRN.org.

Aravanis, S.C., Adelman, R.D., Breckman, R., Fulmer, T., Holder, E., Lachs, M. S., O’Brien,
J.G., & Sanders, A.B. (1993).
Diagnostic and treatment guidelines on elder abuse and neglect. Archives of Family Medicine,
2(4), 371-88.
Fulmer, T. (2008). Screening for mistreatment of older adults. AJN, 108(12), 52-59.
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http://www.consultgerirn.org/

Fulmer, T. (2003). Elder abuse and neglect assessment. Journal of
Gerontological Nursing, 29(1), 8-9. Fulmer, T.(2003). Elder abuse and
neglect assessment. Journal of Gerontological Nursing, 29(6), 4-5.
Fulmer, T., & Cahill, V.M. (1984). Assessing elder abuse: A study. Journal of Gerontological
Nursing, 10(12), 16-20.
Fulmer, T., Guadagno, L., Bitondo-Dyer, C., & Connolly, M. T. (2004). Progress in elder abuse
screening and assessment instruments.

JAGS, 52(2), 297-304.
Fulmer, T., Paveza, G., Abraham, I., & Fairchild, S. (2000). Elder neglect assessment in the
emergency department.

Journal of Emergency Nursing, 26(5), 436-443.
Fulmer, T., Street, S., & Carr, K. (1984). Abuse of the elderly: Screening and detection.
Journal of Emergency Nursing, 10(3), 131-140. Fulmer, T., & Wetle, T. (1986). Elder abuse
screening and intervention. Nurse Practitioner, 11(5), 33-8.
Neale, A., Hwalek, M., Scott, R., Sengstock, M., & Stahl, C. (1991). Validation of the Hwalek-
Sengstock elder abuse screening test.

Journal of Applied Gerontology, 10(4), 406-418.
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10 Minute Math Review

1. A patient is ordered Aricept (donepezil HCI) 7.5 mg po at HS. On hand you
have 5 mg tablets. How many tablets will you give for the correct dose?

2. The order reads Prozac (fluoxetine hydrochloride) liquid 10 mg po daily. The
medication solution reads Prozac liquid 20 mg per 5 mL. How much will you
measure for the correct dose?

3. The patient is to receive 1000 mg of carafate (sucralfate) po 30 minutes prior
to their meals. On hand you have 1 tablet = 1 gram. How many tablets will
you give for the correct dose?

4. A patient is to receive 150 mL of D5/W to infuse in 1 hour. The tubing you
have is calibrated to 15gtt/mL. Calculate the gtt/min.

5. A patient is ordered Toradol (Ketorolac tromethamine) 60 mg IM stat. What
you have available is toradol 30 mg/mL. What will you draw up as the
correct dose?

6. An adult patient who weighs 150 Ibs. is ordered Gentamicin sulfate 1.5 mg/kg
IV 30 minutes prior to a procedure. What dose will you draw up?

17



Week 2
Concepts: Sensory Perception

Lab Activities

¢ Assessing visual acuity
oVideo & Hands on practice

e Appropriate method to instill ophthalmic medications to pediatric and adult
patients.

oVideo & Hands on practice
e Appropriate method to instill otic medications to pediatric and adult patients.
oVideo & Hands on practice

e Removing and Cleaning an artificial eye
o Video
e Removing & cleaning contact lenses
oVideo Hands on practice
e Assessing hearing acuity
oVideo & Hands on practice
e Removing, Cleaning& inserting a hearing aid
oVideo & Hands on practice

10 Minute Math Review

6 Questions

Simulation Experience

18



10 Minute Math Review

1.

The order is prednisone 50 mg po now. You have on hand prednisone 20
mg tablets. How many should you give?

The order reads pilocarpine hydrochloride 0.25% ophthalmic solution 1 gtt
to OU at 0900 and 2100. Describe how you will administer the 0900 dose.

The physician orders Vitamin B1 (thiamine hydrochloride) 10 mg IM bid.
You have a 10mL multiple dose vial of Vitamin B1 (thiamine HCL) of 100
mg/mL. How much will you give as a dose?

The order reads vancomycin HCL 0.5 g po bid. On hand you have a 100
mL bottle of vancomycin HCL liquid, 125mg/5mL. How much will you
pour as one dose?

IV order of 1 L D5/W to infuse in 24 hours. The tubing drop factor is
10 gtt/mL. Calculate how many drops per minute you would have to
manually adjust the drip rate.

You have an infusion pump which is calibrated to infuse mL/hr. Using the
above order, at what rate would you set the infusion pump?

19



Week 3

Concepts: Mobility, intracranial regulation, safety

Lab Activites

Neuro Assessment

o PowerPoint
o Hands on practice

Cranial nerve testing

o PowerPoint
o Hands on practice

Glasgow Coma Scale

o Video
o Role Play Glasgow Coma Scale assessment

Implementing Seizure Precautions

Assisting with pediatric & adult lumbar puncture

10 Minute Math Review

5 Questions

Simulation Experience

20



10 Minute Math Review

1. Order is levodopa 0.75 g po daily. On hand you have 250 mg tablets.
How many tablets will you give?

2. Order is dilantin (phenytoin) suspension 150mg po bid. On hand is a bottle
containing dilantin 75mg/7.5 mL. How many mL will you give for one
dose?

3. The physician orders gentamicin 24 mg I\VVPB g8 hr for a child weighing 26

Ibs. The suggested range is 2-2.5 mg/kg every 8 hrs.

a. What is the suggested dosage range for this child?

b. Is this a safe dose for this child?

4. The physician orders ampicillin 50mg/kg/day to be divided into 4 doses.
The patient weighs 20 kg. How many mg would be in each dose?

5. Order is Ancef 50mg IVPB in 100 mL NS to infuse in 30 mins. The
infusion pump delivers mL/hr. At what rate will you set the infusion pump?
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Week 4

Concepts: Mobility, intracranial regulation, safety

Lab Activity

e Stroke/Brain Attack DVD (view and discuss)
e Review Post Stroke Depression (journal article /questions)

e NIH Stroke Scale Testing (videos and complete patient scoring vignettes)

e Review Transfer of Patients with Unilateral and Bilateral Weakness

10 Minute Math Review

4 Questions

Simulation Experience
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10 Minute Math Review

1. Order is for heparin 7,000 units subQ Q 12 hr. On hand you have a vial
containing 5,000 u/mL. How much will you draw up in the syringe for the
dose?

2. Calculate the rate of infusion for a 1000 mL of D5/W over 12 hours.

3. Order is Benadryl 75 mg po now. On hand you have Benadryl 25mg/5mL.
How much will you give for this dose?

4. Order is to infuse a solution of heparin 20,000U to 1 L ofD5/W at 80 mL/hr.
Calculate the dose of infusion.
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Post Stroke Depression Article
Early assessment and interventions can promote optimal recovery.
By Susan Fralick-Ball, PsyD, MSN, CH

The goal this article is to provide nurses with current information on post-stroke depression.
After reading this article, you should be able to:

1. Describe post-stroke depression as a complication of ischemic stroke.
2. Compare the two forms of post-stroke depression.
3. Discuss the care plan for a patient with a stroke complicated by depression.

As sequelae to a right-sided or left-sided (ischemic) stroke, occurring in both the young and old,
post-stroke depression (PSD) is a real and present danger to optimal stroke recovery. In the U.S.,
there are more than 700,000 strokes annually, at a rehabilitation cost of more than $58 billion.
Making the most of full physical and mental health recovery needs to be at the core of stroke
treatment.

PSD remains recognized, yet under-diagnosed and under-treated. The medical community is
attempting to focus on the determinants of PSD during the acute and chronic phases of stroke.
We are looking for early predictors or risk factors to depression to address early intervention
strategies. Many in our population do not know or recognize the signs of stroke or depression in
themselves or others, thus possibly leading to overwhelmingly negative outcomes of brain
events.

Various experts agree there are two forms of PSD: major endogenous, psychotic depression and
minor, dysthymic reactive depression. With endogenous PSD, the monoamine pathways linking
the brain stem to the cortex -- and frontal lobe executive functioning -- have been interrupted.
Ten to 50 percent of stroke survivors experience this form of major PSD. Generally, there is full
recovery from the depression in 1-2 years following the traumatic stroke event, yet 7-10 percent
are associated with post-stroke suicide ideation.

Dysthymic reactive depression has no connection to brain lesion locus and becomes apparent in
15-40 percent of post-stroke clients (prevalence higher in females over males), with varying
degrees of recovery over the subsequent 2 years. If depression reduction does not occur within
the first few years, the minor form of PSD can become a major depressive disorder, necessitating
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longer-term medical and psychological treatment to help alleviate the symptoms of this
devastating form of depression. Despite significant worldwide research, there is no agreement on
the causal mechanisms, risk factors or consequences of PSD; evidence supports a multifactorial
origin.

Symptoms

Typical symptoms of depression include a sense of hopelessness that disrupts one's ability to
function, sleep disturbances, radical changes in eating patterns, lethargy, social withdrawal,
irritability, fatigue and lowered self-esteem that leads to the sense of uselessness. Suicidal
thoughts may ensue. In PSD, these signs can result from vascular changes and psychological
reactions to disability and often are provoked by the lesion.

The neurophysiology of stroke indicates a probable disruption of amine-containing pathways by
stroke lesion. Noradrenergic and serotonergic cell bodies in the brain stem (locus coeruleus and
midline raphe nucleus of lower pons and medulla, respectively) send messages through the
medial forebrain to frontal cortex for interpretation and executive orchestration.

Depression may be caused by depletion of total available norepinephrine and/or serotonin, or
interference with receptor sites. Agitation, confusion, tremor, myoclonus and hyperthermia may
result as a serotonin syndrome emerges post-stroke. Serotonin syndrome is a triad of rapid-onset
cognitive, autonomic and somatic toxic effects ranging from mild to life-threatening after
administration of therapeutic dosages of serotonin and/or concomitant medications.

Signs and symptoms include mental confusion, hypomania, hallucinations, agitation, headache,
coma, shivering, sweating, hyperthermia (>104° F), hypertension, tachycardia, nausea, diarrhea,
muscle twitching, hyperreflexia and tremor. Other manifestations include metabolic acidosis,
rhabdomyolysis, seizures, renal failure and disseminated intravascular coagulation (DIC)
secondary to the hyperthermia.

Serotonin antagonists and stoppage of the serotonin medication must be instituted immediately
when this syndrome occurs. Benzodiazepines are indicated to control agitation. Antipyretics are
not indicated since the increased body temperature is due to muscular activity, not a temperature
set-point abnormality. Direct-acting sympathomimetics (e.g., epinephrine, etc.) may be needed to
counter the autonomic symptoms. Serotonin syndrome differs from neuroleptic malignant
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syndrome in subtle ways, yet classic differential includes hyperkinesias and clonus for serotonin
syndrome and bradykinesia with "lead pipe" rigidity for neuroleptic malignant syndrome.

Lasting Effects

Severe PSD may eventually involve physiological changes, e.g., diurnal mood variation, early
morning waking and loss of appetite. Untreated PSD can lead to reduction in quality of life,
poorer prognosis and increased mortality, especially for those living in communal vs. home
situations following stroke.

Differences in the presentation of PSD appear when considering right-sided vs. left-sided lesions.
The lasting psychological effects following a brain event in the right hemisphere include
significant variance from the person's normal emotional output and relative lack of control.
Many of the lesions to the right frontal and parietal lobes leave impairments for recognizing
emotions expressed through tone of voice, identification of facial expressions, and difficulty
expressing emotion through facial movements, as well as anhedonia (severe lack of interest in
people/interests).

Cerebral ischemia leads to decrease in acetylcholine release, which may cause many of the post-
stroke behavioral changes. Mania and hypomanic reactive responses are more common with
right-sided vs. left-sided lesions.

Patients with right-sided stroke lesions become desocialized. This often is the beginning of strain
on social contact and communication. A family history of psychiatric disorders or having had a
previous left-sided stroke increases the risk of PSD in right-sided stroke patients.

Left-sided lesions in the frontal or basal ganglia areas (putamen and/or caudate nucleus) often
result in major depression. An increased catastrophic response is thought to be due to an inability
to up-regulate serotonin receptors since serotonin binding is greater on the right. VVascular lesions
also may interfere with serotonin transduction throughout the brain.

It also is possible to classify depressive symptoms post-stroke into direct and indirect cause-and-
effect responses. Indicators for reactional depression include:
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* aphasia;

* amnesia and cognitive impairments;

* anosognosia (denial of disability);

* denial of depressive signs;

» aprosodia (poor speech comprehension);

« catastrophic reaction;

* neurological apathy syndromes (e.g., frontal lobe syndrome);

» dementia.

Often, the signs of PSD are clinically similar to the depression associated with dementia of the
Alzheimer's type.

Indirect symptoms are linked to factors common to many severely ill, hospitalized or stroke
patients: controlled appetite due to tube feedings or dysphagia, frequent awakenings with a total
poor sleep pattern, significant time in bed or being relatively immobile, delirium or speech
disruptions. Many of these post-stroke outcomes severely hamper the effectiveness of physical,
occupational, speech/language and psychological therapies.

PSD related to lesion location can be characterized by the following:

* Bilateral lesions in the anterior frontal and temporal lobes and caudate nucleus are associated
with increased risk of PSD.

* Left basal ganglia lesions at the head of dorsolateral caudate result in apathy and poor
initiation.

* Incidence and severity of PSD increase with close proximity to left frontal pole lesions.

» Emotion-related processing impairments are greater with right hemisphere and frontal lobe
lesions, since they serve emotional communication.

* Frontal lobe anterior and middle cerebral artery lesions result in apathy.

» Left anterior subcortical lesions show greater incidence of PSD than on the right side.
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* When lesions are within 40 percent of either frontal pole, the PSD rate is 60 percent or greater.

Cerebrovascular disease also is found concomitantly with cardiovascular disease. When adding
the co-condition of depression, the mood disorder is found both independently and additively
when both heart disease and brain injury occur.

For many years, experts have recognized the incidence of depression following myocardial
infarction, cardiac valvular disease, hypertension and dysrhythmias. Depression also remains an
enduring predictor of post-cardiac incident morbidity and mortality, often severely affecting
rehabilitation, return to sexual function and adherence to therapeutic regimen. With the advent of
selective serotonin reuptake inhibitors (SSRIs) for the treatment of depression, there has been
increased use of this treatment that features relatively few cardiac side effects.

Assessment of PSD

Diagnosis of PSD can be made with a combination of psychiatric interview, interviewer-
administrated scales and self-rated depression scales (Aphasic Depression Scale, Beck
Depression Inventory, Geriatric Depression Scale, Hamilton Depression Rating Scale and
others), and the use of the criteria from the Diagnostic and Statistical Manual-1V revision.
Depending on the scale utilized, many physical accompany symptoms also can be elucidated
while screening for depression post-stroke. Other symptoms to consider include apathy, blunted
affect, irritability, mania, fatigue, sleeping disorders and the like. A Post-Depression Rating
Scale was developed specifically to identify depression in stroke survivors.

Additional losses of family cohesiveness, job, functional ability, cognitive clarity, speech
recognition and production need to be assessed. Researchers of longitudinal studies have
concluded that stroke and/or depressive symptoms at baseline evaluation predict clinically
significant depression into the future. However, predictors of PSD change over time, especially if
the stroke has involved expressive-communication impairments. Physical disability and
cognitive impairment were consistently associated with depression. Since the negative impact of
mood on physical recovery and reintegration is so prevalent, physicians and treatment team
members are becoming more educated and likely to treat stroke survivors earlier.

Women, Stress & PSD

Since women have become an integral part of the out-of-home workforce and subject to similar
working stress and pressures men have encountered, women's stress and numbers of cardiac and
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cerebral vascular insults have significantly increased. The rise of metabolic syndrome (high
blood pressure, diabetes, central-body weight gain and altered lipid profile) during and after
menopause with the loss of endogenous estrogens, and the occurrence of atrial fibrillation in
women are major contributors to brain incidents.

Additionally, women's response to stress and PSD differs from men's. Women carry a higher
stroke burden than the men, both because women have a longer life expectancy -- and strokes
occur at late ages for many women -- and because most stroke deaths occur in women. Women
ages 45-54, while continuing to be active mothers, employees, spouses, possible grandmothers
and/or caretakers for older parents, are twice as likely as men in the same age bracket to have
strokes.

Differences between the sexes in relation to stroke are increasingly being recognized. For
example, among stroke survivors, women tend to have worse outcomes than men due to more-
severe pre- and post-stroke disability, and an increased likelihood of post-stroke
institutionalization and loss of independence for women.

Being female raises more questions regarding the occurrence of PSD:

« Is pre-stroke depression already in place (with depression nearly twice as prevalent in women
than men)?

* Has there been an extremely erratic or sudden loss of estrogen during menopause?
* During menopause, have sleep issues contributed to depression?

» Have general social issues and stress contributed to depression?

Since female communication and language systems in the brain are more cross-hemispherically
connected, they often suffer significant speech/language deficits during stroke, resulting in
reactive PSD. Women also have been lax in noting and reporting initial symptoms of stroke
when emergency treatment can be initiated to limit the type and amount of stroke sequelae.
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Psychotherapy

Treatment of PSD includes psychotherapy, medication and time from insult. As of our current
assessment, only one-third to less than one-half of all post-stroke patients are adequately treated
for depression.

Assessment of symptoms is problematic since there is no gold standard for diagnosis after recent
stroke; however, rating scales are available and help with initial and ongoing evaluation of
symptoms (Hamilton Rating Scale for Depression, Beck Depression Inventory, etc.) According
to the Diagnostic and Statistical Manual, Version 1V (DSM-1V), major depressive disorder often
is used to describe PSD if 5 or more symptoms of depression are present for 2 or more weeks.
Treatment of PSD also improves cognitive impairments or limitations imposed by stroke, e.g.,
orientation, memory, language and hand-eye coordination.

Both individual and group psychotherapy help the post-stroke patient regain emotional control
and adjust to the loss of function and compromised self-image/self-esteem. The mode of therapy
can be adapted to encompass any present cognitive and language deficits. Cognitive-behavioral,
interpersonal, psychodynamic and eclectic forms of psychotherapy have been successful to
alleviate or subdue many of the PSD symptoms. Inpatient and outpatient patient stroke groups,
spousal support groups and discharge support groups are paramount to a smooth transition from
hospital to rehab to aftercare venues, whether in long-term communal care or return to home.

Antidepressants

Antidepressants and psychostimulants often are the key medications used to help the post-stroke
individual through recovery from depression. However, there is a huge caveat to consider: These
medications may cause severe adverse effects in the elderly population increasing risk of falls, a
primary confounder of safety in this population. Psychostimulants may be useful for reducing the
negative effects of PSD, e.g., anhedonia, and promoting return of executive functioning, such as
organization, goal setting and achievement, initiating activities and self-monitoring. A
combination of methylphenidate and Prozac during the early stroke recovery period can
dramatically improve mood, apathy and initiation by 50-82 percent.

Antidepressants from the classifications of tricyclics, SSRIs and newer atypical groups are used,
according to the symptoms demonstrated by individual patients. Antidepressants are frequently
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prescribed for 1 year post-stroke; stopping medications before 1 year lends to vulnerability of
developing another depressive episode.

Of course, individuation is always considered. When medication is indicated, most patients are
advised to stay with a particular medication regimen for a minimum of 6 months, with
reevaluation throughout the trial period. According to Living Well with Stroke, a randomized
treatment efficacy nursing study for patients having PSD, there is no clear evidence of remission
of depression in either the short- or long-run using SSRIs. Longer-term positive effects came
with the addition of behavioral treatments that included cognitive restructuring and problem-
solving/coping skills.

Tricyclics improve ADL function, improve appetite, lift general symptoms of depression and can
help with insomnia, yet unfortunate anticholinergic side effects, especially in elderly stroke
patients (dry mouth, dry eye, lowered GI motility, sedation, syncope, dysrhythmias, delirium)
may cause discontinuation of this class of medication. SSRIs and the atypical antidepressants
target serotonin and/or norepinephrine reuptake. Elevation of mood and improvement of
depressive symptoms as rated on various depression rating scales frequently takes a minimum of
3-6 weeks and can take several months post-stroke. The addition of talk-based therapy during
this time is highly encouraged.

Less traditional forms of assistance to lower the effects of PSD include music therapy, which
tends to increase the production of dopamine to suppress aversive symptoms and pain; increases
cross-hemispheric connectivity to music and lyrics; and enhances alertness, motivation, reward,
attentiveness and executive functioning. Following middle cerebral artery stroke, brain plasticity
and the laying down of renewed neural networks may be boosted. Music also has been
demonstrated to modulate emotional arousal and decrease cortisol levels with respect to negative
cardiovascular activity.

In summary, the goals and interventions for the nursing care of a patient with PSD include the
following:

* Act quickly to encourage the patient or family members to report stroke and symptoms of
depression.

* Educate the patient and family about the symptoms, prevalence and treatment of PSD.

* If depressive symptoms persist and interfere with the patient's ability to function, treatment
should be initiated.
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* Treat with medication and therapy for optimal relief from PSD.

* Obtain baseline and serial depressive symptom ratings throughout treatment.
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POST STROKE DEPRESSION ARTICLE QUESTIONS

. Which of the following statements about post-stroke depression (PSD) is true?
. It is undertreated.

. It is limited to older patients.

. PSD is recognized as a problem by most caregivers.

. It occurs only in patients with left-sided strokes.

. Dysthymic reactive depression in patients affected with a stroke:

. responds quickly to treatment with antidepressants

.includes less than 10 percent of all patients affected with this type of depression
. has no connection to the brain lesion locus

. rarely progresses to a major depressive disorder

. Which of the following is NOT an indicator for reactional depression?

. aphasia

. dementia

. hopelessness

. amnesia

. Women ages 45-54 have twice as many strokes as men because women:

. have more medical disabilities pre-stroke than men

. have less-effective coping skills than men

. have greater stress levels than men

. are non-compliant with preventive care measures
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5. The antidepressant of choice for depression in post-stroke patients that features few
cardiac side effects is:

a. tricyclics

b. selective serotonin reuptake inhibitors

c. monoamine oxidase inhibitors

d. serotonin-norepinephrine reuptake inhibitors

6. How long should antidepressants be initially prescribed for patients with strokes?
a. less than 3 months

b. 6 months

c. 1lyear

d. until there is increased socialization in the patient

7. Cerebral ischemia in strokes, particularly in right-sided strokes, often results in:
a. manic responses

b. catastrophic responses

c. suicidal ideation

d. social decompensation

8. Anhedonia is:

a. denial of disability

b. poor speech comprehension

c. severe lack of interest in people/interests

d. short-term periods of amnesia
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9. According to the DSM IV, major depressive disorder is used to describe PSD if:
a. two symptoms are present for 1 month

b. five or more symptoms persist for 2 or more weeks

c. hopelessness and social withdrawal are present for 1 week

d. two symptoms are present for 1 or more weeks, and one of these is confusion

10. Which of the following therapies is indicated for patients with strokes to stimulate the
release of dopamine and modulate emotional response?

a. cognitive-behavioral therapy
b. movement therapy
c. music therapy

d. group therapy
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Week 5

Concept: Safety

Lab Activities:
o Establishing primary IV Infusions
o Establishing secondary 1V infusions
o Using IV Infusion Pumps
o Patient Safety

o National Patient Safety Goals (NPSG)
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