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Learning Objectives
Improve familiarity with how neuropsychology is a resource in your medical 
practice
Identify the benefits and pitfalls of cognitive screening
Identify a cognitive screening tool that fits best for your patient population & 
setting
Know the pre-referral medical work-up: what to do before sending to npsych
Identify 5 ways you can participate in excellent cognitive care 
• (Beers list, run appropriate labs, know RED flags, ask and teach about sleep, 

exercise, loneliness, therapuetic journaling, carepartner support)
Resources for your own cognitive care 



Outline
• Neuropsychologists & How they think about thinking
• Referral to & Interventions of Cognitive Care teams
• The anatomy of a neuropsych consultation & report
• Recent epiphanies in neuropsychology
• Cognitive Performance of Physicians



Behavioral 
Neurology

Psychology: 
Clinical, Health, 

Cognitive
Neuropsychiatry

What is neuropsychology?
… a branch of psychology that is concerned with how the brain 

and the rest of the nervous system influence a person's 
cognition and behaviors. More importantly, professionals in 
this branch of psychology often focus on how injuries or 
illnesses of the brain affect cognitive functions and 
behaviors.

particular focus on assessment of thinking abilities, but also 
emotional responses, affect, self-regulation and other 
behaviors.

Clinical Neuropsychologists are licensed psychologists, with a 
doctoral degree, internship and post-doc fellowship in 
neuropsychology. 

Increasingly, they are board certified, but not required to 
practice. Two boards, third board credential for pediatrics.

https://en.wikipedia.org/wiki/Neuropsychology

https://en.wikipedia.org/wiki/Neuropsychology


How do neuropsychologists think about thinking?
Bio-Psycho-Social Model
Typical Lifespan Development
Atypical trajectories or events 
and impact on brain, cognition, 
behavior, self, …
Cognitive profiles of strengths 
& weaknesses, by cognitive 
domain
Mental wellness, self-efficacy 
(believing “I’ve got this.”)

Functional impact of disease/ 
injury & how it impacts brain
Task demands < Cognitive 
capacities
Decision making capacity
General Health and Wellbeing
Values, Goals, Motivations
Search for, affirm, strengthen/ 
support allies



GEORGE ENGEL (1913-1999)

The body and the soul or psyche are reciprocally connected through the individual’s 
temperament and consequently influence each other”; separation between them does not 
exist. Aristotle in Roccatagliata, 1997

Therapeutic writing:
• Improves immune system, 

wound healing, cardiac, 
wellbeing, employment

• Reduces clinic visits, 
inflammation



What is cognition?
Domains include:
attention, processing speed, working 
memory, learning, memory, 
visuospatial, language, executive 
functions (aka cognitive control), 
problem solving, risk/reward 
assessment
Academic/achievement skills:  
literacy, comprehension, numeracy
Assessment includes consideration of 
sensory acuity (hearing, seeing), 
verbal comprehension, and the role 
of fine motor speed and acuity

Executive Functions: a set of cognitive 
processes that are necessary for 
cognitive control of behavior: selecting & 
successfully monitoring behavior that 
facilitate the attainment of chosen 
goals.  skills a CEO needs for success.
Working memory: cognitive system to 
hold information available for 
processing (reasoning, decision-making).  
the white board of the brain.



Primary & Higher Order Skills
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Skills

Verbal 
Skills



Typical lifespan cognitive development 
Infancy: secure attachment important, HPA axis, amygdala

Toddlerhood: receptive and expressive language (delayed for polylinguals)

School Age: attention, working memory, memory, literacy

Adolescence: executive functions, assessment of risk/reward

Young Adulthood: myelination complete at age 25-27

Middle Adulthood:  processing speed slows, face-name recall

Young-Old, Middle-Old, Oldest-Old: working memory capacity shrinks, learning 
capacity recesses, semantic knowledge grows, ?benign forgetfulness (AAMI)



something goes awry… risk factors for cognitive decline
prematurity, autism, learning disabilities, ADHD

concussion, TBI, psychological trauma, substance abuse, hypoxia, CO poisoning, 
psychiatric d/o, ICU admit, infections (encephalopathy, HIV)

Multiple Sclerosis, cancer, chemo, diabetes, thyroid, sleep (apnea, insomnia, RLS)

mild cognitive impairment (subtypes), vascular (micro-, CVA), Alzheimer’s, 
Parkinson’s spectrum, progressive aphasias, ALS, Frontal Temporal Lobar 
degeneration, CTE

delirium, bereavement (retirement, disability, status, routine)

Increasing age, APO-e4 allele, BDNF, Vitamin D, B12, amyloid



Impact of Cognitive Decline on your practice
Adherence:
• Missed medications
• Poor monitoring
• Missed refills
• Missed appointments
• Miss deprescribing recommendations
Poor understanding of medical condition
Poor memory of medical counsel & teaching
RESULT?  Worsening of self-management of 
disease… worsening of cognition & function. Consider: Treatment you gave for 

problem X now has cognitive SEs
(or disrupts sleep which ↓ cognition)



Diagnosis

Scan 
Clock 

Drawing!

The null hypothesis: 
DELIRIUM.  Any cognitive 
change is delirium until 

proven otherwise.



Diagnosis

Scan 
MoCA !

• UA



What’s the difference?

Cognitive 
Aging

Mild Cognitive  
Impairment

Dementia
(e.g., Alzheimer’s, 
Vascular, Mixed)

Br
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General Taxonomy Mild cognitive 
impairment (MCI)

Dementia

Cognitive impairment • Decline from previous
• Not due to delirium

• SAME

Functional impact Cognitive deficits do not 
interfere with iADLs

Cognitive deficits 
interfere with iADLs

Screening tool MoCA 10-15 minutes
www.moca.org

Mini-Cog 5 minutes
www.alz.org

Subtype/etiology @ full assessment @ full assessment

MCI is a risk 
factor for, not a 

stage of 
dementia



Clock drawing? Useful, if done properly



Best Practices for Referral to Neuropsychology
• Request HIGH PRIORITY for RED 

FLAGS or safety concerns (consider 
concurrent neurology referral)  

• Rule out delirium: Med Rec then 
deprescribing

• Lab work up complete and 
addressed (ok to wait on MRI)

• Engage with family for collateral 
information, prepare for consult & to 
support patient

• Challenge: Specific referral question, 
go beyond “eval & treat.”

Red Flags:
< age 65
Rapid progression (not delirium)
Upper motor neuron signs
Parkinsonism
Focal neuro deficit
Significant gait abnormality
Psychiatric/behavioral disturbance
Receptive or Expressive Aphasia



What is Assessment?

Slide (and addendum) courtesy of Mark Bondi, UCSD



Neuropsychology Consultation: Visit 1
Diagnostic Interview, usually with knowledgeable informant. Scheduled for 90 minutes.

Hx of cognitive complaints and functional status (work, driving, medication management, 
ADLs). Course of decline. Insight.  Beliefs and values.

Current sleep, mood, typical day, pleasurable activities 

Medical and psychological history (development, education, work, family, caregiving)

Determine readiness for goals for cognitive care (motivational interviewing):

• Possible goals: Labs, consultations, sleep hygiene, delirium, go-no go decision on 
cognitive assessment, make invitations for family feedback session



Neuropsychology Consultation: Visit 2
Cognitive testing 1:1 with patient
2-3 hours
May be done with technician, trainee/grad student, or 
neuropsychologist
Assessment is standardized, but always brings opportunity for 
intervention
Prepare for visit 3: results are analyzed using benchmarks, typically age-
based normative data



Neuropsychology Consultation: Visit 3 
(family) feedback session; 60-90 minutes
review goals and concerns for all present: This sets agenda, affirms patient goals
• “I want a diagnosis.”  “…a plan.”  “…my kids to know this is real.”
review cognitive strengths and weaknesses 
diagnostic impressions: causes, contributors, mitigators
COLLABORATE ON COGNITIVE CARE PLAN
Agree on plan for follow-up, if any, with neuropsych and with referring doc:
• Next month (especially if goal for psychotherapy with new therapist)
• Quarterly: goal to monitor plan, encourage accountability, smooth out 

speedbumps
• Biannually: to track stability/progression



A User’s Guide to Neuropsychology Documentation
Variable between clinicians (sorry!)
Written for different audiences
Diagnostic Impressions, Prognosis
Concerns
Cognitive Care Plan: 
• Medical (treatment, referrals)
• Decision Making (driving, PoA)
• At home Plan/success at work
• Recommendations for Care 

Partners

What happened (patient & family 
reaction) at feedback session
Will neuropsychology follow patient?  
Who is the cognitive care quarterback?

Please consider: How can I monitor the 
cognitive care plan in future visits?
• How’s Tai Chi going at the Rec Ctr?
• How do you feel about your 

therapist?
• How often do you miss/forget to 

take your medications?



Cognitive Care Plan for Diabetes & MCI

Optimize medical management of chronic conditions
• Chronicity of DM & A1c related to risk of dementia (2-3x)
Compensatory strategies
• Calendars, alarms, notetaking, organizational strategies get around the skill 

deficit or the high volume of information to be processed.
Cognitive training
• Builds skills: processing speed, working memory, errorless learning.
Engage care partner (Feil et al., 2011). 
Consider modifying goals/reducing task demands, then building 
on successes.



Compensatory Strategies
Processing Speed
Slow it down task demands
Text, Email or Vmail preferred 
Provide notes to patient, point to the key 
points on the page
Simplify message from HCPs, plan multiple 
visits
Prospective Memory 
remember to remember
Pair new behavior to existing routine, 
practice 
Pair:  put on glasses, check glucose
Pair: Evening prayer before meal—
“Amen”, take medication

Working memory
Reduce number of elements in 
message: chunk
Take notes or draw: get more on the 
page, less in the head
Whiteboards, multiple computer 
screens



Cognitive Training: Processing Speed (Brain HQ)

Processing SpeedIowa Healthy and Active Minds Study ACTIVE 
(Advanced Cognitive Training for 
Independent and Vital Elderly) n=681



Cognitive Training: Working Memory



Risk for dementia onset, progression, death

Mortality risk greater than smoking.
Risk for MCI, dementia, functional disability.
Effective interventions mitigate.

Loneliness
High purpose in life (Boyle et al., 2010 Arch Gen Psychiatry)
• doubled likelihood being cognitively healthy.
• reduces the effects of Alzheimer's pathology on cognitive function.

Loneliness can be mitigated, purpose in life increased (Tang, 2015)
• Experience Corps boosts cognitive scores  (Carlson, et al., 2008 Gerontologist)

• Poorly educated NH residents who did Experience Corps 
• More activated left prefrontal cortex and anterior cingulate cortex 
• Better performance on Flanker task (Working memory/inhibition)

How often do you feel that you 
lack companionship?

How often do you feel left out?

How often do you feel isolated 
from others? 



Strength of 
Evidence

Physical Activity
Tx Vascular Risk
Diet
Tx Depression
Cognitive Retraining
Stress Reduction
Immunomodulators
Brain Stimulation (TC)

Rakesh, G., Szabo, S. T., Alexopoulos, G. S., & Zannas, A. S. (2017)

PHYSICAL ACTIVITY… MENTAL ACTIVITY…COGNITIVE ACTIVITY



PHYSICAL ACTIVITY… MENTAL ACTIVITY…COGNITIVE ACTIVITY



Recent Epiphanies in Neuropsychology
Cognitive Screening => High False Positives in Mild 
Cognitive Impairment/Dementia
• Aricept is effective in MCI for the right patients
Amyloid Hypothesis of Alzheimer’s is admitted to Hospice
Non-CNS cancer related to cognitive declines:
• at pre-treatment?  Perhaps?
• During treatment (combos & dosage↑ risk)
• 20 years s/p Tx, accelerated aging by 6 years
The other little brain… Gut microbiome
CTE is difficult and complicated







Inclusion Criteria
Mod-high LDL, no 
statin
21-70 y.o.
PLUS another risk 
factor (DM, pre-
DM, overweight, 
HTN, dyslipidemia)

Study Coordinator 801 507 4898
wonderfultrial@imail.org



Cognitive Performance of 
Physicians



Davis et al 2006 screen shot



“recommended that, starting at age 65 to 
70, surgeons undergo voluntary and 
confidential baseline physical examination 
and visual testing by their personal 
physician for overall health assessment. 
Regular interval reevaluation thereafter is 
prudent for those without identifiable 
issues on the index examination. Surgeons 
are encouraged to also voluntarily assess 
their neurocognitive function…. 
Interpretation requires the skills and 
knowledge of a trained 
neuropsychologist.”





Late Career Physician 
programs
• LCP programs are linked to 

credentialing at hospitals, medical 
groups, and insurers.

• Not for cause, prospective screening 
of an asymptomatic group at risk.

• With a goal of primary prevention, fewer 
for-cause complaints/errors

• Screening initiates further 
assessment: no one data point is 
actionable.

• Programs support physicians: 
practice modifications 
recommended to keep doc’s 
working & maintain quality of care.

Full 
assessment

No actionable 
concerns

Physicians 
screened

Intermountain 12% 88% 97

UCSD-PACE 29% 29% 62



Recent Threats to Late Career 
Physician Screening Programs

Utah statute now outlines the aspirational 
principles of the practice of screening
• e.g., driven by principles of medical ethics, public & patient 

safety, optimize performance with remediation…



Tips for your cognitive care
See your doctor regularly (or get one!)

Do health screenings
Optimize sleep
Prioritize exercise
Lifelong learner, collaborate
Consider training processing speed 
& working memory

Seek out neuropsychologist for 
screening and assessment
• Tip: be sure they know what the task 

demands of your practice are

Ask for executive job coaching 
from a neuropsychologist or 
cognitive rehabilitation specialist
• Given Strengths & Weaknesses, how 

can we adapt workflow to optimize 
performance?



Referrals: FAX 801.408.5704

(I read, but don’t write on iCentra.)

Kelly.Garrett@imail.org
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