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ABSTRACT

Background: cognitive functions affected by aging and biopsychosocial factors
like physical illnesses, medication, various mental illnesses, socioeconomic and
environmental factors.

Objective: This study aims to explore the prevalence of cognitive impairment
among elderlies who attend psychiatric units and study the association with some
of socio-demographic variables.

Method: A sample of 135 elderly patients were chosen from the psychiatric units
in Baghdad city during the period extended from the first of March to the 30th of
September 2019 for this cross-sectional study. Some of socio-demographic
variables, ICD 10 diagnoses and application of ACElll score were applied.

Results: cognitive impairment among elderly patients aged from 60s to 80s was
49.6%, and there was significant associations between cognitive impairment and
aging, level of education, and mental illness (p less than 0.05), while nearly
significant association family history of mental illness was observed with
cognitive impairment.

Conclusion: this study revealed that the cognitive impairment among old age
patient attending psychiatric units is high, and older age person with mental
illness and lower education is prone for cognitive impairment.
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1. INTRODUCTION

The mental processes involved in perception, attention, memory, language, problem solving,
reasoning, and decision making (1). Cognition encompasses a wide array of essentially
imperceptible processes carried out by the human brain. Cognition encompasses a wide
range of mental processes, including perception, thinking, knowledge acquisition, reasoning,
memory, analysis, planning, attention, idea generation and synthesis, creativity, judgment,
awareness, and insight (2).

Old Age Definition:

The majority of developed countries have adopted the chronological age of 65 years as the
official definition of elderly individuals. However, the United Nations has officially recognized
that the term "60+" is used to describe old age. (Nevertheless, different nations and
communities define the beginning of old age as ranging from the age of 45 to 70) (3). The
population of elderly individuals has increased threefold in the past 50 years and is projected
to increase by more than three times in the next 50 years. By 2050, the global population of
those aged 60 and beyond is estimated to reach nearly 2 billion (4).

Cognitive Changes with Aging

The global population is undergoing accelerated aging. From 2015 to 2050, the percentage of
the global population aged 60 and beyond is projected to almost double, increasing from 12%
to 22% (5). During the process of normal aging, various cognitive abilities such as general skills
and knowledge, procedural memory (related to motor skills), implicit memory (automatic
memory), memory retention, fund of knowledge, vocabulary, attention, object perception,
and the ability to comprehend abstractions like similarities, are often maintained well into
advanced old age. However, other cognitive capacities, including as problem solving,
processing speed, episodic memory, rate of learning, memory retrieval, verbal fluency, three-
dimensional perception, and most elements of executive functioning, typically show a
decrease (6). It is important to distinguish between normal aging and illness. Certain
physiological processes diminish with advancing age, nevertheless, the occurrence of health
issues is not unavoidable. The majority of age-related illnesses, such as heart disease, cancer,

and dementia, are caused by pathological mechanisms rather than natural aging (7). The
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process of aging and the related disorders (such as metabolic and vascular diseases) might
have an impact on the manifestation and treatment of mental illnesses. However, older
persons have typically been excluded from psychiatric epidemiological investigations. The

prevailing belief that psychiatric ilinesses are seldom among older folks is just incorrect (6,7).

2. METHODOLOGY

Setting

The study was done at psychiatric units in Baghdad teaching hospital ,AL-Rashad training
hospital & Ibn Rushd psychiatric hospital in Baghdad city.

Baghdad teaching hospital is part of Baghdad medical complex that consider the main
training facility to all medical specialities in Iraq, this hospital had inpatient and outpatient
clinics for psychiatric patients.

Al-Rashad Hospital is Irag's only facility providing long-term care for patients suffering from
chronic schizophrenia and other severe mental disorders.

Ibn Rushd psychiatric hospital located in karada has inpatient and outpatient clinics for
psychiatric patients. also specialized outpatient clinic for old age patients.

Study design

The descriptive cross-sectional study was chosen as the study design to achieve the objective
of the study.

The study was done from the first of march to 30th of September in 2019 with weekly visit to
Ibn rushd older adult unit.

Each hospital was visited approximately for two month duration,and each patient was
examined for (30-40 min.),for application of tools and variables for this study.

Ethical Consideration

The approval of Scientific Committee of Iraqi Board for Psychiatry was taken. Verbal
consenting of old age patients was taken after explanation of the aims of the study and
giving them ensuring about the confidentiality and the anonymity of the collected data.

They had been told that the data will be used only for the study.
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Sampling

Only old age patients with age >60year attended or admitted to psychiatric units were
included in the study.

Old age patients who seek care interviewed by the psychiatrist then they met the researcher.
A total number of 200 old age patient was collected,65 of the patients were excluded.
elderly patients with severe sensory impairments and illiterate were excluded.

Instruments and Tools

The socio-demographic data were collected including: gender, age, marital status,
socioeconomic status, and level of education, smoking history (nicotine dependence).
(appendix A).

Socio economic status is adopted according to checklist for socioeconomic level assessment
in Irag that applied in previous researches (appendix B).

ICD 10 diagnosis of mental illness for each patient was confirmed by attending psychiatrist
and ICD 10 criteria (8)

Before starting to use Addenbrooke’s Cognitive Examination Il (ACE Il ),

a pilot study was done to assess the applicability and understandability of the tool to target
people before conducting the main study.

application of Addenbrooke’s Cognitive Examination Il (ACE Il ) Arabic version that adopted
from Egyptian study (9) and old age psychiatry workshop in April 2018 (10)

The Addenbrooke's Cognitive Examination Il (ACE IIl) is utilized to assess cognitive
impairment.The original Addenbrooke's Cognitive Examination (ACE) was created by
Professor John Hodges at the Medical Research Council Cognition and Brain Sciences Unit in
Cambridge in the late 1990s. After it gained widespread popularity, the Addenbrooke's
Cognitive Examination-Revised (ACE-R) was developed to enhance its cross-cultural
applicability and increase its sensitivity. (11)

The ACE-Ill was developed as a replacement for the MMSE components in the ACE and ACE-
R, due to the MMSE no longer being freely accessible in 2001. As a result, subsequent
suggestions have offered substitutes for the MMSE, and the ACE-Ill has been endorsed and

advised by the Department of Health and the Alzheimer's Society in the UK. (12)
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The ACE-Ill's total score is determined by a maximum score of 100, where higher values
indicate superior cognitive performance. The ACE-IIl offers clinicians a rapid and concise
assessment of a patient's overall cognitive abilities, including specific measures for each
evaluated domain. This tool aids in providing a differential diagnosis and enables the tracking
of cognitive decline over time. The MMSE is not sensitive enough to detect fronto-temporal
dementias, although the ACE-IIl has shown evidence of being able to do so accuracy for
detecting fronto-temporal dementia An important limitation of the MMSE is the lack of
sensitivity for the early stages of dementia The ACE-Ill more efficiently detects everyday
functional impairments compared with both the MMSE and MoCA. (12)

It takes 15-20 min to administer and score. It examines multiple domains including
Attention(18points), Memory(26points), Verbal fluency(14points), Language(26points),
Visuospatial abilities(16points) The cutoff for cognitive impairment is 82-88/100 where88 to
82 indicate inconclusive results that include MCI mild cognitive impairment that need more
follow up. The ACE-IIl shows high sensitivity and specificity at cut-offs: 88 (sensitivity = 1.0;
specificity = 0.96) and 82 (sensitivity = 0.93; specificity = 1.0). Internal reliability of the ACE-
lll, measured by Cronbach’s a coefficient, was 0.88. It is available freely. (4,11)

3. RESULTS

The study was conducted on 135 elderly patients whose average age ranges between 60 to
80 years, including 85 men and 50 women and Meant Standard Deviation was 67.815.7.
Among the studied group, 31% of patients at primary level of education, 23% at
intermediate, 25.2% at secondary, 11.1% at institute and 9.6% at collage level of education.
Married patients were 58.5% while 18.5% were singles and 22.9% were divorced or
widowed. Patients with family history of mental illness were 35 (25.9 %). Low Socio-
economic status (SE) reported in 24.%, faie SE in 78 (57.8%) and only 17.8% of good SE
status. Smokers (nicotine dependet) were 85 (63%) patients, (Table 1). The distribution of
ICD 10 diagnoses of the patients showed that 45.9% have schizophrenia, 23% major
depression and 12.6% have dementia, other diagnoses; Bipolar disorder, General anxiety
disorder, Alcohol dependence and OCD, were also reported in lower proportions of 6.7%,
4.4%, 3.7%, 2.2% and 1.5%, respectively, (Table 2). According to the threshold cutoff value of

the ACEIll scale, 67 partcicipants (49.7%) showed cognitive impairment (ACEIll score <82
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points), , 24 (17.8%) were inconclusive (ACEIll score : 82-88) which may indicate MCl and

needed further follow up and the remaining 44 participants (32.6%) were normal ((ACEIll

score > 89), (Table 3). Age and the level of education were a significant factors in cognitive

impairment for older patients; p-value was 0.011 and 0.003, respectively. Other variables

including gender, marital status, smoking, SE status and family history of mental illness

factors were not signifciantly associated with cognitive impairment (P. value >0.05).

However, the P. value for the association with SE and family history of mental illness was

close to the significance level where P. value was 0.091 and 0.060, respectively, (Table 4).

Group items of ICD 10 diagnoses of mental illness such as Schizophrenia and dementia have

a significant P. value of 0.004, (Table 5)

Table 1. Demographic of Study Population

Variable No %
Age (years) 60 - 64 31 23.0
65 - 69 63 46.7
70-74 26 19.3
75-79 9 6.7
> 80years 44
Gender Male 85 63.0
Female 50 37.0
Level of education Primary 42 31.1
Intermediate 31 23.0
Secondary 34 25.2
Institute 15 111
College 13 9.6
Single 25 18.5
Marital status Married 79 585
Divorced/ Widowed 31 22.9
Positive family history of mental illness 35 25.9
Socio-economic status  Good 24 17.8
Fair 78 57.8
Poor 33 244
Smoking (nicotine dependence) 50 37.0
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Table 2. Distribution of the ICD 10 diagnoses of mental illnesses among the studied

group
ICD 10 diagnoses No. %
Schizophrenia 62 45.9
Major depression 31 23.0
Dementia 17 12.6
Bipolar disorder 9 6.7
General anxiety disorder 6 4.4
Alcohol dependence 5 3.7
0oCD 3 2.2
Others(panic disorder, adjustment disorder) 2 1.5
Table 3. ACEIll Scale
ACEIll Scale No %
Cognitive impairment (< 82) 67 49.6
Inconclusive (82 - 88) 24 17.8
Normal (> 89) 44 32.6
Total 135 100
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Table 4. Cross-tabulation for the association between ACEIll Scale and demographic characteristics

Score
Cognitive Inconclusive Normal p.
impairment (<82) (82-88) (=89) value
Variable
No % No % No %
Age (years) 60 - 64 11 35.5 6 19.4 14 45.2
65 - 69 25 39.7 16 25.4 22 34.9
70-74 18 69.2 2 7.7 6 23.1  0.011*
75-79 7 77.8 - - 2 22.2
> 80 6 100 - - - -
Gender Male 38 44.7 14 16.5 33 38.8 0.13
Female 29 58 10 20 11 22
Level of Primary 28 66.7 6 14.3 8 19
education Intermediate 18 58.1 5 16.1 8 25.8
Secondary 12 353 11 324 11 32.4 0.003*
Institute 5 33.3 2 13.3 8 53.3
College 4 30.8 - - 9 69.2
Marital status Single 13 52 6 24 6 24
Married 33 41.8 15 19 31 39.2
0.146
Divorced 4 50 2 25 2 25
Widowed 17 73.9 1 4.3 5 21.7
Family history of  Yes 12 34.3 10 28.6 13 37.1
mental iliness No 55 55 14 14 31 31 0%
Socio-economic  Good 9 37.5 3 12.5 12 50
status Fair 36 46.2 16 20.5 26 333 0.091
Poor 22 66.7 5 15.2 6 18.2
Smoking (nicotine  Smoking 25 50 7 14 18 36
dependence) 0.63
No 42 49.4 17 20 26 30.6

*Significant difference between proportions using Pearson Chi-square test at 0.05 level.
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Table 5. Cross-tabulation for the association between ACEIll Scale and ICD 10 diagnoses of
mental illnesses

ACEIIl Score
' C'ognitive Inconclusive (82- Normal (289)
ICD 10 diagnoses impairment (<82) 88)
No % No % No %
Dementia 17 100 - - - -
Major Depression 16 51.6 5 16.1 10 32.3
Bipolar disorder 4 44.4 2 22.2 3 333
Schizophrenia 27 43.5 14 22.6 21 33.9
Generalized Anxiety Disorder 2 333 2 333 2 333
ocDb - - 1 333 2 66.7
Alcohol dependence 1 20 - - 4 80
Others - - - - 2 100

*Significant difference, P. value = 0.004 (P<0.05)

4. DISCUSSION

This is an across-sectional study of the prevalence of cognitive impairment among old age
patients at psychiatric units in Baghdad and aimed to find an association between cognitive
impairment and with some of the sociodemographic variables. This study consider first study
using ACEIlll in Iraq. The result of the present study showed that (49.6%) (n=67) of subjects
out of the total sample (135) of the old age patients presented in psychiatric facilities, have
cognitive impairment. When comparing different studies, It was found that the prevalence
rate of cognitive impairment in old age patients with mental illnesses was consistent with
higher rates of cognitive impairment in elderlies, that was recorded by other studies that
took place Cincinnati geropsychiatric outpatients USA using MMSE 1990 was (49%) (13). The
prevalence rate of cognitive impairment of this study was lower than cognitive impairment
rate in the community mental health setting in USA 60% (14) this discrepancy can be
explained as different starting age , instruments, and smaller sample. Almost all arab

community based studies have lower rate of cognitive impairment such as the study in Saudi
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Arabia among Family Medicine Clinics that had prevalence rate of cognitive impairment of
45% (15) and other study in Arabic-speaking Hajj pilgrims that has rate (29.2%)of cognitive
impairment, this can be explained by multifactorial perspectives such as probable absence of
mental illnesses ,physical profile ,nature of sample and others (16). but there are other
factors that increase the risk of developing cognitive impairment, especially for those who
attend psychiatric units and this is what the study showed.:-

Regarding age, the majority of sample in this study in their sixties of age and cognitive
impairment rate increase with aging ( p=0.011) ,this finding is revealed in many studies (14,
17-19). So, aging is associated with biopsychosocial cognitive changes.

Regarding gender ,there is no significant association between gender and cognitive
impairment (p=0.130), and this contradict with many study that show female gender as risk
factor for cognitive impairment and this finding can be explained by sample number and
setting(psychiatric units) (20). While the level of education, majority of the sample reach
below institute level of education and this study exclude illiterate, the result shows that the
association between level of education and cognitive impairment is significant (p=0.003),and
this is consistent with other study in USA 2007 (21) and in egypt (22) this may indicate
protactive mechanisim of education which provides more financial and psychosocial security
and cognitive reserve factor (23). Regarding ,marital status of the patients, the result
revealed that the association between cognitive impairment and marital status was
insignificant with (p=0.146), that not consistent with other study in general population (24)
although the prevalence rate of cognitive impairment among married patients was 41.8%
which is lower from other single conditions, this can explained according to smaller sample
size. In regard to family history of mental ilinesses, there was nearly significant associated
with cognitive impairment (p=0.060), this finding can support the multifactorial etiology of
cognitive impairment (25). Smoking and cognitive impairment have conflicting results in
researches, one study among old age attending geriatric clubs in Cairo show insignificant
association with cognitive impairment (26) ,other study including old age people in China
show Smoking was closely related to cognitive impairment, (27) in present study the relation
between cognitive impairment and smoking appears insignificant this is due to nature of

sample ,its size, habit, and culture. Socio-economic status had been related to cognitive
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impairment such as the study of old age people in china community (28),in the present study
the result showed insignificant association this could be explained by the diversity of
collected population and varieties of socioeconomic status. It is worth to speak in this study
that mental illnesses is significantly associated with cognitive impairment (p=0.004),with
different prevalence rate among individual presentation, hence dementing (Dementia)
disorders had most higher rate of cognitive impairment among cases with diagnosis of
dementia, (29). Cognitive impairments presentations among mood disorder patients were
also significant ,cognitive disorder among major depressive disorder cases was (51.6%),
which is consistent with the finding in Philadelphia Geriatric Center (30). The study finding in
bipolar disorder cognitive impairment rate was (44.4%),which is higher than in Taipei City
Psychiatric Center (32.2%) (31) may be explained by different presentation of this illness.

Cognitive impairments among schizophrenic elderly patients were significant (43.5%), a
longitudinal Study of Geriatric Chronically. Hospitalized Patients with schizophrenia showed
that Approximately 30% of the patients who had baseline scores in the less impaired range
manifested a cognitive impairment (32), moreover other study revealed that it remains
unclear whether dementia or cognitive change occurs at an increased rate later in the course
of schizophrenia versus controls, (33) so , cognitive impairments among schizophrenic
patients are common ,need more future exploration. Other rare presentation of cognitive
impairment especially, among alcohol dependence may worth mention because the change
epidemiology of substance in geriatric group, like the new trends in alcohol consumption
among old age in USA (34) in this study cognitive impairment among alcohol dependence
was (20.0%). while it is estimated, Between 50% and 80% of individuals with alcohol
dependence persons experience mild to severe neurocognitive impairment (35). Regarding
generalized anxiety disorder, in this study cognitive impairment was (33.3%). While, It is has
been found that 45% of elderly people with generalized anxiety disorder, experience some
degree of cognitive decline that may or may not meet criteria for dementia (36). Inconclusive
results(17.8%)(N=24) of the patients, those patient located in-between patients with normal
cognitive and those with cognitive impairment, according to alzhiemer society and
department of health(UK) (37) those patient need monitoring and further

neuropsychological tests.
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5. CONCLUSIONS

e This study revealed the hidden and serious problem among elderly patients at
psychiatric units in Baghdad city with the higher prevalence of cognitive impairment
among them.

e The cognitive functions in old people is influenced by mental illnesses, ageing , and
level of education this study finds association between cognitive impairment and the
aging, level of education, and mental illnesses, all were found to be risk indicators for
cognitive impairment in various levels, while nearly association between family
history of mental illnesses was observed.

e So, those older age person with mental illness and lower education is prone for
cognitive impairment.

e This is the first time, ACE-lIl have been applied in Baghdad city.

Ethical Approval:

All ethical issues were approved by the author. Data collection and patients enrollment were
in accordance with Declaration of Helsinki of World Medical Association , 2013 for the ethical
principles of researches involving human. Signed informed consent was obtained from each

participant and data were kept confidentially.

6. BIBLIOGRAPHY

1. Goldstein EB. Cognitive psychology: Connecting mind, research and everyday experience. Stamford,
CT: Cengage Learning; 2015..

2. Borson S. Cognition, aging, and disabilities: conceptual issues. Physical Medicine and Rehabilitation
Clinics. 2010 May 1,21(2):375-82..

3. Chen YC, Yeh SL, Tang PF. Age-related changes in audiovisual simultaneity perception and their
relationship with working memory. The Journals of Gerontology: Series B. 2021 Jul 1;76(6):1095-
103.

4. Dening T, Thomas A, editors. Oxford textbook of old age psychiatry. Oxford University Press, USA;
2013 Sep 26.

AJMS| 208



5. Klempere-Sipjagina A, Porozovs J, Abelkalns I. Mental Health and Quality of Life assessment of
Adults and Older People. For further information on LifeAge please visit: https://life-age. eu.:27.

6. Hategan A, Bourgeois JA, Hirsch CH, Giroux C, editors. Geriatric Psychiatry. Springer International
Publishing; 2018.

7. Sadock BJ, Sadock VA. Kaplan & Sadock's concise textbook of clinical psychiatry. Lippincott Williams
& Wilkins; 2008.

8. World Health Organization. The ICD-10 classification of mental and behavioural disorders: clinical
descriptions and diagnostic guidelines. World Health Organization; 1992.

9. Qassem T, Khater MS, Emara T, Tawfik HM, Rasheedy D, Mohammedin AS, Tolba MF, Aziz KA.
Translation and cross cultural adaptation of the Addenbrooke’s cognitive examination Il into
Egyptian Arabic. InRoyal College of Psychiatrists International Congress 2014.

10. Hameed Y, Al Taiar H, O'Leary D, Kaynge L. Can online distance learning improve access to
learning in conflict zones? The Oxford Psychiatry in Iraq (OxPIQ) experience. British Journal of
Medical Practitioners. 2018 Dec 1;11(2).

11. Noone P. Addenbrooke’s cognitive examination-Ill. Occupational Medicine. 2015 Jul 1,65(5):418-
20.

12. Diana Bruno SSV. Addenbrooke’s cognitive examination Il in the diagnosis of dementia. Dove
Medical Press journal:Neuropsychiatric Disease and Treatment. 2019 feb; 15: 441-447.

13. Balster GA, Bienenfeld D, Marvel Jr NT, Pollock G, Somoza E. Cognitive impairment among
geropsychiatric outpatients. Psychiatric Services. 1990 May;41(5):556-8.

14. Mackin RS, Aredn PA. Incidence and documentation of cognitive impairment among older adults
with severe mental illness in a community mental health setting. The American Journal of Geriatric
Psychiatry. 2009 Jan 1;17(1):75-82.

15. Alkhunizan M, Alkhenizan A, Basudan L. Prevalence of mild cognitive impairment and dementia in
Saudi Arabia: a community-based study. Dementia and geriatric cognitive disorders extra. 2018
Mar 20;8(1):98-103.

16. Alzahrani AS, Alhumaidi F, Altowairqgi A, Al-Malki W, AlFadhli I. Screening for cognitive impairment
in Arabic-speaking Hajj pilgrims. The Egyptian Journal of Neurology, Psychiatry and Neurosurgery.
2019 Dec;55:1-7.

17. Kumar DN, Sudhakar TP. Prevalence of cognitive impairment and depression among elderly
patients attending the medicine outpatient of a tertiary care hospital in South India. International

Journal of Research in Medical Sciences. 2013 Nov; ;1(4): 359-364.

AJMS| 209



18. Khedr E, Fawi G, Abbas MA, Mohammed TA, El-Fetoh NA, Al Attar G, Noaman M, Zaki AF.
Prevalence of mild cognitive impairment and dementia among the elderly population of Qena
Governorate, Upper Egypt: a community-based study. Journal of Alzheimer's Disease. 2015 Jan
1,45(1):117-26.

19. Subramaniam M, Chong SA, Vaingankar JA, Abdin E, Chua BY, Chua HC, Eng GK, Heng D, Hia SB,
Huang W, Jeyagurunathana A. Prevalence of dementia in people aged 60 years and above: results
from the WISE study. Journal of Alzheimer's Disease. 2015 Jan 1;45(4):1127-38.

20. Azad NA, Al Bugami M, Loy-English I. Gender differences in dementia risk factors. Gender
medicine. 2007 Jun 1;4(2):120-9.

21. Alley D, Suthers K, Crimmins E. Education and cognitive decline in older Americans: Results from
the AHEAD sample. Research on aging. 2007 Jan;29(1):73-94.

22. Elwan O, Madkour O, Elwan F, Mostafa M, Helmy AA, Abdel-Naseer M, Shafy SA, El Faiuomy N.
Brain aging in normal Egyptians: cognition, education, personality, genetic and immunological
study. Journal of the neurological sciences. 2003 Jul 15;211(1-2):15-22.

23. Darwish H, Farran N, Assaad S, Chaaya M. Cognitive reserve factors in a developing country:
Education and occupational attainment lower the risk of dementia in a sample of lebanese older
adults. Frontiers in aging neuroscience. 2018 Sep 18;10:277.

24. Rashid AK, Azizah AM, Rohana S. Cognitive impairment among the elderly Malays living in rural
Malaysia. Med J Malaysia. 2012 Apr 1,67(2):186-9.

25. McGrath JJ, Wray NR, Pedersen CB, Mortensen PB, Greve AN, Petersen L. The association between
family history of mental disorders and general cognitive ability. Translational psychiatry. 2014
Jul;4(7):e412-.

26. Rahman TT, El Gaafary MM. Montreal Cognitive Assessment Arabic version: reliability and validity
prevalence of mild cognitive impairment among elderly attending geriatric clubs in Cairo.
Geriatrics & gerontology international. 2009 Mar;9(1):54-61.

27. Zhou H, Deng J, Li J, Wang Y, Zhang M, He H. Study of the relationship between cigarette smoking,
alcohol drinking and cognitive impairment among elderly people in China. Age and ageing. 2003
Mar 1,32(2):205-10.

28. Wu F, Guo Y, Zheng Y, Ma W, Kowal P, Chatterji S, Wang L. Social-economic status and cognitive
performance among Chinese aged 50 years and older. PloS one. 2016 Nov 18;11(11):e0166986.

29. Timmons S, Manning E, Barrett A, Brady NM, Browne V, O’Shea E, Molloy DW, O'Regan NA,

Trawley S, Cahill S, O'Sullivan K. Dementia in older people admitted to hospital: a regional multi-

AJMS| 210



hospital observational study of prevalence, associations and case recognition. Age and ageing.
2015 Nov 1,44(6):993-9.

30. Parmelee PA, Katz IR, Lawton MP. Depression among institutionalized aged: assessment and
prevalence estimation. Journal of gerontology. 1989 Jan 1,;44(1):M22-9.

31. Tsai SY, Kuo CJ, Chung KH, Huang YL, Lee HC, Chen CC. Cognitive dysfunction and medical
morbidity in elderly outpatients with bipolar disorder. The American Journal of Geriatric Psychiatry.
2009 Dec 1;17(12):1004-11.

32. Harvey PD, Silverman JM, Mohs RC, Parrella M, White L, Powchik P, Davidson M, Davis KL.
Cognitive decline in late-life schizophrenia: a longitudinal study of geriatric chronically hospitalized
patients. Biological psychiatry. 1999 Jan 1,45(1):32-40.

33. Shah JN, Qureshi SU, Jawaid A, Schulz PE. Is there evidence for late cognitive decline in chronic
schizophrenia?. Psychiatric Quarterly. 2012 Jun;83:127-44.

34. Breslow RA, Castle ll, Chen CM, Graubard BIl. Trends in alcohol consumption among older
Americans: National Health Interview Surveys, 1997 to 2014. Alcoholism: clinical and experimental
research. 2017 May;41(5):976-86.

35. Bates ME, Bowden SC, Barry D. Neurocognitive impairment associated with alcohol use disorders:
implications for treatment. Experimental and clinical psychopharmacology. 2002 Aug;10(3):193.
36. Sable JA, Jeste DV. Anxiety disorders in older adults. Current Psychiatry Reports. 2001

Aug;3(4):302-7.
37. Ballard C, Burns A, Corbett A, Livingston G, Rasmussen J. Helping you to assess cognition: a

practical toolkit for clinicians. London: Alzheimer’s Society. 2013 Mar.

Citation:

Macky H.M, Jasim K.M, Hussein A.A Cognitive Impairment Among Elderly Patients Attending
Psychiatric Units in Baghdad City. AIMS 2024; 10 (2): 197-211

AJMS| 211



