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How to describe health status for the
elderly living in the community ?
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Validity

Sensitivity and specificity

Reliability

Responsiveness to change

Format, language and cultural issues
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 Geriatric Depression Scale 15 (GDS15)

» Abbreviated Mental Test Score (AMTYS)

e Mini-Mental State Examination (MMSE)

 Barthel/ Katz (Activity of Daily Living)

« LAWTON (Instrumental Activity of Daily
Living)
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Cardiologist
Neurologist
Psychiatrist
Clinical Psychologist
Ophthalmologist
Orthopedist
Physiatrist

ENT Specialist
Gynecologist
Urologist
Rheumatologist

Endocrinologist
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Geriatric Depression Scale: Short Form

Choose the best answer for how you have felt over the past wesk:

1. Are you basacally satisfied with yvour lifer YES 7 NO

2. Have yvou dropped many of your activities and interests! ¥YES J/ NO

3. Do you feel that yvour life 1s empty? YES 7 INO

4. Do you often get bored? YES /S NO

5. Are you in good spints most of the ttimer YES ¥ NO

6. Are you afrand that something bad 15 going to happen to you? YES 7 MO

7. Do you feel happy most of the time? YES / NO

8. Do you often feel helpless? YES f NO

0. Do you prefer to stay at home, rather than going out and doing new things? YES / N
10. Do you feel you have more problems with memory than most? YES ¢ INO
11. Do you think it is wonderful to be alive now? YES / N

12, Do yvou feel pretty worthless the way yvou are now? YES 7 NO

1ZE. Do yvou feel full of energy? YES / NOD

14. Do you feel that vour situation is hopeless? YES J/ N

15. Do you think that most people are better off than you are? YES / N0

Answers In bold indicate depression. Score 1 point for each bolded answer.
A score > b points is sugdestive of depression.

A score z 10 points 15 almost abways indicative of depression.
A score > b points should warrant a follow-up comprehensive assessment.
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Table I Abbreviated mental test. Each correct answer scores
one point AMT test

1. Age
2. Time (to nearest hour)
3. Address for recall at end of test: 42 West Street. (Ask

patient to repeat the address to ensure 1t has been heard
correctly)

. Year
Name of hospital

Recognition of two persons (e.g. doctor, nurse)
Date of birth

. Year of start of first world war
Name of monarch
. Count backwards from 20 to 1
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|
Mini-M=ntzl State E=xam

Wirtbs In the poimbs Tor eacn comect responss. A ozl of 30 points 15 posEInDis.

Soora Podniis
Crrientation

1. What s Th=: Faars
SemsonT
Cater
Cay?
oo T

2. WWhsare ars we 7 StaeT
Courtry
Toen or CREy T
Hospital ™
Floar=

ek oo & s s s s s s

Fagistratlon
3. Mame three oijscts, 30mng 1 sscond 1o 558y e3ch. Then 25k the pallant to repeast all
three names afber youw have sald them. [(Slve ons point Tor each conmeck answer. |
FRepeat the answers wuntl ihe patient learms all thres. =

Sttention and calcwlatiocm
& S=rial sevens. Hawve the pati=ni count backward from 100 by 75, (Shop afber fivs
SNswsrs:. =3, 65, 79, 72, E5. Ehvwe ane polnd for each comecT anseer_) Albsrmatrsely,

havs= the patblent spell WORLD backwards. =
FRacall

5. Ask Tor the namses of The thres cblects kEamed In guesian 3. (Shwe one point Tor each

cormect Snswer. | =
Languaga
&_ Palnt o a pencll @and a wabkch. Hawve thie patient name them 3= youw point =
7. Hawe the patk=Ent repsat "SNo Bs, amnids or Buts.” 1
&_. Hawe the patient folloew & three-siage command: “Takse a paper In your hand. Fold bhe

paper in hall. Put the paper on the fhoor.” =
9. Hawe thie patk=nt read and cihey tThe following: “CTLOEE Yo UR EYES." (W= thie

words i largs letders.) 1

10. Hawe the patk=Ent write a s==smbenoce of his or Er chaoloce. (The ssntenoe shaoukd comtaln
@ subj=ct and an citjecl, and It should make senss. Igmore speling ermors when

ECoring. 1
11. Hawe the patient copy the following deslgn. (Slve aone palnt If & sldes and angles @ns
preseryed and I the Imersecing slogss Tonm & guadrangie. ) 1

Torad
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Tools to assess
nutritional status

Diet questionnaire
Anthropometrics
Global assessment
Lifestyle

Medications

mobility

Subjective assessmel
Self perception of health

nutrition

NESTLE NUTRITION SERVICES

Last name:

MNA®

First name:

Mini Nutritional Assessment

Sex: Date:

Age:

Weight, kg:

Height, cm:

1.D. Number:

Complete the screen by filling in the boxes with the appropriate numbers.
Add the numbers for the screen. If score is 11 or less, continue with the assessment to gain a Malnutrition Indicator Score.

J  How many full meals does the patient eat daily?
0 = 1meal
A Hasfood intake declined over the past 3 months 1 = 2meals
due to loss of appetite, digestive problems, 2 = 3meals D
chewing or swallowing difficulties?
0 = severe loss of appetite K Selected consumption markers for protein intake
1 = moderate loss of appetite * Atleastone serving of dairy products
2 = nolossof appetite I:l (milk, cheese, yogurt) per day? yes 0 no O
* Two or more serving of legumes
B Weightloss during last months oreggs per week? yes 0 no O
0 = weightloss greaterthan 3kg (6.6 Ibs) * Meat, fish or poultry every day yes [0 no O
1 = does notknow 00= if0orlyes
2 = weightlossbetween 1and 3kg (2.2 and 6.6 Ibs) 05= if2yes
3 = noweightloss I:l 1.0= if3yes I:l .
C Mobility L Consumestwo or more servings
0 = bedorchairbound of fruits or vegetables per day?
1 = ableto getoutofbed/chair but does not go out =no 1 =yes I:l
2 = goesout D
M How much fluid (water, juice, coffee, tea, milk...)
D Has suffered psychological stress or acute is consumed per day?
disease inthe past3 months 0.0= lessthan3cups
0 —yes 2= =T o} D 05= 3to5cups
1.0= morethan5 cups D .
E Neuropsychological problems
= severe dementia or depression N Mode of feeding
1 = mild dementia 0 = unableto eat without assistance
2 = nopsychological problems I:l 1 = self-fed with some difficulty
2 = self-fed withoutany problem D
F  BodyMass Index (BMI) (weight in kg) / (height in m)2
0 = BMllessthan19 0 Selfview of nutritional status
1 = BMI19to lessthan 21 0 = view selfas being malnourished
2 = BMI21tolessthan23 1 = isuncertain of nutritional state
3 = BMI23or greater I:l 2 = views self as having no nutritional problem I:l

Screening score (subtotal max. 14 points)

12 points or greater

11 points or below

Normal — not at risk—
no need to complete assessment

Possible malnutrition — continue assessment

In comparison with other people of the same age,
how do they consider their health status?

0.0= notasgood
05=doesnotknow
1.0= asgood
2.0=better

O

Mid-arm circumference (MAC)in cm

0.0= MAC lessthan 21
05= MAC 21t022
1.0=MAC 22 or greater

G Livesindependently (notin a nursing home or hospital) I:] R Calf circumference (CC)in cm
= no = yes 0 = CClessthan31 1 = CC 31orgreater O
H Takes more than 3 prescription drugs per day
0 =yes 1 =no O Assessment (max. 16 points) O O.
| Pressure sores or skin ulcers Screening score 0o
0 = vyes 1 =no D I:l

Guigoz Y, Vellas B and Garry PJ. 1994. Mini Nutritional Assessment: A practical assessment tool for

grading the nutritional state of elderly patients. Facts and Research in Gerontology. Supplement

Rubenstein LZ, Harker J, Guigoz Y and Vellas B. Comprehensive Geriatric Assessment (CGA) and
the MNA: An Overview of CGA, Nutritional Assessment, and Development of a Shortened Version

of the MNA. In: “Mini Nutritional Assessment (MNA): Research and Practice in the Elderly”. Vellas

B, Garry PJ and Guigoz Y , editors. Nestlé Nutrition Workshop Series. Clinical & Performance Pro-

gramme, vol. 1. Karger, Bale, in press.

Less than 17 points

® Société des Produits Nestlé S.A., Vevey, Switzerland, Trademark Owners

Total Assessment (max. 30 points)

17t0 23.5 points

Malnutrition Indicator Score

at risk of malnutrition

malnourished

O

OO

08.98 USA
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Classification of Activities

e ADL (Activities of Daily
Living): Activities or tasks
that a person does every
day to maintain personal
care.

 IADL (Instrumental
ADL): Complex activities
or tasks that a person
does to maintain
independence in the
home & community.




ADL

e Bathing, showering
* Bowel & bladder management
e Dressing
 Eating
* Feeding
e Functional mobility
e Personal device care
» Sexual activity
* Sleep/rest
* Toilet hygiene



JADL

e Care of others

e Care of pets

e Communication device use

e Community mobility

e Financial management

e Health management & maintenance

* Home establishment & management

e Meal preparation & clean-up

o Safety procedures & emergency responses
* Shopping



ADL Assessment Tool

Barthel Index: The Barthel Index looks at ten
functions: feeding ,bathing, grooming, bowel
control, bladder control, toilet transfers,
transfer between chair & bed, mobility & stair
climbing. Total score can range from 0 to 100
(total independence) in increments of
5.Functions are weighted according to
importance to independence.A score of 60
seems to be the transition point from
dependency to assisted independence.



Barthel Index of Activities of Daily Living

Insrructions . Choose the sconng pont for the statement that mosi clossly comesponds to the patient’s cummant
lewad of abilty for esch of the following 10 items. Record actual, not potential, functioning. Information can be
obtamed from the patent's seif-regort. from a separate party who s familiar with the patent's abifies (such as 3
relatwe]. or from ocbservation. Refer io the Guidelines sechon on the following pape for detaifed informaticn on

scoring and interpretation

The Barthel Index

Eows's

0 = incontimant {or neads io e gven enermata)
1 = cccasiona! accidant (oncehweaak )

2 = contiment

Fatient's Score:

Eladder

0 = incontiment, or catheterized and unable to manage
1 = cccasiconal accident {max_ cnce per 24 howrs)

2 = contment (for ocwver 7 days)

Faitieni's Score:

Srocrming

0 = ne=ds help with perscnal care

1 = independent face'/harfteeth/shaving (implermemnts
prowided)

Fatieni's Score:

Tio=t uss

depsmndemnt

nesds some help, bul can do something alone
independent {ocn and off, dressing, wizing]
Fatient's Score:.

[d =203
1]

Fe=ding

0 = unzakle

1 = neseds help cutting., spreading bulier, et
2 = independent (food prowvided within reach]

Faiioni's Score!

Transfer

unabds — mo sitting balance

miajor help (one or o people, physical), can sit
miincr help (vwerbal or physical)

indepe=ndent

Fatient's Score

x
i

b (=] o JR T

0 = immokile

1 = wheselchair mdependeant, including comers. sic.
2 = walks with help of cne person (vaerbkal or physical)
2 = indep=ndent (but may use any aid. 2_g., stick]
Fafient's Score:

-

Dressimg

0 = depandent
neads help, but can do about half unaided
independent (including buticns, zips. laces, o)

Fafienf's Scors

-

rd

Siawrs

0 = unakbd=

1 neads help (verbal, physical, camying aid)]
indep=ndent up and down

Faficni's Scare:

-
a

B athing
0 = dependemnt
ind=p=ndent (or in shower]

Faficnf's Scora-

Tomal! Score:




IADL Assessment Tool
IADL Scale:The IADL Scale measures
independence in performing IADL. It
evaluates the ability of patients to
independently perform eight tasks,
including using the telephone, house-
keeping ,& taking medication.The |IADL
Scale is a self- or therapist-administered
tool. The total score ranges from 0 to 8.
Higher scores denote greater
independence with |ADL.



The Lawton Instrumental Activities of Daily Living Scale

Ability to Use Telephone
1. Operaies telephone on own Infdabhve; looks up Laundry
and dialsmumbers. . 1 1. D= personad laundry completedy . 1
% Dials a few well-nowm mambers .. 1 2. Loumders smadl 1fems, rinses socks, stockings, ebo. .. 1
3. Answers telephone, but does not dial ..o oo 1 3. Al bundry must be done by others .. i)
4. Drezs meot use telephome af all.. . (]
Mods of Transportation
Shopping 1. Trawels independently on public transporiation
1. Takes care of all shopping needs iIndependently ...... 1 OF e D CA. e 1
2. Shops Independently for small purchases ... ... 0 2. Arranges own trovel via o, butt does not
3. Needs to be accompanded on any shopping trip ... o otherwise wse public tansportaton ... ... 1
4. Completeby unable toshop. o 3. Trawvels on public transportation when assisted
ar accompanled by anctber ... 1
4. Travel limited bo o or sutomobidle with
Food Preparation assistance of another... ... o
1. Plans. prepares. and serves adequate 5. Doees meok braoved ot . (]
meals Independenthy . 1
2. Prepares adequoate meals If supplied . ] -
with tngrediente o Responsibility for (hwn Medications
3. Heak= and serves prepared mezls or prepares meals 1. Is responsible for taking medication In correct
but does not mammtain adequate diet ..o oo . i dosages at correctme ... 1
4. Needs to have meals prepared and served ... ... o 2. Takes responsibility If medication 15 preparned
In =dvance In separate dosages. . .. i
3. Is mol capable of dispensing own medication. ... .. i
Housekeeping
" rhaa-.;-m:srk:l .............. l'_mh femmenn s ] Ability to Handle Finances
2. Performs light dadby tasks such as dishwashing, 1. Manages financial matters independently (budgets,
bed mEkEng. ..o 1 writes chechks, pays rent and Bills, goes bo bank]);
3. Performs light dadby tasks, buf cannot motntaimn collects and keeps brack of Income.. ... 1
acceptable bevel of cleanliness .. ... ... 1 2. Manages day-to-day purchases, but nesds help
4. Meeds help with 21l home matntenance tasks. .. 1 with bonking, major purchases, efc ... 1
5. Des not parficipate in any hoosekeeping tasks..... . i 3. Imcapable of Fandling momeg ... — e i

Scoring: For each category, circle the temn description that most closely resembles the chent’s
highest functional level (either O or 1).




Clock Drawing Test—2:45

T
(11' 3
Mild VT 4
Cognitive i
Impairment
Moderate
Cognitive
Impairment Severe
Cognitive

Impairment
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