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COMPREHENSIVE GERIATRIC
ASSESSMENT (CGA)

» o
e

Definition

A Multidimensional

A Interdisciplinary

A Diagnostic process

A Intended to determine a frail older person’s
medical, psychosocial, and functional
capabilities and problems.

Objective

A Plan for treatment
A Long-term follow-up




LEARNING OBJECTIVES - CGA

A What - CGA

AWho - Will do it? PHC MO with ASHA, CHO, MPW, Staff nurse.
A How - History, exam, forms
AWhy - To assess (frail) elder totally.

A Where - Periphery (village, sub-centre, PHC)
A Whom - Frail, 75 years or more




DIMENSIONS OF GERIATRIC
ASSESSMENT

A Physical health
A Functional status
A Psychological health, including cognitive and affective status

A Socio-environmental factors




Screening for
GeriatricGiant
s

Socioeconomic
status
assessment

Nutritional
Assessment

Comprehensive
Geriatric
Assessment

Comorbidity
assessment and
optimisation

Medication
optimisation

Functional
status
assessment



Comprehensive
Geriatric <
Assessment

Process

Field level <<

Sub Centre <
HWC level

PHC level <<

N

N/

N/

« ASHA

. I(Dart I)33 of the CBAC is ‘Yes’, and informs MPW
F/M

- MPW(F/M)
. Conducts section 1and 2 CGA-CPHC
« Section1and 2 CGA

« CHO
« Conducts session 3 and 4 of CGA-CPHC

. Medical Officer
« Conducts session 3
« Conducts section 5




CONMMUNITY BASED ASSESSMENT
CHECKLIST (CBAC)

Filled by ASHA

B3: Elderly Specific (60 years and above)

Y/N

Y/N

Do you feel unsteady while
standing or walking?

Do you need help from others to
perform everyday activities such
as eating, getting dressed,
grooming, bathing, walking, or
using the toilet?

Are you suffering from any
physical disability that
restricts your movement

Do you forget names of your near
ones or your own home address




WHO SHOULD GET PRIORITY FOR
CGA?

Elder with 1 or more “geriatric Giants” (Red flag signs)
A Age >75 years
A Needs help with Activities of Daily Living
A Lives alone
A History of falls

A History of delirium/confusion

A History of incontinence

A More than 2 admissions to acute care hospital/year

A Failure to thrive




BENEFITS OF CGA

A Decreases patient becoming home-bound

A Helps in management of “geriatric syndromes” such as cognitive
Impairment, urinary incontinence and falls

A Enhances health and functional outcomes
A Reduces readmissions to hospital

A Facilitates effective discharge planning




Components of Advanced Comprehensive
Geriatric Assessment Tool

Section 1: Basic details A. Registration details

B. Identification data of elderly person

Section 2: History taking A. Chief Complaint
B. Details of Complaint
C. Personal History
D. Past Medical History
E. Drug History
F. Consumption of addictive substance
G. Nutritional History
H. Family History
. Social & Spiritual History
J. Home safety Environment




OVERVIEW OF COMPONENTS OF CGA

Section 3: 10 Minute A. Screening for Geriatric Syndromes
comprehensive screening B. Screening for other age related problems
C. Functional Assessment

Section 4: Physical Examination A. General Examination
B. Systemic Examination

Section 5 : Syndromic specific  A. Screening for memory Loss & cognitive
toolkit for assessment of the impairment
problem identified in section 3  B. Screening for depression
C. Fall risk evaluation
D. Incontinence assessment & Management
guide

Section 6 : Comprehensive Geriatric Assessment report




Section |
A. Registration Details
1. Daie of Firsit Assessmenk:
2. Mame of Heallh snorker s seg Soe

3. Designaiion of Healih wor kerifssess.or:
4. Contact Mo

B. Identification data of elderdy person
i = o
6. Age (n Completed Years):
7. Zex 1. Male 2. Fermals 3. Othwers
82 Address’ Contact:
9. Mame'Relationship of Contact Person:
0. Marital Status:

i Mever karned 2 Currently Masried 3 Déeorced 4. Separated 5 ‘Widowsed
W Wi is Head ol the family?

i Bdyseif 2. Wil 3 Bon 4. Daughter in law 5 Oabers ..
12. Education:
i Miterate 2. lust 2 Primary 4 Middie 5. High & Senior 7. a.

incrate school 5™ =chool [B™  schood (0™ seoondary Graduste Postgradoste
fknoes b completed compicted] completed (12

read and ooimg eted

write but nil

educabon

13 Occupation:
1. Mot wer king; 2. Working (Specify)
14. Religion:

1. Hndu 2 Musim 3. Chrstian 4. Sikh 5 Ohers (Specfyl.___
15. What kind of locality is your house n?
1. Urban [Specify) 2. Rural [Specity) o
16. Type of Family: 1. Single 2. Nuclear 3. Joint 4. Elderly hormes
17 Total Family income per month? /Rs. -
a. Total number of familly members?
b. Per capila come permontho Rs

18. Are you MarriedUnmarriedWindowed/Seperated/Divorced?  (tick  whichever s
applicable)
19 Ase you living with your spouse’childrenrelatives/alone™ (ick whichever is applicabbe)




20 e you  fimancially completely independent'partially dependentfcompleteby
depend=nt?

2. What is wour perception abowut behawvior of family members with you? Positive’
MHegative

22 Do you get pension from anywhere? Yes/MNo, if yas,

a. Mame the sowurce:

b. Aamownt [fn nupees]:
232, Do you get monetarny assistance from amy other welfare scheme? Yaes/Mo, if yes

a. Mame the scheme/source:
b. Aamownt [fn nupees]:

24 Do wou hawe any health inmsurance? Yes/Mo, i wes, mame the sowrce: [if yes

25 Hawe ywou received any monetary assistance from any NE0s/Religious Organizaticn.
26. Do you know about amy health insurance scheme for elderly by Governmant? YesiMo
27. Do you Enow about amy hielpline number for elderly in your city? Yes/MNo

Section ll: History Taking

A. Chief Complaint

B. Details of complaints

Bl. Do you have ary eye complaints? Yeu! Mo
I Wes, hawe wou consuled amy dactor for this problem? Wiess Mo
Do you use spectacles? Yen! Mo
I Yes, rention the power of the lens. Right Eye: LeTi Eye:

Eye Symplonms Response Duration
Dirminished Vision [Mear’ Distant) Ve Mo

Wisual Burringd Double vision' DiEtortsd @isian (Straighl limnes, e oodre e Mo
crookedmagnified/dirsinished)

Pain in the aype Ve Mo

Iching Toreign body semnsalion in the eyel Bunming' STinging Sansation e Mo




Section |l: History Taking

A. Chief Complaint

B. Details of complaints

B1. Do you have any eye complaints?

If Yes, have you consulted any doctor for this problem?
Do you use spectacles?

If Yes, mention the power of the lens. Right Eye:
Eye Symptoms

Diminished Vision (Near/ Distant)

Visual blurring/ Double vision/ Distorted vision (straight lines become
crooked/magnified/diminished)

Pain in the eye

liching/ foreign body sensation in the eye/ Bumning/ Stinging sensation

Left Eye:
Response
Yes/ No
Yes/ No

Yes/ No

Yes/ No

Yes/ No
Yes/ No
Yes/ No

Duration




Discharge from eyes
Ay Other, specify:

B2 Do you hawve any complaints related o Ear-MNose-Throat?
If Yes, have wou consulted any doctor for this problem?

EMT Symptoms

Earache

Ear Discharge

Hearing Loss

Tinmdtus {rireging, neshing or hissing sownd in tee absanoe of any
external sound)

Cizziness! Wertigo
Hoarseness of voice (Sudden or Sradual)
Masal Dischange

Ay otfver, spacify:

B=. Do wou hawe anmy complaimnts related to oro-dental comndition?
Iif ¥es, hawve you consulted any doctor for this problem?
Oro-dental Symptoms

Bad Breath

Wisible pits or oles in the testhiloose teeth

Aggravation of pain with exposwre o heat, cold or sweet foods and
drindes

Red swaollen gums, tender and bleeding gums

Ulcer Sore in the mouth that does not healt’ Red or white patches
inside the maowth

Difficulty in opening the mowth

Pain while swwallowing
Ary other, specify

B4. Do you hawve amny cardiac of respiratony Symmploms?
if s, hawe you consulted any doctor for this problem?
Cardic-Respiratory Sympboms

Breathlessness

Cough Expectoratiom

Response
Yes! Mo
Yes! Mo
Yes! Mo
Yes! Mo

Yesi Mo

Response
Yes! Mo
Yes! Mo

el Mo

Yes! Mo
Yesi Mo

Yes! Mo

el Mo

Response
Yesd Mo
Yes! Mo

el Mo

el Mo

Do ation

el Mo

el Mo

Do ation

el Mo

el Mo

Dowuiraticomn




Presence of blooad im caugh YWes! Mo

Moise coming from chest (audible wheaze) YWes! Mo

Chest pain Yes Mo

Ay other, specify:

BS5. Do you hawve any Gastro-intestimal Symptoms es) Mo
i Yes=s, have you consulted any doctor for this problem? esd Mo
Gastro-lntestinal Symptoms Response Duration
Difficulty in sweallowing YWes! Mo

Heartburn e Mo

Indigestion Yes’ Mo

Constipationf Diamhoea’ Alteration of bowel pattern ez Mo

abdominal paim’ distension Yes! Mo

Bleedimg during or after defecation

Ay other, specify:

B&. Do you hawve any Genito-urinary complaints? es) Mo
i Y¥as, hawve you consulted any doctor for this problem? es! Mo
Genito-urimary Symptoms Response Duration
Pain in the lower part of the belly YWes! Mo

Fain or burming sensation while passing time YWes! Mo

Do wou hawe to repeatedly wisit washroom to pass urinae? Yes! Mo

Difficulty in initiating wrimation Yes Mo

Passing wurime while coughing or smeezing Yes Mo

Discharge from external genital region Yes! Mo

Sy other, specify:

B7. Do youw hawve any skin related problems? es) Mo
i Y¥as, hawve you consulted any doctor for this problem? es! Mo
Skin related Symptoms Response Duration
Itching Yes! Mo

Whiiteslight coloured patches Yes! Mo

Darkd colowred patches Yes! Mo

Ulceration' Soremnessl open wound Yes Mo




Skin enuptions filked with flwid Yes! Mo

Ay athier, specify:

EZ. Dou you hewe any complainis suggestive of neurclogical problem? Yes' Mo
If ¥as, hawe you consulled any doctor for this problem? Yesi Mo
Meuralogical Symptoms Responss Dwuraticmn
Increased difficulty in remembering Yes! Mo

Headache Yesd Mo

Loss of awareness regarding time, place and person Yesd Mo

Loss of balancefall=weakness s Mo

Invwolumtary movements of parts of body-tremors/ imability to control Yes! Mo

limbs

Fain/ altered sensation Yes! Mo

Ay athier, specify:

BS. Do you hawve any complaints related to muscles, bomes or joimts? Yesi Mo
if ¥es, hawve you comsulted any doctor for this problem? Yes! Mo
Musculo-skeletal symptoms Respons= Curation
Pain or stiffness in muscles, joints or back Yesd Mo
Ay sweellimg in joimts? Yes/ Mo
Cifficulty in carmyimg out nomal activities Yes! Mo
Crifficulty in walking up and dowmn stairs Yes/ Mo

Ay athier, specify:

Visual Analogue Scale

Cluepge a Mumber from O to 10 That Best Describes Your Pain

L] Distressing Linbeara e
Pain Fain P aiin

| l l l l l l l l l |

I 1 1 1 1 1 | | | 1 1

o 1 2 3 4 5 & T B S 10

ASK PATIENTS ABDUT THEIR PAIM
INTEMSITY - LOCCATION - OMSET - DIURATIOMN - VARIATHOM - CHLALITY

“Faces™ Pain Rating Scale

Ty — ——
[Co) @ Fote) B “@a Ao
(] 1 4 5

MO HURT HURTS HURTS HURTS HURTS HURTS
LITTLE EIT LITTLE MORE EVERM BMORE WHOLE LOT WORST

Tool Commeonly used to Rate Pain




NOTE: Ask Females Only
B10. Do you have any gynecological symptoms?

If Yes, have you consulted any doctor for this problem?
Gynecological Symptoms

Bleeding per vagina

Discharge per vagina

Swelling/mass felt at the genital region

Pain in the lower part of the belly

Any history of surgical removal of womb (hysterectomy)?

Have you ever been screened for:

A) Breast Cancer/ SBE/ Memmogram
B) Cervical Cancer/ VIAVILI/ Colposcopy/ PAP SMEAR

Any other, specify:

Yes/No

Yes/No
Response  Duration
Yes/ No
Yes/ No
Yes/ No

Yes/ No
Yes/ No
Yes/ No




C. Past medical History
Is on treatment for Duration Current Verification of | In case of treatment
of illness medication records completion or
& dosage stoppage, mention
since how long

Diabetes Mellitus Yes/ No

Hypertension Yes/ No

Thyroid Disease Yes/ No

Chronic Kidney Disease Yes/ No

Tuberculosis Yes/ No

Any other respiratory disease, Yes/ No

specify ...

Cardiac condition Yes/ No

Specify

Musculoskeletal condition Yes/ No

Specify. .

Neurological Condition Yes/ No

Specify

Psychiatric Disorder Yes/ No

Specify......

Dental disorder Yes/ No

Specify

Any other condition Yes/ No

SPECHY e

Has any vaccine taken during the past 5 years? Yes/ No. If Yes, please specify:

Vaccine Date received
Vaccine Date received .
Vaccine Date received A

History of recent hospitalization (previous one year): Yes/ No
If yes, specify the reasons below:




D. Drug History

QUESTION RESPONSE (tick appropriate answer
wherever applicable)
| Are you taking any medication? Yes/INO If Yes,
No. Of medicines taken daily:

2 Are you taking any medications without consulting  Yes/No If Yes, Nmae the condition for
the doctor? which medicine is being taken:

3 Are you suffering from any drug side effects? Yes/No  If Yes, please specify

4 Are you taking any medicines other than allopathy? AyurvedaHomeopathy/Unani/ Any other/
None

5  Doyou use a pill organizer? Yes/No




E. Consumption of additive substances

Standard
quantity

Additive Substances
(tick ‘Y’ for yes and ‘N’ for no)

Quantity | Ifstopped,
consumed specify
(in weeks or (Fill any one) | duration
months or since last
years) consumption

If yes, specify
duration

Tobacco

Audditneve Substances
(tick “¥" for yes and ‘N for no)

Smoking (Eg. Cigaratte,
beedi, cigar, hookah)

Aleabhal

W

Wi

Standard
quantity

If yes, specify
duration
(in weeks or
manths or

YEArs)

M. OfF
piecas)
packets

One small
peg= 20mil

Cruantity
consumed

{Fill any one)

Per dany._.
OR

Par waak_...
OoR

Per Month._.
OoR
Occasionally
Per day._..
OoR

Par waalk_...
OR

If stoppead,
specify
duraticmn
sinoe last
consumption

2 1‘.;{ Per Month._.
N2 @
- 3 OR

Smokeless & YN No. Of Per day...
chewable (Eq. gutka, packets  Qp
khainl, paan masala, zarda,
betel quid)

Per week...
OR

Per Month...
OR
Occasionally

snuff YN Per day...

OR
Per week...

OR
Per Month..
OR
Occaslonally

Crpiaids CAfeem” or ‘Daoda’

or Bmal')

Sleaspirng pills

Painkillers

Cannabis ({Ganja’/Bhang)

Any other, specify:

Wi

W

W

W

Mo, of pills

Mo, of @ills

Occasionalby

Per day_
OR

Per weak_._.
OR

Per Month...
OoR
Ococasionally
Per dany._.
oR

Par weak_._.
OR

Per Month...
OR
Ococasionally
Per dany._.
oR

Per weak_._.
OR

Per Month...
OoR
Oocasionally
Pear day...
OR

Per weak___.
OoR

Per Month...
OR
Occasionally




F. Mutritional History

Complete the screening by filling in the boxes with the appropriate numbers. Total the
numbers for the final screening score.

A Has food intake declined declined owver the past 3 months duwe to loss of appetite, digestive
problems, chewing or swallowing difficulties?

0 = severe decrease in food intake

1 = moderate decrease in food intake

Z = no decrease in food intake D
B Weight loss durimg the last 3 mionths

0 = weight loss greater tham 3 kg (6.6 ibs)

1 = does mot knoww

\\‘3’) “‘:}5 2 = weight loss between 1 and 3 kg (2.2 and 6.6 ibs)

NP TY) 4

- ZF = no weight loss |:|
C Mobility

0 = bed or chair bound

1 = able to get out of bed / chair but does not go owt

Z = goes out |:|
D Has suffered psychological stress or acute disease inm the past 3 month?

0=yes

2=no |:|
E Meurcpsychological problems

0 = severe dementia or depression

1 = mild dementia

Z = no psychological problems

L1 [

F1 Body Mass Inde=x (BMI) fweight in kg) S (height in m)*
0 = BMI less than 19
1 =B8MI 15 to less than 21
2 =BMI 21 to less tham 23
J = BMI 23 or greater |:|

IF BMI IS NOT AVAILABLE, REFLACE QUESTION F1 WITH QUESTIOM F2.
O NOT AMSWER QUESTION F2 IF QUESTION F1 15 ALFEADY COMPLETED.
F2 Calf circumference (CC) im cm
0 = CC less tham 31

3 = CiC 3 or greater |:|

Screening score (max. 14 points) I:”:l

12-14 points: I:I MMormal nutritional status :I
-1 points: I:I At risk of malnutrition :I
O-7 points: I:I M almouwrished :I




Nutrional Diversity

Frequency of
consumption{tick the

appropriate answer)

Cereals Wheat, wheat flour (atta/maida),
rice (brown/white), rice flakes
{chiwra), maize/corn, barley, oats,
suji, vermicelli (sevian), puffed rice,

etc
Millets Bajra, Ragi, Jowar
Pulses Bengal gram (channa dal). Bengal

gram flour (besan), green gram
{moong dal), black gram (urad dal),
arhar dal (tur dal) chickpea (white/
black/green chana), sprouted
pulses, legumes like rajma, lobia,
soyabean and its products, etc.

Vegetables and  Green leafy vegetables - spinach,

fruits mustard leaves (sarson), fenugreek
leaves, bathua, coriander leaves
etc; Other vegetables - carrots,
onion, brinjal, ladies finger,
cucumber, cauliflower, tomato,
capsicum, cabbage etc; **Starchy
roots and tubers - potatoes, sweet
potatoes, yam, colocasia and other
root vegetables; Fruits - Mango,
guava, papaya, orange, sweet lime,
watermelon, lemon, grapes, amia, etc

Milk Milk, curd, skimmed milk, cheese,
cottage cheese (paneer), etc

Animal products Meat, egg, fish, chicken, liver, etc.

Oils, Fats, Sugar Oils and Fats - Butter, ghee,

and Nuts vegetable cooking oils like
groundnut oil, mustard oil, coconut
oil, etc; Sugars - Sugar, jaggery.
honey; Nuts - peanuts, almonds,
cashew nuts, pistachios, walnuts, etc.

*These examples will change according to local crops and diets in dfferent arcas ** Starchy roots and tubers Ske potatoes, sweet
potatoes (shakarkandi), yam {jimikand), colocasia (arbi) and other root vegetables; as well as fruits lke banana ace rich in starch
which provide encrgy

Ask the following questions:
a. Number of meals taken per day.....Veg/Non Veg, Frequency of Non Veh..
b. Quantity of water/ Juice and other fluid consumed per day (in litres/in glasses)..
History of loss of weight (e.q. Loosening of clothes) Yes/No

d. If weight loss present, mention how much weight was lost in the past one month..

2. History of reduced appetite: Yeo/MNo (If yves, give reason)

i Crifficulty in chewing food: Yes/Mo (If yes, give reason)

. Difficulty in swallowing food: Yes/MNo (If yes, give reason)

h. Dwoesthe eldery person feed with some assistance: Yes/TNo

i. Consumptltion of additional sources of salt (e.g. Pickle, chutney, papad, ready o eat

food]: Yes /Mo (If Yes, specify: . S )

j-  Who prepares the food at home? (selffdauvghter/daughter in law/any other caregiver)

G. Family History

Hypertension Criabetes Heart Dis=as=

Ha. Family support

Married: es
Spouse wimg fes
Linwing with

Mo of Childremn

Howr often do wou see them?

Who assists you?

I= the assistance sufficient? fes
Mathve Language

Type of Howuse Independent
Stairs Presamt
Who would be able to help the senior

citizen of youwr family in case of illness
or Smergency s

Hb. Social and Spiritual assessment

Dementia Cancer
Mo
Mo
! [
Apartment
Absemt

Do yvou pray, worship or meditate at home or outside? Yes/MNo If wves, specify

Do yvou participate in famiby or community gatherings? Yes/MNo Ifyes, spacify B

Do you have any hobbies? Yes/Mo

l. Personal History

Cro yow exarcise daily® fas

i wes, minutes’ day?

What type?

Ifyes, specify S




2. History of reduced appetite: Yes/Mo (If yves, give reason)

[ ]

Dvifficulty in chewing food: Yes/Nao (If ves, give reason)
Dvifficulty in swallowing food: Yes/Na (If ves, give reason) 5I'|'|E|-|'".El "I'FEE HD

7 9

Does the elderdy person feed with some assistance: Yes/MNo

Consumpticn of additional sources of salt (e.g. Pickle, chutney, papad, ready 1o eat Duratinn
food): Yes/Mao (If Yes, specify: . i

j.  Who prepares the food at hame? (selffdauvghter/daughter in lawfany other caregiver)

Alcohol Yes No
G. Family History
Hypertension Diabetes Heart Disease Cementia Cancer DI.IFEI'[iEI'I
Ha. Family support Careqgiver fatigue Yes No
Married: res Mo
Spouse living fes Mo )
P J. Home safety Environment

Mo of Childremn

& Ask the senior citizen if he/she has trouble with lighting or with stairs inside or outside

How often do you see them?

Wihe assiste you? the house? Yes/No

I= the assistance sufficient? Tes Mo

Nstive Language Healthcare worker to assess the fnllnwing
Type of House Independent Apartment

Stairs Presemt Absemnt : : .
_ Assessment Observation (tick the appropriate answer)
Who would be able to help the senior

citizen of your family in case of illness

oremergena |s the bathroom slippery and wet? Yes/No/Not applicable
Hb. Social and Spiritual assessment
Do yvou pray, worship or meditate at home or outside? Yes/MNo  If ves, specify |5 ﬂ'EfE' al'l'_'||I |:||'D'|.I'15|ﬂ'|'l fﬂl d E'EFEQNE' -Et hﬂI'I'E? wnt EPNENE
Do yvou participate in family or community gatherings? Yes/Mo Wyes, specify
Do you have any hobbies? Yes/No If yes. specify ... ... I5 there any ramp at home for elderly using Yes/No/Not applicable

walking aids or wheelchairs?

l. Personal History

Do you exercise daily? Yes Ne Ara there any handrails in the staircase and Yes/Mo/Not applicable
If yves, minutes/ day? bathrooms?

What type?




Various Syndromes — (Geriatric society guidelines 2005)
A Fall
A Frailty
A Urinary Incontinence
A Anorexia and Malnutrition

A Dementia

A Delirium

A Depression SECTION 3:

iz[essul;e Ulc;ers 10 MINUTE

Sleep Do COMPREHENSIVE
SCREENING

A Immobility




SCREENING FOR
GERIATRIC
SYNDROMES

*Memory 3 Objects Yes No Clock Draw Test
named
DEPRESSION(if | Areyou often | Yes No
yes to the sad/depressed?
question proceed
to the Depression
Management
toolkit)
FALLS (if yes to | Fallen more Yes No
first question and | than twice in
not able to walk last 1 year
around chair/if Able to walk Yes No
unsteady proceed _
to fall risk around chair
?(Check 1f
assessment
toolkif) unsteady)
URINARY Lost urine / got | Yes No
INCONTINENCE | wet in past one
(if yes to any one | year/ week?
of the above
questions, proceed
to toolkit on
management of
Urinary
incontinence)
*MEMORY One object Two objects Three objects None
RECALL

MiniCog Score




Screen for other age related problems

Vision Ask:"Do you If, Yes, Test Right eye | Left eye | If visual
have difficulty Vision using - impairment
reading or doing | Snellen’s/Finger present , refer to
any of your Counting medical
daily activities officer/specialist
because of your for further
eyesight?"(even assessment
with wearing
glasses)
Hearing Right ear | Left ear | If hearing
; 1 1 t
6,1,9 test (Stand behind the Normally e
i present , refer to
patient and speak softly and :
- : Softly medical
then 1n normal voice - 6.1, 9 . g
1 check for hear: officer/specialist
and check for hearing ) for further
assessment
Have you noticed a change in | Yes No If YES, Increase= ----- kg
your weight over the past 6 or Decrease =----kg
months?
Constipation Yes No Refer to medical
: officer for
Insomnia Yes No

further

assessment




Mini-Cog™ Instructions for Administration & Scoring

ID: Date:

Step 1: Three Word Registration

Look directly at person and say, “Please listen carefully. | am going to say three words that | want you to repeat back
to me now and try to remember. The words are [select a list of words from the versions below]. Please say them for
me now.” If the person is unable to repeat the words after three attempts, move on to Step 2 (clock drawing).

The following and other word lists have been used in one or more clinical studies.”? For repeated administrations,
use of an alternative word list is recommended.

Version1 Version 2 Version 3 Version 4 Version 5 Version 6
Banana Leader Village River Captain Daughter
Sunrise Season Kitchen Nation Garden Heaven

Chair Table Baby Finger Picture Mountain

Step 2: Clock Drawing

Say: “Next, | want you to draw a clock for me. First, put in all of the numbers where they go.” When that is completed,
say: “Now, set the hands to 10 past 11.”

Use preprinted circle (see next page) for this exercise. Repeat instructions as needed as this is not a memory test.
Move to Step 3 if the clock is not complete within three minutes.



Step 3: Three Word Recall

Ask the person to recall the three words you stated in Step 1. Say: “What were the three words | asked you to
remember?” Record the word list version number and the person’s answers below.

Word List Version: Person’s Answers:
Scoring
Word Recall: — (0-3 points) 1 point for each word spontaneously recalled without cueing.

Normal clock = 2 points. A normal clock has all numbers placed in the correct
sequence and approximately correct position (e.g., 12, 3, 6 and 9 are in anchor
Clock Draw: — (0or2points) positions) with no missing or duplicate numbers. Hands are pointing to the 11
and 2 (11:10). Hand length is not scored.

Inability or refusal to draw a clock (abnormal) = 0 points.

Total score = Word Recall score + Clock Draw score.

A cut point of <3 on the Mini-Cog™ has been validated for dementia screening,
but many individuals with clinically meaningful cognitive impairment will score
higher. When greater sensitivity is desired, a cut point of <4 is recommended as
it may indicate a need for further evaluation of cognitive status.

Total Score: — (0-5points)

Mini-Cog™ © S. Borson. All rights reserved. Reprinted with permission of the author solely for clinical and educational purposes.
May not be modified or used for commercial, marketing, or research purposes without permission of the author (soob@uw.edu).
v. 01.19.16




GENERAL PRACTITIONER
ASSESSMENT OF COGNITION
(GPCOG)

A General Practitioner assessment of cognition (GPCOG)

A Developed in 2002 by Brodaty et al

A For screening for dementia by GPs m

A Takes around 4 minutes to administer

A Has two steps

@ @ [
]

| Patient interview

| Informant interview




GPCOG-1

Name and Address for subsequent recall test

1. "l'am going to give you a name and address, | want you o repeat it. Remember this name and address because | am
going to ask you to tell it to me again in a few minutes: Sunil Kishan Mhaske Near Daulatabad Fort Aurangabad.

(Please tick appropriate box v) Cot;ect Incorrect
X

Time Orientation

What is the date? (exact only)

Clock Drawings — Use blank page

Pleasemarkin all the numbers to indicate the hours of a clock
(correct spacing required)

Pleasemarkin handstoshow acertantimeex. 11.10am.




Information

Can you tell me something that happened in the news in the last
week.

Recall

Whatwasthe name and address | asked you to remember?

Sunil

Mhaske

Near Daulatabad Fort

Aurangabad

(To get a total score, add the numbers of items answered
comectly Total Correct (Score outof 9)

/9




GPCOG

Has total 9 points
A If patient scores 9 on 9 he is cognitively intact

A lf he scores 5 to 8 proceed to informant interviewstep 2

Alf score is 4 or less than cognitive decline is very likely (no need to do
step 2)




GPCOG-2

CARER INTERVIEW

Carer’'s Name

Carer’s relationship to patient i.e. carer is the patient's:

These 6 questions ask how the patient is compared to when s/he was well, say 5 -10 years ago:

(Please tick appropriate box v ) Yes No Don't N/A
Know

Does the patient have more trouble remembering things
that have happened recently than s/he used to?

Does he or she have more trouble recalling
conversations a few days later?

When speaking, does the patient have more difficulty
In finding the right words or tend to use the wrong words
more often?




SCORE 0-3 - COGNITIVE
IMPAIRMENT INDICATED

Is the patientless able to manage money and financial
affairs? (e.g. paying bills, budgeting)

Is the patient less able to manage his or her
medication independently?

Does the patient need more assistance with

transport? (either private or public)

If the patient has difficulties due only to physical problems
e.g. bad leg, tick 'no’

Scores

To get a total score, only add the number of items answered 'no’, don't know or Not Applicable




Consent: | have been informed about and giving my permission for the following assessment
Patient’s Signature................

4 ITEM GERIATRIC DEPRESSION SCORE (GDS-4) Score:
1 Are you basically satisfied with your life? Yes/NO(1)
2 Do you feel your life is empty? Yes(1)/NO
3 Are you afraid that something bad going to happen you? Yes(1)/NO
4 Do you feel happy most of the time Yes/NO(1)




INTERPRETATION

A GDS 4: Depressed
A 2-4 Depression

A1 - Uncertain (Have to do GDS 15)

A O - Not Depressed




GDS -15

Instructions: Circle the answer that best describes how you felt
over the past week.
1. Are you basically satisfied with your life? yes no
2. Have you dropped many of your activities and yes no
interesis?
3. Do you feel that your life is empty? yes no
4. Do you often get bored? yes no
5. Are you in good spirits most of the time? yes no
6. Are you afraid that something bad is going to yes no
happen to you? Score >=5
7. Do you feel happy most of the time? yes no

8. Do you often feel helpless? yes no D E P R ESS E D
9. Do you prefer to stay at home, rather than going yes no

out and doing things?

10. Do you feel that you have more problems with yes no
memory than most?
11. Do you think it is wonderful to be alive now? Ves no
12. Do you feel worthless the way you are 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
" yes no
YOU are?
Total Score
Scoring Score one point for each bolded answer. A score of 5 or more
Instructions: suggests depression.
Total Score:

If positive, follow the depression management flowchart.

Source: Yesavage JA, Brink TL, Rose TL, Lum O, Huang V, Adey MB, Leirer VO.
Development and validation of a geriatric depression screening scale: A preliminary report.
Journal of Psychiatric Research 17: 37-49, 1983.




FALL RISK ASSESSMENT

Part -1
History of Your Falls

(Description of the fall)
We need to hear the details of your falls so we can understand what is causing

them. Answer the following questions about your last fall.

. When was the fall?................. Date and Time of the day.......veveveiee

l. What were you doing before you fell?




V. How did you feel going down?




X. Do you think you passed out?




3 1Q: INCONTINENCE QUESTIONNAIRE)

Single question
A Do you have urinary leak problems since last 3 months?
A If answer is no then end questionnaire
A If answer is yes then 3 questions to be asked:
1. Frequent trips to bathroom?
2. Leaking urine on way to bathroom?
3. Leaking during coughing laughing ?

If yes then ask, then detail questionnaire to be asked




(Score 1 point for each yes answer)
1. Bath by self

2. Dress by self

3. Toilet by self

Yes No

Yes No

Yes No

Yes



