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Forward

“Many hands make light work.”

Many people assisted in creating this e-book:
Cynthia Kerman, OTR

Dorleta Lodholz, ST

Katherine Meirink*, PT

Judi O’Hearn, PT

Jackie Shafer, OTR

Linsey Smith, OTR

Sarah Tanner, PT

*Compiled and edited

We dedicate this e-book to the over 80 therapists that make up the BJC Home Care
Rehab Department. Use these Evidence Based Practice Tools to help you assess and re-
assess your patients, to guide your patient care, and improve the quality of their lives.
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Fatigue Analog Scale

TEST NAME Fatigue Analog Scale

CATEGORY Chronic or Cancer Related Fatigue

EQUIPMENT NEED None

TIME TO 3-5 minutes

ADMINISTER

TEST INSTRUCTIONS | Ask patient/client to complete three Visual Analog Scales
(VAS)

HOW TO SCORE See scale

TOOL

SCORE VALUES/ 0-10 scale with 0 signifying no fatigue and 10 signifying severe

FUNCTIONAL fatigue

IMPLICATIONS

MDC/MCID (clinical
significance)

MCID: 1.13-1.26

VALIDITY/RELIABILITY

Yes

PATIENT COPY

Electronic File

RESOURCE

STAR Program; Oncology Rehab Partners
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Fatigue Visual Analog Scale (VAS)

FATIGUE SEVERITY (CIRCLE ONLY ONE NUMBER PER QUESTION)

A. Rate how severe your fatigue is right how:
0 1 2 3 4 5 6 7 8 9 10

(no fatigue) (unbearable)

B. Rate how severe your fatigue is on your worst day:
0 1 2 3 4 5 6 7 8 9 10

(no fatigue) (unbearable)

C. Rate how severe your fatigue is on average:

0 1 2 3 4 5 6 7 8 9 10

(no fatigue) (unbearable)
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6 Minute Walk Test (6MWT)

TEST NAME 6 minute walk test (6MWT)

CATEGORY Aerobic capacity/gait

EQUIPMENT NEED Stopwatch, measuring wheel (Pt’s assistive device if needed)
TIME TO 6 minutes

ADMINISTER

TEST INSTRUCTIONS

Instruct the patient: “cover as much ground as possible over 6
minutes. Walk continuously if possible, but do not be
concerned if you need to slow down and rest. The goal is to
feel at the end of the test that more ground could not have
been covered in the 6 minutes.”

HOW TO SCORE Distance in meters or feet
TOOL
SCORE VALUES/ Normative values: Community dwelling elderly
FUNCTIONAL Age: Male: Female:
IMPLICATIONS 60-60 years 572 meters (1867 feet) 538 meters (1765
feet)
70-79 years 527 meters (1729 feet) 471 meters (1545
feet)
80-89 years 417 meters (1368 feet) 392 meters (1286
feet)

Chronic heart failure:
310-427 meters (1017 to 1400 feet) depending on severity of
heart disease

COPD

380 meters (1246 feet) range 160-600 meters, distance of less
than 200 meters (656 ft) is predictive of mortality or
hospitalization.

*meaningful change for geriatrics is 20-50 meters (65-164
feet)

MDC/MCID (clinical
significance)

MDC
Alzheimers 33.47 meters (109 feet)
COPD 54 meters(177 feet)
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Geriatrics 58.21 meters (190 feet)
Osteroarthritis 61.34 meters(201 feet)
Parkinsons 82 meters (269 feet)

SCI 45.8 meters (150 feet)

Stroke 37.37 meters (112.76 feet)

MCID
COPD 54 meters
Geriatrics and stroke 50 meters

VALIDITY/RELIABILITY

*Concurrent validity with chair stands (r=0.67), standing
balance (r-0.52), and gait speed (r=0.73)

*Correlation with 2 min. walk test in acute stroke (r-0.997)
*Concurrent validity with TUG (r-0.89) 10 m comfortable gait
speed (r=0.84), 10 m fast gait speed (r=0.94) in chronic stroke.

*excellent retest reliability for stroke (ICC=0.97, 0.99)
*excellent inter-rater and intra-rater reliability for stroke
(ICC=0.74-0.78)

*excellent retest reliability for TBI (ICC=0.94-0.96)
*excellent retest reliability for geriatrics (ICC=0.95)

PATIENT COPY

n/a

RESOURCE

Rehab Measures; BJH Evidence Based Practice Assessment
Appraisal
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Berg Balance Measure

TEST NAME

BERG BALANCE MEASURE

CATEGORY

BALANCE

EQUIPMENT NEED

STOP WATCH, , CHAIR/ BED, STEP FOR TOE TAPS AND SMALL
OBIJECT FOR PT TO PICK UP

TIMETO 15 TO 20 MINUTES

ADMINISTER

TEST INSTRUCTIONS | SEE ATTACHED

HOW TO SCORE 0 TO 4 POINTS EACH ITEM: MAXIMUM OF 56 POINTS
TOOL

SCORE VALUES/ 41 -56: LOW FALL RISK/ NO GT DEVICE

FUNCTIONAL 21-40: MEDIUM FALL RISK/ GT DEVICE

IMPLICATIONS 0-20: HIGH FALL RISK/ WALKER OR W/C

MDC/MCID (clinical
significance)

MDC: CHANGE OF 4 POINTS IS NEEDED TO BE 95%
CONFIDENT TRUE CHANGE IF 45-56 INITIALLY. 5 POINTS IF
SCORING 35-44 AND 7 POINTS IF SCORE 25-34 AND 5 POINTS
IF INITIAL SCORE: 0-24.

MCID: NOT ESTABLISHED

VALIDITY/RELIABILITY

95 TO 98%

PATIENT COPY

NO

RESOURCE

HOMEHEALTH SECTION TOOLBOX
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Berg Balance Scale

SITTIMG 70 STARDIMG

INETRLC TIORS: Please stand up. Try not wouse your hand for suosare.
[ L] able 1o stand without using kands 2nd smbilze ndependancly
13 ablbe 1o stand independenty aving Fands

[ able to stand waing harch after several ries

[ reeds minimal aid to s@nd or smbilze

[ e reedy mndirase ar maerrl g g viand

STARD NG UNMEIPPORTED

INETRLEC TIONS: Please stand for cea minuces without holding on
(& abile tm stand waloky foe 3 minge

3 ahle to skand T mirwres with suaeredsioe

{ 2  abletosand 10 seconds unsuppored

[ reeds several cries co srd B0 seconds unsupporoed
[ vraahe o akand 30 sefpeeh ansappeeinl

If a subjectis anke wo stand 2 mirtes ursupported, score ful poin for storg unsupporoed. Proceed to mem 4,

SITTIMG W TH BACK LIMNSLPRORTED BLT *EFT SLPPORTED OM FLODR QR O & 57001
INETRLC TIOMS: Please sitwich arms folded far 2 miruzes.

{ %  abletosicsafely and securely for I minuces

3 able 1@ it T minuter under supervisioe

[ ahble o able ro sie 30 secords

[ uble o sic 10 secands

{ 30 uraske o sit wihoursupgare 10 secands

STARMDNG TO STTING

INETRLEC TICMS: Please sit dawn.

[ wis axlely wih rcineal wse of Fands

[ ] cortraiy chacent by inirg hareh

[ Laes baick af legs against chair to contral desoere
[ wgs indirpenchely Sut bon wrcoeérallind desce
¢ a reedy assist b it

TRAMEFERS

IRETRLICTIONS: Arrange chair(s] far pival tramsfer, Sk wsbpect 4o randfer ane way baward 2 wead with anmemds and ane way

govward & sk wihood armeeats, Tow ey use bea chaics fone witk amnd ane eathout aenresis] ar a bed andd 2 char,
[ able wo crarsfer mfely with minar use of kands

[ able o crarsfer mfely definive meed of hands

[ able to trarsfer with veckal cuing andior superenion

[ reedy ani porace {0 aaag

(] reveds wo peadle 10 25850 OF SUpervise T oe safe

STAMDING LUNSIFPORTEDOWITH EYESR CLOSED

INETRLUC TIORS: Please dose your epes and stand soll fer 19 seconds.
[ able o stand 10 seconds safely

i FE able to sbind 1D weoech with wperviian

DI able to sbind 3 wpoonch

[ uranle ta keep eyes chased 3 secands bt stays sadely
(] reeds belp o keep from faling

STARD NG UNMEIPPORTED WITH FEET TOGETHER

INETRLUC TIORS: Pace your fee together and stard wichout holding an.

[ able 1o phice tees topether independently arc stamd | micggg aafely

v3  ableto phice feet together independynty and stamd | mircie with wupersiian
b2 able 1o place feez together independendy bur unable to hold Tor 30 seconds
1R rewds belp to acmin oesicon bue able ta s2nd 15 secands feer tagether

{
i
i
¢ a rawdy Felp to attain peiton arsl orable g bokl for 15 weonh
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Berg Balance Scale continued...

REACH G FORWMARD WITH OLTETRETCHED ARM WHILE STAMDIMG

INSTRIUCT OM5: Liftarm wo 9 degrees. Screwch oot your fingers 2nd reach foreard 2s far as you can Examiner pleces 2 ruler 2z
the erd ol fingersipy when arm i 23 50 chegroes, Fepees sheodd mt taods the nder while reachieg foreand, Th recarded messore
the cndarcn loreard that the Tngers reack while the uipect ooe the mask Teeward lan pasition When peasible, ask wbec fo oo
opch rms when reaching toavaid romzion af the crunk)

can reach forsard corfidendy 25 cm (10 inches)

san rieach loeeard 17 om [3 ieches]

can reach forsard 3 cm {2 indves)

reaches forward buc needs supervision

lawes bakiner while tryingfrequires exeornal wppart

| o= kF

£
]
L
£
]

PIC LIP ©E|ECT FROM THE FLOOR FROM A STAMNDING PO TION
IMETRIJCT OM5: Pick up the shoe!slipper, whidh s in froes of your feer
[ id ably b pick up slipper valily and gaady

[ 313 abde ks pick ua slipger St reedh. supeesivioe

[ a2 uniable ta pick us bue reaches 2.5 e | <2 irches) from skpper and keeos balance independerdy

[l umabli b pick o ardd resedh supieevisian whike trping

[ in umabliy ta dryfnes aaaisd to beep fram Iesirg balaren o llieg

TURMING TO OG0 BESIND OVER LEFT ARD RIZHT SHOLLDERS WHILE STAMCHMNG

IMETRLUICT O35 Turn g loak direcily sefind pou aver taward the lelt shoulder, Roamit o the righs, (Samines may pick an aggect
1 leak at directly Bekind she whject o ercourage 5 bobier owint turr.)

[ a4 lochks ebind fram bath sides and weight skifts well

3 lochs behind ane side orly echer side shows less weighr shift

2 Aurrry idirecin aoly Bart rrainkaim alascn
I
0

nEEds supervision wher wiring
nepds assist to beep from lesing oalarce or faling

,_,__,_
i it

TURM 3180 DEGREES

IMETRUCT OMS: Turn complecely around in 2 full circle. Pase. Then wwrn  full cirde in che ether directon
[ 14 able co wrn 180 degrees safely in 4 seconds or less

[ 13 ablyte sarn 380 dugrups asfely cre side anky d secards ar les

I3 ablyta sarn 380 dugrues aafely but slawly

[ 1l needs dose suservisior ar versal cuing

[ in nepch pvintarce whie curning

PLACE ALTERMATE FOCT O STEP OR STOOL WHILE STAMDIMNG LNSUPPCRTED

INETRIJCT OM5: Place cach faot alerrarely an che stepdseacl. Cercinue unol each foor has touzhed the stepdseand faur times.
[ 4 abde ks viardd mebeperdenthy and sately ard comialetn B ateas in 20 secands

[ 13 abde bz viared mehperdently aml comrplete S steps e > 30 secnreh

[ 12 able to complece + seeps without aid with supervision

[l akly b comglets = 3 stopa neech minirral aang

[ in npnch avaistaren ta keng freoen Dllimgiuralde oty

ETAMDIMG UMSLEPORTED OME FICOT 1M FROMT

IMSTRLICT QM5 [(DEMONETRATE TO SLE|ECT) Flace see fass direcily w font of the atfer § oo Ted shat pon cammat phice
your foat direckhy in frank, Sy b adep far encegh akead that the Beel of your Toceard fass i abesd of the does af the ciher foat [To
scare 3 points, che lergth aff the siea should exceed the length of the acher foor and the widdh af the stance should aspresdmaze the
subjecr's normal srride wideh )

[ 4 abde ks place feat ndem indeaemderdly and Fakd 30 secands

[ 13 akly ta plaze et ahead rechperdently and held 30 s omcdy

[ 12 able to rake small step independently 2nd hald 30 secords

[l nonch hols to step but zan held 13 soceedh

[ in lanes kabinge while stepping ar sandeg

ETAMDIMG QM OME EG

IMETRLICT OIS Stand oo ane leg o loeg o pow can withees bakieg on

[ 4 abde b ik bey indeperclertly and hakd = 10 spoomnd

[ 13 able e lift leg indesendercly and hold 5.0 seconds

[ 12 able wa it leg indesendercly and hald 2 3 seconds

[l trien i B lig wrablo ta held 3 spoerchs bab remmaing siarcdieg icdoperchrly,
[0 unahle ta y of needs assise ta prevent fal

() TOTAL SCORE (Maximum = 56)
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Fraility Injuries: Cooperative Studies of Intervention
Techniques (FICSIT-4)

TEST NAME FICSIT-4 (FRAILITY & INJURIES: COOPERATIVE STUDIES OF
INTERVENTION TECHNIQUES

CATEGORY BALANCE

EQUIPMENT NEED NONE

TIMETO 5 OR SO MINUTES

ADMINISTER

TEST INSTRUCTIONS | SEE ATTACHED

HOW TO SCORE SEE ATTACHED

TOOL

SCORE VALUES/

FUNCTIONAL SEE ATTACHED

IMPLICATIONS

MDC/MCID (clinical

significance)

VALIDITY/RELIABILITY | VALIDITY IS CORRELATED WITH AGE TO DISCRIMINATED
BALANCE
RELIABILITY; 0.66

PATIENT COPY NO

RESOURCE

JOURNAL OF GERONTOLOGY 1995
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FICSIT-4

BACKGROUND, Two simple balanes scales comprizing three or Leer Sumiliar teses of static
bulince were develaped, and their validily and reliubilily ure deseribed. I'he 3eales wore such Uit
the relazive difficulies ol the buasic tests were tuken inte consideration, METTIODS. Using FICST
data. Fisher's merhad was used o consteuct scules comhining ability o waintin balance in
punillel, semi-tandem, tanden, and oneleppod stunces. Rebability was inferred from e
stability ol e measure over 3-4 monchs. Censeruet validity was assessed by cross- seerional
correfativns. RESUETS. Test-erest reliability (over 2-4 months ) was gead (r = 66). Validity of the
FICSTT-3 sealo was suggested by its low corme’ation with apg, its woderate W high correlarions
with physicsl Function measires, and toee bulsnce sssessment systems, The TICSIT-4 scale
diseriminared halance over a wide range of health sratos: the three-lest scale 1ad 3 subarantial
weiling effest in communicy samples. CONCLUSION. & balance scale was developed Lhal uppears
10 have acceptuble reliabibny. validiny, and discriminunt abiiity.

Timing iv stopped if:
*  fhe penon displuces their stanee foot
*  the susperded foot toncles (e provnd
e thesuspended foor tonches the other calf for support (cae the persen to avoid this)

INSTRUCTIONS: Demorstrate cach position o the <abject. then ask diem to perfaem sl time,

-1 FEET CLOSELY TOGETHER. UNSUPPOR 111D, eves opes {ROMBIRG POSEHION)
INSTRUCTIONS: Stand stifl with yaur foot togetler as derwmstuted for 10 seconds, /Bere 07 =
Olf secondsf

T4 able o stand O seconds sately

(13 able 1o stend | 0 seconds with supenvizion

2 able 0 3rand 1 secomds

[ §7 uable w stand 3 seconds bur seays sready

U needs help to keep from il'og

I subject is able e do thiz, procced 1 the rext pasition, 3 neL stop.

F-Z. FEET CLOSELY TOCETIIER, UNSUPPORTED, eyes closed (KROMBLRG POSTTION}
INSTRUCTIONS: Please elase vour vyes ad stand s611 wich yonr tieer toaciler as demunstraied
tor [0 sevends.

[(J4 ablz ta srand 10 saeouds selely

[ 3 absle to stmd LG seconds with supervision

[ 2 able wsiznd 3 scoonds

(1 unable to keep eves closed 3 seeonds bt seys sready

[ noeds help ti keep feom: ialling

I subjeel is able W do this. proseed to the next. pogition, i€ aat, stop.
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[-3. SLMI-TANDEM: gves apen HFFLL OOF | FOOT PLACED 10O THE SIDE OF THE 17 TOE
CIF THE OPPOSITE FUKFD (SUBIECTT CHOOSES WIHICH FOOT GOLS FORWARD}
INSTRLCTIONS: Plesse stand st with your leel louether as demonstrated tor 10 sceands.,

(34 able 70 stand 10 sevonds sulely

(13 able 7o srand 11} sevonds with supervision

[ ]2 able to srand 1 scconds

1 unable 1o stand 3 scconds but stays steacy

L 10 ueeds bielp w keep from falling

I suhject is abke 1o do this, proceed 1o the next position, it nar, 3.

F-4. SEMI-TANDEM: eves cloged HEEL O | FOOT PLACED 19 TIUE SIDEOF 1HE 1Y
TOE OF THE OPPOSITE FOUT S RICCT CHOOSES WHICH FOOT GOCS TORWARD)
INSTRUCTIONS: Please close your eves and stand still with your feet together as denionstraled
for 10 sevonds.

4 able ta stand 10 seconds salcly

U3 able o stand 30 sceonds with suptrvision

[ 12 able 10 stund 3 seconds

(11 unable to keep eyes elosud 3 secouds but stays steady

[0 nexds help 10 keep from talling

It subjeet is able o duo this, praceed o the next pesition. if wot. stup.

F-5. FULL. TANDEM: ¢yey open HEEL OF 1 FOOT DIRECTLY IN FRONT OF TIIE OTIITR
T ISUBIELTT CHOOSES WIHHCH FOOT GOFS FORWARD) [Burg #14 = 30 xeconds)
INSTRUCTIONS: Plewse stsnd atitl with your leel together as demnnstiaicd Lor 0 seconds.

4 anie to stand 10 seeonds salkly

C 13 uble Lo stand 10 seeonds wirh supivision

i 12 able 1o stand ! secards

L unable to stand 3 seconds but slays sweady

[0 needs hels 1w keep tram talling

It subjees is able to do this. priceed 1o the next pesitinn, iF ol stop.

F-4i FULT. TANDEM: eyey closed HIEEL OF 1 FOOT RIRCCTLY IN FRONT OF THE OTIHER
FOOT (SUBIECT CHOOSES WLHICTHE FOOT GOES FORNWARD)

INSTRUCTIONS: Please stand ste with your feet together as demonstrated for 10 soconds,

[ able to stand 10 seconds safoly

[ 13 uble to stund 10 seeonds with supervision

12 ahle v stand 3 seconds

[ i1 unable e stand 3 scoonds bus stays stewdy

[0 uewds bielp Lo keep from lsting

Il suhject is able 7o dn this. proceed W the next pasition, it net, stap

F-T. STANDING ON ONE LEG: gves open  [Samie ox Berp #13]
TNSTRUCTIONS: Stand an one leg as Tong as you can withent holding,

{14 able to lift leg independenly and hold =10 aceonds

[3 abl= 1o 1ifl Jew independently and hald § 110 secouds

2 able to litt leg independently und hold = or =3 zccands

(1 mica ta diti leg unable 1w hold 3 scconds bur remiins standing independently
[0 unuble 1o vy or necds assist to prevent fall

Tolal FICSTT-4 Startic Balance score = /28

from: Journals of Gerontolgy Series A: Biological Sciences and Medical Sciences, Vol. 50, Issue 6 M291-M297.
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Modified Falls Efficacy Scale (m-FES)

TEST NAME Modified Falls Efficacy Scale
CATEGORY Balance

EQUIPMENT NEED Paper/pencil or do verbally
TIME TO 6-10 min

ADMINISTER

TEST INSTRUCTIONS

Have patient rate how confident they feel to perform various
activities without falling; >80% balance confidence WFL; <80%
impaired balance confidence; (+) fear of falling

HOW TO SCORE 0-10 point scale for each item; add items

TOOL

SCORE VALUES/ >80% balance confidence WFL; <80% impaired balance
FUNCTIONAL confidence; (+) fear of falling

IMPLICATIONS

MDC/MCID (clinical
significance)

unknown

VALIDITY/RELIABILITY

Reliability shown at 0.95

PATIENT COPY

Yes

RESOURCE

Carol Lewis Functional Tool Box; Hill, KD Schwartz, JA,
Kalogeropolous AJ, Gibson, SJ “Fear of Falling Revisited”
Archives of Physical Medicine and Rehabilitation, 1996; 77:
1025-1029; APTA Home Health Section Toolbox
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The Modified Falls Efficacy Scale

Mame

/;%Qi BJC Home Care

Services

HealthCare

Date

15

On a scale of 0to 10, please rate how confident you are that you can do each of these activities without falling, with 0
meaning "not confident/not sure at all®, 5 being “fairly confidentfairly sure", and 10 being "completely confident/completely

sure”,
Mote:
* If you have stepped doing the activity at least partly because of being afraid of falling, score a 0o
* If you have stepped an activity purely becavse of a physical problem, leave that itern blank [these items are not
included in the calculation of the average MFES score).
* If you do not currently do the activity for other reasons, please rate that item based on how you perceive you would
rate it if you had to do the activity today.
Mot Fairly Completely
Coenfident Confident Confident
Activity o 1 2 3 4 5 B 9 10
1. |Get dressed and undressed
2. |Prepare a simple meal
3. |Take a bath or a shower
4. |Get infout of a chair
5. |Getinfout of bed
|6. |Answer the door or telephone
7. |Walk around the inside of yeur house
|8. |Reach into cabinets or closet
9. |Light housekeeping
10. |5imple shopping
11. |Using public transpeart
12, |Crossing roads
Light gardening or hanging cut the
13. |washing *
14. |Using frent or rear steps at home

* Rate most commaonly performed of these activities

Score/fItern Rateds=

S S

Average=
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Performance Orientated Mobility Assessment (POMA)
or Tinetti Balance and Gait Assessment

TEST NAME Performance Orientated Mobility Assessment (POMA) or
Tinetti Gait and Balance Assessment
CATEGORY Gait and Balance
EQUIPMENT NEED Hard armless chair, assistive device if needed
TIMETO 10-15 minutes
ADMINISTER
TEST INSTRUCTIONS | Follow instructions on tool
HOW TO SCORE A three-point ordinal scale, ranging from 0-2. “0” indicates
TOOL the highest level of impairment and “2” the individuals
independence.
SCORE VALUES/ 25-28 = low fall risk
FUNCTIONAL 19-24 = medium fall risk
IMPLICATIONS < 19 = high fall risk
Elderly Mean POMA scores
°Age Male Female
65-79 years 26.21 25.16
Over 80 years 23.29 17.20

MDC/MCID (clinical | 5 points change is clinical significance/not established
significance)

VALIDITY/RELIABILITY e Excellent test-retest reliability for POMA-B and POMA-
G in older adults(ICC=0.72-0.86) (Faber 2006)

e Excellent test-retest reliability for older adults with
dementia (ICC=0.96) (van lersel 2007)

e Excellent test-retest reliability for the use of POMA-G
patients with stroke (ICC=0.874) (Canbek 2011)

e Excellent intrarater reliability for frail elders (1CC=0.89)
(Thomas 2005)

e Excellent interrater reliability for older adults POMA-B
and POMA-T(ICC=0.97), and POMA-G (ICC=0.88) (Sterke
2010)
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Correlation between POMA-B and TUG (r=-0.55),
between POMA-B and walking speed (r=0.48), between
POMA-B and Tinetti gait (r=0.81) (Lin 2004)

PATIENT COPY

No

RESOURCE

http://geriatrictoolkit.missouri.edu; APTA Home Health

Section Toolbox; BJH Evidence Based Toolbox
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Tinetti Performance Oriented Mobility Assessment (POMA)*

Description:

The Tinetti assessment tool is an easily administered task-oriented test that measures an older adult’s gait and
balance abilities.

Equipment needed: Hard armless chair
Stopwatch or wristwatch

15 ft walkway

Completion:
Time: 10-15 minutes
Scoring: A three-point ordinal scale, ranging from 0-2. “0” indicates the

highest level of impairment and “2” the individuals independence.
Total Balance Score = 16
Total Gait Score =12

Total Test Score =28

Interpretation: 25-28 = low fall risk
19-24 = medium fall risk

< 19 = high fall risk

* Tinetti ME. Performance-oriented assessment of mobility problems in elderly patients. JAGS 1986; 34: 119-
126. (Scoring description: PT Bulletin Feb. 10, 1993)
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Tinetti Performance Oriented Mobility Assessment (POMA)

- Balance Tests -

Initial instructions: Subject is seated in hard, armless chair. The following maneuvers are tested.

1. Sitting Balance Leans or slides in chair =0
Steady, safe =1
2. Arises Unable without help =0

Able, uses arms to help =1

Able without using arms =2
3. Attempts to Arise Unable without help =0

Able, requires > 1 attempt =1

Able to rise, 1 attempt =2
4, Immediate Standing Balance (first 5 seconds)

Unsteady (swaggers, moves feet, trunk sway) =0

Steady but uses walker or other support =1
Steady without walker or other support =2 _
5. Standing Balance
Unsteady =0

Steady but wide stance( medial heals > 4 inches
apart) and uses cane or other support =1

Narrow stance without support =2
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6. Nudged (subject at maximum position with feet as close together as possible, examiner pushes lightly
on subject’s sternum with palm of hand 3 times)

Begins to fall =0

Staggers, grabs, catches self =1

Steady =2 -
7. Eyes Closed (at maximum position of item 6)
Unsteady =0
Steady =1 -
8. Turing 360 Degrees Discontinuous steps =0
Continuous steps =1 -
Unsteady (grabs, staggers) =0
Steady =1 o
9. Sitting Down
Unsafe (misjudged distance, falls into chair) =0
Uses arms or not a smooth motion =1
Safe, smooth motion =2 -
BALANCE SCORE: /16
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Tinetti Performance Oriented Mobility Assessment (POMA)

- Gait Tests -

Ill

Initial Instructions: Subject stands with examiner, walks down hallway or across room, first at “usual” pace,

then back at “rapid, but safe” pace (using usual walking aids)

10. Initiation of Gait (immediately after told to “go”
Any hesitancy or multiple attempts to start =0
No hesitancy =1

11. Step Length and Height

Right swing foot

Does not pass left stance foot with step =0
Passes left stance foot =1 _

Right foot does not clear floor completely with step =0
Right foot completely clears floor =1 -

Left swing foot Does not pass right stance foot with step =0
Passes right stance foot =1 _

Left foot does not clear floor completely with step =0
Left foot completely clears floor =1 _

12. Step Symmetry

Right and left step length not equal (estimate) =0

Right and left step length appear equal =1 _
13. Step Continuity
Stopping or discontinuity between steps =0
Steps appear continuous =1 -
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14. Path (estimated in relation to floor tiles, 12-inch diameter; observe excursion of 1 foot over about 10
ft. of the course)

Marked deviation =0
Mild/moderate deviation or uses walking aid =1
Straight without walking aid =2 _
15. Trunk
Marked sway or uses walking aid =0
No sway but flexion of knees or back or spreads arms out while walking =1
No sway, no flexion, no use of arms, and no use of walking aid =2 _

16. Walking Stance

Heels apart =0
Heels almost touching while walking =1
GAIT SCORE = /12

BALANCE SCORE = /16

TOTAL SCORE (Gait + Balance ) = /28

{< 19 high fall risk, 19-24 medium fall risk, 25-28 low fall risk}
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Tinetti Performance Oriented Mobility Assessment (POMA)

Date

Date

Date

Date

Balance Tests: Subject is seated on hard, armless chair

SITTING BALANCE

Leans or slides in chair =0, Steady, safe =1

ARISES

Unable without help =0; Able, uses arms =1, Able without using arms = 2

ATTEMPTS TO RISE:

Unable w/o help=0; Able, requires > 1 attempt =1; Able in 1 attempt =2

IMMEDIATE STANDING BALANCE (first 5 seconds)

Unsteady (sway/stagger/feet move)=0; Steady, w/ support =1;Steady w/o support =2

STANDING BALANCE
Unsteady =0; Steady, stance > 4 inch BOS & requires support =1;

Narrow stance, w/o support =2

STERNAL NUDGE (feet close together)

Begins to fall =0; Staggers, grabs, catches self =1; Steady =2

EYES CLOSED (feet close together)

Unsteady =0; Steady =1

TURNING 360 DEGREES

Discontinuous steps =0; Continuous steps =1

TURNING 360 DEGREES

Unsteady (staggers, grabs) =0;Steady =1

SITTING DOWN
Unsafe (misjudges distance, falls) =0;Uses arms, or not a smooth motion =1;

Safe, smooth motion =2

BALANCE SCORE TOTAL

/16

/16

/16

/16
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GAIT INITATION (immediate after told “go)

Any hesitancy, multiple attempts to start =0; No hesitancy =1

STEP LENGTH

R swing foot passes L stance leg =1; L swing foot passes R =1

FOOT CLEARANCE

R foot completely clears floor =1; L foot completely clears floor =1

STEP SYMMETRY

R and L step length unequal =0; R and L step length equal=1

STEP CONTINUITY

Stop/discontinuity between steps =0; Steps appear continuous =1

PATH (excursion)

Marked deviation =0; Mild/moderate deviation or use of aid =1; Straight without
device=2

TRUNK

Marked sway or uses device =0; No sway but knee or trunk flexion or spread arms while
walking =1; None of the above deviations=2

BASE OF SUPPORT

Heels apart =0; Heels close while walking =1

GAIT SCORE TOTAL

/12 /12 /12 /12
ASSISTIVE DEVICE
TOTAL SCORE (BALANCE + GAIT)
FALL RISK /28 /28 /28 /28

(minimal >23, Mod. 19-23, High < 19)

Therapist initials
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Mini-Cog
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TEST NAME Mini-Cog

CATEGORY Cognition

EQUIPMENT NEED Paper and pencil

TIME TO 5-10 minutes

ADMINISTER

TEST INSTRUCTIONS | See attached

HOW TO SCORE See attached

TOOL

SCORE VALUES/ Inability to remember any of the words or failure to draw
FUNCTIONAL clock correctly warrants further assessment/intervention.
IMPLICATIONS

MDC/MCID (clinical
significance)

none

VALIDITY/RELIABILITY

Valid via Borson study

PATIENT COPY

no

RESOURCE

http://geriatrictoolkit.missouri.edu
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Mini-Cog
Administration:

1. Say 3 nouns, e.g. rock, apple, shoe. Ask the person to repeat the words.

2. Instruct the person to draw a clock by first drawing a circle, then adding numbers,
and then setting the time to show 8:20. Instructions can be repeated and, if
necessary, the subject can be told to draw a larger circle. There are no additional
instructions, and no time limit is imposed. (Borson, 1999)

3. Then ask the person to repeat the 3 words.

Scoring and Referral:

Either of the following 2 conditions warrant referral to a physician for further cognitive
testing

1. The person can only recall one word

2. The person cannot draw the clock correctly
(see sample clock drawings in appendix of Borson, 1999)

The Mini-Cog is a tool for screening for dementia, and has been recommended for
use in inconjunction with the STEADI Fall Risk Screening algorithm.

References:

e Borson S, Scanlan JM, Chen P, Ganguli M. (2003). The Mini-Coqg as a screen for dementia:
validation in a population-based sample. J Am Geriatr Soc. 51:1451-1454,

e Borson S, Brush M, Gil E, Scanlan J, Vitaliano P, Chen J, Cashman J, Sta Maria MM, Barnhart
R, Roques J. (1999). The Clock Drawing Test: utility for dementia detection in multiethnic elders.
J Gerontol A Biol Sci Med Sci. 54(11):M534-40.

e Scanlan J, Borson S. (2001). The Mini-Coqg: receiver operating characteristics with expert and
naive raters. Int J Geriatr Psychiatry. 16(2):216-22.

e Borson S, Scanlan J, Brush M, et al. (2000). The Mini-Cog: a cognitive "vitals signs" measure
for dementia screening in multi-lingual elderly. Int J Geriatr Psychiatry. 15:1021-1027

Page 26 of 85


http://geriatrictoolkit.missouri.edu/cog/mini-cog/Borson-Clock-Drawing-Test-1999.pdf
http://geriatrictoolkit.missouri.edu/STEADI/index.html
http://geriatrictoolkit.missouri.edu/cog/mini-cog/Borson-Mini-Cog-2003.pdf
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http://geriatrictoolkit.missouri.edu/cog/mini-cog/Scanlan-Mini-Cog-2001.pdf

The Mini-Cog as a Screen for Dementia: Validation in a

Population-Based Sample

Soo Borson, MD,* James M. Scanlan, PRD,* Peijun Chen, MD, PhD, ™

and Mary Gangwli, MDD, MPH'

OBJECTIVES: To st the Mini-Cog, a bricf copnitive
screcaing test, in an epidemiological study of dementia in
older Americans.

DESIGN: A population-based post hoo examination of the
sensitivity and specificity of the Mini-Copg for detecting
dementia in an existing data ser.

SETTING: The Monongahela Valley in Western Pennsyl-
vaftia.

PARTICIPANTS: A random sample of 1,119 older adulis
enrielled in the Monongahela Valley ]n:icpn:ndn:n: Elders
Survey [ MoWIES).

MEASUREMENTS: The effectiveness of the Mini-Cog in
detecting independently diagnosed dementia was compared
with that of the Mini-Mental Stace Examinacion (MMSE!
and a standardized newropsychalogical battersy.
RESULTS: The Mini-Cog, scored by an algorithm as
“possibly impaired” or *proabably normal,” and the MMSE,
at a cuepoint of 25, had stmilar sensivity (76% va T9%)
and specificity (9% ve BE%) for dementa, comparable
with that achicved using a conventional neuropsvchological
batwery (73% sensitivicy, 90% specificicy].
CONCLUSION: When applicd post hoc 1o an existing
population, the Mini-Cop was as effective in detecting
dementia as longer screening and asscsement NSLEUMCLE.
[ts brevity is a distiner advantape when the goal is o
imprave identification of older adulis in & population
wha may be copnitively impaired. Prics evidence of good
performance in a multicthnic community-based sample
further supports its validicy in che ethnolinguistically

Fram the .J]rp\.llll'l'l:lll: iof |'1:||:|'||.'|I|:r and Hehavinrzl Sciences and the
Alemeimers Dissase Beszarch  Uinversicy af Il‘-‘."l'hhlllb‘l.l.ll'l. Seanle,
Washingron; .l.:‘-:[‘:.'ll'lllll.'l'll |_.|'|l-\,:\,.\;h|_-| nNEraily ' !‘.1||’."||:5_.||'. unn Apbaos,
Michugar, FE | I]]l.':'llltl'l'lzl'I iof |"-:u.'|'||.'|l|:|'., Umiversiry af P.Ihﬁul”;d'.,
Piirzhurph, Fromsswania,

Sugparicd by pranss oo the Maconal Institese on Apieg (AG-05 136, Tirs,
Rerser and Scanlam; AG-7E62, Ties, Ganguli and Chen, Shsrace presereod
n part at the pnnual mecong of the Amereas Assecar w Caeriarmie
Peychiairy, Febroary 2001,

Addrrss correspondenoe Soo Baren, MDY, Universite o Washingion Schocl
af Mediciee, 259 NE Pacihe Stroct, Bow 356560, Scacde, WA 5519, Fomai

soabifu,washingior cdu

JAGE  SL:LASL-14%4, 2HIS
5 003 by che American Cerigtres Socety

diverse populations of the United States in which widely
used copnitive sceeens often fail. ] Am Gerare Soe
31:1451-1454, 2003,

Key words: MMSE; MoVIES; epidemiclogy; brief demen-
[ia SCreens

Wim the recent availability of useful therapics and strong
evidence that dementia is unrccognized in 40% mw
75% af patients in primary care,'™ the developmene of rapid,
casy-to-use dementia-detection systems has become an inces-
mational pricsity for improving care of patents with this
prevalent newropsychiatie disorder of lane life, Although
muany primary care physictans endosse scocening, practicing
physicians do not commonly perform it and eften consider it
to ke ton dime-consuming®™ or unhelpful."” Critical proper-
tics of dementia-screening tonls proposed for broad applica-
tion i primary care therefore include capid administration,
simple scoring, good balince berweoen dementia sersitivity
and specificicy, patient acceprance, and superiogicy 10 spon-
taneous cecopnition of dementia by paticnts” peimary physi-
cians. Addidonal importan featuses include minimal bias due
to factors extrancous 1o dementa such as educarional and
cthoolinguistic diffesences, scrcening efficacy comparable
with established procedures, and efficiency in epidemiological
and clinical applications. A number of bricf cognitive sorcens
have been developed, and cheir known pesformmance char-
acteristics have recently been eeviewed.!! Limivations in
published soidics of many short screens are the absenoe of
data abour their pesformance in comparisan with widely
accepred procodures (such as the Mini-Mental Stare Exami-
maticn [MMSE] and in epidemiological samples, in which
the eeladvely low rates of demenda encountered in che
peneral alder adule population challerge st effectivences.,
Therefore, prospectve testing of new dementia scrocning
InSIruments in representative samples is the most desirable
approach o establishing their validiey and urilicy bur is
prohibicvely labosintensive dusing the carly stages of test
development. The use of existing data sets for chis purposs
allows inttial evaluadon of a proposed procedure before full-
wale peospective testing is feasible or justified.

OOIE - HA TAAS LA
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Global Deterioration Scale

TEST NAME Global Deterioration Scale

CATEGORY Dementia

EQUIPMENT NEED None

TIME TO none

ADMINISTER

TEST INSTRUCTIONS | Use scale to stage dementia level; see tool
HOW TO SCORE See test instructions

TOOL

SCORE VALUES/ Higher the stage more advanced dementia
FUNCTIONAL

IMPLICATIONS

MDC/MCID (clinical
significance)

If improvement (due to a reversible dementia) will
improve a stage and would be clinically significant, most
likely will increase in stages.

VALIDITY/RELIABILITY

Yes, yes

PATIENT COPY

Yes, would be good for caregivers

RESOURCE

http://geriatrictoolkit.missouri.edu Lanny Butler, OTR

“Therapeutic Treatment for Dementia”
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Global Deterioration Scale, Lanny Butler, OTR
STAGE 1: No Symptoms
Any problems can be explained away by stress
STAGE 2: Nobody Knows<>Compensatory Strategies used unknowingly
STAGE 3: Breakdown Begins
Still very functional

Individual knows but they don't tell anyone due to FEAR. This is
when medical intervention should take place.

May need up to 30 seconds for processing and response.
STAGE 4: Others Aware
Individual will admit to decreased memaory
Outside of own environment appear unsafe
Family make start to take things away which may make
individual depressed which is masked by dementia.
Still functional
Introduce walker and functional aides now as still have new
learning present (use 1x/wk to practice in case ever need)
STAGE 5: 5 Minute Memory<>don’t remember they can’t remember
Still functional

Still into persona of how look to others (still do makeup, etc)
Normal walking with ability to turn head when walk

STAGE 6: A Time of Change

Cannot do 2 motor actions at same time (walk and turn head)
Eye gaze is to floor (standing or sitting)

Decreased stride length and arm swing, shuffle gait

Loss of peripheral vision
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Loss of depth perception
Temperature control change<>always cold

90 second rule<>may take up to 90 seconds to respond<>but
WILL respond

STAGE 7: Dominated by Senses!

May stop talking but still can communicate

Only have bitter and sweet taste left (add sugar to food)
Love to “pick” (with hands)

Live on residual memories

Tips for Therapists/Caregivers

1

10

* Keep them independent. Have individual do things in THEIR usual way (use
residual memory) not YOUR way. Example: how do they button their shirt, top
down or bottom up? | only takes 3 days for a dementia person to “give in” and
become dependent.

* Neon apple green contrasted with black is color we can continue to see as we
age.

* Mini-mental is a SCREEN not an ASSESSMENT (biased towards previous
knowledge)

* Could it be a medical issue causing dementia? Vitamin D deficiency, diabetic
issues, UTI, etc.

* Use VALIDATION: enter into the confused persons reality. Example: If gets
hair done every Thursday then Thursday becomes “hair day”.

* Stage 5: no longer need depression medications. Don’t remember
depressed and caregiver should not keep trying to drag back into
caregiver reality.

* Incontinence is NOT a normal part of dementia or aging. Toileting

schedule, Remember 90 sec rule, do it their way, don’t ask individual<>tell them
it is time to go to restroom and individual needs to be able to relax<>make it
warm (heat toilet seat with dryer or steam bathroom first)
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13

14

31

*Stage 6: major vision issues: don’t approach them from the side (or will startle),
put food right in front of them, use of Full Spectrum lighting (change out the
lightbulbs) to give better contrast, do not use bifocals<>2 pairs of glasses (one
reading and one far), move items down where will see them.

* Once start shuffling use leather soled shoes to decrease stumbles.

***|f not having effective communication....get in their line of sight and WAIT for
response (use a timer for a full 90 sec)....do not redirect in that 90 sec or have to
start timer all over.

From course, Therapeutic Approaches to Dementia, by Lanny Butler, MS, OTR
(www.iatbdementiacare.com)

/‘\\ BJC Home Care

Services
HealthCare
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Global Deterioration Scale from Geriatric Resources, Inc

The Global Deterioration Scale (GDS), developed by Dr. Barry Reisberg, provides
caregivers an overview of the stages of cognitive function for those suffering from a
primary degenerative dementia such as Alzheimer's disease. It is broken down into 7
different stages. Stages 1-3 are the pre-dementia stages. Stages 4-7 are the dementia
stages. Beginning in stage 5, an individual can no longer survive without assistance.
Within the GDS, each stage is numbered (1-7), given a short title (i.e., Forgetfulness,
Early Confusional, etc. followed by a brief listing of the characteristics for that stage.
Caregivers can get a rough idea of where an individual is at in the disease process by
observing that individual's behavioral characteristics and comparing them to the GDS.
For more specific assessments, use the accompanying Brief Cognitive Rating Scale
(BCRS) and the Functional Assessment Staging (FAST) measures.

The Global Deterioration Scale for Assessment of Primary
Degenerative Dementia

Level 1
No cognitive decline

No subjective complaints of memory deficit. No memory deficit evident on clinical
interview.

Level 2
Very mild cognitive decline
(Age Associated Memory Impairment)

Subjective complaints of memory deficit, most frequently in following areas: (a)
forgetting where one has placed familiar objects; (b) forgetting names one formerly
knew well. No objective evidence of memory deficit on clinical interview. No objective
deficits in employment or social situations. Appropriate concern with respect to
symptomatology.

Level 3
Mild cognitive decline (Mild Cognitive Impairment)

Earliest clear-cut deficits. Manifestations in more than one of the following areas: (a)
patient may have gotten lost when traveling to an unfamiliar location; (b) co- workers
become aware of patient's relatively poor performance; (c) word and name finding
deficit becomes evident to intimates; (d) patient may read a passage or a book and
retain relatively little material; (e) patient may demonstrate decreased facility in
remembering names upon introduction to new people; (f) patient may have lost or
misplaced an object of value; (g) concentration deficit may be evident on clinical testing.
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Objective evidence of memory deficit obtained only with an intensive interview.
Decreased performance in demanding employment and social settings. Denial begins to
become manifest in patient. Mild to moderate anxiety accompanies symptoms.

Level 4
Moderate cognitive decline (Mild Dementia)

Clear-cut deficit on careful clinical interview. Deficit manifest in following areas: (a)
decreased knowledge of current and recent events; (b) may exhibit some deficit in
memory of ones personal history; (c) concentration deficit elicited on serial subtractions;
(d) decreased ability to travel, handle finances, etc. Frequently no deficit in following
areas: (a) orientation to time and place; (b) recognition of familiar persons and faces; (c)
ability to travel to familiar locations. Inability to perform complex tasks. Denial is
dominant defense mechanism. Flattening of affect and withdrawal from challenging
situations frequently occur.

Level 5
Moderately severe cognitive decline (Moderate Dementia)

Patient can no longer survive without some assistance. Patient is unable during
interview to recall a major relevant aspect of their current lives, e.g., an address or
telephone number of many years, the names of close family members (such as
grandchildren), the name of the high school or college from which they graduated.
Frequently some disorientation to time (date, day of week, season,

etc.) or to place. An educated person may have difficulty counting back from 40 by 4s or
from 20 by 2s. Persons at this stage retain knowledge of many major facts regarding
themselves and others. They invariably know their own names and generally know their
spouses' and children's names. They require no assistance with toileting and eating, but
may have some difficulty choosing the proper clothing to wear.

Level 6
Severe cognitive decline (Moderately Severe Dementia)

May occasionally forget the name of the spouse upon whom they are entirely
dependent for survival. Will be largely unaware of all recent events and experiences in
their lives. Retain some knowledge of their past lives but this is very sketchy. Generally
unaware of their surroundings, the year, the season, etc. May have difficulty counting
from 10, both backward and, sometimes, forward. Will require some assistance with
activities of daily living, e.g., may become incontinent, will require travel assistance but
occasionally will be able to travel to familiar locations. Diurnal rhythm frequently
disturbed. Almost always recall their own name. Frequently continue to be able to
distinguish familiar from unfamiliar persons in their environment. Personality and
emotional changes occur. These are quite variable and include: (a) delusional behavior,
e.g., patients may accuse their spouse of being an impostor, may talk to imaginary
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figures in the environment, or to their own reflection in the mirror; (b) obsessive
symptoms, e.g., person may continually repeat simple cleaning activities; (c) anxiety
symptoms, agitation, and even previously nonexistent violent behavior may occur; (d)
cognitive abulla, i.e., loss of willpower because an individual cannot carry a thought long
enough to determine a purposeful course of action.

Level 7
Very severe cognitive decline (Severe Dementia)

All verbal abilities are lost over the course of this stage. Frequently there is no speech at
all -only unintelligible utterances and rare emergence of seemingly forgotten words and
phrases. Incontinent of urine, requires assistance toileting and feeding. Basic
psychomotor skills, e.g., ability to walk, are lost with the progression of this stage. The
brain appears to no longer be able to tell the body what to do. Generalized rigidity and
developmental neurologic reflexes are frequently present.

http://www.geriatric-resources.com/html/gds.html
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Montreal Cognitive Assessment (MOCA)

TEST NAME Montreal Cognitive Assessment

CATEGORY Cognition

EQUIPMENT NEED Paper, pencil

TIME TO 10 min

ADMINISTER

TEST INSTRUCTIONS | See attached

HOW TO SCORE See attached

TOOL

SCORE VALUES/ « The following ranges may be used to grade severity:
FUNCTIONAL 18-26 = mild cognitive impairment, 10-17=
IMPLICATIONS moderate cognitive impairment and less than 10=

severe cognitive impairment. However, research for
these severity ranges has not been established yet.

o Isthere a cut-off score between mild cognitive
impairment (MCI) and Alzheimer’s disease (AD)?
The cut-off score of 18 is usually considered to
separate MCI from AD but there is overlap in the
scores since, by definition, AD is determined by the
presence of cognitive impairment in addition to loss
of autonomy. The average MoCA score for MCl is 22
(range 19-25) and the average MoCA score for Mild
AD 16 (range 11-21)

MDC/MCID (clinical | See website
significance)

VALIDITY/RELIABILITY | See website
PATIENT COPY yes

RESOURCE

www.mocatest.org (PERMISSION TO USE THE MoCA©
CLINICAL USE

Universities/Foundations/Health
Professionals/Hospitals/Clinics/Public Health Institutes:
MoCA®© may be used, reproduced, and distributed
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WITHOUT permission.
The test should be made available free of charge to
patients.)
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NAME ;
MONTREAL COGNITIVE ASSESSMENT (MOCA) Education : Diate of birth -
Version 7.1 Original Version Jex: DATE
VISUDSPATIAL [ EXECUTIVE Copy Draw CLDCE (len past eleven] m
rube 3 piis ]
Erncd . ",
Begin
[ 1 [ 1 [ 1 [ 1 1 J]_/5
Contour MNumbers Hands
= n
}7 \
i3
MEMORY Areadd lisk ol weoncs, subject musl FACE WELWET CHURCH DAY RECx
repeal tharr. Do 3 trials, @eanif 160 kalis succassful. 15t trial ¥ [=]
Lhx & recall after 5 minutes. peaints
2nd trial
ATTENTION Readd lisk ol digits 11 digind sec). Suhject bas e reprat therm in the fereard order I_ 1 21854
Subrect has Lo epedl Lherin Uhe backwand e [ 1 742 _ 2
Retitet st af ketters, The subgect moest tage with his and at each letier & e porae it 2 2 e
[ FEACMMNAAIKLEAFARKDEAAAJAMOFAAR 1
Serial 7 submacton stardng at 100 [ ] 93 [ ] a5 [ ] 79 ] 72 [ ] (i} .
“orbourrect sublractons: 3 pte, 2or oorens 2 ple 1 correct: 1 phCooerst 0 pt i3
LANGUAGE Reseat: only know that Jahn iz the one e helptaday | ]
The cat alvarys hid under the couch vhen dogs were inthe room. || _-"I?
Fruercy / Mame rrasimurn nurnber of werds in cne mineta that begin with the lettar F [ ] =17 weneds) !
ABSTRACTION Similsrty betwean e . hanana - sange - fru [ 1 wrain - bicyche [ ] weatch - rules [2
DELAYED RECALL bastereemallwards | FACE WELWET | CHUHCH | DWAlsY REL Frirs far /5
3 P JHCUCE:
WITH MO CLIE [ [ 1] | [1] [1 recall anly
e Cxtegary cuc
ﬂptlanal Felaalt pahe <P Ciie
OFR ATIO [ ] Date [ ] Manth [ ] ¥ear [ 1 Day [ ]Flzce [ ] ity __ /6
© Z.Nasreddine MD wiww. mocatest.org bormmal 226 0 300 TOTAL L300
Administered by gdd 1pairt - 572 yredu ,
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Montreal Cognitive Assessment

(MoCA)
Administration and S¢oring Instructions

The Montreal Cogmitive Assessment (MoCA) was desigmed as ¢ rapid screeming instrement for mild
cognitive dysfunction. It assesses different copnitive domains: attention end concentration, executive
functions, memory, lenguage, visuoconstructional skills, conceplual thinking, caleulations, and
prientetion. Time w administer the MoCA is approsimately 10 minutes. The total possible score 15 30
points; a score of 26 or gbove 1s considered normal.

1. Alternating Trail Making:

Admimisiration: The exarminer instructs the subject: "Please draw a line, gpoing from a number
& letter in ascending order. Begin kere [pomt w (1] and draw a line from ! ther to A
then to 2 and 5o on. End here [pont to (E}]."

Scoring: Allocate one point if the subject successfully draws the following pattern:
1 =A-2- B- 3. C- 4- D- 5- L, without drewing eny lines that cross, Any emror that is nol
immediately  self-cornected earns a score of 0.

1. ¥isuocopstructivoal Skills (Cube):

Administration: The examiner gives the following instructions, pointing to the cube: “Copy this
drawing ax aocurately as you can, in the space below".

Sconng: One point 1s allocated for a correctly executed drawing.
* Drawing must be three-dimensional

+ All ines ere drawn

» Mo line 15 added

» Lines are relatively parallel end their lenpth is similer (rectangular prisms ere accepied)

A point 15 not wssigned iFany of the above-criteria are not met.

3. Visuoconstructional Skills (Clock):

Admimistration: Indicate the right third of the space and gve the following instructions: “raw
a cfock. Put in all the numbers and set the time to 10 pase 11,

Sconng: One point is allocated for each of the following three criterta:

» Contour (1 pt): the clock face must be a cirele with only minor distorion acceplable (eg.,
slight imperfection on closing the cinele);

» Numbers (1 pt): 2ll clock numbers must be present with no additonal numbers; numbers
st be in the correct order and pleced in the approximate quadrants on the clock face; Roman
numerals are acceptable; numbers can be placed outside the circle contour;

* Hands (1 pLYy: there must be two hands jointly indicating the correct tme; the hour hand must
be ¢learly shorter than the minute hand; hands must be centred within the clock face with their
Junction close to the clock centre.

A poant 15 not assigned for a piven element iF any of the abowe-criteria are not met.

MoCA Version August T8, 2000 1
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4. Naming:

Admimstcation: Beginning on the left, point w0 each fipure and say: “Tell me the name of this
animai”.

Spomng: Cne point each 15 piven for the following responses: (1) hon (2) rhinoceros or thino
(3% camel or dromedacy.

5, Memory:

Admimistation: The examiner reads a list of 5 words at a rate of one per second, giving the
fullowing instructions: “This is @ memory test. [ am going to read a list of words that you
will kave to remember now and later on. Listen carefully. When I am through, tell me
as many words as vou can remember. {t doesn 't matter in what order you say them”.
Mark o check in the alloceted space for each word the subject produces on this Brst tral. When
the subject mdicates that (s)he has fmished chas recalled all words), or can recell no more
words, read the list @ second time with the following instructions: "7 am poing o read the same
list for a second tme. Try fo remember and tell me as many words as you car, including words
vou said the first time.” Put a check in the allocated spece for cach word the subject recalls
afler the second trial.

Al the end of the second tnal, inform the subject that (s)he will be asked to recell these words
wpain by saving, “F will ask vou fa recall those wardy ggain at the end of the test. "

Seonng: Mo points ere given for Tnals One and Thao.

6. Attention:

Forward Digt Spen: Administration: Give the (ollowing instruction: 0 am going to say some
numbers and when I am through, repeat them o me exaclly as §said them"”. Read the five
number segquence al a rate of one digil per second,

Backward Digit Span: Administration: Give the [ollowing instruction: “New [ am going fo say
some more numbers, bt when | am through you must repeal them o me in the backwards
order.” Read the three number sequence at a tate of one digtt per second.

Sconng: Allocate one point for each sequence correct]y repeated, (& 5. the correct response for
the backwards trial 15 2-4-77.

Vigilance: Admimistcation: The examiner reads the st of letters ot 2 rate of one per second,
wfter giving the following instruction: ' am going to read a seguence of letiers. Every time [

say the letrer A, tap vour hand ence. [ 1 say a different letter, do not tap your hand™

Seomng: Give one point if there 1s @ero to one ermors (an ermor 1s 4 tap on a wrong letler or o
failure to tap on letter A).

MaCA Fersion Augus 18, 2000 2
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Serial Ts: Administration: The examiner pives the following instruction: “Now, S will ast you fo
cound by subtracting seven from {00, and then, keep sublracting seven from vour answer wniil
tedl you de stop. ' Give this Instruction twice 10 necessary.

Seoring: This ttemn 15 seored out of 3 points, Give no (0 points. for no cormect subtractions, 1
point for one correction subtraction, 2 points for two-to-three cormect subtrections, and 3 ponts
if the perticipant successfully makes four or [ve cormect subtractions. Count each correct
subtraction of 7 beginming at 100, Each subtraction s evaluated independently; that is, if the
participant responds with an incorrect number but continues o correctly subteact 7 from i, give
a point for each correct subtraction. For example, a participant may respomd <02 — 85 - T8 - 71
— 64" where the “G2" 15 incorrect, but all subsequent numbers are subtracied correctly. This is
one error and the tem would be piven 2 score of 1.

7. Seatence repetition:

Administration: The examiner pives the following metructions: 1 am going o read you a
senlenice. Repear If after me, exactly as I say @t [pause]: T only know that Jehie is the one to
help today. ™ Following the response, say: "Now [ am going fo read vou arother senfence.
Repeat it after me, exactly ay [ say & [peose]: The car always kid under the couch when dogs
were in the room.

Scoring: Allocate | point for each sentence correctly repeated. Repetition must be exacl. Be

alert for ercors that are omissions (eg., omiting "only”, "always") end substiiutions‘additons
{e.g., "John s the one who helped today;" substtuting "hides" for "hud", altenng plurals, ete).

8. ¥erbal flueney:

Administration: The examiner gives the following instrection: “Tel! me ay many words as vou
can think af that begin with a certain letter af the alphabet that Twill tell you in a2 moment. Fou
can sdy amye bind of word vou ward, excemt for proper rouns (like Bob or Baston), numbers, or
words that berin with the same sound bul have a diffevent suffix, for example, love, fover,
loving. § will 1ell you to stop after one mirule. Are you ready? [Pause] Now, tell me as many
words ax vau can think of that begin with the fetter F. [ime for 60 sec]. Siop. ™

Scoring: Allocate one point if the subject penerates 11 words or more in 60 see. Record the
subject’s response in the bottom or side margins,

9. Abstraction:

Adminstmation: The examiner asks the subject o expliin what esch por of words has i
common, starting with the exemple: “Tell me how an orange and @ barara are alice . 10 the
subject enswers in @ concrete manner, then say only one additional tme: “Teall me another way
in which those itemy are afike”. I the subject does not give the appropriste response (i,
suy, "Yes, and they are alse both fruir " Do not give any additional instructions or clanfication.
Adter the practice trial, sav: “Now, tell me kow a frain and o hicyele are alite ™. Following the
response, edminister the second triel, saving: "Now tell me how a ruler and a waich arve alike ™.
Do nost give any additional instructions or prompis.

MoCA Fersion Augiest FE, 2000 3
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Scoring: Only the last tao ttem pairs ere scored, Give | point to each ilem pair correctly
answered. The following responses are acceptable:
Train-bicyele = means of transportition, means of travelling, vou teke trips in both;
Ruler-watch = meazuring instruments, used o measure.
The following responses are not acceplable: Tran-bicwele = they have wheels; Ruler-

wilch = they have numbers.

10. Delayed recall;

Administration: The examiner gives the followmg instruction: " reqd some words fo you
earlier, which [ avked vou to remember. Tell me ax many of those words as wou cow
remeniber.” Mike & check mark () for each of the words comectly recalled spontanecusly
withoul any cues, in the allocated space.

Scoring: Allocate 1 point for cach word recalled freely without aoy cues.

Following the delayed free recall tnal, prompt the subject with the semantic calegory cue
provwided below for any word not recalled. Make a check mack ([ ¥ ) in the allocated space if the
subject remembersd the word with the belp of @ category or multiple-chowee cus. Prompt all
non-recalled words in this manner. I1 the subject does not cecall the word after the celepory cue,
pive mmv'her a multiple chodce trial, using the ollowing example nstruction, “Hhick of the
Jollowing words de vou think &t way, NOSE, FACE, ar FHAND? "

Usi the following category and/or multiple-cholce cues for cach word, when appropnate:

FACE: cilegpory gue: part of the body multiple choice: nose, face, hand
VELVET:  cuelegory cue: tvpe of fubric multiple cholce: denim, cotton, velvet
CHURCH: category cue: tvpe of building multiple choice: church, school, hospital
DAISY: cilepory gues Lvpe of flower multiple cholce: rose, daisy, wlip

RED: cilegory cues a colour multiple choice: red, blue, preen

Seonng: Mo points are allecated for words recalled with & cwe. A cue 15 wsed for chimcal
mformation purposes only and can give the test interpreter additonal information about the
tvpe of memory disorder. For memory deficits due w retrieval failures, performance can be
mmproved with a cue. For memory deficits due 1o encoding fanlures, perfommance does not
improve with i cue.

11. Orientation:

Administration: The examiner gives the following mnstrections: “Tell me the date wodey”. IF the
subject does not give a complete answer, then prompt accordingly by sovinp: “Tell me the
fvear, manth, exact date, and day of the week] " Then say: "Naw, tell me the name of this
mace, and whick city @t is in. "

Scorng: Give one point for each item cormectly enswered. The subject must tell the exact date
and the exeel place (name of hospital, chnic, effice). No poinis are alloceted 1f subject makes
an error of one day for the day and date.

TOTAL SCORE: Sum ull subscores hsted on the might-hend side. Add one point for an
mcdividual who has 12 years or fewer of formal education, for a possible maximum of 30 points.
A Onal tora] scome of 26 and above 15 considered normal.
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Short Blessed

TEST NAME Short Orienteation-Memory-Concentration Test of
Cognitive Impairment (Short Blessed)

CATEGORY Cognition

EQUIPMENT NEED Quesionare

TIMETO 5-10 minutes

ADMINISTER

TEST INSTRUCTIONS

“Now | would like to ask you some questions to check your
memory and concentration. Some of the questions may
be easy and some of them may be hard, but please try to
answer them all.”

HOW TO SCORE Points taken off for missed or incorrect responses
TOOL

SCORE VALUES/ 0-8: Normal-minimum impairment

FUNCTIONAL 9-19: minimal to moderate impairment
IMPLICATIONS 20-28: Severe impairment

MDC/MCID (clinical
significance)

Various Neurological Diseases: (Wade & Vergis,
1998; n = 38; mean age = 47.1 (11.4) years)
15 improvement greater than 6 points were found
to indicate a real improvement
In memory
e deterioration of more than 2 points represented
real declines
MCID not established

VALIDITY/RELIABILITY

Stepwise regression of the 26 item Blessed measure
revealed 5 items with high item-total correlations.
These items were then used to create the final 6 item
measure.

Face Validity not assessed

Reliability not established

PATIENT COPY

none

RESOURCE

Currently a risk tab
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SHORT BLESSED TEST

“Mow | would |48 1o ask you some guestans to Check your memony
&nd concantreton. Scme of them may be easy and some of them may be hard.”

Correct Incormac:
1. What year is it now? | i

2. What month is it? | i

Please repeat this name and address after me:
Jobn Brown, 42 Merwet Street, Chicago

Johin Brown, 42 Merwat Street, Chicago

Johin Brown, 42 Merxat Street, Chicago

{undaring words repsated corractly in sach ingl)
Trials to learn {if unable to do in 3 trials = G}

“Good, now remembar that name and address for a faw minutes.”

3} Withowt looking at your watch or clock, tell me what time it is.
(If responzse s vegue, promot for specfic responea

Within one hour Correct i) Imcormact (1)

4} Count aloud backwards from 20 to 1 o 1 2 Emors
Marx comectly sequenced numersls. If subject sfarts counting forward or forgets
the fask, repeat insfructions and scone ane errar
20 1% 18 17 16 15 14 13 12 11 10 9 B 7 6 5 4 3 2 1

I
I
I
I
I
I
I
I
I
I
|
|
|
|
5} Say the months of the year in reverse order 0 1 2 Emors |
or s e aored - mak comectly sacpmeced montra.
D N 0 5 A UL UN MY AP MAF U
|

|

|

|

|

|

|

|

|

|

|

|

|

|

6} Repeat the name and address you were asked to remambaer.
Jobn Brown, 42 Merwat Street, Chicago 012345 Erors

Check Comect lems (“streat” not reguired)

SCORING

item # Final | Errors {0 - 5) Weighting Factar Item Score
¥4
®3
X3
®a
®a
®a
Sum Total = |
{Range 0 - 28) |

e L b s

o o

[NTEEPRETATION

(-4 = normal cognition

5-89 = guestionable impairment

= 10 =[mpairment consistent with dementa
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Short Blessed Test (SBT) Administration and Scoring Guidelines®

A sponlaneous ssif-coreciion is allowed for ali responaes without coynfing as an ercor.

1. What is the year?
Accepiabla Response; The exact year must be given. An incomplete but corect numerical response is
accaptable (e.g., 01 for 2001).

2. What is the month?
Acceptable Respense: The exact month must be given. A correct numarical answer is accepiable (e.g., 12
for December),

3. Tha clinician should state: “| will give you a name and address to remember for a few minutes, Listen
ta me 2ay the entire name and address and then repeat it after me.”

It is impaortant for the clinician fo carefully read the phrasa and give emphasis to each item of the phrase.
Thara should be a one sacond delay betwean individual ifems.

The trial phrase should be re-administered until the subject is able to repeat the enfire phrase without
assistance or until a maximum of three attempts. If the subject is unable to learn the phrase sfler ihrae
attempts, a °C” should be recorded. This indicates the subject could not lsarn the phrase in thres fries.

Whether or nof the frial phrase is learned, the clinician should Instruct “Good, now remembaer that name and
address for a few minutes.”

4. \Without looking at your veatch or clock, tell ma sbout what time it is?
This is scored as correct if the time given is within plus or minus ona hour. |If tha subject's response is
vague {e.g., "almost 1 o'clock), they should be prompled to give a more specific response.

5. Counting. The instructions should be read as written. |f the subject skips a number after 20, an errer
should be recorded. If the subject starts counting forward during the task or forgets the task, the
instructions should be rapeated and one errer should be recorded. The maximum number of errors is twe.

6. Months. Tha instruciions should ba read as wrilten. To get the subject startad, the examiner may state
“Start with the last month of the year. The last month of the year is " If the subject
cannot recall the [ast menth of the year, the examiner may prompt this test with ‘December”; hawevar, cne
errar should be recorded. If tha subjact skios a manth, an errar shoukl be recorded.  If the subject starnts
saying ihe months forward upon initiation of tha task, tha instructicns should be repeated and na emor
recorded. if the subject starts saying the months forward during the task or forgats the task, the instructions
sheuld be repeated and cne error recorded. The maximum number of errers Is two.

7. Repest. The subjact should state each tam verbatim. The address number must be exact (i.e, "4200"
would be censidered an error for "427). For the name of the sireet {i.e. Market Siraet), tha thoroughfare
lerm is not required to be given ({le. Leaving off “drive® ur “strest’) ur lo be conect (is. Subsiituting
"houlevard® or lane") for the item to be scored correct.

8. The final score is a weightad sum of individual arror scaoras. Use the table on the next page to calculate
each weighted score and sum for the total.

? These guidsines and soiing rulee gre bsead on the sdminebation experence of faadly are @aff of the Memory and Aging Project, Alzheimer's
Ukease Rasearch Certr, Wazhinglon Universty Schuol of Mecicne, St Lowis (Jobn C. Moris, MU, Dramor & P mams)Eaboaxas.wust adu). For
more Informatian abeut D ARRT, plaasa visk our website. Nlloialdyaior vasll ady o cal 314-286-2881.
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Final SBT Score & Interpretation
Item # Errors (0 - 5) Weighting Factor Final Item Score
1 X4
2 X3
3 X3
4 X2
5 X2
6 X2 - e i
Sum Total =
(Range 0 - 28)
Interpretation

A screening test in itself is insufficient to diagnose a dementing disorder. The SBT is, however,
quite sensitive to early cognitive changes associated with Alzheimer's disease. Scores in the
impaired range (see below) indicate a need for further assessment. Scores in the “normal” range
suggest that a dementing disorder is unlikely, but a very early disease process cannot be ruled out.
More advanced assessment may be warranted in cases where other objective evidence of
impairment exists.

= |n the original validation sample for the SBT (Katzman et al., 1983), 90% of normal scores 6
points or less. Scores of 7 or higher would indicate a need for further evaluation to rule out a
dementing disorder, such as Alzheimer’s disease.

* Based on clinical research findings from the Memory and Aging Project’, the following cut

points may also be considered:
o 0=4"" Normal Cognition -
o 5~9 Questionable Impairment (evaluate for early dementing disorder)

o 10ormore Impairment Consistent with Dementia (evaluate for dementing disorder)

'm.»c.mymnmuc,mr.mmo.muno.mm.mcum The Consortiun o Establish a Roglstry for
Alzhainar's Disesse (CERAD). Part |, Clinical and newropsychological assessment of Alzheimer's disease. Newrplogy, 3M6):1159-65.
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Patient Health Questionnaire (PHQ-9)

TEST NAME Patient Health Questionnaire (PHQ-9)

CATEGORY Depression

EQUIPMENT NEED NA

TIMETO 1-3 minutes

ADMINISTER

TEST INSTRUCTIONS | Can be self-administered or clinician administered.

HOW TO SCORE This is calculated by assigning scores of O, 1, 2, and

TOOL 3, to the
response categories of —not at all,ll —several days,ll
—more than half the days,Il and —nearly every dayj,ll
respectively. PHQ 9 total score for the nine items
ranges from O to 27. In the above case see table 3,
page 5) the PHQ 9 depression severity score is 16 (3
items scored 1, 2 items scored 2, and 3 items scored
3). Scores of 5, 10, 15, and 20 represent cutpoints for
mild, moderate, moderately severe and severe
depression, respectively. Sensitivity to change has
also been confirmed.

SCORE VALUES/ Designed to diagnose both the presence of depressive

FUNCTIONAL symptoms and to characterize severity of depression

IMPLICATIONS Certain scores on PHQ-9 are strongly correlated with

subsequent major depression diagnosis. However, not
everyone with elevated PHQ-9 is sure to have major
depression. It’s intended as a tool to assist clinicians with
identifying and diagnosing depression but is not a
substitute for trained clinician diagnosis.

MDC/MCID (clinical
significance)

MCID: 5 points (older primary care patients) DMC: not
established

VALIDITY/RELIABILITY

Reliability for Parkinson’s Disease: adequate interrater
reliability 95%Cl= 0.4 between PHQ-9 and SCID
Stroke: excellent interrater reliability (ICC= 0.98)

PATIENT COPY

NA

RESOURCE

Rehabilitation Measures Database
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PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Cwver the last 2 weaks, how oftan hava you baen botharad

M Maarl
by any of the following problams? Savaral thmﬂilf E.?,:TJ
{LUze “»" lo indicale your answer) Mot at all days  the days dary
1. Littla interest or pleasure in doing things [ 1 2 3
2. Fesling down, depressed, or hopeless o 1 2 3
3. Trowble falling or staying asleep, or slesping too much o 1 2 3
4. Fesling tired or having litde enargy o 1 2 3
5. Poor apoetite or ovareating [ 1 2 3
6. Feeling bad about yourself — or that you are a failure or

. o 1 2 3
hawe let yourself or your family down
T. Trouble concantrating an things, such as reading the o 1 2 3

newspaper or watching television

8. Mowing ar spesking so slowly that other people could have
noficed? COr the opposita — being so fidgety or restless o 1 2 3
that you hawe been moving arund a kot more than usual

8. Thoughts that you would be batter off dead or of hurting o 3 3 .
yoursalf in some way

FoRCFFICE CODieG __ 0 + +* t

=Tolal Soeore:

If you checked off any problams, how difficult have these problems made it for you to do your
work, take care of things at home, ar gat along with other paople?

Mot difficult Somewhat WVary Extremaly
at all difficult difficult difficult
O O O O

Develoges by Ors. Robart L. Spitzer, Janel BAY. Willams, Kunl Kroanke and colleagues, wilh ar ecucabional grart fram
Plizer Inc. Mo permission requinad ta reproduca, lranslata, aisplay or distibule.
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Disabilities of the Arm, Shoulder, and Hand (DASH)

TEST NAME

Disabilities of the Arm, Shoulder, and Hand (DASH)

CATEGORY

Measures physical function and symptoms in people with
any of several musculoskeletal disorders of the upper
limb. The tool gives clinicians and researchers the
advantage of having a single, reliable instrument that can
be used to assess any or all joints in the upper extremity.

EQUIPMENT NEED

30-item, self-report questionnaire

TIME TO
ADMINISTER

5-30 min

TEST INSTRUCTIONS

Ask client to answer every question, based on their
condition in the last week,
by circling the appropriate number.

HOW TO SCORE The 30-item disability/symptom section (item responses

TOOL range from 1 (e.g. no difficulty, not at all, not
limited, none, strongly disagree) to 5 (e.g. unable,
extremely, unable, strongly agree).
DASH DISABILITY/SYMPTOM SCORE = [(sum of n
responses) - 1] x 25, where n is equal to the number of
completed responses.

SCORE VALUES/ A higher score indicates greater disability

FUNCTIONAL

IMPLICATIONS

MDC/MCID (clinical | MDC: 10

significance) MCID: 10

VALIDITY/RELIABILITY | Yes

PATIENT COPY Yes

RESOURCE

dash.iwh.on.ca (website)
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Please rate your ability to do the following activites in the last week by drcling the number below the zppropriate response.

49

L] MILD MODERATE SEWERE UMABLE
DIFFICULTY DIFFICULTY  DIFFICULTY DIFFICULTY
1. Cpen a tight or new jar. 1 2 3 9 5
2. Write. 1 2 3 4 -
3. Turn a key 1 F 3 4 &
4. Prepare 2 meal. 1 2 :| 4 .
f. Push open a heavy doar. 1 2 3 4 5
6. Plzce an object on a shelf above your head. 1 2 3 4 5
7. Do heavy household chores (e.g., wash walls, wash floors). 1 2 3 4 5
8. Garden or do yard work. 1 2 3 4 5
9. Make a bed. 1 2 3 4 5
10. Carry a shopping bag or briefrasa. 1 2 :| 4 .
1. Carry a heawy object (owver 10 |bs). 1 2 3 4 5
12. Change a lightbulb overhead. 1 2 | 4 5
13. ‘Wash or blow dry your hair. 1 2 3 4 5
14. ‘Wash your back. 1 2 3 4 5
15, Put on a pullowver sweater. 1 2 3 4 5
16. Use a knife to cut food. 1 2 3 4 5
17, Recreztional activities which reguire little effort
(e.g., cardplaying, knitting, etc.). 1 2 3 4 5
18. Recreational activities in which you take some force
or impact through your am, shoulder or hand
(e.g.. golf, hammering, tennis, etc.). 1 2 | 4 .
18, Recreztional activities in which you move your
arm treely (e.g.. playing fricbee. badminton, etc.). 1 F 3 4 &
20, Manage transportafion needs
(getting from one place to another). 1 2 i 4 -
21, Sexuzl activities. 1 2 3 4 &
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HOT AT ALL SLIGHTLY MODERATELY al"g:: EXTREMELY
22 During the past week, to what extent has your arm.
shoulder or hand problem interfered with your normal
social activities with family, friends, neighbours or groups?
foincle number) 2 3 4 5
HOT LIMITED SLIGHTLY MODERATELY WERY
AT ALL LIMITED LIMITED LIMITED LINABLE
23, During the past week, were you limited in your waork
or other regular daily activities as a result of your arm,
shoulder or hand problem? (oincle number) 1 2 3 4 5
Please rate the severity of the following symptoms in the lzst week. (cirgle nwmber)
MOME MILD MODERATE SEVERE EXTHRENME
24, Arm, shoulder or hand pain. 1 2 3 4 5
25 Arm, shoulder or hand pain when you
performed any specific activity. 1 2 3 4 5
26. Tingling (pins and needles) in your arm, shoulder or hand. 1 2 3 4 5
7. Weakness in your arm, shoulder or hand. 1 2 3 4 5
2B, Stiffness in your arm, shoulder or hand. 1 2 3 4 5
S0 MUCH
Ncl:l :.'.E.D MGDEH.ATE SEVEEE D“rﬂ%#'iw
DIFFICULTY DIFFICULTY DIFFICULTY DIFFICLULTY CANT SLEER
29, During the past week, how much ditficulty have you had
sleeping because of the pzain in your arm, shouldér or hand?
feircle aumber) 1 2 3 4 5
STRONGLY MEITHER AGHEE STROMGLY
DISAGREE DISAGREE MOR DISAGREE AGREE AGREE
30, |ieel less capable, less confident or less usetul
because of my arm, shoulder ar hand problem.
feircle number) 1 2 3 4 5

DASH DISABILITY/SYMPTOM SCORE = [{sum of n respanses) - 1] x 25, where n is egual to the number of completed responses.

n

A DASH score may not be calculated if there are greater than 3 missing items.

ﬁ BJC Home Care

Services

HealthCare
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Function in Sitting Test (FIST)

TEST NAME Function in Sitting Test (FIST)

CATEGORY Functional/balance

EQUIPMENT NEED Step stool or riser (to use at bedside to level patients feet
if needed), watch or timer, tape measure, small
lightweight object, FIST scoring manual.

TIMETO <15 min
ADMINISTER

TEST INSTRUCTIONS | Patient seated at edge of standard hospital bed (no
overlay or specialized air mattresses) with bed flat. %
femur length supported by mattress while sitting, hip and
knees flexed to 90 deg.,feet flat on floor on supported on
stool, thighs in neutral position of abd./add. and rotation,
hands in lap unless needed for support. (see attached)

HOW TO SCORE 0-4 ordinal scale, for 14 items, total =56 points
TOOL 0 = dependent

1 = needs assistance

2=upper extremity support

3=verbal cues increased time

4=independent

Anterior nudge, posterior nudge, lateral nudge, static
sitting, sitting move head side to side, sitting eyes closed,
sitting lift feet, turn and pick up object from behind in
preferred direction, reach forward with uninvolved hand
outstretched at shoulder height, lateral reach with hand at
shoulder height, pick object up of floor, posterior scooting
(2”), anterior scooting (2”), and lateral scooting (2”) (see

attached)
SCORE VALUES/ No benchmarks established
FUNCTIONAL
IMPLICATIONS

MDC/MCID (clinical | 5.5 points/ 6.5 points
significance)
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VALIDITY/RELIABILITY

Concurrent validity with the FIM and BERG (ICC=0.71 and
0.85)

Test and re-test reliability is (r=0.97)
Intra-inter tester reliability is (r=0.98)

PATIENT COPY

n/a

RESOURCE

www.samuelmerritt.edu.fist
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FIST Scoring Instructions

The FIST uses a consistent scoring scale for each test item. The FIST was
designed this way to make it easier for the examiner to score items and to reduce
the need to refer to the scoring scale while administering the test once familiar

with tha lest items.

4 Independent
Completes the task indenendently and successfully

Comments: This weuld be the reaction, speed, and safety you would
expect in somecne without any sitting balance p-oblems.

3 Verbal cues or increased time
Compgletes the task independently and successfully but may need verbal
cucs or cxcessive time

Comments: The performance of the activity is normal, but the patient
needs morc than necessary time or more cues than normally expected to
completa the activity.

2 _Upper extremity support

Unable to complete the task withoul using upper extremities for support or
assistancs

Comments: The patient must use thair hands to successfully complete the
task or for maintenance of balance during the task. It does not matter if
the patient uses one or both upper exiremities; any use as a requirement
rasults in a score of 2

1 _Needs assistance
Unable to complete task successfully without physical assistance
{document level of physical assist required: min, mad, or max assist)

Comments: If the therapist doesn't provide physical assistance, the patient
cannot complete the task or may lose balance or fall. Document the
amount physical assistance required for safe performance of the task to
irack patient progress: min = 25% or lass, mad = 26-74%, max = 75% aor
more.

0 Dspendent
Requires complete physical assistance to perform task sucoessfully, is

unable to complete task successfully even with physical assislance. or
dependent

Comments: Without the therapist's assistance, the patient could not
complete any of the task successfully or safely,
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Individual FIST ltem Instructions

Remamber, the patient should bea reposifioned as needed throuohout the test =0
they are in the standard patient position before attempting aach test item.

1. Anterior nudge
flight pressura x 1 time, at stemum)

Vilithout warning, pusn participant with light pressure, ohce.

2. Posterior nudge

flight prossura x 1 lime, betweon scapular spines)

Wilhoul warning, push participant with light pressure, once.

'3, Lateral nudge
{light pressure 1 time to dominantstronger side. at acrominon)

Without waming, push paric’pant with light preesura, onas only, at

dominant’stronger side's acrominon,

4, Static sitting
"Sit with your hands in your fap.”

Examiner times for 30 seconds.

5. Sitting, move head side to side {nod *no’)
"Remain sitting steady and tall without using your hands unless you need them
to halp you balance, When | tell you to 'look right.’ keep sitling straight, but tum
yvour head to the right. Keep looking to the right until | tell you ‘look left,’ then
keen sitting straight and turn your head to the left. Keap your head to the |=ft
until | el you, Ylook straight,” then keap siting straight but return your head o

the center”
| . I
Fatient nsads to move head thraugh full availablz ROM, Examiner scoras entire

sSeUBENGeE,
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7.

8. Turn and pick up object from behind in preferred direction

Sitting, eyes closed

*Close your eyes and remain sitting still with your hands in your lap.”
Examiner times for 30 seconds.

Sitting, lift feet

{dominant side, stronger side, least involvad eide only; do two repetitions)

“Sit with your hands in your lap; lift your [uninvclved side] foot 1 inch off the
floar, like this. [Demonstrata] Now do it one more time.”

Repeat so the subject lifts uninvolved. sironger. or dominant side twice.

"Turn around and pick up the object that I've placed behind you."

Patient may turn to their preferred direction and use their
strenger/dominant/least invulved hand. Examine- places object in midline, one
hand's breadth [fingertip to base of palm] pasteror to hips.

Reach forward with uninvelved hand outstretched at shoulder height
“Reach with your strenger/least involvedfless painful am as far as you can while
staying balanced, like this. [Demonstrate] Keep your other hand remaining in
your lap."”

Examiner first performs movement passively to assess ROM. Paticnt must
move through full avaiahle RCM or unfil abdomen contacts anterior thighs for
highest score. Use available pain free ROM. IT patient has paln, and make

nctation in Notes/Comments box.

|

| 10. Lateral reach with hand at shoulder helght

(lifts and moves towards the dominant or sironger side)

“Reach out to the side as far as you can. Be sure to get all your waight of the
opposite sice of your bottom keeping your feet on the floor, like this.
|Demonstrate]

Patient must camplete full, available ROM maintaining upright upper trunk and
upper extremity positon, with contratateral trunk shorlening and clearance of
rontralateral ischial tuberosity and relum o midline for full score, Should maove

to preferred side, stronger side, or least affected side.
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1. Pick object up off floor
“Pick this abjert up off the floor.”

Examiner places object hetween palient's feef at level cf 1 MTP joint.

Patient can use whatever hand they prefer to pick up the object.

12. Postarior scooting (2")
“Now. move backward 2 inches. Try not to use your hands, if you can.”

Paticnt needs ta move full 2 inches. Use tape maasure to verify 2 inches,

13, Anterlor scooting {27) f
“Mave fonward 2 inches towards the edge of the bed without using your hands, if |

possidle.”

| Use tape measure to verify 2 inches. Patient nceds to move full 2 inches.

14, Lateral scooting (27)
{scored once to preferrad direction)

"\ove sideways 2 inches without your hands, and rememoer to try not to use

your hands.”
Patient heeds to move the full 2 inches; use the tape measure to verify.
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FUNCTION IN SITTING TEST {FIST) RESULTS

' FIST Test ltem
|1 baenur onosurfec, fos & knaas tavad il
| Used wieisoc] For pos bion g 4 foot support

| Date:

. Date:

I Antarior Nudge: superor sternum

|

“Posterior Nudge: between scagular

_spines s ___ i
Lateral Nudge: to dominant sive at
acsnminn

=
2
o

Randomly
Administered

Statie sitting: 30 secands

Sitting, shake 'no’: lait and right

Sitting, eyes closed: 30 seconds

wice

Sitting, It foot: dominsn: ide, I foat 1 inch

Pick up object fram bshind: a3ject at midlins,
| hands breadih postericr _

“Forward reach; use dominant arm. must

complete ful_motion

Lateral reach: usc dominant arm, claar
vpposite ischial fubarosily
1 Pick up ebject from floor: from belween feet

Posterior scooting: move backwards 2 irchas

“Anterlor scooting: move [crward 2 inches

' Lateral scooting: move o dominarl side 2
inches

TOTAL

Administered by:

Notes/comments:

i 66

{56

/56

Saing Loy
4 = Irclepsncant [eoeplenns sk ndependanty & suenassuly]

3 = Varkinl cussdncreased time fuunp €8 Ak |nrq-crca1ll. & suecesslully vl wrly needs noce Unwizues)
2 = Upper extremity supaort jirJs. 433 LE “or supnnr oe ansintance o coriplele weceessTulld
1 = Nceds azzistance Junalin a camplete wio physcs] ses vl dncumant laval: min, mad, max)

| 0= Dependant | Tauns

= sornplebe iysusl wes sl uakie o nompkels suczeszialy ever s':h';sl..:l asszti
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Lower Extremity Functional Scale (LEFS)

TEST NAME Lower Extremity Functional Scale (LEFS)
CATEGORY Functional mobility, ROM, Strength, ADL’s.
EQUIPMENT NEED Questionnaire
TIME TO 5 min.
ADMINISTER
TEST INSTRUCTIONS | The individual fills out the questionnaire
HOW TO SCORE Patients are provided with a 20 item instrument on paper
TOOL and instructed to indicate their current level of difficulty
with each activity.
Scoring scale of 0-80 points
All 20 items are scored with a maximum score 4 for each
item.
The columns of the scale are summed to obtain a final
score
SCORE VALUES/ LEFS scores can be used to predict functional recovery
FUNCTIONAL after surgery with rapid improvements 7-8 weeks post
IMPLICATIONS with slower improvements after. Improvement adheres to

bone and soft tissue healing as well as a regain of muscle
inhibition secondary to decreased pain and swelling.

MDC/MCID (clinical
significance)

MDC:

*ACL reconstruction: 8.7 points

*Various lower extremity injuries: 9 points
*Lower extremity osteoarthritis: 9 points
*Hip impairment: 7 points

*Hip osteoarthritis: 9 points

*TKA and THA: 9 points

MCID

*ACL reconstruction: 9 points

*Various lower extremity injuries: 9 points
*Hip impairment: 6 points
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*Hip osteoarthritis: 9.9 points
*TKA and THA: 9 points

VALIDITY/RELIABILITY

Validity

THA

*Strong concurrent validity between the ASAP (Activity
Scale for Arthroplasty Patients) (r=0.77)

Ankle Fractures

*Excellent concurrent validity between the Olerud-Mo
Ankle Score at short and medium term follow-ups (r=0.80
and 0.87) respectively.

Stroke
*Adequate to excellent correlation between short form 36
function scale, BERG, 6MWT and TUG, (r=0.40 and 0.71)

PATIENT COPY

Yes, questionnaire

RESOURCE

Rehabmeasures.org
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/N BJC Home Care

Services

HealthCare

LOWER EXTREMITY FUNCTIONAL SCALE

Patient’s Name:

Date:

We are interested in knowing whether you are having any difficulty at all with the activities listed below
because of your lower limb problem for which you are currently seeking attention. Please provide an answer

for each activity.

Today, do you or would you have any difficulty at all with:

ACTIVITIES Extreme Quite a bit Moderate A little bit No
- Difficulty of Difficulty of Difficulty
orunable to | difficulty Difficulty
perform
activity

a. Any of your usual work, housework or school
activities 0 1 2 3 4
b. Your usual hobbies, recreational or sporting
activities 0 1 2 3 4
c. Getting into or out of the bath

0 1 2 3 4
d. Walking between rooms

0 1 2 3 4
e. Putting on your shoes or socks

0 1 2 3 4
f. Squatting

0 1 2 3 4
g. Lifting an object, like a bag of groceries from
the floor 0 1 2 3 4
h. Performing light activities around your home

0 1 2 3 4
i. Performing heavy activities around your home

0 1 2 3 4
j. Getting into or out of a car

0 1 2 3 4
k. Walking 2 blocks

0 1 2 3 4
. Walking a mile

0 1 2 3 4
m. Going up or down 10 stairs (about 1 flight of
stairs) 0 1 2 3 4
n. Standing for 1 hour

0 1 2 3 4
o. Sitting for 1 hour

0 1 2 3 4
p. Running on even ground

0 1 2 3 4
q. Running on uneven ground

0 1 2 3 4
r. Making sharp turns while running fast

0 1 2 3 4
s. Hopping

0 1 2 3 4
t. Rolling over in bed

0 1 2 3 4
Column Totals: 0 1 2 3 4

SCORE: /80
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Modified Oswestry Low Back Pain Disability Index

(ODI)
TEST NAME Modified Oswestry Low Back Pain Disability Index (ODI)
CATEGORY ADL’s/Function: The ODI is a disease-specific disability

measure used to establish a level of disability, state a
patient’s acuity status, and monitor change over time.

EQUIPMENT NEED

Questionnaire

TIME TO <10 min. 5 min. to complete and 1 min. to score.
ADMINISTER
TEST INSTRUCTIONS | Ask patient/subject to fill out the questionnaire
HOW TO SCORE Questions are scored on a vertical scale of 0-5. Scores are
TOOL totaled and multiplied by 2. Divide the number of sections
answered multiplied by 10.
(score_ x2)/(___sectionsx 10) = _ % ADL
If all 10 questions are answered you can simply double the
total score for the percentage.
SCORE VALUES/ A score of 22% or more is considered significant activities
FUNCTIONAL of daily living disability.
IMPLICATIONS

0-20%: minimal disability: The patient can cope with most
living activities. Usually no treatment is indicated apart
from advice on lifting, sitting and exercise.

21-40%: moderate disability: The patient experiences
more pain and difficulty with sitting, lifting and standing.
Travel and social life are more difficult and they may be
disabled from work. Personal care, sexual activity and
sleeping are note grossly affected and the patient can
usually manage by convservative means.

41-60% severe disability: Pain remains the main problem
in this group but activities of daily living are affected.
These patients require a detailed investigation.
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61-80% crippled: Back pain impinges on all aspects of the
patients life. Positive intervention is required.

81-100% bedbound or exaggerated symptoms

MDC/MCID (clinical
significance)

MDC is 10% points (Change of less than that may be
attributed to error in measurement)

MCID is 8-12 percentage points

VALIDITY/RELIABILIT
Y

Validity
Construct validity r=.51 in patients with LBP with the
Roland Morris disability Scale

Reliability

Test-retest reliability (ICC= 0.83 -0.94) over 1-14 days and
(ICC=.90) over 4 weeks in a group of patients judged
stable.

PATIENT COPY

Questionnaire

RESOURCE

Spineline.net

www.pittsburgh.va.gov/rehab/docs/PainQuestionaires.pd
f

Fritz JM, Irrgang JJ. A Comparison of a Modified Oswestry
Disability Questionnaire and the Quebec Back Pain
Disability Scale. Phys Ther 2001;

81:776-788.

Fairbank JC, Pynsent PB. The Oswestry Disability Index.
Spine 2000
Nov 15;25(22):2940-52.

Davidson M and Keating J. A Comparison of Five Low Back
Pain Disability
Questionnaires: Reliability and Responsiveness. Phys Ther
2002;82:8-24.
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Name Date

Modified Oswestry Low Back Pain Questionnaire

This questionnaire is designed to enable us to understand how much you low back pain
has affected your ability to manage your everyday activities. Please answer each
section by marking in each section one circle that most applies to you. We realize that
you may feel that more than one statement may relate to you, but please just mark the
circle that most closely describes your problem.

Section 1 - Pain Intensity

O The pain comes and goes and is very mild.

O The pain is mild and does not vary much.

O The pain comes and goes and is moderate.

O The pain is moderate and does not vary much.

O The pain comes and goes and is severe.
O The pain is severe and does not vary much.

Section 2 - Personal Care

O I do not have to change my way of washing or dressing to avoid pain.

O | do not normally change my way of washing or dressing even though it causes me
pain.

O Washing and dressing increase the pain, but | manage not to change my way of
doing it.

O Washing and dressing increases the pain and | find it necessary to change my way of
doing it.

O Because of the pain | am unable to do some washing and dressing without help.
O Because of the pain | am unable to do any washing and dressing without help.

Section 3 - Lifting (skip if you have not attempted lifting since the onset of your
low back pain)

O I can lift heavy weights without extra low back pain.

O | can lift heavy weights but it causes extra pain.

O Pain prevents me lifting heavy weights off the floor.

O Pain prevents me lifting heavy weights off the floor, but | can manage if they are
conveniently positioned, e.g. on a table.

O Pain prevents me lifting heavy weights but | can manage light to medium weights if
they are conveniently positioned.

O I can only lift light weights at the most.
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Section 4 - Walking
O | have no pain walking.
O | have some pain on walking, but | can still walk my required to normal distances.

O Pain prevents me from walking long distances.

O Pain prevents me from walking intermediate distances.
O Pain prevents me from walking even short distances.
O Pain prevents me from walking at all.

Section 5 - Sitting
O Sitting does not cause me any pain.
O I can sit as long as | need provided | have my choice of sitting surfaces.

O Pain prevents me from sitting more than 1 hour.

O Pain prevents me from sitting more than 1/2 hour.

O Pain prevents me from sitting more than 10 minutes.
O Pain prevents me from sitting at all.

Section 6 - Standing
O | can stand as long as | want without pain.
O | have some pain while standing, but it does not increase with time.

O | cannot stand for longer than 1 hour without increasing pain.
O | cannot stand for longer than 1/2 hour without increasing pain.
O | cannot stand for longer than 10 minutes without increasing pain.

O | avoid standing because it increases the pain immediately.

Section 7 - Sleeping
O | have no pain while in bed.
O | have pain in bed, but it does not prevent me from sleeping well.

O Because of pain | sleep only 3/4 of normal time.
O Because of pain | sleep only 1/2 of normal time.
O Because of pain | sleep only 1/4 of normal time.
O Pain prevents me from sleeping at all.

Section 8 - Social Life

O My social life is normal and gives me no pain.

O My social life in normal, but increases the degree of pain.

O Pain prevents me from participating in more energetic activities e.g. sports, dancing.
O Pain prevents me from going out very often.

O Pain has restricted my social life to my home.

O | hardly have any social life because of pain.
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Section 9 - Traveling

O | get no pain while traveling.

O | get some pain while traveling, but none of my usual forms of travel make it any
worse.

O | get some pain while traveling, but it does not compel me to seek alternative forms of
travel.

O | get extra pain while traveling that requires me to seek alternative forms of travel.
O Pain restricts all forms of travel.
O Pain prevents all forms of travel except that done lying down.

Section 10 - Employment/Homemaking

O My normal job/homemaking duties do not cause pain.

O My normal job/homemaking duties cause me extra pain, but | can still perform all that
is required of me.

O | can perform most of my job/homemaking duties, but pain prevents me from
performing more

physically stressful activities e.qg. lifting, vacuuming, etc.

O Pain prevents me from doing anything but light duties.

O Pain prevents me from doing even light duties.

O Pain prevents me from performing any job or homemaking chore.

SCORE

/é BJC Home Care

Services
HealthCare
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Dynamic Gait Index (DGI)

TEST NAME

DYNAMIC GAIT INDEX

CATEGORY

BALANCE WITH GAIT ACTIVITIES

EQUIPMENT NEED

SHOE BOX, 2 OBSTACLES (SAME SIZE), STEPS, 20' PATH

TIME TO

10 TO 15 MINUTES

ADMINISTER
TEST INSTRUCTIONS | SEE ATTACHED
HOW TO SCORE BASED ON 4 POINT SCALE: 3: NO DYSFUNCTION; 2:
TOOL MINIMAL IMPAIRMENT; 1: MODERATE IMPAIRMENT; O:
SEVERE IMPAIRMENT.

IF PT USES AN ASSISTIVE DEVICE: MAX SOCRE IS 19
SCORE VALUES/ <20/24: PREDICTIVE OF FALLS IN EDLERLY AND PTS
FUNCTIONAL WITH VESTIBULAR DISORDERS
IMPLICATIONS FOR 4 ITEMS: < 10 IS FALL RISK, <12/12: BALANCE ISSUE

8 ITEMS: 20-39 YRS: 24
23.2 70-79 YRS: 22

40-59 YRS: 23.9 60-69 YRS:

MDC/MCID (clinical
significance)

MDC: ACUTE CVA: 4, PARKINSONS AND THE ELDERLY:
2.9, AND VESTIBULAR: 3.2 OR 4

VALIDITY/RELIABILITY

RELIABLE FOR PTS WITH MS, PARKINSONS, STROKE AND
VESTIBULAR DYSFUNCTION AND COMMUNITY
DWELLING OLDER ADULTS WITH BASELINE IMPAIRMENT
VALIDITY: CONCURRENT WITH BERG FOR PTS WITH
CENTRAL/PERFIPHERAL VESTIBULAR DISORDERS

PERSON WHO SCORES 19/24 HAS A 28% PROBABILITY OF
FALLING; 24/24: 6% CHANCE AND 0/24: 100%

>22/24: SAFE AMBULATORS

PATIENT COPY

NO

RESOURCE

HUANG 2011, HALL 2006, REISLEY 2003, ROMERO 2011
HONSDOTTIR 2007, McCONVEY 2005, HERMAN 2008,
MEDLEY 2006
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Dvnamic Gait Index (original 8-item test)

Modified DGI (m-DGI)
The Modified DGI uses only the first four of the 8 items in the original DGI.
“The clinical psychometric properties of the 4-item DGI were equivalent or superior to those of the 8-item test.”
Marchetti G. et. al. (2006) Construction and Validation of the 4-1tem Dynamic Gait Index. PTJ 86:12 1651-1660

Description:
Developed to assess the likelihood of falling in older adults. Designed to test eight facets of gait.

Equipment needed: Box (Shoebox), Cones (2), Stairs, 20° walkway, 15” wide
Completion:
Time: 15 minutes
Scoring: A four-point ordinal scale, ranging from 0-3. “0” indicates the lowest level of function

and “3” the highest level of function.
Total Score = 24
Interpretation: < 19/24 = predictive of falls risk in community dwelling elderly

1. Gait level surface
Instructions: Walk at your normal speed from here to the next mark (20°)
Grading: Mark the lowest category that applies.

3) Normal: Walks 20°, no assistive devices, good sped, no evidence for imbalance, normal gait pattern
(2) Mild Impairment: Walks 20°, uses assistive devices, slower speed, mild gait deviations.

(1) Moderate Impairment: Walks 20°, slow speed, abnormal gait pattern, evidence for imbalance.

0) Severe Impairment: Cannot walk 20° without assistance, severe gait deviations or imbalance.

2. Change in gait speed

Instructions: Begin walking at your normal pace (for 5”), when I tell you “go,” walk as fast as you can (for 5°).
When I tell you “slow,” walk as slowly as you can (for 5°).

Grading: Mark the lowest category that applies.

3) Normal: Able to smoothly change walking speed without loss of balance or gait deviation. Shows a
significant difference in walking speeds between normal, fast and slow speeds.

2 Mild Impairment: Is able to change speed but demonstrates mild gait deviations, or not gait deviations but
unable to achieve a significant change in velocity, or uses an assistive device.

(1) Moderate Impairment: Makes only minor adjustments to walking speed, or accomplishes a change in speed

with significant gait deviations, or changes speed but has significant gait deviations, or changes speed but
loses balance but is able to recover and continue walking.
0) Severe Impairment: Cannot change speeds, or loses balance and has to reach for wall or be caught.

3. Gait with horizontal head turns

Instructions: Begin walking at your normal pace. When I tell you to “look right,” keep walking straight, but turn
your head to the right. Keep looking to the right until I tell you, “look left,” then keep walking straight and turn your
head to the left. Keep your head to the left until I tell you “look straight,* then keep walking straight, but return your
head to the center.

Grading: Mark the lowest category that applies.

3) Normal: Performs head turns smoothly with no change in gait.

2 Mild Impairment: Performs head turns smoothly with slight change in gait velocity, i.e., minor disruption to
smooth gait path or uses walking aid.

(D) Moderate Impairment: Performs head turns with moderate change in gait velocity, slows down, staggers
but recovers, can continue to walk.

0) Severe Impairment: Performs task with severe disruption of gait, i.e., staggers

outside 15” path, loses balance, stops, reaches for wall.
4. Gait with vertical head turns

Page 67 of 85



68

Instructions: Begin walking at your normal pace. When I tell you to “look up,” keep walking straight, but tip your
head up. Keep looking up until I tell you, “look down,” then keep walking straight and tip your head down. Keep
your head down until I tell you “look straight,” then keep walking straight, but return your head to the center.
Grading: Mark the lowest category that applies.

(3) Normal: Performs head turns smoothly with no change in gait.

(2) Mild Impairment: Performs head turns smoothly with slight change in gait velocity, i.e., minor disruption to
smooth gait path or uses walking aid.

Q) Moderate Impairment: Performs head turns with moderate change in gait velocity, slows down, staggers
but recovers, can continue to walk.

0) Severe Impairment: Performs task with severe disruption of gait, i.e., staggers

outside 15” path, loses balance, stops, reaches for wall.

5. Gait and pivot turn

Instructions: Begin walking at your normal pace. When I tell you, “turn and stop,” turn as quickly as you can to face
the opposite direction and stop.

Grading: Mark the lowest category that applies.

3) Normal: Pivot turns safely within 3 seconds and stops quickly with no loss of balance.

2 Mild Impairment: Pivot turns safely in > 3 seconds and stops with no loss of balance.

(1) Moderate Impairment: Turns slowly, requires verbal cueing, requires several small steps to catch balance
following turn and stop.

0) Severe Impairment: Cannot turn safely, requires assistance to turn and stop.

6. Step over obstacle
Instructions: Begin walking at your normal speed. When you come to the shoebox, step over it, not around it, and

keep walking.

Grading: Mark the lowest category that applies.

3) Normal: Is able to step over the box without changing gait speed, no evidence of imbalance.

(2) Mild Impairment: Is able to step over box, but must slow down and adjust steps to clear box safely.

1) Moderate Impairment: Is able to step over box but must stop, then step over. May require verbal cueing.
0) Severe Impairment: Cannot perform without assistance.

7. Step around obstacles

Instructions: Begin walking at normal speed. When you come to the first cone (about 6° away), walk around the
right side of it. When you come to the second cone (6’ past first cone), walk around it to the left.

Grading: Mark the lowest category that applies.

3) Normal: Is able to walk around cones safely without changing gait speed; no evidence of imbalance.

2 Mild Impairment: Is able to step around both cones, but must slow down and adjust steps to clear cones.

1) Moderate Impairment: Is able to clear cones but must significantly slow, speed to accomplish task, or
requires verbal cueing.

0) Severe Impairment: Unable to clear cones, walks into one or both cones, or requires physical assistance.

8. Steps

Instructions: Walk up these stairs as you would at home, i.e., using the railing if necessary. At the top, turn around
and walk down.
Grading: Mark the lowest category that applies.

3) Normal: Alternating feet, no rail.
(2) Mild Impairment: Alternating feet, must use rail.
(D) Moderate Impairment: Two feet to a stair, must use rail.
0) Severe Impairment: Cannot do safely.
TOTALSCORE: ___ /24
References:
1 Herdman SJ. Vestibular Rehabilitation. 2" ed. Philadelphia, PA: F.A.Davis Co; 2000.

2 Shumway-Cook A, Woollacott M. Motor Control Theory and Applications, Williams and Wilkins Baltimore, 1995: 323-324
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Timed Up and Go (TUG)

TEST NAME Timed Up and Go (TUG)

CATEGORY Gait/balance

EQUIPMENT NEED Stopwatch, standard arm chair, tape measure
TIME TO <5 min.

ADMINISTER

TEST INSTRUCTIONS

Stand up from the chair, walk to the line on the floor, turn
around, walk back to the chair turn around and sit down.

HOW TO SCORE 2 attempts (one to practice) , must use same assistive
TOOL device.
SCORE VALUES/ Less than 10 seconds (High mobility) (1)
FUNCTIONAL 10-19 seconds (typical mobility) (2)
IMPLICATIONS 20-29 seconds ( Slower mobility) (3)

30+ seconds (diminished mobility) (4)

Unable (5)
MDC/MCID (clinical | MDC

significance)

Alzheimers 4.09 sec
Chronic stroke 2.9 sec.
Parkinsons 3.5, 4.85, 11 seconds

MCID
Not established

VALIDITY/RELIABILITY

Validity

Elderly adults

*excellent correlation between TUG and BERG (r=0.81)
*excellent correlation between TUG and gait speed
(r=0.61)

*excellent correlation between TUG and Barthel Index of
ADL (r= 0.78)

*excellent correlation between TUG and Functional gait
assessment (r=0.84)
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Osteoarthritis
*excellent correlation between the TUG and Kellengren-
Lawrence radiological stages (r=0.628)

Parkinsons
*Significant correlation between TUG and BERG (r=0.47)

Stroke
*excellent correlation between TUG And 6MWT (r=0.92)

Reliability

Test-Retest Reliability

*Alzheimers: excellent (ICC=0.987)

*Community dwelling elderly: excellent(ICC=0.97)
*osteoarthritis: excellent (ICC=0.75)
*Parkinsons:excellent (ICC=0.80)

*Stroke: excellent (ICC=0.96)

*Traumatic Brain Injury: excellent (ICC=0.86)
*Elderly adults: adequate (ICC=0.56)

Interrater/Intrarater Reliability

*Community dwelling elderly: inter-rater (ICC=0.99)
*Parkinsons: inter-rater (ICC=0.99), intra-rater (1CC=0.98)
*Osteroarthritis: inter-rater (1CC=0.87)

PATIENT COPY

N/A

RESOURCE

Rehabmeasures.org
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Simple Auditory Screening

TEST NAME Simple Auditory Screening
CATEGORY Hearing

EQUIPMENT NEED None

TIME TO 1-3 minutes

ADMINISTER

TEST INSTRUCTIONS

Therapists holds paper covering mouth and says ‘sa se si
so su’ clearly. Patient then repeats 5 sounds.

HOW TO SCORE Count number of correct responses
TOOL

SCORE VALUES/ If 4 or fewer correct = hearing loss
FUNCTIONAL

IMPLICATIONS

MDC/MCID (clinical unknown

significance)

VALIDITY/RELIABILITY | No

PATIENT COPY No

RESOURCE

Washington University Research
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Posture Assessment

TEST NAME | Postural Assessment (based on Reedco)

CATEGORY Posture

EQUIPMENT | None

NEED

TIMETO 3 minutes

ADMINISTER

TEST Observe person posteriorly and laterally in standing position.

INSTRUCTIO

NS

HOW TO See score sheet. Can score in either direction (ie, in lower back

SCORE TOOL | section if has very flat back score accordingly from normal). Score
between 0-10 in each category.

SCORE Best score 100. One article suggests a score of less than 59% is

VALUES/ poor posture. Good to show postural deficits.

FUNCTIONAL

IMPLICATION

S

MDC/MCID An improvement in score is an improvement in posture but no

(clinical studies.

significance)

VALIDITY/RE | Maybe, one article showed overall reliability but specific scores

LIABILITY not reliable

PATIENT no

COPY

RESOURCE faculty.ksu.edu.sa/Emad/Documents/Article%20about%20;

http://journals.lww.com/jgpt/Fulltext/2005/12000/Test_Retest_a
nd_Interrater_Reliability _of Two.44.aspx
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Posture Evaluation

73

Good - 10 Fair—5 Poor -0
Head erect,
Head gravity line Head twisted or Head twisted or
passes through turned slightly turned markedly
center to one side to one side
b
Shoulders Shoulders level ) 4 One shoulder One shoulder
(horizontally) y --'i slightly higher . markedly higher
S
Spine Spine /FT:V\ Spine slightly Spine markedly
Straight “ K ’JIL ' curved laterally curved laterally
& /
o T
. e Hips level ‘ One hip slightly One hip
Hips ) . o ] .
(horizontally) | \ L higher markedly
— higher
. Feet pointed out
. . B
Ankles Fegt pointed Feet pointed out | \ markedly,_
straight ahead ankles sag in
pronation
Neck Neck erect, chin \ Neck slightly Neck markedly
in, head directly \ )( forward, chin forward, chin
above shoulders slightly out markedly out
£
Upper Upper back h Upper back Upper back
Back “~  normally rounded ( = slightly more markedly
rounded rounded
Trunk Trunk erect f Trunk inclined Trunk inclined
slightly to rear markedly to rear
Abdomen Abdomen flat : Abdomen ‘/ : Abdomen
A protruding /i ‘ protruding and
e 4 - : sagging
Lower ( Lower back Q\l Lower back Lower back
Back — normally L_K = slightly hollow - markedly
curved - hollow
Final Score =
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Borg Rate of Perceived Exertion (RPE)

TEST NAME BORG RPE SCALE

CATEGORY CARDIOPULMONARY / PRECEIVED EXERTION
EQUIPMENT NEED SEE ATTACHED

TIMETO ONE MINUTE

ADMINISTER

TEST INSTRUCTIONS | SEE ATTACHED

HOW TO SCORE 6TO 20

TOOL

SCORE VALUES/ SEE SCALE AND IMPLICATIONS OF LEVEL OF EFFORT AND
FUNCTIONAL PHYSICAL AND SHORTNESS OF BREATH
IMPLICATIONS

MDC/MCID (clinical NOT ESTABLISHED

significance)

VALIDITY/RELIABILITY

CORRELATIONS BETWEEN RATINGS AND HEART RATE
RANGING FROM 0.80-0.90 HAVE BEEN FOUND

PATIENT COPY

YES

RESOURCE

BORG, G.(1982) PSYCHOPHYSICAL BASES OF PRECEIVED
EXERTION. MEDICINE AND SCIENCE AND 1998
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Moderate effort {

75

BORG SCALE
Rating of Perceived Exertion

6
7 Very very light
8

9 Very light

10

11 Fairly light

12

13 Somewhat hard
14

15 Hard

16

17 Vary hard

18

19 Very very hard
20

/\ BJC Home Care

Services
HealthCare
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Dyspnea Scale

TEST NAME Dyspnea Levels (Ventilatory Response Index)
CATEGORY Pulmonary Test

EQUIPMENT Stopwatch

NEED

TIME TO 15 seconds

ADMINISTER

TEST Inhale normally and count to 15 over a period of about 8
INSTRUCTIONS | seconds (may demonstrate)

HOW TO SCORE | How many additional breaths it takes to count to 15
TOOL

SCORE VALUES/ | Exercise should not elicit more than a 2. If does decrease
FUNCTIONAL activity. Use in conjunction w/ 02 sat reading.
IMPLICATIONS

MDC/MCID unknown

(clinical

significance)

VALIDITY/RELIA
BILITY

In a study by Sadowsky: “Concurrent validity was determined
for the ventilatory response index (VRI) by assessing its
correlation with oxygen consumption (VO2), heart rate
(HR), venous lactate concentration ([La]), and rating of
perceived exertion (RPE, Borg's 6-20 scale) responses to
speed- and grade-incremented treadmill tests.

PATIENT COPY

Yes, could be helpful for patient who can use for self
monitoring

RESOURCE

http://geriatrictoolkit.missouri.edu; CRITERION-RELATED

VALIDATION OF THE VENTILATORY RESPONSE INDEX FOR
TREADMILL EXERCISE

H. Steven Sadowsky PT, RRT, MS, CCS Journal of
Cardiopulmonary
Rehabilitation &
Prevention
October 2005
Volume 25 Number 5
Pages 307 - 307

- See more at:
http://www.nursingcenter.com/Inc/journalarticle?Article_ID=605748#s
thash.gBsn4MG9.dpuf
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/\‘ BJC Home Care

Services
HealthCare

Dyspnea Levels

How short of breath?

(inhale normally, and count to 15 over a period of about 8 seconds)

0 Able to count to 15 easily without taking any
additional breath

1 Able to count to 15 but must take one
additional breath

2 Must take 2 additional breaths to count to 15

3 Must take 3 additional breaths to count to 15

4 Unable to count
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Lower Extremities Amputation Program (LEAP)

TEST NAME LEAP (LOWER EXTREMITIES AMPUATION PREVENTION)
CATEGORY SENSATION

EQUIPMENT NEED MONIFILIMENT

TIMETO 5 MINUTES

ADMINISTER

TEST INSTRUCTIONS | SEE ATTACHED

HOW TO SCORE DOCUMENTION OF SENSATION

TOOL

SCORE VALUES/ DOCUMENTATION OF SAFETY IN SENSATION AND FOOT
FUNCTIONAL WEAR AND NEUROPATHY

IMPLICATIONS

MDC/MCID (clinical

significance)

VALIDITY/RELIABILITY

PATIENT COPY

NO

RESOURCE

To order monofilaments for LEAP:
http://www.hrsa.gov/LEAPOrder/
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Self Testing Instructions

(You may screen your own feet or ask a relative, friend, or neighbor to do it for you)
7,

t‘l‘_l I 4
Step 1 Step 2
Hold the red filament by the paper handle, as shown in Step1.
Use a smooth motion to touch the filament to the skin on your
foot. Touch the filament along the side of and NOT directly on
an ulcer, callous, or scar. Touch the filament to your skin for 1-2
seconds. Push hard enough to make the filament bend as shown
in step 2.
Touch the filament to both of your feet in the sites circled on the
drawing below.
Place a (+) in the circle if you can feel the filament at that site and
a (-) if you cannot feel the filament at that site.

The filament is reusable. After use, wipe with an alcohol swab.

Foot Screen Test Sites

If you have a (-) in any circle, take this form to your health care provider as soon as possible.

;WA /fif@\ @Ml /‘éf\‘

T, 9% o 41
{o 04 6° O (O oo OOO\
\\ H / \ /
0 0D G” o o Q’
\M_ / \ o/ '\_ 01
Date Date | Place |
Rl
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Five Times Sit to Stand (FTSTS)

TEST NAME

5 TIMES SIT TO STAND TEST (FTSTS)

CATEGORY

LE STRENGTH (KNEE EXTENSORS & BACK MUSCLES). ALSO
FUNC ASSESSMENT

EQUIPMENT NEED

STANDARD HEIGHT CHAIR 17" (43-45 CM) PREFERABLY
WITHOUT ARMS BUT THE ARMREST CAN BE USED IF
NEEDED. STOPWATCH

TIME TO
ADMINISTER

3 TO 5 MINUTES

TEST INSTRUCTIONS

CROSS ARMS ON CHEST, IF PT REFUSES, DOCUMENT
THAT ARMS WERE USED.

MOVE TO FRONT OF CHAIR, TIME HOW LONG IT TAKES
TO STAND UP FROM CHAIR. SAY GO AND HAVE PT
STAND UP STRAIGHT & AS QUICKLY AS POSSIBLE & DO 5
TIMES WITHOUT STOPPING IN BETWEEN. PT HAS TO
TOUCH CHAIR EVERYTIME THEY SIT DOWN.

HOW TO SCORE START STOPWATCH WHEN YOU SAY GO, STOP WHEN PT
TOOL HAS STOOD THE 5TH TIME

SCORE VALUES/ COMMUNITY DWELLING MEN: 71-79: 13.2 SECONDS &
FUNCTIONAL 80+: 15.9 SECONDS

IMPLICATIONS COMMUNITY DWELLING WOMEN: 14.4 SECONDS & 16.1

SECONDS

ALL 19-49: 6.2 SECONDS, 50-59: 7.1 SECONDS
BEST WHEN USING A 10 SECOND CUT OFF SCORE FOR
THOSE <60 AND 14 SECONDS > 60

MDC/MCID (clinical
significance)

HEALTHY ADULTS: 4.2 SECONDS & CHRONIC CVA: 3.6
SECONDS
VESTIBULAR + OR > 2.3 SECONDS

VALIDITY/RELIABILITY

.64 TO .96 (BOHANNON 2006)

PATIENT COPY

NO

RESOURCE

BOHANNON: PHYSIOTHER THEORY PRACTICE 2008 NOV-
SEC
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30 second Sit to Stand

TEST NAME 30 SECOND CHAIR STAND TEST

CATEGORY LE STRENGTH / FUNCTIONAL MOBILITY
EQUIPMENT NEED CHAIR: 17" SEAT, STOPWATCH AND WALL SPACE
TIMETO 5 MINUTES

ADMINISTER

TEST INSTRUCTIONS

PT SITS IN MIDDLE OF CHAIR, BACK STRAIGHT, FEET
SHOULDER WIDTH, WITH ONE FOOT SLIGHTLY IN FRONT
TO ASS’'T IN BALANCE. ARMS CROSSED ON CHEST.
DEMONSTRATE TASK BOTH SLOWLY AND QUICKLY. PT
MAY PRACTICE. SIGNAL “GO” AND PT MUST FULL RISE TO
STAND AND RETURN TO SEAT. ENCOURAGE AS MANY
FULL STANDS IN 30 SECONDS AS POSSIBLE AND MUST
FULLY SIT BETW EACH STAND.

HOW TO SCORE THE SCORE IS THE TOTAL # OF STANDS IN 30 SECONDS
TOOL (MORE THAN HALFWAY UP AT END OF 30 SECONDS
COUNTS AS FULL STAND. INCORRECTLY EXECUTED
STANDS DO NOT COUNT.
SCORE OF LESS THEN 8 STANDS IS ASSOCIATED WITH
LOWER LEVELS OF FUNCTIONAL ABILITY. IF PT MUST USE
ARMS, SCORE IS O
SCORE VALUES/
FUNCTIONAL MODERATELY ACTIVE ADULT:
IMPLICATIONS AGE: 60 TO 64 WOMEN: 12-17 MEN: 14-19
65 to 69 11-16 12-18
70to 74 10-15 12-17
75to0 79 10-15 11-17
80 to 84 9-14 10-15
85 to 89 8-13 8-14
90 to 95 4-11 7-12

MDC/MCID (clinical

MDC: NOT ESTABLISTED YET
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significance) MCID: 2.0 TO 2.6 : HIP OA; COMMUNITY DWELLING
ELDERLY; 60-69 YRS; 2.4, 70-79: 3 AND 80-89 3.6 AND

VALIDITY/RELIABILITY | RELIABILITY: 0.90 AND RETEST: 0.96

PATIENT COPY NO

RESOURCE HOME HEALTH SECTION TOOL BOX
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30 second Chair Stand Test
(Rikli, Jones 1999)

Chair height: 17” (43 cm), placed against wall for stability
Starting position: sitting in the middle of the chair, back straight, arms crossed over chest, feet flat on floor.

1. Take resting vital signs.
2. Demonstrate the movement, first slowly, then quickly.
3. Have the patient/client practice one or two repetitions to ensure proper form, and adequate balance

4. On the signal “go” the patient/client rises to a full stand, then returns to a fully seated position, as many times

as possible in 30 seconds.
S. If a person is more than half way up at the end of the 30 seconds, count it as a full stand.

6. One trial.

7. Take post exercise vital signs.
8. Document any modifications (chair height, assistance needed)

Age
60 - 64
65-79
70-74
75-79
80-84
85-90
90-95

Range of scores between the 25% and 75% percentiles

Number of stands — Women
12-17
11-16
10-15
10-15
9-14
8-13
4-11

Number of stands — Men

14-19
1218
1217
11-17
10-15
8-14

7-12

Scores less than 8 (unassisted) stands were associated with lower levels of functional ability

Population:

e community residing older adults ages 60-94
5,048 women, 2,135 men

n=7,183

medications:

years education:
chronic conditions:

14.5
1.7
1.6

e performed moderate exercise >3 times/week: 65%

Exclusion criteria:

e advised not to exercise by physician
e CHF, joint pain, chest pain, dizziness, angina during exercise

e BP>160/100

Rikli RE, Jones CJ (1999). Functional fitness normative scores for community residing older adults ages 60-94.
Journal of Aging and Physical Activity, 7, 160-179.
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Lighthouse Visual Acuity

TEST NAME

LIGHTHOUSE VISUAL ACUITY

CATEGORY

Vision

EQUIPMENT NEED

Lighthouse Near Acuity Test Chart

TIME TO ADMINISTER

10 to 15 minutes

TEST INSTRUCTIONS

Using the Lighthouse Near Visual Acuity Card have the
client hold the card (or hold steady for client if needed)
at the full length of the string from the side of the eye.
Ask client to start at the top and read each letter, ask
client to go as far as they can.

HOW TO SCORE TOOL | 49 letters or fewer correct OR tested at 20 cm indicates
visual acuity problems.

SCORE VALUES/ If client is unable to read all 5 letters on the top line,

FUNCTIONAL fold string in half and test at 20 cm. If client is unable to

IMPLICATIONS read any letters on top row at 20 cm, record unable to

read. Knowing accurate visual acuity score will allow
therapist to correctly identify how well a patient can see
to complete ADLs, such as reading medication bottles.

MDC/MCID (clinical
significance)

VALIDITY/RELIABILITY

Yes

PATIENT COPY

No

RESOURCE

Rehabmeasures.org.
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Example of Lighthouse Visual Acuity

wART “ 200

\0

SARITHARE VISUAL ACWTY C
.o

HV ORK

RHS ON ZRKDC

DRNSK

KSVRH DNCHYV

HNKCD

OKS8VZ

COHMHNR

12

NDVKO

082

Page 85 of 85



