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Appendix A:

Step 1: Three Word Registration

SASA
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Instructions for Administration & Scoring

ID: Date:

Look directly at person and say. “Please listen carefully. | am going to say three words that | want you to repeat back
10 me now and try to remember. The words are [select a list of words from the versions below]. Please say them for
me now” I the person is unable 10 repeat the words after three attempts, move on o Step 2 (clock drawing)

Step 2: Clock Drawing

The fe inone or ? For repeated
use of an altemative word st is recommended.

Version 1 Version 2 Version 3 Version 4 Version s Version 6
Banana Leader Vilage River Captain Daughter
Sunrise Season Kitchen Nation Garden Heaven

Chair Table Baby Finger Picture Mountain

say. "Now, set the hands to 10 past 11"

Step 3: Three Word Recall

Say. “Next, | want you 1o draw a clock for me. First, put in all of the numbers where they go” When that is completed.

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

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

Word List Version: ___ Person's Answers
Scoring
Word Recall. __ (03 points) 1 poie

Clock Draw:  ___ (0 or 2 points) e

Normal clock = 2 points. A normal lock has sl sumbers placed in the cor-

sequence and
anchor positons) with no missing of duphcate numbers. Hands are point-
55 10 the 11 and 2(11:10). Hand length s not scared

cormect position (e.5.12. 3.6 and 9 are in

refusal 1o draw 3 clock (sbnormal) = 0 points.

Total Score: (05 points)

Total score = Word Recall score + Clock Draw score

Acut point of <3 on the Mini-Cog™ has been validated for dementia screening.

sccre highet When greater senziraty is desied 3 cu point of <41 recom-
manded

Clock Drawing

ID_______ Date:
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CLINICAL FRAILTY SCALE

VERY
AT

LIVING

VERY MILD
FRAILTY

LIVING

FRAILTY

People who are robust, active, energetic
and motivated. They tend to exercise
regularly and are among the fittest for
their age.

People who have no active disease
symptoms but are less fit than category
1. Often, they exercise or are very active
occasionally, e.g., seasonally.

People whose medical problems are
well lled, even if i

symptomatic, but often are not
regularly active beyond routine walking.

Previously “vulnerable; this category
marks early transition from complete
indi d While not dependent on
others for daily help, often symptoms
limit activities. A common complaint

is being “slowed up" and/or being tired
during the day.

People who often have more evident
slowing, and need help with high

order instrumental activities of daily
living (finances, transportation, heavy
housework). Typically, mild frailty
progressively impairs shopping and
walking outside alone, meal preparation,
medications and begins to restrict light
housework.

SCORING FRAILTY IN PEOPLE WITH DEMENTIA

LIVING People who need help with all outside
WITH activities and with keeping house,
MODERATE  Inside, they often have problems with
FRAILTY  stairs and need help with bathing and
might need minimal assistance (cuing,
standby) with dressing.
LIVING Completely dependent for p |
WITH care, from whatever cause (physical or
SEVERE  cognitive). Even so, they seem stable
FRAILTY and not at high risk of dying (within ~6
months).
LIVING Completely dependent for personal care
WITHVERY and approaching end of life. Typically,
SEVERE they could not recover even from a
FRAILTY minor illness.
9 TERMINALLY Approaching the end of life. This
JLL category applies to people with a life

expectancy <6 months, who are not
otherwise living with severe frailty.
(Many terminally ill people can still
exercise until very close to death.)

The degree of frailty g y In ia, recent memory is
corresponds to the degree of very impaired, even though they seemingly
ia. Common in can their past life events well.

mild dementia include forgetting
the details of a recent event, though
still remembering the event itself,
repeating the same question/story
&nd social withdrawal,

@ DALHOUSIE
UNIVERSITY

www.geriatricmedicineresearch.ca

They can do personal care with prompting.

In severe dementia, they cannot do
personal care without help,

In very severe dementia they are often
bedfast. Many are virtually mute.

Clinical Frailty Scale £2005-2020 Rockwood,

Version 2.0 (EN), Al rights raserved, For permission:
www.geriatricmedicineresearch.ca

Rockwood K et al. A global clinical measure of fitness
and fraifty in elderly people. CMAJ 2005;173:489-495,
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(label)
Patient name:
Date of birth:
Patient number:
Assessment test Date: Time:
for delirium &
cognitive impairment
P Tester:
CIRCLE
[11 ALERTNESS
This includes patients who may be markediy drowsy (eg. difficult to rouse and/or cbviously sieepy
during assessment) or agitatedhyperactive. Observe the patient. If asleep, attempt fo wake with
speech or gentle touch on shoulder. Ask the patient to state their name and address to assist rating.
Normal (fully alert, but not agitated, throughout assessment) 0
Mild sleeps for <10 ds after waking, then nomal 0
Clearly abnormal
[2] AMT4
Age, date of birth, place (name of the hospital or building), current year.
No mistakes 0
1 mistake 1
2 or more mistakes/untestable 2
Ask the patient: "Please tell me the months of the year in backwards order, starting at December.”
To assist initial understanding one prompt of “‘what is the month before December?” is permitted.
Months of the year backwards Achieves 7 months or more comectly 0
Starts but scores <7 months / refuses to start
Untestable (cannot start because unwell, drowsy, inattentive) 2
[4] ACUTE CHANGE OR FLUCTUATING COURSE
Evidence of significant change or fluctuation in: alertness, cognition, other mental function
(eg. paranoia. halfucinations) arising over the last 2 weeks and still evident in last 24hrs
No 0
Yes 4
4 or above: possible delinum +- cognitive mpaimment
1-3: possible cognitive mpairment
0: delinum or severe cognitive impairment unlikely (but 4AT S CORE D
defirium stlll possible if [4] information incomplete)
GUIDANCE NOTES Version 1.2 information and download: www.thedAT.com

The 4AT is a screening instrument designed for rapid intial assessment of deliium and cognitive impairment. A score of 4 or more
suggests defirium but is not dagnostic: more detailed assessment of mental status may be requred to reach a diagnosis. A score of 1-3
suggests cognitive impaimment and more detailed cognitive testing and informant history-taking are required. A score of 0 does not
demwe!yexdwedelmunoreonge nmntmedemledhestngmaybeteqneddepmdmgmhedrxdwnmlm1é
are rated solefy on observation of the patient at the ime of ftem 4 requires infi ion from one or more source(s), eg. your
own knowledge of the patient, other staff who know the patient (eg. vadnurses).GPlemar case notes, carers. The tester should take
account of communication difficulties (hearing impairment, dysphasia, lack of common language) when camying out the test and
interpreting the score.
Alertness: Atered level of aleriness is very likely to be defirum in general hospital settings. If the patient shows significant altered
alertness during the bedside assessment, score 4 for this tem. AMT4 (Abbreviated Mental Test - 4): This score can be extracted fom
fems in the AMT10 i the Iatter is done immediately before. Acute Change or Fluctuating Course: Fluctuation can occur wathout defiium
in some cases of dementia, but marked fluctuation usually indicates delirium. To help eiicit any hallucinations and/or paranoid thoughts
ask the patient questions such as, "Are you concemed about anything going on here?”; “Do you fieel frightensd by anything or anyone?”;
“Have you been seeing or hearing anything unusual”™
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