3.1

BMI Table

3.2

Depression Screens
3.2.1
3.2.2
3.2.3
3.2.4

3.3

Assessments of Fall Risk
3.3.1
3.3.2

3.4

Timed Up and Go (TUG) Test
Stopping Elderly Accidents, Deaths and Injuries (STEADI) Test Battery – CDC

Assessments of Cognitive Function
3.4.1
3.4.2

3.5

Patient Health Questionnaire-2 (PHQ-2) (these two questions are included in the HRA)
Patient Health Questionnaire-9 (PHQ-9) (Spanish, Vietnamese and Korean versions in
Appendix)
Alternate Geriatric Depression Scale (GDS)
The Warwick-Edinburgh Mental Well-Being Scale (WEMWBS)

Mini-Cog
Montreal Cognitive Assessment (MOCA)

CAGE Questionnaire (for alcohol and drug use)

• Depression: only one tool needs to be administered, but you may choose from several options:
o PHQ-2: is included in the HRA (questions 34-35). If the score of these two questions is >3,
the PHQ-9 should be administered for additional assessment.
o GDS: self-administered 5 item scale. If the score is > 2, an additional 10-item scale can be
administered. Multiple translations are available at
http://web.stanford.edu/~yesavage/GDS.html (accessed June 1, 2017).
o WEMWBS: measure of mental well-being (as opposed to mental disorder or illness). Full
scoring details and registration for use of free scale available at
http://www2.warwick.ac.uk/fac/med/research/platform/wemwbs/ (accessed June 1, 2017).
• Fall risk: perform the TUG test. If the TUG score indicates high fall risk, follow-up tests (i.e.,
STEADI) can assess additional risk factors for falls (i.e., lower body muscle weakness and
balance).
o TUG test: quick assessment (3-4 min) of functional mobility that can be used to identify
patients at high fall risk.
o STEADI tests (5-10 min): includes the TUG, 4-Stage Balance Test, and 30-second Chair
Stand. Videos of how to perform these tests available at
https://www.cdc.gov/steadi/materials.html (accessed June 1, 2017).
o Fall Risk Algorithm: follow-up referral pathway based on STEADI test performance.
• Cognitive Assessment may be done through observation only, or with one of the following tools:
o Mini-Cog: quick assessment (< 5 min) of recall and clock drawing
o MOCA: longer test (10-15 min) that assesses 6 areas of cognitive functioning and is better
at detecting mild cognitive impairment than the Mini-Cog.
• Most of these assessments could be administered by staff instead of the provider, but whichever
staff member is designated to perform them should undergo training and oversight to ensure they
are performed correctly.
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Body Mass Index Table
Overweight

Normal
BMI

19

Height
(inches)

20

21

22

23

24

25

26

27

28

Obese
29

30

31

32

33

Extreme Obesity
34

35

36

37

38

39

40

41

42 43

44

45

46

47

48

49

50

51

52

53

54

Body Weight (pounds)

58

91

96 100 105 110 115 119 124 129 134 138 143 148 153 158 162 167 172 177 181 186 191 196 201 205 210 215 220 224 229 234 239 244 248 253 258

59

94

99 104 109 114 119 124 128 133 138 143 148 153 158 163 168 173 178 183 188 193 198 203 208 212 217 222 227 232 237 242 247 252 257 262 267

60

97 102 107 112 118 123 128 133 138 143 148 153 158 163 168 174 179 184 189 194 199 204 209 215 220 225 230 235 240 245 250 255 261 266 271 276

61

100 106 111 116 122 127 132 137 143 148 153 158 164 169 174 180 185 190 195 201 206 211 217 222 227 232 238 243 248 254 259 264 269 275 280 285

62

104 109 115 120 126 131 136 142 147 153 158 164 169 175 180 186 191 196 202 207 213 218 224 229 235 240 246 251 256 262 267 273 278 284 289 295

63

107 113 118 124 130 135 141 146 152 158 163 169 175 180 186 191 197 203 208 214 220 225 231 237 242 248 254 259 265 270 278 282 287 293 299 304

64

110 116 122 128 134 140 145 151 157 163 169 174 180 186 192 197 204 209 215 221 227 232 238 244 250 256 262 267 273 279 285 291 296 302 308 314

65

114 120 126 132 138 144 150 156 162 168 174 180 186 192 198 204 210 216 222 228 234 240 246 252 258 264 270 276 282 288 294 300 306 312 318 324

66

118 124 130 136 142 148 155 161 167 173 179 186 192 198 204 210 216 223 229 235 241 247 253 260 266 272 278 284 291 297 303 309 315 322 328 334

67

121 127 134 140 146 153 159 166 172 178 185 191 198 204 211 217 223 230 236 242 249 255 261 268 274 280 287 293 299 306 312 319 325 331 338 344

68

125 131 138 144 151 158 164 171 177 184 190 197 203 210 216 223 230 236 243 249 256 262 269 276 282 289 295 302 308 315 322 328 335 341 348 354

69

128 135 142 149 155 162 169 176 182 189 196 203 209 216 223 230 236 243 250 257 263 270 277 284 291 297 304 311 318 324 331 338 345 351 358 365

70

132 139 146 153 160 167 174 181 188 195 202 209 216 222 229 236 243 250 257 264 271 278 285 292 299 306 313 320 327 334 341 348 355 362 369 376

71

136 143 150 157 165 172 179 186 193 200 208 215 222 229 236 243 250 257 265 272 279 286 293 301 308 315 322 329 338 343 351 358 365 372 379 386

72

140 147 154 162 169 177 184 191 199 206 213 221 228 235 242 250 258 265 272 279 287 294 302 309 316 324 331 338 346 353 361 368 375 383 390 397

73

144 151 159 166 174 182 189 197 204 212 219 227 235 242 250 257 265 272 280 288 295 302 310 318 325 333 340 348 355 363 371 378 386 393 401 408

74

148 155 163 171 179 186 194 202 210 218 225 233 241 249 256 264 272 280 287 295 303 311 319 326 334 342 350 358 365 373 381 389 396 404 412 420

75

152 160 168 176 184 192 200 208 216 224 232 240 248 256 264 272 279 287 295 303 311 319 327 335 343 351 359 367 375 383 391 399 407 415 423 431

76

156 164 172 180 189 197 205 213 221 230 238 246 254 263 271 279 287 295 304 312 320 328 336 344 353 361 369 377 385 394 402 410 418 426 435 443

Source: Adapted from Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults: The Evidence Report.
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Patient Health Questionnaire‐2 (PHQ‐2)
Over the last 2 weeks, how often have you
been bothered by any of the following
problems?

Not at all

Several
days

More than
half the
days

Nearly
every day

1. Little interest or pleasure in doing things

0

1

2

3

2. Feeling down, depressed, or hopeless

0

1

2

3

For office coding:

______0

+

+

+

= Total Score ____________

Adapted from the patient health questionnaire (PHQ) screeners (www.phqscreeners.com). Accessed October 6, 2016.
See website for additional information and translations.
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PHQ‐2 Scores and Proposed Treatment Actions
The PHQ‐2 consists of the first 2 questions of the PHQ‐9. Scores range from 0 to 6. The recommended
cut point is a score of 3 or greater. Recommended actions for persons scoring 3 or higher are one of the
following:
 Administer the full PHQ‐9
 Conduct a clinical interview to assess for Major Depressive Disorder
1. Korenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire‐2: Validity of a Two‐Item
Depression Screener. Med Care. 2003, Nov;41(11):1284‐92.
2. Kroenke K(1), Spitzer RL, Williams JB, Löwe B. The Patient Health Questionnaire Somatic,
Anxiety, and Depressive Symptom Scales: a systematic review. Gen Hosp Psychiatry. 2010 Jul‐
Aug;32(4):345‐59.

Adapted from the patient health questionnaire (PHQ) screeners (www.phqscreeners.com). Accessed October 6, 2016.
See website for additional information and translations.
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)
DATE:

NAME:
Over the last 2 weeks, how often have you been
bothered by any of the following problems?
(use "ⁿ" to indicate your answer)

More than Nearly
half the every day
days

Not at all

Several
days

1. Little interest or pleasure in doing things

0

1

2

3

2. Feeling down, depressed, or hopeless

0

1

2

3

3. Trouble falling or staying asleep, or sleeping too much

0

1

2

3

4. Feeling tired or having little energy

0

1

2

3

5. Poor appetite or overeating

0

1

2

3

6. Feeling bad about yourself or that you are a failure or
have let yourself or your family down

0

1

2

3

7. Trouble concentrating on things, such as reading the
newspaper or watching television

0

1

2

3

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite being so figety or
restless that you have been moving around a lot more
than usual

0

1

2

3

9. Thoughts that you would be better off dead, or of
hurting yourself

0

1

2

3

add columns

+

+

(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).

10. If you checked off any problems, how difficult
have these problems made it for you to do
your work, take care of things at home, or get
along with other people?

Not difficult at all
Somewhat difficult
Very difficult
Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD© is a trademark of Pfizer Inc.
A2663B 10-04-2005
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PHQ-9 Patient Depression Questionnaire
For initial diagnosis:
1.

Patient completes PHQ-9 Quick Depression Assessment.

2. If there are at least 4 3s in the shaded section (including Questions #1 and #2), consider a depressive
disorder. Add score to determine severity.

Consider Major Depressive Disorder
- if there are at least 5 3s in the shaded section (one of which corresponds to Question #1 or #2)

Consider Other Depressive Disorder
- if there are 2-4 3s in the shaded section (one of which corresponds to Question #1 or #2)
Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician,
and a definitive diagnosis is made on clinical grounds taking into account how well the patient understood
the questionnaire, as well as other relevant information from the patient.
Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a
history of a Manic Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the
biological cause of the depressive symptoms.
To monitor severity over time for newly diagnosed patients or patients in current treatment for
depression:
1.

Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at
home and bring them in at their next appointment for scoring or they may complete the
questionnaire during each scheduled appointment.

2.

Add up 3s by column. For every 3: Several days = 1 More than half the days = 2 Nearly every day = 3

3.

Add together column scores to get a TOTAL score.

4.

Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score.

5. Results may be included in patient files to assist you in setting up a treatment goal, determining degree of
response, as well as guiding treatment intervention.
Scoring: add up all checked boxes on PHQ-9
For every 3 Not at all = 0; Several days = 1;
More than half the days = 2; Nearly every day = 3
Interpretation of Total Score
Total Score
1-4
5-9
10-14
15-19
20-27

Depression Severity
Minimal depression
Mild depression
Moderate depression
Moderately severe depression
Severe depression

PHQ9 Copyright © Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD ® is a
trademark of Pfizer Inc.
A2662B 10-04-2005
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Screening Tool:
Alternate Geriatric Depression Scale (GDS)
Resident’s Name: ___________________________________________ Record #: _________________
Circle resident’s response to questions. Each answer indicated by an asterisk (*) counts as 1 point.
1.

Are you basically satisﬁed with your life?

Yes

2.

Do you often get bored?

Yes *

No *
No

3.

Do you often feel helpless?

Yes *

No

4.

Do you prefer to stay home rather than going out and doing
things?
Do you feel pretty worthless the way you are now?

Yes *

No

Yes *

No

5.

GDS-5 Score _________
If the GDS-5 score is 1 or less, you may stop here. If the GDS-5 score is 2 or more, continue with
the remaining 10 questions. A GDS-5 score of 2 or more indicates possible depression.
6.

Have you dropped many of your activities and interests?

Yes *

No

7.

Do you feel that your life is empty?

No

8.

Are you in good spirits most of the time?

Yes *
Yes

Are you afraid that something bad is going to happen to you? Yes *
Yes
10. Do you feel happy most of the time?

No

9.

No *

11. Do you feel you have more problems with memory than
most?
12. Do you think it is wonderful to be alive now?

Yes *

No *
No

Yes

No *

13. Do you feel full of energy?

Yes

14. Do you feel your situation is hopeless?

Yes *

No *
No

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

Yes *

No

GDS-15 Score _________
A GDS-15 score of 5-9 indicates possible depression; above 9 usually indicates depression
___________________________________________________________
Signature of person completing form

___________________
Date

References:
Weeks SK, McGann PE, Michaels TK, & Penninx, BW. Comparing various short-form geriatric depression scales
leads to the GDS-5/15. Journal of Nursing Scholarship 2003;2:133-7.
Goring, H, Baldwin, R, Marriott, A, Pratt, H, & Roberts, C. Validation of short screening tests for depression and
cognitive impairment in older medically ill inpatients. International Journal of Geriatric Psychiatry 2004;19:465-71.
This material was prepared by TMF® Health Quality Institute, the Medicare Quality Improvement Organization for Texas, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reﬂect CMS policy. 8SOW-TX-NHQI-06-29
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Section 3.2.4
The Warwick-Edinburgh Mental Well-Being Scale
(WEMWBS)
Below are some statements about feelings and thoughts.
Please tick the box that best describes your experience of each over the last 2 weeks.
Statements

None
of the
time

Some
Rarely of the
time

Often

All of
the
time

I’ve been feeling optimistic about the
future.

1

2

3

4

5

I’ve been feeling useful.

1

2

3

4

5

I’ve been feeling relaxed.

1

2

3

4

5

I’ve been feeling interested in other
people.

1

2

3

4

5

I’ve had energy to spare.

1

2

3

4

5

I’ve been dealing with problems well.

1

2

3

4

5

I’ve been thinking clearly.

1

2

3

4

5

I’ve been feeling good about myself.

1

2

3

4

5

I’ve been feeling close to other people.

1

2

3

4

5

I’ve been feeling confident.

1

2

3

4

5

I’ve been able to make up my own
mind about things.

1

2

3

4

5

I’ve been feeling loved.

1

2

3

4

5

I’ve been interested in new things.

1

2

3

4

5

I’ve been feeling cheerful.

1

2

3

4

5

Warwick-Edinburgh Mental Well-Being Scale (WEMWBS)
© NHS Health Scotland, University of Warwick and University of Edinburgh,
2006, all rights reserved.
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The Warwick-Edinburgh Mental Well-Being Scale (WEMWBS)
A. Brief History and Rationale for Development of the WEMWBS

The WEMWBS was developed and tested by a group of researchers at the
Universities of Edinburgh and Warwick with funding from NHS Scotland. The
WEMWBS is used to measure subjective well-being in adults ≥16 years.

As defined by the developers, mental well-being relates to a person’s
psychological functioning, life-satisfaction and ability to develop and maintain
mutually benefiting relationships. Psychological wellbeing includes the ability
to maintain a sense of autonomy, self acceptance, personal growth, purpose in
life and self esteem. Staying mentally healthy is more than treating or
preventing mental illness.
B. Scoring and Interpreting Scale Results

The WEMWBS is scored by summing the responses to each of the 14 test
items on a 1 to 5 Likert scale (1 = None of the time to 5 + All of the time). All
questions are equally weighted.
Scores can range from a minimum of 14 to a maximum of 70 points. Higher
scores are associated with higher levels of mental well-being.

The scale is a self-administered.

No cut-off score is associated with the scale because the scale is not designed
to identify persons with exceptionally high or low positive mental health.

In a population sample comprised of adults ranging in age from 16 to 75 plus
years, the mean score was 50.7/70. The mean score for a sub sample of
adults aged between 65 and 74 years was 52.4 while the mean score was 51.2
for a sub sample of adults > 75 years.
C. Conditions for use of Scale

The WEMWBS is freely available but prospective users should register with
Dr Kulsum Janmohamed K.janmohamed@warwick.ac.uk or Professor Sarah
Stewart-Brown sarah.stewart-brown@warwick.ac.uk. If the scale is
reproduced it must remain unaltered and include the copyright statement
that appears below:
“Warwick Edinburgh Mental Well-Being Scale (WEMWBS)
© NHS Health Scotland, University of Warwick and University of Edinburgh,
2006, all rights reserved.”
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Section 3.3.1
Timed Up and Go (TUG) Test
Name:___________________________

MR: ______________________

Date:________

1. Equipment: arm chair, tape measure, tape, stop watch.
2. Begin the test with the subject sitting correctly (hips all of the way to the back of the seat) in a chair
with arm rests. The chair should be stable and positioned such that it will not move when the
subject moves from sit to stand. The subject is allowed to use the arm rests during the sit – stand
and stand – sit movements.
3. Place a piece of tape or other marker on the floor 3 meters away from the chair so that it is easily
seen by the subject.
4. Instructions: “On the word GO you will stand up, walk to the line on the floor, turn around and walk
back to the chair and sit down. Walk at your regular pace.
5. Start timing on the word “GO” and stop timing when the subject is seated again correctly in the
chair with their back resting on the back of the chair.
6. The subject wears their regular footwear, may use any gait aid that they normally use during
ambulation, but may not be assisted by another person. There is no time limit. They may stop and
rest (but not sit down) if they need to.
7. Normal healthy elderly usually complete the task in ten seconds or less. Very frail or weak elderly
with poor mobility may take 2 minutes or more.
8. The subject should be given a practice trial that is not timed before testing.
9. Results correlate with gait speed, balance, functional level, the ability to go out, and can follow
change over time.
Normative Reference Values by Age
1

Time in Seconds (95% Confidence Interval)

Age Group
60 – 69 years

8.1

(7.1 – 9.0)

70 – 79 years

9.2

(8.2 – 10.2)

80 – 99 years

11.3

(10.0 – 12.7)

Cut-off Values Predictive of Falls by
Time in Seconds

Group
Community Dwelling Frail Older Adults
2
Post-op hip fracture patients at time of
discharge3

> 14 associated with high fall risk
> 24 predictive of falls within 6 months after hip
fracture

Frail older adults

> 30 predictive of requiring assistive device for
ambulation and being dependent in ADLs

Date

Time

Date

Time

Date
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References

1. Bohannon RW. Reference values for the Timed Up and Go Test: A Descriptive Meta-Analysis. Journal
of Geriatric Physical Therapy, 2006;29(2):64-8.
2. Shumway-Cook A, Brauer S, Woollacott M. Predicting the probability for falls in community-dwelling
older adults using the timed up & go test. Phys Ther. 2000;80:896-903.
3. Kristensen MT, Foss NB, Kehlet H. Timed "Up and Go" Test as a predictor of falls within 6 months
after hip fracture surgery. Phys Ther. 2007.87(1):24-30.
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Bischoff HA, Stahelin HB, et al. Identifying a cut-off point for normal mobility: A comparison study of the
timed "up and go" test in community-dwelling and institutionalized elderly women. Age and
Ageing. 2003;32:315-320.
Boulgarides LK, McGinty SM, et al. Use of clinical and impairment-based tests to predict falls by
community-dwelling older adults. Phys Ther. 2003;83:328-339.
Podsiadlo D, Richardson S. The timed “up & go": A test of basic functional mobility for frail elderly
persons. JAGS. 1991;39:142-148.
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Section 3.3.2

Patient:

Date:

Time:

AM/PM

The Timed Up and Go (TUG) Test
Purpose: To assess mobility
Equipment: A stopwatch
Directions: Patients wear their regular footwear and can use a walking
aid if needed. Begin by having the patient sit back in a standard arm
chair and identify a line 3 meters or 10 feet away on the floor.
Instructions to the patient:

When I say “Go,” I want you to:
1. Stand up from the chair

2. Walk to the line on the floor at your normal pace
3. Turn

4. Walk back to the chair at your normal pace
5. Sit down again

On the word “Go” begin timing.
Stop timing after patient has sat back down and record.
Time: _________ seconds
An older adult who takes ≥12 seconds to complete the TUG is at
high risk for falling.
Observe the patient’s postural stability, gait, stride length, and sway.
Circle all that apply: Slow tentative pace  Loss of balance 
Short strides  Little or no arm swing  Steadying self on walls 
Shuffling  En bloc turning  Not using assistive device properly
Notes:

For relevant articles, go to: www.cdc.gov/injury/STEADI
Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control

AWV Toolkit

71

Section 3.3.2

Patient:

Date:

Time:

AM/PM

The 4-Stage Balance Test
Purpose: To assess static balance
Equipment: A stopwatch
Directions: There are four progressively more challenging
positions. Patients should not use an assistive device (cane or
walker) and keep their eyes open.
Describe and demonstrate each position. Stand next to the patient,
hold his/her arm and help them assume the correct foot position.
When the patient is steady, let go, but remain ready to catch the
patient if he/she should lose their balance.
If the patient can hold a position for 10 seconds without moving
his/her feet or needing support, go on to the next position.
If not, stop the test.

Instructions to the patient: I’m going to show you four positions.
Try to stand in each position for 10 seconds. You can hold your
arms out or move your body to help keep your balance but
don’t move your feet. Hold this position until I tell you to stop.
For each stage, say “Ready, begin” and begin timing.
After 10 seconds, say “Stop.”
See next page for detailed patient instructions and
illustrations of the four positions.

For relevant articles, go to: www.cdc.gov/injury/STEADI
Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control
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Instructions to the patient:
1. Stand with your feet side by side.

Time: __________ seconds

2. Place the instep of one foot so it is
touching the big toe of the other foot.

Time: __________ seconds

3. Place one foot in front of the other,
heel touching toe.

Time: __________ seconds

4. Stand on one foot.

Time: __________ seconds

An older adult who cannot hold the tandem stance for at least 10 seconds
is at increased risk of falling.
Notes:
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Patient:

Date:

Time:

AM/PM

The 30-Second Chair Stand Test
Purpose: To test leg strength and endurance
Equipment:

• A chair with a straight back without arm rests (seat 17” high)
• A stopwatch
Instructions to the patient:
1. Sit in the middle of the chair.
2. Place your hands on the opposite
shoulder crossed at the wrists.
3. Keep your feet flat on the floor.
4. Keep your back straight and
keep your arms against your chest.
5. On “Go,” rise to a full standing
position and then sit back down again.
6. Repeat this for 30 seconds.
On “Go,” begin timing.
If the patient must use his/her arms to stand, stop the test.
Record “0” for the number and score.
Count the number of times the patient comes to a full standing
position in 30 seconds.
If the patient is over halfway to a standing position when
30 seconds have elapsed, count it as a stand.
Record the number of times the patient stands in 30 seconds.
Number: _________ Score ___________ See next page.
A below average score indicates a high risk for falls.
Notes:
For relevant articles, go to: www.cdc.gov/injury/STEADI
Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control
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Chair Stand—Below Average Scores
Age

Men

Women

60-64

< 14

< 12

65-69

< 12

< 11

70-74

< 12

< 10

75-79

< 11

< 10

80-84

< 10

<9

85-89

<8

<8

90-94

<7

<4
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Algorithm for Fall Risk Assessment & Interventions
Waiting room: Patient completes
Stay Independent brochure
Identify main fall risk factors
Clinical visit: Identify patients at risk
• Fell in past year
• Feels unsteady when standing
or walking
• Worries about falling
• Scored ≥4 on Stay Independent brochure
Evaluate gait, strength & balance
• Timed Up and Go
• 30-Sec Chair Stand
• 4 Stage Balance Test

No to all

No gait,
strength or
balance
problems

• Educate patient
• Refer to community
exercise, balance,
fitness or fall
prevention program

Gait, strength or balance problem

≥2 falls or a
fall injury

1 fall in
past year

Determine
circumstances
of latest fall

Determine
circumstances
of fall

Conduct multifactorial
risk assessment
• Review Stay Independent
brochure
• Falls history
• Physical exam
• Postural dizziness/
postural hypotension
• Cognitive screening
• Medication review
• Feet & footwear
• Use of mobility aids
• Visual acuity check

0 falls in
past year

Implement key
fall interventions
• Educate patient
• Enhance strength & balance
• Improve functional mobility
• Manage & monitor
hypotension
• Manage medications
• Address foot problems
• Vitamin D +/- calcium
• Optimize vision
• Optimize home safety

• Educate patient
• Refer for gait and/or
balance retraining or
to a community fall
prevention program

Patient follow-up
• Review patient
education
• Assess & encourage
adherence with
recommendations
• Discuss & address
barriers to adherence

Centers for Disease
Control and Prevention
National Center for Injury
Prevention and Control
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MINI-CogTM

Instructions for Administration of the Mini-Cog
ADMINISTRATION

SCORING/SPECIAL INSTRUCTIONS
13

1. Three Word Recall
Get patient's attention.
Say: "I am going to say
three words that I want
you to remember. The
words are (select from
word list). "Please say them
for me now." If patient is
unable to repeat after 3
tries, then go to clock
drawing test.

The following word lists have been used in one or more clinical studies :-

2. Clock Drawing Test (CDT)
Say in order: "Please draw a
clock. Start by drawing a
large circle." (when done,
say) "Put all the numbers in
the circle." (when done,
say) "Now set the hands to
s how 11:10 (10 past 11) OR
"Now set the hands to
show 8:20 (20 past 8).
3. Say: "What were the
three words I asked you to
remember?

• Use either a blank piece of paper or a preprinted circle (example below)
• A clock should not be visible to the patient during this task.
• The specific times of 11:10 {10 past 11) or 8:20 (20 past 8) are more
sensitive than others.
• A correct response is all numbers placed in approximately the correct
positions AND the hands pointing to the 11and 2 (11:10) or the 4 a nd 8

- Version 1
• Banana
• Sunrise
• Chair
- Version 2
• Daughter
• Heaven
• Mountain

- Version 3
• Village
• Kitchen
• Baby
- Version 4
• River
• Nation
• Finger

- Version 5
• Captain
• Garden
• Picture
- Version 6
• Leader
• Season
• Table

(8:20).
• Refusal to draw a clock is scored abnormal (0 points) .
• Move to next step if clock not complete within 3 minutes.
Ask the patient to recall the three words you stated in Step 1.

Scoring
Each reca lled word = 1point (Patients with word recall of 1-2 words are classified based on their CDT.)
Normal Clock = 2 points
Abnormal Clock = O points
Sco ring Classification
0 recalled words OR 1-2 recalled words + a bnorma l CDT suggests possible cognitive impairment
3 recalled words OR 1-2 recalled words + normal CDT suggests lack of cognitive impairment

References/Copyright Information
1. Borson S,Scanlan J, Brush M,Vitaliano P,Dokmak A. The mini-cog:a cognitive "vital signs" measure for dementia
scree ning in multi-lingua l elderly. Int J Geriatr Psychiatry. 2000;15(11) :1021-1027. 2. Borson S,Scanlan J M,Chen P,
Ganguli M. The Mini-Cog as a screen for dementia: validation in a population-based sample. J Am Geriatr Soc.
2003;51(10):1451-1454. 3. McCarten JR ,Ande rson P, Kuskowski MA, et al. Finding dementia in primary care:the
results of a clinical demonstration project. J Am Geriatr Soc. 2012;60(2):210-217.
Mini-Cog™ Copyr ight 2000, 2003, 2005. All rights reserved. Used with permission in educational and clinical
materials developed by Al zheimer’s, Orange County.
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Clock Drawing Test

Patient Name:

Date:
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Montreal Cognitive Assessment
(MoCA)
Administration and Scoring Instructions
The Montreal Cognitive Assessment (MoCA) was designed as a rapid screening instrument for mild
cognitive dysfunction. It assesses different cognitive domains: attention and concentration, executive
functions, memory, language, visuoconstructional skills, conceptual thinking, calculations, and
orientation. Time to administer the MoCA is approximately 10 minutes. The total possible score is 30
points; a score of 26 or above is considered normal.
1. Alternating Trail Making:
Administration: The examiner instructs the subject: "Please draw a line, going from a number
to a
letter in ascending order. Begin here [point to (1)] and draw a line from 1 then to A
then to 2 and so
on. End here [point to (E)]."
Scoring: Allocate one point if the subject successfully draws the following pattern:
1 −A- 2- B- 3- C- 4- D- 5- E, without drawing any lines that cross. Any error that is not
immediately
self-corrected earns a score of 0.

2. Visuoconstructional Skills (Cube):
Administration: The examiner gives the following instructions, pointing to the cube: “Copy this
drawing as accurately as you can, in the space below”.
Scoring: One point is allocated for a correctly executed drawing.
• Drawing must be three-dimensional
• All lines are drawn
• No line is added
• Lines are relatively parallel and their length is similar (rectangular prisms are accepted)
A point is not assigned if any of the above-criteria are not met.

3. Visuoconstructional Skills (Clock):
Administration: Indicate the right third of the space and give the following instructions: “Draw
a clock. Put in all the numbers and set the time to 10 past 11”.
Scoring: One point is allocated for each of the following three criteria:
• Contour (1 pt.): the clock face must be a circle with only minor distortion acceptable (e.g.,
slight imperfection on closing the circle);
• Numbers (1 pt.): all clock numbers must be present with no additional numbers; numbers
must be in the correct order and placed in the approximate quadrants on the clock face; Roman
numerals are acceptable; numbers can be placed outside the circle contour;
• Hands (1 pt.): there must be two hands jointly indicating the correct time; the hour hand must
be clearly shorter than the minute hand; hands must be centred within the clock face with their
junction close to the clock centre.
A point is not assigned for a given element if any of the above-criteria are not met.
MoCA Version August 18, 2010
© Z. Nasreddine MD
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4. Naming:
Administration: Beginning on the left, point to each figure and say: “Tell me the name of this
animal”.
Scoring: One point each is given for the following responses: (1) lion (2) rhinoceros or rhino
(3) camel or dromedary.

5. Memory:
Administration: The examiner reads a list of 5 words at a rate of one per second, giving the
following instructions: “This is a memory test. I am going to read a list of words that you

will have to remember now and later on. Listen carefully. When I am through, tell me
as many words as you can remember. It doesn’t matter in what order you say them”.
Mark a check in the allocated space for each word the subject produces on this first trial. When
the subject indicates that (s)he has finished (has recalled all words), or can recall no more
words, read the list a second time with the following instructions: “I am going to read the same
list for a second time. Try to remember and tell me as many words as you can, including words
you said the first time.” Put a check in the allocated space for each word the subject recalls
after the second trial.
At the end of the second trial, inform the subject that (s)he will be asked to recall these words
again by saying, “I will ask you to recall those words again at the end of the test.”
Scoring: No points are given for Trials One and Two.

6. Attention:
Forward Digit Span: Administration: Give the following instruction: “I am going to say some
numbers and when I am through, repeat them to me exactly as I said them”. Read the five
number sequence at a rate of one digit per second.
Backward Digit Span: Administration: Give the following instruction: “Now I am going to say
some more numbers, but when I am through you must repeat them to me in the backwards
order.” Read the three number sequence at a rate of one digit per second.
Scoring: Allocate one point for each sequence correctly repeated, (N.B.: the correct response for
the backwards trial is 2-4-7).
Vigilance: Administration: The examiner reads the list of letters at a rate of one per second,
after giving the following instruction: “I am going to read a sequence of letters. Every time I
say the letter A, tap your hand once. If I say a different letter, do not tap your hand”.
Scoring: Give one point if there is zero to one errors (an error is a tap on a wrong letter or a
failure to tap on letter A).

MoCA Version August 18, 2010
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Serial 7s: Administration: The examiner gives the following instruction: “Now, I will ask you to
count by subtracting seven from 100, and then, keep subtracting seven from your answer until I
tell you to stop.” Give this instruction twice if necessary.
Scoring: This item is scored out of 3 points. Give no (0) points for no correct subtractions, 1
point for one correction subtraction, 2 points for two-to-three correct subtractions, and 3 points
if the participant successfully makes four or five correct subtractions. Count each correct
subtraction of 7 beginning at 100. Each subtraction is evaluated independently; that is, if the
participant responds with an incorrect number but continues to correctly subtract 7 from it, give
a point for each correct subtraction. For example, a participant may respond “92 – 85 – 78 – 71
– 64” where the “92” is incorrect, but all subsequent numbers are subtracted correctly. This is
one error and the item would be given a score of 3.

7. Sentence repetition:
Administration: The examiner gives the following instructions: “I am going to read you a
sentence. Repeat it after me, exactly as I say it [pause]: I only know that John is the one to
help today.” Following the response, say: “Now I am going to read you another sentence.
Repeat it after me, exactly as I say it [pause]: The cat always hid under the couch when dogs
were in the room.”
Scoring: Allocate 1 point for each sentence correctly repeated. Repetition must be exact. Be
alert for errors that are omissions (e.g., omitting "only", "always") and substitutions/additions
(e.g., "John is the one who helped today;" substituting "hides" for "hid", altering plurals, etc.).

8. Verbal fluency:
Administration: The examiner gives the following instruction: “Tell me as many words as you
can think of that begin with a certain letter of the alphabet that I will tell you in a moment. You
can say any kind of word you want, except for proper nouns (like Bob or Boston), numbers, or
words that begin with the same sound but have a different suffix, for example, love, lover,
loving. I will tell you to stop after one minute. Are you ready? [Pause] Now, tell me as many
words as you can think of that begin with the letter F. [time for 60 sec]. Stop.”
Scoring: Allocate one point if the subject generates 11 words or more in 60 sec. Record the
subject’s response in the bottom or side margins.

9. Abstraction:
Administration: The examiner asks the subject to explain what each pair of words has in
common, starting with the example: “Tell me how an orange and a banana are alike”. If the
subject answers in a concrete manner, then say only one additional time: “Tell me another way
in which those items are alike”. If the subject does not give the appropriate response (fruit),
say, “Yes, and they are also both fruit.” Do not give any additional instructions or clarification.
After the practice trial, say: “Now, tell me how a train and a bicycle are alike”. Following the
response, administer the second trial, saying: “Now tell me how a ruler and a watch are alike”.
Do not give any additional instructions or prompts.

MoCA Version August 18, 2010
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Scoring: Only the last two item pairs are scored. Give 1 point to each item pair correctly
answered. The following responses are acceptable:
Train-bicycle = means of transportation, means of travelling, you take trips in both;
Ruler-watch = measuring instruments, used to measure.
The following responses are not acceptable: Train-bicycle = they have wheels; Rulerwatch = they have numbers.
10. Delayed recall:
Administration: The examiner gives the following instruction: “I read some words to you
earlier, which I asked you to remember. Tell me as many of those words as you can
remember.” Make a check mark ( √ ) for each of the words correctly recalled spontaneously
without any cues, in the allocated space.
Scoring: Allocate 1 point for each word recalled freely without any cues.

Optional:
Following the delayed free recall trial, prompt the subject with the semantic category cue
provided below for any word not recalled. Make a check mark ( √ ) in the allocated space if the
subject remembered the word with the help of a category or multiple-choice cue. Prompt all
non-recalled words in this manner. If the subject does not recall the word after the category cue,
give him/her a multiple choice trial, using the following example instruction, “Which of the
following words do you think it was, NOSE, FACE, or HAND?”
Use the following category and/or multiple-choice cues for each word, when appropriate:
FACE:
VELVET:
CHURCH:
DAISY:
RED:

category cue: part of the body
category cue: type of fabric
category cue: type of building
category cue: type of flower
category cue: a colour

multiple choice: nose, face, hand
multiple choice: denim, cotton, velvet
multiple choice: church, school, hospital
multiple choice: rose, daisy, tulip
multiple choice: red, blue, green

Scoring: No points are allocated for words recalled with a cue. A cue is used for clinical
information purposes only and can give the test interpreter additional information about the
type of memory disorder. For memory deficits due to retrieval failures, performance can be
improved with a cue. For memory deficits due to encoding failures, performance does not
improve with a cue.
11. Orientation:
Administration: The examiner gives the following instructions: “Tell me the date today”. If the
subject does not give a complete answer, then prompt accordingly by saying: “Tell me the
[year, month, exact date, and day of the week].” Then say: “Now, tell me the name of this
place, and which city it is in.”
Scoring: Give one point for each item correctly answered. The subject must tell the exact date
and the exact place (name of hospital, clinic, office). No points are allocated if subject makes
an error of one day for the day and date.
TOTAL SCORE: Sum all subscores listed on the right-hand side. Add one point for an
individual who has 12 years or fewer of formal education, for a possible maximum of 30 points.
A final total score of 26 and above is considered normal.
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CAGE and CAGE-AID Introduction and Scoring
The CAGE questionnaire is used to test for alcohol abuse and dependence in adults. The CAGEAID version of the tool has been adapted to include drug use. These tools are not used to diagnose
diseases, but only to indicate whether a problem might exist. The questions are most effective when
used as part of a general health history and should NOT be preceded by questions about how much
or how frequently the patient drinks or uses drugs. The reason for this is that denial is very
common among persons abusing alcohol or other drugs; and therefore, the CAGE/CAGE-AID
questions focus the discussion toward the behavioral effects of the drinking or drug use rather
than toward the number of drinks or drugs used per day.
Item responses on the CAGE and CAGE-AID are scored 0 or 1, with a higher score indicating
alcohol or drug use problems. A total score of 2 or greater is considered clinically significant, which
then should lead the physician to ask more specific questions about frequency and quantity.
The downside of the CAGE/CAGE-AID approach is that questions do not discriminate well
between active and inactive drinkers or drug users, so following positive scores on the CAGE
with questions regarding usual consumption patterns (e.g., frequency/quantity/heaviest
consumption) will help make this distinction.
Screening Tools
CAGE
1.
2.
3.
4.

Have you ever felt you should cut down on your drinking?
Have people annoyed you by criticizing your drinking?
Have you ever felt bad or guilty about your drinking?
Eye Opener: Have you ever had a drink first thing in the morning to steady your nerves or
to get rid of a hangover?

Scoring: Item responses on the CAGE are scored 0 for "no" and 1 for "yes" answers. A higher score
is an indication of alcohol problems. A total score of 2 or greater is considered clinically significant.
CAGE-AID (CAGE Questions Adapted to Include Drugs)
1.
2.
3.
4.

Have you ever felt you ought to cut down on your drinking or drug use?
Have people annoyed you by criticizing your drinking or drug use?
Have you felt bad or guilty about your drinking or drug use?
Have you ever had a drink or used drugs first thing in the morning to steady your nerves or
to get rid of a hangover?

Scoring: Item responses on the CAGE-AID are scored 0 for "no" and 1 for "yes" answers. A higher
score is an indication of alcohol problems. A total score of 2 or greater is considered clinically
significant.

Used / reprinted with permission from Brown, R.L., and Rounds, L.A. Conjoint screening questionnaires for alcohol and drug abuse.
Wisconsin Medical Journal 94:135-140, 1995.
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