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The “Get Up and Go Test” is an assessment that should be conducted as part of a
routine evaluation when dealing with older persons. Its purpose is to detect “fallers”
and to identify those who need evaluation.

The staff should be trained to perform the “Get Up and Go Test” at check-in and query
those with gait or balance problems for falls.

INITIAL CHECK

All older persons who report a single fall should be observed as they:

From a sitting position, stand without using their arms for support.
Walk several paces, turn, and return to the chair.

Sit back in the chair without usiﬁg their arms for support.

Individuals who have difficulty or demonstrate unsteadiness performing this test

require further assessment.

F OLLOW-UP ASSESSMENT

In the follow-up assessment, ask the person to:

Sit.

Stand without using their arms for support.

Close their eyes for a few seconds, while standing in place.

Stand with eyes closed, while you push gently on his or her sternum.
Walk a short distance and come to a complete stop.

Turn around and return to the chair.

Sit in the chair without using their arms for support.
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[image: image2.jpg]While conducting the test, pay attention to any abnormal movements. As you observe,
answer the questions below. Record your assessment in the Yes or No boxes provided
and/or on the “Falls Evaluation: Initial Visit” form.

Follow-Up Assessment Observations

Is the person steady and balanced when sitting upright?

Is the person able to stand with the arms folded?

When standing, is the person steady in narrow stance?

With eyes closed, does the person remain steady?

‘When nudged, does the person recover without difficulty?

Does with person start walking without hesitancy?

When walking, does each foot clear the floor well?

Is there step symmetry, with the steps equal length and regular ?
Does the person take continuous, regular steps?

Does the person walk straight without a walking aid?

Does the person stand with heels close together?
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Step 1:

Give patient a sheet of paper with a large (relative to the size of handwritten

numbers) predrawn circle on it. Indicate the top of the page.

Instruct patient to draw numbers in the circle to make the circle look like the face

of a clock and then draw the hands of the clock to read "10 after 11."

S

Minor visuospatial errors

D

3 Inaccurate representation of 10 after 11
when visuospatial organization is perfect

4 Moderate visuospatial disorganization of
times such that accurate denotation of 10
after 11 is impossible

5 Severe level of disorganization as
described in scoring of 4
6 No reasonable representation of a clock

Examples

QQ errors in the task

Step 2:

Scoring:

Score the clock based on the following six-point scoring system:
[ Score Error(s)
[ 1 | "Perfect"

a) Mildly impaired spacing of times
by Draws times outside circle

c¢) Turns page while writing so that some
numbers appear upside down

d) Draws in lines (spokes) to orient spacing

a) Minute hand points to 10
b) Writes "10 after 11"

or shows only minor deviations c) Unable to make any denotation of time

a) Moderately poor spacing

b) Omits numbers

c) Perseveration: repeats circle or continues
on past 12 to 13, 14, 15, etc.

d) Right-left reversal: numbers drawn
counterclockwise

e) Dysgraphia: unable to write numbers
accuratel

See examples for scoring of 4

a) No attempt at all
b) No semblance of a clock at all

(Shulman et al., 1993)

c) Writes a word or name

Higher scores reflect a greater number of errors and more impairment. A score of 23 represents
a cognitive deficit, while a score of 1 or 2 is considered normal.

Sources:

» Kirby M, Denihan A, Bruce |, Coakley D, Lawlor BA. The clock drawing test in primary care:
sensitivity in dementia detection and specn‘"cnty against normal and depressed elderly. Int J

Geriatr Psychiatry. 2001;16:935-940.

* Richardson HE, Glass JN. A comparison of scoring protocols on the clock drawing test in
relation to ease of use, diagnostic group, and correlations with Mini-Mental State
Examination. J Am Geriatr Soc. 2002;50:169-173.

e Shulman KI, Gold DP, Cohen CA, Zucchero CA. Clock drawing and dementia in the
community: a longitudinal study. Int J Geriatr Psych/'atfy. 1993;8:487-496.
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Choose the best answer for how you felt over the past week.

1. Are you basically satisfied with your life?

2. Have you dropped many of your activities and interests?

3. Do you feel that your life is empty?

4. Do you often get bored?

5. Are you hopeful about the future? Y

6. Are you bothered by thoughts you cannot get out of your head? Yeslo>
7. Are you in good spirits most of the time? esfNo
8. Are you afraid that something bad is going to happen to you? YesfNo»
9. Do you feel happy most of the time? , (YesiNo
10. Do you often feel helpless? Yeg'Ne
11. Do you often get restless and fidgety? YegNos
12. Do you prefer to stay at home, rather than go out and do new thmgs”@’\o
13. Do you frequently worry about the future? Yesg(No)

14. Do you feel you have more problems with memory than most?
15. Do you think it is wonderful to be alive right now?
16. Do you often feel downhearted and blue? '
17. Do you feel pretty worthless the way you are now?
‘ 18. Do you worry a lot about the past?
19. Do you find life very exciting?
20. Is it hard for you to get started on new projects?
21. Do you feel full of energy?
22. Do you feel that your situation is hopeless?
23. Do you think that more people are better off than you are?
24. Do you frequently get upset over little things?
25. Do you frequently feel like crying?
26. Do you have trouble concentrating?
27. Do you enjoy getting up in the morning?
28. Do you prefer to avoid social gatherings?
29. Is it easy for you to make decisions?
30. Is your mind as clear as it used to be?

A score of 14 points or more suggests the presence of depression, which needs to be
confirmed by clinical evaluation. Count one point for a “yes” answer to questions 2, 3, 4,
6,8,10,11,12,13, 14, 16, 17, 18, 20, 22, 23, 24, 25, 26, and 28 and one point for a “no™
answer to questions 1, 5, 7, 9, 15, 19, 21, 27, 29, and 30.

Reprinted from Yesavage JA, Brihk TL, Rose TL, et al: Development of validation of a
geriatric depression screening scale: a preliminary report, J Psychiatr Res 17:37, 1982- "
1983. Copyright © 1983, with permission from Elsevier Science. A
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~ Environmental/Fall Risk Assessment
Circle the zppropriate score for each item

| Parameter | Client Status ] Score
| Level of | ¢ Alert & oriented x3 -To
Consciousness/Mental | ¢  Disoriented x3 at all times ) 12
Status | o« Intermittent confusion 4 i
History of falls | « Nofalls o> |
(past 3 months) | o 1-2falls 2
e 3 ormorefalls 4
Ambulation/ . { « Ambulatory & continent _ d/O_/
Elimination Status e Chair bound & requires assist w/toileting 2
e Ambulatory & incontinent ' 4
0_

Vision Status e Adequate (w or w/o glasses)

Legally blind :
Orthostatic Changes No noted drip in BP between lying and standing ‘ ‘\[ )i} .

No change in cardiac rhythm
e Drop <20mmHg in BP between lying and standing
Increase in cardiac rhythm<20 -
o Drop->20mmHg in BP between lying and standing
Increase of cardiac rhythm>20

Based upon the following types of medications: anesthetics, antihistamines, cathartics,
diuretics, antihypertensives, antlse/zure, benzodiazepines, hypoglycemic, psychotroplcs,

sedative/hypnotics
e None of these medications taken currently or w/in past 7 days

e Takes 1-2 of these medications taken currently or w/in past 7 days

o  Takes 3-4 of these medications taken currently or w/in past 7 daysc™

e - Add an additional point if there has been a change in these
medications or doses in past 5 days

Based upon the following conditions: hypotension, vertigo, CVA, Parkinsons Disease,

loss of limb(s), seizures, arthritis, osteoporosis, fractures.

e None present ' =

e 12 present' - 14

e 3 ormore present :

‘| Score 1 point for each:

e Poorillumination

o Inadequate footwear

Poly Pharmacy
(4 or more
prescriptions)

Predisposing
Disease(s)

Environmental
Hazards

o Pets J
‘¢ Uneven floor surfaces _
e  Scatterrugs 5
e (Clutter
-Oxygen tubing
‘Use of assistive devices

U A u(./Y/ Z,/ Zy / Lt/"CZ/(,’”‘{/ /]
/)ZE/ o) L/U/
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Instructions; Circle the séoring point for the statement that most closely corfesponds to the patient's current

~ functional ability for each task. The examiner should complete the scale based on information about the patient
from the patient hlm-/herself informants (such as the patlents family member or other carenger) and recent

records K

O

re

A. Ability to use telegnene ; : Score " E. Laundm ST S Sc
1. Operates telephone on own initiative; (1) 1. Does personal laundry completely (1)
looks up and dials numbers, etc. ~ 2. Launders small items; rinses stockings, etc 1

0

2. Dials a few well-known numbers 1 3. Al Iaundry must be done by others
3. Answers telephone but does not dial o1
4. Does not use telephone at all B 0o EM’@M . ) =
S L . 1. Travels independently on public 1
B. Shopping transportation or drives own car ‘
1. Takes care of all shopping needs (1 - 2. Arranges own travel via taxi, but does not 1
independently N/ otherwise use public transportation .
2. Shops independently for small purchases = 0 - 3. Travels on public transportation when 1
3. Needs to be accompanied on any assisted or accompanied by another
. shopping trip , 4. Travel limited to taxi or automobile with .0
4. Completely unable to shop .0 assistance of another
, 5. Does.not travel at all : 0

C. Food preparation ‘ '
{1 G. Responsibility for own medications

1. Plans prepares, and serves adequate

meals independently 1. Is responsible for taking medication in 1
2. Prepares adequate meals if supphed with 0 correct dosages at correct time AN
ingredients 2. Takes responsibility if medication is 0
3. Heats and serves prepared meals, or - 0 prepared in advance in separate dosages
prepares meals but does not maintain 3. Is not capable of dispensing own medication 0
. adequate diet ‘
4. Needs to have meals prepared and served 0 H. Ability to hand!e finances >
) » _ 1. Manages financial matters independently /" 1
D. Housekeeping - ' /- (budgets, writes checks, pays rent and bills,
1. Maintains house alone or with occasional | 1 | goes to-bank), collects and keeps track of .
assistance (e.g., "heavy work domestic help") - income
2. Performs light daily tasks such as 1 2: Manages day-to-day purchases, but needs- 1
dishwashing, bed making help with banking, major purchases, etc.
3. Performs light daily tasks but cannot 1 3. Incapable of handling money 0
maintain acceptable level of cleanliness . _ _ . ‘
. (Lawton & Brody, 1969)

4. Needs help with all home maintenance tasks 1
5. Does not partmpate in any housekeepmg 0
tasks . :

Scoring: 'The patient receives a score of 1 for each item labeled A — H if his or her competence is rated at sorne
—nimal level or higher. Add the total points circled for A—H. Tne total score may range from 0 8. A lower score

~Zcates a higher level of dependence Q 0 %

Y (/\

ar K, Poulos RG. The performance of instrumental actlvmes of dally hvmg scale in screemng for co,n tive
Ty :::mmumty residents. J Clin Ep/demlol 2003 56(2) 131- 137 :

fDaIy Living Scale (IADL). Available at
DL pdf. Acsessed February 15, 2005,
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The Mini-Mental Status Examination offers a quick and simple way to quantify cognitive
function and screen for cognitive loss. It tests the individual’s orientation, attention, calculation,

recall, language and motor skills.

Each section of the test involves a related series of questions or commands. The individual
receives one point for each correct answer.

To give the examination, seat the individual in a quiet, well-lit room. Ask him/her to listen
carefully and to answer each question as accurately as he/she can.

Don’t time the test but score it right away. To score, add the number of correct responses. The
individual can receive a maximum score of 30 points.

A score below 20 usually indicates cognitive impairment.

The Mini-Mental Status Examination

.
Name: __\J[// /UL £ DOB: /oAN/ WU/ D/
Years of School; 'NaScEIS Aéree (/4 Date of Exam: /UM O L/
Orientation to Time Correct Incorrec
What is today’s date? E”; 0
What is the month? V4 O
What is the year? =g a
What is the day of the week today? 24 0
What season is it? A 0 yau
' Total: )
Orientation to Place
Whose home is this? ,E/I O
What room is this? i) O
What city are we in? Zay a
What county are we in? a O B
What state are we in? A g L
Total:_/

Immediate Recall

Ask if you may test his’her memory. Then say “ball”, “flag”; “tree” clearly and slowly, about 1
second for each. After you have said all 3 words ask him/her to repeat them — the first repetition

determines the score (0-3):

al

Ball : tagdl o
Flag /EK
Tree ( ﬂ/

Oooo
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A) Ask the individual to begin with 100 and count backwards by 7. Stop after 5 subtractions.
Score the correct subtractions.

93 s
86 a | e m

ol e

79 u| 2

72 | . o ud

65 . . ngl 0 73
' Total{_ )

B) Ask the individual to spell the word "WORLD” backwards. The score is the number of
letters in correct position. ' ' '

NE

D d
L a 0
R a, 0
0 b 0 S
W 2z O 6
Total:
Delayed Verbal Recall

Ask the individual to recall the 3 words you previously asked him/her to remember.

Ball /E/ g
Flag ﬂ/ , O : ‘
Tree ird ]

- Total{_ 3

,%/.\gNaming

i Show the individual a wristwatch and ask him/her what it is. Repeat for pencil.

Watch ' ‘ E/ a
Peiccil _ g EI/ . O

Repetition

Ask the individual to repeat the following:
“No if, ands, or buts”

Y





[image: image10.jpg]3-Stage Command
Give the individual a plain piece of paper and say, “Take the paper in your hand, fold it in half,

and putiton the floor.”

Takes ﬁ/
Folds | - g
Puts . _ ,

Reading

Pl

el i

Hold up the card reading: “Close your eyes” so the individual can see it clearly.
Ask him/her to read it and do what it says. Score correctly only if the individual actually closes
0 .0

his/her eyes.

| er\t_mg

Give the individual a piece of paper and ask him/her to write a sentence. It is to be written
spontaneously. It must contain a subject and verb and be sensible.

d 0
Copying

Give the individual a piece of paper and ask him/her to copy 2 design of two intersecting shapes.
One point is awarded for correctly copying the shapes. All angles on both figures must be
present, and the figures must have one overlapping angle.

e

Total Score: | {





