




MIlVI-MENTAL STATE EXAiVi

1. What is the date? (year) (season)(date)(day) (month)

2. Where do` you live? (state) (city) (street) (building)
(floor)

3. Repeat the names of these three objects: apple, table,
penny

4. Perform serial 7's. Subtract 7 from 100, etc. (93, 86, 79,
72, 65) or spell WORLD backwards (D L R O W)

i
or say day of .week backwards (Sat, Fri, Thurs, Wed, Tues)

5. Ask for repeat of three items noted in question 3.

6. Name a pencil and a watch.

# correct
(5)

# correct
(5)

# correct
(3)

# correct
(5)

# correct
(3)

# correct

~2)

7. Repeat "no ifs, and, or buts." #correct
(1)

8. Have resident follow this three step command: Take a #steps correct
a paper in your right hand, fold it in half and put it (3)
on the table.

9. Read the following: CLOSE YOUR EYES #correct

~1)

10. Write a sentence. (Must contain subject, verb & #correct

make sense) (1)

11. Copy of the design of two interlocking pentagons. #correct

F C1)
a;

COGNITION TOTAL SCORE

`` Total possible score = 30 points; < 24 R/0 Dementia

~:' Source: Folstein, M., Folstein, S. &McHugh, P. (1975). Mini-Mental State. A practical
method for grading. the cognitive state of patients. for the clinician.
J Psvchiat Res, 12(3):189.
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;a FUNCTIONAL STATUS

Activities of DailyLiving

ABBREVIATIONS: I - Independent. ~
A Assistance
D -..Dependent:

BAT~~IVG (sponge, shower,, or tub):.

I receives no assistance (gets in and out of tub, if tub is the usual
means of bathing)

A receives assistance' in bathing only: one: part of the body (such as the
back or a leg)

D receives assistance in bathing more than one part of the body (or not

bathed).

DRESSING:

I gets clothes and gets completely dressed without assistance
A gets clothes and gets dressed without assistance except in tying shoes
D receives assistance in getting, clothes or in getting dressed or stays

partly or completely undressed

TOILETING:

I goes to "toilet room," cleans. self,. and arranges clothes without assistance
(may use object..for support such as cane, walker, or wheelchair and may
manage night bedpan or commode, emptying it in the morning)

A receives assistance in going to "toilet room",, or in cleansing self or in
arranging clothes after elimination, or in use of night bedpan or commode

D doesn't go to room termed "toilet" for the. elimination process

TRANSFER
4

k I moves in and out of bed, as well as in and out of chair without assistance
` {may be using object fox support such as cane or walker)

A moves in and out of bed, or chair with assistance
D doesn't get out of bed

CONTINENCE:
~a

,~
fi I controls urination and bowel movement completely by self
~;

A has occasional "accidents°
D supervision helps keep urine or bowel control, catheter is used, or is

incontinent

.y 2d
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FEEDING:

I feeds self without assistance
A feeds self except for getting assistance in cutting meat or

buttering bread
D receives assistance in feeding or is fed partly or completely

by using tubes or intravenous fluids

SOURCE: Katz, S., Ford, A.B., Moskowitz, R.W., Jackson, B.A:'and Jaffee,
M.W. (1963). - Studies of illness in the aged. The index of ADL:
A standardized measure of biological and psychosocial function.
TAMA, 185;914-919(c)AMA.
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Assessment Tools

Mobility Deficits,~

Assessment for: impaired balance:

T~-IE GET UP AND GO TEST

Instructions: Resident is seated in astraight-backed chair about ten feet from the wall
and facing the wall.

Resident is asked to:

1. Get up
2. Stand still momentarily
3. - Walk toward the wall
4. Turn without touching the wall
5. Walk back to the chair
6. Turn around and
7. Sit down

Rating: The resident's performance is rated as:

1 = Normal
2 = Very slightly abnormal
3 = Mildly abnormal
4 = Moderately abnormal
5 = Severely abnormal

Score:. A resident with a score of 3 or more is at risk to fa1L

Source: Mathias, S., Nayak, U.S.L. &Isaacs, B. (1986). Balance in elderly patients:
The Get Up and Go Test. Arch Phvs Med Rehabilitation, 67, 387-389.
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Sensory 

Deficits

Vision:

The test of distant vision is standardized at 20 feet, using the Snellen E Chart,
which displays the letters in 

varying sizes and positions. Test each eye separatcly'by
covering one eye and then the other with an opaque 3x5 card. The resident who
normally wears corrective lenses for distance vision should wear them for the test. A
visual acuity of 20/40 or greater should be referred to an ophthalmologist.

Hearing.

The watch tick test evaluates the resident's ability to hear high frequency sounds.
Gradually move a watch until the resident can no longer hear the ticking which' should
occur when the watch is about` 5" (13 cm) away. This is a very gross test of hearing, so
additional forms of auditory screening may need to be performed.

SOURCE: Morton, P.G. (1989). Health assessment in nursing,
PA.: Springhouse Corp.
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Physiological Changes with AQe

The. following are physiological changes; that are commonly associated with the aging
process and' place the resident at risk to "falls. They are incflrporated' in the Assessment

fox High Risk to Falls.

Physiological Change with Age Nursing Implications

3 Musculoskeletal.System:

1. Bone and Muscle:
a. Loss of bone density Loss of height & kyphosis; Osteoporosis

elasticity; Joint cartilage predisposition to fractures

degeneration. Decrease in Osteoarthritis
muscle size'& strength

b. Effects on gait &balance: Unsteady gait
Feet not picked up as high Loss of balance
Men tend to develop wide based, small
stepped gait
Women tend'to develop narrow-based,
waddling gait
Increased postural sway (movement
while ̀standing in an upright position)
Impaired muscular control.

~ S~~~y Sys

~ 1. Vision:
Decrease in visual acuity, depth Able to discriminate yellow, orange &
perception, lateral fields of vision; red better 'than blue,, green or purple
inxolerance for glare &decreased Glasses: and safety factors

~ night vision. Presbyopia

{
Cataracts (blindness)
Glaucoma blindness~ )

f
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2. Hearing:
Changes in sensorineural Presbycusis (loss in ability to perceive
hearing, dystrophy of bones certain sounds)
in middle ear, loss. of otoliths Otosclerosis
in inner ear Deafness

Genitourinary System

1. gidney:
Reduction of nephrons
Atrophy of collecting tubules
Decrease glomerular
filtration rate

Due to a decrease glomerular filtration
rate, plasnna level of drugs remain higher

2. Bladder:
Decrease neural innervation &delayed Nocturia (1 or 2 x per night), urgency,
micturition reflex frequency
Reduced bladder capacity Infection (increased risk)
Loss of muscular tone in perineal Stress incontinence
floor (womea~) Frequency &difficulty with stream
Prostatic gland hypertrophy (men)

Cardiovascular System

1. Heart and Vessels:
Decrease in heart
muscle elasticity
Increase in
peripheral resistance
Lowered cardiac output

Central Nervous System

1. Brain:
Delayed response &reaction time
Decreased conduction velocity

~,ess oxygen available to tissues
Diminished cardiac reserve
Change in systolic &diastolic blood
pressure

Slowed reaction and skill performance
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