Clock Draw

Instructions:

1.  Present patient with an 8.5 x 11-in. blank sheet of paper and a pencil

2. Instructions:  “I would like you to draw a clock, put in all the numbers, and set the hands for 10 after 11.”

Scoring:

1. Integrity of the clockface (maximum: 2 points)


2 Points: Present without gross distortion


1 Points: Incomplete or some distortion


0 Points: Absent or totally inappropriate

2. Presence and sequencing of the numbers (maximum: 4 points)


4 Points: All present in the right order and at most minimal error in the spatial arrangement


3 Points: All present but errors in spatial arrangement


2 Points: Numbers missing or added but no gross distortions of the remaining numbers


    Numbers placed in counterclockwise direction


    Numbers all present but gross distortion in spatial layout (i.e., hemineglect, numbers outside the clock)


1 Points: Missing or added numbers and gross spatial distortions


0 Points: Absence or poor representation of numbers

3. Presence and placement of the hands (maximum: 4 points)


4 Points: Hands are in correct position and the size difference is 
 respected.


3 Points: Slight errors in the placement of the hands or no representation of size difference between the hands.


2 Points: Major errors in the placement of the hands (significantly out of course including 10 to 11)


1 Points: Only one hand or poor representation of two hands


0 Points: No hands or perseveration on hands

[Rouleau et al. emphasized that placement of the hands and setting accurate time were the most sensitive indicators for MILD cognitive impairment.]

Patient Health Questionnaire (PHQ-9)
Ask: “Over the last 2 weeks how often have you been bothered by 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

	3. Trouble falling asleep 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 that you 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 fidgety 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 in some way
	0
	1
	2
	3

	Add columns:   

TOTAL:
	           +              +

	
	


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 people?









Not at all  


________





Somewhat difficult

________





Very difficult

________





Extremely difficult

________

Scoring:  If there are at least [insert number] [image: image1.png]


’s in the shaded section consider a depressive disorder. [It’s not clear what the scoring criteria should be for screening purposes.]
Short Michigan Alcohol Screening Test – Geriatric Version (S-MAST-G)








YES (1)
NO (0)

1. When talking with others do you ever

    underestimate how much you drink?

_____

_____

2. After a few drinks, have you sometimes 

    not eaten or been able to skip a meal because

    you didn’t feel hungry?



_____

_____


3. Does having a few drinks help decrease

    your shakiness or tremors?



_____

_____


4. Does alcohol sometimes make it hard for you 

    to remember parts of the day or night?

_____

_____


5. Do you usually take a drink to relax or calm

    your nerves?





_____

_____


6. Do you drink to take your mind off your 

    Problems?





_____

_____


7. Have you ever increased your drinking after 

    experiencing a loss in your life?


_____

_____


8. Has a doctor or nurse ever said they were 

    Worried or concerned about your drinking?
_____

_____


9. Have you ever made rules to manage your 

    drinking?






_____

_____


10. When you feel lonely does having a drink 

    help?






_____

_____


Scoring: 2 or more “YES” responses indicate an alcohol problem. 
