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Palliative Care Assessment Tools

There are a multitude of assessment tools avaifabkbe initial and ongoing assessment
and evaluation of patients in the palliative castisg.

1. Ground work for patient assessment
a. Thorough History and Physical
b. Comprehensive review of medications
c. Review of laboratory and diagnostic testing
d. History of or current alcohol or substance abuse

2. Functional assessment
a. Documentation of patient’s ability to perform ADL
1. Instrumental Activities of Daily Living Scale (IADL
(Lawtand Brody)
2. Katz Index of Independence in Activities of Dailiwing
Karnofsky Performance Status Scale
Palliative Performance Scale (PPS)
Functional Assessment Stage (Fast)
New York Heart Failure Classification
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3. Psychosocial Assessment
a. Caregiver Strain index
b. Mini-Mental State Examination

4. Depression Assessment
a. Geriatric Depression Scale
b. Cornell Scale for Depression in Dementia

5. Nutritional Assessment
a. Mini Nutritional Assessment

6. Six month prognosis in Nursing Home Residents wdvanced Dementia



INSTRUMENTAL ACTIVITIES OF DAILY LIVING SCALE (IADL

M.P. Lawton & E.M. Brody

A. Ability to use telephone

. Operates telephone on own initiative; 1

looks up and dials numbers, etc.

2. Dials a few well-known numbers 1
3. Answers telephone but does not dial 1
4. Does not use telephone at all. 0
B. Shopping
1. Takes care of all shopping needs 1
independently
2. Shops independently for small purchases 0
3. Needs to be accompanied on any shopping
trip.
4. Completely unable to shop. 0

C. Food Preparation

=

. Plans, prepares and serves adequate meals
independently

. Prepares adequate meals if supplied with
ingredients

. Heats, serves and prepares meals or prepare®
meals but does not maintain adequate diet.

4. Needs to have meals prepared and
served.

N

3

D. Housekeeping

1. Maintains house alone or with occasional 1
assistance (e.g. “heavy work domestic help”)

2. Performs light daily tasks such as dish- 1
washing, bed making

3. Performs light daily tasks but cannot 1

maintain acceptable level of cleanliness.
4. Needs help with all home maintenance tasks.1

5. Does not participate in any housekeeping
tasks.

0

Source: Lawton, M.P., and Brody, E.M. “Assessmentfmlder people:
living.” Gerontologist 9:179-186, (1969).
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E. Laundry
1. Hpersonal laundry completely

2. Launders small items; rinses stockings, etc.
3. All laupanust be done by others.

F. Mode of Transportation

1. Tranelependently on public
transportation or drives own car.

rianges own travel via taxi, but does not

0 otherwise use public transportation.

3. Travels on public transportation when
accompanyjedrwther.
4. Travel limited to taxi or automobile with
assistance of another.
5. Does not travel at all.
1

&SpBnsibility for own medications

1. Is responsible for taking medication in
correct dosages at correct time.

2. Takpsneibility if medication is
prepared in advance in separate dosage.
3. Is not capable of dispensing own
medication.

ABbility to Handle Finances

ankpes financial matters independently
(budgets, writes checks, pays rent, bills does

KWaoollects and keeps track of income.
2. Manages day-to-day purchases, but needs
help with banking, major purchases, etc.
n&pable if handling money.

Self-maintaining and instrumental &tivities of daily

Copyright (c) The Gerontological Society of AmericaUsed by permission of the Publisher.



Katz Index of Independence in Activities of Daily Living
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KARNOFSKY PERFORMANCE STATUS SCALE DEFINITIONS
RATING (%) CRITERIA

100

Able to carry on normal activity and to Work
no special care needed.

80

70

Unable to work; able to live at home and care
for most personal needs; varying amount of 60
assistance needed.

50

40

30
Unable to care for self; requires equivalent of

institutional or hospital care; disease may be

progressing rapidly. 20
10
0

Normal no complaints; no evidence
of disease.

Able to carry on normal activity;
minor signs or symptoms of
disease.

Normal activity with effort; some
signs or symptoms of disease.

Cares for self; unable to carry on
normal activity or to do active
work.

Requires occasional assistance, put
is able to care for most of his
personal needs.

Requires considerable assistanc2
and frequent medical care.

Disabled; requires special care and
assistance.

Severely disabled; hospital

admission is indicated although
death not imminent.

Very sick; hospital admission
necessary; active supportive
treatment necessary.

Moribund; fatal processes
progressing rapidly.

Dead



PALLIATIVE PERFORMANCE SCALE (PPS)

% Ambulation Activity and Self-Care Intake Conscious Level
Evidence of Disease
100 Full Normal Activity Full Normal Full
No Evidence of Disease
90 Full Normal Activity Full Normal Full
Some Evidence of Disease
80 Full Normal Activity with Effort Full Normal Full
Some Evidence of Disease or
Reduced
70 Reduced Unable Normal Job / Work Full Normal Full
Significant Disease or
Reduced
60 Reduced Unable Hobby / House Work] ~ Occasional Assistance Normal Full or
Significant Disease Necessary or Confusion
Reduced
50 Mainly Unable to Do Any Work Considerable Assistance| Normal Full or
Sit/Lie Extensive Disease Required or Confusion
Reduced
40 Mainly in Unable to do most activity Mainly Assistance Normal Full or Drowsy
Bed Extensive Disease or +/- Confusion
Reduced
30 Totally Bed Unable to do any activity Total Care Normal or Full or Drowsy
Bound Extensive Disease Reduced +/- Confusion
20 Totally bed Unable to do any activity Total Care Minimal to Full or Drowsy
Bound Extensive disease Sips +/- Confusion
10 Totally Bed Unable to do any activity Total Care Mouth Drowsy or
Bound Extensive disease Care Only Coma
+/- Confusion
0 Death - - - -




Patient Name:

Nt

o

N

011“

6A

6B

6C

6D

6E

7A

7B

7C

7D

7E

TF

Patient ID#:

FUNCTIONAL ASSESSMENT STAGING (FAST)
No difficulty either subjectively or objectively.
Complains of forgetting location of objects. Subjective work difficulties.

Decreased job functioning evident to co-workers. Difficulty in traveling to new locations.
Decreased organizational capacity.*

Decreased ability to perform complex tasks, e.g., planning dinner for guests, handling
personal finances (such as forgetting to pay bills), difficulty marketing, etc.

Requires assistance in choosing proper clothing to wear for the day, season or occasion
e.g. patient may wear the same clothing repeatedly, unless supenvised.*

Improperly putting on clothes without assistance or cueing (e.g., may put street clothes «
night clothes, or put shoes on wrong feet, or have difficulty buttoning clothing) occasional

or more frequently over the past weeks.

Unable to bathe properly (e.qg., difficulty adjusting bath-water temperature) occasionally o
frequently over the past weeks.*

Inability to handle mechanics of toileting (e.g., forget to flush the toilet, does not wipe pra
or properly dispose of toilet tissue) occasionally or more frequently over the

past weeks. *

Urinary incontinence (occasionally or more frequently over the past weeks). *

Fecal incontinence (occasionally or more frequently over the past weeks). *

Ability to speak is limited to approximately a half a dozen intelligible different words or fe\
in the course of an average day or in the course of an intensive inteniew.

Speech ability is limited to the use of a single intelligible word in an average day or in the
of an intensive inteniew (the person may repeat the word over and ower).

Ambulatory ability is lost (cannot walk without personal assistance).

Cannot sit up without assistance (e.g., the individual will fall over if there are not lateral re
[arms] on the chair).

Loss of ability to smile.

Loss of ability to hold up head independently.

*Scored primarily on the basis of information obtained from a knowledgeable informant and/or category.

Evaluator's Signature: Date:

Reisberg, B. Functional assessment staging (FAST). Psychopharmacology Bulletin, 1988; 24:653-659



The Stages of Heart Failure — NYHA

Classification

Functional Capacity

Class I. Patients with cardiac disease but without resulting
limitation of physical activity. Ordinary physical activity does not
cause undue fatigue, palpitation, dyspnea, or anginal pain.

Class Il. Patients with cardiac disease resulting in slight limitation
of physical activity. They are comfortable at rest. Ordinary
physical activity results in fatigue, palpitation, dyspnea, or anginal
pain.

Class lll. Patients with cardiac disease resulting in marked
limitation of physical activity. They are comfortable at rest. Less
than ordinary activity causes fatigue, palpitation, dyspnea, or
anginal pain.

Class IV. Patients with cardiac disease resulting in inability to
carry on any physical activity without discomfort. Symptoms of
heart failure or the anginal syndrome may be present even at
rest. If any physical activity is undertaken, discomfort is
increased.

Objective Assessment

A. No objective evidence
of cardiovascular disease.

B. Objective evidence of
minimal cardiovascular
disease.

C. Objective evidence of
moderately severe
cardiovascular disease.

D. Objective evidence of
severe cardiovascular
disease.






Mini-Mental State Examination

Score Points
Give one point for each correct response.

Orientation

1. What is the: Year?
Season?
Date?
Day?
Month?

2. Where are we? State?
Country?
Town or city?
Hospital?
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Floor?

Registration

3. Name three objects, taking 1 second to say each. Then ask the patient to repeat all three

names after you have said them. (Give one point for each correct answer.) Repeat the

answers until the patient learns all three. 3

Attention and calculation

Serial sevens. Have the patient count backward from 100 by 7's. (Stop after five answers:
93, 86, 79, 72, 65. Give one point for each correct answer.) Alternatively, have the patient

spell WORLD backwards. 5
Recall

5. Ask for the names of the three objects learned in question 3. (Give one point for each

correct answer.) 3
Language

6. Point to a pencil and a watch. Have the patient name them as you point. 2

7. Have the patient repeat "No ifs, ands or buts."
8. Have the patient follow a three-stage command: "Take a paper in your hand. Fold the

paper in half. Put the paper on the floor." 3
9. Have the patient read and obey the following: "CLOSE YOUR EYES." (Write the words

in large letters.) 1
10. Have the patient write a sentence of his or her choice. (The sentence should contain a

subject and an object, and it should make sense. Ignore spelling errors when scoring.) 1
11. Have the patient copy the following design. (Give one point if all sides and angles are

preserved and if the intersecting sides form a quadrangle.) 1

Total

The Mini-Mental State Examination, which can be adstered in a primary care setting in about 10utes, will help identify patients who have
a cognitive impairment; a score of 20-24 genersiiggests mild impairment; a score of 16-19, moddrapairment; a score of 15 or less, severe
deficit.



Geriatric Depression Scale

Patient Examiner Date

Directions to Patient: Please choose the best answer for how you havevigltthe past week.
Directions to Examiner: Present questions VERBALLY. Circle answer giverplayient. Do not
show to patient.

OCO~NOOUITDSWNPEP

30.
TOTAL: Please sum all bolded answers (worth one paot) for a total score.

. Are you basically satisfied withyour life? . .. ........ ... ........... yes no (1)
. Have you dropped many of your activities and irdrests? ... ............ yes (1) no
. Do you feel that your lifeisempty? . .......... ... . . i, yes (1) no
.Doyouoftengetbored?. ......... ... ... ... ... ... iuua..Yes(1) no
. Are you hopeful about the future? . . ... ......... ... ... ... .. ... ... yes no (1)
. Are you bothered by thoughts you can t get outfyour head? . . .. ....... yes (1) no
. Are you in good spirits most of the time? . ... . ... ... ... ... ... .. esy no (1)
. Are you afraid that something bad is going to hgpentoyou? .. ........ yes (1) no
. Do you feel happy mostof thetime? . .. ............. ... .......... yes no (1)
. Do you oftenfeel helpless? . . . .. ... i i i e YES(1) nO
. Do you often get restless and fldgety’? ............................ yes (1) no
. Do you prefer to stay at home rather than go dwand do things? . ... ... yes (1) no
. Do you frequently worry about the future? . . .. ......... ... ... ..... yd3 ( no
. Do you feel you have more problems with memoityan most? .. ....... yes (1) no
. Do you think it is wonderful to be alive now? ... ......... .. ... ...... yes no (1)
. Do you feel downhearted and blue? . ... ... ... ... ... L esy(1) no
. Do you feel pretty worthless the way youareme? . . ................. yes(l)o n
.Doyouworry alotaboutthepast?............................ yes (1) no
.Doyou find life very exciting? . . . . .. .o oo yes no (1)
. Is it hard for you to get started on new projets? . . . . ................. yé&$ ( no
.Doyoufeelfullof energy? ... ... ... ... i yes no (1)
. Do you feel that your situation is hopeless? ... ............ ... ..... syd) no
. Do you think that most people are better off tan youare? ... ......... yes (1) no
. Do you frequently get upset over little things?. . .................... yé&3 no
. Do you frequently feel like crying? . ... ...........................yes(1) no
. Do you have trouble concentrating? . ... ......... ... ... .. ... yes (1) no
. Do you enjoy getting up inthe morning? . . ... . ............. .. .. ... yes no (1)
. Do you prefer to avoid social occasions? ...... .. ... yes (1) no
. Is it easy for you to make decCisionsS? . . ... .o yes no (1)
Isyour mind as clearasitusedtobe?.......................... yes no (1)

Scores: 0 - 9 Normal 10 - 19 Mild Depressive 20 8 evere Depressive

Source: www.stanford.edu/~ yesavage
A series provided byThe Hartford Institute for Geriatric Nursing(hartford.ign@nyu.edu)
www.hartfordign.org



Comell Scale for Depression in Dementia

Ratings should be based on symptoms and signsmeguwiuring the week before interview.
No score should be given if symptoms result frogsgial disability or illness.

SCORING SYSTEM
a=Unable to evaluate 0= Absent Score greater than 12 = Probable Depression
1=Mild to Intermittent 2 = Severe
A. MOOD-RELATED SIGNS a 0 1 2

1. Anxety; anxious expression, rumination, worgyin
2. Sadness; sad expression, sad voice, tearfulness
3. Lack of reaction to pleasant events

4. Irritability; annoyed, short tempered

B. BEHAVIORAL DISTURBANCE a 0 1 2
5. Agitation; restlessness, hand wringing, haifipg!|
6. Retardation; slow movements, slow speech, séagtions
7. Multiple physical complaintéscore 0 if gastrointestinal symptoms only)
8. Loss of interest; less involved in usual aciesit
(score 0 only if change occurred acutely, i.elgss than one month)

C. PHYSICAL SIGNS a 0 1 2
9. Appetite loss; eating less than usual
10. Weight loss (score 2 if greater than 5 poumdsnie month)
11. Lack of energy; fatigues easily, unable to ainsactivities

D. CYCLIC FUNCTIONS a 0 1 2
12. Diurnal variation of mood; symptoms worse ie thorning
13. Difficulty faling asleep; later than usual filis individual
14. Multiple awakenings during sleep
15. Early mormning awakening; earlier than usuatffas individual

E. IDEATIONAL DISTURBANCE a 0 1 2
16. Suicidal; feels life is not worth living
17. Poor self-esteem; self-blame, self-depreciafeelings of failure
18. Pessimism; anticipation of the worst
19. Mood congruent delusions; delusions of povelityess or los

NOTES/CURRENT MEDICATIONS: Score

ASSESSOR:

Instructions for use: (Cornell Dementia Depression Assessment Tool)

1 The same CNA (certified nursing assistant) shoakdduct the interviewed 5. Add the totalscore fomambers checked foreach question.
each time to assure consistencyin the response. 6.Place the totalscore in the “SCORE” boxanard@ny s ubjective

2 The assessment should be based on the patientisaheeekly routine. observation notes in the “No@srtent Medications” section.

3 funcertain ofanswers, questioning other caregiveay further define the 7.Scores totaling tw§}2@ points or more indicate probable depression
answer.

4 Answerallquestions byplacing a check in the oolwnder the appropriately
numbered answer. (a=unable to evaluate, O=absemi] 1o intermittent
2=severe).









