
CLaSP study: Symptoms and treatment checklist

Identification number Location seen:
Assessment Date Caregiver information obtained from:
Number of visits: Length of visit:
Number of breaks:

Primary Care physician name: …………………………….
Address: ……………………………………………………………..
Specialist name:…………………………………………………..
Address: ……………………………………………………………..
Last appointment with specialist:……………………….

Diagnosis: PD Date of diagnosis: ……./……/……
 Other diagnoses (please list all, note
year of onset if available):

Date of Birth: ………………………………………………………
Marital status: ……………………………………………………
Years in full-time education: ………………………………
Patient at start of visit (during UPDRS-II): ON / OFF?
Did patient have motor fluctuations during visit? Y/N?
Please enter the percentage of fluctuations: ……

Detail of Treatment-record all current medication

Medication Name
Dose

Morning Noon Evening Bedtime

6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24

Record time of last Parkinsonian medication taken (approx. minutes before assessment):

Current treatments

Drug mg/d

L-Dopa

 L-dopa/benserazide
 L-dopa/carbidopa
 L-dopa/carbidopa/entacapone
 Duodopa
 Other : ………………..


Dopamine
Agonist

 Bromocriptine
 Pramipexole
 Ropinirole
 Piribedil
 Rotigotine
 Apomorphine, pen
 Apomorphine, pump
 Other : ………………..

  Rasagiline

IMAOB  selegiline

Drug mg/d

ICOMT

Entacapone

Tolcapone
 Anticholinergic name
 Amantadine
 DBS  STN GPI  Thal
 Antidepressant
 Anxiolytic
 Hypnotic
 Psychostimulant
 Clozapine
 Quetiapine
 Other : ………………..

Has seen in the last 6 months:  Neurologist  Geriatrician Palliative care specialist Other physician, speciality:
 Nurse  Secretary  CRA  Physiotherapist  Speech therapist  Occupational therapist  Neuropsychologist
 Psychologist  Social worker  Other: …………………………………………………………



CLaSP study :

Identification number
Assessment Date

Clinical problems identified

Motor complications yes no
Motor fluctuations
On-off
Wearing off
Dystonia
Unpredicable off
Dose failures
Dyskinesias

Axial signs yes no
Falls, post. instability
Freezing
Camptocormia
Dysarthria
Swallowing problems

Autonomic failure yes no
Gastrointestinal
Genitourinary
Cardiovascular

Pain (in line with PD) yes no

Nociceptive
Neuropathic

Sleep disturbances yes no
Excessive daytime sleepn.
Insomnia
RBD
RLS
PLMS
Sleep Apnoea

Cognitive impairment yes no
Apathy
Dementia
Hallucinations

Psychiatric symptoms yes no
Depression
Anxiety
Psychosis

Impulse control
disorders

yes no

Gambling
Compulsive buying
Hypersexuality
Bingeeating
Punding
Other

DDS yes no

Hoehn & Yahr OFF ON
Unilateral

Bilateral, no instability

Bilateral, some instability

Severe disability

Bedridden/wheelchair

Scale scores Cs HDJ CMD Hospitalisation
UPDRS-ADL
Emergency
Systematic follow-up
Expert (referral)
Treatment adjustment
Complication of PD
Botulinum toxin
Patient education
Academic research
Industrial research

Recommendations

Medications
adjustments

increase decrease start stop
name

Levodopa
Dopamine agonist
Apomorphine

MAO-B inhibitor
Amantadine
COMT inhibitor

Anticholinergic
Botulinum toxin

Antidepressant
Anxiolytic
Hypnotic
Quetiapine
Antiemetic
Laxative/macrogol
Antimuscarinic
(bladder control)
Conazepam
Fludrocortisone
Other:

Referral to
yes no

Already
ongoing

Physiotherapy
OT
SLT
Psychologist/counselling
Memory clinic
Neurologist
Care of the Elderly physician
Urologist
Botulinum toxin clinic
Palliative
care/geriatric/other referral
Psychiatrist
Urology
PDSN
Social services
Respite care



CLaSP study: UPDRS

UPDRS Phase II
____ ____ ____

___ ___ - ___ ___ - ___ ___ ___ ___

(mm-dd-yyyy)

____ ____ ____ ____

Site ID Assessment Date Daily Sequence Number

Old UPDRS Score Sheet

Part I: Mentation, Behavior, and Mood 3.5b Rigidity- RUE ____

1.1 Intellectual impairment ____ 3.5c Rigidity- LUE ____

1.2 Thought disorder ____ 3.5d Rigidity- RLE ____

1.3 Depression ____ 3.5e Rigidity- LLE ____

1.4 Motivation/initiative ____ 3.6a Finger taps Right hand ____

Part II: Activities of Daily Living 3.6b Finger taps Left hand ____

2.1 Speech ____ 3.7a Hand movements Right hand ____

2.2 Salivation ____ 3.7b Hand movements Left hand ____

2.3 Swallowing ____ 3.8a Rapid movements- Right hand ____

2.4 Handwriting ____ 3.8b Rapid movements Left hand ____

2.5 Cutting food and handling utensils ____ 3.9a Leg agility Right leg ____

2.6 Dressing ____ 3.9b Leg agility Left leg ____

2.7 Hygiene ____ 3.10 Arising from chair ____

2.8 Turning in bed and adjusting bedclothes ____ 3.11 Posture ____

2.9 Falling ____ 3.12 Gait ____

2.10 Freezing when walking ____ 3.13 Postural stability ____

2.11 Walking ____ 3.14 Body bradykinesia and Hypokinesia ____

2.12 Tremor ____ 3.15 Hoehn and Yahr Stage ____

2.13 Sensory complaints ____ Part IV: Complications of Therapy

PART III: Motor Examination 4.1 Duration ____

3.1 Speech ____ 4.2 Disability ____

3.2 Facial Expression ____ 4.3 Painful dyskinesias ____

3.3a Tremor at rest- Face, lips, chin ____ 4.4 Presence of early morning dystonia ____

3.3b Tremor at rest- Right hand ____ 4.5 Are any off periods predictable? ____

3.3c Tremor at rest- Left hand ____ 4.6 Are any off periods unpredictable? ____

3.3d Tremor at rest- Right foot ____ 4.7 Do any off periods come on suddenly? ____

3.3e Tremor at rest- Left foot ____ 4.8
What proportion of the waking day is the

participant off?
____

3.4a Action or postural tremor Right hand ____ 4.9 Anorexia, nausea, or vomiting? ____

3.4b Action or postural tremor Left hand ____ 4.10 Sleep disturbances? ____

3.5a Rigidity- Neck ____ 4.11 Symptomatic orthostasis? ____



Participant ID:                                                                                                                                  Date:  

  

 

 

 

 

Please record participants blood pressure: 



CLaSP study: UPDRS

Identification number
Assessment Date

V. Modified Hoehn and Yahr Staging. Please enter on UPDRS score sheet, section 3.15.

Stage 0 No signs of disease.

Stage 1 Unilateral disease.

Stage 1.5 Unilateral plus axial involvement.

Stage 2 Bilateral disease, without impairment of balance.

Stage 2.5 Mild bilateral disease with recovery on pull test.

Stage 3 Mild to moderate bilateral disease; some postural instability; physically independent.

Stage 4 Severe disability; still able to walk or stand unassisted.

Stage 5 Wheelchair bound or bedridden unless aided.

VI. Modified Schwab and England Activities of Daily Living Scale. Please note down the rating below.

100% Completely independent. Able to do all chores without slowness, difficulty, or impairment. Essentially

normal. Unaware of any difficulty.

90% Completely independent. Able to do all chores with some degree of slowness, difficulty, and

impairment. Might take twice as long. Beginning to be aware of difficulty.

80% Completely independent in most chores. Takes twice as long. Conscious of difficulty and slowness.

70% Not completely independent. More difficulty with some chores. Three to four times as long in some.

Must spend a large part of the day with chores.

60% Some dependency. Can do most chores, but exceedingly slowly and with much effort. Errors; some

impossible.

50% More dependent. Help with half, slower, etc. Difficulty with everything.

40% Very dependent. Can assist with all chores, but few alone.

30% With effort, now and then does a few chores alone or begins alone. Much help needed.

20% Nothing alone. Can be a slight help with some chores. Severe invalid.

10% Total dependent, helpless. Complete invalid.

0% Vegetative functions such as swallowing, bladder and bowel functions are not functioning. Bedridden.

Schwab and England score :_______





CLaSP study: MMSE

Identification number
Assessment Date

MINI-MENTAL STATE EXAMINATION

ORIENTATION

Max. (Score)

5 ( ) What is the (year)(season)(date)(day)(month)? 1 point for each correct.

5 ( ) Where are we: (state)(county)(town)(hospital)(floor)? 1 point for each correct.

REGISTRATION

3 ( ) Name 3 objects, take 1 second to say each. Then ask the participant to name

all 3 after you have said them. Give 1 point for each correct answer. Then repeat

them until he/she learns all 3. Count trials and record.

Trials taken to learn: _____

ATTENTION AND CALCULATION

5 ( ) Ask the patient to count back in sevens from 100. Stop after 5 answers (93,

Award 1 point for each correct answer.

RECALL

3 ( ) Ask for the 3 obj

each correct answer.

LANGUAGE

2 ( ) Show the participant two objects (a pencil and a watch) and ask them to

identify and name these. (2 points)

1 ( )

3 ( ) Ask the participants to follow a (3-

successfully followed.

Ask the participant to read and obey the following written commands:

1 ( ) Close your eyes (1 point)

1 ( ) Write a sentence (1 point)

1 ( ) Copy design (angles must intersect properly as shown)(1 point)

End of MMSE. Total Score: _____

ASSESS level of consciousness along a continuum ___________________________________

Alert drowsy stupor coma





CLOSE AND OPEN YOUR EYES!

WRITE A SENTENCE!

COPY THIS DESIGN!









CLaSP study :

Identification number Assessment Date Duration of questionnaire (in minutes, approx..):

Clock drawing

Instructions to investigator: Ensure the participant has a pen and a table/clipboard in front of them. Predraw
a circle on an A4 sheet of paper (to minimize the effect of education and motor impairment or use the
worksheet provided overleaf.

ck. Then place the hands to

Cutoff: Bring the task to an end if the participant is unable to insert the correct clock face numbers or draw
the hands. Score according to the scoresheet attached.

Clock drawing score: 1 2 3 4 5 6 7 8 9 10



CLaSP study :



CLaSP study :



CLaSP study :



CLaSP study :

Identification number Assessment Date Duration of questionnaire (in minutes, approx..):

Lexical Fluency

Instructions to investigator: Have a clock ready to keep track of time (60 seconds). Ask the
participant:

Count the number of words in 1 minute (exclude duplications, names). Use this sheet for any
notes to keep track if necessary. (

Lexical fluency score (number of words listed):



CLaSP study :



Ú®±³ Ì¸» Ø¿®¬º±®¼ ×²­¬·¬«¬» º±® Ù»®·¿¬®·½ Ò«®­·²¹ô Ò»© Ç±®µ Ë²·ª»®­·¬§ô Ý±´´»¹» ±º Ò«®­·²¹

Þ»­¬ Ð®¿½¬·½»­ ·² Ò«®­·²¹
Ý¿®» ¬± Ñ´¼»® ß¼«´¬­

¹»²»®¿´ ¿­­»­­³»²¬ ­»®·»­

×­­«» Ò«³¾»® ìô Î»ª·­»¼ îðïî Û¼·¬±®ó·²óÝ¸·»ºæ Í¸»®®§ ßò Ù®»»²¾»®¹ô Ð¸Üø½÷ ÓÍÒô ÙÒÐóÞÝ

Ò»© Ç±®µ Ë²·ª»®­·¬§ Ý±´´»¹» ±º Ò«®­·²¹

The Geriatric Depression Scale (GDS)
By: Sherry A. Greenberg, PhD(c), MSN, GNP-BC,

Hartford Institute for Geriatric Nursing, NYU College of Nursing

WHY: Ü»°®»­­·±² ·­ ½±³³±² ·² ´¿¬» ´·º»ô ¿ºº»½¬·²¹ ²»¿®´§ ë ³·´´·±² ±º ¬¸» íï ³·´´·±² ß³»®·½¿²­ ¿¹»¼ êë ¿²¼ ±´¼»® ©·¬¸ ½´·²·½¿´´§ ­·

¼»°®»­­·ª» ­§³°¬±³­ ®»¿½¸·²¹ ïíû ·² ±´¼»® ¿¼«´¬­ ¿¹»¼ èð ¿²¼ ±´¼»® øÞ´¿¦»®ô îððç÷ò Ó¿¶±® ¼»°®»­­·±² ·­ ®»°±®¬»¼ ·² èóïêû ±º ½±³³«²·¬§

¼©»´´·²¹ ±´¼»® ¿¼«´¬­ô ëóïðû ±º ±´¼»® ³»¼·½¿´ ±«¬°¿¬·»²¬­ ­»»·²¹ ¿ °®·³¿®§ ½¿®» °®±ª·¼»®ô ïðóïîû ±º ³»¼·½¿´ó­«®¹·½¿´ ¸±­°·¬¿´·¦»¼ ±´¼»®

½±²­·­¬»²¬ ¿³±²¹­¬ ­¬«¼·»­ øÞ´¿¦»®ô îððç÷ò

Ü»°®»­­·±² ·­ ²±¬ ¿ ²¿¬«®¿´ °¿®¬ ±º ¿¹·²¹ò Ü»°®»­­·±² ·­ ±º¬»² ®»ª»®­·¾´» ©·¬¸ °®±³°¬ ®»½±¹²·¬·±² ¿²¼ ¿°°®±°®·¿¬» ¬®»¿¬³»²¬ò Ø±©»ª»®ô ·º ´»º¬

«²¬®»¿¬»¼ô ¼»°®»­­·±² ³¿§ ®»­«´¬ ·² ¬¸» ±²­»¬ ±º °¸§­·½¿´ô ½±¹²·¬·ª»ô º«²½¬·±²¿´ô ¿²¼ ­±½·¿´ ·³°¿·®³»²¬ô ¿­ ©»´´ ¿­ ¼»½®»¿­»¼ ¯«¿´·¬§ ±º ´·º»ô

¼»´¿§»¼ ®»½±ª»®§ º®±³ ³»¼·½¿´ ·´´²»­­ ¿²¼ ­«®¹»®§ô ·²½®»¿­»¼ ¸»¿´¬¸ ½¿®» «¬·´·¦¿¬·±²ô ¿²¼ ­«·½·¼»ò

BEST TOOL:
Ç»­¿ª¿¹»ô »¬ ¿´òô ¸¿­ ¾»»² ¬»­¬»¼ ¿²¼ «­»¼ »¨¬»²­·ª»´§ ©·¬¸ ¬¸» ±´¼»® °±°«´¿¬·±²ò Ì¸» ÙÜÍ Ô±²¹ Ú±®³ ·­ ¿ ¾®·»ºô íðó·¬»³ ¯«»­¬·±²²¿·®» ·² ©¸·½¸

°¿®¬·½·°¿²¬­ ¿®» ¿­µ»¼ ¬± ®»­°±²¼ ¾§ ¿²­©»®·²¹ §»­ ±® ²± ·² ®»º»®»²½» ¬± ¸±© ¬¸»§ º»´¬ ±ª»® ¬¸» °¿­¬ ©»»µò ß Í¸±®¬ Ú±®³ ÙÜÍ ½±²­·­¬·²¹ ±º

ïë ¯«»­¬·±²­ ©¿­ ¼»ª»´±°»¼ ·² ïçèêò Ï«»­¬·±²­ º®±³ ¬¸» Ô±²¹ Ú±®³ ÙÜÍ ©¸·½¸ ¸¿¼ ¬¸» ¸·¹¸»­¬ ½±®®»´¿¬·±² ©·¬¸ ¼»°®»­­·ª» ­§³°¬±³­ ·²

ª¿´·¼¿¬·±² ­¬«¼·»­ ©»®» ­»´»½¬»¼ º±® ¬¸» ­¸±®¬ ª»®­·±²ò Ñº ¬¸» ïë ·¬»³­ô ïð ·²¼·½¿¬»¼ ¬¸» °®»­»²½» ±º ¼»°®»­­·±² ©¸»² ¿²­©»®»¼ °±­·¬·ª»´§ô ©¸·´»

¬¸» ®»­¬ ø¯«»­¬·±² ²«³¾»®­ ïô ëô éô ïïô ïí÷ ·²¼·½¿¬»¼ ¼»°®»­­·±² ©¸»² ¿²­©»®»¼ ²»¹¿¬·ª»´§ò Í½±®»­ ±º ðóì ¿®» ½±²­·¼»®»¼ ²±®³¿´ô ¼»°»²¼·²¹ ±²

¿¹»ô »¼«½¿¬·±²ô ¿²¼ ½±³°´¿·²¬­å ëóè ·²¼·½¿¬» ³·´¼ ¼»°®»­­·±²å çóïï ·²¼·½¿¬» ³±¼»®¿¬» ¼»°®»­­·±²å ¿²¼ ïîóïë ·²¼·½¿¬» ­»ª»®» ¼»°®»­­·±²ò

Ì¸» Í¸±®¬ Ú±®³ ·­ ³±®» »¿­·´§ «­»¼ ¾§ °¸§­·½¿´´§ ·´´ ¿²¼ ³·´¼´§ ¬± ³±¼»®¿¬»´§ ¼»³»²¬»¼ °¿¬·»²¬­ ©¸± ¸¿ª» ­¸±®¬ ¿¬¬»²¬·±² ­°¿²­ ¿²¼ñ±® º»»´

»¿­·´§ º¿¬·¹«»¼ò ×¬ ¬¿µ»­ ¿¾±«¬ ë ¬± é ³·²«¬»­ ¬± ½±³°´»¬»ò

TARGET POPULATION: Ì¸» ÙÜÍ ³¿§ ¾» «­»¼ ©·¬¸ ¸»¿´¬¸§ô ³»¼·½¿´´§ ·´´ ¿²¼ ³·´¼ ¬± ³±¼»®¿¬»´§ ½±¹²·¬·ª»´§ ·³°¿·®»¼ ±´¼»® ¿¼«´¬­ò ×¬ ¸¿­

¾»»² »¨¬»²­·ª»´§ «­»¼ ·² ½±³³«²·¬§ô ¿½«¬» ¿²¼ ´±²¹ó¬»®³ ½¿®» ­»¬¬·²¹­ò

VALIDITY AND RELIABILITY:
½®·¬»®·¿ò Ì¸» ª¿´·¼·¬§ ¿²¼ ®»´·¿¾·´·¬§ ±º ¬¸» ¬±±´ ¸¿ª» ¾»»² ­«°°±®¬»¼ ¬¸®±«¹¸ ¾±¬¸ ½´·²·½¿´ °®¿½¬·½» ¿²¼ ®»­»¿®½¸ò ×² ¿ ª¿´·¼¿¬·±² ­¬«¼§

½±³°¿®·²¹ ¬¸» Ô±²¹ ¿²¼ Í¸±®¬ Ú±®³­ ±º ¬¸» ÙÜÍ º±® ­»´ºó®¿¬·²¹ ±º ­§³°¬±³­ ±º ¼»°®»­­·±²ô ¾±¬¸ ©»®» ­«½½»­­º«´ ·² ¼·ºº»®»²¬·¿¬·²¹ ¼»°®»­­»¼

º®±³ ²±²ó¼»°®»­­»¼ ¿¼«´¬­ ©·¬¸ ¿ ¸·¹¸ ½±®®»´¿¬·±² ø® ã òèìô ° ä òððï÷ øÍ¸»·µ¸ ú Ç»­¿ª¿¹»ô ïçèê÷ò

STRENGTHS AND LIMITATIONS: Ì¸» ÙÜÍ ·­ ²±¬ ¿ ­«¾­¬·¬«¬» º±® ¿ ¼·¿¹²±­¬·½ ·²¬»®ª·»© ¾§ ³»²¬¿´ ¸»¿´¬¸ °®±º»­­·±²¿´­ò ×¬ ·­ ¿ «­»º«´

­½®»»²·²¹ ¬±±´ ·² ¬¸» ½´·²·½¿´ ­»¬¬·²¹ ¬± º¿½·´·¬¿¬» ¿­­»­­³»²¬ ±º ¼»°®»­­·±² ·² ±´¼»® ¿¼«´¬­ »­°»½·¿´´§ ©¸»² ¾¿­»´·²» ³»¿­«®»³»²¬­ ¿®»

½±³°¿®»¼ ¬± ­«¾­»¯«»²¬ ­½±®»­ò ×¬ ¼±»­ ²±¬ ¿­­»­­ º±® ­«·½·¼¿´·¬§ò

FOLLOW-UP: Ì¸» °®»­»²½» ±º ¼»°®»­­·±² ©¿®®¿²¬­ °®±³°¬ ·²¬»®ª»²¬·±² ¿²¼ ¬®»¿¬³»²¬ò Ì¸» ÙÜÍ ³¿§ ¾» «­»¼ ¬± ³±²·¬±® ¼»°®»­­·±² ±ª»®

¬·³» ·² ¿´´ ½´·²·½¿´ ­»¬¬·²¹­ò ß²§ °±­·¬·ª» ­½±®» ¿¾±ª» ë ±² ¬¸» ÙÜÍ Í¸±®¬ Ú±®³ ­¸±«´¼ °®±³°¬ ¿² ·²ó¼»°¬¸ °­§½¸±´±¹·½¿´ ¿­­»­­³»²¬ ¿²¼

»ª¿´«¿¬·±² º±® ­«·½·¼¿´·¬§ò

MORE ON THE TOPIC:
Þ»­¬ °®¿½¬·½» ·²º±®³¿¬·±² ±² ½¿®» ±º ±´¼»® ¿¼«´¬­æ ©©©òÝ±²­«´¬Ù»®·ÎÒò±®¹ò

Ì¸» Í¬¿²º±®¼ñÊßñÒ×ß ß¹·²¹ Ý´·²·½¿´ Î»­±«®½» Ý»²¬»® øßÝÎÝ÷ ©»¾­·¬»ò Î»¬®·»ª»¼ Ö«´§ îô îðïîô º®±³ ¸¬¬°æññ©©©ò­¬¿²º±®¼ò»¼«ñ¢§»­¿ª¿¹»ñßÝÎÝò¸¬³´ò ×²º±®³¿¬·±² ±² ¬¸»

ÙÜÍò Î»¬®·»ª»¼ Ö«´§ îô îðïîô º®±³ ¸¬¬°æññ©©©ò­¬¿²º±®¼ò»¼«ñ¢§»­¿ª¿¹»ñÙÜÍò¸¬³´ò

Þ´¿¦»®ô ÜòÙò øîððç÷ò Ü»°®»­­·±² ·² ´¿¬» ´·º»æ Î»ª·»© ¿²¼ ½±³³»²¬¿®§ò FOCUS, 7øï÷ô ïïèóïíêò

Ù®»»²¾»®¹ô Íòßò øîððé÷ò Ø±© ¬± Ì®§ Ì¸·­æ Ì¸» Ù»®·¿¬®·½ Ü»°®»­­·±² Í½¿´»æ Í¸±®¬ Ú±®³ò AJN, 107øïð÷ô êðóêçò

Evidence-
based geriatric nursing protocols for best practice øì¬¸ »¼òô °°ò ïíëóïêî÷ò ÒÇæ Í°®·²¹»® Ð«¾´·­ ·̧²¹ Ý±³°¿²§ô ÔÔÝò

Õ±»²·¹ô ØòÙòô Ó»¿¼±®ô ÕòÙòô Ý±¸»²ô ÖòÖòô ú Þ´¿¦»®ô ÜòÙò øïçèè÷ò Í»´ºó®¿¬»¼ ¼»°®»­­·±² ­½¿´»­ ¿²¼ ­½®»»²·²¹ º±® ³¿¶±® ¼»°®»­­·±² ·² ¬¸» ±´¼»® ¸±­°·¬¿´·¦»¼ °¿¬·»²¬
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Þ»­¬ Ð®¿½¬·½»­ ·² Ò«®­·²¹
Ý¿®» ¬± Ñ´¼»® ß¼«´¬­

ß ­»®·»­ °®±ª·¼»¼ ¾§ Ì¸» Ø¿®¬º±®¼ ×²­¬·¬«¬» º±® Ù»®·¿¬®·½ Ò«®­·²¹ô
Ò»© Ç±®µ Ë²·ª»®­·¬§ô Ý±´´»¹» ±º Ò«®­·²¹

ÛÓß×Ô ¸¿®¬º±®¼ò·¹²à²§«ò»¼« ØßÎÌÚÑÎÜ ×ÒÍÌ×ÌËÌÛ ÉÛÞÍ×ÌÛ ©©©ò¸¿®¬º±®¼·¹²ò±®¹
ÝÔ×Ò×ÝßÔ ÒËÎÍ×ÒÙ ÉÛÞÍ×ÌÛ ©©©òÝ±²­«´¬Ù»®·ÎÒò±®¹

¹»²»®¿´ ¿­­»­­³»²¬ ­»®·»­

Geriatric Depression Scale: Short Form
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CLaSP study

THE PILL QUESTIONNAIRE:

Ask the participant to describe their prescribed medication, including drug,

dose and timings. Consult the carer if necessary. Note the score as

appropriate (please circle 0-3 below).

The patient is able to spontaneously and clearly describe the drugs, doses
(mg or color of tablet), and timing of treatment = there is no impact.

0

The patient needs some help from the examiner (What time do you take your
medication, which drug, which doses ?...) but he/she is successful without clinically
pertinent errors. In this case, the determination of impact of daily living requires
consultation with a caregiver:

If the caregiver certifies that the patient can (or could) safely and reliably
take the pills without supervision in daily life = no impact.

1

If the caregiver certifies that the patient can (or could) no longer safely and
reliably take the pills without supervision in daily life = there is an impact on
daily living.

2

The patient is not able to describe, even with the help of the examiner, the
time and nature (drugs and doses) of his/her treatment = impact on daily
living.

3



CLaSP study











Charlson score: http://touchcalc.com/calculators/cci_js on line calculator [accessed June 13th, 2013]

Charlson Comorbidity Index
(http://www.fpnotebook.com/prevent/Exam/ChrlsnCmrbdtyIndx.htm)

Aka: Charlson Comorbidity Index, Comorbidity Adjusted Life Expectancy

1. Indication
1. Assess whether a patient will live long enough to benefit from a specific

screening measure or medical intervention
2. Scoring: Comorbidity Component (Apply 1 point to each unless otherwise noted)

1. Myocardial Infarction
2. Congestive Heart Failure
3. Peripheral Vascular Disease
4. Cerebrovascular Disease
5. Dementia
6. COPD
7. Connective Tissue Disease
8. Peptic Ulcer Disease
9. Diabetes Mellitus (1 point uncomplicated, 2 points if end organ damage)
10. Moderate to Severe Chronic Kidney Disease (2 points)
11. Hemiplegia (2 points)
12. Leukemia (2 points)
13. Malignant Lymphoma (2 points)
14. Solid Tumor (2 points, 6 points if metastatic)
15. Liver Disease (1 point mild, 3 points if moderate to severe)
16. AIDS (6 points)

3. Scoring: Age
1. Age <40 years: 0 points
2. Age 41 50 years: 1 points
3. Age 51 60 years: 2 points
4. Age 61 70 years: 3 points
5. Age 71 80 years: 4 points

4. Interpretation
1. Calculate Charlson Score or Index (i)

1. Add Comorbidity score to age score
2. Total denoted as 'i' below

2. Calculate Charlson Probablity (10 yearmortality)
1. Calculate Y = e^(i * 0.9)
2. Calculate Z = 0.983^Y
3. where Z is the 10 year survival

5. References
1. Charlson (1987) J Chron Dis 40:
2. Gold (1994) J Clin Epidemiol 47:





CGI Clinical Global Impressions scale

The questions are asked 3 times P opinion,

CGI-severity overall

Read out the question and all seven answer options. Circle the answers in the
appropriate box below.

How well has the participant been during the week preceding this visit?

1 = normal, not at all ill
2 = borderline ill
3 = mildly ill
4 = moderately ill
5 = markedly ill
6 = severely ill
7 = extremely ill

Participant: Carer: Investigator:
1 2 3 4 5 6 7 1 2 3 4 5 6 7 1 2 3 4 5 6 7

CGI-Change (T2, T3, T4 only)

Read out the question and all seven answer options. Circle the answers in the
appropriate box below.

Compared to the last visit, how much has the participant s health changed?

1 = Marked improvement
2 = Moderate improvement
3 = Minimal improvement
4 = No change
5 = Minimal worsening
6 = Moderate worsening
7 = Marked worsening

Participant: Carer: Investigator:
1 2 3 4 5 6 7 1 2 3 4 5 6 7 1 2 3 4 5 6 7





Economic Questionnaire

CLaSP Care of Late Stage Parkinsonism
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1 Course of illness and Resource Use

1.1 In what year was your disease diagnosed?

y y y y

1.2 Is the doctor looking after your Parkinson's disease a General Practitioner or a neurologist?

General Practitioner

Neurologist

Both do

Not known

1.3 How often did you consult your primary care physician f during the past

3 months?

Number of visits

visits

1.4 How often did you consult your ase during the

past 3 months?

Number of visits

visits

1.5 Did you consult further doctors/specialists

months (in addition to seeing your primary physician)?

Physician / Specialist Number of visits

Urologist visits

Psychiatrist visits

Ear, nose and throat specialist visits

Dermatologist visits

Radiologist visits

Psychologist visits

Dentist visits

visits

Specialist in visits

Specialist in visits

Specialist in visits
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1.6 Did you receive further therapy (apart from medication) during the past 3 months due to

Parkinson's disease?

Therapy Number of visits

Physiotherapy visits

Massage visits

Occupational therapy visits

Speech training visits

Nurse visits

Counselling visits

others, which ones visits

Inpatient treatment in hospital

1.7 Were you treated as an inpatient in hospitals during the past 3 months (at least one night) due

to Parkinson's disease? If so, please indicate the reason and the length of the hospital stay.

Reason for hospital stay
Was your

hospitalisation
related to

Parkinson's
disease?

Length of stay
(e.g. 10 nights)

Yes No

___ days

___ days

___ days

1.8 Did you stay at an inpatient (overnight) rehabilitation facility during the past 3 months?

No

Yes

1.9 Did you stay at an outpatient (dayhospital) rehabilitation facility during the past 3 months?

No

Yes

how many days in the last three months did you spend as an inpatient (at least one night) or as an

outpatient in a rehabilitation facility? Please do also count the day of admittance and the day of discharge as

a full day.

Outpatient in rehabilitation facility days

Inpatient in rehabilitation facility days
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1.10 What medication prescribed by a physician did you take during the past 3 months?

(Please include all medications, )

Name of the medication

1.11 Did you take any medication during the past 3 months without prescription (not prescribed by
a physician and paid for by yourself)?

(Please include all sorts of medication, also e.g. vitamins such as vitamin C, laxatives,)

Name of the medication/vitamins

1.12 Did you receive any of the medical devices listed below during the past 3 months?

No, I did not receive any medical devices/consumables during the past 3 months

Yes, I did receive medical devices/consumables during the past 3 months:

Medical devices Number Did you have to pay
some of it?

No Not known

Walking stick
________ £

Frame
________ £

Handrail in home
________ £

Ramp in home
________ £

Wheel-chair
________ £

Special bed
________ £
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Consumables

Toilet seat
________ £

Incontinence pads
________ £

Catheter equipment
________ £

Others________________
________ £

Others________________
________ £

1.13 Were there any other financial burdens due to Parkinson's disease within the past 3 months

which were not covered by the questionnaire (e.g. paying for carers, having to take taxis to

hospitals)? Please feel free to use this space for your comments.

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

2 Personal data of the informal PWP

2.1 What is your current employment situation (please check only the most appropriate)?

Employee full time

Employee part time, ____________hours/week

Self-employed

Volunteering, starting

m m y y

Unemployed due to Parkinson's disease and its subsequent illnesses, starting

m m y y

Unemployed due to other reasons, starting

m m y y

Early retirement due to Parkinson's disease and its subsequent illnesses, starting
m m y y

Early retirement due to other reasons, starting

m m y y
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Retired, starting

m m y y

Housewife

Not applicable (n/a)

2.2 If employed or self-employed have you been absent from work during the past 3 months due to
Parkinson's disease?

If you were treated in hospital as an inpatient or were on a rehabilitation clinic please do not include

these days

No

Yes Number of days*: in 3 Months

* Please also include single hours per working day (e.g. 4 hours = 0.5)

Not applicable (n/a)

2.3 Did you have to change your employment situation due to Parkinson`s disease during the last

3 months?

No

Yes, I had to stop working

Yes, I had to get another job

Yes, I had to reduce my work time from ___ hours/week to ___ hours/week,

since

m m y y

Yes, I had to get another job and to reduce my work time from ___ hours/week to

___ hours/week, since

m m y y

Yes, I had to do an occupational re-training

2.4 Do you have private health insurance or compulsory health insurance?

Private health insurance

Compulsory health insurance

2.5 Do you pay anything for your prescription medications?

No

Yes

2.6 Do you receive monthly payments e.g. from the compulsory long term care insurance or

Disability Living allowance because of se?

No

Yes £ / month
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3 Personal data of the informal Caregiver

3.1 What is your relationship to the PWP?

Spouse

Life partner

Daughter

Son

Daughter-in-law

Son-in-law

Friend

Other, please specify ___________________

3.2 Do you live with the PWP?

lease continue with question 3.6)

Sometimes

No

3.3 If you don`t live together with the PWP all of the time, how often do you visit the PWP?

several times every day

once every day

at least once per week

at least once per month

less than once per month

I never visit the PWP

3.4 If you don`t live together with the PWP, how often do you talk to the PWP on the phone?

several times every day

once every day

at least once per week

at least once per month

less than once per month

I never talk to the PWP on the phone

3.5 If you don`t live together with the PWP, for how long are you in contact with the PWP in

one week?

less than 1 hour

less than 5 hours

5 to 10 hours

10 to 24 hours

more than 24 hours
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3.6 What is your current employment situation (please check only the most appropriate)?

Employee full time

Employee part time, ____________hours/week

Self-employed

Volunteering, starting

m m y y

Unemployed due to Parkinson's disease and its subsequent illnesses,

m m y y

Unemployed due to other reasons, starting

m m y y

Early retirement due to Parkinson's disease and its subsequent illnesses,

m m y y

Early retirement due to other reasons, starting

m m y y

Retired, starting

m m y y

Housewife

Not applicable (n/a)

3.7 Have you been absent from work during the past 3 months due to care for the PWP?

If you were treated in hospital as an inpatient or were on a rehabilitation clinic please do not

include these days

No

Yes Number of days*: in 3 Months

* Please also include single hours per working day (e.g. 4 hours = 0.5)

Not applicable (n/a)

3.8 Did you have to change your employment situation due to the Parkinson`s

disease during the last 3 months?

No

Yes, I had to stop working

Yes, I had to get another job

Yes, I had to reduce my work time from ___ hours/week to ___ hours/week,

since

m m y y

Yes, I had to get another job and to reduce my work time from ___ hours/week to

___ hours/week, since

m m y y

Yes, I had to do an occupational re-training
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4 PWP

4.1 Please specify the PWP

Own home

With relatives since _ _ / _ _ (mm /

Intermediate forms of accommodation (e.g. Short term care / Respite care) since _ _ / _ _ (mm / yy)

Assisted living (accommodation with on site support) since _ _ / _ _ (mm / yy)

Long-term institutional care (care home with nursing) since _ _ / _ _ (mm / yy)

Other _________________________

4.2 If the PWP lives in his/her own home, how many persons live in his/her household

permanently? Please include all children living in his/her household.

Person(s)

4.3 Does the PWP need help in his/her daily life from caregivers?

No

Yes (

4.4 If the PWP needs help in his/her daily life from caregivers, please specify the assistance

he/she needs (check all that apply)?

Assistance with dressing

Assistance with personal hygiene

Assistance with preparing food

Assistance with eating

Assistance with preparation / intake / application of medication

Assistance with the household chores, e.g. shopping, cleaning, DIY, looking after home

Assistance with mobility

Others ______________________

Others ______________________

4.5 If the PWP lives in his/her own home, please specify the above care he/she has received

during the last 3 months?

Informal care (provided by e.g. family members, neighbours, friends) since _ _ / _ _ (mm / yy)

Professional care (provided by a professional care service) since _ _ / _ _ (mm / yy)

If he/she received professional care:

How much professional care does he/she receive per week ___ hours / week

Financial assistance by state or insurance for home care ______ Euro (no Cents)
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Informal care:

4.6 Are there any people (other than yourself) helping with the care of the PWP?

Yes No If yes, who?

4.7 Among all professional and informal caregivers what proportion of the care do you
provide?

< 20%

20 - 40%

41 - 60%

61 - 80%

> 80%

4.8 On a typical care day during the last 30 days, how much time per day did you assist the
PWP with tasks such as shopping, food preparation, housekeeping, laundry,
transportation, taking medication and managing financial matters?

hours and minutes per day

4.9 During the last 30 days, how many days did you spend providing these services to the
PWP?

days

4.10 On a typical care day during the last 30 days, how much time per day did you spend
supervising (that is, prevent dangerous events) the PWP?

hours and minutes per day

Professional services

4.11 For each service listed below, please specify the number of days the PWP received the
service during the last 3 months.

Day Care outside the home (e.g. day centre) ___ days

Day Care inside the home (carer coming to the home) ___ days

Night Care ___ days

Respite or Short-term Care admission ___ days

Nursing home ___ days

Other _________________________

4.12 For each service listed below, please specify the number of times the service was used
during the last 3 months.

Food delivery (meals on wheels / food delivery by supermarkets) ___ times/week

Transportation (care related) ___ times

Support group / Self-help group ___ times

Other _________________________ ___ times






























