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Introduction

It is estimated that 50% of the most disabling disorders are psychiatric in nature; major
depression, alcohol abuse, bipolar affective disorder, schizophrenia, and obsessive compulsive
disorder (OCD) are among the 10 leading causes of disability worldwide (World Health
Organization). Studies indicate that, when screened, more than 25% of primary care practice
individuals will score positive for a probable mental iliness or substance use disorder.
Moreover, more than 50% of those individuals report having one or more chronic medical
conditions that could reduce the ability of professionals to recognize their co-morbid psychiatric
conditions. It has been demonstrated that without the use of validated screening tools, health
care professionals typically identify less than 10% of their individuals as having a mental health
or substance use disorder (US Institute of Medicine of the Academies).

One of the chief goals of the Preadmission Screening and Resident Review (PASRR) program is
to ensure that all individuals who apply for admission to a Medicaid-certified nursing home are
screened for these conditions (along with intellectual disabilities and related conditions), and —
if any of these conditions is present —to recommend a set of individualized, disability-specific
services to help the individual retain and improve functioning, and return as quickly as possible
as to the community. PASRR consists of two levels:

1. At Levell, preliminary screens are intended to be quick investigations of whether an
individual might have a relevant diagnosis; in other words, the screen should err on the
side of finding “false positives” —individuals who later are found not to have a PASRR
disability. The Code of Federal Regulations (CFR) gives little guidance about the sorts of
data Level 1 screens should collect, leaving it up to states to decide.

2. At Level ll, individuals who “test positive” at Level | are given in-depth, individualized
evaluations to determine whether they do, in fact, have a PASRR disability; whether
they would benefit from individualized services keyed to their specific needs (so-called
“Specialized Services”), and what those services should be.
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Given this context, this report has two goals:

1. Toreview a large number of screens that could be useful in clinical settings that require
rapid, reliable screening for mental health and substance use disorders.

2. To survey the evidentiary base for including specific items (or types of items) in the
PASRR Level 1 screen or in the Level Il individualized evaluation.

To be eligible for inclusion in this review, screenings had to be:

1. Accepted measures within the mental health and medical field to assist in the
identification of mental illness;
Easily accessed from the internet;

3. Available, when possible, from the public domain;
Written on a sixth to ninth grade level, to be usable by a range of screeners with varying
levels of training;

5. Available in multiple languages;

6. Easily integrated within the context of a Level | screening session; and

7. Designed to be self-administered or administered and scored by a paraprofessional.

Screening instruments to detect specific mental health and substance use disorders have been
in existence for over 55 years (e.g. Hamilton Depression Rating Scale, 1960). In general, older
screenings have gradually been replaced by screenings that are more sophisticated in design,
ones that can be self-administered, and many that can be found online. Prior to the 1990s,
screenings were seen as “assessment scales” which ask individuals to rate the severity or
frequency of various symptoms associated with, and indicative of, a particular disorder. There
was a movement to expand existing assessment scales to include “symptom count
instruments,” which incorporate criteria in alighment with diagnostic requirements found in the
Diagnostic and Statistical Manual of Mental Disorders (DSM). With few exceptions in the area of
substance use disorders, the screening tools reviewed in this report are limited to those
developed or modified since 1995.

Although all identified screening instruments discussed in this review have acceptable ratings
with respect to reliability, validity, sensitivity and specificity, the screenings should not be
viewed as diagnostic tools, nor should the results of these screenings be considered conclusive.
Rather, when a person screens positive for a particular disorder, it should prompt further
evaluation by a medical or mental health care professional. The focus of the subsequent
evaluation is to confirm the diagnosis of the suspected condition, identify and diagnose a
related condition, or determine that there is insufficient evidence for a mental or behavioral
health diagnosis. In the event there is a confirmation of such a diagnosis, the health care
professional should respond appropriately within defined standard of care guidelines.
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The review that follows considers screens for depression, generalized anxiety disorder, post-
traumatic stress disorder, bipolar disorder, schizophrenia and psychotic disorders, substance
use disorders, and cognitive impairments. For each type of disorder, the characteristics of
multiple screening instruments are summarized in a table. Readers who wish to see the screens
themselves can consult the Appendix (each test has an associated number), and (with a few
exceptions) click on the appropriate hyperlink in the last row of each table to jump directly to
the tool.

Depression

Depression is now considered among the top chronic diseases in America and often co-occurs
with other major chronic diseases including diabetes; congestive heart failure; coronary artery
disease; asthma and chronic obstructive pulmonary disease (Robert Wood Johnson
Foundation’s 2011 Research Synthesis Report on Mental Disorders and Medical Comorbidity).
Table 1 lists the depression screening tools reviewed for this report, along with the relevant
characteristics of each.

Although the BDI and Zung SDS continue to be used by many clinicians and have shown high
reliability, the PHQ-9 has been endorsed by many organizations and professionals as the
depression screen of choice. The PHQ-2 is a briefer, highly reliable instrument in the detection
of depression but, when positive, provides no suggestion of severity. A positive screen on PHQ-
2 should generate a PHQ-9 screening, which asks about suicidality and provides a severity
rating.

It should also be noted that the PHQ-9 has been incorporated into comprehensive screenings
that are designed to detect depression and other mental health disorders, e.g. the Patient
Stress Questionnaire.
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Table 1: Screening Tools for Depression

Characteristics | Beck Depression | Geriatric Patient Health Patient Health Zung Self-Assessment Suicide Behaviors
Inventory (BDI) Depression Scale Questionnaire Questionnaire Depression Scale (Zung | Questionnaire —
(GDS) (PHQ-2) (PHQ-9) SDS) Revised (SBQ-R)
Year Released 1996 1986 2000 1999 1965/1997 1999
Target Adult screen to Geriatric screen to | Adult screen to Adult screen for Adult screen for Adult screen specific to
population identify identify symptoms | identify symptoms | depression, specific | depressive symptoms detecting suicidality
depressive of depression (no of depression to symptoms over the past several (present and during
symptoms over time-frame noted) | during the past 2 experienced during | days last 12 months);
the previous 2 weeks the last 2 weeks identifies likelihood of
weeks future suicidal
behavior
How Self-administered | Initially designed Self-administered Self-administered Self-administered (assist | Self-administered
administered (assist as to be administered | (assist as needed) (assist as needed) if needed) (assist if needed)
needed) in the context of a
patient interview;
also self-
administered
# questions 21 15 2 9 4 4
Response 4 options Y/N format 4 options 4 options 5 & 6 options 5 & 6 options
choices
Avg time to <5 min <5 min 30 secs <3 min <5 min <5min
complete
Scoring time & | 3 min, simple 3 min, simple 30 secs, simple < 2 min, simple < 10 min, simple < 10 min, simple
complexity
In public N Y Y Y Y Y
domain
Notes Includes question Positive screen Screener should be If screen is positive,
on self-harm should always directly supervised by a individual should be
generate a PHQ-9 health care provider (on | immediately evaluated
screening; no site); if screen is by a healthcare
severity rating positive, individual professional.
should be immediately
evaluated by a
healthcare professional
Test #in 1 (follow link) 2 (follow link) 3 (follow link) 4 (follow link) 5 (follow link) 6 (follow link)
Appendix
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Generalized Anxiety Disorder

Due to its wide range of presentations, generalized anxiety disorder is often unrecognized or
misdiagnosed as a physical condition. Consequently, approximately half of individuals with
clinical anxiety disorders go untreated (Weisberg, et al. 2007). Individuals with generalized
anxiety disorder often have multiple co-morbidities including migraine; rheumatoid arthritis;
peptic ulcer disease; irritable bowel syndrome; coronary heart disease; hyperthyroidism;
diabetes; asthma, and COPD (Culpepper, 2009). One in five persons with clinical levels of
anxiety develops it after the age of 60 (Le Roux, et al., 2005).

Table 2 lists the GAD screening tools reviewed for this report, along with the relevant
characteristics of each.

The GAD-7 is the most commonly used screening for generalized anxiety disorder. It has high
reliability, is easy accessed, and provides an anxiety severity score that can be helpful in many
settings. The GAD-7 is also embedded in the Patient Stress Questionnaire. The Severity
Measure for Generalized Anxiety, created by the American Psychiatric Association, has promise
as an emerging, self-administered screen for anxiety.
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Table 2: Screening Tools for Anxiety

Characteristics

Generalized Anxiety Disorder (GAD-
7)

Geriatric Anxiety Disorder Inventory
(GAI)

Severity Measure for Generalized
Anxiety Disorder

Year Released

1999

2007

2013

Target population

Adult screen for generalized anxiety
symptoms during the past 2 weeks

Geriatric screen for generalized
anxiety symptoms

Adult screen for severity of
generalized anxiety disorder

How administered

Self-administered (assist if needed)

Self-administered (assist as needed)

Self-administered (assist as needed)

# questions

7

20

10

clinicians and academics free of
charge

Response choices 4 options Unknown 5 options
Avg time to complete <5 min <5 min <5min
Scoring time & complexity 3 min, simple Unknown 3 min, simple
In public domain Y No, but available to licensed Y

Notes

Score has associated anxiety severity
rating (none to minimal, mild,
moderate, and severe); actions
related to need for further
assessment to confirm diagnosis and
determine a standard of care
intervention are available

The measurements of somatic
symptoms within the instrument are
limited in order to differentiate
between symptoms of anxiety and
medical conditions

Score provides a suspected severity
rating (none, mild, moderate,
severe, extreme)

Test # in Appendix

7 (follow link)

Not available for preview

8 (follow link)
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Post-Traumatic Stress Disorder

PTSD is a serious, under-diagnosed, chronic psychiatric disorder that follows overwhelming
stressful events, such as combat exposure, sexual assault, or a natural disaster. When screened
in primary care settings, approximately 12-39% of individuals meet diagnostic criteria for PTSD,
with a prevalence similar that that of depressive disorders (Leon, et al. 1995). In PTSD,
symptomology is typically embedded in both psychiatric and medical comorbidities. Frequent
psychiatric related comorbidities include substance abuse; generalized anxiety disorders and
panic; mood disorders (major/minor depression and bipolar disorder) and personality disorders
(Kessler, et al. 1995; Weisberg, et al. 2002).

Table 3 lists the PTSD screening tools reviewed for this report, along with the relevant
characteristics of each.

Both the PC-PTSD screen and NSESSS are in the public domain and have received recognition
for their reliability and accessibility. Other screens such as the Sprint are highly valued
screenings for the detection of PTSD, but are designed to be given by mental health
professionals. M3, a proprietary and multi-dimensional instrument identified in detail under the
Bipolar Disorder section, also achieve an impressive 88% sensitivity and 76% specificity rating
on its PTSD component.
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Table 3: Screening Tools for Post-Traumatic Stress Disorder (PTSD)

Characteristics

Primary Care PTSD Screen (PC-PTSD)

National Stressful Events Survey
(NSESSS)

Short Post-Traumatic Stress
Disorder Rating Interview (Sprint)

Year Released

2003

2013

2001

Target population

Adult screen for detection of PTSD in
the general population

Adult screen for PTSD focused on
symptoms over the prior 7 days

Adult screen focused on symptoms
of PTSD over the prior 7 days

How administered

Self-administered (assist as needed)

Self-administered (assist as needed)

Self-administered (assist as needed)

# questions

4

9

8

Response choices Y/N 5 options 5 options
Avg time to complete <2 min <5 min 3-5 min
Scoring time & complexity 1 min, simple 1 min, simple Unknown
In public domain Y Y No; available to health care
professionals through Duke
University
Notes Emerging PTSD screen identified as
Severity of Post-traumatic Stress
Symptoms (Adult) through the
American Psychiatric Association
Test # in Appendix 9 (follow link) 10 (follow link) Not available to view
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Bipolar Disorder

Bipolar disorder is considered both chronic and disabling, with significant risk of mortality as
the lifetime risk of suicide is 20 times that of the general population (Kesssler, et al. 2005; Osby,
et al. 2001). While the typical individual with bipolar disorder is misdiagnosed for 7.5 years,
greater than one-third of individuals with bipolar disorder have been misdiagnosed for more
than 10 years and (Ghaemi, et al. 1999).

Table 4 lists the bipolar disorder screening tools reviewed for this report, along with the
relevant characteristics of each.

The MDQ, ASRM, and the bipolar component of the M3 Clinician are all self-administered
screens that receive above average psychometric ratings. Screens for bipolar disorder are often
given subsequent to, or in conjunction with, depression screenings. Therefore, the use of the
M3 is particularly helpful when conducting screens for multi-dimensional conditions. It is
important to note that there are considerably more clinician-administered screens for Bipolar
Disorder, e.g. Clinician-Administered Rating Scale for Mania (CARS-M) than self-administered
instruments, possibly because individuals with bipolar disorder are often viewed as poor
historians with respect to their manic and hypomanic states.
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Table 4: Screening Tools for Bipolar Disorder

Characteristics Mood Disorder Questionnaire Altmann Self-Rating Mania Scale M3 Clinician
(MDQ) (ASRM)
Year Released 2000 1997 2007

Target population

Adult screen for detection of Bipolar
Spectrum Disorder (includes Bipolar
I, Bipolar Il and Bipolar NOS)

Adult screen for bipolar disorder;
specifically assesses the presence
and severity of manic symptoms

Adult screen for bipolar disorder

How administered

Self-administered (assist if needed)

Self-administered (assist if needed)

Self-administered (assist if needed)

# questions

17

5

27

Response choices Yes/No 5 options 5 options

Avg time to complete 5 min 5 min 5 min

Scoring time & complexity <3 min, simple < 3 min, simple Immediate electronic scoring, simple
In public domain Y Y Proprietary screening; screenings for

health care professionals are made
available through subscription

Notes

Incorporated into multi-dimensional
tool that also addresses depression,
anxiety, PTSD, and alcohol use. M3
Clinician received NCQA approval as
first screening tool endorsed for use
in Patient-Centered Medical Home
model of care (PCMH).

Test # in Appendix

11 (follow link)

12 (follow link)

13 (follow link)
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Schizophrenia and Psychotic Disorders

Schizophrenia and other psychotic disorders rank 22" among causes for disability worldwide
(World Health Organization, 1999). Although schizophrenia typically develops in the second and
third decades of life, an emerging number of individuals (particularly women) are developing
schizophrenia during their middle years and after age 65 (Palmer, et al. 2001). There is
compelling evidence that substance abuse is frequently a co-occurring condition with psychotic
disorders and that, in many instances, was well established prior to a person’s onset of
psychotic symptoms (Lambert, et.al.2005; Buhler, et al. 2002).

Table 5 lists the schizophrenia and psychosis screening tools reviewed for this report, along
with the relevant characteristics of each.

Due to the nature of schizophrenia and psychotic disorders, there are no recommended self-
administered screening tools. There are tools in the public domain, including those identified
below, that provide assistance for professionals to assess individuals suspected of having
schizophrenia or other psychotic disorders.
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Table 5: Screening Tools for Schizophrenia and Psychotic Disorders

Characteristics

Clinician-Rated Dimensions of Psychosis Severity

Brief Psychiatric Rating Scale (BPRS)

Year Released

2013

1962

Target population

Adult screen to measure severity of mental health
symptoms across psychotic disorders, including delusions;
hallucinations; disorganized speech; abnormal psychomotor
behavior; negative symptoms (i.e., restricted emotional
expression or avolition); impaired cognition; depression;
and mania

Screening instrument used by clinicians for assessing
positive, negative, and affective symptoms of
individuals who have, or are suspected of having,
schizophrenia or other psychotic disorders. Instrument
designed to identify symptoms and/or assess
admission to symptoms over the past 2-3 days

How administered

Clinician-administered

Clinician-administered

# questions

8 areas covered

18 areas covered

Response choices

5 options on 0-4 scale (clinician-rated)

8 options on 0-7 scale (clinician-rated)

Avg time to complete

Estimate of 20-30 min (conducted within course of
interview)

Estimate of 20-30 min (conducted within course of
interview)

Scoring time & complexity

Clinician rates patient on a five point scale (0= no
symptoms, 1=equivocal, 2= present, but mild, 3=present
and moderate, 4 = present and severe); complex -- results
are weighed in relationship to other collected data and
requires expertise in assessment of psychiatric disorders

Clinician rates individual on an eight point scale,
ranging from no evidence to extremely severe;
complex --- results are weighed in relationship to other
collected data and requires expertise in assessment of
psychiatric disorders

In public domain

Y

Y

Notes

Follow-up with individual is made on the basis of clinical
judgement

Follow-up with individual is made on the basis of
clinical judgment

Test # in Appendix

14 (follow link)

15 (follow link)
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Substance Use Disorder

Substance use disorder, identified as public health’s most prominent disorder, contributes to or
causes more than 70 conditions that require hospitalization, complicating the treatment of
most illnesses, prolonging hospital stays, increasing morbidity, and sharply increasing costs
(National Center on Addiction and Substance Abuse, 2012). Globally, alcohol misuse is the fifth
leading risk factor for premature death and disability; among people between the ages of 15-
49, it is the first (Lim, et al, 2010).

Table 6 lists the substance use disorder screening tools reviewed for this report, along with the
relevant characteristics of each.

There are numerous alcohol and drug screenings available that were not reviewed. The CAGE,
AUDIT, and AUDIT-C, despite their age, are the alcohol screening tools most often used because
of their brevity and strong reliability ratings. The AUDIT also provides a severity rating scale that
may be helpful in determining immediate intervention strategies. The NIDA, which continues to
be updated, has an on-line version for easy access. The NIDA has strong reliability and
specificity.

The DAST-10 is a brief, well-established, and reliable screening tool to identify drug use. It also
provides a severity rating that may be helpful in determining intervention strategies. The NIDA-
Modified ASSIST V2.0 is an effective instrument with good sensitivity and specificity. It is often
used following a positive score on the DAST-10.
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Table 6: Screening Tools for Substance Use Disorders

suggests further
screening
(AUDIT if
alcohol, DAST-10
if drug) and/or
clinical interview

severity scale
corresponding to overall
score (low risk,
harmful/hazardous,
probable
dependence/abuse)

screen for alcohol misuse,
NIDA Quick Screen transitions
to a clinical approach to
“assess, advise, assist, and
arrange” for further
intervention; if threshold
score is a positive screen for
tobacco, NIDA Quick Screen
transitions to a clinical

“substance
involvement
rating” and an
associated risk
category for drug
abuse (lower risk,
moderate risk and
high risk)

Characteristics | CAGE-Aid Alcohol Use Alcohol Use Disorder NIDA - Quick Screen Test NIDA - Modified Drug Abuse
Disorder Identification Test v1.0 ASSIST v2.0 Screen Test
Identification (AUDIT) (DAST-10)
Test-C (AUDIT-
9)
Year Released | 1984 1982 1982 2009 (revised) 2009 (revised) 1982
Target Adult screening Adult screen to | Adult screen to identify | Adult screen to detect use of | Adult screen to Adult and
population to detect both detect probably harmful and alcohol, tobacco products, detect use of adolescent screen
alcohol and drug | probable hazardous alcohol use prescription drugs for non- prescription drugs | to detect drug use
misuse alcohol misuse medical reasons, and illegal for non-medical during the
particularly as drugs during the previous 12 | reasons and/or previous 12
they affect months illegal drug use months
behavior
How Self- Self- Self-administered or Quick screen completed by Self-administered | Self-administered
administered administered or | administered interview with individual | face-to face interview (assist as needed) | (assist as needed)
interview with or interview
individual with individual
# questions 4 3to5 10 4 (one per product) 8 10
Response Yes/No 3 to 5 options 3 to 5 options 5 options Varied: Yes/No; 3 | Yes/No
choices and 5 options
Avg time to 1 min <3 min 3to5min <3 min 510 10 min <8 min
complete
Scoring time & | <1 min, simple < 1 min, simple | 1 min, simple < 3 min, simple 5 min, some < 3 min, simple
complexity complexity
In public Y Y Y Y Y Y
domain
Notes Positive score Has built-in alcohol If threshold score is positive Score provides a Positive screen has

built-in suspected
drug use severity
scales (no problem
detected, low
level, moderate
level, substantial
level, severe level)
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Characteristics

CAGE-Aid

Alcohol Use
Disorder
Identification
Test-C (AUDIT-
Q)

Alcohol Use Disorder
Identification Test
(AUDIT)

NIDA - Quick Screen Test
v1.0

NIDA — Modified
ASSIST v2.0

Drug Abuse
Screen Test
(DAST-10)

approach to address impact
of use of product; if threshold
score is positive for use of
illegal drugs or prescription
drugs for non-medical
reasons, the screening
transitions to the NIDA —
Modified ASSIST V2.0 for
further evaluation.

Test #in
Appendix

16 (follow link)

17 (follow link)

18 (follow link)

19 (follow link)

20 (follow link)

21 (follow link)
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Cognitive Impairments

Mild cognitive impairments (MCl) are common in adults with many mental and behavioral
health disorders including major depression, bipolar disorder, anxiety, and substance abuse. In
addition to co-morbidities with psychiatric disorders, MCl is associated with periods of illness,
recovery from illness and surgery, and as a side effect to medication.

The Mini-Cog, a brief cognitive screening test, is widely accepted as a memory test that helps
identify persons that might benefit from further evaluation to determine if dementia is present.
Its ease of administration, brevity, reliability and sensitivity ratings have made it a screening of
choice in many settings. It is considered to have the strongest components of the Mini-Mental
Status Exam (MMSE) of any other cognitive screen (Borson, et al. 2005). It is also, to our
knowledge, the only brief, publicly available mental status exam.

Table 7: Characteristics of the Mini-Cog

Characteristics | Mini-Cog
Year Released | 2000
Target Adult screening to detect for both alcohol and drug misuse particularly as it relates to alcohol
population and drug behavior
How
administered
# questions 3 item recall screening instrument and a clock draw exercise
Response Recall, with drawing test
choices
Avg time to 3 min
complete
Scoring time < 2 min, simple
& complexity
In public Y
domain
Notes Scoring ultimately falls into two categories (positive or negative for suspected cognitive
impairment); positive scores should result in further evaluation by an medical professional
using the Mini-Mental Status Exam (MMSE), a more advanced exam of cognitive function
Test #in 22 (follow link)
Appendix
Summary

This literature review focused on the identification and review of frequently used validated
screening tools used to detect depression, bipolar disorder, anxiety, PTSD, substance use
disorders, psychotic disorders, and mild cognitive impairment. For the purposes of this report,
considerable emphasis was placed on whether the screening instrument can be easily accessed,
is brief, can be self-administered, can be scored by a para-professional if needed, and can
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theoretically be incorporated into, or augment, existing PASRR Level | screening or Level Il
evaluation tools.

The findings of this literature review indicate that widely available self-administered and
clinician-assisted screening tools can effectively help evaluators to detect mental health and
substance use disorders across numerous clinical settings. Research consistently demonstrates
that such conditions frequently co-occur within individuals who are being treated for chronic
and acute medical conditions.

The screening tools identified in this report are particularly well suited to augment an
evaluation of an individual’s mental health when a transition in care is anticipated or in process.
Based on existing research, it is anticipated that the incorporation of selected evidence-based
screenings into the PASRR Level | screening or Level Il evaluation process will identify
individuals that have a previously unrecognized or emerging diagnosable mental illness or
substance use disorder.
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Appendix: Tests Described in this Review
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Test 1: Beck Depression Inventory

(Note: Not in the public domain)

—_— Beck Depression Baseline
inventory
v o4rT CRTM: _____  CRF number Page 14 patient inits:
ESi-
EAE EEN
|
Name: Marital Stans: Age: Sex:
Occupation: Eduvcation: ___

Instructions: This questionnaire consists of 21 groups of statements. Please read each group of stasements carefully, and
then pick out the one statement in each group that best describes the way you have been fecling during the past two
weeks, including today. Circle the qumber beside the statement you have picked. If several statements in the groop
seem to apply equally well, circle the highest number for that group. Be sure that you do not choose mor: than one
statement for any group, including Ttem 16 (Changes in Sleeping Pattern) or Hem 18 (Changes in Appetitz).

1. Sadness b. Punishment Feelings

0 1do not feel sad, 6 Idon't feel I am being punished.

1 1feel sad much of the time. 1 Tfeal ] may be punished.

2 1 am sad all the time. 2 1 expect to be panished.

3 ] am so sad or unhappy that I can't stand it. 3 1feell am being punished.
2. Pessimism 7. Salf-Distike

0 1am oot discouraged about my future. 0 Ifeel the same about myself as ever.
1 [feel more discouraged sbout my furure than 1 1 I have lost confidence in myself.
mped lo ba 2 1am disappointed in myself.
2 I do not expect things 1 work out for me. 3 1dislike myself,

I feel my future is hopeless and will only get
bbb 8. Self-Criticalness
3. Past Failure 0 1 don’ criticize o blame myself more than useal.
0 Ido not feel like a failure. 1 lam more critical of myself than I used to be.
1 1have failed more than 1 should have. 2 I criticize myself for all of my faults.
1 As [ look back, I see a lot of failures. 3 1 blame myself for everything bad that happens.
3

I feel I am a total failure as a person. 4, Suicidal Thoughts or Wishes

0 1don't have any thoughts of killing mysclf.

1 [ have thoughis of kifling myself, bt [ would
not carry them out.

2 [would like to kill mrysell.

3 Dwould kill mypself if T had the chasee.

4. Loss of Pleasure

0 I ges as much pleasure as [ ever did from the
things 1 enjoy.

1 Idon’tenjoy things as much as I used 1o,

2 I get very little pleasure from the things I wsed
to enjoy.

d i 10. Crylng
? L‘i-:;&ﬂlﬂ? from the things 1 used ¢ [den’tcry anymore than I used to.
1 Iecry more than [ used o,
5. Guilty Feelings 2 Ty over every little thing.
0 1don't fesl particularly gulley. 3 Ifeel ke crying, but I can't.

1 Ifeal guilty over many things [ have done or
should have done,

2 I feel quite guilty mast of the Eme.

3 Tfeel guilty all of the time.

THE ORPORATION iy Contin
@ Ehwfh-x&ﬁnﬁymw {1 Subtotal Page 1
M-mdlr-lrlt:mu-h Frice-sssis - el « Duilaa LagyTight © 1908 by Adwon T. Beck
Sors g Pladeiplia + s » For: Woreh « Toroean + Lomdon + Spdory A iy resmroed I P Linited Siateg o Aomarien. n154u;m
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Roct Beck Depression Baseline
|I'I\l"ﬂl'l’lil'.1ir}ir

Vv 0477 CATN: CHF number: Page 15 patient inits:

11. Agitation 17. lrritabifity

0 [ am no more nestless or wound up than nswal.

1 I feel mose restless or wound up than usual.

2 I am so restless or agitated that it's hard te stay
still,

3 I am so restless or agitated that [ have o keep
maving or doing something.
12. Loss of Interast
0 1 have not Jost interest in other people or
activities.
1 I am less interasted in other people or things
than befors.

2 1 have lost most of my interest in other people
or things.

3 [r's hard 1o get interested in anything.

13, indecisiveness
0 I make decisions phout as well as ever.

1 I find it more difficult to make decisions than
usazal,

2 [ have much greater difficalty in making
decisions than Tused to.

3 I have rrowble making any decicions.

14. Worthlessness
0 1dopot feel | am worthless.
1 don't consider myself as worthwhile and useful
as I used to.
2 I feel mare worthless as compared o other
people.
3 Ifeel utterly worthless,

15. Loss of Energy
0 [have as much eneTgy as ever.
1 I have less energy than 1 used 1o have.
2 [don't have éncugh enargy to do very much.
3 Idont have enough energy to do anything.

16. Changes in Sleeping Patiem

0 Thave not enperienced any change in my
sleeping pailern.

I sleep somewhat more than usaal.
1 sleep somewhat Jess than nswmal.
1 slesp & bot more than usual.

1 sleep a lot less than usual.

1 sleep most of the day.

| wake op 1-2 hours early and can’t get back
1o slesp.

R e

0 I ammno mere imitable than usual.

1 1 am more irmtable than asual.

2 I am moch maore irritable than nsoal.
3 [ am iritable all the time.

18. Changes in Appetite

0 I have not experienced any change in my
aAppenie.
My appetite is somewhat less than usual.
My appetite is somewhat greater than wsial.
My appetite is much less than before.
My appetite is much grester than usual.
1 have no appetite at all.
I erave food all the time.

la

I
Ia
b

Sa
3b

18. Concentration Oitthculty
@ I can concentrate as well as ever,
1 [ can't concentrate as well a5 asual.
2 It's band to keep my mind on anything for
very loag.
3 Ifind [ can't copcentrate on amything.

20. Tiredness or Faligue
¢ Iam po more dred or fatigued than vsual.
1 1 get more tired or fatigued mors easily than
usual.
2 1 am too tired or fatigeed o do a lot of the things
I used to do.

3 Iam wo tired or fatigeed 1o do most of the
things I used to do.

21. Loss of Inlerest In Sex
¢ [ have not noticed any recent change in my
interest in sex.
I &m less interested in sex than T used to be.
2 I am much less interested in sex now.
3 Ihave lost Interest in sex completely.

A4SATERW M B ABCDE
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Test 2: Geriatric Depression Scale

GERIATRIC DEPRESSION SCALE (SHORT VERSION)

Mame:

Date of Assessment: ___ Completed By:

Jerome A Yesavage Gerlatric Depression Scale Psychopharmacology Bullein (1988) 24:4;709-711

Instructions:
+ Each answer counts one poinl.
« Tolal score greater than five indicates probaloly depression.

Issues:
The GDS is a screening fool and not a diagnosis. Where a score of more than five is indicated, a mose
thorough clinical investigation should be undertaken.

Eeher ot 2.7 have concluded that the GDS is a generally valid measure of the mild-to modarate
depressive symptoms in Alzhaimer patients with mild-lo mederate dementia.

The right hand column shows lest answers which are positive for depression

No: Questions: Answer: Test Answers:
1. Are you basically satisfied with your life? Yes/ Mo No

2. Have you dropped many of your activities or inlarests? Yos /Mo Yes

3. Do you feel that your life is empty? Yes /Mo Yes

4. Do you often get bared? Yes/MNo Yes

5. Are you in good spirts most af the ime? Yes /Mo MNo

6. Are you afraid that something bad is going to happen to you? Yes/No Yes

7. Do you lee! happy maost of the tima? Yes (Mo Mo

8. Do youfeel helpless? Yes /Mo Yas

9. Do you prefer 1o stay at home, rathes than go oul and do things? Yes /Mo Yes
10. Do you feel that you have more problems with memary than mest?  Yes/No  Yes

11. Do you think it is wonderful to be alive now? Yos/ Mo Mo

12. Do you feal prelty worthless the way you are now? Yes/ Mo Yes

13. Do you feel full of energy? Yes /Mo No

14. Do you fee! that your situation is hopoless? Yes /Mo Yas

15. Do you think that most people are better off then you are? Yes /Mo Yes
Tolal Score

When a score of more than five is indicated, & more tharough clinfcal investigation should be undertaker.
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Test 3: PHQ-2

The Patient Health Questionnaire-2 (PHQ-2)

Patient Name __ L Date of Visit

Ower the past 2 weeks, how often have Mot Sewveral More  Nearly
you been bothered by any of the Atall Days Than Half Every
following problems? the Days Day
1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed or hopeless 0 1 2 E|

STABLE RESOURCE TOOLKIT

The Patient Health Questionnaire-2 (PHQ-2) - Overview

The PHQ-2 inguires about the frequency of depressed mood and anhedonia over the past

twio weeks. The PHO-2 includes the first two items of the PHQ-9, '

B The purpose of the PHQ-2 is not to establish final a diagnosis or to monitor depression
severity, but rather to screen for depression in a “first step” approach,

B Fatients who soreen positive should be further evaluated with the PHO-9 (o determine
whether they meet criteria for a depressive disorder.

Clinical Utility
Reducing depression evaluation to two screening guestions enhances routine inguiry
about the most prevalent and treatable mental discrder in primary care.

Scoring
A PHQ-2 score ranges from 0-6. The authors identified a PHG-2 cutoff score of 3 as the

aptimal cut paint for screening purposes and stated that a cut point of 2 would enhance
sensitivity, whereas a cut point of 4 would improve specificity.
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Test 4: PHQ-9

PATIENT HEALTH QUESTIONNAIRE (PHQ-8)

MNAME: DATE.

Owver the last 2 weeks, how often have you been
bothened by any of the following problems?

More than
" o indicafe an Several Nearly
(use YOUF ASWET) Mot at all days haif the aveey day
days
1. Litlle inleresi or pleasure in doing things 0 1 2 3
: 4] 1 2 3
2. Feeling down, depressed, or hopaless
) Z 0 1 2 3
3. Troubde falling or slayving asleep, or sleeping oo much
4, Feeling tived or having litile energy o 1 E 2
5, Poor appetite or ovareating 0 1 2 3
6. Fealing bad about yoursalf—or that you are a failure or 0 i 2 q
have 21 yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or walching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposile — being 50 figety or 0 1 2 3
restiess that you have been moving around a kol more
than usual
8. Thoughis that you would ba better off dead, or of 0 1 3 3
hiirting yoursalf
add columns + &

[{Heaithcare professional; For inferpretation of TOTAL, TOTAL:
please refer to accompanying searing card),

10, If you checked off any prodifems, how dificult Mot difficult at all
. hawve these probbems made il for you to do Samewhat difficult
f
your work, take care of things at home, or get Very difficult
along with other people?
Extremely difficult

Copyright @ 1999 Pfizer Inc. Al rights reserved. Reproduced with permission. PRIME-MDAD is a trademark of Pfizer Ing,
A266IE 10-04-2005
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PH(-9 Patient Depression Questionnaire
For initisl diagnosis:

L. Paticat completes PHO-9 Quick Depression Asssssment.

2. [fthere are af least 4 5 in the shaded section (incheding Questions #1 and #2), ider a depressi
disorder. Add score to determine severity, . e

Consider Major Depressive Disarder
- if there arc ot least 5 s in the shaded section (one of which corresponds to Question #1 or £2)

Congider (ther Depressive Divorder
- if there are 2-4 «'s in the shaded section (one of which comresponds to Question #1 or £2)

Nate: Since the questionnaire relies e patient seli-repart, all responses should be verified by the elinician,
and & definitive dingnosis is made on clinicnl prounds feking into account Tow well the patient understood
the questioanaire, as well & other relevant information from the patient.

Diagnioses of Major Depressive Disorder or Other Depressive Disorder also requine impairment of secial,
oecupational, or dhes important areas of functening {Question #10) and ruling out normal bereavement, o
history of a Manic Episode (Bipolar Disorder), and o physical disorder, medication, or other drug as the
biological cause of the depressive sympiomes.

I-u ll::::]rmrilr aver time for newly dingnosed patienis or patients in corrent treatment for
epression:

1. Patients may complete questionnaires at basceling and at regular intervals (g, every 2 woeks) ai
Ty anwd bring theam in 84 thedr next appointment for scoring or they may complete the
questionnaine during each scheduled appointment,

2. Add up ¥'s by column. For every +: Several days = | More than holf the days = 2 Nearly every day =3
3. Add together colamn scores 1o ged a TOTAL score,
4. Refer to the accompanying PHO-9 Scoring Box 1o interpeet the TOTAL score.
3. Resubts may be incladed in patient fles to assist you in sciting up a ireaiment goal, determining degree of
response, 45 well as puiding treatmient intervention,
Seoring: add up all checked boxes on PHO-9
For every ¥ Mod at all = 0; Several days = 1;
Mare than half the days = 2: Nearly every day = 3

Interpretation of Total Seore

1-4 Minimal depression
e I Mild depression
[ s Soderate depression
oderaet e
=13 depression
- i Ve SCDESEIOT
i TARLE T
PHO-2 Scores and Proposed Treatment Actions
PHOQ-% Score Depression Severbty Propaoied Treatment Adctlons
Tind Bl Mome
EETER Melikd abc bl veailmgy reppal PHO-P ab fellow-ap
(IFEFRE Mioer te Treatment plan, cordidenrgy counsleeg, Bilmeup
anclior pharmacathesapy
15 b 19 Modermely Severe imenediate inliatan of phasmacoiberagy anifos
gkl
20 27 fEwpin fimsciae jrivanan of phanmacatherapy ancd, J
il s i el e poce respense L ey,
exproied referal to amental hemtth speciafist
for pipshativermpy arelior coBabnrat v managoment
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Test 5: Zung SDS

Patient's Initlals

Date of Assessment

Pease read each statement and decide how much of the time the statement
describes how you have been feeling during the past several days.

A lictle of Some of Cood part | Most of
Make check mark (/) in appropriate column. | the time the time of the time the time

1. I feel down-hearted and blue
Morning is when | feel the best

I have crying spells or feel like it
I have trouble sleeping at night

| eat as much as | used to

I still enjoy sex

I notice that | am losing weight

| have trouble with constipation

My heart beats faster than usual

= SR R

I get tired for no reason

11, My mind is as clear as it used to be
12. 1 find it easy to do the.l'hings. I used to
13. 1| am restless and can't keep still

14. 1 feel hopeful about the future

I5.. I am maore irritable than usual

16, | find it easy 1o make decisions

17. 1 feel that | am useful and needed

18, My life |s pretty full

19. | feel that others would be better off
if | were dead

20, 1 5till enjoy the things | used to do

Adapted from Zung, A self-rating depression scale, Arch Gon Psychimry, |965;1263-10.

Presented as a service by

GlaxoWellcome
Giaen Welloome Inc
Brrumrch I|-.|:|,-!= Pk, KC 77T
Wely st weasa lasiee eoen: Lom

£ 1997 Clano Wellcome Inc. All rights reserved. Printed in USA. WELDSERD February 1307
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Test 6: SBQ-R

SBQ-R Suicide Behaviors Questionnaire-Revised

Patient Mame Date of Visit

Instructions: Flease check the number beside the staterment or phrase that best
applies ta you.,

1. Have you ever thought about or attempted to kill yourself? e ooe o
[C] 1. Mewer
[J 2. M was just a brief passing thought
[] 3a. Vhave had a plan at least once to kill myself but did not try to do it
[C1 2b. Thave had a plan at l=ast once to kil myself and really wanted to die
[C] 4a. I'have attemnpted to kil myself, but did not want to die

[C] 4b. 1have atternpled to kill myself, and really hoped to die

2. How often have you thought about killing yourself in the past year? icheo: one ool

[T 1. MNever

(1 2. Rarely (1 time)

] 3. Sometirmes (2 times)

L1 4 Often(3-4 times)

[ 5. Mery Often {5 or more times)

3. Have you ever told someone that you were going to commit suicide,
or that you might do it? iheck one anty

1. Mo

2a, Yes, at ane time, but did not really want to die

2b. Yes, at one time, and really wanted to die

Ja. Yes, more than ance, but did not want to do it

3b. Yes, more than once, and really wanted to do it

ooooo

4, How likely is it that you will attempt suicide someday? «chect ane oy

[] 0. Mever ] 4 Likely

] 1. Mochance at all [l 5  Rather likely
[1 2. Rather unlikely [T} & Werylikely
[T 3 Unlikely

@ Ozman el al {1 995 Revsed, Pormiasion for wse gravided Dy A Gaman, MD
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Test 7: GAD-7

GAD-7 Anxiety

Ower the |ast two weaks, how offen have you Mot Saveral Mare MNearly
been bothered by the following problerns? at all days than half BBy
the days day
1. Feeling nervous, anxious, or an edge
0 1 2 3
2. Mot being able to sleep or contral
warrying o 1 2 3
3. '‘Worrying too much about different things
4] 1 2 3
4. Trouble rekadeng
0 1 2 3
5. Being so restless that it is hard to sit still " . ,
4
8. Becoming easily annoyed or irmlable
1] 1 2 3
7. Feeling afraid, as if something awful
might happen 0 1 2 3
Column fotals + + + =
Talal seong

KRN BTN R R P L RARALALLE LR,
! If you checked any problems, how difficult have they made it for you to do your work, take care of |
| things at home, or get along with other people?

Mot difficult at all Somewhat difficult Very difficult Extremety difficult
O O O O .

Sourca: Primary Care Evaluation of Meantal Disordens Patiant Heaith Questionnain (FRIME-MD-FHO). The PHO was
developed by Dra. Roben L Spiteer, Lanet B,W. Williams, Kurt Kroenke, and colleagues. For ressarch information, conrtacl Dr.
Spilsar 8l [EARclumbie ady. PRIE-MDE is & tradamark of Plimer Ino. CopyrighsD 1999 Pfizer Inc. Al rights resered.
Regendacad with pamission

Scoring GAD-7 Anxiety Severity

This is calculated by assigning scores of O, 1, 2. and 3 to the response categories, respectively,
of “not at all." "several days,” “more than half the days,” and “neary every day.”
GAD-T total score for the seven ilems ranges from 0 to 21,

O=4: minifmal amxiaty
5-8: mikd anxiety

10~14: moderate amdeaty
16=21: severe anxlety
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Test 8: Severity Measure for Generalized Anxiety Disorder

Severity Measure for Generalized Anxiety Disorder—Adult

Hame: A Age: Sex: Male O Femalel Date:

Instructions: The following questions. ask shaut thoughts, feelings, and behawviors, often tied to concerns about family, health,
fimances, schoal, and work. Please respond to each item by marking (+" or x] one box per row.

Cliriclan
Use
Half of Maost of Al of Item
During the PAST 7 DAYS, | have... Newer | Oecasionally PR thetime | the the i
1 ::’;L'““ tts of sudden terror, fear, ar Qo o1 (=] o3 o4
2. | folt am ied, or nervous 0o [= 1 a2 =] =K
had thoughts of bad things happening such
3. | as family tragedy, Il health, lossofajob,or | O 0 a1 Oz Qs =
accidents |
Telt & racing heart, sweaty, trouble 4
* | breathing, faint, or shaky i T T _ i
falt tense muscles, felt on edge or restless,
5 or had trouble relaxing or troubbe sdeeping Qa 21 Uz st s
avolded, or did nat approach ar enter,
B | gtuations about which | warry iy = i e iy
left situations early or particpated only 4
i minimally due to worrkes i H1 2 Lt3 -
spent lats of time making decisions, putting
8. | oM making decisions, of preparing lor do a1 oz (= -} = i}
situations, due 1o worries
sought reassurance from others due to 3 oz Oz [a I
9, s = ] a
needed help to cope with anxlety (e.g.,
10. | aleahol o medication, superstitious Qo a1 (8 ] a3 m B}
objects, or other people)
Tatal/Partial Raw Scorne:
Prorated Total Rew Score: (if 1-2 items beft unanswered
Average Total Score:
Crakoe 84, Witchen L, Begels 5, Saein A, Angrews G, Lebeu R Copyrght © 2013 Fxychiatric Assactrtion. Al rights resereed.
This manerial cam be reproduced withaut p by hirrs. el by ek Tor e with thir patkents.
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Test 9: Primary Care PTSD Screen

Primary Care PTSD Screen (PC-PTSD)

Description

The PC-PTSD is a 4-item screen thal was designed for use in primary care and other
medical settings and is currently used to screen for PTSD in veterans at the VA, The
sereen includes an introductory sentence 1o cue respondents 1o traumatic events. The
authors suggest that in most cireumstances the results of the PC-PTSD should be
considered "positive” if a patient answers "yes" to any 3 items. Those screening positive
should then be assessed with a structured interview for PTSD. The screen does not
include a list of potentially raumatic events.

Scale

Instructions:
In your life, have you ever had any experience that was so frightening, horrible, or
upsetting that, in the past month, vou:

1. Have had nightmares about it or thought about it when you did not want g0?

YES / NO

]

Tried hard not to think about it or went out of your way o avoeid situations that
reminded you of it?

YES/NO

‘3. Were constantly on guard, watchful, or easily stariled?
YES NG

4, Felt numb or detached from others, activities, or your surroundings?
YES /NO

Current research suggests that the resulis of the PC-PTSD should be considered
"positive” if a paticnt answers "yes" to any three items.

Prins, OQuimette, & Kimerling, 2003
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Test 10: National Stressful Events Survey PTSD Short Scale

"
Severity of Posttraumatic Stress Symptoms—Adult’
“National Stressful Events Survey PTSD Short Scale [NSESSS)
Name: Age: Sex; Male O Female O Date:

Pliase list the traumatic event that you experienced:
Date of the traumatic event:

Instructions; Feople sometimes have problems after extremely stressful events or enperiences. How much have you been
bathered during the PAST SEVEN (7} DAYS by each of the following problems that occurred or became worse after an
extremely stressful event/experience? Please respond to each item by marking |+ or u) o bax per row.

Clinlcian
Lise
A
ot e i Quite E } Item
at all “:: a bit sCcore
Having “flashbacks,” that is, you suddenly acted or
felt as if a stressful experience from the past was
happening all aver again (for exarmple, you ao ol oz Os Oa
L reexperienced parts of a stressful experience by
seeing, hearing, smelling, or physically feeling parts
of the experience]?
Feeling very emotionally upset when something
s rerminded you of a stressful axperienca? Qo 01 i o3 Q4
Trying to avoid thaughts, feelings, or physical
3, | sensatbons that reminded you of a stressful Qo D01 a:z O3 04
oxperience?
Thinking that a stressful event happened because you
or someone else (who didn't directly harm you) did Qa3 aa
o something wrong or didn't do everything possible to Qo 01 Qa2
prevent it, or because of something about you?
Having a very negative emotional state (for example,
5, | you wers exprriencing lots of fear, anger, gullt, Oo D01 8 ] o3 oa
sharme, or horror) after a stressful axperience?
Eesing incerest In activities you used o iy before. 1 oo [Da| - D2 @3| aa
8. having a stressful experience?
5 Being "super alert,” on guard, of constantly on the oo lo1 oz a3 s
lookout for danger?
a Feeling jurpy or easily startled when you hear an golai o oz aa
unexpected nolse?
Being extrermely inritable or angry to the point where )
9. | you yelled at ather people, got into fights, or Qo |01 Qz g3 J4
destroyed things?
Total/Partial Raw Score:
Prorated Total Raw Score: [If 1-2 items left unanswered)
Awerage Total Score:
Kdpatrick DG, Resnick HS, Friedman, M, Cogryright © 013 American Paychiatric Asaocabon. All rights nesensed.
Think can b duced without permission by B anl by clisicians Yor use with their patients,
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Instructions to Clinicians

The National Stressful Events Survey PTSD Short Scale (NSESSS] i a 9-item measure that assesses the severity of
posttraumatic stress disorder in individuals age 18 and older following an extremely stressful event or experience.
The measure was designed to be completed by an individual upon receiving a diagnosis of posttraumatic stress
disorder (or clinically significant posttraumatic stress disorder symptoms) and thereafter, prior to follow-up visits
with the clinician. Each item asks the individual recebving care to rate the severity of his or her posttraumatic

stross disorder durlng the past 7 days.

Scoring and Interpretation

Each item on the measure is rated on a 5-point scale [0=Not at all; 1=A litthe bit; 2=Moderately; 3=Quite a bit, and
4=Extremely). The tatal score can range from 0 te 36 with higher scores indicating greater severity of
posttraumatic stress disorder. The clinician is asked to review the score on each item of the measure during the
dinical interview and indicate the raw score for each item in the section provided for "Clinician Use,” The raw
seores on the 9 items should be summed to obtain a total raw score. In addition, the clinician Is asked to calculate
and use the average total score. The average total score reduces the overall score to a 5-point scale, which allows
the clinician to think of the severity of the individual’s posttraumatic stress diserder in terms of none (0], mild (1),
moderate (2], severe (3, or extreme (4). The use of the average total seore was found to be reliable, easy to use,
and clinically useful to the clinicians in the DSM-5 Field Trials. The average total score is calculated by dividing the
raw total score by number of items in the measure (ie., 9).

Mote: if 3 or mare items are left unanswered, the total score on the measure should not be calculated. Therefore,
the individual receiving care should be encouraged to complete all of the items on the measure, If 1 or 2 items
are laft unanswered, you are asked to cakculate a prorated score. The prorated score is calculated by summing
the scores of items that were answered to get a partial raw score. Multiply the partial raw score by the total
number of items on the NSESSS—PTSD (i.e., 9) and divide the value by the number of items that were actually
answered (Le., 7 or 8). The formula to prorate the partial raw score to Total Raw Score |s:

{Raw sum x 9]
Wumber of items that were actually answered

If the result is @ fraction, round to the neanest whole number.

Frequency of Use

To track changes in the severity of the individual’s postiraumatic stress disorder ower time, the measure may be
completed at regular intervals as clinically indicated, depending on the stability of the individual’s symptoms and
treatment status. Cansistently high scores on a particular domain may indicate significant and problematic areas
for the individual that might warrant further assessment, treatment, and follow-up. Your clinical judgment should
guide your decision.

Capryright © 1013 Amserican Psychistric Assotistion, All Rights Arserved.
This material can be e produced withoul perresion by ressanchios and by dmicians for use with thies patiess.
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Test 11: Mood Disorder Questionnaire

THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of vour ability

YES NO

| Has there ever been 2 period of me when you wiers nol your st =ell and...

Cwvo felt so good or so hyper that other people thought you were ol youre o L )

noemal sell o youe were sor lsyper that vour gob ineo trouhle?

v wiere =0 feritabbe i vou shoored s poople or started fights or argument=? oy o

vt felt mech mone sellconfident than wsual? - -
voud ot rch dess sleep than uswual and found vou didn't seally miss a2 [ 2

oot were much more @alkative or spoke moch Gerer than osealy [ D

SN :.ll-.:'l:'i".. dimny? —» >

thowghits raced throwgh vour Besid ar yoa o

v were =0 estsly distsicieel by things arownd yoar that vou had mroulble > o

HWCENiTaLEg, 0N IFCE

oo bad wemoech meee enany thidn usualky > oy

1 pu -
yol were mich mose aceive oF did msiny more things than usaal? > o

VEILE WIS AR TR S

tedepshoned Irends i the il hille
vou wieres much mose interested insex than usual? » oy

youa CIMl TS thar were unisoal Bor yodr or that other [ RE MBS hawve '\-..-J -

thoweeht wene excessive, foalish, o risky?

. -|_\_'|'l,:!!'_; FYROTIEY 2000 YO O WVONAL :_I!IIZI'u il !III-E:("' 7:__‘ {j

tham e of the alwwe, Fave several of thesy o o

ever happened during the same period of dme?

2.1 vou checked YES o mion

b How much of 2 problem did any of these cias I st Pizing bl

fe: having iy mcorey o legsil roables; @
Plegse circle cime respontse o)

My Probdem Mindr Proldem Modcderate Problem Serous Problem

grandlpiirenis > »

i Have any of wour blood relatives (ioe. children, siblingss,

HESSIVEE I:I"I'.""' or I NH AP

3 Ij_:_=_|I'_-.-|||!'||:||1|!<--;-|:-_"|_-_| -.".u_-|'||||||:.-:._I|'_|'_'|.|'-:||'-.|l.|,'||'.|'.|-. clepressive illness » oy

oo Tapadar disorder®
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SCORING THE MOOD DISORDER

QUESTIONNAIRE (MDQ)

e M) was developed by a tesim of psychiagrises, researchers and consumer advocates wo ackdre

a et nesed for timnely anel aveurmie dignosis of hipolar disonder which can be Bual i left untreated,
The guestionnaire takes about five minutes to complete. and can provide impartant insights i

sl tre i Climical trials have indicated thar the MO has o high rare of accuracy: it is

iy seven oul of ten people who have bipolar disorder and soreen ot nine out of ten

Illll. whoy do nigs

% recent National DIMDA survey reveabed that neady 70% of people with hipolar disorder had received

at et one misdiagnosis and many had waited more than 10 vears from the onset of their s

pcsis, National DMDA hopes thar the MDOQ will shorten this delay and

PIomns

before receiving a correc ¢

help more people o ger the weanment they need, when they need ir.

The MM screens for Bipokir Spectrum Disorder (which includes Bapolar 1, Bapolar 1 and
Bipnalar NOS).

Il the paticnt answers:

1. *¥es™ o sevien o more af the 13 brems i question numbser 1:

AMDY

2. YWes™ o guestion number 2

YN

3 “Moderate” or “Serions™ 1o question number 3;

Al three of the criteria above shoull be mer A positive sereen should

r B ilar sSpectrum Disorder
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Test 12: Altmann Self-Rating Mania Scale (ASRM)

Altman Self-Rating Mania Scale (ASRM)

Mame Date

Instructions:

1. There are 5 statements groups on this questionnaire: read each group of statements carefully,

2. Choose the ane statement in each group that best describes the way you have been fosling for

the past week,

Check the box next to the number/statement selected.

. Flease note: The word "occasionally™ when used here means once or twice; “often® means
several times or mone and “frequently™ means most of the tme.

Question 1

[0 1donot feel happier or more cheerful than wsual,

[] 1 toccasionally feel happier ar more cheerful than usual.

[[] 2 taften feel happier or mare cheerful than usual,

[1 3 1feel happier or more cheerful than usual most of the time.

[] 4 1feel happeer or more cheerful than wsual all of the time.
Question 2

[] 0 1danot feet more seli-canfident than usual.

[[] 1 loceasionally feel more self-confident than usual.

[]2 Ioiften feel more self-confident than usual,

[13 1feel more self-canfident than usual.

[[] 4 1feel extrernely self-confident all of the time.

Question 3

[[] @ tdonotneed less sleep than usual.

[11 loccasionally need less sleep than usual.

] 2 loften need less sieep than usual.

[]3 Ifrequently need fess sheep than usual,

[[]14 1ean goall day and night without any sleep and still not feel tired.
Question 4

[J o 1donet talk mose than uswal

D 1 loccasionally talk more than wsual,

[]2 1often talk mone than usual.

[]3 1frequently talk mere than usual.

[] 4 1talk constantly and cannet be interrupted

Question 5

[] 0 1 have not been more active (either socially, sexually, at work, home or schoal) than usual.
[J 1 I have occasionally been mare active than usual,

] 2 1 have often been more active than usual

[] 3 1have frequently been more active than usual.

[ 4 1am constantly active or on the go all the time, Perenission for use granted by EG Altman, MO

oW
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Test 13: M3 Clinician

(Note: Not in public domain)

The M3 Clinician Screen

M3 Clinician

Over Ihe last two weeks, have you noliced e folowng
- A Do B " L

| Sl sad, down in the dumps or unkhappy
| cam't concentiatn or focus
Muthing seems ta give me much plossuse
1 oul thewd: have na snurgy
| hve had thoughts of sulchde
Changwes in
o | have dificutty sieeping
& 1 have heen sieaplng too much
7 Changes in appathie:
& 1 have lest some appetite
5 1 have been nafing mere
0 Veal verme, ssxlous or can't ol still
8 1ienl worried or feashul
10 | have attacks of anxinty or panic
11 | worry about dylng or loslng cantrol
12 1w neevous ac shaky in soci ol slluations
13 1 have nightmares or Nashbacks
L4 | am jumgy o fonl startied naslly

15 1 avedd places thal strongly temind me of & bad
experience A

10 | feel dull, numds, or datached

17 L can’t get cactaln thooghts out of sy mind
U Ffeel | moust ropest corisin acts af rituals
19. 1 inol the need to chack and recheck things

00000k
oooool
o0oooo}

Lanit 8

00
o0
(ole]

CO00 C OO0OO0OO0CCO0O00O0
O0OCO0OO0O O0COOOQOQOO0OODO0OO0O OO OOOOO;

OCO0O00 OOOOOOC0OOOO
O000 O OCO0OO0O0OO0COO0O0

At any time In your life have there been phases or periods when you have:
A Nad more unedgy than usas!

21 Falt umssually levhabin or sngry

22 Falt unssually wxcioed, revved up or high

21 Meeded tess sloep thas usual

indicate whether any of the above symploms:
tnturfures with work ar schen!

Affwcss mmy talationahilps with friends or tamily

2. Has lod to my using alcohol ta get hy

27, Nas led te oy using divgs

n %
O00O0 O 00O
0000 0000
O0O0O0 OO0CO
000 0000
0000 0000 CO00 0O O0OO0ODO0O0OODOO C O OOOOO§
i
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Test 14: Clinician-Rated Dimensions of Psychosis Severity

z— Clinician-Rated Dimensions of Psychosis Symptom Severity

Name: B Seas[ ]Male [ ] Femala Date:

Instructions: Based on all the information you have on the individual and using your dinical judgment, please rate |with checkmark] the
presence and severity of the following symiptoms as experienced by the individual in the past seven [7] days.

ll Domain | O 1 F 3 4 ! Score

I Hallucinations | ONot | O Equivocal {severity or| W Prasent, but mild | O Present and moderate | O Present and severe !

present | duration not sufficient | [ittle pressure to et | [some pressure to {severe pressure to
i to be considered upon voices, not very respond to voicas, or is | respond to woices, of
i psychasis) bothered by voices) soumewhat bothered by | is very bothered by
L | volcas) voices)
1 PR i ; e,

Il Defusions Onot | D Equivocal {severity or| O Present, but mikd | O Presont and maoderate | O Present and severs | |
present | duration not sulficient | [litde pressureto act | (some pressure to sct {severe pressure to | |
| to be considered upon delusional belkefs, r upon beliefs, oris act upon beliels, or is

psychasis) not very bothered by | somewhal botherad by | very botherad by
beliefs) | beliefs) haliafs)
I Hl. Disneganized | DNot | O Equivecal {severity or| L Present, but mild O Present and moderate | O Present and severe |
| speech present | duration not sufficient | (some difficulty [speech often difficult to | {speech almost
| to be considered following speech) follow) impossible to follow)]
, disorganization) i
¥ ST PRS- S — | 1

1. Abnornsal COnot | D Equivocal {severity or| L Present, but mild | B Present and moderate | O Present and severe | |
| psychomotor present | duration not sufficient | [oocasional abnormal or | (frequent abnormal or | {abnormal or bizarre
| behavior to be considered bizarre motor behavior | bizarre motor behavior | motor behdawior or :

shnormal psychomotor | or catatonial or catatonia) catatonia efmost ;
| bizhavior) | constant]
| V. Negative QNot | U Equivocal decreasein O Present, but mild O Present and rroderate | O Present and severe |
| SYMEtams present | facial expressivity, desresase in facial decrease in facial deacrease in facial

[restricted | prosody, gestures, or | expressivity, prosody, exprassivity, prosody, aapressivity, prosody,

emational self-initiated behavior | gestures, or gestures, or self-initiated | gestures, or

EHpression or sell-initiated behavior | behevior | =self-initiated behavior

ammlition] |

W1, Impaired Mot U Fquivacal {cognitive | 1 Present, but mild O Presant and moderate | T Present and severa

cognition present | function not clearky [some reduction in {clear reduction in {severe raduction in

outside the range cognitive function; cognitive function; cognitive function;

enpecied lor age or below expected for age | below expected forage | below expected for
SES: e, within 0.5 50 | and 5E5, 0.5-1 50 from | and 5E5, 1-2 50 frorm | age and 5E5, » 2 50

| of mean) e mean] | from rmaan)

Wil. Depression \ O Mot O Equivocal O Present, but mild A Present and n'ﬂ:-l:||=.-fa'te-|r I Present and severe
| presant | (occesionally feels sad, | (frequent periods of {frequent periods of | [deaply dipressed or
| down, depressed, or feefing very sad, down, | deep depression or | hopeless dally;

hapeless; concemed moderately depressed, | hopelessness; delusional guilt or

about having failed or hopeless; concerned | precccupation with guilt, | unreasanable

SOFTIECHE OF @t about having failed hawing done wrongh | sedf-reproach grosshy
| something but not SOMeEons or at | out of proporion o
| preaccupied] sormething, with some | circumstances)

preaccupation)

| VL. Mania O Mat L Equivacal {occasbonal | W Present, but mild ! QPresent and maderate | O Present and severs

present | ebevabed, expansive, or | [frequent poriods of | [reguent periods of {daily and extensively
irritable mood or some | somewheat elevated, extansively elevated, elevated, expansive,
restlessmess) expansive, or irritable eapansive, of irriiable or irritabbe mood or

mood or restlessness) mood or restlessness) restlessness]

Note. 50 = standand deviaton; 5£5 = soooeconomic staius.

Copwight © 2012 Aererican Frychistric Azncorion. Al Ryghi G rsed
This mariertal can be reprodeced wheol peimnsion by reviarchers and by diniciandg Tor e with ter patients.
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Test 15: Brief Psychiatric Rating Scale (BPRS)
e

Brier PsycHIATRIC RATING ScALE (BPRS)

Patierd Mame Today's Date

Phease enter the score for the torm that best describies the patient s condition.

{1 = Mot assessed, 1| = Mot present, 2 = Very mild, 3 =Mild, 4 =Moderate, 5 = Moderately severe, G = Severe,
T = Extremely severs

Sonee
E 1. SOMATIC CONCERM
] Preoccupation with physical health, fear of physical illness, hypochondriasis.
] 2 ANXIETY
el Worry, fear, over-concern for present or future, uneasiness.,
3. EMOTIONAL WITHDREAWAL
| Lack of spontaneous Interactbon, isalation deficiency in relating 1o athers,
4. CONMCEPTUAL DISORGANLEATION
Ll Thought processes confised, disconmected, disorganized, dissupted.
i 5. GUILT FEELINGS

Seli-blame, shame, remors: for past behaviar,

6. TEMSIOM
Physlcal and motor mamifestations of nervoussess, over-activatsan.

7. MANNERISMS AND POSTURING
Peculiar, blzame, unnatural matar behavioe (not ioehsding te).

8. GRANDIOSITY
Exapgerated self-opinkan, armogance, conviction of unusial power or abilities.

F "'| 9, DEPRESSIVE MOOD
— Sorrow, sadness, despondency, pessimism.
I" - ] 1, HOSTILITY
L Antmosity, cortempt, belligerence, diskain for othess.
| 11, BUSPICIOUSMNESS
e Mistrusz, belief others harbor malicious or dscriminatory Intent.

12, HALLUCINATORY BEHAVIOR
Pﬁ'l:quﬂm'lt withumet rocermrenl exterraad stirrabies m‘mpm}detm.

[

L

1 13. MOTOR RETARDATION
Showed, weakened movenents or speech, reduced body tone.

e

[ 7 14 UNCOOPERATIVEMESS
ot Resistance, guardedness, refection of authority.
15. UNUSUAL THOUGHT CONTENT

Urusial, ocdd, strange, bizaree thought content.

| 16. BLUNTED AFFECT
Reduced emational tone. reduction in formal intensity of feelings, Matness,

l] 17. EXCITEMENT
L Heightened ernotéanal tone, agitation, increased reactivity.

| 118 DISORIENTATION
TN Confimion or lack of proper association for person, place or time.
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Test 16: CAGE and CAGE-AID

The CAGE and CAGE-AID Questionnaires

Ttem  Test

l. Have vou ever fell you ought to cut down on your drinking or drug wse?

Z. Have peaple annoyed you by criticizing your drinking or dreg wse?

i Have vou ever lell bad or guilty about your dranking er drirg wxe?

4, Have vou ever hisd a drink ov wsed drugs st thing in the morning 1o sicady your nerves of

o get rid of a hangower?

Mare. The plain text shows the CAGE guestions. The italicized text was added to produce the CAGE-
Al For this study, the CAGLE-ALL was preceded by the following instrection: “When thinking aboet
drug wse, include illegal drug use and the use of prescription drugs other than as prescribed.”

Tabie Tram “The provalencs and datechon of subsStance use dscrder amang icpatients ages 16 00 4% An cpporunity Tor prevanbion™
by Brown FIL, Lecrard T, Saunders L, Papasouliotis O. Proventiie Medicine, Valume 27, pages 101110, copyright 1568, Elsevior
Science (USA), reproduced with permissian from the publishor.

The CAGE and CAGE-AID Questions

The onginal CAGL questions appear in plain type, The CAGE gquestions Adapted o Inciude Dregs
(CAGE-AID) are the original CAGE questions modified by the faficized fexi

'Thl,' (‘.'-.{fiFt o C."‘;GF--“D Bt ||,|l|,| |,'n: pr |,1_'|1:||'d 1:1_',-' 1!||:;m: 1w llls{-\l'imh:

. Dk you donk alcohol?
2. Have you ever experimented with drugs?
If the patient has experimented with drugs, ask the CAGE-AID questions. If the patient only drinks

aleohol, ask the CAGE questions,

CAGE and CAGE-AID Questions

I, Inthe last three moniths, have you fell you should cul down or siop drinking or wsing drugs?
¥ Mo

[

In the Last three months, has anyone annoyed you or gollen on your nerves by telling you o cut down
oF sicp dnnking oF wsing drigs?”

Yes Mo

3. Inthe last three months, have you felt guilty or bad abowt how much you drink or use drige?
Yeos Mo

4. In the last three months, have you been waking up wanting o have an aleoholic drink or wse drugs’?
Tes Mo

Each alfirmative response carns one paint, One point indicaies a possible problem. Two poinis
indicate a prohable problem.

Aeference: The Socicty of Teachers of Family SMedicine. Project SAEFP Workshop Materials, Soeening and Assessment Module, page
18. Funded by the Division of Health Professianals, HRSA, DHHS, Contract ba. 240-88-0038. Used with permission.

AIOE O
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Test 17: Alcohol Use Disorder Identification Test-C (AUDIT-C)

STABLE RESOURCE TOOLKIT

AUDIT-C Questionnaire

Patient Name Date of Visit

1. How often do you have a drink containing alcohol?
a. Mever

b, Monthly or less

c. 24 times a month

d. 2-3 times a week

e. 4 or more times a week

ooooo

2, Hew many standard drinks containing alcohel do you have on a typical day?
[ a 1er2

[ b 3or4
o Sor@

[]d 7to9
e. 10 or more

3. How often do you have six or more drinks on one occasion?
. Mever

. Less than monthly

. Monthly

Weekly

. Daily or almost daily

oo
a n oo

m

AUDT-C i avadabie for vuse an the publlic damar,
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Test 18: Alcohol Use Disorder Identification Test (AUDIT)

AUDIT

PATIENT: Because alcohol use can affect your health and can ingerfere with certain medicarions and treatments,
it is imporrane thar we ask some quesrions about your use of alcohol. Your answers will remain confidenial, so please

be homest,
For cach question in the charr below, place an X in one box that best describes your answer.

MOTE: Inthe US., a s.ing]u drink mn‘ing contains about 14 prAms all ethanol or "[:lllll_'“ alcohal. r\lthaugh the drinks
below are different sizes, cach one contains the same amount of pure alechel and counts as a single drink:

-
_ 12o0nof 1 B-9 oz, of : 5 o of 1.5 oz of
| ! beer = 7 malt liguor .. wine hard liguor
i [abours % — [ahour T — {about 125 — [k, (abour 40%
i shealsol) aloabn] alcohol) f=m aleohal)
[Questions 0 | 1 2 3 & ]
| 1. How often do you have a drink Mever | Monthly | 2o d | 2ol |4 or more
| conraining alcohol? | | orles |timesamonth | tmes aweek | dmes 8 week |
! - — 0 SRR, LR T { 1 : —
: 2. How many drinks containing al- i lar2 Jord | 5 or | Tt 10 or mote
| cohol do you have on a oypical
| day when you are drinking? |
| 3. How otten do you have 5 or more | Never Lese than | Mnn'[l.ll.‘_," | "-K"acl.d}r | l'hil:,- or
drinks on one occasion? | maathly | almaosr daily |
| 4. Hlow often |-:|.|.1r.ing.,1h;.' last year MNever | Less than . Mnn:.hl.y | Weckly : Dhaily or
have you found thar you were not | | monthly | | almaose daily |
able o stop drinking once you | { i
hid searped? [ I
5. How often during the last year | Never | Lessthan | Monthly Weekly | Daily or :
hawe you failed w do what was monthly | almost daily |
normally expected of you beeanse |
of drinking? [ [ |
., How often during the lasc year | MNever | Lessthan | Monthly Weekly Dhaily or
have you needed a firse drink in | menchly | almest daily |
ti'u;: 111n::|rni|11_5 4] gvl.'l yumr.»;th' gﬂil‘lg ]
| after a heavy drinking session? '
| 7. How often Eluriﬁg the last year | Never Less than | Monthly Weekly Dailyor |
have Y had a fl.'l;l'iﬂg ::Fgui.l.l or | | maonthly almost da:i;p |
remorse after drinking? | |
8. How often during the last .].'l-,.z-:r“-- _N:_»TrTJ:u than I Monthly | Weekly Draily or
have you been unable to remem- | monthly | | almost duily
ber whar ha pi::ncd the nigh[ Free- | !
fore because of your drinking? ! |
9. Have you or someonc clscbeen |~ No | Yes, but notin | Yes, du
injured because of your drinking? | | i the last year | the lasc year
end, doctor,or | Ne | | Yes,bucnotin| | Yes, during
other health care worker been the Last year | the last year
concerned abour your drinking or | |

sugpested you cur down?

Toral |

Note: This questionnaire {ehe AL is reprineed with permission from the Workd Health Ovpanizarion, To reflect deink seeving siecs in the
Ursited Seanes {14 of pure alcohol), the number of deinks in question 3 was changed from 6 oo 5 A free AUDET manasl with guidelines for use in
]'|ril'||:r:.l Lare sebings is avaibable online a0 uhumﬂ-l[ln.m'g.

Excerpted from NIH Publication Mo, 07-3769  National Institute on Alcohol and Alcoholism  wwne i nith gor/guide
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Test 19: NIDA Quick Screen v1.0

NIDA Quick Screen V1.0*
Name: Sex| JF[ )M Age.....
Interviewer. 1=, Y N S

Introduction (Please read to patient)

Hi, I'm , mice to meet you. If it's okay with you, I'd like to ask you o few questions that will
help me give you better medical care. The questions relate to your experience with alcohol, cigarettes,
and other drugs. Some of the substonces we'll tolk obout are prescribed by a doctor (like pain
medications]. But | will anly record those if you have taken them for reasons or in dases other than
prescribed. ' alse ask you abeut illicit e ilegol drug use—but only to better dingnose ond treat you.

Instructions: For each substance, mark in the appropriate column, For exampde, if the patient has used cocaing
monthly in the past year, put a mark In the "Monthly™ column in the “ilegal drug” row.

NIDA Quick Screen Question:

g
2

Once ar

In the past year, how often have you used the following? i

Monthly
Weekly
Daily or
Almaost
Daily

Alcahol
e« For men, 5 or more drinks a day

= For women, 4 or more drinks a day
Tobaceo Products

Prescription Drugs for Non-Medical Reasons
Illegal Drugs

= |f the patient says "NO" for all drugs in the Quick Sereen, reinforce abstinence, Screening is
complete.

»  [f the patient says *Yes" to one or more days of heavy drinking, patient is an ot-risk drinker,
Please soa MIAAA website “How to Help Patients Who Drink Too Much: A Clinical Approach”
http://pubs.niaaa,nih.gov/publications/Practitioner/CliniciansGuide 2 linicians_guide.htm, for
information to Assess, Advise, Assist, and Arrange help for at risk drinkers or patients with alcohol
use disorders

= f patient says “Yes” to use of tobacce: Any current tobaceo use places a patient at risk. Advise afl
tobacco users to quit. For more information on smoking cessation, please see “Helping Smokers
itz A Guide for Clinicians” http://www.ahrg.gov/clini linhlpsmkset htm

= |f the patient says "Yes" to use of illegal drugs or prescription drugs for non-medical reasons,
procead to Question 1 of the NIDA-Modified ASSIST.

This gaecdy iz clesiped fo assist clinieians serving adult patients in screening for drag wse, The NI Chiick Screen was
adapied from the stagle-guesiton soroen for arug wse in primary core by Saiz ef ol faverlahle of ip Sgrchinte ama-
. o e repin AT 3 1135 el e Neariowa) |'J|-.1.';.ur i Hr il Abwse goed Afcafodion 's ECTECiRE g sT0w o Iy
civinbinng okmys favadlahle o fitdp: {puhs. nferca, mily o] i imieicars Crndde 2008 Slimictans_guide Fin
The Nig- m-pr.l'hﬁ“f ASSIST was adapied from the Worled Flealth f.k'glr.llr_r.'rrlwl FIFIICY Alrafol, Smoking ard Sobsiomoe
Irvolvement Screening Test (ASSIST), Version 3.0, dervefoped and puidished by A favaitable a
It Aowew whos i ubstance ahused activitlestussian w3 english pof),
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Test 20: NIDA - Modified ASSIST v2.0

Questions 1-8 of the NIDA-Modified ASSIST V2.0

Instructions: Patlants may fill in the following form themselves but sereening parsonnel should offer to read
the guestions alowd in a private setting and complete the form for the patient. To preserve confidentiality, a
pratective sheet should be placed on top of the questionnaire so it will mot be seen by other patients after it
is cormpleted but befare it Is filed in the medical record.

Question 1 of 8, NIDA-Modifled ASSIST Yes Mo

In your LIFETIME, which of the following substances have
you ever used?
*Note for Physicians: For preseription medications, please report
nonmedical use anly.

a. Cannabis [marfjuana, pot, grass, hash, etc.)

b, Cocaine [coke, crack, etc.)

Prescription stimulants (Ritalin, Concerta, Dexedrine,
Adderall, diet pills, etc.)

d. Methamphetamine (speed, crystal meth, ice, etc.)

e. Inhalants {nitrous oxide, glue, gas, paint thinner, etc.)

f. sedatives or sleeping pills [Valium, Serepax, Ativan, Xanax,
Likrium, Rohypnol, GHB, etc.)

g Hallucinogens (LSO, acid, mushrooms, PCP, Special K,
ecstasy, etc.)

h. Street opioids (heroin, opium, etc.)

I.  Prescription oploids (fentanyl, oxycodone [OwyContin,
Percocet], hydrocodone [Vicedin], methadone,
buprenorphine, etc.)

j. Other—specify:

= Given the patient’s response to the Quick Screen, the patient should et indicate "NO* for all
drugs in Question 1. If they do, remind them that their answers to the Quick Screen indicated
they used an illegal or prescription drug for nonmedical reasons within the: past year and then
repeat Question 1. If the patient indicates that the drug used is not listed, please mark "Yes'
next to ‘Other’ and continue to Question 2 of the NIDA-Maodified ASSIST.

= |f the patient says "Yes" to any of the drugs, proceed to Question 2 of the NIDA-Modified
ASSIST.
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Question 2 of 8, NIDA-Modified ASSIST

= - > k= g
= o 5% =
2. Inthe past three menths, how often have you H Eg E % EE &
used the substances you mentioned [first drug, - o = = a=
second drug, etc)?
+ Cannabis (marijuana, pot, grass, hash, etc.) o 2 3 4 &
» Cocaine {coke, crack, etc.) 0 2 3 4 [
+ Prescription stimulants (Ritalin, Concerta, 0 2 3 i 6
Dexedrine, Adderall, diet pills, etc.)
s  Methamphetamine (speed, crystal meth, ice, etc.) 0 2 3 4 ]
= Inhalants (nitrous oxide, glue, gas, paint thinner, o 2 3 a 6
ote.)
+ Sedatives or sleeping pills (Valium, Serepax, 0 2 3 4 G
Ativan, Librium, Xanax, Rohypnol, GHB, etc.)
» Hallucinogens (LSD, acid, mushrooms, PCP, Special a 2 3 L 6
K, ecstasy, etc.)
= Street opioids (heroin, oplum, etc.) 0 F 3 4 B
= Prescription oploids (fentanyl, oxycodone o 2 3 4 6
[OxyContin, Percocet], hydrocodone [Vicodin],
methadone, buprenorphine, ete.)
= Other - Specify: 0 2 3 a 6

*  For patients who report “Never” having used any drug in the past 3 months: Go to Questions
6-8.
= For any recent illicit or nonmedical prescription drug use, go to Question 3.

3. Inthe past 3 months, how often have you had a strong desire

or urge to use (first drug, second drug, etc)? 5 & 8 % % E % %
: 3231 33°
a. Cannabis (marijuana, pot, grass, hash, etc.] o 3 4 5 B
b. Cocaine {coke, crack, etc.) 0 e T 6
Prescribed Amphetamine type stimulants (Ritalin, Concerta, 0 3 4 5 [
Dexedrine, Adderall, diet pills, etc.)
d. Methamphetamine (speed, crystal meth, ice, ete.) 0 3 4 5 B
e. Inhalants (nitrous oxide, glue, gas, paint thinner, etc.) 0 3 4 5 6
f. Sedatives or sleeping pills (Valium, Serepax, Ativan, Librium, 0 3 4 5 [

Xanax, Rohypnol, GHB, etc.)
g- Hallucinogens (LSD, acid, mushrooms, PCP, Special K, ecstasy, a 3 4 5 6

ete.)
h. Street Opioids (heroin, opium, etc.) 0 3 4 5 [
i. Prescribed opioids (fentanyl, cxycodone [OxyContin, Percocet], 0 3 4 5 &
hydrocodone [Vicodin], methadone, buprenorphine, etc.)
j. Other - Specify: 0 3 4 5 -
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4. During the past 3 months, how often has your use of (first

- sl B

drug, second drug, etc) led to health, social, legal or financial g ot E % i E =
problems? = g— E g i E = 3

a. Cannabis (marijuana, pot, grass, hash, etc.} a 4 5 6 7

b. Cocaine (coke, crack, etc.) o 4 5 [ 7

c. Prescribed Amphetamine type stimulants (Ritalin, Concerta, o 4 5 6 7
Dexedrine, Adderall, diet pills, etc.)

d. Methamphetamine (speed, crystal meth, ice, etc.) [+ a 5 6 7

e. Inhalants {nitrous oxide, glue, gas, pain thinner, etc.) 0 4 5 & 7

f. Sedatives or sleeping pills (Valium, Serepax, Ativan, Librium, 0 4 5 B T
Xanax, Rohypnol, GHE, etc.)

g Hallucinogens (LSD, acid, mushrooms, PCP, Special K, ecstasy, 0 4 L 6 7
ete.)

h. Street opioids [heroin, opium, etc.) 0 4 5 & 7

I. Prescribed opioids {fentanyl, oxycodane [OxyContin, 0 4 5 & 7
Percocet], hydrocodone [Vicodin], methadone,
buprenorphine, etc.)

j. Other—Specify: 0 O 7

5. During the past 3 months, how aften have you falled to do M e
what was normally expected of you because of your use of i =8 % 'TE 2‘2 =
{first drug, second drug, etc)? é EE 3 32 23%

a. Clmnbh:lmmam.. pot, grass, hash, etc.) 0 5 6 7 8

b. Cocaine [coke, crack, etc.) o] 5 [ 7 8
Prescribed Amphetamine type stimulants (Ritalin, Concerta, 0 5 67 8
Dexedrine, Adderall, diet pills, etc.)

d. Methamphetamine {speed, crystal meth, ice, etc.) 0 5 6 T ]

e. Inhalants [nitrous oxdde, glue, gas, paint thinner, etc.) 0 5 & 7 B

f. Sedatives or sleeping pills (Valium, Serepax, Ativan, Librium, i} 5 3] 7 ]

Xanax, Rohypnol, GHB, etc.)
g- Hallucinogens (LSD, acid, mushrooms, PCP, Special K, ecstasy, 0 5 & 7 B

etc.)
h. Street Opioids (heroin, opium, etc.) o 5 & 7 B
i. Prescribed opioids (fentanyl, oxycodone [OxyContin, o 5 6 7 8
Percocet], hydrocodone [Vicodin], methadone,
buprenorphine, etc.)
j. Other— Specify: 0 5 [ 7 a

Instructions: Ask Questions 6 & 7 for all substances gyer ysed (i.e., those endorsed in the Question 1).
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6. Has a friend or relative or anyone else ever No, never Yes, butnotin  Yes, in the past 3

expressed concern about your use of (first drug, the past 3 manths
second drug, etc)? months

a. Cannabis (marijuana, pot, grass, hash, etc.) 1] 3 6

b. Cocaine (coke, crack, etc.) 0 3 G

t. Prescribed Amphetamine type stimulants (Ritalin, 0 3 6
Concerta, Dexedrine, Adderall, diet pills, etc.)

d. Methamphetamine (speed, crystal meth, ice, 0 3 i
ate.)

€. Inhalants (nitrous oxide, glue, gas, paint thinner, 0 3 &
ete.)

f. Sadatives or sleeping pills (Valium, Serepax, 0 3 3
Xanax, Ativan, Librium, Rohypnol, GHB, etc.)

g- Hallucinogens [LSD, acid, mushrooms, PCP, 1] 3 B
Special K, ecstasy, etc.)

h. Street opioids (heroin, opium, etc.) 1] 3 6

i. Prescribed oploids (fentanyl, oxycodane 0 3 6
[OxyContin, Percocet], hydrocodone [Vicodin],
methadone, buprenorphine, etc.)

j.  Other — Specify: 0 3 6
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7. Have you ever tried and failed to control, cut Na, never Yes, but natin  Yes, in the past3

down or stop using (first drug, second drug, etc)? the past 3 months
maonths

a. Cannabis (marijuana, pot, grass, hash, etc.) 0 3 &

b. Cocaine {coke, crack, etc.) a 3 [

c. Prescribed Amphetamine type stimulants (Ritalin, o 3 6
Concerta, Dexedrine, Adderall, diet pills, etc.)

d. Methamphetamine (speed, crystal meth, ice, 0 3 6
etc.}

e. Inhalants (nitrous oxide, glue, gas, paint thinner, 0 3 (3
etc.)

f. Sedatives or sleeping pills [Valium, Serepax, [i] i 3
Xanax, Ativan, Librium, Rohypnol, GHB, etc.)

g- Hallucinogens (LSD, acid, mushrooms, PCP, i} 3 &
Special i, ecstasy, etc.)

h. Street opioids (haroin, opium, etc.) 1] 3 G

i. Prescribed opioids (fentanyl, oxycodone 0 a &
[OxyContin, Percocet], hydrocodone [Vicodin],
methadone, buprenorphine, ete.)

J. Other=Specify: 0 3 [

Instructions: Ask Question & if the patient endorses any drug that might be injected, including those that might
be listed in the other category (e.g.. steroids). Circle appropriate response.

8. Hawe you ever used any drug by injection Mo, never Yes, but notin  Yes, in the past 3
(NONMEDICAL USE ONLY)? the past 3 months
! months

= Recommend to patients reporting any prior or eurrent intravenous drug use that they get tested
for HIV and Hepatitis BfC.
» [f patient reports using a drug by injection in the past three months, ask about their pattern of
injecting during this period to determine their risk levels and the best course of intervention.
o If patient responds that they inject once weekly or less O fewer than 3 days In a row, provide a brief
intervention including a discussions of the risks associated with injecting.
o If patient responds that they inject more than once per week OR 3 of more days in a row, refer for
further assessment.

Note: Recommend to patients reporting any current use of alcohol or illicit drugs that they get tested
for HIV and other sexually transmitted diseases,
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Tally Sheet for scoring the full NIDA-Modified AS51ST:

instmctlnnsu For each substance {labsled a=j), add up the scores received far questions 2-7 above. This is the
Substance Invalvement (51} score. Da not include the results from either the Q1 or Q8 {above] in your 51 scores,

Substance Involvement Score Total (51 SCORE)

a. Cannabis (marijuana, pot, grass, hash,
etc.)

b. Cocaine [coke, crack, etc.)

¢. Prescription stimulants (Ritalin,
Concerta, Dexedrine, Adderall, diet
pills, ete.)

d. Methamphetamine (speed, crystal
meth, ice, etc.)

e. Inhalants [nitrous codde, glue, gas,
paint thinner, etc.)

f. Sedatives or sleeping pills (Valium,
Serepax, Xanax, Ativan, Librium,
Rohypnol, GHE, etc.)

g Halludinogens (LSD, acid, mushrooms,
PCP, Special K, ecstasy, ete.)

h. Strest Opioids (heroin, oplum, etc.)

i. [Prescription oploids (fentanyl,
oxycodene [OxyContin, Percocat],
hydrocodone [Vicodin], methadone,
buprenorphine, etc.)

j. Other - Specify:

Use the resultant Substance involvement (51} Score to identify patient’s risk level.

To determine patient’s risk level based on his or her 5l score, see the table below:

“Level of risk associated with different
Substance Involvement Score ranges for
[1licit or nonmedical prescription drug use

0-3 Lower Risk
4-26 Moderate Risk
27+ High Risk

7
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Test 21: DAST-10

DRUG USE QUESTIONNAIRE (DAST -10)

NAME: ) A I T g Lkate:
The following questions concern information about your potential involvement with drugs

excluding alcohol and tobuceo during the past 12 months, Carefully read each countyment and
decide if your answer is “YES” or *NO™. Then, check the appropriate box beside the guestion.

When the words “drug abuse™ are used, they mean the use of prescribed or ever-le-counter
medications used in excess of the directions and any non-medical use of any drugs, The various
classes of drugs may include bt are not limited to: cannabis (2.g., marijuana, hash), solvents
(e.o., pas, paints ele. .. ), tranguilizers (e.g., Valium), harbiturates, cocaine, and stimulants {e.g..
speed), hallucinogens (e.g., LSD) or narcotics (2., Heroin), Remember that the guestions do not
include alcohol or tobacoo,

Please answer every question. 17 you have difficulty with a countyment, then choose the response
that 15 mosily rght

These questions refer to the past 12 months only, YES N0

1. Have you used driegs adher than those required for medical reasons?.....

2. Do you abuse more than one drug &t ime?. .o :

3. Are you always able to stop using drugs when you want ol M

4. Have you had “bluckouts™ or “flashbaecks™ as a result of drg use?._.

3. Do you ever ficel bad or guilty abou your drug use?....

6. [hoes your spouse (or parent) ever complain about your involvement
WiEh ARIEED i s s 5

7. Have you neglected your family because of your use of drugs?........ 5

8. Hawe you engaged in illegal activities in order to obtain drogs?........

D, Have vou ever experienced withdrawal symptoms ( fzlt sick) when
you stopped taking drags?.....

10. Have you had medical problems as a resuli of your drug use
(€2, memaony boss, hepatitis, convulsions, bleeding et 7.

bl | T T U,
* Nipg SCOrR iRsrciions Jor correct seoring proced
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DRUG USE QUESTIONNAIRE (DAST -10)
Administration & Interpretation
Instructions

The DAST-10 is a 10-lem, yes'no, self-report instrument that has been shorened lrom the 28-item DAST
and should take less than & minwtes to complete. The DAST-10 was designed to provide a beiel instrument
for elinical screening and treatment evaluation and can be used with adults and older youth, 11 is strongly
recommended that the SMAST be used along with the DAST- 10 unless there is a clear indication that the
client uses MO ALCOMOL at all. The answer options for cach item are “YES™ or *NO™.  The DAST=10 is
a self-administered screening instrament.

Scoring and Interpretation - For the DAST-10, soore 1| point for each question answered, “YES", except for
question {3) for which a “NO" answer receives | polnt and (0 for a “YES". Add up the points and
imerpretations are as followed:

DAST-10 Degree of Problem Suggested
_Score Relaied io Drug Absse Action
] Mo problems reported MNomne at this thme.
1=2 Low Level Monilor, reassess
at a later date,
3-5 Mloderate Level Further investigation
s required.
68 Substantial Level Assessment required.
9—10 Severe Level Assessment required.
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Test 22: Mini-Cog

Instractions for the Mini-Cog Test
..---""'J g

Administration

the Mini-Cog test is a 3-minute instrument to screen for cognitive impairment in older
adults in the primary care setting. The Mini-Cog uses a three-item recall test for memory
and a simply scored clock-drawing test (CDT). The latter serves as an "informative
distractor,” helping to clarify scores when the memory recall score is intermediate. The
Mini-Cog was as effective as or better than established screening tests in both an
epidemioclogic survey in a mainstream sample and a multi-ethnic, multilingual population
comprising many individuals of low socioeconomic status and education level. In
comparative tests, the Mini-Cog was at least twice as fast as the Mini-Mental State
Examination. The Mini-Cog is less affected by subject ethnicity, language, and
education, and can detect a varlety of different dementias. Moreover, the Mini-Cog
detects many people with mild cognitive impairment (cognitive impairment too mild to
meet diagnostic criteria for dementia).

Scoring (see figure 1)

1 point for each recalled word

Score clock drawing as Normal (the patient places the correct time and the clock
appears grossly normal) or Abnormal

Score

0 Positive for cognitive impairment

1-2 Abnormal CDT then positive for cognitive impairment

1-2

3

Mormal CDT then negative for cognitive impairment
 Negative screen for dementia (no need to score CDT)
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Ei MEDICINE
THE MINICOG
I. Instruet the patient {o listen carefully and repeat the following

APPLE WaATCH PENNY

MANZANA RELOJ PESETA

]

. Administer the Clock Drawing Test

3, Ask the patient 1o repeat the three words given previously

Scoring
Mumber of correct items recalled [il' 3 then negative screen, STOP]
I answer is -2

15 CDT Abnormal? Mo Yes

*If Mo, then negative screen
If Yes, then screen positive for cognitive impairment
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& ]
:. A MEDICINE

Pr. Name: DORB:
Date:

Instructions

Inside the circle draw the hours of a clock as if a child would draw them
Place the hands of the clock to represent the time “forty five minutes past ten
o’clock™

Instrucciones

Dentro del circulo dibuje las horas del reloj como si lo haria un nifio.
Ponga las manos del reloj para representar el tiempo “cuarenta y cinco
minutos despues de las diez"”
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