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[bookmark: _Toc371239327]Screening Questionnaire:
[bookmark: _Toc371239328]TAVI Group
Instructions: complete using medical records and/or in discussion with the prospective participant and their family.

1. Are you aged over 60 years?
2. Do you have a current or recent (within the past year) alcohol or substance abuse or dependence?
3. Have you used recreational drugs (within the past month)?
4. Do you have a diagnosed learning disability?

Other:
1. Do they have sufficient English language to complete assessment tasks?
2. Do they have sufficient hearing (with aids) and vision (with glasses) to complete assessment tasks?
3. Do they have additional conditions not typically associated with ischemic heart disease likely to affect mobility, voice or swallowing to a significant degree including congenital conditions, structural abnormalities or cancer in pertinent regions of the body?

[bookmark: _Toc371239329]CONTROL Group
Instructions: complete using medical records and/or in discussion with the prospective participant and their family.

1. Are you aged over 60 years?
2. Do you have a current or recent (within the past year) alcohol or substance abuse or dependence?
3. Have you used recreational drugs (within the past month)?
4. Do you have a diagnosed learning disability?

Other:
1. Do they have sufficient English language to complete assessment tasks?
2. Do they have sufficient hearing (with aids) and vision (with glasses) to complete assessment tasks?
3. Do they have additional conditions likely to affect mobility, voice or swallowing to a significant degree including congenital conditions, structural abnormalities or cancer in pertinent regions of the body?
4. Do they have aortic stenosis?
5. Has the cardiologist identified a heart murmur?
6. Have they had a heart procedure during their adult life?


[bookmark: _Toc371239330]Population Characteristics:
[bookmark: _Toc371239331]TAVI Group
Instructions: complete using medical records and in discussion with the participant and their family. May require scales, measuring tape and calculator.

[bookmark: _Toc371239332]Personal characteristics

1. Age:
2. Gender:
3. Height (cm):
4. Weight (kg):
5. Waist (cm):
6. Calculate BMI:
7. Calculate waist-to-height ratio:
[bookmark: _Toc371239333]Education/social/physical activity history

8. Number of years in education:
9. Main job/occupation (or prior to retirement):
10. How often do you see a member of your family or friend? (Daily, weekly, fortnightly monthly, less than monthly, never)
11. How often would you take part in physical activity such as sports, gardening or housework? (Daily, weekly, fortnightly monthly, less than monthly, never)
[bookmark: _Toc371239334]General medical history

12. Renal disease (Y/N/Don’t know):
13.  Creatine clearance:
14. Diabetes Mellitus (Y and type/N/Don’t know):
15. Previous stroke/TIA (Y/N/Don’t know):
16. COPD (Y/N/Don’t know):
17. Dyslipideamia (Y/N/Don’t know):
18. Thyroid dysfunction (Y/N/Don’t know):
19. Smoking status (smoker, previous smoker, never smoked):
20.  High sensitivity C-Reactive protein:
[bookmark: _Toc371239335]Cardiovascular history

21. Atrial fibrillation (Y/N/Don’t know):
22. Coronary artery disease  (Y/N/Don’t know):
23. Myocardial infarction  (Y/N/Don’t know):
24. Hypertension (Y/N/Don’t know):
25. Anaemia (Y/N/Don’t know):
26. Peripheral vascular disease (Y/N/Don’t know):
27. Cerebrovascular disease (Y/N/Don’t know):
28. Echocardiogram details (left ventricular ejection fraction %, aortic valve area cm2, aortic mean gradient mmHg)
29. Severity of symptoms (Canadian Cardiovascular Society Functional Classification of Angina Pectoris):
[bookmark: _Toc371239336]Surgical risk scores

30. Logistic European System for Cardiac Operative Risk Evaluation:
31. New York Heart Association Functional Classification:
32. Society of Thoracic Surgeons predicted risk of mortality score:
33. American Society of Anaesthesiologists class:

[bookmark: _Toc371239337]Current medications


[bookmark: _Toc371239338]Frailty
[image: ]

[bookmark: _Toc371239339]CONTROL Group
Instructions: complete using medical records and in discussion with the participant and their family. May require scales, measuring tape and calculator.

[bookmark: _Toc371239340]Personal characteristics

1. Age:
2. Gender:
3. Height (cm):
4. Weight (kg):
5. Waist (cm):
6. Calculate BMI:
7. Calculate waist-to-height ratio:
[bookmark: _Toc371239341]Education/social/physical activity history

8. Number of years in education:
9. Main job/occupation (or prior to retirement):
10. How often do you see a member of your family or friend? (Daily, weekly, fortnightly monthly, less than monthly, never)
11. How often would you take part in physical activity such as sports, gardening or housework? (Daily, weekly, fortnightly monthly, less than monthly, never)
[bookmark: _Toc371239342]General medical history

12. Renal disease (Y/N/Don’t know):
13. Diabetes Mellitus (Y/N/Don’t know):
14. Previous stroke/TIA (Y/N/Don’t know):
15. COPD (Y/N/Don’t know):
16. Dyslipideamia (Y/N/Don’t know):
17. Thyroid dysfunction (Y/N/Don’t know):
18. Smoking status (smoker, previous smoker, never smoked):
19. Atrial fibrillation (Y/N/Don’t know):
20. Coronary artery disease  (Y/N/Don’t know):
21. Myocardial infarction  (Y/N/Don’t know):
22. Hypertension (Y/N/Don’t know):
23. Anaemia (Y/N/Don’t know):
24. Peripheral vascular disease (Y/N/Don’t know):
25. Cerebrovascular disease (Y/N/Don’t know):

[bookmark: _Toc371239343]Current medications









[bookmark: _Toc371239344]Heart murmur screening:

Examination by a medical officer with a stethoscope.

Screening questions:

Do you experience chest pain or chest tightness?

Do you experience shortness of breath?

Do you experience light-headedness?

Do you experience dizzy spells?

Do you have sudden swelling in your legs, feet, ankles or abdomen?


[bookmark: _Toc371239345]Frailty
[image: ]

[bookmark: _Toc354687194][bookmark: _Toc371239346]Cognitive Battery:
[bookmark: _Toc354687195][bookmark: _Toc371239347]Addenbrooke’s Cognitive Examination
Instructions: complete the assessment in a quiet environment. Ensure the participant has access to both their hearing aids and glasses as required. A stopwatch will be required.
[image: ]



[image: ]
*The Memory Question will be changed from name the current the premier of NSW to name the current premier of South Australia.
[image: ]
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[bookmark: _Toc354687196][bookmark: _Toc371239348]CANTAB:
Instructions: Complete the CANTAB assessments using the iPad. The motor screening test is to be performed first. If the participant is unable to complete the motor screening task, discontinue further CANTAB assessments.
[bookmark: _Toc371239349]Motor Screening Test
Coloured crosses are presented in different locations on the screen. The participant must select the cross on the screen as quickly as possible. The assessment takes 2 minutes.
[image: ]

[bookmark: _Toc371239350]Reaction Time
The participant must select and hold a button at the bottom of the screen. Circles are presented above. A yellow dot will appear in one of the circles and the participant must react as soon as possible, releasing the button, and selecting the circle in which the dot appeared. The assessment takes 3 minutes.
[image: ]




[bookmark: _Toc371239351] Pattern Recognition Memory
The participant is presented with a series of visual patterns, one at a time. In the recognition phase, the participant is required to choose between a pattern they have already seen and a novel pattern. The assessment takes 4 minutes.

[image: ]





[bookmark: _Toc371239352][bookmark: _Toc354687197]Frontostriatal Battery
[bookmark: _Toc371239353]Geriatric Depression Scale Short Form
Instructions: Ask the participant the following questions.
[image: ]



[bookmark: _Toc371239354]The Hamilton rating scale for depression
Instructions: For each item, write the correct number on the line next to the item.

[image: ]



[bookmark: _Toc371239355]Gait
Instructions:
· Measure 6 metres.
· Assistive devices can be used. List the assistive device if used______________________.
· The assessment is not conducted if the individual requires physical assistance to ambulate.

[bookmark: _Toc371239356]Single-task gait velocity
Verbal instructions for participants:
“In this task you will be doing some walking. Starting here, walk at a comfortable pace for you.”

Time taken:

Calculate speed:

Number of steps:

Calculate step length:

[bookmark: _Toc371239357]Dual-task gait velocity
Verbal instructions for participants:
“In this task you will be doing some walking again. Walk at a comfortable pace for you. This time, while you are walking, count backwards from 100. ”

Time taken:

Calculate speed:

Calculate dual-task gait cost (percent):

Single-task gait velocity – dual-task gait velocity/
single-task gait velocity x 100.



[bookmark: _Toc371239358]Visual Assessment
[bookmark: _Toc371239359]Visual acuity and diplopia.

Instructions:
Ask the diplopia screening questions and record the responses:

“Do you see blurry, ghosting or double vision?”


“If so, does it get better if you close one eye?”

Set up the Snellen Eye Chart 6 metres from the participant and ensure there is good lighting in the room. Ask the participant if they use glasses for long distances and ask them to put them on if so. To assess right eye visual acuity, ask the participant to cover the left eye and start from the top line and read as many letters as they can.  Repeat the same process by covering the right eye and assess the best corrected visual acuity (BCVA) of the left eye.  Each line is considered correct if the participant is able to have at least 4 out of 5 correct letters identified. Record the BCVA and set the fixation target to be 2 lines above the eye with the worse vision.

For the diplopia assessment, ask the participant to look straight ahead at the fixation target (name the letter/line). Ensuring the subject has a clear view of the target.  Perform cover test by firstly covering the right eye and watch if the left eye move inwards or outwards.  Repeat the same process by covering the left eye. If the eye moves, then there is a manifest strabismus (tropia) and the side that moves is recorded.  If the eye moves from in to out, it is a eso-tropia If it moves from out to in, it is an exo-tropia.  If it moves from up to down, then it is a hyper-tropia.  If it moves from down to up, then it is a hypo-tropia.  The cover test will be repeated 3 times to check for consistency.

Next, perform the alternating cover test by moving the occlude between the right and left eye and hold for 1 second in front of each eye.  If the eye did not move with the cover test but moved with the alternate cover test, then the patient has a phoria (latent strabismus).  


[bookmark: _Toc371239360]Blink rate
Instructions:
Explain to the participant that this next activity will be video-recorded. Participants will be distracted by asking to  “talk about your favourite hobbies or activities”. After 2 minutes has elapsed, participants may stop. 
Review the video-recording and calculate rate of eye-blinking using an adaption of the methods described in Fitzpatrick et al. (2002).1 Select three separate 20 second time periods and count the number of blinks for each time period, before calculating the average number of blinks per 20 seconds.

	
	Number of Blinks

	Trial 1
	

	Trial 2
	

	Trial 3
	

	Average
	




[bookmark: _Toc371239361]Swallowing 
[bookmark: _Toc371239362]Sydney Swallowing Questionnaire 

(Question 7 only)
Instructions: for this question, put an “X” on the line below to indicate how severe your swallowing problem is.  For example. Put the “X” towards the lefthand end of the line if your problem is only minor, in the middle if it is moderate and at the righthand end if you have severe difficulty. If you have NO problem or difficulty asked about in the question you should place “X” at the FAR LEFTHAND end of the line. 

[image: ] 

[bookmark: _Toc371239363]Voice
[bookmark: _Toc371239364]OperavoxVoice Analyst

Instructions: Perform the assessment in a closed room without background noise. Use the lanyard provided to standardise a 20cm mouth to OperaVOX Voice Analyst distance. 

Verbal instructions for the participant:  This task will require you to use your voice.  Start the test by taking a breath, not a deep one, just a normal breath. Then say ‘ahh’ (as in the words ‘art’ and ‘[art’). I will demonstrate for you first.
When you are ready, uUse a pitch that is comfortable for you.’. 

OperaVOX will automatically detect when you start and then count you down from 5 seconds. Remember, don’t stop until the counter reaches 0.”

Instructions: Have the participant start and then begin recording 1 second afterwards, ensure at least 5 seconds has been recorded and preferably less than 6 seconds. Review the recording and repeat if background noise is identified, the participant stops halfway through or the recordings were not loud enough.

[image: ]

















	
	Pitch minimum
	Pitch maximum
	Range
	Average

	Trial 1
	

	
	
	

	Trial 2
	

	
	
	

	Trial 3
	

	
	
	

	Average
	

	
	
	




	
	Pitch/Hz
	Jitter %
	Shimmer %
	Shimmer dB
	Harmonic-to-Noise-dB

	Trial 1
	

	
	
	
	

	Trial 2
	

	
	
	
	

	Trial 3
	

	
	
	
	

	Average
	

	
	
	
	





[bookmark: _Toc371239365]Behaviour/Mood Assessment:
[bookmark: _Toc371239366]Neuropsychiatric Inventory Questionnaire

Instructions: This questionnaire is to be completed by family members of the participant if they have signed the consent form to participate in the study.

Name of family member/friend:
Age:
Relationship to primary participant: 

[image: ]
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[bookmark: _Toc371239367]Quality of life
[bookmark: _Toc371239368]Euroquol-5D
Instructions: To be completed by the participant. Explain to participants that they need to complete these ratings based on how they are today.

[image: ]
[image: ]
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[bookmark: _Toc371239369]Functional Activity
[bookmark: _Toc371239370]Barthel index (Modified)
Instructions:
· The index should be used as a record of what the participant does, not as a record of what they could do.
· The main aim is to establish degree of independence from any help, physical or verbal, however minor and for whatever reason.
· The need for supervision renders the participant not independent.
· Usually the patient’s performance over the preceding 24-48 hours is important.
· Middle categories imply that the participant supplies over 50% of the effort.
· Use of aids to be independent is allowed.
· In discussion with the participant and their family, complete the following table (on the next page).

[image: ]


[bookmark: _Toc371239371]Saliva Sample

[image: ]

[bookmark: _Toc371239372]EEG

We will record 2 minutes of eyes open and 2 minutes of eyes closed data with wet electrode electroencephalogram (EEG).
[image: Image may contain: 1 person, smiling]


[bookmark: _Toc371239373]Delirium Assessment for participants in non-ICU wards or discharged home

[bookmark: _Toc371239374][bookmark: _Toc354687198]observational Scale of level of arousal 
[image: ]

[bookmark: _Toc371239375]Memorial Delirium Assessment Scale
Instructions: 
Complete the following assessments with the participant (if they have adequate levels of arousal). Then review the medical file and speak with family and the healthcare team. Score items at the end of the assessment taking all information into account.

Verbal instructions:
Hello, my name is X. I have come to see how you are going. I will ask you some questions – there may or may not be a ‘right’ answer. Please don’t worry, it doesn’t matter what your exact answers are. But your answers will help us to know how you are.

DISORIENTATION: 
ASK: (there may be an orientation clock visible, try to hide this by using bedside curtains)
	
	y/n
	
	y/n

	What date is it?
	
	What season is it?
	

	Which floor are we on?
	
	Which hospital is this? 
	

	What day is it?
	
	Which city are we in?
	

	What month is it?
	
	Which country are we in?
	

	What year is it?
	
	What time is it?
	


(There is no need to ask all 10 questions if 5 are answered incorrectly)


SCORING:
· 0: none (patient knows 9-10 items)
· 1: mild (patient knows 7-8 items)
· 2: moderate (patient knows 5-6 items)
· 3: severe (patient knows no more than 4 items)


SHORT-TERM MEMORY IMPAIRMENT: 
SAY: Listen, and repeat these three words: (choose ONE set from randomisation page)

Words:     		____________		____________		____________

Immediate Recall:    ____________		____________		____________

SAY: Remember those words (repeat them again if necessary) – I will ask you to repeat them later

Delayed Recall:  	____________		____________		____________


SCORING:
· 0: none (all 3 words repeated and recalled)
· 1: mild (all 3 repeated, patient fails to recall 1)
· 2: moderate (all 3 repeated, patient fails to recall 2-3)
· 3: severe (patient fails to repeat 1 or more words)




IMPAIRED DIGIT SPAN: 
SAY:  Listen to the following numbers. I’d like you to repeat them in the order I say them: (start with 3, then 4, then 5 digits. Move on only if answers correctly. choose ONE set from randomisation page)

3-forward: _   _   _  □		4-forward: _   _   _   _  □	5-forward: _   _   _   _   _  □

SAY:  Now I’d like you to repeat them backwards, in reverse order to how I say them.
3-backward: _   _   _  □	4-backward: _   _   _   _  □	

COMMENTS:

SCORING:
· 0: none (patient can do at least 5 numbers forward and 4 backward)
· 1: mild (patient can do at least 5 numbers forward, 3 backward)
· 2: moderate (patient can do 4-5 numbers forward, cannot do 3 backward)
· 3: severe (patient can do no more than 3 numbers forward)


REDUCED ABILITY TO MAINTAIN AND SHIFT ATTENTION: 
SAY: Please tell me the months of the year in backwards order, starting at December.
(To assist initial understanding one prompt of “what is the month before December?” is permitted.)

December □	November □	October □	September □ 	   August □	July □	       June □



SAY: Now I would like you to take away from 100. Now take 7 away from the number you got.  Now keep subtracting 7 until I tell you to stop. 

	
	1st
	2nd
	3rd
	4th
	5th

	Record the answers given verbatim
	
	
	
	
	


	93, 86, 79, 72, 65               = 5 correct
Or – 93, 80, 73, 66, 40      = 3 correct
	
	
	
	
	




SAY: Earlier, I gave you three words to repeat. Please tell me any that you remember.
(record answers in delayed recall above)

SCORING:
· 0: none (patient maintains and shifts attention normally)
· 1: mild (the questions need to be rephrased and/or repeated because the patient’s attention wanders, patient loses track, patient is distracted by outside stimuli or over-absorbed in task once or twice without seriously prolonging the interview)
· 2: moderate (above attentional problems occur often, prolonging the interview without seriously disrupting it)
· 3: severe (above attentional problems occur constantly, disrupting and making the interview difficult-to-impossible)


DISORGANIZED THINKING: 
ASK: (choose one set of questions from left column and 2 from the right column, STEM + A OR B)
	
	y/n
	
	y/n

	Will a stone float on water?
	
	STEM QUESTION: Hold up this many fingers (hold up 2 fingers)
	

	Are there fish in the sea? 
	
	
	

	Does one kilo weigh more than two? 
	
	FOLLOW-UP A: Now do the same thing with the other hand (do not demonstrate)
	

	Can you use a hammer to hit a nail?
	
	FOLLOW-UP B: Add one more finger

	


(for serial assessments, the copying hands questions can be varied from day to day, e.g. starting with 3 fingers, adding 2, subtracting 1 as alternative commands)

	
	Response:

	When you are sick you see a
	a) teacher
b) doctor
c) gardener

	
The bird built a



I went to the bakery to some
	
a) tree
b) house
c) nest

a) buttons
b) bread
c) meat

	
The speeding driver was pulled over by the

In Japan they sometimes eat raw 
	

	
	

	
	



SCORING:
· 0: none (patient’s speech is coherent and goal-directed)
· 1: mild (patient’s speech is slightly difficult to follow; responses to questions are slightly off target but not so much as to prolong the interview).
· 2: moderate (disorganized thoughts or speech are clearly present, such that interview is prolonged but not disrupted)
· 3: severe (examination is very difficult or impossible due to disorganized thinking or speech)



PERCEPTUAL DISTURBANCE: 
ASK: Below questions: (these questions are designed to probe for hallucinations. Ask all of these unless it is completely apparent there are no problems)

	
	Record verbatim

	Have you been sleeping well?
	


	
	

	Have you been bothered by any vivid dreams?
	


	
	

	Have any dreams seemed to continue while you’ve been awake?
	



	Sometimes in hospital the painkillers can affect the way you see things – have you seen anything unusual? What do you think it was?
	

	Have you thought things looked too big or too small or they were moving when they weren’t? 
	



	Have you seen / heard anything you think shouldn’t be there?




	



	Sometimes after the anaesthetic and the painkillers people have quite odd thoughts – have you noticed anything?
	






SCORING:
· 0: none (no misperceptions, illusions or hallucinations)
· 1: mild (misperceptions or illusions related to sleep, fleeting hallucinations on 1-2 occasions without inappropriate behaviour)
· 2: moderate (hallucinations or frequent illusions on several occasions with minimal inappropriate behaviour that does not disrupt the interview)
· 3: severe (frequent or intense illusions or hallucinations with persistent inappropriate behaviour that disrupts the interview or interferes with medical care)

DELUSIONS:
ASK: Below question: (this question is designed to probe for delusions).

	
	Record verbatim

	How are you getting on with the staff, friends or family?
	





SCORING:
· 0: none (no evidence of misinterpretations or delusions)
· 1: mild (misinterpretations or suspiciousness without clear delusional ideas or inappropriate behaviour)
· 2: moderate (delusions admitted by the patient or evidenced by his/her behaviour that do not or only marginally disrupt the interview or interfere with medical care)
· 3: severe (persistent and/or intense delusions resulting in inappropriate behaviour, disrupting the interview or seriously interfering with medical care)

QUESTIONS INVOLVING INPUT FROM HEALTHCARE TEAM AND FAMILY:

LEVEL OF CONSCIOUSNESS/AROUSAL: 
Has X been difficult to wake or unable to wake? Have they been drowsy? Has X been very sensitive to the environment around them? Or have they startled easily?

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Medical file trigger words (circle if present or add if similar): lethargy*, non-responsiveness, unrespons*, difficult to arouse, unarousable, drowsy, sleepy, sedat*, altered level of consciousness, diminished level of responsiveness, difficulty with arousal, new onset coma/stupor/lethargy, obtunded, hyperalert, overly sensitive, startles easily.


SCORING FOR LEVEL OF CONSCIOUSNESS/AROUSAL: Rate the patient’s current awareness of and interaction with the environment (interviewer, other people/objects in the room; for example ask patients to describe their surroundings).

· 0: none (patient spontaneously fully aware of environment and interacts appropriately)
· 1: mild (patient is unaware of some elements in the environment, or not spontaneously interacting appropriately with the interviewer, becomes fully aware and appropriately interactive when prodded strongly; interview is prolonged but not seriously disrupted).
· 2: moderate (patient is unaware of some or all elements in the environment, or not spontaneously interacting with the interviewer, becomes incompletely aware and inappropriately interactive when prodded strongly, interview is prolonged but not seriously disrupted).
· 3: severe (patient is unaware of all elements in the environment with no spontaneous interaction or awareness of the interviewer, so that the interview is difficult-to-impossible, even with maximal prodding).


DISORGANISED THINKING:
Has X been focussed during tasks? Do they ramble? Or do they change topics quickly? Has X kept coming back to the same topic? Have they been repetitive in conversation?

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Medical file trigger words (circle if present or add if similar): tangential, rambling, repetitive.


PERCEPTUAL DISTURBANCE:
Has X reported seeing things that are not there? Or had any hallucinations?
 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Medical file trigger words (circle if present or add if similar): hallucinating, hallucinations.

DELUSIONS:
Has X reported any suspicions to you? These may be about you, other staff or family?  

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Medical file trigger words (circle if present or add if similar): suspicious, suspicions. 

DECREASED OR INCREASED PSYCHOMOTOR ACTIVITY:
How is X moving around? Have they been moving slowly? Have they been fidgety? Have they been picking at things? Pulling out lines? Combative? Or interfering with assessments or ward care?

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Medical file trigger words (circle if present or add if similar): pulling out lines, combative, slow to mobilise, impuls*, agitat*, resist*, refus*, climbing over rails, redirected, restless, uncooperative, out of bed.

SCORING:
· 0: none (normal psychomotor activity)
· a b c 1: mild (hypoactivity is barely noticeable, expressed as slightly slowing of movement, hyperactivity is barely noticeable or appears as simple restlessness).
· A b c 2: moderate (hypoactivity is undeniable, with marked reduction in the number of movements or marked slowness of movement; subject rarely spontaneously moves or speaks. Hyperactivity is undeniable, subject moves almost constantly; in both cases, exam is prolonged as a consequence).
· 3: severe (hypoactivity is severe; patient does not move or speak without prodding or is catatonic. Hyperactivity is severe; patient is constantly moving, overreacts to stimuli, requires surveillance and/or restraint; getting through the exam is difficult or impossible).


SLEEP/WAKE CYCLE DISTURBANCE (question adapted from CAM Long-form):
Has X had any difficulty with their sleep during the past 24 hours such as excessive daytime sleepiness, or difficulty sleeping at night?

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Medical file trigger words (circle if present or add if similar): lethargy*, non-responsiveness, unrespons*, difficult to arouse, unarousable, drowsy, sleepy, sedat*, altered level of consciousness, diminished level of responsiveness, difficulty with arousal, difficulty sleeping, awake at night, insomnia.

SCORING:
· 0: none (at night, sleeps well; during the day, has no trouble staying awake)
· 1: mild (mild deviation from appropriate sleepfulness and wakefulness states; at night, diffuclty falling asleep or transient night awakenings, needs medication to sleep well; during the day, reports periods of drowsiness or, during the interview, is drowsy but can easily fully awaken him/herself).
· 2: moderate (moderate deviations from appropriate sleepfulness and wakefulness states: at night, repeated and prolonged night awakening; during the day, reports of frequent and prolonged napping or, during the interview, can only be roused to complete wakefulness by strong stimuli)
· 3: severe (severe deviations from appropriate sleepfulness and wakefulness states: at night, sleeplessness; during the day, patient spends most of the time sleeping or, during the interview, cannot be roused to full wakefulness by any stimuli)


[bookmark: _Toc354687200][bookmark: _Toc371239376]Short Confusion Assessment Method
Instructions: Using observations from the previous assessments (Observational Scale of Level of Arousal, the Memorial Delirium Assessment Scale, a review of the medical file and discussion with family and the healthcare team) score the Short CAM.

	I

	ACUTE ONSET AND FLUCTUATING COURSE
	
	BOX 1

	


	a) Is there evidence of an acute change in mental status from the patient’s baseline? 
	No ____
	Yes _______

	



	b) Did the (abnormal) behaviour fluctuate during the day, that is tend to come and go or increase and decrease in severity?
	No ____
	Yes _______

	II

	INATTENTION
	
	

	


	Did the patient have difficulty focussing attention, for example, being easily distractible or having difficulty keeping track of what was being said?
	No ____
	Yes _______

	
	
	
	

	III

	DISORGANISED THINKING
	
	BOX 2

	




	Was the patient‘s thinking disorganized or incoherent, such as rambling or irrelevant conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to subject?
	No ____
	Yes _______

	IV

	ALTERED LEVEL OF CONCIOUSNESS
	
	

	


	Overall, how would you rate the patient’s level of consciousness? 
	
	

	
	---  Alert             
	(normal)
	
	

	
	---  Vigilant        
	(hyper alert)
	
	

	
	---  Lethargic     
	(drowsy, easily aroused)
	
	

	
	---  Stupor          
	(difficult to arouse)
	
	

	
	---  Coma
	(unarousable)
	
	

	
	
	
	
	

	
	Do any checks appear in box above??
	No ____
	Yes _______


 
If Inattention and at least one other item in Box 1 are checked and at least one item in Box 2 is checked a diagnosis of delirium is suggested.
Delirium presence:						YES			NO






[bookmark: _Toc371239377][bookmark: _Toc354687202]Rating Motor Subtypes of Delirium (Meagher, 2008)2
Instructions: Using observations from the previous assessments (Observational Scale of Level of Arousal, the Memorial Delirium Assessment Scale, a review of the medical file and discussion with family and the healthcare team, or the CAM-ICU) rate the motor subtype of delirium.

HYPERACTIVE SUBTYPE if definite evidence in the previous 24 hours of (and this should be a deviation from pre-delirious baseline) of at least two of:
	□
	Increased quantity of motor activity: Is there evidence of excessive level of activity, e.g. pacing, fidgeting, general overactivity?

	□
	Loss of control of activity: Is the patient unable to maintain levels of activity that are appropriate for the circumstances, e.g. remain still when required?

	□
	Restlessness: Does the patient complain of mental restlessness or appear agitated?

	□
	Wandering: Is the patient moving around without clear direction or purpose?



HYPOACTIVE SUBTYPE if definite evidence in the previous 24 hours of (and this should be a deviation from pre-delirious baseline) two or more of* (:*Where at least one of either decreased amount of activity or speed of actions is present)
	□
	Decreased amount of activity: Does the patient engage in less activity than is usual or appropriate for the circumstances, e.g. sits still with few spontaneous movements?

	□
	Decreased speed of actions: Is the patient slow in initiation and performance of movements e.g. walking?

	□
	Reduced awareness of surroundings: Does the patient show a relative absence of emotional reactivity to the environment, i.e. show a passive attitude to his/her surroundings?

	□
	Decreased amount of speech: Does the patient have a reduced quantity of speech in relation to the environment, e.g. answers are unforthcoming or restricted to a minimum?

	□
	Decreased speed of speech: Does the patient speak more slowly than usual, e.g. long pauses and slowing of actual verbal output?

	□
	Listlessness: Is the patient less reactive to his/her environment, e.g. are responses to activity in surroundings slow or reduced in amount?

	□
	Reduced alertness/withdrawal: Does the patient appear detached or lacking in awareness of his/her surroundings or their significance?



MIXED MOTOR SUBTYPE if evidence of both hyperactive and hypoactive subtype in the previous 24 hours.

NO MOTOR SUBTYPE if evidence of neither hyperactive or hypoactive subtype in the previous 24 hours.




[bookmark: _Toc371239378]DELIRIUM assessment for particpants in icu
confusion assessment method- ICU
Instructions: For participants in the ICU, complete the RASS, the CAM-ICU Worksheet and rate the delirium subtype using the rating system on the previous page.

[image: ]


[image: ]


Motor Subtype of delirium:


[bookmark: _Toc371239379]Hospital Acquired complications
Instructions: Review the medical records for 30 days post-TAVI. Record any hospital acquired complications.

	omplication
	Diagnosis

	Pressure injury
	· 		Stage III ulcer
· 		Stage IV ulcer
· 		Unspecified decubitus ulcer and pressure area

	Falls resulting in fracture or intracranial injury
	· 		Intracranial injury
· 		Fractured neck of femur
· 		Other fractures

	Healthcare associated infection
	· 		Urinary tract infection
· 		Surgical site infection
· 		Pneumonia
· 		Blood stream infection
· 		Central line and peripheral line associated bloodstream infection
· 		Multi-resistant organism
· 		Infection associated with prosthetics/implantable devices
· 		Gastrointestinal infections

	Surgical complications requiring unplanned return to theatre
	· 		Post-operative haemorrhage/haematoma requiring transfusion and/or return to theatre
· 		Surgical wound dehiscence
· 		Anastomotic leak
· 		Vascular graft failure
· 		Other surgical complications requiring unplanned return to theatre

	Unplanned intensive care unit admission
	· 		Unplanned admission to intensive care unit

	Respiratory complications
	· 		Respiratory failure including acute respiratory distress syndrome requiring ventilation
· 		Aspiration pneumonia

	Venous thromboembolism
	· 		Pulmonary embolism
· 		Deep vein thrombosis

	Renal failure
	· 		Renal failure requiring haemodialysis or continuous veno-venous haemodialysis

	Gastrointestinal bleeding
	· 		Gastrointestinal bleeding

	Medication complications
	· 		Drug related respiratory complications/depression
· 		Haemorrhagic disorder due to circulating anticoagulants
· 		Hypoglycaemia

	Delirium
	· 		Delirium

	Persistent incontinence
	· 		Urinary incontinence

	Malnutrition
	· 		Malnutrition

	Cardiac complications
	· 		Heart failure and pulmonary oedema
· 		Arrhythmias
· 		Cardiac arrest
· 		Acute coronary syndrome including unstable angina, STEMI and NSTEMI


List hospital acquired complications:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _Toc371239380]Procedural Factors:

Procedural details:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Complications details:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _Toc371239381]References:
1.	Fitzpatrick E, Hohl N, Silburn P, O'Gorman C, Broadley SA. Case-control study of blink rate in Parkinson's disease under different conditions. Journal of neurology. 2012;259(4):739-44.
2.	Meagher D, Moran M, Raju B, Leonard M, Donnelly S, Saunders J, et al. A new data-based motor subtype schema for delirium. The Journal of neuropsychiatry and clinical neurosciences. 2008;20(2):185-93.
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Geriatric Depression Scale: Short Form

Choose the best answer for how you have flt over the past week:

1. Are you basically satisfied with your life? YES /NO

2. Have you dropped many of your activities and interests? YES /NO

3.Do you feel that your life is empty? YES / NO

4.Do you often get bored? YES /NO

5. Are you in good spirits most of the time? YES / NO

6. Are you afraid that something bad is going to happen to you? YES / NO
7. Do you feel happy most of the time? YES / NO

8.Do you often feel helpless? YES /NO

9. Do you prefer to stay at home, rather than going out and doing new things? YES /NO
10. Do you feel you have more problems with memory than most? YES / NO
11. Do you think it is wonderful to be alive now? YES / NO

12. Do you feel pretty worthless the way you are now? YES/NO

13. Do you feel full of energy? YES /NO

14. Do you feel that your situation is hopeless? YES /NO

15. Do you think that most people are better off than you are? YES /NO

Answers in bold indicate depression. Score 1 point for each bolded answer.
Ascore > 5 points s suggestive of depressi

Ascore 2 10 points is almost always indicative of depression.
Ascore > 5 points should warrant a follow-up comprehensive assessment.

‘Source: http://wwwstanford.edw/~yesavage/GDS.html
‘This scale is in the public domain.




image12.png
4. INSOMNIA EARLY

0= No difficulty falling asleep
Complains of occasional difficulty falling asleep-
Complains of nightly difficulty falling asleep

., more than 1/2 hour

5. INSOMNIA MIDDLE

0= No difficulty
1= Patient complains of being restless and disturbed during the night
Waking during the night—any getting out of bed rates 2 (except for purposes of voiding)

‘Adapted from Hedlung and Vieweg, The Harilkon ratng scal for depression, Journalof Operational Psychiaty, 1975;10(2)143-165.

6. INSOMNIA LATE

0= No difficulty
1=Waking in early hours of the morning but goes back to sleep

Unable to fall asleep again if he gets out of bed
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Do you have any difficulty swallowing your saliva?

NO DIFFICULTY UNABLE TO SWALLOW
ATALL AT ALL
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Please answer the following questions based on changes that have occured
since the palient irst began to experience memory problems.

Circle "Yes" only if the symptom(s) has been present i the last month.
Otherwise, circle "No". For each item marked " Yes""

) Rate the SEVERITY of the symptom (how it affects the patient:
1 = Mild (noticeable, but not a significant change)
2 - Moderate (significant, but not a dramatic change)
3= Severe (very marked or prominent, a dramatic change)

b) Rate the DISTRESS you experience due to that symptom (how it affects
yow:

0= Not distressing at all

1 = Minimal (sightly distressing, not a problem to cope with)

2= Mild (not vry distressing, generally easy to cope with)

3 = Moderate (tairy distressing, not always easy to cope with)

4= Severe (very distressing, diffcult to cope with)

5 = Extreme or Very Severe (extremely distressing, unable to

‘cope with)

Please answer each question carsfully. Ask for assistance if you have any
questons.

Datusions 'Does the patient have false beliefs, such as thinking that
others are stealing from himMer or planning to harm himer
in'some way?

Yer Mo seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5

Hallucinations 'Does the patient have hallucinations such as false visions of
voices? Does he o she seem to hear o see things that are
not present?

Yer Mo seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5

Agitation/Aggression Is the patient resistive to help from others at times, of hard to
handie?

Yer Mo seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
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Depression/Dysphoria Does the patient seem sad or say that he /she is depressed?

Yer Mo

Aniaty

Yer Mo

Yer Mo

Motor Disturbanca.

Yer Mo

seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
'Does the patient become upsst when separated fiom you?
Doesheshe have any other signs of nervousness such as
shortness of breath, sighing, being unable to relax, of feeling
excassively tense?

seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5

'Does the patient appear to feel too good or act excessively
happy?

seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
'Does the patient seem less interested in hisMer usual
activities or in the activities and plans of others?

seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
'Does the patient seem to act impulsively, for example,
talking to strangers as if he/she knows them, or saying
things that may hurt people's feiings?

seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
s the patient impatient and cranky? Does he/she have
difficuty coping with delays or waiting for planned aciviies?
seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
'Does the patient engage in repefitive activiies such as

pacing around the house, handiing buttons, wrapping string,
or doing other things repeatediy?

seveRmy: 1 2 3 DISTRESS: 01 2 3 4 5
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Please tap the ONE box that best describes your health TODAY.

MOBILITY

I'have no problems in walking about

I have slight problems in walking about

I'have moderate problems in walking about

I'have severe problems in walking about

I am unable to walk about
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SELF-CARE

I have no problems washing or dressing myself

I have slight problems washing or dressing myself

I have moderate problems washing or dressing myself

I have severe problems washing or dressing myselt

I am unable to wash or dress myself
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USUAL ACTIVITIES (e.g. work, study, housework, family or leisure activities)

I have no problems doing my usual activities

I have slight problems doing my usual activities

I have moderate problems doing my usual activities

I have severe problems doing my usual activities

I am unable to do my usual activities
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PAIN / DISCOMFORT

I'have no pain or discomfort

I have slight pain or discomfort

I have moderate pain or discomfort

I have severe pain or discomfort

I have extreme pain or discomfort
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ANXIETY / DEPRESSION

I'am not anxious or depressed

1'am slightly anxious or depressed

I am moderately anxious or depressed

1'am severely anxious or depressed

I:am extremely anxious or depressed




image22.png
We would like to know how good or bad your
health is TODAY.

This scale is numbered from 0 to 100.

100 means the best health you can imagine
0 means the worst health you can imagine.

Please tap on the scale to indicate how your health
is TODAY.

YOUR
HEALTH

TODAY

The best health
you can
imagine

100

20

80

70

60

50

40

30

20

10

The worst
health you can
imagine
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Patient name Rater name Date

Acnviry ScoRE
Feeding

0= unatle

5 = naeds cutting,spreading butter,etc or requires modified diet

10 = independent

Bathing
0= depandant
5 = independent (or in shower)

Grooming
0= needs help with personal care
5 = indapendent faca/haiasthishaving (Implaments provided)

Dressing
0= dependent

5 = needs help but can do about half unaided

10 = indspendent (including buttons, zips, laces, et0)

Bowels
0= incontinent (or naeds t be given enamas)
5 = occasional accdent

10 = continent

Bladdor

0= incontinent,or cathaterised and unable to manage alone
5 = occasional accident

10 = continent

Tollet use
0= dependent

5 = needs some help, but can do something alone
10 = independent (on and oft, dressing, wiping)

Transters (bed to chair and back)
0= unable, no sitting balance

5 = major help (one or two people, physkal, can st
10 = minor help (verbal or physical)

15 = indepandant

Mobility (on fevel surfaces)
0= immobile or <50 yards

5 = wheelchairindependent, including coners, >50 yards

10 = walks with holp of ona person (verbal o physical) >50 yards
15 = independent (but may use any aid, . stick) >50 yards

Stairs
0= unate

5 = noads halp (verbal, physical, carrying aic)
10 = independent

Total (0-100)
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(®) oragene:ona

& 0G-500/510

@ +— Small cap for tube

,h*H~—Tube

Collection precautions:

Do NOT eat, drink, smoke or chew gum for
30 minutes before giving your saliva sample.

Do NOT remove the plastic ilm from the
funnel lid.

Intended use: For the collection of human DNA
from saliva samples.

‘Contents: Kit contains stabilizing liquid.

‘Warnings and precautions: Wash with water if
stabilizing liquid comes in contact with eyes or skin.
Do NOT ingest. See MSDS at www.dnagenotek.com.

‘Small cap may pose a choking hazard.
‘Storage: 15°C/ 30°C

‘Summary and explanation of the kit:

‘Oragene-DNA s a self-collection kit that provides
the materials and instructions for collecting and
Stabilizing saliva specimens.

Labellegend:

PR —
Cacanaty e

o Bt el ks

Casmgrmte

g

oy P Ta—

S rancion

e

previers

USER INSTRUCTIONS
Read all instructions prior to collection

Procedure:

Most people take between 2 and 5 minutes to deliver a saliva sample
following steps 1to 5.

oo el urththe smoums of
liquid saliva (not bubbles) reaches the
fillline shown in picture #1.

2 Hold the tube upright with one hand.
Close the funnel lid with the other hand
(as shown) by firmly pushing the lid until
you hear a loud click. The liquid in the
Iid will b released into the tube to mix
with the saliva, Make sure that the lid is
closed tightly.

Hold the tube upright. Unscrew the
funnel from the tube.

4 Use the small cap to close the tube tightly.

‘Shake the capped tube for 5 seconds.
Discard or recycle the funnel.
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‘Drowsy and makes eye contact 1o command but can't
hold i for very long
Aler bt s wandering, some approprite eye

Aler bt eyes wandering it or no appropriate e

Drovwsy b makes brief eye contact
Eyes willare open but no eye conact

Posture (NB take Into account weakness due (0 stroke or
‘necurologie discase ete)

Siing out in chaior up i bed, hokling appropriste

posture

Stumped in chair or bed but atzempts to sk uprght
and susain poscure on request

Stumpecinchaie or e and unable o sustaln posture

Lying in bect and unable o o response t fequest (0
sustain posaure

Score ©-19)

[—

Moves sponancously and purposcfully with no
resics or agiated movements

Oceasional or mildresies o fdgecy movements, no
aggressive or vigorous movements

Reduced frequency of movement, mildy siowed up

Frecuen resdess or idgety movements, no
aggressive of vigorous movements

Moderaely reduced frequency and speed of
movemeny, intrfering with asscssment oFslf care

Aggressive of vigorous, ecent pulling out of lincs

Overdy combative, vilent

Severely reduced frequency and specd of movement,
few spontancous movements
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Assessing Consciousness: Linking Level of Consciousness & Delirium
Monitoring

Step 1 Level of Consciousness: RASS*

‘oRowsY Notfulyalet but has sustained awakening to voice
(oy0 opaning & contact >10 sec)

LIGHT SEDATION Briafly awakens to voice (eyes open & contact <10 sec)
Movement or eye opening o voice (no eye contact)

MODERATE SEDATION

M RASS s 2 -3 proceed to CAM-ICU (s patient CA-CU positve o negatve?)

DEEP SEDATION No responsa o voice, but movement or eye opaning
to physical stmulati

UNAROUSABLE No responsa to volca or phy

I RASS Is 4 or -5 > STOP (patenturconscious) RECHECK later

Sessar, ot s AIRCCM 2002 18:133
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a0 FAH page 2021
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CAM-ICU Worksheet

Chack hers
Feature 1: Acute Onset or Fluctuating Cou Scors  Chack hers
s the patien diferent than hisher baseline mental status?
or Either.
Has the patient had any fluctuation in mental status n the past 24 hours as | question Yes | O
‘ovidenced by fuctuation on a sedationflvel of consclousness scale (2., EY
RASSISAS), GCS, or previous doirium assessment?
Feature 2: Inattention
Letters Attention Test (See iraning manua for alternate Pictures)
Diecions: Say tothe patint, ¥ am going to oad you a sorios o 10leters. |\ L
Whenever you hear the leter ‘A, indiats by squoezing my hand.” Read i
letters from the folowing eter st n a normal tone 3 soconds apart Erors 223 | o
SAVEAHAART orCASABLANCA or ABADBADAAY
Errors are counted when patient fails to squoeze on the ltter “A” and
when the pationt squeezos on any lottor other than "A.”
Feature 3: Altered Level of Consciousness
RASS
Present f the Actual RASS score is anyihing other than alert and caim (zero) | anything other
han z6r0 >

Feature 4:Disorganized Thinking

Yes/No Questions (See training manual for atorate set of questions)

1.Willa stone foat on water?
2. Ao there fish in the sea?

3. Doss one pound weigh more than two pounds?
2. Can you use a hammer to pound a nail?

[ ——— O R
Conmang —v%
‘Say to patient: “Hold up this many fingers" (Hold 2 fingers in front of patient)
S e e e L1
fingers) *Ifthe patient is unable to move both arms, for 2 part of command ask
)
et countd  ptrt 1 i o compit h s command.
TS =
oy
Overall CAM-ICU Positive
o
Fouars 1 s 2 andsihr 3 4 presan = CAWCU posies | GRS oo
cauicu
e
e,

‘Copyrih 2002, . Wesiy Ely, WD, VPH and Vanderi Unversiy, i ighs resenves

Fage?
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The Edmonton Frail Scale
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