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Estimated Prevalence of Alzheimer’s Disease by Age

Source: Hebert, Liesi, Paul Scherr, Julia Bienias, David Bennett and Denis Evans
(2003) Alzheimer Disease in the US Population, Archives of Neurology, vol.
60: 1119-1122.



We the people: Chinese in the United States
The Chinese Population over age 65 currently 
represents about 10% of all Chinese Americans.
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Challenges to Assessing Dementia in 
Chinese Elders

On the part of the family, misconceptions about 
dementia are common – e.g., belief that memory 
problems are a normal part of aging. So diagnosis 
and treatment are not sought until the later stages of 
the disease, when behavioral problems are more 
apparent. 
In the Chinese language, the traditional character 
used to designate dementia is translated as “crazy” –
it does not reflect Western understanding that 
dementia is a brain disease and not a mental illness.



Challenges, continued

On the part of the professional community, there 
is significant under-recognition of cognitive 
impairment by health care providers. 
As well, there is a paucity of culturally and 
linguistically appropriate assessment tools that 
can be used to evaluate the elder.
Existing neuro-cognitive measures do not have 
sufficient normative data based on the 
performance of  Chinese elders, so scores can 
be difficult to interpret. 



Commonly Used Screening Tools for 
Dementia in Chinese Elders 

Mini- Mental Status Examination (MMSE)
Alternatives to MMSE:

Mini Cog
Cognitive Abilities Screening Instrument 
(CASI) - research
Clock Drawing Tests
Montreal Cognitive Assessment (MoCA) –
Beijing, Hong Kong, Taiwan, Cantonese, 
Japanese, Korean, Thai, Vietnamese



Value Of MMSE

MMSE has been used for many years & 
studied extensively around the world.
It has a number of strengths:

-- it is brief & needs short administration time 
-- translated into multiple languages
-- useful screen for cognitive impairment 

when appropriate cut-off scores are used



Weaknesses of MMSE
Not always administered in a “standardized”
manner (serial 7’s vs. spell “world” backwards)
Scores are highly influenced by age and 
education – even in non-Hispanic Whites. 
Greater age and less education are associated 
with poorer performance on the MMSE.
It is now copyrighted and copies in English, and 
authorized translations, must be purchased (no 
longer free)
It is only a screen: does not give diagnosis. 



What to do next if screening suggests 
definite cognitive impairment?

Stanford Neurology Dept. has a “Memory Clinic”
that provides a similar service but is more 
equipped to handle persons for whom English is 
not the primary language since interpreter service 
is available through the medical center.  Contact: 
650 723 6469 or visit Dept. Neurology website: 
http://med.stanford.edu/neurology/index.html
Stanford has an Alzheimer’s Disease Center that 
provides diagnostic work-ups for persons with 
suspected dementia. There are certain eligibility 
criteria & English is the preferred language. For 
more information contact: 650 858 3915 or visit 
Web Site: http://arcc.stanford.edu



Utility of MMSE with Chinese and 
Chinese-American Elders

Scores are affected not only by age and 
education but also by cultural background: 
MMSE underestimates cognitive capacities of 
most minority elderly persons compared with 
Whites – so a high rate of “false positives”
occurs in these groups. 

Study of Differential Item Functioning (DIF) 
shows that there is item bias in the MMSE – e.g., 
certain items perform poorly for Chinese 
speaking elders. Orientation questions are an 
example of this. 



Translation Issues
Translation does not equal validation! Careful 
studies are still needed to validate MMSE in 
different cultural groups.
“Semantic equivalence” rather than literal  
translation is usually done so that the meaning 
of the item is preserved. 
There are preferred (different) modes of 
expression in Chinese, as well as for the many 
other dialects spoken in mainland China. There 
are also urban/ rural differences.



Chinese Translations (I)
Chinese Mini Mental Status (CMMS): in Mandarin.

Developed by Katzman et al. 
Major adaptations:

1) “Forty-four stone lions” replaced “No if’s, and’s, or but’s.”
2) “Please raise your hands” instead of “Please close your 

eyes.”
3) “Say” a sentence instead of writing a sentence. 

Cut-off scores:
- No education: <18
- Elementary school education: <21
- Middle school education: <24



Chinese Translations (II)
Chinese Mini-Mental State Exam (CMMSE): in 

Mandarin. Available from Alz. Assoc.: 
http://www.alz.org/professionals_and_researchers_chinese_communitie
s.asp#assessment)

Adaptations:
1) The three recall items: ball, flag, tree
2) “There is a moon in the sky.”

Cut-off scores:
- General practice: <23
- Recommended by researchers: <18





Chinese Translations (III)
Chinese-adapted MMSE (CAMSE): in Mandarin.

Developed by Xu et al. 
For use with persons of little or no formal education. 
Adaptations:

1) Say the five elements in Chinese philosophy backward.
2) name a button rather than a pencil
3) Imitate the posture of a man as illustrated in a cartoon 

instead of reading and following the written command 
“close your eyes.”
Cut-off scores:

- Illiterate individuals: <22
- Literate individuals: <20





Chinese Translations (IV)
Cantonese version of MMSE

Developed by Chiu et al.

Adaptations: 
1) 3 recall items: apple, newspaper, train.
2) Cantonese phrase “Uncle buys fish intestine.”
3) Reverse five digits (4, 2, 7, 3, 1) instead of spelling 

WORLD backwards.

Advised cut-off scores: 19 or 20





Mini Cog
Developed by Borson et al. (2000)
Mini Cog is quick to administer & simple to score, 
consisting of 3 item recall plus clock drawing. Takes 5 min. 
to give & has been used with Chinese, Japanese, 
Vietnamese and Spanish speaking older adults.  
Copy in English (only) in accompanying materials; no 
translations available.  No charge to use. A sample can be 
download from:
http://geridoc.net/MiniCogAssessmentForm.pdf
Under license from the University of Washington, solely for 
use as a clinical aid.
To obtain information, contact Soo Borson at 
soob@u.washington.edu



Cognitive Abilities Screening Instrument 
(CASI)

Cognitive Abilities Screening Instrument was 
developed to be relatively culture fair. 
Administration takes about 20 min.; scoring 
takes additional time. Training is required to be 
able to administer the questions correctly.
It is based on MMSE - with major modifications. 
CASI scores can be converted to “standard”
MMSE scores using certain formulas.
Available in English, Chinese, Japanese, 
Vietnamese and Spanish from developer, 
Professor Evelyn Lee Teng, Ph.D: 
eteng@usc.edu



Clock Drawing Test 
Can be used as a screening tool with virtually all 
elders whether literate or not.
Instructions are: draw a clock, put in all the 
numbers; set the hands at 10 past 11. 
5 point scoring system is used to evaluate 
quality of clock. No charge to use this measure 
& interpretation is straightforward so it’s worth 
considering as an addition to your main 
cognitive screening measure.
Please visit
http://www.neurosurvival.ca/ClinicalAssistant/scales/clock_drawing_
test.htm to download example and summaries of 
scoring methods.



Montreal Cognitive Assessment (MoCA)
Brief screening tool for MCI (10 minutes)
Intended for first-line physicians
Greater sensitivity to detect MCI and mild AD than the 
MMSE
Clinical Implications: 

(1) Useful screening tool for the detection of mild AD and MCI
(2) Useful predictive screening tool for the development of 

dementia in subjects with MCI
Limitation: No advantage in detecting change in 
cognition over a 6-month period.
The test itself and instructions can be downloaded at: 
http://www.mocatest.org



Assess Depression Too!

Depression is a common contributor to cognitive 
impairment: often as depression improves, so does 
cognitive function. So it’s good to evaluate if 
depression is present, and if so, the severity level.

Two common measures: Geriatric Depression Scale 
and Beck Depression Inventory II – both discussed 
briefly in accompanying materials. 



Comparison of GDS vs. BDI II
GDS is available in every major language; BDI II only 
in English and Spanish.
GDS is free: download from internet 
(http://www.stanford.edu/~yesavage/GDS.html); BDI has 
to be purchased from the Psychological Corporation.
GDS does not, however, assess “traditional”
symptoms of depression; it focuses on negative self-
worth, pessimism re the future, & other more 
“psychological” signs of depression. BDI asks about 
usual symptoms: sleep, appetite disturbances; low 
energy; sad mood, etc.
GDS has simple response format: yes/ no so it can 
often be completed by those with cognitive 
impairments. BDI uses more complex response 
format & is too challenging for those with cognitive 
impairments.  



Working with Chinese Family Caregivers



Caregiver’s Continuum of Preferred 
Terminology



Cultural taboos regarding family issues

“Family disgrace should not be 
made public”



Filial Piety
Describes the correct way to act towards one's parents.
Filial piety consists of several factors

loving one's parents, being respectful, polite, 
considerate, loyal, helpful, dutiful, and obedient.
provide for the parents, spiritually and materially. 

Live close by Make sacrifices in 
time and energy

Don’t travel far Help with chores

Keep in touch, visit/call 
regularly

Accompany parents to 
do what they like

Share a meal together Obey their wishes even 
if you disagree

Avoid arguing Provide financial 
support



Caregiver Quote

“….It’s hard to keep a nice 
attitude over a long period of 
time. Doctors say that it doesn’t 
help to tell her what to do or 
even write it down. It is true. This 
disease is just like that. There is 
no way you could figure out 
whether she understands what 
you say. I could tell her the same 
thing day in and day out, but she 
just could not remember. There 
is no simple way to cope with 
it….” (Chinese caregiver)



Caregiver Quote
“There is nothing you can do about it. I 
think that we are sympathetic towards 
the patients. We feel heavy hearted. We 
need to comfort them by talking to them. 
As patients, they feel depressed. We 
should try to help them feel better. Give 
them sympathy and condolence, and 
hopefully they could get better. 
Sometimes if you help them it is easier 
for them to regain their memory. If you 
don’t help them, they will become worse. 
So to these kinds of patients we 
shouldn’t say anything to annoy them. 
We should show sympathy and try to 
help them.” (Chinese caregiver)



Suggestions for Working with 
Family Caregivers



Cultural humility

Commitment and active engagement in 
a lifelong process one enters into with 
clients, communities and themselves. 



I will learn to pronounce every student’s full given name 
correctly. No student should feel the need to shorten or 
change her or his name to make it easier for me or their 
classmates to pronounce. I will practice and learn every 
name, regardless of how difficult it feels or how time-
consuming it becomes. That is the first step in being 
inclusive.

By Paul C. Gorski for EdChange



Culture and Alzheimer’s

What issues come 
up?
Who will provide 
care?
What kind of care?
Where? To move or 
not to move? 



Take Time To Get To Know Your Patient 
• Determine patient’s country of origin 

Where is your family’s country of origin?
• Determine the patient and family’s immigration 

history and the impact of this on the available kin 
network

I’m interested in understanding your family history, tell me a 
little about how you’ve arrived here today.

• Determine the language (or dialect) spoken by the 
patient and family

What language do you speak?



Be Knowledgeable about Family Structure 
& Decision-making

• Identify the decision maker in the family, & 
consult with this individual

Tell me who makes important decisions in your family? Should 
we include him/her in this discussion going forward?

• Learn to respect combining Western and 
culturally-based forms of treatment: this is 
common 

I know it is common practice to use chinese herbal medicine for 
ailments. Do you use any in addition to prescribed medicine?



Yang Yin
Light Bright Dark
Temperature Hot Cold
Position Upper Lower
Action Movement Rest
Direction Outward Inward
Physiological functions Excitatory Inhibitory



Be Aware of Your Communication Style

Address patients and family members by last 
names to show respect
Assure patients of confidentiality 
Relate caregiving information to patient care. 



Acculturation
TV, radio and newspaper
Friendship
Lifestyle
Way of thinking

More acculturated persons have more accurate 
knowledge about AD. (more american media, 
american friends, american lifestyle.)

Knowing persons with AD & AD caregivers is 
significantly related to higher specific AD 
knowledge

Lee SE, Lee HY, Diwan S. 2009. What do Korean American immigrants know about Alzheimer’s disease (AD)? 
The impact of acculturation and exposure to the disease on AD knowledge. 



Programs from the Alzheimer’s Association

Helpline in Chinese 1.800.272.3900
Bridge to Healthy Families 

API Dementia Care Network in 
Sacramento

Chinese Caregiver Forum
Support groups
Chinese info at www.alz.org



World Journal
August 1, 2008

Promoting Alzheimer’s 
Caregiver Forum



Promising Interventions to 
Reduce Distress in 
Chinese American caregivers



Home-based psychoeducational interventions
Why a psychoeducational approach for Chinese caregivers?
- Asian cultures value education (E. Lee, 1997)
- Need to provide more education to Chinese communities
Often cognitive loss & and behavioral problems are 

regarded as a normal part of aging or childhood regression
- More education is needed to reduce negative stigma 
associated with Alzheimer’s disease or dementia so that 
treatment is sought earlier in the process
- Reframing psychological treatment as psychoeducational 
training increases willingness to participate in research and 
treatment programs



Design of First Chinese Caregiver Assistance Project

Chinese women family caregivers  were randomly 
assigned to 2 conditions:

a) Home-based behavioral intervention  (12 weekly 
sessions)

SIX MODULES: behavior management, relaxation 
techniques, cognitive restructuring, communication 
skills, increasing positive activities, & transitional 
issues, including end of life care.

b) Telephone Minimal Support   (6 bi-weekly sessions)
Each telephone session lasted about 15 minutes.



CWC Chinese



CWC Chinese Examples



TSC (n=22) IHBM (n=22)
M SD M SD F p

Caregiver
Age 58.95 12.62 60.91 10.99 0.30 0.58

Years in U.S. 36.59 23.07 26.50 17.72 2.65 0.11

Years of Education 13.50 3.53 13.32 4.88 0.02 0.89

N % N % χ² p
Relationship to CR
Spouse 7 35 6 29 .111 1.00
Non-spouse 14 65 15 71

Table 1: Sociodemographic Characteristics 
of Chinese Caregivers and Care Recipients



B SE B P-value Effect Size 
(Cohen’s d)

CES-D -4.91 2.13 -.224 .026* 0.72

Caregiving -.0532 0.228 -.294 .025* 0.71
Related Stress

Perceived -.010 1.035 -.001 .992 0.00
Stress
Note: B = Unstandardized Coefficient B; 
SE = Standard Error of Measurement; B = Standardized Beta; 
CESD = Center for Epidemiological Studies Depression Scale
*p < .05.

Table 2: Linear Regression Analysis 
Summary of Primary Outcome Variables



Qualitative Findings: Satisfaction with 
In-Home Behavior Management

Questions Score Mean
range score

How much do you think you’ve 1-10  9.57
learned in this program, overall?

How useful do you think what you’ve 1-10 9.71
learned in this program will be to you? 

Please rate your overall satisfaction 
with this program? 1-5    4.79



Second Chinese Caregiver Assistance 
Program (CCAP2)

Study of Chinese/Chinese-American women and 
men who care for individuals with significant 
memory problems.
To investigate whether it would be effective & 
helpful to Chinese caregivers to have skills 
training material delivered to them in an 
educational format (DVD) vs. in-home program 
(expensive, time-consuming, not practical).
Study examined the helpfulness of two different 
DVDs in the Mandarin Chinese dialect (with 
Chinese or English sub-titles).



DVD Conditions
Skill-Training Program: Demonstrated to CGs 
how to handle specific everyday problems: 

How to manage, modify, and/or change troublesome 
behaviors
How to challenge unhelpful negative thoughts
Role Plays to learn more effective methods of 
communication (with family, primarily)
Workbook accompanied this DVD to amplify 
material & give opportunity for practice exercises; able 
to be shared with other family members 

Educational Program
Information about dementia
How to recognize dementia
What to do to help care recipient



CCAP 2 Flow Chart 

No Consent 
Received

N = 17

Not Interested
N = 7

Control
N = 34

Intervention
N = 36

Control
N = 4

Intervention
N = 4

Initial Inquiry
N = 107

Screened 
Participants

N = 100

Signed 
Consent Forms

N = 83

Completed 
Project
N = 70

Drop before 
(N=5) or after 

RA (N = 8)



Demographic Characteristics 
These caregivers are about the same age as in 
the first study: median age of about 60, with at 
least a high school education.
Most were daughters or daughters-in-law; about 
1/3 were spouses.
There were also 12 paid caregivers (not family 
members) in this study, and there were 10 men 
enrolled. 
There were 13 drops -- either men family 
caregivers (5) or paid CGs  (the remaining 8), 
suggesting that this may not be an effective 
intervention for these sub-groups of Chinese 
caregivers. 



Outcome Data from DVD Project

--Quantitative Results: Improved quality of 
life on 2 indices.
--Qualitative Results: Reported satisfaction 
with intervention and extent of new skills 
learned.



Effect of Treatment on Change in the CESD 
Total Score (N=70; t=1.41; p =.164)
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13

14

15

Pre Post

Treatment Control



Effect of Treatment on Change in Positive Affect
Subscale in the CESD (N=70; t=2.66; p =.010)

7

8
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10

11

Pre Post

Control Treatment



Effect of Treatment on Change in Total Number of 
Memory and Behavior Problems: Total Score (N=70; t=0.31; 
p>.10)

0
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8

10
12
14

Pre Post

Treatment Control



Effect of Treatment on Change in STRESS related to total 
Memory and Behavior Problems: Total Score (N=70; t=2.58; 
p=.010)

1
1.1
1.2
1.3
1.4
1.5
1.6
1.7
1.8

Pre Post

Treatment Control



Qualitative Results
DVD Skill 
Building/ 

CBT 
N=36

DVD 
Education 

Only 
N=34

Mean SD Mean SD p
Watching the DVD helped me understand:

Memory loss and its effect on people 2.3 0.5 2.3 0.5 .833
Stress and its relation to caregiving & health 2.4 0.5 2.2 0.6 .118

How to monitor & change CR behavior  2.3 0.7 1.5 0.6 .000
How to reduce my unhelpful thoughts  2.1 0.7 1.5 0.7 .002
How to use effective communication skills 2.2 0.6 1.5 0.7 .001
End-of-life issues and advanced directives 1.8 0.7 1.4 0.8 .053
When and how to use relaxation skills 2.3 0.6 1.4 0.6 .000
How and why to increase everyday pleasant 
Activities (both for self & with CR)  

2.2 0.7 1.4 0.7 .000



Conclusions regarding 
Interventions

Chinese American caregivers suffer distress 
similar to other CGs studied.
They respond well to a variety of programs 
developed (or “tailored”) specifically to meet 
their needs, that overcome language and access 
barriers (education programs, support groups).
Promising new programs include one based on 
individualized care planning that uses home 
visits to deliver services, and a second that uses 
a DVD in Mandarin Chinese to model effective 
coping skills. 



Drinking the Sea Being a caregiver 
Is like drinking the sea:
Overwhelming magnitude 

with
No chance of success-

Alone.
Yet, with help from others
Even that becomes 

possible.

-Lani Kaaihue
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Mini-Mental State Examination 
 
MMSE is now published by “Psychological Assessment Resources (PAR), Inc.”  
Visit: http://www.minimental.com/  
The following information is extracted from this website.  

Authorized Foreign Language Translations of the MMSE 
The following authorized translations of the MMSE are currently available:  

WAfrikaans 
WAlbanian 
WArabic 
WArgentinean Spanish 
WBelgian Dutch 
WBelgian French 
WBosnian 
WBrazilian Portuguese 
WBulgarian 
WChilean Spanish 
WChinese 
WCroatian 
WCzech 
WDanish 
WDutch 
WEstonian 
WFarsi 
WFilipino 
WFinnish 
WFrench 

Austrian German 
German 
Greek 
Gujarati 
Hebrew 
Hindi 
Hungarian 
Indian English 
Israeli English 
Italian 
Japanese 
Kannada 
Korean 
Latvian 
Lithuanian 
Macedonian 
Malay 
Malayalam 
Marathi 

Norwegian 
Polish 
Portuguese 
Punjabi 
Romanian 
Russian 
Russian for Estonia 
Serbian 
Slovakian 
Slovenian 
South African English 
Spanish 
Swedish 
Tamil 
Telugu 
Turkish 
UK English 
Ukrainian 
Urdu 

To order an authorized translation of the MMSE, contact Custsup@parinc.com or call 
1.800.331.8378 

Cost: 
MMSE Comprehensive Kit (includes MMSE Clinical Guide, Pocket Norms Card, 
User's Guide, and 50 Test Forms) Kit Value: $139.00 

$135.00 

MMSE Test Forms (pkg/50)... 
2-4 packages (price per package)... 
5 or more packages (price per package)... 

$62.00
$60.00
$58.00

 

MMSE Clinical Guide with Pocket Norms Card $72.00 
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Chinese Translations of the MMSE 
 
CMMS: 
 
A minimally adapted Chinese version of the MMSE, the CMMS, has been used in 
epidemiological studies in Shanghai (Katzman et al., 1998; Zhang et al., 1990) and Beijing (Li 
et al., 1991).  
 
Most of the items on the MMSE were directly translated. Items requiring major adaptations 
include:  

(1)  “No if’s, and’s, or but’s,” was substituted by “forty-four stone lions.” 
(2) “Please close your eyes” was replaced by “Please raise your hands.” Because “close 

eyes” sometimes has a death connotation in the Chinese culture. 
(3) Instead of “Please write a sentence,” the respondent was asked to “Say a sentence” to 

guard against failure on this item due to inability to write as a result of lack of 
education. 

 
Advised cut-off scores for different levels of education: 

 No education cut-off: <18  
 Elementary school education cut-off: <21 
 Middle school education cut-off: <24 

 
CMMSE: 
 
CMMSE can be downloaded from the National Alzheimer’s Association website at: 
http://www.alz.org/professionals_and_researchers_chinese_communities.asp#assessment   
 
CAMSE: 
 
While the CMMS proved appropriate for testing the more Westernized and educated 
individuals living in these metropolitan areas, the MMSE required further adaptations to 
effectively assess cognitive impairment in the less-educated, rural-dwelling individuals who 
comprise 80% of mainland China’s population (Xu et al., 2003) In developing the Chinese-
adapted MMSE (CAMSE) for persons with little or no formal education, Xu et al. strove to 
keep the contents of test items similar to those of the original MMSE while reducing language 
dependence and increasing sociocultural relevance. For example, in the CAMSE, the elder is 
asked to name a button rather than a pencil, because an illieterate individual would have little 
experience with a writing instrument. Similarly, as reading and following the written 
command ”Close your eyes” would be inappropriate for an illiterate individual, the comparable 
item in the CAMSE involves orally directing the elder to imitate the posture of a man with his 
arms crossed over his chest, as illustrated in a cartoon.  
 
Advised cut-off scores based on literacy: 

 For illiterate individuals: <22 
 For literate individuals: <20 
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Cantonese Version of MMSE: 
 
This is an adapted Cantonese version of the MMSE. Adaptations include: 

(1) “No if’s, and’s, or but’s” was changed to a Cantonese phrase of “Uncle buys fish  
intestine 姨丈買魚腸.” 

(2) “Please close your eyes” was replaced by “Please raise your hands” for the same 
reason as described in CMMS. 

(3) Instead of “Please write a sentence,” the respondent was asked to “Say a sentence.” 
(4) Instead of spelling “W-O-R-L-D” backwards, respondents were asked to reverse five 

digits. 
 
Advised cut-off scores: 19/20 
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Mini-Cog 
 
The Mini-Cog is a very simple and quick test carried out by a doctor or clinician. It takes 
about 3 minutes to administer and is often used in emergency departments to identify people 
who require further investigation into their clinical presentation. 

The test consists of a three item recall and a clock drawing test. 

1)First the 'patient' is asked to repeat three unrelated words. This is the same as in the Mini 
Mental State Examination (MMSE). 
 
(2)The 'patient' is then asked to draw a clock. This is the same as the Clock Drawing Test 
(CDT). 
 
(3)The 'patient' is then asked to recall the three words. 
 
Results of the Mini-Cog 
If the 'patient' is unable to recall any of the three words then they are categorized as 'probably 
demented. If they can recall all three words then they are categorized as 'probably not 
demented'. People who can recall one or two words are categorized based on their clock 
drawing test. 
 
Results of the Clock Drawing Test 
If the 'patient draws a clock that is in any way abnormal they are considered as 'probably 
demented'. If the clock is normally constructed then they are considered 'probably not 
demented'. 

The mini-Cog test results only contribute to a diagnosis of dementia. The test cannot be used 
in isolation in diagnostic tests for Alzheimer's. 
 
The Mini-Cog has been used in various Chinese and Spanish languages and dialects, Italian, 
Japanese, and Vienamese. The issue is one of which three unrelated words to use. In an 
Italy study where education levels are very low (<5 years), extremely simple words (the Italian 
equivalent of house-cat-green) were used; in better educated groups 'banana-sunrise-chair' 
was adopted.   
  
You can pick words that you think are appropriate to the population. The key, however, is to 
be sure that they are truly unrelated to each other and unrelated to probable stimuli in the 
testing room. For example, you wouldn't want to pick 'pen' as one of the words, then hand the 
subject/patient a pen to draw the clock with.  
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The Cognitive Abilities Screening Instrument (CASI) 
 
The Cognitive Abilities Screening Instrument (CASI) has a score range of 0 to 100 and 
provides quantitative assessment on attention, concentration, orientation, short-term memory, 
long-term memory, language abilities, visual construction, list-generating fluency, abstraction, 
and judgment. Scores of the Mini-Mental State Examination, the Modified Mini-Mental State 
Test, and the Hasegawa Dementia Screening Scale can also be estimated from subsets of 
the CASI items. 
Typical administration time is 15 to 20 minutes. Record form, manual, videotape of test 
administration, and quizzes to qualify potential users on the administration and scoring of the 
CASI are available upon request. 
 
Chinese version: http://content.karger.com/ProdukteDB/produkte.asp?Doi=66024  
 
CASI in English has two versions.  CASI Version E-1.0 is for computer scoring and is meant 
for large studies.  In this 1.0 version, each item's score is an integer in order to simplify 
computer input, and all domain scores are calculated automatically by computer before they 
are summed to the CASI Total score.  In this version and for the two domains of Short-Term 
Memory and Language, their item scores go through some simple arithmetic manipulations 
before they are summed to the domain scores,  In contrast, CASI Version E-1.1  is meant for 
clinical use where the domain and total scores usually need to be hand calculated right after 
CASI administration.   In the 1.1 version, some of its item scores for Short-Term Memory and 
Language involve decimal points, but the domain scores are simply summed from its 
constituent item scores. (based on email communications with Professor Evelyn Teng) 
 
Please note that the Vietnamese version of the CASI has not been validated outside of the 
one project.  
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Clock Drawing Test 
 
This is a simple test that can be used as a part of a neurological test or as a screening tool 
for Alzheimer's and other types of dementia.  

The person undergoing testing is asked to; 
Draw a clock 
Put in all the numbers 
Set the hands at ten past eleven. 

Scoring system for Clock Drawing test (CDT) 
There are a number of scoring systems for this test. The Alzheimer's disease cooperative 
scoring system is based on a score of five points. 

1 point for the clock circle 
1 point for all the numbers being in the correct order 
1 point for the numbers being in the proper special order 
1 point for the two hands of the clock 
1 point for the correct time. 
A normal score is four or five points. 

The test can provide huge amounts of information about general cognitive and adaptive 
functioning such as memory, how people are able to process information and vision. A 
normal clock drawing almost always predicts that a person's cognitive abilities are within 
normal limits. The Clock Drawing test does offer specific clues about the area of change or 
damage. Research varies on the ability of the Clock Drawing test to differentiate between, for 
example, vascular dementia and Alzheimer's disease. The CDT has been shown to lack 
sensitivity for mild cognitive impairment. 

For more information, visit: 
http://www.neurosurvival.ca/ClinicalAssistant/scales/clock_drawing_test.htm#settingandscori
ng  
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The Montreal Cognitive Assessment (MoCA) 

The MoCA is a brief cognitive screening tool with high sensitivity and specificity for detecting 
MCI as currently conceptualized in patients performing in the normal range on the MMSE 
(over 25 points). It takes about 10 minutes to complete. 

It is available in the following languages: English, Arabic, Afrikaans, Chinese (Beijing), 
Chinese (Cantonese), Chinese (Hong Kong), Chinese (Taiwan), Czech, Croatian, Danish, 
Dutch, Estonian, French, Finnish, German, Greek, Hebrew, Italian, Japanese, Korean, Polish, 
Portuguese, Portuguese (Brazil), Serbian, Spanish, Swedish, Thai, Turkish, Vietnamese 

The test itself and instructions can be downloaded at: http://www.mocatest.org  

MoCA may be used, reproduced, and distributed WITHOUT permission if it is for clinical, 
educational or research use at Universities/Foundations/Health 
Professionals/Hospitals/Clinics/Public Health Institutes. 

For more information, contact Dr. Ziad Nasreddine MD info@mocatest.org 
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Depression Scales 
 
Geriatric Depression Scale (visit: http://www.stanford.edu/~yesavage/GDS.html ) 
 
Other available versions: 
Arab, Chinese, Creole, Danish, Dutch, Farsi, French, German, Greek, Hebrew, Hindi, 
Hungarian, Icelandic, Italian, Japanese, Korean, Lithuania, Malay, Maltse, Norwegian, 
Portuguese,  Rumanian, Russian, Russian Ukrainian, Spanish, Swedish, Thai, Turkish, 
Vietnamese, Yiddish 
 
There is no copyright. These can be downloaded and copied at no cost.  
 
 
 
Beck Depression Inventory II 
 
Publisher: Pearson (http://pearsonassess.com/haiweb/cultures/en-
us/productdetail.htm?pid=015-8018-370 ) 
 
The complete kit that includes Manual and 25 forms sell for $109.  
It’s also available in Spanish. 25 Spanish forms sell for $49. 
  







































Topics Include:

Part I: Risk of Dementia

Part II: Assessment of Dementia in 
Diverse Populations

Part III: Treatment and 
Management of Dementia

Part IV: Working With Families
(14 chapters featuring
diverse populations)

Part V: Community Partnerships for 
Support of Ethnic Elders and 
Families

Preview Available at: amazon.com

http://www.amazon.com/Ethnicity-Dementias-Second-Gwen-Yeo/dp/0415954053/ref=sr_1_1?ie=UTF8&qid=1257985350&sr=8-1
http://www.amazon.com/Ethnicity-Dementias-Second-Gwen-Yeo/dp/0415954053/ref=sr_1_1?ie=UTF8&qid=1257985350&sr=8-1
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