The Stepped Care in Clinic Question and Action Set
	Patient Participant Information



	Centre
	

	Assigned No.
	

	Date of birth
	dd/mm/yyyy

	Ethnicity
	



	STEP 1



	1 
	Which ONE option from the below do you think related to you? 
	2 mins

	Circle the number which corresponds to your answer. (Hoehn & Yahr stagging)

	1
	Unilateral involvement only usually with minimal or no functional disability

	2
	Bilateral or midline involvement without impairment of balance

	3
	Bilateral disease: mild to moderate disability with impaired postural reflexes, physical independent

	4
	Severely disabling disease; still able to walk or stand unassisted

	5
	Confinement to bed or wheelchair unless aided



	2 
	Please complete all the below questions about symptoms.
	5 mins

	This relates to what you may be experiencing over the past 1 months. Please answer all questions. 

	1
	Dribbling of saliva during the daytime
	YES
	NO

	2
	Loss or change in your ability to taste or smell
	YES
	NO

	3
	Difficulty swallowing food or drink or problems with choking
	YES
	NO

	4
	Vomiting or feeling of sickness (nausea)
	YES
	NO

	5
	Constipation (less than 3 bowel movements a week) or having a strain to pass a stool
	YES
	NO

	6
	Bowel (faecal) incontinence
	YES
	NO

	7
	Feeling that your bowel emptying is incomplete after having been to the toilet
	YES
	NO

	8
	A sense of urgency to pass urine makes you rush to the toilet
	YES
	NO

	9
	Getting up regularly at night or passing urine
	YES
	NO

	10
	Unexplained pains (not due to known conditions such as arthritis)
	YES
	NO

	11
	Unexplained change in weight (not due to change in diet)
	YES
	NO

	12
	Problems remembering things that have happened recently or forgetting to do things
	YES
	NO

	13
	Loss of interest in what is happening around you or doing things
	YES
	NO

	14
	Seeing or hearing things that you know or are told are not there
	YES
	NO

	15
	Difficulty concentrating or staying focussed
	YES
	NO

	16
	Feeling sad, low, blue
	YES
	NO

	17
	Feeling anxious, frightened, or panicky
	YES
	NO

	18
	Feeling less interested in sex or more interested in sex
	YES
	NO

	19
	Finding it difficult to have sex when you try
	YES
	NO

	20
	Feeling lightheaded, dizzy, or weak standing from sitting or lying
	YES
	NO

	21
	Falling
	YES
	NO

	22
	Finding it difficult to stay awake during activities such as working, driving, or eating
	YES
	NO

	23
	Difficulty getting to sleep at night or staying asleep at night
	YES
	NO

	24
	Intense, vivid dreams, or frightening dreams
	YES
	NO

	25
	Talking or moving about in your sleep as if you are ‘acting’ out a dream
	YES
	NO

	26
	Unpleasant sensations in your legs at night or while resting and feeling that you need to move
	YES
	NO

	27
	Swelling of your legs
	YES
	NO

	28
	Excessive sweating
	YES
	NO

	29
	Double vision
	YES
	NO

	30
	Believing things are happening to you that other people say are not true
	YES
	NO



	3 
	Combined grading
	1 mins

	This will be completed by your clinician. 

	1
	Motor
	Hoehn and Yahr score (1-5)
	HY1 = mild
HY2 = moderate
HY3 = moderate
HY4 = severe
HY5 = severe

	2
	Non Motor
	NMS Questionnaire score (/30)
	0             = No NMS
1 – 5       = Mild burden
6 – 9       = Moderate burden
10 – 13   = Severe burden
Over 14  = Very severe burden



	4 
	Dyskinesias and Fluctuation enquiry
	2 mins

	Please answer all questions.

	1
	In the past month, of the hours you are awake, do you experience any uncontrollable movements (wiggling, twitching, or jerking movements) of your limbs?
	YES
	NO

	1a
	If YES, in the past month, does the uncontrollable movements impact your ability to do things or being with people?
	YES
	NO

	2
	In the past month, have you found you have periods of the day you feel your medications are not working for Parkinson’s and can experience symptoms (‘OFF’ time, low time).
	YES
	NO

	2a
	If YES, in the past month, are these periods of OFF time predictable most of the time?
	YES
	NO



	5 
	Gait and Freezing of Gait enquiry
	2 mins

	Please answer all questions.

	1
	Over the past month, have you usually had problems with balance and walking?
	YES
	NO

	2
	Over the past month, on your usual day when walking, do you suddenly stop or ‘freeze’ as if your feet were stuck or sticking to the floor?
	YES
	NO





	STEP 2



	1 
	Assign subtype
	5-7 mins

	

	[1] Cognitive subtype

	The Williams Grey test
	Score

	a)
	Please copy intersecting pentagon:

	[image: 5: Intercalated pentagons used in the Mini-Mental State Examination... |  Download Scientific Diagram]
	


One point is given for lines drawn or attempt to draw a figure, 2 for drawing a figure, 3 for two figures not overlapping: 4 for two overlapping figures, 5 for an overlapping connection and one figure being a pentagon, and 6 for the correct copy.

	

	b)
	Name as many animals in 90 seconds as you can.
(up to 20 should be names – 1 point per animal named, out of 20)
	

	c)
	NMS Questionnaire abnormal neurocognitive items score for 12 – 17
(out of 6, minimum 2/6 for subtype)
	

	[2] Sleep subtype

	a)
	Perform an Epworth Sleepiness Scale
(abnormal score >12)
	

	
	

	
	How likely are you to dose off or fall asleep in the situations below, in contrast to feeling tired? This refers to your usual way of life in recent times.

Use the scale as follows for each situation: 
0 would never doze; 
1 slight change of dozing; 
2 moderate chance of dozing; 
3 high change of dozing

	
	Sitting and reading
	

	
	Watching TV
	

	
	Sitting, inactive in a public space (e.g. a theatre of a meeting)
	

	
	As a passenger in a car for an hour without a break
	

	
	Lying down to rest in the afternoon when circumstances permit
	

	
	Sitting and talking to someone
	

	
	Sitting quietly after a lunch without alcohol
	

	
	In a car, while stopped for a few minutes in the traffic
	

	
	

	b)
	NMS Questionnaire abnormal sleep items scores for 22 - 26
(out of 5, minimal 2/5 for subtype)
	

	[3] Autonomic subtype

	a)
	NMS Questionnaire abnormal autonomic items scores for 1-8, 20, 28
(out of 10, minimal 5/10 for subtype)
	

	[4] Overlap Syndrome

	a)
	Overlap of all domains 
(clinical discretion is important)
	



	STEP 3

	Vital 3: oral, gut, and vision 
	5 mins

	

	a
	Oral health checked in the last 12 months?
	Yes
	No
	Not required

	
	Are you screening for problems with teeth and oral hygiene and providing oral health advice (dentist 1/year?)
	
	
	

	b
	Gut health checked in the last 12 months? 
	Yes
	No
	Not required

	
	Had a helicobacter pylori test
	
	
	

	
	Are you encouraging 2L of water daily to avoid constipation?
	
	
	

	
	Are you providing advice on how to optimise Levodopa medications by avoiding dairy/protein for 45 minutes after intake?
	
	
	

	c
	Vision health checked in last 12 months?
	Yes
	No
	Not required

	
	Night vision
	
	
	

	
	Diplopia
	
	
	

	
	Are you discussing any sudden onset of sleep attacks if patients are still driving?
	
	
	

	Vital 4: bone and frailty 
	5 mins

	

	a
	Bone health checked in the last 12 months?
	Yes
	No
	Not required

	
	Do you check bloods for calcium levels annually in patients over 50?
	
	
	

	
	Do you check blood vitamin D levels annually in patients over 50?
	
	
	

	
	Do you check if the patients over 50 are taking vitamin D supplements?
	
	
	

	
	Are you referring over 50-year-old patients for a DEXA bone scan?
	
	
	

	
	Are you enquiring about falls and fractures in the last 12 months?
	
	
	

	       Vital 5: co-medication 
	5 mins

	

	a
	Anticholinergic index checked
	Yes
	No
	Not required

	
	Anticholinergic index score (see table below)
	
	
	

	b
	Impulsivity disorder checked
	Yes
	No
	Not required

	
	Has the patient been spending more money or gambling?
	
	
	

	
	Has the patient been eating lots of sweets/ chocolates at night?
	
	
	

	
	Has the patient been eating generally lot more and increased their weight?
	
	
	

	
	Has the patient been expressing hypersexual behaviours or feelings? 
	
	
	

	
	Has the patient been behaving odd or being very impulsive?
	
	
	

	
	Has the patient been doing certain tasks, hobbies, behaviours more compulsively or excessively than normal?
	
	
	


 	 
	Medications with anticholinergic effect

	Very strong
3 points per drug
	Strong
2 points per drug
	Moderate
1 point per drug

	

	Amitriptyline
	Baclofen
	Haloperidol

	Atropine
	Cetirizine
	Methocarbamol

	Benzatropine
	Cimetidine
	Metoclopramide

	Hyoscyamine (Hyoscine)
	Clozapine
	Mirtazapine

	Imipramine
	Cyclobenzaprine
	Paroxetine

	Meclizine
	Desipramine
	Pramipexole

	Oxybutynin
	Loperamide
	Quetiapine

	Perphenazine
	Nortriptyline
	Ranitidine

	Promethazine
	Olanzapine
	Risperidone

	Thioridazine
	Prochlorperazine
	Selegiline

	Thiothixene
	Pseudoephedrine
	Trazodone

	Tizanidine
	Tolterodine
	Ziprasidone

	Trifluoperazine
	Biperiden
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Patient Participant Information  

 

Centre   

Assigned No.   

Date of birth  dd/mm/yyyy  

Ethnicity   

 

STEP 1  

 

1   Which ONE option from the below do you think related to you?   2 mins  

Circle the number which corresponds to your answer. (Hoehn & Yahr stagging)  

1  Unilateral  involvement only usually with minimal or no functional disability  

2  Bilateral or midline  involvement without impairment of balance  

3  Bilateral disease: mild to moderate disability with impaired postural reflexes, physical independent  

4  Severely disabling disease; still able to walk or stand unassisted  

5  Confinement to bed or  wheelchair unless aided  

 

2    Please complete all the below questions about symptoms.  5   mins  

This relates to what you may be experiencing over the  past   1   months . Please answer all questions.   

1  Dribbling of saliva during the daytime  YES  NO  

2  Loss or  change in your ability to taste or smell  YES  NO  

3  Difficulty swallowing food or drink or problems with choking  YES  NO  

4  Vomiting or feeling of sickness (nausea)  YES  NO  

5  Constipation (less than 3 bowel movements a week) or having a strain to pass a  stool  YES  NO  

6  Bowel (faecal) incontinence  YES  NO  

7  Feeling that your bowel emptying is incomplete after having been to the toilet  YES  NO  

8  A sense of urgency to pass urine makes you rush to the toilet  YES  NO  

9  Getting up regularly at night or  passing urine  YES  NO  

10  Unexplained pains (not due to known conditions such as arthritis)  YES  NO  

11  Unexplained change in weight (not due to change in diet)  YES  NO  

12  Problems remembering things that have happened recently or forgetting to do things  YES  NO  

13  Loss of interest in what is happening around you or doing things  YES  NO  

14  Seeing or hearing things that you know or are told are not there  YES  NO  

15  Difficulty concentrating or staying focussed  YES  NO  

16  Feeling sad, low, blue  YES  NO  

17  Feeling anxious, frightened, or panicky  YES  NO  

18  Feeling less interested in sex or more interested in sex  YES  NO  

19  Finding it difficult to have sex when you try  YES  NO  

20  Feeling lightheaded, dizzy, or weak standing from sitting or lying  YES  NO  

21  Falling  YES  NO  

22  Finding it difficult to stay awake during activities such as working, driving, or eating  YES  NO  

23  Difficulty getting to sleep at night or staying asleep at night  YES  NO  

24  Intense, vivid dreams, or frightening dreams  YES  NO  

25  Talking or moving about in your sleep as if you are ‘acting’ out a dream  YES  NO  

26  Unpleasant sensations in your legs at night or while  resting and   feeling that you need to  move  YES  NO  

27  Swelling of your legs  YES  NO  

28  Excessive sweating  YES  NO  

29  Double vision  YES  NO  

30  Believing things are happening to you that other people say are not true  YES  NO  

 

