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Appendix 4

Client Name:

Client Number:

SUICIDE  RISK  SCALE


Date
SUICIDE RISK SCALE RATINGS

SCORE

0 – 8
Low Risk
Suicide may be brought up as a threat, a way to be listened to but no plans, no means.  Satisfactory social support, close contact with significant others.  Has goals for the future.  No prior attempts, makes safety plan without hesitation.  No mental health concerns.

8 – 12
Low – Moderate Risk
Ongoing suicidal ideation but no plans or means.  Considered suicide with low-lethality method.  Has satisfactory support network.  Possibly one prior lower lethality attempt.  Makes safety plan with minimal hesitation.

12 – 16
Moderate Risk

Has considered suicide with high lethal method but no specific plan or low lethality method with several previous attempts.  Ambivalent about living.  Social support may be limited.  Some symptoms of depression, difficulties in school/work, possible substance misuses, acting out, or withdrawal.  Reluctant to discuss safety plan.  Some mental health concerns.

16 – 20
Moderate – High Risk

High lethality plan, obtainable means.  History of previous attempt.  Social support is limited.  Depressed and wants to die.  Refuses to make safety plan.

20 – 30
High Risk

High lethality plan with available means.  History of high lethal suicide attempts.  Minimal or no social support.  Depressed and threatened with a serious loss.  Refuses to make safety plan.

*Note:  Increased risk includes indicators in previous risk levels.

Reference with permission and with thanks:

South Fraser Regional Crises Line

Depression
1 – vague feelings of depression / sadness










2 – feelings of hopelessness / helplessness










3 – hopeless, helpless, changes in eating, sleeping, energy level









Significant others
1 – several are available










2 – few are available










3 – only one or none are available









Physical isolation
1 – no withdrawal










2 – beginning to withdraw










3 – withdrawn and isolated









Alcohol or Drug Use
1 – infrequent use










2 – frequent or increasing use










3 – continual misuse









Recent loss
1 – none or one loss over a year ago










2 – one within last 12 months










3 – recent or accumulative losses









Illness
1 – presence of mental or physical illness










2 – problems with mental or physical illness










3 – struggling with mental or physical illness









Plan
1 – vague, no details










2 – some details










3 – specific details









Method / Means
1 – prescription drugs, knife










2 – street drugs, alcohol, car wreck










3 – gun, hanging, jumping









Availability
1 – not obtainable










2 – obtainable










3 – at hand









Prior Attempts
1 – threats, no attempts










2 – minor attempts, public attempts










3 – recent attempts, hospitalized, private attempts









Score










Suicide Risk Scale Ratings










Assessor’s Initials
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Appendix 5

Maple Ridge Inventory (MRI) @1999 Simon Fraser Health Region
Appendix 5

Client Name and Number: _____________________________         Examiner: _________________________________          Date:  _____________________

*Rate all scales as per the past 2 weeks (unless otherwise indicated)
LEVEL OF IMPAIRMENT


Healthy
(1)
Questionable
(2)
Mild
(3)
Moderate

(4)
Severe
(5)

1) PRESENT
PERFORMANCE ADLs
No assistance needed
Needs minor (weekly)

assistance/services in

place
Needs moderate-major

assistance/adequate

services in place
Needs moderate-major

assistance/services

inadequate
Needs major assistance/

services absent

2) PRESENT
PERFORMANCE IADLs
(including banking)
Does all own IADLs
Adequate with some

assistance
Needs regular help and

supervision
Needs moderate-major

assistance/services

inadequate
Needs major assistance/

services absent

3) SOCIAL/
INTERPERSONAL
Full adaptive SS system

(family, friends,

community)
Functioning but limited

SS system
Strained and limited SS

system
Homemakers or facility

staff only
Isolated

4) ACTIVITY INDEX
In past month
(eg. church, leisure)
Involved >4 times/week
Involved 2 times/week
Involved 1 time/week
Monthly
None

5) MOOD/AFFECT
Absent/intact

(no mood features)
Mood features are not

impairing functioning
Mood syndrome impairs

functioning
Mood syndrome impairs

support system

functioning
Disabling/mood

syndrome impairs

functioning and exceeds

environment

6) COMMUNICATION
No language/

communication problem
Minor difficulties but able

to adapt/conveys ideas

adequately
Moderate language

difficulties interfere with

conversation/unable to

adapt
Severe language

difficulties/unable to 

adapt
No functional

language/listener must

infer needs

7) MEMORY/ORIENTATION
No memory

problems/fully oriented
Memory problems are not

impairing functioning
Decline in recent

memory only.
Impaired learning of new

information (amnesia)
Loss of recent and

remote memory

8) AGGRESSION
Not aggressive
Verbal response

aggression only
Physical response

aggression
Verbal spontaneous

aggression
Physical spontaneous

aggression

9) SUICIDE RISK
No suicide risk
Passive death wish only
Frequent ideation
Suicidal gestures/plan
Attempts

10) REALITYTESTING
(rate most severe)
No delusions or

perceptual disturbance
Illusions only with intact

insight
Delusion-like conclusion

not firmly held
Perceptual disturbance

mistaken for reality 
Psychotic-acts on

delusions/hallucinations

Activity/Services: (Sum of items 1‑4)

20

Symptoms/Therapeutics: Sum of items 5‑10)

30

Total:

50

SCREENING TOOLS  
Appendix 6

Screening Tool
Description/Purpose of Tool
Administration and Scoring

Method
Approximate

Length of Time to

Administer & Frequency

Geriatric Depression Scale (GDS)
A 15 item scale used to screen for

depression in the older adult
Self-administration (see Client Form) preferred or with assistance. Scoring Form completed by professional.  Both forms scored by professional.
15 minutes

repeat q 2-4 weeks

Mini Mental Status Examination

(MMSE)
A brief screening test to assess for impairment in cognitive function in the domains of memory, orientation, language, praxis, attention and concentration 
Administered and scored by health care professional.  Interview style assessment with specific questions.
15 minutes

initial assessment & repeat pre-discharge

Cornell Scale for Depression in 

Dementia (CSDD)
A 19 item scale to assess for signs and 

symptoms of major depression in

individuals with a diagnosed

dementia
Administered and scored by health care professional.  Information is obtained from direct observation, interview of client, and an informant such as a caregiver.  Ratings should be based on signs and symptoms during one week prior to both client interview and informant interview.
20 minutes

repeat q 4-6 weeks

Maple Ridge Inventory (MRI)
An 10 item inventory which

determines levels of functioning, over

a designated time period, in the

domains of self-care activities,

psychological , social functioning and

specific behaviours of concern to

health care providers.
Complete tool after observation and interview by health care professional. Initial interview provides behavioural data to be monitored and recorded for changes over a period of time.
5 minutes

repeat weekly
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SCREENING TOOLS (cont.)

Screening Tool
Description/Purpose of Tool
Administration and Scoring
Method
Approximate
Length of Time to
Administer & Frequency

WONCA Charts
A series of charts that measures the
functional health status and quality of
life, specifically: self care, health,
psychological and social functioning.
Self-administration preferred or with assistance using interview format.  Scored and interpreted by health care provider.  Functioning is assessed over  two week period.
15 minutes
Initial assessment &

pre-discharge

CAGE Questionnaire
A four (4) item questionnaire used to
screen for the severity of alcohol use. 
Administered and scored by a health
care professional using an interview
within the context of an assessment
interview.
15 minutes

Initial assessment

Geriatric Michigan Alcohol
Screening Tool (G-Mast)
A 24 question test administered to
screen for the presence and severity of alcohol use in the older adult.
Self administered or by a health care
provider. Scored by a professional
Approx 20 minutes

Initial assessment

Suicide Risk Assessment
A checklist with 10 categories completed by health care professional based on client interview or as per agency.
Completed & scored by health care professional after client interview
5 minutes

Frequency based on client level of risk
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ANTIDEPRESSANTS - TYPES, DOSES & SIDE EFFECTS IN THE FRAIL ELDERLY
Appendix 14
Drug
Start Dose (mg)
Effective Range (mg/d)
Other Indications 
Hypo-tension
Antichol-inergic
Sedation
GI Upset
Other

Selective Serotonin Reuptake Inhibitors (SSRI)

Citalopram* 

(Celexa)
10
10-40
OCD, panic, neuro pain
Mild 
-
Mild-Mod
Moderate
H/A, EPS?(Na 

Fluvoxamine*

(Luvox)
25-50
50-200
OCD
Mild
-
Moderate
Moderate-High
Agitation, EPS, H/A, Nightmares, ( Na, D.I.

Paroxetine* (Paxil)
5
10-30
Anxiety, OCD, panic, pain
Mild
Mild-Mod
Mild
Moderate
Agitation, H/A, Insomnia, EPS?, ( Na, D.I.

Sertraline* (Zoloft)
25
50-200
Anxiety, OCD, panic
Mild
-
Mild
Mod-strong
Agitation, H/A, 

( Na, Insomnia, EPS?

Serotonin Norepinephrine Reuptake Inhibitors (SNRI)

Mirtazapine (Remeron)
7.5-15.0
15-45
Anxiety, Panic, sleep
Mod
Mod
Mod-High
Mod
Wt. Gain, H/A

Venlafaxine* (Effexor)
18.75 reg

37.5 XR
75-450
Neuro. pain, anxiety, panic
May increase BP
-
Mild
Mod
Agitation, H/A, insomnia, tremor

Reversible MAO Inhibitors (RIMA)

Moclobamide (Manerix)
50
150-600?

Moderate
Mild
Mild
-
Agitation, insomnia

Dopamine Modulator

Bupropion (Wellbutrin)
100 SR
100-300 SR
Smoking cessation 
Mild
Mild
Mild
Mild-Mod
Tremor, seizures, agitation, wt. Loss, insomnia

Atypical

Nefazodone (Serzone)
50
150-500
pain
Mild 
-
Mild-Mod
Mod
Headache, drug interactions

Trazodone (Desyrel)
12.5-25
50-250
Insomnia, neuro. pain
Mod
-
Mod
Mild
Priapism, Headache

Tricyclic

Desipramine + (Norpramin/ Pertofrane)
10
25-100
Neuro. Pain, Melacholic depression
Mild 
Mild
Mild
-
Cognitive effects (Delirium)

Nortriptyline + (Aventyl)
10
25-100
Neuro. pain
Mild 
Mild-Mod
Mild-Mod
-
Cognitive effects (Delirium)

* first line medication











D.I. - Drug Interactions



+ dosage guided by serum levels










H/A - Headache






table modified with permission from Dr. R. Malyuk, 2002

             OCD – Obsessive Compulsive Disorder
