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DEPRESSION:  IDENTIFICATION AND INTERVENTIONS

Clinical Practice Guideline
1.
PURPOSE

The interdisciplinary team will provide a co-ordinated, consistent approach with in the continuum of care for depression in the older adult.

2.
BACKGROUND

Depression is a prevalent but underrecognized and undertreated mental health issue of the elderly. It is estimated that major and minor depression occur in those over 65 years of age at the following rates: community dweller (13%), medical outpatient (24%), acute care (30%) and care facilities (43%) (Kurlowicz, 1997).  The number of incidents of depression increases in those with severe and chronic disabling conditions; such as those elderly in acute and long-term care settings. Depression frequently coexists with Dementia.  

Depression contributes to functional decline in the older person.  The symptoms present differently in an older person than a younger person.  The older adult may deny changes in mood, behaviour, and feelings of worth, usefulness and vibrancy.  They often attribute these feelings to being older or declining health.  Depression in the elderly may present with somatic complaints.  The recovery rate varies; approximately one-third of those depressed will recover with treatment with no remissions, another third will recover from an episode and then relapse, while another third will only partially or never recover.  It is meaningful to screen for indicators of depression in all clients and to initiate appropriate treatment options.  When consistent instruments are used in assessing older persons for depression their functional abilities and mood alterations can be tracked over time.  Further, timely initiation of appropriate interventions can improve the older persons quality of life and assist in maintaining their independence and sense of well being. 

RISK FACTORS include the following:


Pain (Chronic)


Medical illnesses


Substance Abuse


Previous depressive episode


Female gender


60 years of age


Lack of support


Presence of psychotic symptoms



Male gender (high suicidal risk)

Stressful life events (i.e. multiple losses, change in residence etc.)

3.
DEFINITIONS

3.1
Depression is a mood disorder, which involves disturbances in emotional, cognitive, behavioural and somatic regulation.  A clinical depression or mood disorder is a syndrome that is not a normal reaction to life’s difficulties (Agency for Health Care Policy & Research (AHCPR), vol. 1, 1993(. Recognising and diagnosing late-life depression can be difficult as many persons attribute the symptoms to old age or other medical conditions.

3.2 Major Depressive Episode, according to DSM IV TR: The presence of the following symptoms are present during the same 2 week period and is to include one of the following:  1) depressed mood 2) loss of interest or pleasure, and five (5) or more of the following symptoms:

S leep - insomnia or hypersomnia

I  nterest – loss of pleasure & interest

G uilt - inappropriate guilt or feelings of worthlessness

E nergy - loss of or fatigue

C oncentrate - diminished ability to think, concentrate, indecisive

A ppetite - significant weight gain or loss

P sychomotor - agitation or retardation

S uicidal ideation - thoughts of death, attempts or plans for suicide
Major Depressive Disorder consists of one or more episodes of major depression with or without full recovery between these periods.


Other behaviours associated with depression include the following: worry, anxiety, memory difficulties, somatic complaints, rejection sensitivity, symptoms that occur at regular times of the year, hallucinations, delusions Canadian Network for Mood and Anxiety Treatments (CANMAT), 1999(.
3.3 Minor Depressive Disorder is characterised by episodes of at least 2 weeks of depressive symptoms but with fewer than 5 symptoms using SIGECAPS with less impairment than a major depression (CANMAT,1999, DSMIV TR, 1997).

3.4 Complicated Bereavement:  Depressed mood related to a loss 

(bereavement) that impairs function without progressing towards resolution. 

3.5 Dysthymia is a mood disorder related to depression with many of the same symptoms, however, thoughts of suicide or death are generally absent and the person is able to function.  Persons with dysthymia typically have been depressed most of the day on most days for at least 2 years (CANMAT, 1999).  They describe themselves as “sad” or “down in the dumps” (DSMIV TR, 1997).

3.6 Psychotic Depression has the same criteria for major depression plus the essential feature of hallucinations and delusions (CANMAT, 1999).

4.
STANDARDS

4.1 
Assess for depression risk factors on admission and when there is a change in behaviour, function and/or health status.  (See Algorithm for Depression, Appendix 1).

4.2  
If risk factors and depressive symptoms are present for depression, complete Geriatric Depression Scale (GDS). (See GDS Client Form, Appendix 2 or GDS Scoring Form, Appendix 3).

4.3
If GDS indicates depression, then screen for suicide risk (as per agency protocol or see appendix 4).

4.4
If initial assessment and/or GDS indicate professional concern contact the appropriate resource (e.g. family physician, emergency psychiatric response).

4.5
Continue with assessment using Maple Ridge Inventory (MRI) (Appendix 5).

4.6
If necessary, utilize other tools within this CPG.  See appendix 6 for Summary Of Assessment Tools.  Standardized Mini Mental Status Exam (SMMSE) or Mini Mental Status Exam (MMSE) (Appendix 7), Daily Target Behaviour Record (Appendix 8), CAGE Questionnaire (Appendix 9) and WONCA (Appendix 10), Geriatric Michigan Alcohol Screening Tool (G-MAST) (Appendix 11), Cornell Scale for Depression In Dementia (CSDD) (Appendix 12).

4.7
Consult with the Interdisciplinary team (including physician) to establish a plan of care.

4.8
Discuss the plan of care with the client.

4.9
Consult client regarding involvement of support persons.

4.10
Refer to appropriate resource prior to discharge.

4.11
Document as per agency standards.  Use Target Behaviour Summary Form (Appendix 13) to track clients progress.

5.
GUIDELINES

5.1
Assessment  
5.1.1 History and Interview

· Past history of mood disorders

· Past history (medical, social, and psychological) 

· Present and past history of use of herbals, over-the-counter medication and other medication

· History of mood disorders, what treatments in the past have been tried and which ones have worked

· Family history of mood disorders 

· Suicide (client and family)

· Increase substance use (smoking, alcohol, medication: prescribed and over-the-counter)

· Change in eating and weight (measure weight)

· Change in sleeping

· Change in behaviour

· Recent change in health status, unresolved pain, or somatic complaints

· Recent change in function (role obligation, self-care)

· Recent change in socio-economic status

· Feelings of hopelessness, helplessness and loneliness

· Cultural health beliefs and values

· Usual coping patterns to stress

· Previous assessment tool scores (GDS, MRI, SMMSE/MMSE, CAGE, etc.)
5.1.2 Observation of Client

· Appearance, attitude, motor activity, mood and affect

· Thought content (e.g. delusions, paranoia, suspiciousness)

· Perceptions (e.g. hallucinations)

· Thought processing (e.g. ability to focus on topic)

5.1.3
Tools – See Appendix 6 for Summary Of Assessment Tools to assist in deciding which tools to use.

· Geriatric Depression Scale (GDS) 

Note:  If client feeling hopeless, helpless and lonely and/or 

answered positively to GDS questions 3,8,12,14 

complete a suicide risk assessment 

· Maple Ridge Inventory  (MRI) 

· Standardized Mini Mental Status Exam (SMMSE) or MMSE

· Daily Target Behaviour Record 

· CAGE Questionnaire

· WONCA Chart 

· Geriatric Michigan Alcohol Screening Tool (G-MAST) 

· Cornell Scale for Depression In Dementia (CSDD) 

Guidelines for Interventions

· Interdisciplinary team reviews the assessment to develop an individualized care plan appropriate to the individual.

· Goal of treatment: Restore the client to their pre-depressive self with regard to thoughts, function and general outlook on life.

· Select interventions appropriate to the client depending on clinical setting and phase of illness.

· Refer client to the appropriate resources as needed such as: social work, recreation therapy, mental health, and home care.

· Provide client, family and caregivers with education on depression and all treatment approaches.

· Evaluate client response to therapeutic interventions (e.g. monitor weight weekly)

· Complete Target Behaviour Summary 

The following are some possible interventions which may be used:
5.1.3 Environmental Supports

· Ensure personal and therapeutic aids are available (e.g. glasses, hearing aid, and assisted devices)

· Provide a calm, soothing environment with opportunities to socialize in quiet place

· Decrease environmental stress and noise (appropriate lighting and pleasing music)

· Ensure meaningful possessions are in place

· Provide safe environment: grab bars, least restraint

· Provide appropriate external stimulation (e.g. roommate/social contact, music, television, and other enjoyable distractions)

5.1.4 Supportive Therapies

a.  Communication

· Increase client self awareness of depressive symptoms of depression

· Actively listen by validating feelings and/or experiences (empathy)

· Use a non-threatening manner

· Encourage the person to maintain as much independence and control as much as possible

· Strengthen therapeutic relationship (trust, respect)

· Discuss client experience with depression

· Assist client to identify positive aspects of life

· Reassure client that people can get better from depression

b. Supports

· Encourage regular visitors that help establish/maintain personal relationships, (e.g. pets, friends)
· Develop a consistent care plan and set achievable short term goals
· Build self-esteem and build on strengths
· Assist in planning activities of daily living (ADLs) to maintain as much independence and control as possible
· Identify coping strategies and assist to develop new strategies
c. Programming

· Support other professionals therapeutic approaches to care (e.g. encouraging participation, arranging transport, monitoring effects of therapy)

· Understand your role and depth of your involvement

· Examples of therapy include:  pet, volunteers, psychotherapy, cognitive behavioural therapy, interpersonal therapy, life review, reminiscencing, Seniors Well Aware Program, Electroconvulsive Therapy (ECT), and stress management

· Assist with planning a healthy life style (nutrition, spiritual, use of substances, sleep, activity and leisure)

5.1.5 Pharmacological Principles of Care

· Pharmacist to review drug profile for the last year, include herbals, alcohol, over the counter medication and illicit drugs
· Dosing, “Start low go slow”
· The right drug for the right reason
· Assess desired response to medications
· The best medication will restore the client to their pre-depression function with minimal side effects
· Provide client/family education (see Appendix TBA)
· Assess for side effects and adverse side effects of medication (Appendix 14)

· Monitor vital signs, including lying and standing blood pressure

· Tricyclic antidepressants should not be used as a first line therapy in the elderly due to side effects.

· Allow 4 – 6 weeks trial of antidepressant at optimal dose to see if effective before changing to another antidepressant American Psychiatric Association (APA), 1993.

· Augmentation strategies include the use of:  Antipsychotics, anxiolytics, and mood stabilizers (e.g. Gabapentin, Valproate, Lithium, Thyroid Hormones, Buspar, and Tryptophan)
· All clients should continue the antidepressant dose that induced remission for at least 6 months (Reesal et al., 2001)
6.0 DOCUMENTATION

6.1 Assessment

· Admission assessment (as per agency standards)

· Document assessed depression risk factors, target behaviours (see Appendix 8), function (see MRI Appendix 5), and health status

· Screening tools (GDS, MRI)

6.2 Progress Notes

· Analyse and summarise assessment and screening tools
· Monitor and track target behaviours (see Appendix 8)
· Repeat screening tools as per Appendix 6
· Record individualised interventions and evaluate effectiveness
· Monitor response to treatment approaches 

· Summarise evaluation of target behaviours and screening tools on Target Behaviour Summary Form (Appendix 13)

6.3 Care Plan

· Monitor target behaviours
· Date of next evaluation
7. 0
CLIENT EDUCATION  

· General information pamphlet (include lifestyle changes, signs of when you know you are becoming depressed)  *To be developed
· Medication information pamphlet *To be developed
· Depression screening pamphlet (order #PE571 from stores Fraser Authority) (Appendix 15)

· Lifestyle changes

· When will client know they are becoming depressed

· Self-Care Depression Program at www.mheccu.ubs.ca/publication 

8.0 EVALUATION

8.1
Number of clients identified with depression.

8.2
Clinical Practice Guideline Standard Review completed yearly (Appendix 16)
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Appendices Table

1. Algorithm

2. GDS Client Form

3. GDS Scoring Form

4. Suicide Risk Assessment (under development)

5. Maple Ridge Inventory

6. Summary of Tools 

7. Mini Mental Status Exam 

8. Daily Target Behaviour Record 

9. CAGE Questionnaire

10. WONCA Charts

11. Geriatric Michigan Alcohol Screening Tool (G-MAST)

12. Cornell Scale for Depression in Dementia (CSDD)

13. Target Behaviour Summary

14. Antidepressant Table

15. Depression Screening Pamphlet

16. Standard Review Form
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Appendix 1

ALGORITHM FOR DEPRESSION CPG

Behaviour

Risk Factors
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serving the residents of Simon Fraser, South Fraser and Fraser Valley
Appendix 2

Client Name:

Client Number:

CLIENT FORM

The Geriatric Depression Scale (GDS) – Short Form


Choose the best answer for how you felt over the past week
Please circle one

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 staying at home to going out and doing new things?
Yes
No

10. 
Do you feel you have more problems with memory than most people?
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

SOURCE:
Yesavage, J.A., et al. J. Psychiatry Res. 1982 – 1983; 17:37-49

02/09/01/spj/pmpr

(nso\form\nso\gds-short form(b)
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Appendix 3

Client Name:

Client Number:

SCORING FORM

The Geriatric Depression Scale (GDS) – Short Form


Choose the best answer for how you felt over the past week
Please circle one

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 staying at home to going out and doing new things?
Yes*
No

10. 
Do you feel you have more problems with memory than most people?
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

SCORING:
Count the number of “*” for a total score.
A score of 0 – 5 is normal; a score above 6 suggests depression.

SOURCE:
Yesavage, J.A., et al. J. Psychiatry Res. 1982 – 1983; 17:37-49

02/09/01 spj/pmpr

(nso/form/nso/short form)
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serving the residents of Simon Fraser, South Fraser and Fraser Valley
Appendix 7

Client Name:

Client Number:

MINI‑MENTAL STATE EXAMINATION (MMSE)

ORIENTATION
Score 1 for each correct.




(Max 10)


Where are you?


(Ask the general question first, then the specific questions below)


Name this place (building or hospital)



What floor are you on now?



What province are you in?



What city are you in? (If not in a city, score correct if city is correct)


What country are you in (or near) now?


What is the date today?


(Ask the general question first, then the specific questions below)


What year is it?



What season is it?



What month is it?



What is the day of the week?



What is the date today?


REGISTRATION

Name three objects (ball, flag, and tree) and have patient repeat them.
Score 1 for each object

(Say objects at about I word per second. If patient misses object, ask
correctly repeated

him1her to repeat it after you until helshe learns it. Stop at 6 repeats.)
(Max = 3)


ATTENTION AND CALCULATION

Subtract 7s from 100 in a serial fashion to 65.
Score 1 for each correct to



65 (Max = 5)

Alternatively

Ask the subject to spell the word WORLD.
Score 1 for each correctly 

Then have the subject spell it backward.
placed letter


RECALL
Do you recall the names of the three objects?
Score 1 for each recalled



(Max 3)

MMSE Page I

LANGUAGE


Ask patient to provide names of a watch and pen as you show them to him.
Score 1 for each object



correct (Max = 2)


Repeat "no ifs, ands, or buts." (Only one trial)
Score 1 if correct

Give patient a piece of plain blank paper and say,
Score 1 for each part done

"Take the paper in your right hand (1), fold it in half (2), 
correctly (Max = 3)

 and put it on the floor (3)."

Ask patient to read and perform task written on paper: 
Score 1 if patient 

"Close your eyes."
closes eyes.

Ask Patient to write a sentence on a piece of paper.
Score total of 1 if sentence


has a subject, object,


and verb. (Max = 1)


CONSTRUCTION

Ask patient to copy the design of the interlocking five‑sided figures.
Score 1 if all 10 angles are present and two angles intersect. Ignore tremor and rotation. (Max = 1)




TOTAL SCORE
(Maximum score = 30)


Date: _____________________

Name: ____________________

Examiner: _________________

"Mini‑Mental State": a practical method for grading the cognitive state of patients for the clinician. J Psychiatr Res. 1975;12(3):189‑198.

MMSE Page 2

02/09/01/pmpr

(DepressCPG)
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serving the residents of Simon Fraser, South Fraser and Fraser Valley
Appendix  8A

Client Name:

Client Number:

Daily Target Behaviour Record

Indicate:

I* = Improved
W* = Worse
U = Unchanged

Date









Sleep









Interest









Guilt









Energy









Concentration









Appetite









Psychomotor









Suicidal Ideation









Mood/Affect



















Other target behaviours









Weight



























































Assessor’s initials









I* or W* = see Interdisciplinary Progress Notes for further information

02/11/18/pmpr

(DepressCPG)
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serving the residents of Simon Fraser, South Fraser and Fraser Valley
Appendix 8B

Client Name:

Client Number:

Date
Foci/Target Behaviour
Notes































































































































02/11/19pmpr/depressCPG
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serving the residents of Simon Fraser, South Fraser and Fraser Valley
Appendix 9

Client Name:

Client Number:


CAGE



Have you ever felt the need to CUT down on drinking?



Have you ever felt ANNOYED by criticism of drinking?



Have you ever had GUILTY feelings about drinking?



Have you ever taken a morning EYE opener?



[image: image8.wmf]
Page 1 of 2

C.A.G.E. Questionnaire

The C.A.G.E. questionnaire is one of the most frequently used screening tools in hospital, and other care settings to determine low risk versus high risk clients in terms of alcohol use. The C.A.G.E. correctly identifies 75% of those people with alcohol problems, and 96% of those without. (NIAAA, 1987). Often it is preceded by the question “ Do you use alcohol now and then?”  this can be asked during the assessment of client/ resident/patient when staff are asking about other substances that are being used. E.g. medications (prescription /OTCs) smoking, caffeine etc.

1. Have you ever felt the need to Cut down on your drinking (alcohol use)?

2. Have you ever felt Annoyed/Angry at criticism of your drinking (alcohol use)? 

3. Have you ever had Guilty feelings about you drinking (alcohol use)?

4. Have you ever taken a morning Eye-opener?

In addition to these questions, the interviewer might also want to obtain an approximation of the quantity of alcohol presently consumed, as well as inquiring if the person has noticed an increase in use of any substances over the past 3-6 months.

The C.A.G.E. is a useful tool to use when determining if intervention is required to ensure client safety e.g. manage withdrawal, reduce drug interaction, manage pain in a suitable manner, and to identify depressive behaviours. It is important to remember that the results are not conclusive. Any investigation needs to consider all the possibilities of potential problems, and not base decisions on whether or not there is an alcohol problem present.

At Vancouver General Hospital, their protocol suggests that a score of 2 or more “yes” answers, indicates a potential high risk client, and further critical assessment is requires within 4 hours of client’s admission to hospital. This assessment includes further investigation into the history their alcohol use, and if required, the use of their withdrawal protocol. Regardless of the scores, everyone who has 1 or more “yes” answers receives information and education on substance use, and appropriate community referrals on discharge.

Reference:

National Institute on Alcohol Abuse and Alcoholism. (1987). Screening for alcoholism in primary care settings. Rockville. MD: USDHHS

Page 2 of 2

  For more info: enquires@wonca.org                                                                                     Appendix 10

Source:  Nelson et al. 1987; Scholten and Van Weel, 1991; Van Weel et al., 1995.
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serving the residents of Simon Fraser, South Fraser and Fraser Valley
Appendix 11

Client Name:

Client Number:


MICHIGAN ALCOHOLISM SCREENING TEST - 

GERIATRIC VERSION (G-MAST)

Directions:  The following is a list of questions about your past and present drinking habits.  Please answer yes or no to each question by marking the box next to the question.  When you are finished answering the questions, please add up how many “yes” responses you checked and put that number in the space provided at the end.


YES
NO

1.   After drinking have you ever noticed an increase in you heart rate or beating in your chest?



2.   When talking to others, do you ever underestimate how much you actually drank?



3.   Does alcohol make you sleepy so that you often fall asleep in your chair?



4.   After a few drinks, have you sometimes not eaten or been able skip a meal because you did not feel hungry?



5.   Does having a few drinks help you decrease your shakiness or tremors?



6.   Does alcohol sometimes make it hard for you to remember parts of the day or night?



7.   Do you have rules for yourself that you won’t drink before a certain time of the day?



8.   Have you lost interest in hobbies or activities you used to enjoy?



9.   When you wake up in the morning, do you ever have trouble remembering part of the night before?



10.  Does having a drink help you sleep?



11.  Do you hide your alcohol bottles from family members?



12.  After a social gathering, have you ever felt embarrassed because you drank too much?



13.  Have you ever been concerned that drinking might be harmful to your health?



14.  Do you like to end the evening with a night cap?




15.  Did you find your drinking increased after someone close to you died?



16.  In general, would you prefer to have a few drinks at home
rather than go out to social events?



17.  Are you drinking more now than in the past?



Page 1 of 2

MICHIGAN ALCOHOLISM SCREENING TEST - 

GERIATRIC VERSION (G-MAST) continued


YES
NO

18.  Do you usually take a drink to relax or calm your nerves?




19.  Do you drink to take your mind off your problems?



20.  Have you ever increased your drinking after experiencing a loss in your life?



21.  Do you sometimes drive when you have had too much to drink?



22.  Has a doctor or nurse ever said they were worried or concerned about your drinking?



23.  Have you ever made rules to manage your drinking?



24.  When you feel lonely, does having a drink help?




Total “Yes” responses  



Scoring :  5 or more “yes” responses are indicative of an alcohol problem

For further information, contact Frederick Blow, Ph.D., at University of Michigan Alcohol Research Center, 400 East Eisenhower Parkway, Suite A, Ann Arbor, MI 48104 (313) 998-7952.

Source:  National Institute on Alcohol Abuse and Alcholism (1997).

02/09/01/pmpr

(DepressCPG)

Page 2 of 2
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Client Name:

Client Number:

CORNELL SCALE FOR DEPRESSION IN DEMENTIA (CSDD)

SCORING SYSTEM

a = unable to evaluate 
1 = mild or intermittent


0 = absent
2 = severe

Ratings should be based on symptoms and signs occurring during the week prior to interview. No score should be given if symptoms result from physical disability or illness.  This tool is used for monitoring behaviour, therefore compare new scores with old scores.

A. Mood‑Related Signs
1
Anxiety

a   0   1   2


anxious expression, ruminations, worrying

2.
Sadness

a   0   1   2


sad expression, sad voice, tearfulness

3.
Lack of reactivity to pleasant events
a   0   1   2

4.
Irritability

a   0   1   2


easily annoyed, short‑tempered

B. Behavioural Disturbance
5.
Agitation
a   0   1   2


restlessness, handwringing, hairpulling
6.
Retardation
a   0   1   2


slow movements, slow speech, slow reactions

7.
Multiple physical complaints
a   0   1   2


(score 0 if GI symptoms only)

8.
Loss of interest
a   0   1   2


less involved in usual activities


(score only if change occurred acutely, i.e., in less than 1 month)

CSDD Page 1 of 2
C. Physical Signs
9.
Appetite loss
a   0   1   2


eating less than usual

10.
Weight loss
a   0   1   2


(score 2 if greater than 5 lb in 1 month)

11. 
Lack of energy
a   0   1   2


fatigues easily, unable to sustain activities


(score only if change occurred acutely, i.e., in less than 1 month)
D. Cyclic Functions

12.
Diurnal variation of mood
a   0   1   2

symptoms worse in the morning

13.
Difficulty failing asleep
a   0   1   2

later than usual for this individual

14.
Multiple awakenings during sleep
a   0   1   2
15.
Early‑morning awakening
a   0   1   2

earlier than usual for this individual

E. Ideational Disturbance

16. 
Suicide
a   0   1   2

feels life is not worth living, has suicidal wishes, or makes suicide attempt

17.
Poor self‑esteem
a   0   1   2

self‑blame, self‑deprecation, feelings of failure

18.
Pessimism
a   0   1   2

anticipation of the worst

19.
Mood‑congruent delusions
a   0   1   2

delusions of poverty, illness, or loss
Reprinted by permission of Elsevier Science from "Cornell Scale for Depression in Dementia," by GS Alexopoulos, RC Abrams, RC Young, and CA Shamoian, in Biological Psychiatry, 1988, vol 23, pages 271‑284.

Copyright (D 1988 Society of Biological Psychiatry

CSDD Page 2 of 2
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Client Name:

Client Number:

Target Behaviour Summary

Indicate:

I* = Improved
W* = Worse
U = Unchanged

Date









Sleep









Interest









Guilt









Energy









Concentration









Appetite









Psychomotor









Suicidal Ideation









Mood/Affect









Other target behaviour (specify)



















Measurements









Weight









GDS (q2-4 wks)









MRI (weekly)









Other Tools:





























Assessor’s initials









I* and W* = see Interdisciplinary Progress Notes for further information
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Client Name:

Client Number:

Date
Foci/Target Behaviour
Notes
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Appendix 16
Standard Chart Review

CPG Depression

Identification and Interventions
Location:






Signature of Evaluator:

Reporting Period:





Date: 

Number of Charts:  20% of population          
            Met = M, Not Met = N, Not Applicable = N/A
















Standard/Criteria
1
2
3
4
5
6
7
8
9
10
%

M
%

N
% N/A

Admission Assessment














Assessed for depression risk factors: 
        













Screening Tools














If risk factors noted GDS completed














If depression indicated Suicide: Risk Assessment  was completed














Screening tools appropriate to the agency were completed.














Referral made as appropriate














Care Plan














Members of the interdisciplinary team collaborated to develop Care  Plan














If risk factors identified, stated as Focus of Care














Target behaviours were  identified within a month














Plan of care discussed with client














Client consulted as to involvement of support persons














Progress / Interdisciplinary  Notes














Reviewed documentation of target behaviours/foci














Responsiveness to interventions summarized. May include Target Behaviour Summary (improved, unchanged, worse)














 





























Total Compliance =Total Number Met           

(       )    x   100  =  _____

                             
Total Number Met + Not Met
(       )

02/09/01/pmpr
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Yes


(GDS questions #3, 8, 12, 14) Or feeling hopeless, helpless, lonely





Yes


(GDS Score 6 or more)





No


(GDS Score 5 or less)





Supportive Therapy
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Pharmacological Therapy





Environmental Supports





Depression Assessment:


MRI


SMMSE/MMSE


WONCA


Daily Target Beh. Record


CAGE





Client safety


Psychiatric consult





Moderate to High Risk





Low Risk





Complete Suicide Assessment





If risk factors remain – monitor behaviour
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