UG E le

Montana Geriatric Education Center
Instructions on Completing the Module

Screening for Depression in Older Adults

*The results of the assessments and evaluations are confidential,
and the data is used to meet requirements of our federally funded grant.

Please make sure to turn in Pre-Test, Post-Test, and Module Evaluation.

1. Before reading the module, and without looking at it, complete the Pre-Test.
Record your answers on the examination form marked Pre-Test. (Found at the
start of the module.) Keep the completed answer form to turn in at the completion
of the module.

2. Complete the module as outlined.

3. After reading the module, please complete the Post-Test.
Use the questions in Appendix C and record your answers on the examination
form marked Post-Test. (Found at the end of Appendix E.) Keep the completed
answer form to return with the pre-test at the completion of the module.

Complete the Module Evaluation. (Found after the post-test.) Keep the
completed module evaluation form to return with the pre-test and post-test at the
completion of the module.

4. To obtain credit for the module you must:
a. Complete online or return the MTGEC Participant Profile
b. Return the Pre-Test, Post-Test, and Module Evaluation
c. Obtain a score of 70% or better on the Post-Test

MTGEC/IPHARM
Skaggs Building Room 318
University of Montana
32 Campus Drive
Missoula MT, 59812-1522

Email: IPHARM@umontana.edu
Phone (406) 243-2339 & Fax (406) 243-4353
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Pretest: Screening for Depression

Record responses on examination form.

1)

2)

3)

4)

5)

6)

7)

The percentage of men angbmen over age 65 who are clinically diagnosable as depressed:
a) Increases with disability.

b) Is higher than for younger cohorts.

¢) Is higher for men than women.

d) Is approximately 227%.

Which of the following is NOT true? The symptoms of major depressionénc
a) Changes in sleep and appetite.

b) Slow or agitated movements, speech or thinking.

c) Lack of pleasure in previously favorite activities.

d) Intense grief following the death of a loved one.

Which of the following is NOT one of the top five most significant risk factors for depression in
seniors?

a) Sleep disturbance

b) Being unmarried

c) Disability

d) Prior depression

Depression in older adults, unlike younger adults, often includes:
a) Less irritabiliy but more memory problems.

b) More physical complaints, including generalized pain

c) Less anxiety and better self care.

d) More guilt, but fewer sleep problems.

How often should a depression assessment such as the Geriatric Depression Scale be conducted?

a) Ateach visit with a health care provider.

b) Every five years, or whenever a major medical event occurs.

c) At the initial visit with a health care provider, and then annually and/or after any major change
occurs in his/her mood.

d) As often as is financially posbl

All of the following are well established depression screening tools with researched reliability and
validity for the diagnosis of depression EXCEPT:

a) Geriatric Depression Scale (GDS)

b) Patient Health Questionnaire (PH)

¢) Hamilton Rating Scale f@repression (HAND)

d) Mini-Mental Status Exam (MMSE)

Medications to treat depression in older adults

a) Should be started at higher dosages than with younger people because drugs are metabolized
more slowly in older adults.

b) Are not addictive, but may have sidéects.

c) Are chosen after analyzing blood samples to match the right medication to the most effective
antidepressant for that person.

d) Should be stopped immediately after the depressive symptoms ease.
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8)

9)

Which of the following statements is/are true abouticide?

a) Most older adults who commit suicide visited their doctor during the month before their
suicide.

b) Older Caucasian men have the highest suicide rate of any group.

c) Asking about suicidal thought will not increase the risk of suicide.

d) All of the above

Effective treatments for late life depression include all of the following EXCEPT:
a) Hormone replacement therapy (HRT).

b) A combination of antidepressants and psychotherapy.

¢) Increased physical activity.

d) Medications that increase the availability of serotonin in the brain.

10) Health care practitioners who have limited experience and/or training in working with mental

health issues should:

a) Not perform depression screenings.

b) Refer all patients to mentddealth providers for depression screening.

c) Be aware of patient literacy limitations, visual and speech deficits, and cognitive limitations.
d) Always include a significant other in the health exam of an older adult.
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PRE-TEST: Examination Form
Screening for Depression in Older Adults

Participant Information

1. Name:

2. Mailing address:

3. Date exam completed

Questions: (Please circle one response per question) I

1 A B C D
2 A B C D
3 A B C D
4 A B C D
5 A B C D
6 A B C D
7 A B C D
8 A B C D
9 A B C D
10 A B C D

For credit, please return this completed MTGEC/IPHARM

page to: Skaggs Building Room 318

University of Montana
32 Campus Drive
Missoula MT, 59812522

Phone(406) 2432339& Fax(406) 2434353
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Montana Geriatric Education Cent¢dMTGEC)
Screening For Depression in Older Adults
Disclosures

Montana Geriatric Workforce Enhancement Program Goals/Purpose
Improvehealth outcomes for older adults in rural Montana via increased knowledge of older
adult care and treatment of health problems by health professionals.

Successfutompletion of this continuing education activity:

1 Completion othe PreTest

1 Reading ofext

1 Completion othe PostTest with at least 70% accuracy
1 Completion othe module evaluation

Contact Hours: 2

Montana Nurses Association (MNA)
The Montana Geriatric Education Center is an approved provider of continuing nursing
education by the Montana Nees Association, an accredited approver by the American
bdzZNES& / NBRSYUGAlFtAy3a /SYyGdSNRa / 2YYAaarzy 2y
MNA Continuing Nursing Education Expiration Dat€®/09/2017

Conflicts of Interest
The planners and presenters of the CE activity have disclosed no relevant financial relationship
with any commercial companies pertaining to this activity.

The Montana Geriatric Workforce Enhancement Programpgarted by the Health Resources
and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS)
under grant number U1QHP28733, Geriatric Workforce Enhancement Program (GWEP); the
total award is $2,143,140 and supports the piamg 100%. This information or content and
conclusions are those of the author and should not be construed as the official position or policy
of, nor should any endorsements be inferred by HRSA, HHS or the U.S. Government.
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Description of Module

Content

This module will present

1. An overview of the incidence and prevalence of depression in the older adult population;
2. Review of signs and symptoms of depression in obihults

3. Discussion of screening tests used to identify depression; and

4. A summary of treatment and followp, including appropriate referral sources for older adults

with depression.

Module Purpose:

Upon completion of this module, learners will demonstratgroved knowledge of screening
techniques and follovup for depression in older adults.

LearningObjectives

Specificallythe learner will:

1. Review the impact odlepression irolder adults

2. Describethe procedures for conducting basic depressimsessments, including the Geriatric
Depression Scalnd the PHED.

3. Summarize the need for referral and the treatments for depression.
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Screening for Depression in Oldadults

|. Incidence and Prevalence ofepression inOlder Adults

An annual surveyh®ws that there has been a gradual upward trend of American adtiil agesvho

selfreport 14 or more mentallynhealthydays in the lastmonttRSFA Y SR 4 G FNBIjdzSy d Y
The largest increases are seen in the ageS48nd 5564. The lowest increases in this upward trend

and the lowest percentages are consisterdhown in people ages 75+ and agesr@§National Center

for Chronic Disease Prevention and Health Promotion, 2011)

Different age groups and cohorts seem to have varied vulnerability to depression for a variety of
reasons.Some speculate that the current cohorta@tler adultshas lower expectations from living

through the Great Depression and WWII, but higher life satisfaction having seen unprecedented lifetime
societal improvements in the American financial and medicaérys and supports (with historically

unique pensions, Social Security, and Medicare). Others would say that there is a correlation between
depression and conditions which lead to earlier deaths, so that those who survive to age 65 tend to be

those who ardess depressed. Another view is that a lifetime of experience teaches seniors coping skills

YR NBRaAfASyOe (KIG @2dzyISNI LIS2LX S tF01P - hi KSNA
NELIR2 NI GKSANI RSLINBaadAA2Y S S GAYE 4AKIY 2RIZAKSER | R Kzy
their problems.

For whatever reason, Baby Boomers seem to have higher rates and earlier incidence of deprssaion
result, healthcare professionalshould be prepared tgee the rates of depressed seniors rise as this
largecohort reaches 65Currently, loth older and youngeadults areless likely to seek mental health
services tharthe middle-aged cohort (Hinrichsen & Clougherty, 2006)

Nonegheless, @pressions THEMost prevalent mental health problerfound among older adultsOther
commonmental health conditions are anxiety and severe cognitivgairment(Centers for Disease
Control and Prevention (CDC, 200Bepression fien goes unithgnosed and untreatedecause seniors
may not seek help, because families may not recognize signs of depression, and becausmbealth
professionals may not inquire. Evehenseniors request helghey tend toreceive less careHealth
careprofessiona may mistakenly think that depressive symptoms are a reasonable and acceptable
response tahe physicalsocial and financial challenges of agirigajor depression, more than any
other medical condition, is the leading cause of disabilith@United States, and depression costs
Americans billions of dollars each y@adresults in asignificant reduction in quality of liféwithout
treatment, the frequency and severity of depressive episodes tend to increase over time. Left
untreated, cepression can lead tmcreased morbidityvith other illnesses antb suicide(National
Alliance on Mental lllnegNAMI) 2011 CDC, 209).

Depression affects women roughly two to three times more than niRates are also higher in the
w2 f RS & ( aredftoRN@ yoOr@jer aldl, partially becauseetrisk of depression increasdsamatically
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for peoplewith illness, limited functionality and disabiljtgnd cognitive impairmentFifty to 85%of
those who experience one episode of depression will conttouexperience future episodes as
frequently as once or twice a ye@AMI, 2011 CDC, 2009)

Overall, he incidence of clinically significant depressive symptoms is approximately 15% of adults over
the age o65. The rates may be as lowa to five pecentamongseniors living in the community,

but rise for older adults with health problent® an estimated 0 36% of those visiting their physician;
10to 40% with seniors who require home health care or who are hospitalized; atw4®6 or more
forNSaARSyGa 2F tf2y3 GSNXY OFNB FILOAfAGASaO® L G2 p
disease develop depression, and their caretakers are also at high risk. Many more, $d108es

symptoms may not technically qualify as diagnosablereesionsuffer from a lower level of depressi
symptoms which can have many of the same effectsloeir quality of life and healti{Hinrichsen &
Clougherty, 2006National Institute of Mental Health (NIMH), 20®ichardson, He, Podgorski, Tu, &
Conwdl, 201Q Sharp & Lipsky, 200R.S. Preventive Services Task FQUSPSTF2009 Federal

Interagency Forum on AgifiRelated Statistic2012).

Estimates of the number of depressed older adults vary wikdlye literature for a number of reasons.
Thedefinition of depression ranges from mild to severe symptoms, and different measures include
differing ranges. There are also, unquestionably, a large number of undiagnosed siRarkesdson,
et al., 2010)

The good news is thatand whendepression is recognized, it can éffectivelytreated. Up to 80% of
those suffering wittdepression can improve with treatment, usually within we@kaMI, 2009)

II.  Symptoms of and Risk Factors foepression inOlder Adults

A. What is Depression?

Depresginis not a normal part of aginfgr the majorityof people The term depression is commonly

usedto mean the temporary motional experiences ai (i K S  gabrizSlénéliiessgrief, and
negativereactionsto loss and paihat are normal dinical dgpression however,is much more serious.

Clinical @pression is a medical illne$mtcanA Yy G SNF SNBE aA3AyAFAOlI yifte sAGK |
and can affect mayone ofanyage, gender, racethnicity, educationpr socioeconomic status.

Depresfon canchangethe way a person feels, thinks, behawe®l interacts with otherslt is important

to note that depression ieot a character flavor personalweakness

Depression at any level involves a number of symptoms, although the particular symptoms may vary
from person to person and episode to episode and along a continuum of sevekityajor depressive
episode, by definition, must include at least five ofghesymptoms for at least two weeks:

71 Persistent sad, anxious or "empty" mood
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1 Feelings of hopelessness, pessimism

1 Feelings of guilt, worthlessness, helplessness

1 Loss of interest or pleasure in hobbies and activities, including sex

1 Decreased energy, fatiguieeling "slowed down"

¢ Difficulty concentrating, remembering, making decisions

{1 Insomnia, earlymorning awakening, or oversleeping

1 Low appetite and weight loss or overeating and weight gain

1 Thoughts of death or suicide, suicide attempts

1 Restlessness, irritdlity

1 Persistent physical symptoms that do not respond to treatment, such as headaches,

digestive disorders and pain for which no other cause can be diagnosed.
(Anxiety and Depression Association of America, nd)
Table 1:Acronym toRememberDepression mptoms
The symptoms of major depression RnSPACE DI GSo
are sometimes remembered by the 9 DSM Symptoms
mnemonicSIGECAPSeep, Interest,
Guilt, Energy,Concentration, Related to Medical: Depression Specific:
Appetite, Psychomaor and Suicidal. AS leep AD epressed
AP sychomotor Al nterest
Kroenke (2011), however, suggests AA ppetite , AG u.“t_
that a better representation might be AC oncentration AS uicidal
AE nergy

SPACE DIGS:

(Kroenke, 2011)

Depression and other emtal disorderdrave been described and categorizedtie Diagnostic and
Statistical Manual of Mental Disorders (DSNIhe DSNMb (the current ffth edition) was released in
2013and has 20ategoriesof disordes, with severalimportant changes in the way depression is
classifiel. The DSM classifies in order to assist with diagnosis; it does not prescribe treatments.
Depressioris a mood disorder ith eightmain classificationgwo of which do not apply to older adults
There arealsoseveral other related classificatior(§mith E., 20L,IMorrison, 2014).

In addition to the changes from the DM to the DSMb, coding numbers are alsofimnsition. The
International Classification of Diseases (ICD) will be switching fronf"ttwetBe 10" revision,known as
the ICD10, beginningon October 1, 201éh the U.S

All of the Depressive Mood Disorders in the DSBfe characterized by the ggence of sadness,

emptiness and/or irritable mood, accompanied by physical (somatic) and mental (cognitive) changes

that significantlyl F FSOUG Iy AYRAQGARAZ t Qa FoAfAGe (G2 FdzyOilAizy
duration, timing or causes of ¢hdepression.The main classifications of depression in the ESMe:
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Major Depressive Disorder (MDDYonsists of at least five depressive symptoms, without
manic or hypomanic symptomwhich may occur in single or recurrent episades

Persistent Depessive Disorder (DysthymiaYonsists oflongterm symptomsgither chronic

major depressive disorder the previous dysthymic (low level but chronic depression) disgrder
occurring for most of at least two yearg hisclassificatiorcombination is newvith the DSM5,
andcan be refined withdistinct WpecifiersQ

Substance/Medicationinduced Depressive DisordeiSymptomsare caused by alcohol or other
substancesg, either intoxication or withdrawal

Depressive Disorder Due to Another Medical Conditiadust havea medical condition which
is thedirect physiological cause. Thisagnosishighlights the importance ofvaluatingmedical
conditions when observing depressive symptoms in older adults.

Other Specified Depressive Disorddexamples include reurrent brief depression, short
duration depressive episode and depressive episode with insufficient symptoms.

Unspecified Depressive Disorder

Two otherdassificationsi KI & R2y Qi I LILX Bisruptie NobdRSgNAtbrR dzf (i &
Disorder for children) and Premenstrualy®phoricDisorder (for premenopausal womenoth
of these are new in the DSBL

Cooccuringdisorders: Depression often is present with many other mental disorders including
anxiety disorders, obsessi®mpulsive disorder,gsttraumatic stress disorder, Bizophrenia,
eating disorders,@matic symptom disordefSSD)sexual dysfunctions, gender dysphoyarsd
others (Morrison, 2014)

Notes on changes in the DSBfrom the DSMIV:

A

A

Diagnosis noteshould always include the depressive classificatémisode type (single or
recurrent), severity (mild, moderate, severe), and other specifiers

G { LIS OA F A MapdhclugieRudh$hings asuicidal thinkingseasonal affective disorder
(SAD)mixed symptoms such as manic features with a unipolar depression, and a rating of the
severity of anxiousdistress(American Psychiatric Association, 2013)

Adjustment Disorder: Time-limited period of depressive symptoms appearing in response to a
specific stressor. This has been reclassified in the-BDfdn aDepression classification @
Yy S & raumé: or SressorRelatedDisordet  Of | aAAFTAOF GA2Y

wSY20LIt 2F a. SNBYIREhS FDAV evesnhdd bededvement symptoms may

be identical with depressive symptoms, a major depressive episode could not be diagnosed for
up to two months after the death of a loved one. This was removed in the Dfekseveral
reasons. The first is an acknowledgement tine duration of bereavement is far beyond two
monthsg often up to two years. Bereavement is also viewed as a stressor which can precipitate
a major depressive episode. In addition, people with a personal or family history of depression

MTGEC Screening for Depression in Older Adults
Page 12 of 57
MNA CE expiration date: 10/9/2017

- NJ



are more likelyto be at tisk for a major depressive episode during a period of bereavement.
Finally, bereavement symptoms often respond to the same treatments as depréssigrican
Psychiatric Association, 2013)

It is important to remerber thatall ofthe DSM5 diagnoses are meant to be used as guidelines for
trained clinical professionals and NOT for-g@fynosing andreatment by the general public.

Older personstheir families, and health care professionals may not recognize dgipres older adults
for a number of reasons:

1) Medical conditions or medications can cause most of the symptoms of deprebsidound in
conjunction with them, or may exacerbate them

2) Nonspecific physical symptoms may represent a variettladr treatable medical conditionss
well as depression.

3) Depressive symptomand complaintsnay manifestdifferently in older adultghan how they
are describedn the DSM5. Additionally, older patients may describe depressive symptoms
quite differently thana younger personDepressed mood and feelings of guilt tend to be less
prominent in older depressed patients, whose primary complaints tend to be physiSRISTF,
2009) Depressed older persons are more likely than younger people to exhibit:

Apathy

Irritability/restlessness

Physical complaints, with atypical pain, or generalized discomfort
Psychomotor disturbances

Anxiety

Diminished seitare

Memory problems

Sleep disturbance

Fatigue

Constipation

p N5 S, S SN S S S

4) Depressive symptomsay vary by genderOlder women may have more appetite disturbances
or anxiety and older men may have more agitation, antisdmagaviordisorders, and substance
abuse issuefPreidt, 2011)

About Suicide: Quicide riskis a concern particularlyith older Caucasian meand American Indians
Men 85 and older have a suicide rate that is four times the national aveldgetana suicide rates are
alsosome of the highest in the natiorLate life suicide ristactors include depression, past suicide
attempt(s),social isolationaloss of purposesubstance abuse ahar pain, physical illnessr disability
(Substance Abuse & Mental Health Services Administration [SAMHSA], 2012)

The followingcharts showdistribution of suicides rateBom CDQlata:
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Chart 1: Suicide Rates by Age from 2000 to 2011

Suicide Rates by Age from 2000 to 2011
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(American Foundation for Suicide Prevention [AFSPICBd) 2011 figures

Chat 2: Rate of Suicidein the U.By Sex, Race and Age in 2007

Rate of Suicides in the U.S.
by Sex, Race, and Age in 2007 (CDC 2012)
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Data courtesy of COC

Chart 3: 2010 Suicide Rates for Ages 65 to 85+

MTGEC Screening for Depression in Older Adults
Page 14 of 57
MNA CE expiration date: 10/9/2017



Suicide Rates for Ages 65 to 85+
2010
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(CDC, 2012)

A Older people use more lethal means (firearms and overgosed are significantly more
successful at completing suicide than youngeople(CDC2012)

A Single, widowed and divorced peomlemmitsuicide more often than married peopl€DC
2012)

A Eighty percenof older adults who committed suicide were depresgekhrichsen & Clougherty,
2006) According to a 1992 NIH Consensus Development Panel cliféatiepression, most
were experiencing their first MDD episode, which had gone unrecognizedrdarehted
(USPSTF, 2009)

A Fitty to seventyfive percentof suicidesof older adultsvere preceded by a visit to a doctor
within a month before their suicidendaroundforty percentwere seen during the week prior
to their death Thishighlighsthe importance of the identification of depression by healthcare
professiorals (NAMI, 200; USPSTF, 2009)

Because suicidal thoughts are so closely related to depresmigrjepression screen should include
direct questions about suicidal thoughtH.present, action should be taken to ensure the immediate
safety of the person and that effective follewp treatment is received.

Depression may occur with or be confusedwgeveral other conditions, notably:

U Adjustment Disorder with depressed mgad contrast todepressionis ashortterm episode
resulting from a stressful event. ThHepressednood andemotional and/or behavioral
reactiors follow major and identifiablestressful life evers, such as an illness, major life
transition, dvorce,conflict, financial difficultyfamily crisesexperience of failure,
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etc. Adjustment Disorders may have symptoms very much like depression, incfuditgnal

impairment, and £elings of sadness or hopelessness. Inthe BSM S ¢ & ¢-bk dzY |

Stressow St I (SR 5Aa2NRSNE Of I aaAFTAOFIGA2Y KFa 060SSy .
moved from the Depression classification into this categofjne DSV criterion is for

significant distress or functional impairment to occur within three months of the stressor(s) and

persist no longer than six months. Note that this diagnosis can qualify a patient for therapeutic
treatment under Medicare.

U Bereavementind grief Symptomsmayalsobe verysimilar todepressionjncluding intense
sadness, fatigue and low energy, appetite and sleep disturbances, difficulty concentrating and
loss of pleasurgparticularly during the first 8 6 months or more Usually with grief, unlike
depression, there is less isolation and the person may experigceasionapleasure.
Symptomsusually improve without treatment if adequate support is receiviedt in some
people grief can trigger a true depressive episodeeatmentshould besoughtif suicidal
ideation occurs.

U Anxiety or panic conditions Anxietyis common irdepressedlder patients. Anxiety may be
produced by and¢anaggravateanedical conditions and/or physical disaldi A clinical
diagnosis mw be required to tease apadepressionanxiety, and medical conditions, in order
to appropriatelydesigntreatment (Rovinelli Heller & Werkmeister Rozas, 2011)

U Other conditionghat may occur alongside depression include substance abuse, eating
disorders, orchronic posttraumatic stress disorder

B. Causes and Risks of Depression

Depression results from complex interactions between biological and psychological vulnerabilities and
stressful life eventsDepressiomay be triggered bgne or more or an interaction of severabf the
followingfactors

A Genetics Depression risk runs in families. Studies have shown that children with depressed
biological parents are vulnerable tiepression even when raised by adoptive parents. Genetically
linked depression often appears earlier in life.

A Brain Chemistry Brain chemicadignalingoy neurotransmitters(which can be inherited) playn
important role in regulating mood and emotioMntidepressant drugs work to increase the levels of
neurotransmitters. A first episode of depression lays down pathways in the brain which make
future episodes more likel{Emith, 2011)

A Medical ConditionsHealthplays an interactive role with depresson. Increases in physical
symptoms predict decreases in mental health, especially in waffieximan & Brody, 20QZSutin et
al., 2013. Depressionon the other handijncreases vulnerability to health problerbsth by
elevating the risk of thensetof new symptoms and bgxacerbatigexisting conditions
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Depression mayetrease immune function, decrease physical activity, disrupt eating and sleeping,
andresult innot taking medications correctly In addition, physicato-morbiditiesdecrease the
charcesthat the depression wilbe recognizedcomplicate the medical treatment, aggravate the
problem of short health care visits, influence patieltictor communication, and increase the need
for team managementKmoenke, 2011)Other ecificdepression/health linkeclude:

Hormoneimbalances

Dietary deficiencies

Someviral infections

Medicationsor medication interactions

Degenerative neurological disordeasid dementia

o O O O o o

Chronicdiseases, particularlghronic min, heart diseasediabetes,cancer,vascular brain
lesions, gokes HIV, COP@ndarthritis

o Disability

A Psychological, social and interpersonal factassing ointensifyingdepression may include:

0 Experiences of abuse, particularly as a o0 Ineffective problem solving skills
child.

o0 Living under chronically stressful
conditions(serious illness, disability,
financial stressgivorce, conflict,
homelessness;are givingetc.)

o Perfectionism

0 Adjusting totransitions such as
increased dependency, loss of driving
privileges, change of living situation,
end of lifeissues, etc.

0 5\/\?‘ a L 207\11t Ade 2NJ RSLINB&a 762 éfereévgmeﬁtgn% %s{% (eép%g?algzﬁ)ls
(Waugh, ) men losing spouses)

0  Lack of social support systems 0 Livirg in alongterm care facilitywhich

0 Living aloneparticularlyfor men usually relates tohealth probems and
(Trotman & Brody, 2002) disabilities, less life satisfaction, less
physical activity, loss of independence,

o Unresolved anger . L
g adjustment to group livingandlack of

0 Substancabuse mental healthtreatment)
0 Negative thought processes, view of o Generational stigma against admitting
self, and world view problems and seeking help with mental

health issues, resultmin delayed

0 Feelings of helplessnéds$ack of control : R
identification and treatment

0 Maladaptive coping strategies
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The Risks for Depressipthen, are a complex interaction and accumulation of many factodogical,
social and psychological. In a mataalysis in 2003 of 20 research papers about depression in people
over 50, Col& Dendukuri(2003)identified five common risk factors which contribute to a large
proportion of depressiommong oldepeople They are:

1) Bereavement

2) Sleep disturbance
3) Disalility

4) Prior depression
5) Female gender

Note that the first three factors arasuallytreatable (Cole & Dendukuy003) Byidentifying and
treatingthese factorsstepscanbetaken to prevent depression before it occur$eople with these risk
factorsshould also be assesséat depression Themodification of theseisk factors, to say the least,
hasthe potential for significant public health impa@@ole & Dendukuri, 2003)0f course, lhe presence
of these risk factors alongdoes notnecessarilynean the person is depressed.

The good news is that with propassessment, depression can be identified aomite identifiel, with
propertreatment four out of five patients will improveovertime.

For more detailed information about depression in older adudé® the Montana Geriatric Education
Center moduleiLate Lifes SLINB A & A 2 Y ¢

lll.  Screening Tests Commonly Used to Identifgdbession inOlder
Adults

Treatment for depression in older people is udualery effectivethereforeit is important that all
practitioners develop skills and tools for identifying depressionim plopulation Older adults often see
health care professionafrequently, and depressioassessments can lperformedby a rangenf health
care professionalin a variety of settings.

Remember that sadness is a normal and appropriate response to seriousdashesdoss of
independence, health, function, status, friends, family, spouses, etc. Initially, support andrself
should be encouraged. It is only when sadness interferes with daily functioning and continues for a
extendedperiod that depression may h@esent and should be treated.

A. Informal Interview Assessment

If depression is suspected, three simple questiasiaitially assess and judge the potential presence
and severityof depression Eachquestion corresponds to a different level of depression diagnostjcally
MTGEC Screening for Depression in Older Adults
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mild, moderate or severeAfter askingeach question, listen carefully and consider follow upsiions,
such as the examples given. Caregiversatsmbe asked similar questigrisoth relating tathe patient,
and also for themselves.

1) Have you been feeling sad or blugBlue is a better word than depressed for this population
Follow up questions might beDo you find that you have lost interest in the things you used to
love? Hbw often? For how lon@

2) Do you feel hopelessDr guilty, or worthless, or useless, or unlovable, or withdrawri® yes, nay
want to follow up withan assessment instrument.]

3) Do you wish you were dead or think about killing yourselffASK, listen carefully, and take
statements seriously. If the answer is yes or hesitant, follow up with questions to determine the level
of the suicide ideatigras inthese exampleg

a a2 KIF G Qant2diKS 2¥S 62dd R OBNBGAAEKLDERAGREBA RDLE dza
Many times people may feel relief just expressing thessspresuicidalthoughts. [Further

depression assessment may be appropritatéollow up on these expressions of
hopelessnesk

b. Ideas of ways to kill oneself, but no intent to actually follow throupiteed to ASK and
assess riskkememberri Montarg, peopleoften have access to firearms drugs which
increases their risk of suicide coetn. If suffering from depression or dementa;lient
may not remembethis conversation, sobtainareleaseand ask family members or friends
to keep in close touchMake surgpossiblemeansof suicideare removedrom the home]

c. Visualizingacting, making preparationsctive thoughts plans,and means [Consider
hospitalizationyeferral to theER, or athe minimum close monitoring 24/7.]
Many depression screening tools do not include a suicide assessment, and so it is impoatdnalout
adzA OARIFE GK2dAKGaD lalAy3d GKSasS ljdSatAazya gAtf b
suicide. With appropriate actiontimay, however, prevent ind provide the person with needed help

B. The Most Common Depression Screening Testtaler Adults

Screening toolsan be helpfulin many ways They systematically evaluate deprgssymptomsusing
terms which have been tested and found to be understandable and releyantreeningcoremay
help gaugehe severity of a depressignd it can beusedasa guide for discussions with the client
about depression and treatmeniThe screen alsestablistesa baseline of symptomsvhich can be
usedfor comparisorto judge the effectiveness dfeatment (Hinrichsen & Clougherty, 2006).

The nmost commonrevidencebaseddepression screening tests used with older adults are:

A Geriatric Depression Scale (GDB)e most universally recommended assessment and most
researched scalfr older adults. This B brief, interviewbased or selassessmeninstrument
in a yer no, 3Gitem long form §eeAppendix A) or a 15-item short form éxplained in detail
in section V)
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A Patient Health Questionnaire (PHE): Perhaps the most widely used screening instrument in
primary care settings, the PH®is a valid and reliable screening tool for depressive syndromes
among adults, including older persons. It consists of nine questio@s4point Likert scale
which correspond to the DSM criteria set for major depression and one additional question
measuring the degree of impairmergection VI belovexamines this scredmg toolin detail.

A Beck Depression Inventory (B A30-minute selfassessment with both long (2tem) and
short (13item) scales. It is widely used bgalth care professionaland is well researched.he
BDlis copyrighted and therefore is not fredtis designed fouse withindividualsage13 or
older. The format may be more difficult for seniors and its physical symgomatig content
may lead to false positives with older adults who have physical disabilities but are not depressed
(Beck, Ward, Mendelson, Mock,Erbaught, 1961)Although pirated forms are available on the
web, it can be legally ordered http://www.beckscales.com

A Center for Epidemiological Studies Depression ScaleGESESIDR: Ascale of 20 questions
covering physical, psychological, and behavioral aspects of depression, with less emphasis on
somatic symptomsAlthough it is designefbr different age groupst requiresan estimation of
symptom frequency that some seniors fidificult to complete(Radloff, 1977)TheCESD is
available atttp://www.edwardpierce.net/super/CE®.pdf TheCESDR is a 2004 revised
version ands availablgo be taken onlineat http://cesd-r.com/

A Cornell Scale for Depression in Dementia (CSIDM 19item scale i common assessment of
depression for patients with dementia; itisuallyr RYA YA &G SNBR rnary 6 KS LI GA S
caregiver and takes about 20 minutesdomplete The CSDD consists of two interviggre
with the patient andhe otherwith a caregiverandalsoincludes observations by the
interviewer. It has been found to be reliable, is sensitive to mdwhges in dementia, and has
concurrent validity with the research diagnostic criteriadepression $harp & Lipsky, 2002
Alexopoulos, 20020sterweil & BrummeEmith, 2000) The CSDD is available at
http://www.scalesandmeasures.net/files/files/The%20Cornell%20Scale%20for%20Depression%
20in%20Dementia.pdf

A Hamilton Rating Scale for Deygsion (HAMD or HRSD)A more extensive screecommonly
used by clinicians (n@selfassessment) to rate severity of symptoms and depression changes
over time. The HAMD dstinguishes different levels of depression and requires-enBtute
interview. This tool nay overemphasize somatic symptoms for tiider population and
becausevarious versions exist, scoremy beconfusing(Osterweil & Brummegmith, 2000)
One versions available ahttp://healthnet.umassmed.edu/mhealth/HAMD.pdf

A PROMIS Emotional DistresBepressiom Short Form With the release of the DS, the
American Psychological Associatis®f hasdeveloped: y dzYoSNJ 2F G¢SYSNHAY 3 Y
further research and clinical evaluatiothe DSMVb Level 2 Depressiom Adult measure is the
8-item PROMIS Depression Short Fevhich focuses othe ¢pure domairg of depression in
individuals age 18 and oldelt is a seHassessment evaluating the past 7 days, whiak not
yet been validated as an informant report scalBecause of its association with the DSMt
may become more widely used in the coming gealt is available at
http://www.psychiatry.org/practice/dsm/dsm5/onlineassessmenimeasures

A Zung SelRaing Depression Scalé 20 itemselfassessment which measures
depression on a continuum from mild to moderate to severe, taking around 45 minutes
to complete. Mild but frequent symptoms may score high, giving false positives among
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the older adults (Osterweil& BrummetSmith, 2000) It is available for download at
http://library.umassmed.edu/ementalhealth/clinical/zung_depression.jadi in an
online self assessment http://psychologytools.com/zungdepressiorscale

In 2009, he U.SPreventive Services Task Force (USRBABLghlyreviewed evidenceegardingthe
accuracy of screening instruments @dentifying depressed adultdNo one screening tool has been
proven to be more effective or accurate than others. The USPSTF, therefore, recommends that
depression screening tools may be chobased on personal preference, the practice setting and the
patient populationserved(USPSTF, 2009

C. Physical Exams

Due to the fact thamany physichconditions could bénteracting with or be the cause of depressive
symptoms it is recommendedhat athorough physical assessmeincluding comprehensiv&creening
laboratory testsbe completedvhenever depressive or cognitive symptoms are preséntomplete
battery of testsmay cost around $808ndcan be covered by Medicaréntil electronicmedicalrecords
become easily accessible and accurate, lieipful to ask a patient to bring tihe physical assessmeat
full list of current medical conditions, medications and supplements. Collecting these lists will be
helpful for the patient in the future, will save paperwork time, amifl focus the inteview on current
symptoms, history and severity, family medical conditions, habits and lifestgterview questions at
the physical should ideally also cover inquiries about possiimeedticviolence substancaiseand
abuse andrecent falls or motor vehicle accidert.

V. Tips for Conducting a Depression Screening

Tips for conducting any assessment:

A Practitioners with limited training in mental health should limit their assessment to screening for
symptoms and should reféhe personif depressive syptoms are observed or identified. A
screening instrument iSIOTsufficient in itself to determine a diagnosis. Likewise, a clinical
interview to determine a diagnosis is not sufficient to determine the best treatm&heU.S.
Preventive Services Task Foreeommends screening adults for depressioand whenstaff-
assisted depression care supports are in place to assure accurate diagnosis, effective treatment,
and followup (USPSTF, 2009 eesection Ml for more infomation on referrals.

A MedicarePart B covels one depression screeninger year in aprimary care setting only
dzadzZt ft& G GKS ByydZit Aa2Bf agSA Ot BRERIAY (KS
preventive visit. Depression screenings with licensed metgdlth care professionslare also
covered by Medicare Part B. Screenings provided in other settings by other professionals are

not, atthis time, covered by Medicare, but may be covered by other supplemersiatance.

A Be aware opatient literacy limitations, visual or speech deficits, and cognitive impairyaent
be prepared to make appropriate adjustmentsor example, pointing is effective if a patient is
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unable to speak or be understoodReading the gugtionsto the personmay effectively address
literacy and/or visual impairmentdJse appropriate assistive devices, such as amplifiers, for
aiding conversations with hearingpaired individuals.

A Be aware of cultural differences that maffectassessments. In Montana, trainingthe Native
American culturess recommended For example, English may be a second language for some
elders, and words and concepts may need translatiQuestions about the level of activities at
different points intime may be more fruitful than questions about current feelings and
symptoms.

A Most older adults seek mental health assessment at the encouragement of a family member.
Including significant otherespecially caregivermay be helpfulparticularly if he personis
severely depressed or has cognitive impairmemhhe caregivemay have droaderperspective
and be willing to volunteer information that theersonis hesitant to discuss or cannot
remember. Always keepHIPAA and privacy issues in miadd appropriatelyrequest
permission When including family membeéeeep engaged with thelder persorat all times,
that isdo not just talk with the family member about thein their presence

A Older adultamay not be familiar with psychological terminology or concepts, so give
explanations simply and clearly. Asking the patient tetege what they heard can confirm that
they understand.

A When interviewing a persqrbe aware ofwo keyprofessional tenantsconfidentiality and self
determination. No information from the interview may be shared with others without the
specifi¢ and usuallywritten consent of the client with the exception efhenabuseis present
Seltdetermination means that the clierguides the discussiomAnyone may choose not to take
an assessment, skip items the assessment, not discuss the assessmeslilts not take the
resultswith them, or participate only partiallfEmlet, 1996)

A Weigh the need for comprehensive assessmeagainstthe realities of time and fiscal
constraints. Longer appointments may be needed to meaningfully discuss depression. Itis
important to take the time to establish rapport and trust, and older adults mayeextensive
medical, pharmaceutical and personal histories. In additaler adultsmayhave slower
processing time and may need written summaries of what has been discussed.

A There are no hardndfast rules about bw often to conductepressiorsaeenings. Ascreefing
might beadministeredinitially when a provider begins to see a patietit might be repeatedn
anannualbasis(such as the Medicare annual Wellness visit or at an annual health fair)
whenever there is a change in thél § A RuAtiof) érif the patient selicreports depressive
symptoms. Assessments can be effectively used as bassiineompare subsequent scores for
changesand to check for treatmengffectiveness.Recurrent screenirggmay be most
productivewith patients with a history of depression, unexplained somatic symptoms
substance abuse&hronic pairor co-morbid psychological conditionsuch agpanic disorder or
generalized anxietfJSPSTF, 2009)

Tips for Interviewing Older Adults

A lItis important todevelop @od interviewing skills Most importantly establish a positive
rapportwith the client Biefly, but clearly state the purpose of the assessmeand conduct
(KS +a48aaYSyd Ay &d2OK | gF& GKIG Allsteh da NBALISO
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carefully to what is said, offer to discuss or explain anything, summarize the findings, and, if the
person desires, suggette next steps and referral§Emlet, 1996Smith, 2011)

It isappropriateto ASK whaolder patients are thinking aneéling even when these questions

may seem intrusiv@ 5SaLIAGS GKS O2K2NIQa ad2A0Aavyzr GKS
prevent them from expressing themselves and keep them isolated. Mafgct, are pleased

and relieved to be asked, and b@ given a chance to talk.

Aging adults may react negatively to the term depressioN&®F SNJ AyaiSIR G2 d&aGKS
& LIA NiFfidubly &vith accomplishing tasks, activities, pleasurey’ R ®uflé®Kan life and the
future.

Be aware that a feanayexist that seeking mental health heakpthe first step to being

institutionalized. Gently address those feal$linrichsen & Clougherty, 2006)

G{GFr3aS¢ @2dzNJ AYUSNWBASSG (2 0S5 .FEn2efne peRbnNliredtip 2 F o2
sit somewhat close and do not cover your face with your hands or other objé&tdiinate

background noise by turning off the television or radio g@hdt all possiblegdo not interview in

rooms with other conversations iobackground noise For those with hearing impairments,
lower your voice tone@nddo not shout.

Slow down your rate of speech and use simple sentences, but do not talk down to theoclient
change your tone or inflectionractice reading the questioss that you feel comfortable
saying them outloud without embarrassment, with a normal tone of vaogwithout any
leading inflections.

Introducing theDepression Screening Interview:

With practice, you will develop your own words and style when affigrgiving an@xplaininga
depressiorscreening. Here is a sample introduction (remember to speak slowly and clearly):

I St f 23 YeL ghwing$heGDS/PH@®oday, which revievs some areas afnood and

mental health. The assessment is a short checklist, with jusingiso answers. It onltakes5

minutesor lessp LG Fala e2dz | o2 oethe fag weekDRedzDa@Sund SSy TS S
ok? [If the person agrees to continue.Flease relax, bléonest, and answer the best that you

Ol yo CKAA A& 2yfte I+ aONBSyAy3d: IyR LQft 32 2¢

After the screening, your explanation will depend on the scoring. For a score indicating possible
depression, you might say:

Your score is in theange for possible depressiofPause for any response or questionsg |

said, this is just a screening, but | would recommend yfoat take his o your doctoror a
counselortodiscusd Yy  LJF NIi A Odzf | NE @& ZrézieW itedhs with pgitive (0 2 RA & Odza
scores] Many of theseconcerns can be successfully treated, and this screening could help that

happen sooner rather than later. The doctor may have suggestions for you to feel bBtier.

you know someone that yowould like totake this to to dscuss?

To conclude,apeat important points in different word® summarize theesults and your
recommendation for referral, and thank the person.
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Thank you for taking the time to do this assessmeitih me. | enjoyed talking with you. Do
you have anyther questions for me?

This training will review in detail two of the most common depression screenings, the Geriatric
Depression Scale and the PH9Q

V. How to Conduct and Score the Geriatric Depression Scale (GDS)

The GDS is widely used, easily learnsay friendly andhas evidencedbased reliability.It was

designed in the early 1980s to assess both affective and behavioral symptoms, without the physical
(somatic) complaints which prevent other assessments from being as valid with older adultgheBoth
short and longrersions have established reliability and validity (92% sensitivity and 89% specificity)
when evaluated against diagnostic criteria for community, inpatient, outpatient, or institutional use, and
with mild or possibly moderate cognitivepairment. It is not, however, suitable for more severe
cognitive impairments.

The GD%®vascreatedas part ofafederal grantandis, therefore, in thepublic domain(Sheikh &
Yesavage, 1986)tis available at no charga multiple formats and languagesnline at
http://www.stanford.edu/~yesavage/GDS.htnfiYesavage, et al., 1983; Gallo, Bogner, & Fulmer,
2006Greenberg, 201R Choice of the format depends guersonal preference and whether it is being
given as a selissessment withoutc®ring cues, or in an interview with scoring imbedded to make
calculations easier.A free iPhoe app is available dittps://itunes.apple.com/us/app/geriatrie
depressionscale/id433446297?mt=8

It is also possible to comform and adapt it for your own use, &as beerdone here By alding bold
and colored scoring cueand customizing the top sectigrone can make the form easier to ug®rjust
as easilyemowe scoringcuesfor a selfassessmeny. SeeAppendixA for a selection of otheshortforms
on a variety of websitesThis particular fornfbefore modification)s available at
http://www.chcr.brown.edu/GDS_SHORT FORM.PDF
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Geriatric Depression Scale (Short FQrm

Site Name: Name(optional)

Initials dhterviewer Date /20
1) Are you basically satisfieg your life? ClYes [INo
2) Have you dropped many of your activities and interests? Clyes [INo
3) Do you feel that your life is empty? Clyes [INo
4) Do you often get bored? Clyes [INo
5) Are you in good spirits most of the time? ClYes [INo
6) Are you afraid that something bad is going to happen to you? Clyes [INo
7) Do you feel happy most of the time? ClYes [INo
8) Do you often feel helpless? Clyes [INo
9) Do you prefer to stay at home, rather than going out and doing things? Clyes [INo
10) Do you feel that you have more problems with memory than most? Clyes [INo
11) Do you think it is wonderful to be alive now? [lYes [INo
12) Do you feel worthless the way you are nhow? Clyes [INo
13) Do you feel full of energy? ClYes [INo
14) Do you feel that your situation is hopeless? Clyes [INo
15) Do you think that most people are better off than you are? Clyes [INo

Total Score

Score 1 point for eachighlightedanswer. A score of 5 or more suggests depression.
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Scoringthe GDS:

A Scoring:In this format, @ch bolded and highlighted item that is checked receives one p#int.
score obK5 points is suggestive of depression and should be followed upfwither questions
and a referral (see sectiorl)/ Scores > 10 indicate a high probability of depression

A The GDS includes assessment items for anxiety, but does notstoeietal thoughts intent or
potentially important signals such akeep or eating diturbances therefore, these itemsshould
be covered with follow up questionsThis is true for both the short and long forms.

A In the case of missing/unanswered items

o Ifone or twoitemsare missing 2 TGSy 0SOl dzaS GKSe& griotwes (G2 | ya
or no), further questioning might complete the assessn®ent & dzOK | oét oirdost | G | 0
RFea 2F GKA& LI ad 6SSTKé

o If three to fiveitemsare missing, the scores may be prorated. &ample if 3 of 15 items
were missed, and the total score is 4 on the 12 completed items, add 4/12 of the 3 missing
points or 1 point for a total score of 4+1 =5. Round up, if the result is a fraction. Or use
the equation 4/12 = X/15... so X = 5. If 5 or mtgms are missing, the scale could be
considered invalid, although even a few items can be informatearp & Lipsky, 2002)

VI.  How to Conduct and Scorbe PHQ9 Depression Screening

The Patient Health Questionnaire (PHQ) déagnostic tool for mental health disorders used by health
care professionals that is quick and easy for patients to completeas createdn the mid1990sas a
seltadministered version of sectigof the Primary CareBvaluation ofMental Disorders(PRIMBEMID), a
diagnostic tool containing modules on 12 different mental health disorders

There are a number of PHQ variations available for different purposes and in many different languages.
They are available for free at httpuivw.phgscreeners.comalong with aninstructionmanual and an
extensivebibliography. Each module can be used alone, in combination, or as part of a complete PHQ
screen.

The PHE scores each of th@ depressiorDSMIV criterialsymptoms. The PHE is an abbreviated
version of the PH@, using only the first two questions of the PYAQ These screens can aeailableas
a two-step process for efficien¢yf a person screens positive on the RBEQhen the PHE can be
given. The PHEL5 screens for physical symptorasd a Brief PH@s actuallya more complete twe
page screen TheGeneralized Anxiety Disordetitem scale GAD7) screens for 7 common anxiety
symptoms(Richardsonet al, 201Q Pfizer, n.d.).SeeAppendixB fora more complete list and
description of other PHQ screening tools available on their website.

Notes on the PHED:

A The advantages of the PHRQare that it is short, but well validated and documented in a variety of
populations, including the geriatric population. It can be-a€lhinistered, given over the
telephone, or done as part of an appointmernthe PHE®, unlke the GDS, includes a question
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about suicidal thoughts angrovides agaugeof symptom severityvhich facilitates diagnosis of
major depression.

A When asking just the first two questions (P& a score of 3 or greater indicate that the full RBIQ
shoud be administered, as well as a referral for a clinical interview. Because th® BHGt a
screening tool, it is not a substitute for a diagnosis by a trained clinician.

A If a person answers positive to th& guestion assessing suicide ideationgdi&ussed previously in
this module, it is very important to follow up with questions to determine the immediacy of the risk
of suicide, make sure the person is safe and that there is a solid plan for follow up treatment and
care.

A The final question on thBHQ9 is a selassessment of symptomelated impairment. It is not used
in calculating the PHQ score, but is useful in the discussion of why a referral for diagnosis and

iNBIGYSyd O2df R KStLI I LISNE2YQa fATSO

A scoringfriendly PHQ9 versionwith details of how to scorean be found by following the link and is
provided below.
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME:

Over the last 2 weeks, how often have you been
bothered by any of the following problems?
(use “/” to indicate your answer) <y

1. Little interest or pleasure in doing things

DATE:

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep,
or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead,
or of hurting yourself in some way

add columns:

(Healthcare professional: For interpretation of TOTAL,  TOTAL:

please refer to accompanying scoring card.)

10. If you checked off any problems, how
difficult have these problems made it for
you to do your work, take care of things at
home, or get along with other people?

Not difficult at all
Somewhat difficult
Very difficult

Extremely difficult

PHQ-9 is adapted from PRIME MD TODAY, developed by Drs Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues, with an
educational grant from Pfizer Inc. For research information, contact Dr Spitzer at risB@columbia.edu. Use of the PHQ-8 may only be made in
accordance with the Terms of Use available at http://www.pfizer.com. Copyright ©1999 Pfizer Inc. All rights reserved. PRIME MD TODAY is a

trademark of Pfizer Inc.

ZT242043

MTGEC Screening for Depression in Older Adults
Page 28 of 57
MNA CE expiration date: 10/9/2017



Fold back this page before administering this questionnaire

INSTRUCTIONS FOR USE

for doctor or healthcare professional use only
PHQ-9 QUICK DEPRESSION ASSESSMENT

For initial diagnosis:

—h

. Patient completes PHQ-9 Quick Depression Assessment on accompanying tear-off pad.

2. If there are at least 4 vs in the blue highlighted section (including Questions #1 and #2), consider a
depressive disorder. Add score to determine severity.

3. Consider Major Depressive Disorder
—if there are at least 5 /s in the blue highlighted section (one of which corresponds to Question #1 or #2)

Consider Other Depressive Disorder
—if there are 2 to 4 /s in the blue highlighted section (one of which corresponds to Question #1 or #2)

Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician and a definitive diagnosis
made on clinical grounds, taking into account how well the patient understood the questionnaire, as well as other relevant
information from the patient. Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a history of a Manic
Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the biological cause of the depressive symptoms.

To monitor severity over time for newly diagnosed patients
or patients in current treatment for depression:

1. Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at home
and bring them in at their next appointment for scoring or they may complete the questionnaire during
each scheduled appointment.

2. Add up v's by column. For every v: Several days = 1 More than half the days = 2 Nearly every day =3

3. Add together column scores to get a TOTAL score.

4. Refer to the accompanying PHQ-9 Scoring Card to interpret the TOTAL score.

5. Results may be included in patients’ files to assist you in setting up a treatment goal, determining degree
of response, as well as guiding treatment intervention.

PHQ-9 SCORING CARD FOR SEVERITY DETERMINATION

for healthcare professional use only

Scoring—add up all checked boxes on PHQ-9

For every v: Not at all = 0; Several days = 1;
More than half the days = 2; Nearly every day = 3
Interpretation of Total Score
Total Score Depression Severity
1-4 Minimal depression
5-9 Mild depression
10-14 Moderate depression
15-19 Moderately severe depression
20-27 Severe depression
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VIl. Types of Referrals and Referral SourcesBapressed Rtients

Positive screening tests indicate a need for further evaluation by a qualified health care professional
who will conduct an appropriate diagnostic interview using standardized diagnostic criteria. This
extensive interview cabe used b determine whether a depression diagnosis is approprateording

to the DSM5, and todevelopa plan toaddress thdevel of depression and other gnorbid

psychological problems (USPSTF, 208@yitional factors that clinicians must take into consaten
when making a diagnosis afmmulatinga treatment plan, according to the PHQ instruction manual,
are:

Have current symptoms been triggered by psychosatiaksor(3?

What is theduration of the current disturbance and has the patient received tagtment for

it?

¢2 6KIG SEGSYyd | NB mpaiknghisldr herusigl wabksandaeivitied? 2 Y& A
Is there ahistory of similar episodes, and were thé&gated?

Is there aamily history of similar conditions?(Pfizer, n.d.)

It is important that professionals understand their limits and not treat beyond theirlskél, education

or qualifications. In general, moderate to severe depression should beedfto a specialist. Referrals

require careful consideration, because it is unprofessional to endorse one professional over amather
RAFTFAOMz G G2 & 3dzk NI yparGedarpradtikoBer. Serfe®Qanixafichs/polikit 2 F | y @
specific referral lists. Others encourage developing and maintaining a working knowledge of available

local referrals that are appropriate and accessible within a reasonable amount of time. Ask your

supervisoifor guidanceregardingreferrals.

Note to IPHARM studentsA list of local referrabourceswill be available in communities wheyau
will be administeringhe GDS®r PHQO.

In addition to local phone books and websites, State Licensing Board welssitesties of licensed
professionals,and the Federal Center foMental Health Services (CMH&Eps lists of treatment
facilities at 1-800-789-2647 orhttp://findtreatment.samhsa.qgov/

Often, the ideal teatment isprovided byaninterdisciplinaryteam of health care and menthgkalth care
professionai ¢ K2 FNB | o6ftS (2 STFSOGA@GSte O02YYdzyAOFdS I o
takes organization and time to explain referrals to patientsnmunicate within thenterdisciplinary

team, and to follow up with theatient. It is, of course, important to obtain appropriate releases before
speaking with other professionals about a patiezdnfidentiality must be observed.

Professionals who agss andor treat depression include

A Community Health Fairsworkshopsor special events may offer free depressand/or cognitive
screenings Thesescreeningsnay be administered bgupervisedstudents or community
professionals Theperson screenedhould receive a copy of the assessment resaltsl if the
results indicate, aeferral to any of the following should be made immediately. The assessment
should betakento the professional at the followsp appointment. Students and pfessionals who
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wish to improve their assessment skills can often volunteer at events. The repetitive use of an
assessment tool can be very instructiee developng effective skills for establishing rapport
wording explanationsndfollow up questionsand makingreferrals.

A Pastors or Pastoral Counselamsay have bachelomasters or doctoral level training. Pastoral
training in mental health issues varies considerably, but many do offer counseling and/or referrals.
Many people, including older adultsjll only corsider discussing personakues with a religious
leader.

A Area Agencies on Agirgerve older adults and caregiveasd may have case managers and/or
programs to address depressi¢Richardson, teal, 2010) LocalArea Agencies on Aging can be
found athttp://www.n4a.org/about-n4a/?fa=aaditle-VI

A Primary Healthcare Providaiincludet K& & A OA | y EXj Family Brackicé Nuysa@aetitoner
(NP), Familyfacticeor Internal MedicinePhystian (MD) Osteopathic Doctor (DO), et®rimary
care practitioners manage almost tvibirds of older adults who regve treatment for major
depression.Theymayalready have someetationshipwith the patient, & well adhaveaccess to
their medical andnedication history. They are well siteatto assess physical symptoms and
conditions, can prescribe medicatiamd makefurther referrals asieeded(USPSTF, 2009)

A Licensed Professional Counselarsuallyhave a naster@or doctoraldegree have completed two
years of supervised clinical experience, and passed a state credentialing Exadentials include
LicensedClinical Professional Counse{b€PC or LBC)censed Marriage and Family Therapist
(LMFT) Licensed Addictions CounseloA(), Doctor of Education (EdD), or Docto€oiinseling
Psychology (PsyDlicensing makes a practitioner eligible for insurance coverage, but a patient will
need to ask whether a practitioner is a preferred provider for their insurance, or accepts Nedica
or Medicare before making an appointment. Some patients may prefer to be referred to a
counselor of the same gender. Counselors may specialize in certain areas gaotnéslogy,
marriage and familgherapyz | RRA QG A2y a s ¢ 2 Y &yl Geatméntappiadches. 2 NJ LINB
They annot prescribanedications Public health departments or local chapters of the National
Alliance for Mental Health may provide a list of counselors and other mental health resources that
can be found in the local communit

A Licensed Clinical Social Worlsgt. CSWhaveml & i SN &  ffrénPeSsbialiionkbeksyektiyed
have obtainedtwo years of supervised clinical experience, and passed a state credentialing exam
They may have additional training and experienceriental healthissues, resource referrals,
medical issues and/or addictionés with LCPCs, insurance may cover their therapy lemdadannot
prescribemedications

A Psychiatric Mental Health Nurse Practitiore(PMHNP}re registered nursewith advanced
SRdzOF A2y G GKS Yradul @igéal psgiNdtrikelices intluding prigas
mental health care services. Some PMHNPs specialize ¢are of a specific population group
such as familiegyeriatricsor pediatrics. Practitiones pass a national certifying examination and
may be licensed at the state level to prescribe medicatiglontana allowdor prescriptive
authority by PMHNPs as an advanced practice registered rRkEINPSs are typically recognized as
approved providers foinsurance coverage purposbkast patientsshould verify that their particular
provider is accepted by their insurance.

A Pharmacistsarelicensed afterearning adoctoral degree angarticipating inextensive internship
hours. These pecialiss dispenge prescription medicationexplainii K S LINSidsteubting SNA Q
can assess drug and supplemsitte effects andhteractions.
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A Clinical Psychologist@®hD)hold doctord degreesin psychology with several years of supervised
practice. They receivegecialized training in clinical therapy and counselaggessment, diagnosis,
andtreatment, theory and/or research methodsThey @annot prescribe medicatioria most states

A Neurologistsare medical doctos or osteopattstrained in the diagnosis and taément of nervous
system disorders, including diseases of the brain, spinal cord, nerves and mi$agspecialize in
the treatmentof patientswith stroke and/or cognitive problems.

A Psychiatristsare medical doctoswith additional years of speciaéd mental health trainingThey
specialize in specific physical and mental assessments, medicédigpecially those that influence
the chemistry of the brainand treatments. They areitersed to prescribe medicatioand may
additionally specialize iGeriatric Psychiatry.

VIIl. Overviewof Treatment for @pression

Clinical @pression cannatypicallybe simply shaken off or willed away, although mamy thinkit

should be that easyManypatientsfeel they should be able to handle it on their own, and many lry.

is true that ®metimes depression will ease on its own after a period, but it is just as likely to get worse,
or return. Up to 80% of depression can improve with treatrreamd usually within weeks(NAMI, 2009)
Depression can be treated effectively with antidepressant drugs, psychotherapy, or preferably a
combination of both. Just as depression may be caused by interactions of biological, psychological and
social factors, effective tegment should consider and address the role that each factor plays for an
individual. When it occurs at the same time as other medical ilinesses, depression can and should be
treated. Untreated depression can delay recovery or worsen the outcome of dlihessesand inhibit

'y 2f RSNJ I RwzindepeadentlypUntieatéd @leprgsion is, in fact, the leading cause of
disability worldwide.

Sadly, most depressive disordgsundiagnosed andntreated. In fact,one study found that fewer

than hdf of older adults seen in primary care settings obtained care for deprefBlasinsky, Goldman,

& Unutzer, 2006and non-white or socieeconomically disadvantaged individuals receive even less care
(Smith, 2011)Sudiesshow that approximately twethirds of patientstreated for depressiorachieve
remission withironeyear. Older patient® & G I { sindilardr Sightly loNés, pobably due tchigher
rates of comorbid medical conditionsin addition, older adults with cardiovascular diseases or other
major illnesses may find that treatment prograras depressiormay take longer than for other
individuals and may not be as succes§gilk, n.d.)

Depressions considered a chronic diseagdaowever,andis highly recurrent.Feeling better is only the

first step. About half ofthe patients who achieved remission Via relapseof depressiorduring the
subsequent yeafUSPSTF, 2009 herefore, timely treatment andonsistentfollow-up is crucial, with

the goakof recovery from the current episode of depression and prevention of relapses or recurrences
of depressior(Kiosses, 2011)The greater the numdr of depressive episodes and the longer the
duration of the episodes, the longer the course of treatment is negdi&&iMI, 2009)
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A. Pharmacologic Treatments

Up to 70nwof people with depression respond to antidepressant drugfder adults who received
antidepressants were twice as likely to have remission from major or minor depression as older adults
who received placeb{Pinquart, Duberstein & Lynes¥)06) Antidepressant medications affect brain
chemicals called neurotransmitter&ince variousedicatons affect different neurotransmitterand

SI OK LIS NE 2 ¥y Q dsurighd thexé is @ KeSdYfda wideNdriety ofnedications.

' YOARSLINBaalyd aStSOlAzy OF y-marlidities|s@leSeRect@ and ddsk S LI- (i A
since there is no conclusive evidence that any one antidepressant is more effective or faster acting than
another (Kroenke, 2011)To date, K S NB a wad 6 frédict which medication will work effectively

which will produce side effectsr any particular person Treatment, therefore, is usually done by trial

and error, preferably with clossupervision andollow-up by the prescriber to assesdeftiveness and

the presence o&ny side effectsA combination of drugs may also be tried if individual medications are

not successful.

Initial dosages foolder adultsare typicallylower than for a younger adult, due to slower drug

metabolism. Medications should startedat a low dose, monitored regularly (once a week or every
20KSNJ 6SS1T 4 FANRGLUZ IyR OKIFIy3dSa akKz2dzZz R 6S YIRS
problematic side effects, research shows that a different antidepressant might be effectiperiodl of

two to eight weekss typicallyrequiredfor the medication to take full effect and for initial side effects to
subside. Patience, honest communication begénthe patient andthe prescribing health care

professional, and persistenceriseded

Keeping in mind that people ovage65 take, on averagdive or more medications, possible
interactions with other prescriptions must be carefully monito(&ichardson & Barusch, 2006)
Antidepressant drugs are naddictive;however, they may produce unwanted side effects.

U Patients should not suddenly stop taking an antidepressant. Antidepredeaeat should be
graduallychangedor decreased, or discontinuation symptoms and/or a sudden worsening of
depression can result.

To avoid relapse, people usually continue takingantidepressanfor some time after their symptoms
improve. Studies have shown that patients overyéarsof agewho continued to take their medication
for two more years after being symptofree were 6@sless likely to relapse than those who
discontinued their medicationsarlier (NIMH, 2007) Unfortunately, 40% to 67% of patiendiscontinue
their antidepressant medication withithhree months, and few receive adequate follewp (USPSTF,
2009)
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Table 2 Commonly used antidepressant drugs fall into five major clas@dayo Clinic, 204; USPSTF,

2009 Kroenke, 20111

Selective Serotonin
Reuptake Inhibitors
(SSRIs): citalopram,
escitalopram, sertraline,
fluoxetine, paroxetine

Increase the availability of serotonin; usually
the first choice for older adults for
effectiveness and fewer side effects.

Sexual dysfunction, anxiety, jitteriness,

restlessness, digestive problems, upper
Gl bleeding, insomnia, drowsiness, and
headaches. Increased fall risk possible
initially & when discontinuing.

Serotonin-
Norephinephrine
Reuptake Inhibitors
(SNRIs): venlafaxine,
desvenlafaxine, duloxetine

Increase the availability of serotonin and
norepinephrine. May also be helpful with
anxiety and pain.

Si mi | ar tinchigtsdedRd, card
cause increased sweating and dizziness,
which adds to fall risks. Increased fall risk
initially & when discontinuing.

Norepinephrine and
Dopamine Reuptake
Inhibitors (NDRISs):
bupropion

Increases the availability of norepinephrine
and dopamine. May be helpful with obesity,
sexual dysfunction and smoking cessation.

One of the few antidepressants that
doesn &ause sexual side effects (except
possibly in men); at high doses may
increase risk of having seizures.
Increased fall risk initially & when
discontinuing.

Tricyclic antidepressants
(TCAs): desipramine,
nortriptyline, imipramine

Increases the availability of both serotonin
and norpeinephrine without the selectivity of
newer agents, causing more severe side
effects. Can give in smaller doses & pin
point accurate dosage with serum levels.

Drowsiness, low blood pressure, fast
heartbeat, blurred vision, nausea,
insomnia, constipation, urinary retention,
weight gain, dry mouth, dizziness upon
standing (risk of falls), memory problems,
confusion and hallucinations.

Monoamine oxidase
inhibitors (MAOISs):
selegiline, phenelzine,
tranylcypromine

Increases the availability of serotonin,
norepinephrine, and dopamine through
inhibition of MAO, which metabolizes these
neurotransmitters. Usually tried when others
dondét work.

Similar to tricyclics, plus requires strict
dietary & medication restrictions, due to
dietary and drug interactions.

Six out of ten people may feel better with the first antidepressant they try; others will need to continue

with two or more trials(Agency for Healthcare Research and Quality [AHRQ],; Z07ehner et al.,
2011) (Agency for Hedficare Research and Quality, 2008k the dosage is increased to the effective
maintenance doseggious symptom®ften will resolvan the reverseorder of seriousnesghat is,
suicidal ideation first, then hopelessness, then the blués person is suicidal, it is important to see
improvement quicklyideallywithin a week otwo.

Medication costs can be difficult for older adults on fixed incomes. Medicare Part @dstan
prescription drug coverage that must perchasedrom an insurance company. Past coverage gaps
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knownasi t KS R2ydzi K 2bkeisgéeducedd theaAfdrdrleCdre\ad Some orporate
pharmaciesave lowcost prescription optionsandArea Agencies on Agiiag social workers may be
able to assist wit other medication assistance programs.

B. Psychotherapy Treatment

Psychotherapy is also known as therapy, talk therapy, counseling or psychosocial thBiapyssions
are guided by anental health provideexploring the causes of the depressiofogether the client and
therapist work to develop a healthier and more satisfying life for the client.

Studies have shown that shetdérm psychotherapy can relieve mild to moderate depression as
effectively as antidepressant drugenlike medication, psychotimapy produces no physiological side
effects. In addition, depressed people treated with psychotherapy appear less likely to experience a
relapse than those treated only with antidepressant medicatiblowever, psychotherapy usually takes
longer to produe benefits.

oFor many older adults, especially those who are in good physical health, combining
psychotherapy with antidepressant medication appears to provide the most benefit.
A study showed that about 80 percent of older adults with depressaonvered

with this kind of combined treatment and had lower recurrence rates than with
psychotherapy or medication aloaéNIMH, 2007).

Therapy may focus osituational crisesRA FFA Odzf & NBf F §A2y aKALA @adt) dzy NB & 2
andor building social support or coping skill¥he most effective therapeutic approaches for

depression currentlyecognizedare Cognitive Behavioral Theraprpblem Solvingherapy, Supportive
Psychotherapy, Reminiscence Therapy or Life Religsvpersonal Thepy,Dialectical Behavioral
TherapyPsychodynamic Psychotherapy, and Group Thefidjpsses, 2011Eye Movement

Desensitization and Reprocessing (EMDR) can also be effective in certain sit{iE@#® Network,

n.d.). Eachinterventionapproaches treatment from a specific angle. Therapists may be specifically

trained and experienced in one or more of these techniques, and an introductory session to ask a

0KSNI LA aidQa | LILINERelclioritfeels goRforiale vih the tReragislidialway$ advised.

Another approach isvidencebaseddepressiortreatmentprograms which may beomemore

available in the coming years. The Healthy Aging Prograine &DC and the National Association of
Chronic Disease Directorsvedentified three evidencdoased programs specifically geared for older
adults: IMPACTImproving MoodPromoting Access to Collaborative Treatmemijch isgeared for a
primary care settingPEARLS (Program to Encourage Active Rewarding Lives for)Sehicings a
counseling prograrmand Healthy IDEAS (ldentifying Depression, Empowering Activities for Seniors).
Evidenceebased programs usually address a number of risk factors and management techniques and
must follow a set curriculum which has berssearched angroven effective. Many include Depression
Care ManagemeniCDC, 2009)
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C. Other Treatments

Complementary and Alternative Medicine

Complementary and alternative medicine depression treatment modalities may be available, including
electroconvulsie therapy (ECT), transcranial magnetic stimulation (TEtSjpuncture, aromatherapy,
biofeedback, dietary supplements, hypnosis, massage therapy, meditation and Jybgae may be
used in conjunction with standard therapies, but should be monitored, particularly with moderate to
severe depression.

Hospitalization and Residential Treatmentdyrams

Inpatient hospitalization may be necessarg fhatient is in immedia danger of harming his/her self or
others, or is unable to provide salareand does not have anyone to assist thefperiod of
hospitalization maype importantin orderto assesshe severityof depression or suicidal ideatipadjust
medicatiors unti the danger passesind/or assesshe LJI (i A éwiranfdént and social supposystem
Medicare covers hospitalizationtifere is adanger to self or othersThe goal is toifid the least
restrictive setting that provides safety.

D. SeltCare to Assist vifn Depression

The following are helpflduggestions when treating clients with any severity of depressmhshould
be encouraged with all patients

A Stick to the treatment planipping appointments or medicatioris counterproductive and can be
dangerous

A Pay attention towhat triggers depression symptoms.

A Report anychanges in symptoms aide effects.

A Physical activity reduces depression symptofast milder cases of depression, regular aerobic
exercise mgbe as effective as psychotherapy or medicatiohai Chi may also be effective.

Relaxation techniques may be helpful.

Eat well. 8me researchsuggests good nutrition affects thevel of serotonin in the brairRestrict
or eliminate caffeine.

A Avoid alohol and illicit drugslt may seem like alcohol or drugs lessen depression symptoms, but in
the long run they generally worsen symptoms and make depression harder to treat.

A Aimfor seven to ninéhoursof sleepper night Trouble sleepinghould be discssed with the
Primary Care Providerand too much sleep can also be a problem

A Gradually addackregular social support and pleasurable activities, without making it an onerous
burden(Mayo Clinic, 2014)
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E. Barriers

Barriersin recognizing and effectively treating laife depressioroccuron many fronts:

A Patients: includingstigma,family reluctance, and the complications of ifiéuations ancco-morbid
conditions(Richardsoret al., 2010)

A Providers: includingack of taining in geriatric cardack of time and attention.

A The currenhealth caresystem includingcost, continuity of cargand availability of services.

Treatment costs, particulfyr for mental health carecan be a barriefor older adultsbecause of
Medicarereimbursementiimitations. All insurance coverage mental health services, including

Medicare Part Bnas fortunately, improvedin recent yearsvith Mental Health Parity. Since 2008,

mental health and addiction services and treatment are required to be covered at equal levels to other
medical and surgical benefits within all insurance pl@rmployee Benefits Security Ahistration,

n.d.).

Medicare Part Burrentlyreimburses mental health serviceat 80%o0f the approved amountor the
following services

T Individual and group therapy

Family counseling to help with treatment

Laboratory tests and assessments

Annual depessionscreeningsreceibA Y R2 002 NDN& 2FFAOSE 2NJ 230 KSN
Activity therapies, such as art, dance or music therapy

Occupational therapy

Training and education (such as training on how to inject a needed medication or education
abouta condition)

Substance abuse treatment
Prescription drugs thanhust beadministeed by a practitioner
(Centers for Medicare and Medicaid Services, 2014)

=A =4 =4 4 4 -

= =4

Medicare Part B will cover mental heaiarvicegeceivedin outpatient hospital progrars> | R2 O 2 N &
0KSNI LA alQa Poovders thédedchid WillacOeptinglud® ®

1 Psychiatristsalthough many psychiatrists do not accept Medicanel the patient is then
responsible for the full cost of the service

1 Medical doctorspurse practitionerandLJK & & A OA | Y, in€udihgdhbsdeviaidb noii a
take Medicare assignmeftalthough the patient may be charged up to 15 percent extra for
practitioners who do not accept Medicare assignment)

71 dinical psychologistlinical social workerandclinical nurse specialistbut only those
who are Medicarecertified and accept assignment.

(Centers for Medicare and Medicaid Services, 2014)
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Medicarecovers up to 190 days ofpatient mentalhealth services in either psychiatric hospitals or in
general hospital2 3SNJ G KS O2dzNES 2F | LI G A S yhélmuay fdr mentdl o ¥4 S
health care at a general hospif@enters for Medicare and Medicaid Sees, 2014)

Medicare supplemental insuraneeay covethe costsi K| G a SRA OF NB R2 8ldey Qi 02 @SN
adultscannot afford the extra premiumsSome very low incomelder adultsmay be eligible for

Medicaid, the federal and state insurance prag for the poor which can cover mental health services

and prescription drugéMedicare Rights Center, 2011)

For more detailed information abotiteatment fordepression in older adultsge the Montana
Geriatric Education Center moduleate Lifes SLINS & aA 2y ¢ ®

IX. Depression ScreeningVideo Review

FOR REVIEWNd to see how depression assessments are domatch these two videos.

1) The firstis28-minute videofrom the Hartford Institute foiGeriatric Nursing.To view this, gu will
need the latest version of Adobe Flash Plapérsan audio set up on your computerhis videds a
ConsultGeriRN.org Hartford Institute Vidémm the dHow to Try This Vidéseries(Vanden Bosch,
n.d.).

To viewthisvideo, click this link:

The Geriatric Depression Scale (GDS) Short Form Assessnesgdy, thencut and
paste this web addresito the internet browserand click on the GDS linK'{fink) on right.
http://consultgerirn.org/resources/media/?vid_id=4200933#player_container

2) The secondideo is @.5minute videofrom IMPACT, an evidenced based depression care program.
To view this video, you will need an updated version of Real Player, which can be downloaded for
free, and an audio set up on your computer

To view this video, clink thigk:

PHQ9 Demonstration Videoor copy, cut and paste this web address into your internet
browser: http://uwaims.org/files/videos/initialvisit.ntm|
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X. For More Information andResourceg$or Depression

The American Psychiatric Association

The Amercan Psychological Association (APA)

lt!1Qa 5SIINBaaAz2y YR {dZAOARS Ay htRSNJ ! Rdz &

APAQ Blental and Behavioral Health and Older Adults

CDC Prevention Research Centers Healthy Aging Research Network
Tools and Products on Cognitive Health and Managing Depression: Webinars, Action
Briefs and Roadmap to MaintaigrCognitive Health

The Community Guide Mental Health Recommendations

Summary of Community Guide Recommended Strategies: Evidasss Strategies to Manage
Depressive Disorders

Community Guide News: Collaborative Care Proven Effectiwddnaging Depressive Disorders

ConsultGeriRN.org Try This Resources

Depression and Bipolar Support Alliance

Gaiatric Depression Scale (GD®)r see Appendix B for websites for other forms)

Geriatric Mental Health Foundation

Mental Health America

Missoula CityCounty Health Departmeng online National Mental Health Screening Assessment and
list of MissoulaMental Health Providers

National Alliance on Mentalllness(NAMI) or 1-800-950-NAMI

A NAMIMontana local support groups and speake406) 44378710or e-mail info@namimt.org

National Council on Aging (NCAQRA) / fenHéafhWJAgindBehavioral Health Resources

bl GA2YV It Ly 3 ihdePatms Bep@sgiorfred Broli@siavailable

National Institute of Mental HealthNIMH) on Depression

NIMH _Depressiorbrochures, including one on Older Adultscan order copies

The National Suicide Prevention Lifelimad tolkfree 1-800-273-8255
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http://www.psychiatry.org/mental-health/people/seniors
http://www.apa.org/
http://www.apa.org/pi/aging/resources/guides/depression.aspx
http://www.apa.org/pi/aging/resources/guides/depression.aspx
https://www.apa.org/pi/aging/resources/guides/psychology-and-aging.aspx
http://www.prc-han.org/tools-cognitive
http://www.thecommunityguide.org/mentalhealth/index.html
http://www.thecommunityguide.org/mentalhealth/SummaryCGRecommendations_MH.pdf
http://www.thecommunityguide.org/mentalhealth/SummaryCGRecommendations_MH.pdf
http://www.thecommunityguide.org/news/2011/DepressiveDisorders.html
http://consultgerirn.org/resources
http://www.dbsalliance.org/
http://www.stanford.edu/~yesavage/GDS.html
http://www.gmhfonline.org/gmhf/
http://www.gmhfonline.org/gmhf/
http://www.nmha.org/
http://www.co.missoula.mt.us/healthpromo/SuicidePrevention/index.htm
http://www.nami.org/
http://www.namimt.org/
mailto:info@namimt.org
http://www.ncoa.org/improve-health/behavioral-health/
http://www.nia.nih.gov/health/publication/depression
http://www.nimh.nih.gov/health/topics/depression/index.shtml
http://www.nimh.nih.gov/health/topics/depression/index.shtml
http://www.nimh.nih.gov/health/publications/depression-listing.shtml
http://www.suicidepreventionlifeline.org/

Patient Health Questionnaire (PHQ) Screens

Older Americans Behavioral Health Issue Brief 4: Preventing Suicide in Older Adults:

Psychiatric Time£hartsshowing changes from the DSIW to DSM5 and an ICELO guide

Substance Abuse and Mental Health Services Administrai®@AMHSA or 1-800-789-2647

National Registry of ElénceBased Programs and Practices

The Mental Health&vices Locator

The Treatment of Depression@ider Adults
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http://www.phqscreeners.com/
http://www.aoa.gov/AoARoot/AoA_Programs/HPW/Behavioral/docs/Older%20Americans%20Issue%20Brief%204_Preventing%20Suicide_508.pdf
http://www.psychiatrictimes.com/dsm-5-0/dsm-5-what-it-will-mean-your-practice
http://www.samhsa.gov/
http://beta.samhsa.gov/nrepp
http://store.samhsa.gov/mhlocator
http://store.samhsa.gov/shin/content/SMA11-4631CD-DVD/SMA11-4631CD-DVD-KeyIssues.pdf

XI.

DepressionGlossary

Diagnostic Procedures

A

A

CATor CTscan Computed tomography (CTAn imaging technique that usegays to
create a twedimensional image of the brain or other parts of the body.

MRI: Magnetic Resonance Imaginghichuses magnetic fields to create e&d8image of the
body while a persolies quietly inside a narrow tubeParticularly useful for brain scans
because the image shows contrast with soft tissues. Does not use radiation.

EEG An electroencephalogra (EEG) is a test that measures and records the electrical
activity of a brainElectrodes arattached to thehead forapproximately 2840 minutes for
a recordingof brain activity Often used to diagnose or monitor epilepsy.

Comorbid Conditions Smultaneous but independent conditions.

Neurotransmitters Substancessuch asserotonin,norepinephring dopamine, glutamategr
acetylcholine which transmit nerve impulses across syrapséhe brain.

PsychomotorRetardation or Agitation: Changes in physical and emotiorraacions common with
depression which may beither slowed or agitated.

MeasurementResearch Terms:

A
A
A
A

Reliability. The measure of how stable, dependable, trustworthy, and consistent a test is in
measuring the same thing el time includinginter-rater or ratererate consistency

Sensitivity.  Theprobability of true positives
Specificity Theprobability of true negatives

Validity: The degree to which thmeasureaccomplislesthe purpose for whiclit is being
usedA 1 Qa | OOdzNI Oé o

Synapse:The point at which a nesvimpulse passes from one neuron to another.

SomaticSymptoms: Bodily orphysicalsymptoms as opposed to mental.

A selection of other terms or types of depression or related conditions:

A Anhedonia Marked loss of interest or pleasure in all or nearly all activities

A Anxiety or panic conditions Theseinclude generalized anxiety disorder (GAD), panic disorder (PD),
phobias, agoraphobia, postaumatic stress disorder (PTSD), acute stress disordeeselve
compulsive disorder and social anxiety disorder.

A Bipolar Depression The depressed phase of bipolar disorder, when a person's mood alternates
between depression and mania, defined as unusually and persistently elevated mood or irritability,
elevded selfesteem and excessive energy, thoughts taikling. In the DSMb, kbipolardisorder
has been placed in a separatiassification.
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A Chronicor ComplexPostTraumatic Stress Disord¢PTSD) Continued or repeated traumas (such
aslongterm abuse orcaptivity) or a series of traumasin result ilonglastingchanges in a
LIS NE& 2 yeehdeptSdifl unctioningind adaptations to stressful events.

A Manic EpisodesAdistinct period of elevated, expansive or irritable mood lasting at least one week.
Hypomania-& 6 St 2 ¢ - has sifrfildr symptoms, but the person is more able to be fully
functioning in daily lif§NAMI, 2011) The presnce of manic or hypomanic episodes distinguishes
bipolar disorder from depression.

A Primary Depression Depression alone with no other medical illness or disorder.

A Psychotic DepressionDepression accompanied by delusions (fixed false beliefs) and/or
hallucinations (false sensory perceptions).

A Seasonal Affective Disorder (SADNMood changegelated to changes in daylight. May be related to
depression during autumn and winter when there are fewer hours of daybgittto mania in

spring.

A Secondary Demssion Depression that occurs after and related to the onset of another medical
illness or disorder.

A Subswydromal Depression Symptoms that fall short of meeting the full diagnostic criteria for a
disorder. This is common among older adults and is associated with an increased risk of developing
major depressiofiNIMH, 2007)

A Suicidal Ideation The desire to be dead, or more severely, the intent to commit suicide with a
gpecific plan or method. One of the symptoms of major depression or bipolar depression.

A VasculaDepression Late-onset depression from vascular lesions in the bream be associated
with vascular dementia.
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Appendix A:Geriatric Depression ScafeAlternate Formats

GDS Short Form websites

I dzii K 2 NExircleyes bidvio

http://www.stanford.edu/~yesavage/GDS.english.short.ht(nlo scoring cues)

http://www.stanford.edu/~yesavage/GDS.english.short.score.h{mith scoring cues)

Basic form with Bckground informatiorg circle yes or no, with scoring cues (this form is referenced in
the video segment):

http://consultgerirn.org/uploads/File/trythis/try this 4.pdf

Form wih lines andcheck boxes make @asier to read and ada column for scoring (one form with

and one without scoring cues)

http://www.healthcare.uiowa.edu/igec/tools/depression/GDS.pdf
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http://www.stanford.edu/~yesavage/GDS.english.short.html
http://www.stanford.edu/~yesavage/GDS.english.short.score.html
http://consultgerirn.org/uploads/File/trythis/try_this_4.pdf
http://www.healthcare.uiowa.edu/igec/tools/depression/GDS.pdf

Appendix BGeriatric DepressionScale (GDS)ongForm

tFiASyiQa bl YSY Date:

Instructions: Choose the best answer for how you felt over the past week.

No. Question Answer | Score
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 hopeful about the future? YES/NO
6 Are you bothered by thoughts you can t get out of your head? YES/NO
7 Are you in good spirits most of the time? YES/NO
8 Are you afraid that something bad is going to happen to you? YES/NO
9 Do you feel happy most of the time? YES/NO
10 Do you often feel helpless? YES/NO
11 Do you often get restless and fidgety? YES/NO
12 Do you prefer to stay at home, rather than going out and doing new thingy YES/NO
13 Do you frequently worry about the future? YES/NO
14 Do you feel you have more problems with memory than most? YES/NO
15 Do you think it is wonderful to be alive now? YES/NO
16 Do you often feel downhearted and blue? YES/NO
17 Do you feel pretty worthless the way you are now? YES/NO
18 Do you worry a lot about the past? YES/NO
19 Do you find life very exciting? YES/NO
20 Is it hard for you to get started on new projects? YES/NO
21 Do you feel full of energy? YES/NO
22 Do you feel that your situation is hopeless? YES/NO
23 Do you think that most people are better off than you are? YES/NO
24 Do you frequently get upset over little things? YES/NO
25 Do you frequently feel like crying? YES/NO
26 Do you have trouble concentrating? YES/NO
27 Do you enjoy getting up in the morning? YES/NO
28 Do you prefer to avoid social gatherings? YES/NO
29 Is it easy for you to make decisions? YES/NO
30 Is your mind as clear as it used to be? YES/NO

TOTAL

This is the original scoring for the long scale: One point for each of these answers.
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http://www.neurosciencecme.com/library/rating_scales/depression_geriatric_long.pdf

Cutoff: normal-0-9; mild depressives-10-19; severe depressives-20-30.

1. NO 6. YES 11. YES 16. YES 21. NO 26. YES
2. YES 7.NO 12. YES 17. YES 22. YES 27. NO
3. YES 8. YES 13. YES 18. YES 23. YES 28. YES
4. YES 9. NO 14. YES 19. NO 24. YES 29. NO
5.NO 10. YES 15. NO 20. YES 25. YES 30. NO

Yesavage JA, Brink TL, Rose TL, et al. Development and validation of a geriatric depression screening scale: a
preliminary report. J Psychiatr Res 1983; 17:37-49.

MTGEC Screening for Depression in Older Adults
Page 50 of 57

MNA CE expiration date: 10/9/2017



Appendix CPHQ Screening Tools
¢ KS LiJdzN1J32asS 2F (GKS RAFFSNByd tlv aONBSyAy3a Y2RdzZ S
(Pfizer, n.d.a., p.3)
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