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The paper I am presenting today is about a pilot study undertaken in a sub-acute setting within a rehabilitation program, within Southern Health.  The project is called Navigating depression: a road map for health professionals, patients and carers.



DHS guidelines (Victoria)

• Depression identified as risk area for functional 
decline in older persons

• Functional decline defined as a reduced ability to 
perform tasks of everyday living due to a 
decrement in physical and/or cognitive functioning

• Minimising Functional Decline guidelines on 
depression include:

• Depression under-recognised in elderly pop.
• Recommend screening for depression
• Recommend increasing health care workers knowledge 

and skills in recognising and managing depression
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Depression identified as one of the nine risk areas for functional decline in older persons in policy “Improving Care for Older Person” 

Functional decline defined as a reduced ability to perform tasks of everyday living due to a decrement in physical and/or cognitive functioning

Minimising Functional Decline guidelines on depression include:

Depression under-recognised in elderly pop.

Recommend screening for depression

Recommend increasing health care workers knowledge and skills in recognising and managing depression





Geriatric Depression: 
How is it different?
• Older people commonly deny being depressed, 

and tend to focus on physical and somatic 
complaints

• Presence of co-morbidities, acute and chronic 
illness, can tend to mask depressive symptoms

• Behaviour is not recognised as necessarily 
depressive 

• Emotional states can be highly variable in this 
population.

• Literature suggest rates of depression up to 50% 
in hospitalised or residential settings for the 
elderly.

Presenter
Presentation Notes
Older people commonly deny being depressed, and tend to focus on physical and somatic complaints

Presence of co-morbidities, acute and chronic illness, can tend to mask depressive symptoms

Behaviour is not recognised as necessarily depressive eg: being irritable, demanding, difficult or over-quiet, withdrawn and unwilling to talk

Emotional states can be highly variable in this population due to varied physical condition and negative life events.

Literature suggest rates of depression up to 50% in hospitalised or residential settings for the elderly.





The Vicious Cycle of Depression

Depression

Low Energy, 
Fatigue

Decreased Activity, 
Neglect of 

Responsibilities

Increased Guilt, 
hopelessness, 

ineffectiveness
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Cycle of Depression: Depression Leads to low energy and fatigue, which then results in decreased activity and neglect of responsibilities, resulting in increased guilt, feelings of hopelessness and ineffectiveness.



Reversing This Cycle

Increased Activity

Feeling Hopeful, 
more positive.

Improved 
Depression

Greater Energy 
and Motivation

Presenter
Presentation Notes
Aim of treatment is to reverse this cycle



Clinical project for depression

• Phase 1: screening and staff education 
(August – December 2005)

• Phase 2: treatment and management 
(May 2006 – July 2007)
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The project was split into 2 phases: The first ran from August to December, 2005 and involved screening for depression and staff education.  The second phase that we have just completed was focused on treatment and management.



Phase 1: Design

• Clinical protocol established on 3 aged rehab 
and GEM wards at Kingston Centre 

• All admitted patients screened for depression, 
subsequent to cognition screen by medical staff.

• Those reaching criterion referred to clinical 
psychology for treatment planning and 
intervention

• Staff education sessions provided by clinical 
psychologist

• Carer education sessions offered
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Design

Clinical protocol established on 3 aged rehab and GEM wards at Kingston Centre

All admitted patients screened for depression, subsequent to cognitive screen by medical staff. Cognition screen involved the (MMSE) and the depression screen was the Geriatric Depression Scale or GDS.

Those reaching criterion referred to clinical psychology for treatment planning and intervention

Staff education sessions provided by clinical psychologist





Phase 1: screening

• 236 patients admitted to 3 wards at Kingston 
Centre in Sept-Nov 2005. Of those, 137 screened 
for cognition and depression.

• The prevalence rate of depression was 33%. This 
was consistent across the three wards.

• More in-patients with depression referred to 
psychology in 3 months of project than ever 
before.
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236 patients admitted to 3 aged care/GEM wards at Kingston Centre in Sept-Nov 2005. Of those, 137 screened for cognition (MMSE) and depression (GDS- Geriatric Depression Scale).�

The prevalence rate of depression was 33%. This was consistent across the three wards.�

Depression was at significantly higher levels than 2004 psychology referral rates suggested�

More in-patients with depression referred to psychology in 3 months of project than ever before

Screening identified depression, which would not otherwise have been picked up





Rates of Depression by Diagnosis

Total Depressed Non 
Depressed

Prevalence of 
Depression

Other Fractures 26 11 15 42%

Parkinson’s Disease 13 5 8 38%

Fractured Hip 25 8 17 32%

Other Medical 44 13 31 29%

Stroke 14 4 10 28.5%

Post Surgery 9 2 7 22%

Recurrent Falls 8 1 7 12.5%
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The Highest incidence of depression in our sample was for other fractures, 42 percent, and Parkinson’s Disease, 38 percent.



Phase 1: Staff Education
PRE 
Low

POST 
Low

PRE 
Satis

POST 
Satis

PRE 
High

POST 
High

PRE 
Very 
High

POST 
Very 
High

Q1. Level of confidence in dealing with 
depression

24% 8% 62% 60% 11% 24% 3% 8%

Q2. Level of comfort in dealing with 
depression

21% 4% 65% 72% 7% 16% 7% 8%

Q3. Level of organisational support 
when dealing with depression

43% 20% 54% 40% 3% 40% Nil Nil

Q4. Level of job satisfaction when 
dealing with depression

17% 4% 73% 68% 10% 20% Nil Nil

Q5. To what level has this information 
seminar increased your awareness of 
depressive symptoms?

N/A Nil N/A 36% N/A 48% N/A 8%

Q6. To what level has this education 
session provided you with extra skills in 
managing depressive symptoms in our 
patients?

N/A 4% N/A 44% N/A 48% N/A 4%
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Staff education involved a 20 minute presentation and 10 minute discussion with pre and post evaluations. One session per ward, per month, totalling nine sessions was provided on the participating wards in the project and 31 staff attended.  This was primarily comprised of nursing staff, and some allied health staff. 

Level of confidence in dealing with depression

Prior to the education 24 percent of staff indicated a low level of confidence and 11percent indicated a high level of confidence.  Following the education session, the percentage of staff with a low level of confidence decreased to only 8 percent, and staff with a high level of confidence increased to 24%.

Level of comfort in dealing with depression  

Prior to the education 21 percent of staff indicated a low level of comfort.  Following the education session, decreased to only 4 percent

Level of organisational support when dealing with depression

Prior to the education only 4 percent of staff indicated a perception of a high level of organisational support.  Following the education session, this increased to 40%.

Level of job satisfaction when dealing with depression

Prior to the education 17 percent of staff indicated a low level of job satisfaction.  Following the education session, this decreased to 4 percent.





Carer education

• No family members attended the sessions 
scheduled during the day.

• One family member attended an evening 
session.
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Education was planned for families of all patients for the duration of the project, regardless of their depression status. In the first two months, invitations were sent out to families inviting them to attend and providing dates and times of sessions. In the final month flyers and internal advertising was used.  One session per month per ward was scheduled, with an additional evening session available. 



No family members attended the sessions scheduled during the day.

One family member attended an evening session.



A multitude of possible reasons were postulated including:

families are pre-occupied with their love ones physical recovery 

families may feel that the emotional consequences will take care of themselves or resolve when they get them home. 

depression is a difficult topic for this generation 

seeking assistance from psychologists continues to have a stigma attached 

there is perhaps an expectation that it is normal to “feel sad” after a significant major health event and that nothing much can be done about it anyway 

Transport and logistics







Successes

• Depression screening was implemented.
• Screening identified depression, which would 

not otherwise have been picked up.
• Increased staff awareness of depression as a 

key clinical issue and of how to recognise 
depressive symptoms in older people.

• Increased number of cognitive screens 
conducted. 
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Depression screening was implemented 

Screening identified depression, which would not otherwise have been picked up

and indicated large numbers of patients with unrecognised and untreated depression.

Staff awareness of depression as a key clinical issues and how to better recognise depressive symptoms in older people increased

Increased number of cognitive screens conducted (70% of admissions over the 3mth project period)





Challenges

• Accessing interpreters for routine screening.
• Workload of some registrars too large to 

accommodate screening for depression.
• Prevalence of depression beyond clinical 

psychology staffing levels to treat.
• Diagnostic and treatment approaches 

inconsistent; different opinions between 
psychology and psychiatry.

• Effective method for family education. 
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Accessing interpreters for routine screening: Of the 45 patients who were not screened 38% (17) did not speak English. 

 9% (4) discharged in 1-4 days of admission

 4% (2) dysphasic

 2% (1) palliative care

 47% (21) unknown 



Workload of some registrars too large to accommodate screening for depression (For these the methodology was altered in that clinical psych investigator conducted the depression screen, once the registrar had completed the cognitive screen)

Prevalence of depression beyond clinical psychology staffing levels to treat (however, the data enabled me as the manager to successfully argue for an increase in staffing)

Diagnostic and treatment approaches inconsistent; different opinions between psychology (team member) and psychiatry (one-off consultant)





Phase 2 Design

• Treatment and prevention approach.
• As with Phase 1, screening was entry point into 

study.
• For those depressed, individual psychological 

treatment provided by clinical psychologists.
• In parallel, activity program was run for all 

patients on the wards.  Although patients with 
depression were not excluded, the aim was to 
enhance mood from a preventative focus.
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Treatment and prevention approach

As with Phase 1, screening was entry point into study

For those depressed, individual psychological treatment provided by clinical psychologists

In parallel, activity program was run for all patients on the wards.  Although patients with depression were not excluded, the aim was to enhance mood from a preventative focus.





Afternoon Activity/Treatment Program

W 
E 
E 
K 
1

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Mind/Body 
Balance (Ψ)

Reminiscence Newspaper 
Group

Wellbeing (Ψ)

Games

Movie Session Movie Session

“Up & Go” Walking Group Coffee Group

W 
E 
E 
K 
2

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Coffee Group Bingo

Newspaper 
Group

Behavioural 
Activation (Ψ) Walking Group Movie Session Movie Session

“Up & Go”
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This slide just gives you an idea of the overall plan for the activity program.  The groups were run by allied health staff or volunteers.  Some were established groups and others were introduced for the project.



For information only-if required.

Pink=social

Green=psych

Blue=physical

Mind/Body Balance: A group session to assist with relaxing and learning to manage stress and worry. Take a little time out  for some self nurturing

Reminiscence: Remember the ‘good old days’. Come and share some memories and stories with us

Up & Go: A gentle, fun chair based activity program, with lots of laughter. 

All The ‘Goss: A look at the day’s news and the focus of interest in the newspapers. Keep up to date with what is happening, and enjoy some lively debate.

Out “N About: A group which gets outside for walking, chatting, smelling the flowers and fresh air. Come and join us

Wellbeing: Come and learn about what contributes to wellbeing, and how to attain it.

Let The Games Begin: An afternoon of fun and games, including cards and board games. 

Tea For Three ‘N Me: A group which meets for coffee and a chat in the canteen. (You will need therapist clearance)

Movie Sessions: Carey Grant, Audrey Hepburn, John Wayne. All the old favourites. Take a trip down memory lane. 

Bingo: On the ward, or in the concert hall on Wednesday’s from 10am - 11.30am. Prizes available.

First Steps: Having trouble getting started. Come and learn easy strategies for motivation and forming good habits. Great for getting through rehab!

Rhythm ‘N Blues: A musical appreciation group. Come and play or sing along. Requests taken! 



Phase 2: results

• 26 patients were recruited to the study over 6 
months from 2 wards.  This low number 
reflected poor completion rates of admission 
screening. 

• Of the total 26 patients enrolled in the study, 21 
gained a diagnosis of a Major Depressive 
Episode, whilst five were diagnosed with a 
Minor Depressive Illness.

• Length of stay ranged from 21 to 92 days.

Presenter
Presentation Notes
26 patients were recruited to the study over 6 months from 2 sub-acute rehabilitation wards.  This low number reflected poor completion rate of admission screening.  (Based on phase 1, it was anticipated that a minimum of 50 patients would be recruited ).

Of the total 26 patients enrolled in the study, 21 gained a diagnosis of a Major Depressive Episode, whilst five were diagnosed with a Minor Depressive Illness.�



Phase 2 key results

• For the 14 patients who were screened on 
admission and discharge, there was a 
statistically significant improvement in their 
mood (t=3.673, p<.01). 

• There was a significant improvement in 
admission and discharge Barthel (N=24)   
scores  (t=-3.175, p<.01).

• An observation of parallel improvement in 
functional ability and mood.
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For the 14 patients who were screened on admission and discharge, there was a statistically significant improvement in their mood (t=3.673, p<.01). 

There was a significant improvement in admission and discharge Barthel (N=24)   scores  (t=-3.175, p<.01) 

An observation of parallel improvement in functional ability and mood.





Types of Depression by Diagnosis 

Admission 
Diagnosis

Total 
Number

Minor 
Depression

Major 
Depression

% of 
depressed 
group

Parkinson’s Disease 10 3 7 38.5%
Fracture 10 1 9 38.5%

COAD 1 1 4%
Cancer 2 2 7%
Stroke 1 1 4%
Shingles 1 1 4%

Multiple Myeloma 1 1 4%

TOTAL 26 5 21 100%
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It is interesting to note that as with phase 1, more patients who were depressed were admitted for Parkinson’s Disease or factures, than any other admission diagnosis.



Activity program patient evaluation

Very 
Low 

Low Satis High Very 
high

How comfortable did you feel 
coming along and participating? 

38.5% 46.2% 15.4%

How much did you enjoy the 
group ?

28.8% 44.2% 26.9%

How satisfying was the activity? 46.2% 32.7% 21.2%
How would you rate your level of 
confidence with the activity ?

7.7% 34.6% 36.5% 15.4%

How well equipped do you think 
the hospital is regarding activity 
options?

1.9% 3.8% 36.5% 28.8% 17.3%
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Overall the evaluations were extremely positive, with most rating from satisfactory to very high.  The only exceptions to this were firstly, patients’ rating of their confidence with the activity, 7.7% rated this as low and secondly, how well equipped patients’ perceived the hospital was regarding activity options, 5.7% rated very low or low.

87% of patients also indicated that their level of confidence had improved after participating in the group, a little or a lot and 87% gained a sense of achievement from the activity.



More women than men, who attended the activity program, filled in evaluation forms.  





Successes

• Mood can be treated effectively during a sub- 
acute in-patient admission.

• Increased structure of time and regular ward 
based activity effective for prevention and 
treatment.

• Project increased the focus on depression, 
which increased staff awareness of clinical 
psychologist’s role and of depression.

• Volunteers have an integral role in supporting 
patient activity.
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Mood can be treated effectively during a sub-acute in-patient admission. If engaged in rehab program, functional status more likely to improve, alongside mood 

Increased structure of time and regular ward based activity effective for prevention and treatment. Treatment by interdisciplinary team ideal for targeting multiple avenues for improvement in mood (i.e. medication; psychotherapy; rehab program)



Project increased the focus on depression, which increased staff awareness of clinical psychologist’s role and of depression





Challenges

• Screening from phase 1 had not been 
embedded.

• Treatment of depression seen as the 
responsibility of psychologist and psychiatrist.

• Ownership of the activity program not always 
shared equally across team.

• Language was a barrier to participating in the 
activity groups.

• Dynamic/engaging therapists needed to 
encourage patients to attend and participate in 
activity.
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Crucial to identify depression on admission. Screening from phase 1 had not been embedded into ward systems

Treatment of depression seen as the responsibility of psychologist and psychiatrist

Ownership of the activity program not always shared equally across team (seen as burden or distraction from their clinical role!)

Language was a barrier to participating in the activity groups.

Although patients complained about boredom, it took dynamic/engaging therapists to encourage them to attend and participate in activity.





Recommendations

• Dedicated 4-5 day/week clinical psychologist to 
oversee screening and treatment process.

• Regular ward based activity effective for prevention 
and treatment. 

• Institute individual patient timetables to increase 
self-determination and independence.

• Annual staff education program as quality 
requirement.

• Sustainability requires high level organisational 
support and ongoing systems of accountability. 
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Dedicated 5 day a week clinical psychologist to oversee admission screening and treatment process (better management of system issues)

Structure and regular ward based activity effective for prevention and treatment. Consider gender and cultural differences.

Institute individual patient timetables to increase self-determination and independence (i.e. client-centred approach).

Annual staff education program as quality requirement

Sustainability of any new clinical initiative, particularly in the psychosocial domain, requires high level organisational support and ongoing systems of accountability (which clinically may include reporting screening results at the team meeting to promote adherence and generate goal setting, and operationally may include monthly audit of screening rates)





Do you feel that your situation is hopeless?

• There is nothing I need in life
• No, I can still do things
• It won’t improve
• Fairly
• Could be better
• Yes, unless my legs pick up
• Never say that
• It is progressive
• I never think that way
• No, the operation will help
• No, I don’t owe any money on bills
• Yes it has been months – it is a long haul
• A little bit. All my life I have looked after others – now they 

have to look after me



Have you been consistently depressed or 
down, most of day, nearly every day for the 
past two weeks?

• Sometimes
• Too busy. I have lots to look forward to
• I am getting somewhere here so I am improving
• Depressed is not the word. It is bigger than 

depressed
• Sometimes. It is bad in the mornings. I think I am 

half mad
• More than 2 weeks
• Only one day when my husband was unwell
• Getting worse
• No, but when my husband died, I died



Did you repeatedly consider hurting yourself, 
feel suicidal or wish that you were dead?

• Yes, when in pain
• Many times
• Yes, I would like to take a pill. Can you buy them? I would 

like a plan, but I can’t work one out.
• I feel like a dozen bad pennies. No hope of picking up
• I think I would like to lie down and not wake up
• No, but I wish I wasn’t here in hospital
• Sometimes, but I am a catholic
• I would bleed. Cut an artery. Leave it trickling. Would you 

help me?
• “You got a lot of information out of me in a short period of 

time”
• Just thoughts.
• No, I want to live for my family



Staff Education

• “I had no idea I should be looking out for all 
these signs of depression.  I just thought it was 
just lying there and being quiet and withdrawn”



Success is not final, failure is not 
fatal: it is the courage to continue 
that counts.

Winston Churchill
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