Appendix C.
Emotional state and behaviour

C1. The geriatric depression scale

Choose the best answer for how you felt over the past week

1. Are you basically satistied with your life? yes/no N*
2. Have you dropped many of your activities and interests? yes/no Y*
3. Do you feel that your life is empty? yes/no Y*
4. Do you often get bored? yes/no Y*
5. Are you hopeful about the future? yes/no N
6. Are you bothered by thoughts that you just cannot get out of your head? yes/no Y
7. Are you in good spirits most of the time? yes/no N*
8. Are you afraid that something bad is going to happen to you? yes/no Y*
9. Do you feel happy most of the time? yes/no N*
10. Do you often feel helpless? yes/no Y*
11. Do you often get restless and fidgety? yes/no Y
12. Do you prefer to stay at home, rather than go out and do new things? yes/no Y*
13. Do you frequently worry about the future? yes/no Y
14. Do you feel that you have more problems with memory than most? yes/no Y*
15. Do you think it is wonderful to be alive now? yes/no N*
16. Do you often feel downhearted and blue? yes/no Y
17. Do you feel pretty worthless the way you are now? yes/no Y*
18. Do you worry a lot about the past? yes/no Y
19. Do you find life very exciting? yes/no N
20. Is it hard for you to get started on new projects? yes/no Y
21. Do you feel full of energy? yes/no N*
22. Do you feel that your situation is hopeless? yes/no Y*
23. Do you think that most people are better oft than you are? yes/no Y*
24. Do you frequently get upset over little things? yes/no Y
25. Do you frequently feel like crying? yes/no Y
26. Do you have trouble concentrating? yes/no Y
27. Do you enjoy getting up in the morning? yes/no N
28. Do you prefer to avoid social gatherings? yes/no Y
29. Is it easy for you to make decisions? yes/no N
30. Is your mind as clear as it used to be? yes/no N

This scale can be self-administered or read in an interview

Count 1 point for each depressive answer (as indicated by N orY)
Scores 0-10: normal range 11-20: mild depression 21-30: moderate to severe depression
Cut of points: usually 10/11 but 13/14 and 14/15 have also been used

* = items to include in an abbreviated version to reduce problems of fatigue and lack of focus
Scores 0-4: normal range 5-9: mild depression 10-15: moderate to sever depression

[Measuring Health: A guide to rating scales and questionnaires. lan McDowell and Clare Newell. 2nd Ed. New York: OUP. 1996]
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Appendix C. Emotional state and behaviour

C2. A screening instrument for depression in later life

EBAS DEP (Even briefer assessment scale for depression)

The eight items of this schedule require raters to make a judgement as to whether the proposition in the

middle column is satistied or not. If a proposition is satisfied then a depressive symptom is present and raters

should ring ‘1" in the right hand column, otherwise ‘0’ should be ringed. Each question in the left-hand

column must be asked exactly as printed but follow-up or subsidiary questions may be used to clarify the

initial answer until the rater can make a clear judgement as to whether the proposition is satisfied or not.

For items which enquire about symptoms over the past month, note that the symptom need not have been

present for the entire month nor at the moment of interview, but it should have been a problem for the

patient or troubled him/her for some of the past month.

1.
2.

Do you worry? In the past month? Admits to worrying in past month.

Have you been sad or depressed in Has had sad or depressed mood

the past month? During the past month.

During the past month have you ever ~ Has felt that life was not worth living

felt that life was not worth living? at some time during the past month.

How do you feel about your future? Pessimistic about the future or has empty
What are your hopes for the future? Expectations (ie nothing to look forward to).
During the past month have you at Has wished to be dead at any time

any time felt you would rather be dead? during past month.

. Do you enjoy things as much as you Less enjoyment in activities than

used to — say like you did a year ago? a year previously.

If question 6 rated 0, then rate 0 for question 7 and skip to question 8.
If question 6 rated 1, ask question 7

[s it because you are depressed or Loss of enjoyment because of
nervous that you don’t enjoy things depression/nervousness.

as much?

Are you — very happy, fairly happy, Not very happy or not happy at all.

not very happy, not happy at all?

Total score

A score of 3 or greater indicates the probable presence of a depressive disorder which which may

need treatment and the patient should be assessed in more detail or referred for psychiatric evaluation.

(Source: Allen N, Ames D, Ashby D, Bennetts K, Tuckwell V, West C. (1994) A brief sensitive screening instrument for depression in late life.
Age and Ageing. 23:213-218.)
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Appendix C. Emotional state and behaviour

C3. Neuropsychiatric inventory questionaire (NPI-Q)

Name of patient:

Date:

Informant: Spouse:

Child: Other:

Please answer the following questions based on changes that have occurred since the patient first began to experience memory problems.

Circle "yes” only if the symptom has been present in the past month. Otherwise, circle “no”.

For each item marked “yes":

Rate the severity of the symptom (how it affects the patient): Rate the distress you experience because of that symptom (how it
1 = Mild (noticeable, but not a significant change) affects you):

2 = Moderate (significant, but not a dramatic change) 0 = Not distressing at all

3 = Severe (very marked or prominent; a dramatic change) 1 = Minimal (slightly distressing, not a problem to cope with)

Please answer each question

2 = Mild (not very distressing, generally easy to cope with)

3 = Moderate (fairly distressing, not always easy to cope with)

4 = Severe (very distressing, difficult to cope with)

5 = Extreme or very severe (extremely distressing, unable to cope with)

honestly and carefully. Ask for assistance if you are not sure how to answer any question.

Delusions
Yes No

Does the patient believe that others are stealing from him or her, or planning to harm him or her in some way?
Severity: 1 2 3 Distress: 0 1 2 3 4 5

Hallucinations
Yes No

Does the patient act as if he or she hears voices? Does he or she talk to people who are not there?
Severity: 1 2 3 Distress: 0 1 2 3 4 5

Agitation or aggression
Yes No

Is the patient stubborn and resistive to help from others?
Severity: 1 2 3 Distress: 0 1 2 3 4 5

Depression or dysphoria
Yes No

Does the patient act as if he or she is sad or in low spirits? Does he or she cry?
Severity: 1 2 3 Distress: 0 1 2 3 4 5

Anxiety

Yes No

Does the patient become upset when separated from you? Does he or she have any other signs of
nervousness, such as shortness of breath, sighing, being unable to relax, or feeling excessively tense?

Severity: 1 2 3 Distress: 0 1 2 3 4 5

Elation or euphoria
Yes No

Does the patient appear to feel too good or act excessively happy?
Severity: 1 2 3 Distress: 0 1 2 3 4 5

Apathy or indifference

Does the patient seem less interested in his or her usual activities and in the activities and plans of others?

Yes No Severity: 1 2 3 Distress: 0 1 2 3 4 5

Disinhibition Does the patient seem to act impulsively? For example, does the patient talk to strangers as if he or she
knows them, or does the patient say things that may hurt people’s feelings?

Yes No Severity: 1 2 3 Distress: 0 1 2 3 4 5

Irritability or lability

Yes No

Is the patient impatient and cranky? Does he or she have difficulty coping with delays or waiting for
planned activities?

Severity: 1 2 3 Distress: 0 1 2 3 4 5

Motor disturbance

Yes No

Does the patient engage in repetitive activities, such as pacing around the house, handling buttons,
wrapping string, or doing other things repeatedly?

Severity: 1 2 3 Distress: 0 1 2 3 4 5

Nighttime behaviors

Yes No

Does the patient awaken you during the night, rise too early in the morning, or take excessive naps during
the day?

Severity: 1 2 3 Distress: 0 1 2 3 4 5

Appetite and eating
Yes No

Has the patient lost or gained weight, or had a change in the food he or she likes?
Severity: 1 2 3 Distress: 0 1 2 3 4 5

FIGURE 3. Neuropsychiatric Inventory Questionnaire. This tool provides a reliable assessment of behaviors commonly
observed in patients with dementia.

Adapted with permission from Kaufer DI, Cummings JL, Ketchel B Smith V, MacMillan A, Shelley T, et al. Validation of the NPI-Q, a brief
clinical form of the Neuropsychiatric Inventory. J Neuropsychiatry Clin Neurosci 2000;12:233-9. Copyright®© J.L. Cummings, 1994.
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C4. Activities of daily living (ADL)

Name of patient: Date:

For each area of function listed below, check the description that applies. (The word ‘assistance’ means supervision, direction or
personal assistance.)

Bathing — sponge bath, tub bath, or shower

[ ] Receives no assistance (get in and [ ] Receives assistance in bathing only [ ] Receives assistance in bathing
out of tub by self, if tub is usual one part of the body (such as back than one part of the body
means of bathing) oraleg) (or not bathed)

Dressing — gets clothes from closets and drawers, including underclothes and outer garments, and uses fasteners
(including braces, if worn)

[] Gets clothes and gets completely [ ] Gets clothes and gets dressed [ ] Receives assistance in getting cloths
dressed without assistance without assistance, except for help or in getting dressed, or stays partly
in trying shoes or completely undressed

Toileting — going to the "toilet room’ for bowel and urine elimination, cleaning self after elimination and arranging clothes

[ ] Goes to ‘toilet room’, cleans self, [ ] Receives assistance in going to [ ] Does not go to room termed ‘toilet’
and arranges clothes without ‘toilet room’. Or in cleaning self or for the elimination process
assistance (may use object for support, arranging clothes after elimination, or
such as cane, walker, or wheelchair, in use of night bedpan or commode

and may manage night bedpan or
commode, emptying same in morning)

Transfer
[ ] Moves in and out of bed, as well [ ] Moves in and out of bed or chair [ ] Does not get out of bed
as in and out of chair, without with assistance

assistance (may use object for
support, such as cane or walker)

Continence
[ ] Controls urination and bowel [ ] Has occasional ‘accidents’ [ ] Supervision helps keep urine or
movements completely by self bowel control; catheter is used, or
person is incontinent.
Feeding
[ ] Feeds self without assistance [ ] Feeds self except for cutting meat [ ] Receives assistance in feeding or
or buttering bread is fed partly or completely by using
tubes or intravenous fluids
Scoring

Score ‘0’ for each box checked in column 1 or 2, and score ‘I for each box checked in column 3. Total score:

SCORING Key: 0 = independent in all 6 functions; 1 to 5 = independent in 1 to 5 function; 6 = dependent in all 6 functions.

FIGURE 1. Activities of Daily Living scale. This Instrument evaluates the degree of assistance the patient received during set
period (eg the previous week) for each of six basic activities.

Adapted with permission from Katz S, Ford AB, Moskowitz RW, Jackson BA, Jaffe M. Studies of illness in the aged.
The index of ADL. a standardized measure of biological and psychosocial function. JAMA 1963; 185:914-9.
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