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ABSTRACT
Two linked studies assess the feasibility of involving care staff in reducing the
prevalence of depression in homes for older people. Mental health training was
provided for care staff, delivered by members of a Community Mental Health
Team for the Elderly. The research programme used quantitative and
qualitative methods to evaluate the effects of a theoretical training for care
staff, a system of mentoring care staff to reinforce the training; and a care-
planning intervention for the management of depression which combined
psychosocial and medical approaches. The training programme was positively
evaluated by the recipients, the trainers and the researcher who observed it.
The ability of care staff to detect depression improved significantly over time,
and depression was reduced to below case-level in seven of the eight depressed
residents who participated in the care-planning intervention. This research
suggests that psychosocial interventions that involve collaboration between
carers and residents, supported by a Community Mental Health Team, may
have an important part to play in supplementing medical management of
depression in residential care homes.

KEY WORDS – mental health, depression, older people, residential care,
care staff training, care-planning intervention, United Kingdom..

Introduction

As many as one third of residents in residential homes for older people
in the United Kingdom suffer from depression (Ames et al.  ; Ames
), a similar level to that found in hospitalised medically ill patients
(Jackson and Baldwin ). In a national study of residential homes,
Schneider () reported that  per cent of residents had case-level
depression.
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Despite this evidence, there has been little study of the effects of
attempts to reduce the prevalence of depression in homes for older
people. Gurland et al. () concluded that psychosocial interventions
concerned with the mental health of older people have been
insufficiently studied. They argued that research is urgently needed to
identify effective interventions and to try to improve the outcomes
currently achieved. Mann et al. () have documented that
intervention by appropriately trained staff, who do not have a
background in the psychiatry of old age, can effect change in
depression among older people. By contrast, Ames () found no
evidence that psychiatric intervention, using a range of mainly social
methods, reduced depression in residents in homes for older people over
a period of three months.

The effective treatment of depression requires its prior identification.
Unfortunately, depression and anxiety in older people are often
unrecognised and, even when detected, are often not treated (Mann et

al. ). In a recent study, key-workers identified depression in only
 per cent of residents with case-level depression (Schneider ).
Lack of training for care staff, who are often the only people to have
regular contact with residents, is likely to be one of the reasons for
this failure in identification. Low proportions of staff in residential
homes receive training that is relevant to mental health (Mabon et al.
), a fact that may have major implications for the quality of life in
residential care settings.

Even if care staff could detect depression more accurately, there
remains a question of whether this knowledge would be of use to them
in assisting depressed residents. Unqualified care staff are unlikely to
feel empowered to intervene in the health needs of residents, beyond
providing basic care and support. It would be unrealistic to expect
them to provide treatment for depression, but they might be able to
effect change through a care planning approach which incorporates
some of the principles of a goal planning model (Barrowclough and
Fleming ).

The care planning approach that is evaluated in this study relies on
assessing the individual health and social needs of residents ; e.g. needs
for a hearing aid, for foot care, for company, to talk about loss, to
resume an interest, or to be referred to a specialist. Many needs can be
detected through discussion and observation and, where there is
doubt, residents could be referred for appropriate assessment. It is
possible that addressing basic unmet needs would have a significant
effect on the emotional wellbeing of residents. However, if a resident
remained unresponsive to such help, a care staff member trained to
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recognise the signs of probable depression, might feel more confident to
suggest referral for further assessment and possible anti-depressant use.

This project comprises two related studies. The focus of the first is on
whether care staff can be trained to detect depression in elderly
residents. The second assesses whether care staff can be trained to
implement a care-planning intervention procedure with the aim of
helping depressed residents overcome their depression. Measures were
taken to assess improvements in detection rates in care staff in the first
study. Additional measures were used to assess outcomes, in terms of
change in depression, for residents who had experienced the care-
planning intervention in the second study and, since numbers were
small, this information was supplemented by qualitative data.

The need to evaluate a replicable model of training was matched by
the willingness of a Social Services Department for their care staff to be
trained. Managers of Elderly Services in that Department were
concerned about feelings of helplessness in their staff when faced with
older people whose individual problems were confusing to them. They
felt that staff uncertainty meant that residents did not always receive
appropriate and beneficial care. In return for training, they were keen
to take part in a research project designed to address this issue. Ethical
approval to conduct the research was gained in  from the York
Health Authority Local Research Ethics Committee.

Study  : the identification of depression in elderly residents

The aim of this study was to determine whether training increased the
ability of residential care staff to recognise depression in residents. To
recognise depression a staff member must perceive that there is a
problem; they must identify it as depression (rather than, for example,
as ‘unco-operativeness ’) ; and they need to have a view about what
could be done to deal with the problem. Care staff received training on
each of these issues and were trained to use a simple checklist to assess
depression.

They assessed residents for presence and degree of depression before
and after a training course. Their assessments were compared to those
of an ‘expert ’ : a post-membership (MRC Psych) psychiatric trainee
(the research psychiatrist), working with a Consultant Psychiatrist for
the Elderly, and with the results of other objective and subjective
measures of depression.
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Method

Participant care staff worked in two local authority residential homes
for older people (category I; old age). Twenty-two out of  care staff
employed in the homes gave informed consent to participate. Their
mean age was ± years (sd. ±) ; their mean length of time working
in elderly residential care was ± years (sd. ±) ; and the mean
number of short training courses attended during their period of caring
was ± (sd. ±). None of the staff had relevant professional
qualifications or had been on mental health care training. Participants
were divided into two groups of . Roughly half of each group came
from each home. It had been intended that this division should be
randomised, but holidays and rotas made this impossible.

There was a total of  residents in the two homes and  gave
informed consent to participate. These  residents were screened for
dementia by the research psychiatrist or the psychologist, using the
Organic Brain Syndrome scale of the Brief Assessment Schedule (BAS:
see below). A cut-off score of under  on this scale was used as the
criterion for exclusion. Eleven residents were excluded at screening
which reduced the sample to , and two further residents were lost to
the study because of communication problems, leaving  residents in
the study. Of these residents,  were already on anti-depressant
medication, and the dosages were deemed adequate by the Consultant
Psychiatrist. Residents not on anti-depressants were also regularly
assessed by the Consultant Psychiatrist and anti-depressant medication
was not considered appropriate for these residents. Demographic
details for residents are provided in Table . There was no significant
difference in age and length of stay for residents between the two
homes. However, there were significantly more men in Home  than in
Home .

Measures

The Brief Assessment Schedule (BAS) is a standardised, valid
instrument for the detection of depression and dementia (Macdonald
et al.  ; Mann et al. ), derived from the Comprehensive
Assessment and Referral Evaluation schedule (CARE: Gurland et al.
).

The Judgements of Resident Health Status scale (JRHS) was
specially designed for this project, because there was no suitable
measure identified in the literature. Its function was to record the
judgements of care staff about the mental state of residents. It



Mental health in residential homes: a role for care staff 

T . Resident demography

Home  Home  Total

Mean SD Mean SD Mean SD

Age ± ± ± ± ± ±
Months
in home

± ± ± ± ± ±

Male   
Female   

comprised five separate continuous visual analogue scales with
descriptors at each pole for depressed mood (no depressed mood –
severely depressed mood), physical health (very good – very poor),
anxiety (no anxiety – very anxious), irritability (not irritable – very
irritable), and dementia (no dementia – severe dementia). A ‘not sure ’
option could be checked if care staff felt that they could not rate the
dimension in question.

Respondents were also asked to indicate whether they thought the
resident was ‘ in a depressed mood’ and if so they were asked to give a
brief assessment of the reasons for depression. In addition, they were
asked to assess whether the depression should be treated and whether
they thought treatment would be effective, indicating their reasons.
These questions were included to assess whether care staff expectations
of the feasibility of effective treatment for depression increased after
training. The research psychiatrist also completed the JRHS in exactly
the same way as the care staff, for all residents.

Residents completed the self-report Geriatric Depression Scale, -
item version (GDS- : Sheikh and Yesavage ) with the support of
a researcher, a trained psychologist. A score of under  was used to
identify ‘caseness for depression’.

The Geriatric Mental State Schedule (GMS: Copeland et al. )
is recognised as the ‘gold standard’ for assessing psychiatric disturbance
in older people (Bowling ). It includes a categorical measure of
presence or absence of depression: D denotes ‘not depressed’, D or
D ‘ sub-case ’ level, and D to D ‘diagnostic case ’ level of the
disorder. Depression scores D and D can be categorised as Depressive
Neurosis, or Depressive Psychosis, and D is categorised as Depressive
Psychosis only. The GMS was completed by the research psychiatrist.
It is a measure of ‘caseness ’ and severity, and so can be used as a crude
indicator of change. A further measure of depression, which is sensitive
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BAS Brief Assessment Schedule
GDS Geriatric Depression Scale
GMS Geriatric Mental State Schedule
JRHS Judgements of Resident Health Status
MADRS Montgomery and Asberg Depression Rating Scale
T1 Pre-training assessment
T2 Mid-training assessment
T3 Post-training assessment
T4 Mid-Intervention assessment
T5 Post-Intervention assessment (note that this took one week, so the

programme was completed 20 weeks after recruitment)

Figure  : Plan of fieldwork (not to scale)

to change and which is completed by an assessor rather than by the
resident themselves, is the Montgomery and Asberg Depression Rating
Scale (MADRS: Montgomery and Asberg ). This was completed
immediately after the GMS assessment by the research psychiatrist. A
score of under  was used for caseness.

Procedure

The fieldwork for each home covered a -week period. Figure  shows
the plan of the study with the phases of the programme, together with
the number of weeks taken; and the timing and content of the resident
assessments are shown. One week was allowed for each set of assessments
(T–T). The fieldwork for Home  started five weeks after Home 
and followed exactly the same pattern.

The assessors (the research psychiatrist, psychologist, care staff and
residents) were intended to be ‘blind’ to each other’s observations for
the majority of the measurements but, for practical reasons, there were
occasions when some could not be made blind. For example, it is likely
that care staff discussed some of their assessments with each other
despite being asked not to do this. This methodological problem could
not be fully controlled in this small study.
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Care staff training

The full care staff training programme as used in this study has been
described fully elsewhere (Moxon ). The training was delivered in
the residential homes in four three-hour weekly sessions. Care staff were
remunerated from their employer’s training budget. For this study, the
training objectives were that care staff be able to perceive a potential
mental health problem and be able to use a simple checklist (the
JRHS) to assess mental health state. The training team comprised four
members of a Community Mental Health Team for the Elderly.

The training course syllabus covered definitions of depression;
recognition of depression; getting to know the individual person;
communicating with depressed older people ; the effects of loss ; the
effects of depression on thinking, feeling and behaviour; the care-
planning intervention; and possible treatments for depression. Care
staff who completed the training received certificates of participation.

Care staff assigned to the first group were trained in weeks  to , and
those assigned to the second were trained in weeks  to . This was
necessary to ensure that routine care in the homes was not disrupted,
and was also incorporated into the design of the study (see below).

Assessments by care staff

The two groups of care staff were trained one after the other. To test
whether the training had been effective, all  care staff conducted
assessments of residents’ mental state using the JRHS at three
points – before any training (T) ; after the first group had been trained
(T, at week ) ; and after both groups had been trained (T, at week
). It was not possible for each care staff member to assess every
resident in the home at all three time points. To ensure that they each
assessed a certain number of residents (at least four) at each time point,
they were allocated to eight teams (four teams in each home; two or
three care staff per team in Home  and three or four care staff per
team in Home ). The  residents who agreed to be assessed were also
allocated to eight groups (four groups in each home) using a stratified
randomised selection procedure to control for presence or absence of
depression (as judged at the initial assessment), gender and a global
assessment of physical health. At each time point each of the care staff
assessed a group of four to five residents from the home in which they
worked, and they assessed a different group of residents on each of the
three occasions.

Care staff were asked not to confer with each other about their
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assessments. They had contact with the residents they were to assess for
one week’s observation before they were asked to complete their
assessment.

It was hypothesised that care staff would make more ‘accurate’
assessments on the JRHS after they had completed the training course.
Therefore, it was predicted that the first group of staff to be trained
would be more accurate at the second and third assessment points (T
and T) than they had been at the first (T). The second group was
predicted to be more accurate at the third assessment point than they
had been at the first and second.

Assessments of concordance

The research psychiatrist completed a full assessment of mental state at
T and T using the Geriatric Mental State schedule. The GMS is
expensive to administer and aversive to residents if used too frequently
and therefore it was not used at every assessment point. The research
psychiatrist also assessed each resident, using the MADRS and the
JRHS at T, T and T. In addition, with the support of a
psychologist, each resident completed the GDS- at each assessment
point : a self-report measure of depression severity.

The assessment of the accuracy of care staff judgements of depression
was based on the concordance between care staff ratings and the
ratings of the expert assessor on the JRHS; and GMS, MADRS and
GDS- scores for each resident.

It was not feasible to establish inter-rater reliability on the JRHS for
individual care staff in relation to the expert assessor’s JRHS
assessments. This was because, whilst the expert assessor assessed all
residents at each assessment, care staff only assessed the four or five
residents in their group of residents. Since, however, each resident was
assessed by a team of between two and four care staff at each
assessment, a mean care staff rating was calculated for each resident by
averaging the different care staff ratings for the resident on that
occasion. Consequently, the analysis was based on the concordance
between the mean care staff and research psychiatrist ratings for each
resident.

Assessment of concordance suffers from the potential drawback that
it is sensitive to the proportion of residents who are seen as ‘depressed’.
For example, if the expert assessor and the care staff both considered
that  per cent of the residents were ‘depressed’, they would be
expected to agree by chance on roughly eight out of  occasions. The
way in which this problem was handled is described below.
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Results

Twenty care staff completed the training course ; two were lost through
sickness absence. One person missed one assessment point because of
holiday commitments.

Regarding physical health, there were significant product-moment
correlations between judgements made by the research psychiatrist and
the mean care staff ratings on the JRHS, for each care staff group at
all three assessment points. These correlations ranged from ± to ±
(all p! ±). The training course did not include training on assessing
physical health, and no training effect was observed.

There was no significant correlation between the research psy-
chiatrist and mean care staff judgements on the JRHS for dementia
prior to training at T. Examination of judgements at T indicates
marked improvement in concordance in both groups (r¯ ±,
p! ± ; r¯ ±, p! ±). However, this cannot be explained by
training, since concordance was also significant for both the trained
and untrained groups at T, the second assessment, (r¯ ±, p! ±
for the group that had been trained; and r¯ ±, p! ± for the
group that had not).

There was no significant correlation between the care staff and
expert judgements for anxiety and irritability on the JRHS at any
point. Examination of the data suggested a difference between the
research psychiatrist and the care staff in the way they used the rating
scales. The psychiatrist tended to indicate anxiety and irritability as
either present or absent, whereas care staff rated them as traits that
existed to a greater or lesser extent in all residents.

Reliability and validity of expert assessments of depression

The consistency of the research psychiatrist’s judgements of depression
was examined. On the JRHS, he tended to judge the same people as
not depressed on all three occasions (for example, the chi square for the
association between his judgements at the first and third assessments
was ±, p! .).

The judgements of the assessor were then examined in relation to the
GMS, the MADRS and the GDS- (Table ). Chi square analysis at
each assessment confirmed that the assessor’s JRHS judgements were
consistent with GDS- and MADRS scores. They were also consistent
with the GMS assessments at T. However, the chi square for the
association between the JRHS and GMS at T was not significant.
This could have been due to lack of power since GMS assessments were
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T . Association between expert assessor judgements of resident

depression with other measures of depression

Expert assessor
JRHS with:

Assessment T
(pre-training)

Assessment T
(mid-training)

Assessment T
(post-training)

χ# n χ# n χ# n
GMS ±**  –  ± 
MADRS ±*  ±**  ±** 
GDS- ±**  ±*  ±** 

All chi square tests : df¯  ; * p! ± ; ** p! ±.

T . Association between care staff judgements of resident depression

and other measures of depression including the judgements of the expert assessor

Care staff JRHS: MADRS GDS- JRHS (Expert Assessor)

Assessment at T
(no staff trained)

±* ± ±

Assessment at T
(half staff trained)

± ±** ±

Assessment at T
(all staff trained)

±* ±** ±*

All chi square tests : df¯  ; * p! ± ; ** p! ±.

only completed on  of the  residents on this occasion. This was
because some residents were unhappy about being assessed on the
GMS a second time.

As the expert assessor completed the GMS and the MADRS, the
association between his judgements and these measures was to be
expected. However, the association of the judgements with the GDS-
(completed by the resident with the support of the psychologist) is
encouraging evidence of validity, as neither psychologist nor expert was
aware of the results obtained by the other.

Relationship between care staff judgements of depression and other measures

Care staff judgements of depression on the JRHS (i.e. whether they
thought the resident was ‘ in a depressed mood’) were examined in
relation to measures obtained on the MADRS, the GDS- and the
expert assessor’s judgements. As can be seen from Table , the
association for each measure was strongest at T when all care staff had
been trained. We will return later to the issue of whether this apparent
improvement reflected the effects of training or simply of practice and
the passing of time. Detailed analysis of care staff judgements of
depression showed that by the third assessment  staff ( per cent)
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were making a higher proportion of correct judgements (i.e. judgements
on the JRHS that agreed with those of the research psychiatrist) than
they had made before training; four were neither more nor less
accurate; whilst four were making a higher proportion of incorrect
judgements.

The effects of time and training: multivariate analysis

It was apparent from observation of the data that the concordance
between care staff and expert judgements of depression on the JRHS,
varied with the home in which the judgement was made. It was also
noted that care staff were more likely to make a judgement of
depression than not, and so the frequency with which the assessor made
such judgements was strongly related to the probability of chance
agreement between assessor and care staff. A logistic regression was
used to test a model in which the chance of agreement was a function
of :

E the home,
E whether the care staff member had been trained,
E whether the expert assessor had made a judgement of depression

using the JRHS,
E the interaction between home and training.
The model was based on each individual judgement made by care

staff on residents’ degree of depression. It suggested that the main effect
was whether the expert had made a judgement of depression. Training
was not significant either on its own or in interaction with the home.

A similar model was then tested using scores above  on the GDS-
as the criterion of depression. As can be seen from Table , the analysis
supported the prediction that training would be significantly related to
a correct identification where accuracy was assessed against the GDS-
.

It had been expected that there would be an interaction with
‘home’, with the home where assessments had been more frequently
correct at the first assessment, showing less improvement as a result of
training. This, however, did not prove to be the case.

As might be expected, the inclusion of the time at which the
assessment was made (which was necessarily strongly associated with
training) did affect the significance of the association between training
and accuracy. Thus, this multivariate analysis supported the idea that
something associated with the passage of time improved assessments. It
could not, however, establish whether the improvement arose as a
result of training or through other possible mechanisms, for example
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T . Logistic regression predicting correct staff judgements as assessed

against the GDS- ( df)

Variable Beta s.e. p

Training ± ± ±
Home ®± ± ±
Depressed (GDS" ) ± ± ±
Constant ®± ± ±

the effects of practice, or that the issue of depression became
increasingly salient for the care staff group.

The apparent effect of training may have been weakened by
‘contamination’ between the two care staff groups after the first group
had been trained. For example, trained and untrained staff may have
discussed their ratings or the training course programme. Furthermore,
the fact that the second group were expecting to be trained may have
influenced their assessments. It was impossible to disentangle these
possible explanations.

Conclusions

The evidence suggests that the research psychiatrist’s judgements of
depression in the elderly residents were reliable over three assessments
and valid, based on the consistency between the self-reported GDS-
and expert judgements. Therefore, the assessor can be regarded as a
good judge of depression, making it possible to assess the accuracy of
care staff judgements using the assessor’s judgements as the standard.

In this study, care staff were more likely than not to judge residents
as depressed, whereas in previous work care staff have been more likely
to miss depression in older people (Bannerjee et al. ). Thus, in our
care staff group the problem was one of possible lack of specificity
rather than poor sensitivity to the target condition. This introduced the
risk that concordance between the expert and care staff would be a
function of the probability that the assessor rated a resident as
depressed, rather than accuracy of care staff judgements.

Analysis of concordance suggested that after both groups of care staff
had been trained, there was an improvement in concordance between
expert and staff judgements of depression on the JRHS. In a stricter
test, controlling for chance agreement, it was found that training had
no impact on improving the specificity of care staff judgements, and
that agreement between staff and assessor was merely a function of
whether the assessor had judged the resident as depressed. When,
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however, caseness on the self-report GDS- was used as the standard
against which care staff judgements were assessed, there was an
apparent effect for training and for the home in which staff worked.
This suggests that care staff did become more specific in identifying the
mood of residents as residents themselves perceived it. It also suggests
that trained care staff tended to be more accurate in their judgements
of depression in one home compared to the other.

The passage of time, rather than the specific effect of training, could
explain some of the apparent training effect. In a small study, it is
difficult to control for contamination between trained and untrained
care staff at the same time as controlling for the specific effects of
homes. Consequently, it is possible that the care staff who were trained
first in each home influenced the care staff who were waiting to be
trained. This would tend to mask any specific effects of training.

There was a marked improvement in concordance between the
expert assessor and care staff with respect to judgements of dementia.
Examination of the data suggests that both the assessor and care staff
modified their judgements between the first and second assessment
points, and then tended to remain consistent between the second and
third assessments. Perhaps the research psychiatrist was becoming
familiar with the residents at the same time as care staff were becoming
familiar with making judgements about this aspect of the residents’
mental health status.

Study  : the reduction of depression in elderly residents

The aim of the second study was to assess whether care staff with
training and supervision could intervene to reduce depression in elderly
residents identified as depressed. This followed the completion of the
first study, and introduced the care-planning intervention. Although
the specific aim was to reduce depression, global health issues were also
taken into account in the intervention. The rationale for this was that
restrictions consequent on untended physical health problems (e.g.
sensory problems, and problems with feet) might be a factor in the
aetiology of depression in the residents. The care planning intervention
incorporated a structured problem-solving approach, in which a
resident’s needs were sympathetically analysed with their full in-
volvement, and in which a care plan was developed. This is a skilled
activity that can be used with older people to improve their overall
wellbeing.



 Sallie Moxon, Kenneth Lyne, Ian Sinclair, Philip Young and Christine Kirk

In this study, the resident and a member of care staff trained in the
first study, worked together on a one-to-one basis to define the
resident’s health, social and psychological needs. Measurable objectives
were agreed and methods for achieving each one were identified. Plans
could involve diversionary activities, reassurance, counselling, or
arranging for physical interventions to improve health. The essence of
the approach was to develop an individually tailored care plan,
adapted to possible causes of the resident’s depression, which in this
client group are varied. The care plan was implemented over an eight-
week period.

Any activities agreed in the intervention were tailored to the
individual and were additional to the usual group-based diversionary
activities provided in the home. The group-based activities normally
available were occasional occupational therapy sessions, Church
services, weekly bingo sessions, and special celebrations, e.g. Christmas,
Easter and birthdays.

Care staff were supported by mentors, i.e. trained mental health
workers, who were familiar with the training programme and whose
role was to assist care staff in implementing the care planning
intervention with their resident. Unlike traditional methods of
treatment, where a mental health professional works with a resident
directly to treat depression, in this study the mentor did not meet the
resident. This approach to intervention has the potential to be an
efficient use of mental health professionals’ time.

Outcome measures were taken and compared with measures of
depression that had been collected in the first study which, for the
purposes of this study, served as baseline measurements. Because the
number of residents was small, the limited objective was to assess the
plausibility that the procedure could effect a reduction in depression.
Quantitative data were supported by qualitative data from logs kept by
the care staff involved in the intervention. Were it plausible that the
intervention could be effective, this would be the justification for
conducting a trial with large numbers.

Method

The five residents with the highest depression ratings in each home, as
measured by the GMS, the MADRS and the GDS- at the end of the
first study (T), gave informed consent to participate. All but one had
been assessed as depressed on the GMS at the first assessment (T), so
their depression appeared to be stable before intervention. Complete
datasets were available on only eight residents, as one resident died
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during the study and another declined a GMS assessment. Anti-
depressant medication remained unchanged throughout the whole
period of the study from screening to post-intervention (T) for all
residents except one whose medication was discontinued by the home’s
Consultant Psychiatrist at mid-intervention (T).

Twenty of the  care staff who had been trained in the first study,
were available to work with the  depressed residents. It had been
intended that the selection of care staff for this study would be
randomised but in practice, where the usual key worker had been
trained, she carried out normal care together with the care planning
intervention. This maintained continuity of care for the resident and
minimised operational pressures on the home. Six of the  care
staff}resident partnerships were the usual ones with the remaining four
being random selection allocations (i.e. name drawn from a hat).

Mentors

There were six mentors, all from a Community Mental Health Team
for the Elderly : a clinical psychologist, an occupational therapist, three
community psychiatric nurses and a psychiatric nurse from a
Community Unit for the Elderly.

The level of depression of the eight residents was measured to assess
change during the intervention process, using the GMS, MADRS and
GDS-. Structured Intervention Logs were designed for the use of
care staff to reinforce the training message. These provided qualitative
information on progress with the participating resident, care staff
understanding of the approach, time commitment, and the impact of
the intervention on residents and care staff. Similarly, mentors provided
information on the process of intervention through their own logs.

To increase care staff confidence and skill, it was intended that
mentors would meet the care staff on a one-to-one basis for weekly
supervision sessions of one hour during the eight weeks of the study.
There was flexibility in how these sessions were used. The mentors did
not meet the residents during this period whilst the care planning
intervention was being implemented. Four care staff from each home
completed the intervention with the eight residents.

To assess changes in levels of depression and caseness in residents
who were included in the treatment group, the GMS assessments of the
residents that had been made at T and T, were used as baseline
measures. The GMS was repeated at the end of the intervention (T at
week ). MADRS and GDS- measures were also made at T,
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T . Mean scores on the Geriatric Mental State schedule for residents

at three points in time

Pre-training (T)
Post-training}

pre-intervention (T) Post-intervention (T)

mean sd mean sd mean sd

± ± ± ± ± ±

Scores are based on a – scale level :
 : no depression.
– : ‘ subcase’ of the disorder.
– : ‘diagnostic case ’ of the disorder.

together with an additional measure mid-way through the intervention
period (T at week ). For these measures, three other baseline
assessments on residents were available from T, T and T in Study .

Results

It was expected that care staff and residents would identify a number
of interventions that might relieve the residents’ depression. These
interventions could be psychological, social, or to do with physical
health and sensory ability. All residents experienced an intervention
that aimed at improvement in at least two of these areas, and in half
the cases, at least three areas were targeted. In general, it was intended
that the intervention should merge into the normal life of the home and
cause as little disruption as possible.

Examples of goals and activities included in care plans were: re-
introduction to relatives ; coping with loss by talking one to one with
the member of care staff; encouragement to maintain independence by
going shopping; taking more care of own room; changing rising habits
to help the resident feel less depressed; going to hospital alone; staff
giving attention for constructive behaviour and minimising reinforce-
ment of illness behaviours ; re-introducing knitting; and attending to
basic health needs (e.g. teeth, hearing aids, spectacles).

The GMS is a categorical measure, but the categories do give an
indication of the level of the disorder (D-D). Therefore, given that
this was an exploratory study with insufficient power to assess change
using a categorical measure of depression, GMS scores were analysed
as if they were indicative of a continuous variable. Mean ratings on the
GMS among participant residents showed a reduction in level of
depression after the intervention compared with baseline measurements
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(Table ). The differences between the two baseline measures (T and
T) and the post-intervention measure (T) were significant
(ANOVA; df , F¯ ±, p! ±). Post-hoc comparisons, using the
Neuman Keuls Critical Ranges test, showed that GMS scores for T
and T were not significantly different, but T and T were both
significantly different from T (p! ±). There were too few residents
to attempt to detect whether there was a difference in results between
the two homes.

The same effect was observed for scores on the GDS- (Figure ).
The three baseline measures for the GDS- were significantly different
from the post-intervention measures at T (ANOVA; df , F¯ ±,
p! ±). Post-hoc comparisons showed that GDS- scores for T,
T and T were not significantly different from each other. Scores for
T and T were significantly different from those at T (p! ±), and
the difference between scores for T and T just failed to reach
significance (p! ±). Means and standard deviations for severity
ratings were ± (sd. ±) at T ; ± (sd. ±) at T ; ± (sd. ±)
at T ; and ± (sd. ±) at T. Scores for the MADRS were more
variable over the same period (Figure ) and there were no significant
differences between measures at T, T and T.

Case studies

Trainer and care staff Intervention Logs provided further evidence of
changes in depressive illness status. Seven of the eight interventions
were considered to have helped to reduce resident depression. Success
seemed to depend on belief on the part of the key worker that she could
effect changes, availability of time for her to do this, perseverance in the
face of difficulties, and a good relationship with the resident. These
factors were affected in their turn by the quality of the mentoring and
the relationship between mentor and key worker. In one case the
resident was not helped. This resident had a poor relationship with his
key worker and the key worker did not make full use of the mentoring
relationship. In turn the mentor was unaware that the resident}key
worker relationship needed more support.

According to the logs, care staff felt that the most useful parts of the
training were those that increased their understanding of depression in
the residents. This had made them more tolerant, more interested in
the reasons for residents’ behaviour, less judgmental, more able to make
sense of problems and better able to put questions to them. For some,
caring had become more enjoyable.
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Figure  : Mean change in depressive illness as measured by the MADRS and GDS-
(n¯ )

In relation to the intervention, there were reports that training had
helped care staff to look at changes that could be made, and had given
them permission to make those changes. Training encouraged key
workers to acknowledge the residents’ moods and empowered them to
become actively involved in treatment : ‘It has made me realise that I
could have used this approach long ago’.

Care staff noticed that the residents started to trust them and that
rapport improved, which made intervention easier. Some objectives
were more easily tackled and achieved than others (e.g. sensory checks)
and these were usually done early on in the intervention. Interventions
of a more complex nature were harder to tackle and mentors and care
staff felt that success was dependent on guidance from the mentor.

There were reports from care staff of residents who they felt had
improved in mood and morale because of the intervention. For
example, for some residents, morning ‘blues ’ were less pronounced,
some residents were more relaxed, brighter and happier, and some had
improved in self-care habits and were less withdrawn.

There were mixed responses for how the intervention fitted with
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normal working practice. Some care staff found it did not take up too
much extra time, whilst others had difficulties with workload and shifts.
There were fewer problems where the key worker was the ‘natural ’ one
and had not taken on an additional resident for the study. However, it
was thought that the time taken paid dividends.

Mentors did not find the task too demanding. Applying the model to
a difficult resident was quite a significant challenge for the mentor, but
the experience had been ‘very rewarding’, ‘enjoyable ’ and ‘extremely
worthwhile ’. They were encouraged by care staff commitment and
motivation and thought that an external mentor gave staff a feeling of
being special. Mentors believed that they could motivate care staff by
affirming their ability to succeed. They considered that care staff were
willing and eager to conduct the intervention, were positive and
enthusiastic, and demonstrated increasing empathy towards their
residents. There were mixed responses from mentors about working
through care staff and not seeing the resident concerned. Most mentors
felt that time spent with the care staff member was more advantageous
than working directly with the resident, but a minority of mentors had
difficulties with the concept and felt impotent without direct contact
with the resident.

Although no one model of mentoring exists (McIntyre et al.  ;
Shea ), the pilot study revealed a need for more training for
mentors on core principles and practices basic to mentoring. Central to
conducting effective interventions seemed to be the establishment of a
good relationship between the mentor and care staff; reliability of the
mentor ; commitment to the philosophy that something can be done for
depressed people in care homes; and awareness of care staff
expectations, confidence and capacity to respond.

Mentors met care staff for three to eight sessions, with an average of
five, and sessions averaged one hour (ranging from  to  minutes).
The total input for individual mentor}care staff pairs ranged from two
to eight hours. In addition, total time on the telephone was an average
of  minutes and travelling took an average of two hours for mentors.
Although resident and care staff needs varied, mentors thought that the
mentoring programme would have been more effective and practical if
it had begun with two weekly sessions of one hour, then shorter sessions
spaced over the remaining six weeks in response to differing needs.

This second study indicates that it is plausible that the care planning
intervention had been effective, judged from changes in measures of
depression, and from qualitative case studies. The approach was well
received by care staff and rated as a success by the mentors, some of
whom considered the process to be a highly effective way of working.
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It is noteworthy that repeated measures of depressive state were
consistently high in the residents identified for this second study, and
that improvements did not occur before the care planning intervention
began.

There were no control groups, and the sample size was low, so the
results are not conclusive. However, there was significant reduction in
depression in residents as indicated by changes in the GMS and GDS-
 scores. This finding was not mirrored for the MADRS. However, the
MADRS has not had formal validation in a community elderly
population (Katona ) and, given the consistency between the
other two measures for this small sample, it remains plausible that the
care planning intervention was successful.

Discussion

The mental health of older people in residential care has received
comparatively little attention. In this research, almost half the residents
were assessed as having a ‘significant depressive state ’ at the time of
screening, and most residents gave informed consent to take part. Care
staff were very interested in learning more about how to help depressed
older residents and nearly all agreed to take part and did so
enthusiastically.

The trainers, all members of the Community Mental Health Team
for the Elderly, provided  hours of theoretical training to all care staff
over four weeks, and an average of five hours of mentoring to each
member of care staff involved in the care planning intervention over a
period of eight weeks.

Care staff appreciated the theoretical part of the training pro-
gramme, attended regularly, and gave the impression of putting a lot
of effort into it. The trainers felt that the training went well, as did the
main researcher who observed it. A review of the training course and
its structure indicated that this was a good programme in terms of
content, relevance to care staff and presentation style.

There were similarly positive reactions to the mentoring part of the
programme where much seemed to depend on the commitment of the
mentor and on the quality of relationship established between care staff
member and mentor. Some mentors, however, found that commitment
to their clinical workload interfered with their ability to provide
continuity in mentoring.

Case studies suggested that the overall approach was appropriate
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and worked well for seven out of eight residents. The failure to achieve
a good result for the eighth resident was reflected in the poor quality
of relationship between the resident and his key worker.

Quantitative data suggest that both aims of the programme were
achieved. The accuracy with which care staff were able to identify
depression increased over time, as indicated by measures of con-
cordance with the GDS-, MADRS and by expert judgements. It was
not possible to say whether this was due to the training or other
influences – for example, the greater salience given to depression by the
project and the fact that care staff had practice in making assessments.
An unexpected outcome was the apparent improvement in the ability
of care staff to identify dementia. There was evidence of some
‘contamination’ between care staff who had been trained and those
who were awaiting training, within homes. This was regarded as a
benefit by Elderly Services managers, but it was a disturbance in the
research and may explain some of the improvement in accuracy of care
staff ratings.

All but one of the residents included in the care planning intervention
improved in terms of depression as measured by the GDS-. Similarly
six out of the eight for whom the relevant data were available improved
their depressive status on the Geriatric Mental State schedule. These
changes occurred after the care planning intervention and despite the
fact that very little change had occurred over the repeated prior
assessments. However, changes on the depression rating scale
(MADRS: a measure designed for the assessment of change in
depression) were not statistically significant and greater variation was
observed over baseline measures. It is not clear why the MADRS gave
different results from the other measures.

There is an urgent need for an effective approach to recognising and
treating depression in elderly care homes. This study has tested and
refined a model which relies on training and supporting care staff to
take an active part in this. The data suggested that the care staff
improved their ability to detect depression, and that their responsive
interventions helped. This approach contrasts with normal medical
care, in that residents were participants in the planning and execution of
the interventions which were used to help them overcome depression.
Also the interventions were highly specific to the needs of the individual
residents. In a climate in which it is increasingly recognised that users
of mental health services benefit from collaboration with service
providers in planning their own care, this psychosocial intervention
may be an important adjunct to medical treatment of depression in
residential care for elderly people.
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