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Mood Assessment Pathway













Mood Screening

	Within first week

Date:
	Ask “Yale Questions”
	Yes
	No

	
	1. Prior to your stroke, have you ever felt sad or depressed?


	
	

	
	2. Since your stroke, have you been feeling sad and depressed?
	
	




Algorithm for selecting appropriate mood screening measures.

	Assessment (DATE):
	Use Algorithm to complete full mood assessment

	
	i.e. 1.1.09
	
	
	
	
	
	

	Mood measure used:
	DISCs
	
	
	
	
	
	

	Score/response:
	5
	
	
	
	
	
	

	Classification of score:
	High
	
	
	
	
	
	

	Ensure record of assessment and outcome is documented in the medical notes.
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The Stroke Aphasic Depression Questionnaire (SADQ – H10)

1. Did he/she have weeping spells this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

2. Did he/she have restless disturbed sleep this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

3. Did he/she avoid eye contact when you spoke to him/her?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

4. Did he/she burst into tears this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

5. Did he/she complain of aches and pains this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

6. Did he/she get angry this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

7. Did he/she refuse to participate in social activities this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

8. Was he/she restless and fidgety this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

9. Did he/she sit without doing anything this week?

Every day        On 4-6 days        On 1-4 days        Not at all

3                        2                         1                        0

10. Did he/she keep him/herself occupied during the day?

Every day        On 4-6 days        On 1-4 days        Not at all

0                        1                         2                        3
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Copy of HADS not included for copyright reasons.




Patient Sticker





Rehabilitation Development Unit





Within first, week/before discharge complete mood screening questions. *If communication problems are present ensure an immediate SLT referral has been made to aid completion of this pathway.*








An appropriate multidisciplinary team member carries out a full mood assessment after 7 days of admission. Using the algorithm to select an appropriate mood assessment measure (over-leaf).* If patient has serve communication difficulties an anti-depressant should be immediately considered.*








1. Feed results back to the patient.


2. Make a record of your assessment findings in the medical notes together with a care plan.


3. Ensure results are discussed at weekly MDT meeting.


4. Consider allocating a key worker.








Consider referral to psychology/psychiatry.





Period of watchful waiting. During this time, the patient should be reviewed on a weekly basis by the designated key worker. 





Repeat assessment, if necessary





Summary of mood to be documented in discharge summary.








Patient Sticker





Rehabilitation Development Unit





NO





SADQ-H10- To be done in MDT meeting.


SADQ-H10- To be done in MDT meeting.





NO





YES





Does the patient have a language problem?





Is the person confused? (I.e. reduced alertness/awareness, delirium/delirious).





Does the person have a visual impairment?


Do you need a depression/anxiety measure?





DISCs 





HADS 


If answer was yes need to read out the question to patient.





YES





SADQ-H10- To be done in MDT meeting.


SoDs- To be completed in MDT meeting by team.








Does the person have a visual impairment?





If YES- SLT input is required to allow for comprehensive screening to take place. *Ensure referral has been made.*





YES





NO





NO
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