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Introduction

The following case study explores the treatment of a 72 year old married man with life long bipolar illness. The study in particular focuses on the depression component of his condition, and explores his background history in order to better understand his current presentation. The paper then briefly examines the epidemiology of depression in the over 65s, and also discusses the assessment and treatment options currently favoured. However, the majority of the paper will concentrate on his drug treatment, principally on the practical issues faced by the client and by the nurse prescriber in relation to pharmacological treatment of Bob’s depression.

Rationale

Bob was chosen for the case study as I have known him for over two years in my capacity as his community psychiatric nurse. He is a typical client in that he has severe and enduring problems, with multiple complex issues affecting his health. In the time I have known him his mood and ability to cope with day-to-day living have fluctuated, but he has remained generally depressed.

His symptoms over the past year have consisted of low mood with intermittent rumination, occasionally bordering on psychotic, concerning events from the past, which he felt could ruin his family. These thoughts are unfounded. His depression has been treated throughout his life with mixed success utilising a variety of approaches stemming from cognitive behavioural approaches through medication and ECT. He has a long history of bipolar illness going back to the early eighties, where a long period of hospitalisation precluded his retirement from senior management in the shipyards in 1985. 

From a medical perspective, Bob has vascular disease, and suffered an arterial obstruction of the right arm in 1988 for which he required surgery. He had a minor stroke in 1999 but made a good recovery. He suffers from gout. Most recently he has been quite tremulous and complaining of lethargy, but geriatric medical specialists reported no significant findings.

He currently lives with his very supportive and energetic wife of 50 years in a large house in a local village. The size and age of their home and its attendant maintenance worry him constantly to the point of distraction, but any thoughts of moving to somewhere more manageable have been on hold for some time due to the debilitating effects of this very rumination and subsequent agitation. There is a general feeling among family and carers that if Bob’s mental health were to improve then their overall situation would be more comfortable, emotionally and practically. Any attempt to address these issues from a cognitive behavioural approach has been met with willingness, but limited success. Bob is an intelligent, witty and warm man, with immense patience and gratitude, and an almost total lack of self-pity. He is sharp and very humorous when well.

He was admitted to a short stay psychiatric unit 3 months ago for ECT, following the failure of various antidepressants to lift his mood. He had been prescribed at separate times Trazodone, Venlafaxine and Mirtazipine, prescribed both in and out of combination with Lithium. Various psychotropics were also prescribed to address his agitation, including Quetiapine, Olanzapine and Risperidone.  He was also prescribed various sedatives to help with his sleep disturbances, e.g. Temazepam, Zopiclone and Nitrazepam, again with limited success, on top of his other medication, which historically included anti gout medication, aspirin, anti-platelet agents, and Fosamax.

Following assessment by the anaesthetic department Bob commenced a course of ECT. Unfortunately after six treatments there was only minimal improvement and staff noted he was significantly confused following each treatment. This confusion generally cleared within twenty-four hours, but following his last ECT he remained consistently confused and a decision was thus made to discontinue.

Also, toward the end of his course it was noted that his urea level was rising despite what appeared to be adequate fluid intake. Because of this Lithium was withheld and Creatinine clearance carried out. Two separate tests revealed reduced renal function and thus Lithium was not restarted. However, following cessation of ECT Bob was started on Citalopram and his mood gradually started to improve. By the next month the improvement was significant, and although still mildly confused at times, his mood remained brighter and he started to go on passes home. Some passes were more successful than others, but his mood overall remained brighter. There was a setback in the following month when a ceiling collapsed at home triggering a familiar pattern of anxiety, but his general improvement persisted resulting in his discharge home, at which point I resumed my visits. He was discharged and remains on the following medication:

Aspirin 150mg daily, Citalopram 20mg morning, Allopurinol 300mg morning, Persantin Retard 200mg bd, Depakote 250mg three times daily, Quetiapine 25mg at night, Temazepam 10mg at night. Fosamax once weekly.

Epidemiology, Assessment and Treatment of Depression in the over 65s

Although common and disabling, depression among older people remains both under-detected and under-treated according to Katona and Katona (1997). A Royal Colleges report states that at any one time, 2-4% of older people are suffering from a major depressive episode, and 10-20% from less severe forms of depression. At least two thirds of older people who commit suicide are suffering from depressive illnesses and are likely to have a long-term disease of some kind (Department of Health, 1997). 

The Scottish Executive’s statistics suggest that

“Depression affects 3-5% of over 65s at any point in time, with milder forms of mood disorder being present in another 10-15%…” 

(Scottish Executive 2002)

The Audit Commission (2000) cites a different range again, putting the figure at between 10-16%, without defining levels of severity.  In presenting statistics for the NHS in Scotland, Wood and Bain (2001) cited two studies by Saunders, Copeland, Dewey, Gilmore and Larkin (1993) and Livingston, Hawkins, Graham, Blizard and Mann (1990) which suggest that prevalence and incidence figures based on GP consultation data may underestimate actual prevalence by up to 50%. 

This supports Katona and Katona’s (1997) initial suggestion above, and may reflect in part under recognition of the disorder, or possibly reluctance on the part of the individual to seek help. For instance, some older people may simply put up with its symptoms - such as inappropriate sadness, low mood, poor appetite and poor sleep - because they do not realise that they may have a treatable illness (Sturm and Gresenz 2002).

What is certain is recognition of the danger of using GP consultation figures in isolation as a means of estimating the total burden of depression in the older population. One problem appears that depression seems difficult to diagnose, and thus measure. Even the guidelines within DSM-IV are unclear according to Middleton, Shaw, Hull and Feder (2005). Clearly it is difficult to compare prevalence figures when inclusion criteria for each study differ so greatly.

For example, in the studies cited by Wood and Bain, Saunders et al used the Geriatric Mental State assessment tool, and Livingston et al the Standard Comprehensive Assessment and Referral Evaluation assessment tool, so when comparing conclusions it is difficult to know if they are referring to the same phenomena. This could explain the variations of suggested prevalence as seen above. The Audit Commission found that only one third of GPs used any sort of standardised test or protocol to diagnose depression for example.

One simple way to reduce this doubt would be through the utilisation of a standardised scale with strong inter-rater validity/reliability. The Geriatric Depression Scale (GDS) is a strong example (Montorio and Izal 1996, Katona 1994), and it is fairly clear that someone scoring over 5 has a level of clinical depression warranting intervention (Sheikh and Yesavage 1986). It is a useful baseline by which to measure intervention efficacy, that is, if the GDS score is less on re-testing then arguably the intervention has had an effect. This is the tool of objective measurement chosen for this case study, and it is in Appendix 5, along with a short history of its development.

Depression in older people is not just a significant public health problem as described (Lebowitz, Pearson, Schneider, Reynolds, Alexopoulos and Bruce 1997). The burden of unrecognised or inadequately treated depression is substantial, especially for the sufferer and family.

Factors of Depression

Identified factors associated with depression in the elderly range from micro biological factors such as cholesterol concentrations (Brown, Salive, Harris, Simonsick, Guarlnik and Kohout 1994) through physical factors such as pain and ill health (Kennedy, Kelman and Thomas 1989) and psychological factors such as loss and bereavement (Llewellyn-Jones, Baikie, Smithers, Cohen, Snowdon, Tennant, Deeks and Juszczak, 1999) to social contentions such as espoused by Wilkinson (1995) and supported by Sturm and Gresenz (2002) who suggests it’s roots lay in social deprivation and exclusion. The role of polypharmacy in depression has been recognised for years (Shader 1976).

These studies are all of high quality, published in reputable, peer evaluated journals such as British Medical Journal and the American Journal of Psychiatry. They are statistically rigorous, minimise variables wherever possible and use large population samples, acknowledging where this is not possible. By doing this they recognise their own limitations, and attempt to therefore conclude within the bounds of the evidence.

Though hardly a flawless meta-analysis, it is probably fair to say that even within this small sample of cited evidence, depression in the elderly appears to have a large web of causality. This is certainly the view held by National Institute of Clinical Excellence (NICE) (2004).

Probably one of the most important factors in the identification and treatment of depression is therefore the skilled practitioner, who will be aware of this interconnected causality, along with the politics, methodological nuances and quirks of statistics in research. As such the practitioner would be able to distinguish between credible and potentially fallible research findings.

To frame this within the context of causal factors given as examples here, this is why (among other factors) a skilled practitioner would be looking at a person’s diet and blood results to confirm/deny imbalance such as high cholesterol (Brown et al 1994), and would assess the person for pain (Kennedy et al 1989). The nurse would be looking to establish a relationship in order to help/counsel regarding any loss or bereavement issues Llewellyn-Jones et al 1999), and be simultaneously mindful of the effects of loneliness, isolation and poor housing (Wilkinson 1995). The nurse would likewise be aware of the potential harm of polypharmacy (Shader 1976).

With specific regard to this case study please refer to Bob’s care plan (Appendix 2), which attempts to address his problems from a similarly research based and holistic perspective, tailored to his own personal comprehensive assessment. Factors affecting his mood are framed within the ‘five areas assessment’ model, as developed by Williams and Garland (2002). This model attempts to improve Bob’s overall well being by targeting specific demonstrably interconnected aspects for change. For example, last visit we were concentrating on lowering his over-breathing (physical), with the intention of improving his perception of anxiety (thinking), so that he may hopefully socialise more freely (behaviour). 


The Five Areas Assessment Model, (Williams and Garland, 2002)

However, whilst acknowledging the fundamental importance of this web of causality, the next section of the paper takes a more reductionist approach, as it examines specifically the role of antidepressant medication in Bob’s treatment, and hence the potential role of the supplementary nurse prescriber. It explores a brief history of antidepressant development before looking more specifically at the mode of action of selective serotonin reuptake inhibitors (SSRIs), and particularly Citalopram, his currently prescribed antidepressant.

Biological Treatment of Depression

Early antidepressant medications, tricyclic antidepressants (TCAs) and monoamine oxidase inhibitors (MAOIs), were discovered through astute clinical observations. Prior to the SSRIs, all psychotropic medications were the result of chance observation. For example, Lithium came from studies looking for putative endogenous psychomimetic substances excreted in the urine of psychotic patients (Cade 1949). The phenothiazines came from a search for better preanesthetic agents (Laborit, Huguenard, Alluaume 1954). The TCAs were the result of an unsuccessful attempt to improve on the antipsychotic effectiveness of phenothiazines (Kuhn 1958). The monoamine oxidase inhibitors (MAOIs) came from a failed attempt to develop effective antitubercular medications (Crane 1957). The first studies of benzodiazepines were unsuccessful attempts to treat patients with schizophrenia (Presskorn 2005). Despite these initial failed attempts to use these various drugs therapeutically, astute clinical investigators recognized their therapeutic value in other conditions: lithium for manic-depression, phenothiazines for psychotic disorders, TCAs and MAOIs for major depression, and benzodiazepines for anxiety disorders.

Too little knowledge of the biology underlying illnesses existed to permit a more rational approach to drug development at the time. However, these first drugs played an important role in providing the first insights into the pathophysiology underlying the illness or, at least, underlying drug responsiveness. SSRIs were developed the other way round. That is, instead of noting clinical effects exhibited by chance excitation or inhibition of various neural systems and pathways, they were developed to specifically interact with the target of interest. At the same time, the molecule was structurally modified in order to not interact with other targets that mediated unwanted effects e.g., peripheral anticholinergic effects (Presskorn 2005).

First-generation medications (TCAs and MAOIs) were found to be effective because they enhanced serotonergic or noradrenergic mechanisms or both. Unfortunately, the TCAs also blocked histaminic, cholinergic, and alpha1-adrenergic receptor sites, and this action brought about unwanted side effects such as weight gain, dry mouth, constipation, drowsiness, and dizziness. MAOIs can interact with tyramine to cause potentially lethal hypertension and present potentially dangerous interactions with a number of medications and over-the-counter drugs. 

The newest generation of antidepressants, including the single-receptor selective serotonin reuptake inhibitors (SSRIs) and multiple-receptor antidepressants venlafaxine, mirtazapine, bupropion, trazodone, and nefazodone, target one or more specific brain receptor sites without, in most cases, activating unwanted sites such as histamine and acetylcholine (Feigner 1999). 

Citalopram and the SSRIs

Unlike the TCAs, the SSRIs have diverse chemical structures (see above, from Toxlab, 2005), but they have a common substrate for pharmacological action. They enhance serotonergic activity by selectively blocking 5-HT re-uptake in serotonergic neurons. They do not have direct receptor effects or clinically significant influence on other neurotransmitter systems. Serotonin’s mode of action is illustrated overleaf by Nemeroff (1999).
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The Molecular structure of Citalopram. (FRX, 2005)
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Serotonin Mode of Action (Nemeroff,1998)
That is not to say SSRIs are free of side effects however. A summary table of these is included below and compared to some of their TCA counterparts:

	Side Effect


	%Reported (SSRIs)
	%Reported (TCAs)

	Dry mouth 
	21% 
	55% 

	Constipation 
	10% 
	22% 

	Dizziness 
	13% 
	23% 

	Nausea 
	22% 
	12% 

	Diarrhoea 
	13% 
	5% 

	Anxiety 
	13% 
	7% 

	Agitation 
	14% 
	8% 

	Insomnia 
	12% 
	7% 

	Nervousness 
	15% 
	11% 

	Headache 
	17% 
	14% 


(National electronic Library for Mental Health (NeLMH), 2005)

NICE (2004) even recognise the contentious potential (from unpublished data) for SSRIs to increase suicidal ideation (Healy 2003). However, the SSRIs are currently the drug of first choice as recommended in their guidelines for treatment of moderate to severe depression (NICE 2004). NICE advocate a stepped model of care as illustrated over, and whilst debate continues regarding the validity of this approach given the weakness of evidence supporting structured interventions for mild to moderate depression (Middleton et al, 2005), it appears widely agreed that moderate to severe depression and treatment resistant depression warrant combined treatments, as specified in Bob’s care plan. Though the BNF (2005) advocate assessment on a case by case basis, as already stated, NICE (2004) recommend that the medication should be an SSRI.
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The Stepped Care Model (NICE, 2004)

Supplementary Nurse Prescribing

Appropriately qualified nurses may prescribe in the following manner: Patient Group Directions (PGDs), independent nurse prescribing, and supplementary nurse prescribing. As Citalopram is not on the list of approved medications within the nurse prescriber extended formulary (NPEF), nor depression one of the treatable conditions (BNF, 2005), clearly neither of the first two options is appropriate. Appendix 5 contains a flowchart pertaining to the decisions surrounding PGDs, and overleaf is an example of how, when and why each aspect of prescribing may be appropriate, in this instance pertaining to asthma care (National Prescribing Centre, 2004).

Extrapolating these principles to Bob’s care would indicate a straightforward decision to use supplementary prescribing within a Clinical Management Plan. Bob’s Clinical Management Plan is in Appendix 3, and defines the dosage range prescribable by the nurse, and the conditions pertaining to medication review, in this case low mood and/or presence of side effects.

The Clinical Management Plan is therefore the most significant aspect of Bob’s care in relation to supplementary nurse prescribing. The plan would be discussed at length with the independent prescriber and Bob himself, given Bob’s complex history, paying particular attention to potential drug interactions. The discussion would be informed by the BNF (2005) and Bob’s personal drug history. For example, he appears to be particularly sensitive to oversedation by psychotropic medication, making therapeutic dosage historically difficult. The plan will be evaluated presently, but first it is important to frame some of the legal issues the nurse prescriber operates within.
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(National Prescribing Centre, 2004)

The nurse must always practice in a safe, lawful and professionally accountable manner (NMC,2005). In specific regard to the extended role of the nurse prescriber, these issues are addressed locally through clear guidelines (Argyll and Clyde Health Board, 2005), which subsume nationwide issues of training, liability, indemnity and duty of care (Scottish Executive, 2005). A brief history and wider exploration of these principles is included in Appendix 1. At present however, the nurse prescriber is accountable for (Lawton and Lutener, 2005):

· the issuing of prescriptions 

· the safety and well-being of patients/clients 

· ensuring the informed consent of patients/clients to prescribable or OTC products 

· informing other professionals in your team about your prescribing decisions 

With regard to this case study, all the above points are addressed either specifically in Bob’s clinical management plan (eg dosage range, when to issue prescription) or more broadly in his overall care plan (eg consent and well-being). They are respectively in Appendices 3 and 2. A supplementary prescription is in Appendix 6.

Evaluation

It is clearly very difficult to isolate any aspect of Bob’s care. He has so many potentially interconnected factors impinging on one another (see page 5). Real life precludes controlling for variables, therefore the best evaluative tool available is probably a combination of the skilled practitioner and Bob himself. He/she will be able to obtain as much objective data as possible and review it in combination with Bob and his wife’s subjective experience.

In this instance for example Bob is complaining of: enduring rumination to the point of psychosis (again believes he has caused his family great distress through seemingly innocuous comments made years ago), teeth grinding, dread of socialising, early wakening, loss of interest, and lowering of appetite. His concentration is noticeably worse than on last visit, and he struggled to complete GDS, in which he scored 9 (indicative of moderate depression according to Sheikh and Yesavage, (1986)). He last scored 4 as an in-patient 2 months ago. He makes vague allusions but non-specific threats of self-harm, but denies this on direct questioning. He has no suicide plan.

He has not complained of feeling light-headed or dizzy, which have been evident in previous episodes of probable polypharmacy. His BP is normal with no postural drop and his blood results show normal renal function one week ago. It would therefore be reasonable, given that his depression is clearly evident, to increase his Citalopram to 30mg daily, within the scope of the clinical management plan. 

He will be monitored closely for the drowsiness most commonly experienced by him on previous increases of other psychotropic medication, as well as the side effects listed earlier. It would be worth considering objective assessment of his cognitive state, through Mini Mental State Examination (MMSE) (Folstein and Folstein, 1975), given his recent history of confusion. Again this data is comparable, as he was tested before and during his last admission. Confusion is listed as a side effect of Citalopram (BNF, 2005, p201).

Of particular concern is the contraindication of the SSRIs with mania. Although it is some time since Bob entered a manic phase of his illness this is worth watching closely (BNF, 2005 p201). The nurse would also be mindful of the potential drug interactions with his other medication, and continue to discuss any concerns with his independent prescriber, as well as community pharmacists. One potential specific problem could be the increased risk of bleeding (interaction with aspirin, BNF 2005, p647).

Conclusion

From a broader perspective, the attendant extended accountability issues raised by prescribing and other specialist nursing roles have contributed to the continuing debate on clarifying advanced roles within professional practice. The NMC (2005) for instance now recognises only three post registration recordable qualifications, these being specialist practice, teaching, and nurse prescribing.

In an attempt to clarify extended roles for the purpose of education commissioning and personal career planning, particularly within the remit of Agenda for Change (Adkins 2002), Sarah Mulally, Chief Nursing Officer suggests the NMC record an advanced nursing qualification, with the associate raised professional accountability issues addressed formally. She suggests that (along with considerable clinical and academic expertise) a mandatory prerequisite for this qualification would be nurse prescribing (Mulally 2004). Should this be accepted by the governing body it will further validate this role extension. 

Although there are some reservations expressed, for example in respect to potential over-prescribing of antibiotics (UK Parliament, 2002), or marginalisation of medical roles (Psychiatric News, 2005), nurse prescribing is currently broadly supported politically and professionally, and a lot of work is being done to assess the efficacy and relevance of the current training. For example, a full time researcher has been employed by the Scottish Executive to evaluate the current course.  No doubt the course will evolve as a result.

Possibly the extended formulary will expand further. Maybe specialist nurses will be able to prescribe within their field of expertise eg CPNs will prove competent to prescribe certain antidepressants. Possibly the role of advanced nurse, as currently under review by the NMC will open up the BNF altogether to these nurses. These are some of the options currently under consideration by the Medicines and Healthcare products Regulatory Agency (MHRA) (2005). They are an executive body of the Department of Health, and this consultation ends in May 2005.

More specific to this case study and the present however, in becoming a nurse prescriber there is hopefully direct benefit to Bob now. He will be able to receive necessary, pertinent and timely treatment within the spirit of his existing plan, utilising the therapeutic relationship already established, but over a wider range of options than before.
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Appendix 1

A (very) short history of legal, professional and accountability issues within nurse prescribing

The Medicines Act of 1968 was prompted in part by the consequences of thalidomide in the 1960s. This Act established safety, quality and efficacy criteria for medicines. It also outlined three different categories of medicine (The Royal Pharmaceutical Society for Great Britain, 2003):

P - these are medicinal products that can only be sold in a registered retail pharmacy by a pharmacist or under the supervision of a pharmacist.

POM they are designated as prescription only and are included in the Prescription Only Medicines (Human Use) Order 1997. These, too, can be sold or supplied only in a registered retail pharmacy, by or under the supervision of a pharmacist. In addition, the sale or supply must be in accordance with a prescription given by an appropriate practitioner (e.g. doctor, dentist, nurse prescriber).

GSL medicines are licensed but can be sold or supplied outwith pharmacies. They appear in the Medicines (Products other then Veterinary Drugs) (General Sale List) Order 1984 made under the Medicines Act in 1968. There are conditions to the sale of GSL medicines - they have to be sold in premises that can be closed from the public and must be in sealed containers that have not been opened since their production.

Section 58 of the [1968 c.67] Medicines Act subsection 1 and section 27 of the National Health Service (Scotland) Act 1987 were amended in part by Medicinal Products: Prescription by Nurses etc. Act 1992 stating that sections 1-3 would come into force on "such a day as the Secretary of State may by order made by Statutory Instrument appoint" (Lawton and Lutener 2005). This was 1st July 1996, statutory instument 1504 , The National Health Service (General Medical Services, Pharmaceutical Services and Charges for Drugs and Appliances) (Scotland) Amendment Regulations 1996. A nurse prescriber was “Registered on parts 1, 11 or 12 of the Professional Register, holding a District Nurse or Health Visitor qualification, in employment by a Health Board, NHS Trust or by a Doctor on a medical list, had an annotation against their name on the professional register.” Following a six month consultation period between 2000 - 2001, an extension to nurse prescribing was agreed. The legislation relating to extended nurse prescribing is contained in the 'Prescription Only Medicines (Human Use) Amendment Order 2002' further amending the 1968 Act, specifically sections 58 (1), (4), (4a), (5); 59, 103 (2) 129 (4).

In Article 3A, the administration routes of products on the Extended Nurses' Formulary are outlined ie if a product on the list is administered by another route, it would be outwith the role of the Extended Nurse Prescriber.

The nurse prescriber is accountable for

· the issuing of prescriptions 

· the safety and well-being of patients/clients 

· ensuring the informed consent of patients/clients to prescribable or OTC products 

· informing other professionals in your team about your prescribing decisions 

· keeping your knowledge and skills up to date 

The NHS as an employer provides indemnity arrangements for employees working under contract who are accused of clinical negligence (Lawton and Sharpe 2005). The NHS indemnity applies to people directly employed by the NHS and excludes General Practices and individuals employed by General Practices. This is because they are working under service contracts and make their own arrangements for vicarious liability. This indemnity provides only the 'financial insurance' in case of negligence. It does not provide any protection against prosecution for the prescriber, if charged with a criminal offence (such as manslaughter) although some policies may provide for legal representation. Clinical negligence is a breach of duty of care in an action, or omission to act, related to the care of a patient when the practitioner is acting in their professional capacity.  As a prescriber, a duty of care is owed to the patient or client who is going to receive a prescription or advice about medication. Once a practitioner has assumed responsibility for treatment of a patient, he is under a duty of care. The prescriber could be found to have breached his duty of care for prescribing an inappropriate medication, not taking a proper medication history, by not issuing a prescription when one is indicated, by giving a person inappropriate or incorrect advice in relation to an OTC medication or by failing to advise a patient properly for example, not alerting patients to an important side effect. The breach of duty must be demonstrated to have caused the injury. Any loss sustained as a result of the injury and complained about must be recognisable in law. In a medication error, for example, the patient's untoward effects could include recognised side effects of the wrong medicine, and also suffer continuation of the original 'untreated' condition. The injury and resulting loss must have been reasonably foreseeable as a possible consequence of the breach. This would be determined by looking at the chain of events that resulted in the injury or loss, and seeing whether any were so unlikely that they could not have been envisaged. This would be determined by considering what other prescribers would have done in a similar situation. maintaining balanced clinical j The question to be addressed is, what would a responsible body of practitioners in the same position (eg nurse prescribers) have done in a similar situation.

Obviously, with these complex legal and professional issues surrounding this extended role, clear guidelines are required in regard to operational practice. These are provided in Argyll and Clyde in the document ‘Extended Independent Nurse Prescribing in Secondary Care Guidelines’ (NHS Argyll and Clyde 2005)

Appendix 2 

Care Plan

Appendix 3 Clinical Management Plan
	Name of Patient:

Bob Hoskins
	Patient medication sensitivities/allergies:

None Known

	Patient identification e.g. ID number, date of birth:  

04.04.24

	Independent Prescriber(s):

Dr Consultant
	Supplementary Prescriber(s)

CaseStudy presenter

	Condition(s) to be treated

Low Mood
	Aim of treatment

Elevate Mood

	Medicines that may be prescribed by SP:

Citalopram

	Preparation

Citalopram


	Indication

Depression
	Dose schedule

20mg-40mg daily
	Specific indications for referral back to the IP

Drowsiness

Inefficacy

Renal complications

Postural Drop (BP)

	Guidelines or protocols supporting Clinical Management Plan:

Argyll and Clyde (2005) Guidelines for Nurse Prescribing

Scottish Exec (2005) Supplementary Prescribing by Nurses within NHSScotland: A Guide for Implementation

NICE (2004)  Depression: management of depression in primary and secondary care

BNF (2005, p201) Citalopram



	Frequency of review and monitoring by:



	Supplementary prescriber                 Supplementary prescriber and independent prescriber

Weekly                                
3 monthly

	Process for reporting ADRs:

BNF yellow card



	Shared record to be used by IP and SP:
Psychiatric Notes



	Agreed by independent prescriber(s)
	Date
	Agreed by supplementary prescriber(s)
	Date
	Date agreed with patient/carer  

	Dr Consultant
	today
	My signature
	today
	Today


Appendix 4 Patient group directives from:

http://www.druginfozone.nhs.uk/pgd/PGd-Flowchart_v5_2004.pdf
Appendix5 GDS

The Geriatric Depression Scale-15 (GDS-15) is a short, 15-item instrument specifically designed to assess depression in geriatric populations. Its items require a yes/no response, and were first introduced by Yesavage in 1983. The short popular form (GDS-15) was developed by Sheikh and Yesavage in 1986, though other formats have been suggested:

Hoyl, Valenzuela and Marin (2000) for example suggest that their 5-item GDS seems to be a promising screening tool for depression (and also shorter to administer obviously). Sutcliffe , Cordingley , Burns , Mozley, Bagley , Huxley ,and Challis (2000) developed a new short-form Geriatric Depression Scale (GDS-12R) suitable for older people living in nursing and residential care settings. As few as four questions derived from the geriatric depression scale can detect most cases of depression in older people in primary care according to Zeitlin, Katona, D'Ath and Katona (1997). There are even arguments that the first question alone is sufficient for diagnosis. The GDS-15 remains the most widely used however, and hence the most useful for examining the variables associated with depression, and the efficacy of interventions aimed at improving quality of life; the ‘health need’ according to Donachy (1997).

MOOD SCALE
(short form)
Choose the best answer for how you have felt over the past week:
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 in good spirits most of the time? YES / NO
6. Are you afraid that something bad is going to happen to you? YES / NO
7. Do you feel happy most of the time? YES / NO
8. Do you often feel helpless? YES / NO
9. Do you prefer to stay at home, rather than going out and doing new things? YES / NO
10. Do you feel you have more problems with memory than most? YES / NO
11. Do you think it is wonderful to be alive now? YES / NO
12. Do you feel pretty worthless the way you are now? YES / NO
13. Do you feel full of energy? YES / NO
14. Do you feel that your situation is hopeless? YES / NO
15. Do you think that most people are better off than you are? YES / NO
Appendix 6

Supplementary Prescription
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Appendix 7

Cautions/Contraindications Citalopram

	Patient Group
	Caution

	People with epilepsy
	Seizures are a potential risk with antidepressant drugs. 

	People with impaired kidney function
	No dosage adjustment is necessary in mild or moderate impairment. 

	People with impaired liver function
	Doses at the lower end of the range should be used. 

	People with cardiovascular disorders
	SSRIs have a better cardiovascular safety profile than TCAs, generally making them more suitable in this group of patients, however caution is still advised.

	People with diabetes
	Glycaemic control may be altered, therefore closer blood glucose monitoring is recommended and doses of insulin / oral hypoglycaemic agents may need to be adjusted. 

	People with a history of bleeding disorders
	Cutaneous bleeding abnormalities such as ecchymosis (bruising) and purpura have been reported rarely with the SSRIs therefore caution is advised. 

	People with a history of mania
	Manic episodes may be precipitated.

	Women who are pregnant or breast-feeding
	It is likely that citalopram crosses the placenta and is present in breast-milk. 


	Drug
	Interaction

	Antidepressants 
	Concomitant administration of MAOIs is a contraindication. Serious and potentially life-threatening reactions can occur. Following discontinuation of an MAOI, at least 14 days should elapse and following discontinuation of the reversible-MAOI, moclobemide, at least 1 day should elapse before citalopram is started. 

Concomitant administration of TCAs, SSRIs, or other related antidepressants should also be avoided due to the increased risks of side effects, particularly serotonin syndrome. 

Concomitant administration of St John's Wort should be avoided due to the increased risks of side effects, particularly serotonin syndrome. 

	Antiplatelet agents
	The SSRIs have been reported rarely to cause cutaneous bleeding abnormalities therefore extra caution is advised in patients taking drugs that affect platelet function such as aspirin and NSAIDs. 

	Sibutramine
	Sibutramine (Reductil) inhibits the uptake of serotonin, therefore the manufacturers of Reductil advise against concurrent use with citalopram and other antidepressants that affect levels of serotonin because of the increased risk of serotonin syndrome, or within 14 days of stopping treatment with them. 

	5HT1 agonists (triptans)
	Concurrent use is usually uneventful, however the combination of an SSRI with a triptan has occasionally resulted in adverse reactions. Therefore concurrent use should be used cautiously with close monitoring because of the increased risk of serotonergic side effects. 

	Tramadol
	The combination of citalopram and tramadol should be used cautiously with close monitoring because of the increased risk of serotonergic side effects. 
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