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OUTLINE

• Geriatric Assessment/Care-Planning 

• Driving Safety

Aging Safely

• Screening

• Diagnosis

• Treatment

What is Geriatric Depression?

• Capacity for Consent

• Substitute Decision Making

• Mental Health Act - Extended Leave

• Advanced Directives

• MAID

Capacity



THE GERIATRIC 
ASSESSMENT 

• BGS - Comprehensive Geriatric 
Assessment Toolkit

• BC Frailty Guidelines

• Comprehensive Geriatric 
Assessment Template (U of T)

https://www.bgs.org.uk/sites/default/files/content/resources/files/2019-02-08/BGS%20Toolkit%20-%20FINAL%20FOR%20WEB_0.pdf
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/frailty#referral
https://meded.temertymedicine.utoronto.ca/sites/default/files/assets/resource/document/cgatemplate2022.pdf


PHYSICAL 
ASSESSMENT 

• Visual clues – observing gait, mobility aids, clothing, 
footwear

• Weight loss – dentition, swallowing 

• Lying and standing blood pressures

• Hearing loss

• Gross visual testing

• Balance/mobility

• Constipation/continence

• Pain

• Smoking/Substance use



FUNCTIONAL ASSESSMENT

• What can they do? What has changed?

• ADLs, iADLs

• Mobility

• Gait/speed

• Balance

• Footcare/footwear

• Safety

• Falls risk/prevention





MOOD/COGNITION

• Screen for depression – GDS

• Sleep

• Screen for cognitive changes – MOCA, MMSE

• Engage family/care-givers

• Capacity



MEDICATION 
REVIEW 

• BC Frailty Guidelines - Medication 
Review

• Pharmanet Access

https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/frailty-medreview.pdf
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/system-access/health-practice-access-to-pharmanet


SOCIOECONOMIC/ENVIRONMENTAL

• Social situation – Family supports (ask about care-giver stress/burnout)

• Access to supports 

• https://www.familycaregiversbc.ca/

• Living situation – safety at home, medical equipment

• https://betterathome.ca/

• Food insecurity

• Financial situation – financial capacity, banking, POA

• Social Isolation

https://www.familycaregiversbc.ca/
https://betterathome.ca/


HOME AND COMMUNITY CARE 

• Identify patients in need of supports and facilitate intake into the system

• Home and Community Care exists to provide case managed services to eligible 
patients 

• community nursing for acute, chronic, palliative or rehabilitative support

• community rehabilitation by licensed physical and occupational 
therapists

• adult day services for personal care, health care and social and 
recreational activities

• home support for assistance with activities of daily living

• caregiver respite and relief

• assisted living and residential care

• end-of-life care services

• Information on social and health resources in particular communities 

• FETCH (For Everything That's Community Health)

https://divisionsbc.ca/provincial/what-we-do/patient-support/fetch


• VDOFP: 
Navigating 
Resources for 
Frail Seniors:

https://vancouverdivision.com/resource/partners-in-care-navigating-resources-for-frail-seniors/


CARE PLANNING

• What are the patient’s primary concerns?

• Review goal’s of care, values, preferences

• Identify safety risks

• Manage co-morbidities in relation to patient’s wishes

• Appropriate prevention activities

• Self-management support

• Look for patients who would benefit from palliative approach

• My Voice patient guide

• Advanced Care Planning

• No CPR Form

• Medical Order For Scope of Treatment Form (MOST)

http://www.bccancer.bc.ca/new-patients-site/Documents/My-Voice-Advance-Care-Planning-Guide.pdf
https://www.healthlinkbc.ca/more/health-features/no-cpr-form
https://pathwaysbc-production-forms.s3.amazonaws.com/documents/1566/original/VCH_MOST_form.pdf?1578954146


MOST FORM



WHAT DO THE 
LEVELS MEAN?

• Caveats:

• BiPAP support can be provided to 
a MOST M3 depending on the 
situation

• Fracture or laceration may 
necessitate transfer for a MOST 
M2

• LFP billing requires 
documentation of MOST M1 (and 
PPS of 20% or less) to qualify for 
End of Life Visit code 



CARE PLANNING

• Frailty Roadmap

https://divisionsbc.ca/sites/default/files/inline-files/Frail%20Elderly%20Roadmap%20v7_electronic_1.pdf




SERIOUS ILLNESS 
CONVERSATION 
GUIDE

• Serious Illness Conversation Guide 
Brochure

https://bc-cpc.ca/wp-content/uploads/2020/03/SICG-Tri-fold-for-HCP-3.0-hour-CME.pdf


DRIVER SAFETY

80, 85, then q2y



DRIVER SAFETY

• Cognitive testing 

• MMSE

• MOCA

• SIMARD-MD

• Trails Making Test A and B

https://www.ualberta.ca/medically-at-risk-driver-centre/simard-md/index.html
https://pathwaysbc-production-content-item-documents.s3.amazonaws.com/documents/3347/original/Trail%20Making%20Test%20%28TMT%29%20Parts%20A%20&%20B.pdf?1708026494


WHEN TO REPORT

• Section 230 - applies to every legally qualified and 
registered psychologist, optometrist, medical practitioner, 
nurse practitioner with a patient who is 16 years or older 
who:

• In the opinion of the medical practitioner that has a medical 
condition that makes it dangerous to the patient or to the 
public for the patient to now drive a motor vehicle 

• Continues to drive a motor vehicle after being warned of the 
danger by a medical practitioner

• Must be reported to the superintendent with the name, 
address and medical condition of the patient 

• No action for damages may be brought against a 
professional for making a report under this section unless it 
was made falsely and maliciously



WHEN TO REPORT 



WHO TO 
REPORT 

SEE FULL LIST OF MEDICAL 
DISORDERS HERE

https://www2.gov.bc.ca/gov/content/transportation/driving-and-cycling/roadsafetybc/medical-fitness/medical-prof/med-standards


HOW TO REPORT 

• Include in the report:

• Diagnosis

• Severity

• Symptoms

• Prognosis

• Treatment

• Tests and assessments

• Specialist reports



WHAT TO TELL 
YOUR PATIENT

• Their condition is a safety concern to themselves 
and others

• Discuss alternatives to driving (transit, 
Handydart, taxis)

• Resource for alternate transportation for seniors here

• License can be exchanged for a free BC 
Identification card

• ALL licensing decisions are made by 
RoadSafetyBC – can call directly to discuss

• They will receive a letter in writing regarding the 
decision 

https://www.ualberta.ca/medically-at-risk-driver-centre/resources/forseniors/british-columbia-listing.html


QUESTIONS?



GERIATRIC DEPRESSION

• 20% >65y.o live with a mental illness

• 80-90% of LTC residents have mental health and/or cognitive impairment

• Less likely to endorse affective symptoms, more likely to display cognitive changes, 
somatic symptoms, loss of interest

• Risk factors: genetic vulnerability, cognitive diathesis, age-related neurobiological 
changes, stressful events, insomnia

• Protective factors: higher education and socioeconomic status,  engagement in 
valued activities, religious/spiritual involvement

• Prodromal phase of dementia



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC28
52580/



BIOLOGICAL RISK 
FACTORS

• Frequently occur in the context of medical illness –
cardiac, cerebrovascular, neurological, infection, 
malignancy

• Endocrine dysregulation – hypo/hyperthyroidism

• Medications – betablockers, CNS medications, CCBs, 
Digoxin, corticosteroids, hormones, anti-Parkinson 
agents, benzodiazepines, etc

• Low levels of Vit B12, ratio of omega 6 to omega 3 FA

• Vascular factors – sleep disturbance, psychomotor 
change, decreased energy

• Neuroanatomical factors – psychomotor change, 
concentration disturbance

• Inflammatory factors – appetite and sleep 
disturbance, loss of energy, concentration 
disturbance, thoughts of death



NEUROCOGNITIVE 
DISORDERS

• Significant co-morbidity with late-onset depression and 
dementia

• Cognitive impairment with major depression may not be 
completely reversible when depression is treated

• Depression with cognitive impairment - -> 40% develop 
Alzheimer’s Dementia within 3-5y

• Co-morbidity with Parkinson’s Disease – increased 
functional impairment (increased motor disturbance)

• Depression-executive dysfunction syndrome

• Co-morbid anxiety results in more treatment resistant 
depression – increased rates of somatic symptoms, 
disability, suicide, faster cognitive decline



PROTECTIVE FACTORS

• Resources – health, cognitive function, socioeconomic 
status

• Resiliency – life experiences have taught psychological 
strategies to manage stressors

• Emotional regulation – “Putting into perspective”

• Positive self- concept

• Meaningful engagement – social activities, health, work, 
religion



SUICIDE

• Suicide in older adults is more likely to be associated with 
depression than any other age group

• 3-4x higher risk for males than women, significantly 
increases for men and decreases for women in midlife

• Risk factors – physical illnesses (including incontinence), 
certain personality characteristics, ETOH abuse

• More likely to use lethal means in late life

• Higher level of intent and planning, less likely to verbalize 
suicidal thoughts

• More likely to visit a physician shortly before death – 70% 
visited a primary care physician with a month



SCREENING:
CANADIAN GUIDELINES ON PREVENTION, 

ASSESSMENT AND TREATMENT OF DEPRESSION 
AMONG OLDER ADULTS

https://ccsmh.ca/wp-content/uploads/2021/06/CCSMH_Depression_Guidelines_FINAL_EN.pdf


GERIATRIC DEPRESSION 
SCALE (GDS)
• Patients without significant 

cognitive impairment



CORNELL SCALE FOR 
DEPRESSION IN 
DEMENTIA

• Patients with moderate to severe 
cognitive impairment



ASSESSMENT



TREATMENT

• Psychotherapy 

• Cognitive Behavioural Therapy (CBT)

• Problem Solving Therapy (PST) 

• SSRIs/SNRIs 

• rTMS – Repetitive Transcranial 
Stimulation

• ECT – Electroconvulsant therapy



SSRI/SNRI

• First line – Sertraline or Duloxetine

• Second line – Citalopram/Escitalopram – risk of long QTc

• Screen for hyponatremia and repeat serum Na in 2-4 
weeks after initiation (esp. of on diuretics or hx of 
hypoNa+)

• Patients should be seen every 1-2 weeks initially (in-
person or virtually)

• Supportive psychosocial interventions and monitoring for 
worsening of depression, agitation, and suicide risk

• If improvement has occurred but recovery not complete–
continue 4 more weeks of mono-therapy or augment  OR 
switch to another antidepressant 

• Should be treated for a minimum of 1 year at optimum 
dose – remission

• LTC – reviewed monthly/care conference 

• Reasons to refer: Psychotic depression, Bipolar disorder, 
Depression with suicidal ideation



PREVENTION

• Social Prescribing – reduced depressive 
symptoms 

• Interventions focusing on reducing social 
isolation and/or loneliness – reminiscence 
therapy, physical exercise programs, 
videoconferences with family, horticultural 
therapy, gender-based social groups 

• Encourage patient with low levels of physical 
activity to become more active – protective 
effect

• Hope and positive thinking 



QUESTIONS?



CAPACITY AND CONSENT 

• What is Consent?

• What is Capacity?

• BC Mental Health Act

• Health Care (Consent) and Care Facility (Admissions) Act

• Adult Guardianship Act (AGA)

• Advanced Care Planning

• POA

• Representation Agreements

• MAID



CONSENT

• Informed consent – process of 
getting permission from a patient 
before conducting a healthcare 
intervention

• Must be done by a health 
practitioner who has knowledge of 
the intervention/treatment

• Patient must be capable



HOW TO OBTAIN 
CONSENT

• Material Risks or side-effects:

• Probable or likely to occur

• Possible if they carry 
serious consequences

• Those which a reasonable 
person in the patient’s 
circumstances would want 
to know in order to make 
a decision

https://www.psychdb.com/teaching/bc/informed-consent-
capacity

https://www.psychdb.com/teaching/bc/informed-consent-capacity


WHEN IS CONSENT NOT NECESSARY?

• SPECIFIC TO BRITISH COLUMBIA:

• When urgent or emergency health care is required , the adult is incapable (impaired, 
unconscious) and there is no committee, representative, advance directive or substitute 
decision maker

• Involuntary psychiatric treatment is needed under the Mental Health Act 

• Preliminary examinations such as triage or assessment in the emergency department 



CAPACITY

• The ability to understand and 
appreciate the consequences of a 
treatment 

• Can fluctuate and is specific to 
the treatment offered

• <6 y.o is NOT capable, 6-13y.o 
has partial capacity, >13y.o 
capable but with variability



REACT ADULT PROTECTION PROGRAM

https://www.vch.ca/en/service/react-adult-protection-program#short-description--6476


BC MENTAL HEALTH ACT

• Provides physicians with the legal authority to admit and 
detain patients with a mental health disorder in a designated 
facility 

• Form 4 (physician medical certificate), Police Intervention 
(Section 28), Order from a Judge (Form 10)

• Criteria to be admitted involuntarily:

• Suffering from an apparent mental disorder at impairs their 
ability to act appropriately 

• Requires psychiatric treatment

• Requires care and supervision in a designated facility for the 
person’s own protection or the protection of others

• Is it not suitable as a voluntary patient 



FORM 4.1 

• Must be completed by a licensed 
physician (can not be a resident)

• Second Form 4 (4.2) must be 
completed within 48h → continues 
the involuntary admission for one 
calendar month



EXTENDED LEAVE 
(FORM 20)

• Allows an involuntary patient to live 
in the community while still being 
legally an admitted involuntary 
patient (still certified)

• Requires ongoing treatment , 
supervision, care and support

• Can be recalled to facility 



HEALTH CARE (CONSENT) AND CARE FACILITY 
(ADMISSIONS) ACT

• Before an adult is admitted into a care facility, it is required by law that 
consent is obtained for their admission

• Includes long-term care, hospice,  facility licensed for the treatment of mental health and 
substance use or another licensed facility for adults

• Given by an adult who is going into the facility unless they have been assessed 
and determined to be incapable of giving or refusing consent → then consent 
from substitute

• Consent must be informed, voluntary, specific and given by a capable adult

• Conducted by physician, NP, RN, psychologist, OT or social worker 



ADULT GUARDIANSHIP ACT
• Law that protects adults who are incapable of managing their personal or 

financial affairs as a result of self-neglect or abuse by others

• States every adult is presumed to be capable of managing his or her own 
affairs, but if they require support should be provided in least restrictive 
manner

• Emergency Assistance (Section 59) allows for urgent action by a designated 
agency (i.e Health Authority) if there is IMMINENT RISK and the follows:

• The adult is apparently abused or neglected

• It is necessary to act without delay in order to preserve the adult’s 
life, prevent serious physical or mental harm, protect the adult’s 
property from significant loss or damage

• The adult is apparently incapable of giving or refusing consent

• Support and Assistance provisions

• Statutory Property Guardianship – PGT

• An adult MUST agree to an assessment of incapacity – if they refuse can as PGT 
to assess



ADVANTAGES OF THE AGA

• Provides authority to investigate

• Mandates a response to abuse, not just self-neglect

• May take place at an adult’s “safe place” – not necessarily a psychiatric facility

• Includes provisions to provide emergency health care, not just psychiatric treatment

• Not reliant on physician assessment in the last 14 days

• Presumption of capability and principles allow for least intrusive interventions

• Protection of assets is an important aspect



• ReACT Adult Protection Program

https://www.vch.ca/en/service/react-adult-protection-program#short-description--6476


ADVANCED CARE PLANNING

• Advanced Directive

• Power of Attorney (POA)

• General – ends when person is incapable

• Enduring – continues to be active if person becomes incapable

• Representation agreements 

• Section 7

• Section 9

• Recommended to get BOTH a POA and Representation agreement to ensure that all needs 
are addressed





REPRESENTATION VS. COMMITTEE
• Representation Agreement 9

• Must be established when adult is FULLY CAPABLE

• Broader powers, authorize to do anything necessary in relation to personal care and health 
INCLUDING end-of-life decisions

• Representation Agreement 7

• Can be established when adult has LOST SOME CAPACITY

• Limited scope – authorize to make decisions on adults behalf or help to make to decisions for 
personal care and minor health matters as well as day-to-day financial affairs and instructing legal 
council

• Committee

• Patient is already deemed INCAPABLE  but requires a person or body to be appointed for either 
financial decision or health decision making

• Court appointed (much more involved expensive process)



TEMPORARY 
SUBSTITUTE DECISION 
MAKERS

http://nidus.ca/PDFs/Nidus_Role&ScopeAuthorityTSDM-BC.pdf

• Must be at least 19, willing, capable , 
have no dispute with the adult and 
have been in contact with the adult in 
the last year

http://nidus.ca/PDFs/Nidus_Role&ScopeAuthorityTSDM-BC.pdf


MEDICAL ASSISTANCE IN DYING (MAID)

• Eligible for health services funded by a province or territory, or the federal government

• At least 18 years old and mentally competent

• Have a grievous and irremediable medical condition (+ previously death in foreseeable 
future)

• Make a voluntary request for medical assistance in dying

• Request cannot be the result of outside pressure or influence

• Give informed consent to receive Medical Assistance in Dying

• New Legislation passed for patients who have mental illness as the sole diagnosis →
expansion of the law delayed to 2027



MAID 

• To be considered as having a grievous and irremediable medical condition, must meet all of 
the following criteria:

• have a serious illness, disease or disability

• be in an advanced state of decline that cannot be reversed

• experience unbearable physical or mental suffering from illness, disease, disability or state of 
decline that cannot be relieved under conditions that are considered acceptable

• Must be able to give informed consent both:

• At the time of request

• Immediately before receiving medical assistance in dying, unless special circumstances apply

• Can withdraw consent at any time and in any way



MAID

• Written request signed by an independent witness

• If patient is unable to sign, can be requested on patient’s behalf be another adult who DOES NOT 
benefit from death

• Medical assessment done by 2 independent assessors (physician or nurse practitioner)

• Immediately before receiving medical assistance in dying a patient must:

• be given the opportunity to withdraw consent

• affirm consent 

• Waiver of consent must be done in advance if loss of capacity is a future concern



MAID

• If death is determined to be NOT reasonably foreseeable, additional safeguards must be met:

• One of the 2 medical assessors must have expertise in the medical condition that is causing 
unbearable suffering or must consult with another practitioner with expertise

• Patient must be informed of available means to relieve suffering and be offered consultations with 
professionals who provide services like palliative care, counselling services or mental 
health/disability support services

• Patient and practitioner must have discussed reasonable and available means to relieve suffering 
and all agree that they were seriously considered

• Eligibility assessment must take a minimum of 90 days, unless there is an immediate risk of loss of 
capacity

• Immediately before MAID, patient must be given an opportunity to withdraw request and must 
give express consent



QUESTIONS?



THANK YOU!!! AILEEN.ILORETA@GMAIL.COM


