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Accessible summary

• Systematic assessment of the care needs of older patients using the
CANE contributes significantly to a targeted nursing anamnesis and
diagnostic process.

• The Camberwell Assessment of Need for the Elderly appears to be a
very suitable tool for structured and high quality of care.

• Patients may benefit more from depression treatment when signifi-
cant others of the patients (carers and staff) would be more sensitive
to the unmet needs of depressed patients in different stages of their
depression, and when treatment would be better targeted at these
unmet needs.

• Given the broad range of possible unmet needs, collaborative care
arrangements should be established with home care, welfare and
other organizations, to achieve adequate and efficient referrals to the
responsible care providers.

Abstract

Research shows that most of the variance in depression severity levels in
late life can be explained by the unmet psychological needs of patients,
more in particular the care needs of patients related with psychological
distress. This case report describes the treatment of an 84-year-old
patient suffering from depression. Her complaints faded upon the use of
nursing interventions that were defined on the basis of a systematic
assessment of her care needs with the Camberwell Assessment of Needs
for the Elderly. The methodical attention to her needs for care and the
interventions carried out led to the patient feeling acknowledged and to
a diminished need for care and a better quality of life. Although there is
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no scientific evidence to date, a systematic assessment of care needs may
well be a meaningful addition to the nursing diagnostic process. More-
over, alleviating distress in patients by fulfilling unmet care needs
through tailored interventions can be seen as an essential element of an
effective multidisciplinary depression treatment process.

Introduction

Depression is a common disorder in later life.
Studies show that 15% of all elderly people living
at home and up to as much as 50% of all elderly
people in nursing homes suffer from distinct
depressive symptoms (Beekman et al. 1995, Jon-
genelis et al. 2004). Depression has considerable
consequences for a person’s well-being, daily func-
tioning, service utilization and mortality (Ormel
et al. 1994, Badger 2001, Beekman et al. 2002a,
Fiske et al. 2009, Meeks et al. 2011). Although
several studies indicate that depression is highly
treatable in all age groups, late-life depression
often remains undetected (Licht-Strunk et al. 2009)
or is ineffectively treated (Beekman et al. 2002b).
One of the reasons for the poor recognition of
depression is the stereotyped assumption that
elderly people naturally tend to withdraw into
themselves and become increasingly apathetic and
gloomy. The patients themselves are often in denial
(Licht-Strunk et al. 2009). Accepting the situation
as it is, depressed elderly patients show reluctance
to undergo treatment, which can have a negative
impact on the course and prognosis of late-life
depression.

Existing guidelines on the treatment of late-life
depression (Kok 2008) focus strongly on the use of
evidence-based diagnostics and interventions that
have proven to contribute to a decrease in the symp-
toms of depression. Given the absence of hard
scientific evidence regarding the effectiveness of
interventions that target the consequences of
depression on the daily functioning of older
patients, much less attention has been paid to this
type of intervention. The consequences of depres-
sion may or may not give rise to explicit care needs
in older patients. In this regard, the care needs must
be considered unmet if patients indicate that they
do not receive the right care or the appropriate level
of care (Phelan et al. 1995). Care needs are met if a
solution is found to the care difficulties experienced
by patients.

Agreement with a patient about her actual care
needs and how those needs can be met may be of
consequence for the process of setting up an effec-
tive and tailored care programme (Houtjes et al.
2010). Because the quantity of unmet care needs is
a strong predictor of a lower quality of life and
negative health perceptions, identifying met and
unmet care needs is important (Wiersma 2006).

Several studies have been conducted in which a
quantitative examination was made of the care
needs of patients suffering from various disorders/
illnesses (Brewin et al. 1987, Bebbington et al.
1999, Phelan et al. 1995, Slade et al. 1998,
Hancock et al. 2003, Wiersma 2006, Goossens
et al. 2007, Houtjes et al. 2010); however, the
knowledge to date of the specific care needs of older
depressed patients is still limited (Houtjes et al.
2010).

We have found no peer-reviewed studies address-
ing and evaluating the use of standardized care
needs assessment instruments as part of the nursing
anamnesis and diagnostic process. This present case
report describes how the situation of a chronically
depressed patient improved considerably after her
met and unmet care needs were systematically
charted using the Camberwell Assessment of Needs
for the Elderly (CANE) and after the resulting
interventions, tailored to the patient’s needs, were
implemented.

Case report: Mrs Brown1

‘I can’t catch up with life anymore’, Mrs Brown
sighed when asked what bothered her most about
being depressed. That sentence is a pithy expression
of what Mrs Brown felt to be her greatest problem.
In September 2008, after having been treated in
hospital for 8 months, the 84-year-old patient was
referred to an outpatient mental health centre for
the elderly. She was treated for chronic depression,
but to the patient’s great sorrow, the treatment did

1Name has been changed for privacy reasons.
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not produce the desired result. Mrs Brown’s case
history is impressive. Her complaints of depression
began when she reached 60 years. Her family
doctor prescribed the classic antidepressant, Clomi-
pramine 150 mg/day, following which she went into
full remission and stayed there for several years.
The patient managed not only her own home, but
also, after her daughter-in-law was diagnosed as
terminally ill, that of her eldest son’s family. Her
son was running a farm and lived in the big farm-
house, while the patient and her husband lived next
to the house in a lean-to. After her daughter-in-
law’s death in 1994, the patient went through a
period of grief, which followed a pathological
course. The patient felt empty and, as she put it, ‘the
familiar colour of life’ had disappeared with her
grief about the death of daughter-in-law. Once
again, having taken the antidepressants prescribed
by her family doctor, she went into remission for a
prolonged period of time. Objectively, it appeared
as if her condition was improving, but the patient
herself was far from content. She continued to be in
low spirits and felt unable to cope with her daily
activities. When her husband died in 2005, her
complaints exacerbated. She did not sleep well, felt
gloomy and experienced unbearable stress levels.
She dreaded each new day that came. She began to
lean excessively on her two sons and three daugh-
ters, calling them several times a day – even at
nights when she was unable to sleep – describing
her fears and expressing her need for company.
Especially, her son living next to her felt the burden.
When her children tried to comfort her or, as the
case may be, steered clear of her, the patient became
reproachful, blaming them for ignoring her after
she had done so much for them. The patient’s
behaviour clearly put pressure on the relationship
with her children. The lack of recognition of her
complaints made her feel lonely and desperate. Her
suffering eventually resulted in an attempt to
commit suicide by taking an overdose of drugs. Her
son found her in time, however, and warned the
family doctor. Via the emergency psychiatric
service, she was admitted to the psychiatric ward of
a general hospital where she received drug therapy
(Cipramil, 20 mg/day) as well as interpersonal psy-
chotherapy. At a later stage, reminiscence therapy
techniques and relaxation exercises were added.
The patient was discharged from hospital after 8
months, but indicated that she was still feeling
depressed, stating that she was unable to enjoy life,
that the colour had disappeared from her life and

that she was constantly seeing herself as in a deadly
boring black-and-white film. Her depression and
loss of emotion were difficult to understand for her
family. It seemed to her children as if she had
resumed her normal routines and could do every-
thing she used to do before. But as much as her
children tried to convince the patient that life was
good, she continued to see it as colourless and
pointless.

Report

Mrs Brown’s medical file shows that therapeutic
interventions were targeted mainly at reducing
symptoms. The patient continued to be depressed,
however, albeit that the severity of her depression
varied over time. The following psychiatric diagno-
sis according to the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Revised
Edition (DSM-IV TR) was made based on the clini-
cal data collected (American Psychiatric Associa-
tion 2000):

Axis I Clinical disorders (296.33): Depressive
disorder not otherwise specified.
Axis II Personality disorders: No diagnosis.
Axis III Physical disorders: Status after suicide
attempt with benzodiazepines.
Axis IV Psychosocial and environmental prob-
lems: Problems with primary support group.
Axis V Global Assessment of Functioning
(GAF): Score of 50.

In conversations with the patient, she revealed
that she was generally overcome by an overwhelm-
ing sense of discomfort. Attempting to specify her
feelings, she indicated that ‘she always worried
about everything’, but was unable to express the
precise nature of those worries. She also despaired
that she had lost control of her life and had no idea
how to go on in life. However, she was unable to
explain what aspects of life she would like to
control.

Against this background, it was decided – in
consultation with the patient – to first objectify the
level of her depression using the Montgomery
Asberg Depression Rating Scale (MADRS; Mont-
gomery & Asberg 1979). The patients’ MADRS
score was 22/70, which indicates a moderate to
severe depression. In consultation with the attend-
ing psychiatrist, the daily dose of antidepressant she
had taken over a long period of time was gradually
decreased and replaced with an initial dose of
20 mg Paroxetine per day.
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Furthermore, patients’ needs for care were sys-
tematically assessed using the Dutch version of the
Camberwell Assessment of Needs for the Elderly
(CANE-NL) (Droës et al. 2004). The CANE was
designed as a comprehensive instrument to measure
a broad range of needs of older people with mental
health problems (Hancock et al. 2003, Reynolds
et al. 2004). With the CANE 24 potential needs of
patients in the social, medical, psychological and
environmental domain can be assessed from a
patient, carer or staff perspective.

The initial question for each CANE category is
whether the patient experiences a specific need or
problem and, if so, whether an adequate remedy or
solution is provided to meet that need. The patient
can answer the question with ‘no need’, ‘met need’
or ‘unmet need’. The CANE has good psychometric
properties (Hancock et al. 2003, Droës et al. 2004,
Hancock & Orrell 2004). Tests have shown that the
tool produces a valid and reliable picture of the care
needs in patients with a severe psychiatric disorder
(van der Roest et al. 2008). The CANE interview
with Mrs Brown took about 25 min.

Both the MADRS and CANE were assessed in a
1-h screening session. When asked, Mrs Brown
stated that the total session was not too aggravating
for her.

The CANE analysis showed that Mrs Brown had
unmet needs in the following categories: daytime
activities, memory, medication, psychological dis-
tress, inadvertent self-harm and company (Table 1).

The scores on these items formed the basis for a
more detailed nursing anamnesis and the develop-
ment of interventions to satisfy the patient’s unmet
care needs.

Interventions

Based on the needs for care thus established,
several intervention options (see Table 1) were dis-
cussed with Mrs Brown following which the inter-
ventions were implemented with the patient’s
consent.

Mrs Brown’s medication intake was structured
by using a 24-by-7 medication management
pillbox. Additionally, she received education about
the importance of medication compliance and was
carefully instructed how to use the pillbox in a safe
way. It was agreed that nurses of the home care
service who were also responsible for aid with
daily personal care would monitor the daily use of
medication.

The participation in the day-care programme of
the local nursing home was the most difficult part
to implement. Initially, Mrs Brown showed a lot
of resistance to leave her house. Psycho-education
and the persuasive power of an acquaintance from
her neighbourhood, who also visited the day-care
programme, made her willing to engage in a
2-week trial period. It was assumed that the day-
care programme would structure Mrs Brown’s
daily activities and moreover, it would extend her

Table 1
Summary of needs for care, problem characteristics and interventions

Need Associated with Intervention

Need for
meaningful
daytime activities

Feelings of boredom, long and
empty days, loss of interest

Participation in day-care programme at nursing home
(Monday, Tuesday, Thursday, Friday)

Need for company Deteriorating relationship with
the children, loneliness, sensory
and affectional deprivation

See above
Psycho-education to the patient and her children
Preparation, with the children, of a weekend visiting
schedule

Need for support in
times of
psychological
distress

Feelings of despair, loss of
control in life, being unable ‘to
catch up with life’

New antidepressant (SSRI)
Two-weekly structural support visits by a specialist nurse
to the patient’s home to influence the patient’s negative
cognitions through behavioural therapy

Need for safety to
prevent
inadvertent
self-harm

Fear of the consequences of a fall
Fear of being helpless

Installation of an alarm system with 15-min response time
(day and night)

Morning call by one of the children
Preventative removal of loose carpets and thresholds

Need for assistance
with medication

Fear of forgetting medication or
of taking the wrong dose

Pillbox
Check on use at day-care facility
Monitoring of efficacy by nurse under the supervision of a

specialist nurse

SSRI, selective serotonin reuptake inhibitor.
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social network. To her children’s relief, Mrs
Brown responded positively; after the trial period
she agreed to further participate in the pro-
gramme. For the weekends appointments were
made concerning her children’s visits. Previous
negative experiences of the children were discussed
in order to prevent them occurring again in the
future. Especially, the ‘next-door son’ initially
showed some reluctance. He reminded his broth-
ers and sisters of the negative experiences he had
with his mother in the past and emphasized the
‘mutual responsibility of all parties involved
making it work this time’.

To make Mrs Brown feel more secure during the
night, a personal alarm kit was installed. Pushing
the alarm button would first alert her son. In case he
would not respond within 5 min, the alarm signal
would be automatically send to an operator who
could alert one of the neighbours. Additional safety
measures were taken in Mrs Brown’s house. As part
of a fall prevention plan, doorsteps and all loose
mats were removed. Extra handrails were mounted
in the bathroom. Special attention was paid to Mrs
Brown’s feelings of psychological distress. In a
2-weekly supportive counselling contact with a
clinical nurse specialist in mental health care,
expressions of Mrs Brown based on negative cog-
nitions were restructured into more positive
responses by challenging the underlying irrational
beliefs. Moreover, reminiscence techniques were
used to discover positive memories and images as
an alternative for the more negatively shaped
thoughts Mrs Brown usually expressed.

Course

After 3 months, the patient was accustomed to her
new daily routine. A number of negative cognitions,
such as the patient’s belief that she could no longer
catch up with life and her perception of being
ignored and receiving only few visitors, were put
into perspective, resulting, among other things, in a
more relaxed relationship with her children. The
patient also reported that her sense of being unable
to control life had abated. She felt safer at home at
times when she was without company and had not
yet felt the need to push the alarm button. Her
taking of the prescribed medication was going as
planned and her feelings of despair had faded. The
patient was satisfied with the level of social inter-
connection and her weekly day-care programme.

The children reported that their mother was becom-
ing more actively involved in life again, taking a
renewed interest in her environment and telling the
children about events from her everyday life. After
6 months of treatment, the CANE and MADRS
were administered to the patient again. The CANE
scores showed that all unmet needs recorded before
had transformed into met needs. In consultation
with the patient, the number of home visits by the
specialist mental health nurse was reduced to one
45-min visit every 6 weeks. Three months later, this
frequency was reduced again to 45 min every
quarter. The patient rejected an even further reduc-
tion, explaining that she did not want to plan ahead
too far given her age. The purpose of the quarterly
visits was to monitor the effects of the medication
taken by the patient by observing her mood and
functioning. Consultation with the patient’s chil-
dren resulted in the agreement that they could also
contact the specialist nurse in between visits if the
patient’s complaints were to increase. According to
the patient, this arrangement provided her with a
sense of safety. She hoped that she would never
again have to go through a period such as the one
behind her now. All parties agreed that the MADRS
and CANE measurements should be repeated on an
annual basis. The patient currently scores 8/70 on
the MADRS, which warrants the conclusion that
she is in remission.

Conclusion

The CANE produced a valuable basis for prepar-
ing a multidisciplinary treatment plan for an
84-year-old patient suffering from chronic depres-
sion. The case reported on above shows that a
systematic assessment of the care needs of older
patients using the CANE contributes significantly
to a targeted nursing anamnesis and diagnostic
process. In the present case, the analysis of the
CANE results and the agreement obtained
between the patient and her children about the
perceived needs served as a useful basis for tai-
lored care interventions.

The explicit discussion of her needs in combina-
tion with the individualized treatment plan led to
Mrs Brown feeling acknowledged. Her passive and
complaining attitude changed into a more active
one, taking more responsibility for her own situa-
tion. It also changed the relationship between Mrs
Brown and her children. The active approach
enabled her children to experience their mother not
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as a nagging old woman but as an elderly person
with a treatable condition and problems that were
real and solvable. The acknowledgement and the
positive attitude of her children that Mrs Brown felt
proved to be the turning point in the treatment of
her depression, marked by a significant decrease in
her complaints. Although the results described in
this case report do not provide hard scientific evi-
dence for the effectiveness of a care needs assess-
ment and the resulting tailored interventions, we
illustrated the possible benefits of such an approach
in the specific case of Mrs Brown.

The Camberwell Assessment of Need for the
Elderly appeared to be a very suitable tool for struc-
tured and high quality of care. Moreover, we expect

patients to benefit more from depression treatment
when significant others of the patients (carers and
staff) would be more sensitive to the unmet needs
of depressed patients in different stages of their
depression, and when treatment would be better
targeted at these unmet needs. Given the broad
range of possible unmet needs, collaborative care
arrangements should be established with home
care, welfare and other organizations, to achieve
adequate and efficient referrals to the responsible
care providers (Houtjes et al. 2011). However,
more research is needed to obtain a sound scien-
tific basis for the effectiveness of assessment-based
interventions within a multidisciplinary treatment
context.
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