
You wrote “ZYPREXA.” 
Will your patient leave the pharmacy with something else?

With over 4,000 drugs on the market and more than 8 million prescriptions filled every day,
medication errors can and do occur. For example, ZYPREXA and Zyrtec® (cetirizine HCl) 
have been mistaken, one for the other, in the past.

To help avoid such medication errors, the Institute for Safe Medication Practices
(ISMP) recommends that physicians: 
• Print the medication’s brand name and generic name on all prescriptions.

• Include dosage form, strength, and full instructions.

• Pronounce the name for the patient or caregiver, and have them say it back to you.

• Remind the patient to check for anything unusual (eg, capsules instead of the usual
tablets) before they leave the pharmacy.

Please take special care when prescribing any medication. 
Millions of patients and their families are counting on you.

ZYPREXA® (olanzapine)?
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Depression Care Moving Into Patients’ Homes
B Y  A L I C I A  A U LT

Associate  Editor,  Practice  Trends

N E W O R L E A N S —  Several home care
organizations affiliated with hospitals in
the New York metropolitan area have de-
termined that nurses trained to screen for
depression and to offer interventions can
effectively improve outcomes in home-
bound patients, several presenters said at
the annual meeting of the American As-
sociation of Geriatric Psychiatry.

Nurses are the front line for providing
care to homebound patients but do not of-
ten recognize depression symptoms or
have the ability to clearly communicate
the issue to physicians, noted Ellen
Brown, a registered nurse who developed
an education and intervention program
while at Cornell University, New York.
She is now with the Stein Gerontological
Institute in Miami.

The education program includes a video
with portrayals of patients with symptoms

of depression and suicidal ideation, a “nuts
and bolts” tool kit that includes a check-
list of symptoms and information to gath-
er, and a two-session training course that
uses role-playing and other interactive
methods.

Several pilot studies by Ms. Brown and
her colleagues had shown that the pro-
gram improved nurses’ ability to com-
municate information to physicians. But
it was not clear whether these improve-
ments with simulated cases would trans-

late into better patient management in
the real world, she said. 

The home care agency at the Monte-
fiore Medical Center, New York, put the
training module to the test, said Dr. Paula
Marcus of the department of psychiatry at
the Albert Einstein College of Medicine,
New York. In 2004, the hospital’s home
care agency was given a 3-year grant from
the United Jewish Appeal to integrate psy-
chiatric services. 

The Montefiore home care agency’s dai-
ly census averages 1,200 people who will be
in the system for 6 weeks or less and 650
who are in longer term. To teach them how
to identify depression in the home care set-
ting, about 100 nurses, and physical, occu-
pational, and speech therapists were given
two 2-hour sessions over several weeks,
which included viewing the video. 

Since that time, thousands of patients
have been screened for depression, and
hundreds have been referred to the Mon-
tefiore home care agency’s behavioral
health program, Dr. Marcus said. 

Once patients are referred to behav-
ioral health, they are screened by a social
worker and sent to a geriatric psychiatrist
or geriatric psychiatry fellow if necessary.
So far, psychiatrists have made an average
120-150 initial home evaluations yearly,
Dr. Marcus said.

The home care agency also has been
able to bill Medicare, Medicaid, and private
insurers for the psychiatric visits, she said. 

In a real-world test of a different mod-
el, the home care agency in Albany Coun-
ty, New York, sent licensed clinical social
workers into the homes of medically ill pa-
tients who had been identified as severely
depressed. Dr. Zvi Gellis, director of the
Center for Mental Health and Aging Re-
search at the State University of New York
at Albany, presented initial results.

In the pilot, 30 patients received a be-
havioral intervention called problem-solv-
ing therapy for 1 hour a week for 6 weeks.
The steps of that program include break-
ing down the problem, identifying poten-
tial solutions, creating those solutions,
and then executing them. The patients
also were given “homework,” being asked
to substitute two pleasurable activities a
day for negative thoughts.

They were compared with 32 patients
who received basic home care, some psy-
choeducation, but no problem-solving
therapy. The mean age of the patients was
77. Eighty-five percent were white, and
80% lived alone—a risk factor for depres-
sion, Dr. Gellis noted. 

They were evaluated using the Hamilton
Depression Rating Scale, the Geriatric De-
pression Scale, and self-reported satisfaction
scores. The independent assessments were
conducted by blinded evaluators at the end
of the sessions, and then 3 and 6 months af-
ter therapy. There was a 50% reduction in
the Hamilton score for the treatment group
at 6 weeks and 3 months—from 20 to 10,
compared with a minor drop for the con-
trol group, Dr. Gellis said.

The Geriatric Depression Scale score
dropped from almost 14 to 8 for the treat-
ment group at all three time intervals,
compared with about a 1-point decline—
from 14 to 13—for the control arm. ■


