
JGH Psychogeriatric Clinic

 Aim is to provide timely, punctual services to clients 

65 years of age and older diagnosed with a 

psychiatric disorder(s) or requiring evaluation for 

psychiatric disorder(s).



Services

 Specialized consultation, evaluation and follow up 
services for adults 65 years of age and older living in 
the community.

 Community Assessment Team (CAT): A specialized 
consultation service for adults 65 years and older 
living in the community who require an assessment of 
an urgent nature or management of a crisis situation. 

 Psychiatric expertise to community workers, 
physicians, health care professionals and family 
members. 

 Court ordered treatment follow-up

 Psycho-education and supportive counselling for 
family members. 



Client Profile

 Elderly individuals or couples living in the community 

 65 years of age and older

 Exhibit psychiatric symptoms or behavioural 

problems and/or risk of psychiatric crisis

 Elderly clients who could benefit from re-evaluation 

of pharmacological treatment



Psychogeriatric Clinic Team Members

 Occupational Therapist 

 Psychiatrists

 Nurses

 Neuropsychologist

 Social Worker

 Art Therapist

 Secretary



Diagnostic Groups Most Frequently 

Seen in Clinic

 Mood Disorders (Major Depressive Disorder; 
Dsythymic Disorder; Bipolar I & II Disorders)

 Adjustment Disorders

 Delusional Disorder

 Generalized Anxiety Disorder (G.A.D.)

 Personality Disorders

 Dementia 



OT Specific Roles

 Reasons for referrals commonly include: 

 Functional evaluations

 Fall risk assessments

 Supportive interventions/ case management follow-up,

 Linking with community resources, and caregiver support. 

 Driving screenings or assessments

 Participation in research projects (MBCT Research 
Project and GERI-PARTy Research team)

 Participation in hospital committees (Competency 
Committee, Fall Prevention Committee, Treatment 
Planning Committee, Continuing Quality Improvement 
Committee)

 Supervision of students



OT Evaluation/Assessment

1. Initial Interview

2. Administration of formal and/or informal 

assessments of  global functioning: ADL, IADL, 

functioning at home, work, interpersonal, leisure, 

etc.),  

3. Cognitive Evaluations: MOCA, MMSE, competency 

assessments

4. Fall risk assessments

5. Assessment of elder abuse

6. Home Evaluations



1. Initial Interview

 Interview with the client and caregiver (depending 

on clients expressive/ receptive language abilities, 

cognitive functioning, and insight)

 To develop client centered goals and determine 

the impact of having a mental illness on the clients 

overall level of functioning (person, environment, 

and occupation) 

 Develop a rapport and therapeutic alliance with 

the client and their family.



2. Functional Evaluation

 To determine the clients overall level of 

functioning (person, occupation, environment), 

autonomy, and safety. 

 Typicaly to determine whether the client is 

capable of living independently or requires 

assistance/ supervision. 



Functional Consequences

 Self Care Occupations

 ADLS

 washing/ bathing: neglect personal hygiene due to lack of motivation, 
interest, or reduced energy

 Feeding: reduced appetite or increase in appetite

 Dressing: difficulty dressing due to decreased energy, physical co-
morbidity, decreased ROM. 

 IADLS

 Household management: disorganized home environment due to 
difficulties with initiation, planning, organization (executive functions) 
and limited motivation .

 Medication: poor adherence to medical follow-up and lack of 
compliance with medication due to limited insight or judgement

 Transportation: poor orientation to time and place, confusion, 
aggressive/ agitated on public transportation, loss of  drivers license. 



Functional Consequences

 Productivity

 Loss of employment

 Difficulties finding volunteer opportunities

 Leisure

 Limited interest in participating in leisure activities and 

engaging in new activities

 Social withdrawal and isolation

 Multiple losses: loss of friends, family, or spouse 



Functional Consequences

 Performance Components

 Loss of physical integrity & mental integrity

 Affect: restricted affect, incongruent with thought 
content

 Mood: low/depressed mood, anxiety, elevated mood 
(manic) 

 Memory/ cognition: impairment in short term and long 
term memory. Cognitive decline

 Thought content: delusional/ paranoid thought 
content, perseveration, 

 Communication: limited expressive & receptive 
language abilities



3. Cognitive Evaluations

 Cognitive dimension and its impact:

 Cognitive Competency Test (CCT)

 CASE (Cognitive Assessment Scale for the Elderly) or 

PECPA-2R

 MMSE (Mini-Mental State Exam)

 MoCA (Montreal Cognitive Assessment)



4. Fall Risk Assessment

 Fall risk factors in psychiatry include: 

 Taking 5 or more medications

 fear of falls

 generalized weakness or dizziness

 sedation

 Incontinence

 Recent ECT treatment

 Clients fall risk is assessed and recommendations are given 
in order to prevent future falls. 

 Fall Risk Prevention Pamphlet

 Fall Risk Assessment and Prevention Tool



5. Elder Abuse

 Types of Abuse: physical, sexual, psychological, financial, violation 
of rights, systemic (institutional), ageism

 By screening for abuse, we can identify the risks of abuse 
without waiting for the ‘victim’ to reveal it. This allows for:

 Preventive interventions

 An evaluation of the risk level

 Prioritization of future interventions

 Resource: Line Aide Abus Aines www.aideabusaines.ca

1-888-489-(ABUS)2287, (514-489-2287)

 Elder abuse hotline open 7 days a week from 8:00am-8:00pm

 Information, listening, support

 Punctual interventions (crisis intervention as needed)

 Orientation/referrals to resources

http://www.aideabusaines.ca/


Case Example- Ms. D

Patient Identification

 Age: 97 year old women

 Diagnosis: bipolar disorder and mild dementia 

 Family: husband deceased, two daughters (both 
live out of town)

Environment:

 Physical Environment:

 Lived in a private assisted living home for 12 years

 Moved to current residence (private group home) after falling and 
sustaining a hip fracture, which resulted in a loss of independence 
and a need for additional care.

 Conflict with owner of residence (Ms. B) due to strained relationship 
between resident owner and clients daughter



Ms. D: Psychological, Emotional and Verbal 

Abuse

Examples of abuse observed during a home visit:

 Humiliation: Ms. B. read letters written by the staff members of the residence in 

front of the client listing all of her negative qualities. 

 Ms. D: “I was humiliated”

 Not respecting personal belongings: Ms. B. hid the clients nightgowns from her 

because she complained that she was cold. 

 Ms. B: “she should not be allowed to wear flimsy nightgowns if she says that 

she is cold”

 Denied privileges: Ms. B. did not allow the client to close the door to her 

bedroom or to carry her cell phone on her, which her daughters called often.

 Invading personal privacy/ not considering her wishes: Staff members washed 

the clients genitals during ADL’s, although she was capable of doing it on her 
own. 

 Verbal aggression: Ms. B. tone was loud and aggressive during the home visit. 

She frequently raised her voice at the client and did not allow the client to 

express her feelings or concerns. Ms. B was also verbally aggressive with myself 

and the other health care professionals at the visit.



Ms. D: Interventions

1. Case discussed with team

2. Contacted clients daughter

3. Looked into alternative living environments

4. Informed Consent

 “Some things are better left forgotten”, “I don’t want to ruffle any feathers”

5. Called the Ligne Aide Abus Aines for additional 
information and resources

6. Contacted the Commissaire Régional aux Plaintes et a 
la Qualité des Services. 

 An anonymous complaint was filed against the residence on behalf of the 

Geriatric Psychiatry Clinic.

 An “Intervention” will take place at the residence



6. Home Visits

 Homecare delivery programs are becoming an 
important source of medical care for the geriatric 
population but are still evolving and not yet widely 
available (Blass et al., 2006)

 Home safety includes a persons ability to access 
needed services and supports in the community as 
well as his or her ability to avoid high-risk situations that 
can lead to adverse consequences 

 A person with adequate home safety skills is able to 
plan and organize meals, maintain shelter and 
personal health, cope with emergencies,  prevent 
future harm, and problem solve strategies for reducing 
home safety risks in spite of existing sensorimotor, 
cognitive, or perceptual impairments. (McNulty & 
Fisher, 2002)



CAT Home Visit Assessments

 Observation of client in home environment

 Interview with client, family or caregivers

 Assess clients capacity to live independently and 
manage ADLs & IADLs

 Evaluate home safety and fall risk

 Determine level of support available and supports 
needed

 Assess need for placement or additional care

 Contribution to the evaluation of competency



Evaluating Incapacity

3 components:

1. Consent to care

2. Person

3. Property



Capacity to Consent to Care

 Under the Civil Code, anyone, including individuals under 

protective supervision or a mandate, is presumed to be 

capable of consenting to care. The capacity to consent or 

refuse must be checked every time a treatment is proposed.

 IF a person is considered incompetent to consent to care, an 

authorized person by law (public curator or tutor) or by a 

mandate is responsible to make decisions regarding care. 

 IF the patient is not under protective supervision or a 

mandate, consent may be given by the following individuals:

 spouse: married, civil union or common-law; 

 close relative; 

 anyone showing a special interest in the person;



Consent to Care

A patient is deemed incapable of giving consent if 

they cannot understand: 

 the nature of their illness 

 the nature and purpose of the treatment 

 the risks associated with the treatment 

 the risks involved if the treatment is not given 

 that their state of health affects their capacity to 

consent.



Types of Care

1. Examinations and Evaluations

2. Treatment and Interventions

3. Medication (prelevements)

4. Control Measures

5. Housing



Evaluating Incapacity
“Gouvernement du Quebec". 2002

 A person is incapable when they are unable to care 
for themselves (person) or manage their affairs 
(property).

 Incapacity may be declared due to a mental or 
degenerative illness, stroke, intellectual disability, 
head injury or weakened state as a result of old age 
that alters the mental faculties or physical ability to 
express one's wishes



1. Protection of the Person

 Protection of the person refers to their 
fundamental needs. 

 Can he or she make sure they are properly 
housed and fed. 

 Can they ask, either on their own, or with help, 
for the services they need? 

 Can they ensure their own safety? 

 Given the condition of their health and their 
income, are the person's living conditions 
satisfactory?



2. Administration of Property

 Administration of the property and the 
exercise of the associated civil rights refers 
mainly to a person's capacity to sign 
contracts, collect their income, accept or 
refuse a succession, make a donation, 
manage or sell a building, manage their 
salary, etc.

 Despite their condition, does the person 
have the capacity to make informed 
decisions in their everyday life and 
understand their consequences?

“Gouvernement du Quebec". 2002 



Assessment of Incapacity

Two components:
1. Medical assessment: This is conducted 

by a physician and focuses on the 
person's state of health. It determines the 
degree of incapacity.

2. Psychosocial assessment: Conducted 
by a social worker (reserved act)- in 
order to determine the person's level of 
autonomy and their need for protection. 

* According to Law 21 as an Occupational 
Therapist, we do not evaluate 
competency, rather we can contribute 
to the evaluation of competency by 
completing a functional evaluation (a 
part of the psychosocial assessment)



Degree of Incapacity

The degree of incapacity can be partial or total

Person: 

 Incapacity is partial when the person can make certain informed decisions on their own and 

exercise some of their civil rights. For instance, the person can make decisions concerning 

their living environment and request services, but they cannot defend their rights in court.

 Incapacitation is total when the person cannot make informed decisions on their own or 

exercise their civil rights.

Property: 

 Incapacity is partial when the person can make certain informed decisions with respect to 

the administration of their property. For instance, they can manage their monthly budget but 

cannot administer their investments on their own.

 Incapacitation is total when the person cannot make informed decisions with respect to the 

administration of their property.

“Gouvernement du Quebec". 2002 



Duration of Incapacity

The duration of incapacity can be temporary or 

permanent

a) Temporary: when the persons condition may 
improve

b) Permanent: when no improvement is anticipated



What is a Mandate?

 A mandate in case of incapacity is a document 
in which a person, known as a mandator, 
appoints another person, known as the 
mandatary, to see to his protection or administer 
his property or both at once, in the event that 
illness or an accident deprives him of his faculties, 
either temporarily or permanently

 The mandate in case of incapacity can cover the 
administration of property and also contain 
provisions for the protection of the mandator’s 
person. 

 In order for a mandate to come into force, it 
must be homologated by the court, which must 
then have evidence that the mandator has 
become incapable.



Protective Regimens in 

Quebec

 What is meant by the need for protection?

 Under the law, the need for protection exists when an 
incapacitated person must be assisted or represented in 
the exercise of their civil rights. This need may arise from the 
person's isolation, the duration of their incapacity, the 
nature or state of the person's affairs, etc.

 There are three forms of protective 
supervision in Quebec ranging 
from the most limited to the most 
inclusive (*if a person does not 
have a mandate)



Forms of Protective Supervision

1. Advisorship: Least intrusive form of protection, and 
deals mostly with difficulties related to 
administration of property. It is suitable for a person 
with a mild intellectual deficit or temporary 
incapacity due to illness or an accident. *When 
they have an advisor, they retain their autonomy 
and continue to exercise their rights.

2. Tutorship: Used for a person whose incapacity is 
temporary or partial. It may apply to the property, 
the person, or both, depending on the person's 
incapacity and their needs. (Revision after 3 years)

3. Curatorship: Used for a person whose incapacity is 
total and permanent to the person and property. 
(Revision after 5 years)



Evaluating Competency

As Occupational Therapists we evaluate:

 The functional impacts of mental illness and 

neurological deficits

 Possible risks that would lead to the need for 

protection 

 Possible Interventions that could diminish the risks 

and the necessity to remove a clients rights



Evaluation Methods

 No instrument should be used in isolation when 

evaluating competency. 

 Performing an MMSE is not sufficient to evaluate 

competency. 



Cognitive Evaluations

Law 21:

As OT’s we can “appreciate”
cognitive capacities while 
completing functional 
evaluations. 

We cannot diagnose or draw 
conclusions based on cognitive 
evaluations



Processus d’Evaluation de L’Inaptitude (PEA 
Model)

Step 1: Associated Causes

Step 2: Functional Evaluation

Step 3: Systemic Analysis

Step 4: Analysis of the situation and possible risks

Step 5: Ethical reflection and

interdisciplinary team decision. 

(Giroux, 2011)



Step 1: Associated Causes

1. Goal of evaluating competency

2. Medical condition

3. Medical history

4. Clients knowledge of their medical 
condition

5. Medication

6. Cognitive functioning

7. Previous functioning

8. Significant psychosocial factors

9. Habits



Step 2: Functional Evaluation

1. Previous and current functioning

2. Insight about current functioning

3. Capacity of autoprotection 

4. Capacity to determine needs and accept treatment



Step 3: Systemic Analysis

1. Precipitating factors

2. Current condition

3. Interests and Values of the individual and their 

family

4. Spirituality/ Beliefs

5. Available resources



Step 4:Analysis of the situation and 

possible risks

1. Document events: observed, reported, risks against others, 

etc. 

2. Determine specific risks

3. Factors that increase the severity and probability of risk, and 

factors the diminish the severity and probability of risk

4. Evaluate the severity and probability of the risk: 

1. Severity: severe, moderate, low, uncertain

2. Probability: Imminent, very probably, probable, possible, 

uncertain

5. Evaluate the level of risk



Step 5: Ethical Reflection and

interdisciplinary team decision.

Discuss with team whether the identified risks 

necessitate protection of the individual, total or 

partial incompetency, and permanent or temporary 

incompetency. 



OT Interventions

 Liaison with community based partners (CLSC’s, allied health 
professionals)

 Individual interventions: supportive counseling/ case 
management 

 Referrals to appropriate resources within the hospital or in the 
community

 Driving Screening/ Assessment

 Promote participation in leisure activities

 Fall risk prevention and education

 Recommendations to caregivers and families

 Collaborating with multidisciplinary team members and 
providing information on client progress within an 
occupational therapy perspective and focus on global 
functioning. 



Referral/ Link with Community 

Resources

 Promoting community integration by exploring resources and 
programs offered within the community and developing strategies 
to enhance participation. 

 Referral for CLSC services (home care services, psychosocial 
stimulation, mental health team)

 Community organizations (ex. Cummings Center, Forward House, 
Up-House)

 Day Centers (at Long Term Care Centers)

 Senior citizens associations

 Referral to resources within the hospital: memory clinic, 
psychosocial group, medical follow-up

 Resources for families and caregivers: AMI-Québec, Al-Anon, and 
others 



OT Individual Interventions

Education:

 on the importance of taking medications that have 
been prescribed and discussing side effects

 on the psychological and social factors that may 
have precipitated or maintained the illness

 on the importance of maintaining participation in 
physical activities, social contacts, good nutrition, 
adequate sleep

 on the signs of depression, how to act rapidly to 
prevent relapse

 Fall risk factors and prevention (pamphlet given)

 with both the client and his/her family



OT Individual Interventions

 ADLs/ IADLs

a priority related to safety and health; address the impact of 
physical/cognitive problems and offer potential solutions

 Are they eating well? Meals on wheels? 

 Are they safe in their actual living situation?

 Are they taking their medications as prescribed? Dispill?

 Social isolation:

 Discuss relationships with friends, children; resume usual 
religious/ spiritual activities

 Leisure:

 Discuss joining Cummings Center groups or Day Centers 
(Maimonides), taking courses related to past/new interests, 
playing bingo, etc.

 Work/Productivity:

 Discuss appropriate volunteer work, assess skills and interests



Individual Interventions

 Cognitive-behavioral techniques:

 Identify patterns of negative thinking

 Discuss other ways of thinking in same situation

 Discuss options for different strategies, different 

behaviors in same situation

 Put discussed strategies into practice (exposure)

 In collaboration with the psychiatrist/ psychologist



OT Group Interventions: 

Psychosocial Group

 The Psychosocial Group is a structured program 
of therapeutic, social, and recreational 
activities for the Geriatric Psychiatry Population. 

 This program is an essential component of the 
management and treatment of out-patients in 
the Geriatric Psychiatry Clinic. 

 The purpose of the program is to provide 
support and structure to geriatric psychiatry 
clients, with the ultimate goal of social 
integration into the community. 



Psychosocial Group

 Therapeutic activities offered in the group 

include; education about health and wellness, 

psychosocial support groups, exercise, review 
of current events, and creative/ art activities

 The benefits of the group include reducing 

isolation, increasing socialization, enhancing 

weekly structure, preventing hospital re-

admission, and integration into the community



Exercise Group

 Goal: to improve strength, endurance, mobility, and 
balance with the focus on increasing function, 
reducing fall risk, and promoting health and well-
being. 

 Tai Chi techniques is an evidence-based approach 
that has been shown to improve health-related quality 
of life. Additionally, according to Abbott & Lavretsky 
(2013), Tai-Chi has been shown to reduce clinical 
somatic symptoms, benefit anxiety and depression, 
reduce stress and promote psychosocial well being. 

 Music has also recently been incorporated into the 
exercise program since it has been shown to have a 
beneficial effect on cognition for patients with 
dementia (A Van de Winckel et al., 2004)



Wellness Group

 Goal: to provide education and application of 

health and wellness topics in order to enhance 

occupational functioning in the community, 

increase independence, promote a healthy lifestyle, 

and reduce risk of future illness or injury.

 Topics include Fall Prevention, Energy Conservation 

Techniques, Stress Management/ Relaxation, Sleep 

Hygiene, Nutrition, Social Skills/ Communication, 

Exercise/ Physical activity.

 Discussion is promoted between group members



Creative Table

 Goal: Art based activities are selected in order 
to improve cognitive functioning such as 
attention, concentration, planning, initiation, 
and memory. 

 Additionally, activities such as sewing, 
beading, and cutting work on improving 
clients fine motor skills, visual processing skills, 
and coordination. 

 Moreover, clients are encouraged to socialize 
with other group members, ask for their input, 
and model appropriate behavior. 



Socialization/ Group Discussions

 Goal: to develop appropriate social skills through 

group discussions and modeling in order to 

enhance social functioning within the group and in 

the community.

 Individual support and problem solving is facilitated 

 Current event topics are selected based on 

relevance, appropriateness, and capacity to 

stimulate group discussion.



Mindfulness Based Cognitive 

Therapy

Mindfulness is the awareness that 
emerges from paying attention…

- on purpose

- in the present moment

- and non-judgmentally

to things as they are.”

- Williams, Teasdale, Segal & Kabat-Zinn



MBCT

 Treatment for Geriatric Depression and Anxiety

 Geriatric depression and anxiety are very common but 

difficult to treat pharmacologically: patients are more 

sensitive to adverse effects and respond relatively less well 

to medication (Lenze et al., 2008).

 Mindfulness-based cognitive therapy (MBCT) is a 

psychological therapy that has been highly effective in 

preventing relapse of depression and in other psychiatric 

disorders (Chiesa & Serretti, 2010). 

 MBCT could be an effective, well-tolerated, and health 

resource efficient alternative to psychotropic medication 

in older adults. 



MBCT

 Developed by Segal, Williams, and Teasedale 
in 1995

 It is a manualized 8-week skills training group 
based intervention that integrates MBSR with 
principles from cognitive therapy, primarily 
aimed at reducing the risk of depressive 
relapse. 

 2-hour weekly sessions, where patients learn 
both formal and informal meditative 
practices, such as sitting meditation, body 
scan, yoga, mindful eating, & mindful 
walking. 



MBCT- Central Ideas

 Nonjudgmental

 sensations, perceptions, thoughts, and emotions are 
observed carefully but are not evaluated as good/bad, 
true/false, healthy/sick, important/trivial, etc. 

 Rather it is a non-judgmental observation of internal and 
external stimuli as they arise. 

 Acceptance

 “Willingness to let things be just as they are the moment we 
become aware of them” whether they are pleasurable, 
painful or neutral

 Accepting oneself as we are with kindness and compassion

 Decentering 

 Observing thoughts and feelings as passing events rather 
than direct reflections of reality

 Thoughts are just thoughts, they are not “you” or “reality” 



MBCT- Advantages

 Evidence-Based Practice

 Treatment guidelines from both the United 
Kingdom National Institute for Health and 
Clinical Excellence and the Canadian 
Network for Mood and Anxiety Treatments 
recommend mindfulness-based cognitive 
therapy for maintenance treatment of 
major depressive disorder. 

 Practice guidelines from the American 
Psychiatric Association suggest that 
mindfulness-based cognitive therapy can 
reduce recurrences of depression. 



MBCT- Advantages

 Cost effective and affordable

 Accesses multiple patients at the same 
time

 Reduces the need for polypharmacy

 MBCT has been shown to improve both 
psychological and physical symptoms, 
where the elderly population often has 
comorbid physical and mental health 
problems. 

 Decreases the burden of late life 
depression and anxiety



Mindfulness-Based Interventions for Older Adults: 

a Review of the Effects on Physical and Emotional 

Well-Being (Geiger et al., 2016)

 A comprehensive review examining the effects of mindfulness 
based interventions on the physical and emotional well-being of 
older adults

 15 treatment outcome studies met criteria of the authors search

 Most studies used a modified version of MBSR and MBCT

 Older participants regularly attended sessions, completed 
homework, and continued to practice skills at the conclusions of 
group

 Modifications included (Foulk et al., 2014):

 Shorter meditation (20-30 minutes)

 2 hour session (plus break)

 Modified walking meditation 

 Reduced length of the day long retreat



Effects of Mindfulness Based Interventions on Psychological Health 
(Geiger et al., 2016)

 Mindfulness-based interventions were associated with 
significant declines in loneliness, depression, anxiety, 
stress, sleep problems, and rumination, as well as 
significant increases in general mood and positive 
affect

 MBCT was found to be most effective for individuals 
with elevated depression scores compared to waitlist 
controls; this is congruent with previous findings in 
younger adults that MBCT shows greater effects in 
clinically depressed and anxious populations 

 Overall, the results of these studies offer support for the 
feasibility and acceptability of mindfulness-based 
interventions for older adults. 



Older Adult Mindfulness Group

 Current research project examining the impact of 
MBCT in reducing symptoms of anxiety and depression 
in older adults.

 New and innovative treatment intervention at the 
Jewish General Hospital

 Currently running an 8-week MBCT group in the 
Outpatient Geriatric Psychiatry Clinic

 Future Direction (OT Specific Objectives)

 Functional improvements? (self-care, productivity, leisure)

 No current research on the benefits of MBCT in improving 

functioning done by OTs…



Case Presentations



Case 1: Mr. B- Case Management 

Follow-Up

 Reason for referral: Mr B. was referred to 
Occupational Therapy (Case Management) by 
treating psychiatrist in order to increase 
socialization and participation in leisure activities. 

 Past and present history of illness: Mr B  is a 74  y.o. 
single  man of catholic origin living alone in an 
apartment. He has a diagnosis of Schizoaffective 
Disorder (bipolar type) and has been followed in 
the Geriatric Psychiatry clinic since 2008. He was 
hospitalized on 4East in September 2013 after 
having persecutory delusions of a neighbour 
harassing him and attempting suicide by 
overdose.



Case 1- Mr. B

 Environment: physical- Mr. B lives alone in a low 

income apartment. He has been living there for 7 

years and values his independence and capacity 

to manage his home. Social- Mr. B. does not have 

any social support, family support, or friends. His 

main support network are health care professionals. 

He is very socially isolated and reports wanting to 

make friends. 



Case 1: Mr. B

 Activities of Daily Living: Independent in all ADLs and 
IADLs. Receives an injection of Invega Sustenna every 3 
weeks. 

 Productivity: Mr B. presently does not work or volunteer. 
He previously worked at Canada Air as a printer for 8 
years. 

 Leisure: Mr. B. does not engage in any leisure activities 
outside of the home. He presently spends most of his 
time isolated in his apartment playing with his cats and 
feeding his fish. He is interested is increasing the 
amount of time that he socializes with others and 
engaging in active leisure activities such as Tai-Chi, 
Bowling, and going to movies. Mr. B. described his long 
term goal as socializing more with others. 



Case 1: Mr. B

 Mental: low mood, anxious, delusional thought 
content and auditory hallucinations, persistent 
suicidal ideations with a plan (take an overdose). 

 Physical (Based on chart review): Diabetes 
mellitus II, Hypertension, Dyslipidemia, Myocardial 
infarction and coronary artery bypass graft 
(2007), Angina (2013), Chronic normocytic 
anemia, Hepatitis B, Chronic venous statis.

 Socio (cultural): Mr. B. has difficulty forming and 
maintaining interpersonal relationships 
throughout his life. He has never had a romantic 
relationship and currently does not have any 
friends.



Mr. B.- Case Questions

 Evaluate client using the CMOP-E

 Identify any additional 

information you may encounter

 Include tools, obstacles, solutions

 Outline your 6-month goals and 

intervention plan to achieve 

them



Case 2: Ms. C- CAT Capacity 

Evaluation

 Reason for referral: Ms. C was referred to the 
Community Assessment Team by CLSC physician, in 
order to evaluate the patient’s general safety at 
home and to assess personal/ financial 
competency. Ms. C was seen by this O.T. to assess 
home safety, independent living skills and to 
contribute to the assessment of competency.

 Past and present history of illness: client is an 84 year 
old divorced woman living alone in a condo. She 
has no previous psychiatric history and presented to 
the ER with tooth pain and suicidal ideation. 



Case 2: Ms. C

 Environment: physical- Client lives alone in a 2 

bedroom condominium. She refuses to have her 

home adapted by the CLSC to ensure home safety. 

She is not open to exploring moving to a residence  

since she feels she is safe and capable of living 

alone. Social- client is divorced and has one 

daughter who has a diagnosis of schizophrenia. She 

does not have any social support or friends. She is 

followed by a social worker at the CLSC and 

receives medication administration services. 



Case 2: Ms. C

 ADLs: 

 Toileting: Independent, with difficulty. Client refuses to 
implement any modifications to her washroom as 
recommended by an Occupational Therapist at the CLSC. 

 Mobility: client mobilizes independently in her apartment 
wearing sandals with a wedge (high risk of falls). She refuses to 
ambulate using a cane inside her home and a walker outside 
her home. She is unable to take public transportation and walks 
by herself in the community and frequently gets lost. She has a 
history of falls and has fallen several times in the past year. 

 IADLs: 

 At the time of the home visit she had no food in her fridge or 
pantry. 

 Finances: client is unable to manage her finances 
independently. She owes approximately 5,000 in condo fees, 
did not file her taxes, cannot perform financial transactions 
independently, and does not know her debit card PIN number. 



Case 2: Ms. C

 Productivity: retired social worker

 Leisure: does not leave her apartment, is very 
socially isolated, and does not interact with others. 
She used to enjoy singing and dancing.

 Physical: Primary progressive aphasia, severely 
impaired expressive language abilities and stutter. 

 Thought content: severe persecutory delusions that 
“the man upstairs” is poisoning her and trying to kill 
her. Currently sleeps with a shower cap over her 
mouth to prevent being poisoned. 

 MMSE score: 20/30, no reported limitations in 
cognitive functioning. 



Ms. C.- Case Questions 

 Is clients safety at home compromised and why?

 What type of risk taking behaviors has the client 

demonstrated?

 Does she have poor judgement and why?

 What level of insight does the client have into her 

current level of functioning and limitations?

 Is she competent in terms of person and finances?

 Totally/ partially? 

 Permanent/ temporary?
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