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This PowerPoint 2007 template produces a 36”x60” 
professional  poster. You can use it to create your research 
poster and save valuable time placing titles, subtitles, 
text, and graphics.  
 
We provide a series of online tutorials that will guide you 
through the poster design process and answer your poster 
production questions.  
 
To view our template tutorials, go online to 
PosterPresentations.com and click on HELP DESK. 
 
When you are ready to  print your poster, go online to 
PosterPresentations.com. 
 

Need Assistance?  Call  us at 1.866.649.3004 
  

Object Placeholders 
 

Using the placeholders 
To add text, click inside a placeholder on the poster and 
type or paste your text.  To move a placeholder, click it 
once (to select it).  Place your cursor on its frame, and 
your cursor will change to this symbol       .  Click once and 
drag it to a new location where you can resize it.  
 
Section Header placeholder 
Click and drag this preformatted section header 
placeholder to the poster area to add another section 
header. Use section headers to separate topics or concepts 
within your presentation.  
 
 
 
Text placeholder 
Move this preformatted text placeholder to the poster to 
add a new body of text. 
 
 
 
 
Picture placeholder 
Move this graphic placeholder onto your poster, size it 
first, and then click it to add a picture to the poster. 
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This PowerPoint template requires basic PowerPoint 
(version 2007 or newer) skills. Below is a list of commonly 
asked questions specific to this template.  
If you are using an older version of PowerPoint some 
template features may not work properly. 
 

Template FAQs 
 

Verifying the quality of your graphics 
Go to the VIEW menu and click on ZOOM to set your 
preferred magnification. This template is at 100% the size 
of the final poster. All text and graphics will be printed at 
100% their size. To see what your poster will look like 
when printed, set the zoom to 100% and evaluate the 
quality of all your graphics before you submit your poster 
for printing. 
 
 
Modifying the layout 
This template has four different  
column layouts.   Right-click  
your mouse on the background  
and click on LAYOUT to see the 
 layout options.  The columns in  
the provided layouts are fixed and cannot be moved but 
advanced users can modify any layout by going to VIEW 
and then SLIDE MASTER. 
 
 
Importing text and graphics from external sources 
TEXT: Paste or type your text into a pre-existing 
placeholder or drag in a new placeholder from the left 
side of the template. Move it anywhere as needed. 
 
PHOTOS: Drag in a picture placeholder, size it first, click 
in it and insert a photo from the menu. 
 
TABLES: You can copy and paste a table from an external 
document onto this poster template. To adjust the way 
the text fits within the cells of a table that has been 
pasted, right-click on the table, click FORMAT SHAPE  then 
click on TEXT BOX and change the INTERNAL MARGIN 
values to 0.25. 
 
 
Modifying the color scheme 
To change the color scheme of this template go to the 
DESIGN menu and click on COLORS. You can choose from 
the provided color combinations or create your own. 
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The MDS version 3.0 incorporates a more sensitive 
and specific depression inventory called the PHQ-9 
and PHQ-9 Observational Version (OV). Very little has 
been published about the utility of the PHQ-9 OV. Our 
facility is a 192-bed not for profit, government-run, fully 
Medicaid distinct part home with average age 56 yrs. 

INTRODUCTION 

METHODS 

 Instrument is less robust when removing subjective 
aspects of each question focusing only on 
observational aspects.   

 Diagnostic criteria for those without ability to 
communicate may differ from DSM standard.  

 Observers accustomed to seeing long-stay 
debilitated individuals, don’t  identify  chronically 
observed characteristics as notable.   

 Staff knowing this is a depression inventory may 
choose responses to support their beliefs.   

 Some PHQ -9 items when used on the OV may be 
confusing or irrelevant.  For instance, how can 
appetite be assessed in a resident who is on tube 
feeds? 

 Instrument not relevant to vegetative, but perhaps 
not relevant to nearly vegetative individuals either?  

 Our sample found two items never selected in our 
sample of 61 residents (items about feeling bad 
about self or letting others down or thoughts of self 
harm).  

ANALYSIS (Continued) 

ANALYSIS 

CONCLUSIONS 
We found lower scores on the PHQ-9 OV compared 
to the PHQ-9, with a paucity of scores over 10 which 
are the most likely to be clinically relevant.  Certain 
elements of the PHQ-9 OV may be problematic 
(appetite, internal feelings, concentration, mobility or 
motivation). The PHQ-9  OV  seems  to  lack  “face  
validity”  with  inclusion  of  items  requiring  expression  of  
internal emotional states from persons who by 
definition are unable to do so. 
 

Further research might investigate the correlation 
between the PHQ-9 and PHQ-9 OV in individuals with 
very minimal communication abilities and severe 
disabilities, whether a different cut off should be 
selected, how to deal with somatic confounders, and 
whether all the PHQ-9 OV items are necessary or 
helpful.  We propose an instrument to screen for 
depression  in those who cannot speak that includes 
items such as resistive to care, crying, irritability, poor 
sleep,  aggression  and  “response  to  antidepressant  
therapy.”   
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We examined historical data from 10/1/12 to 12/31/12 
with PHQ-9 scores, depression diagnoses by a 
MD/PhD, and individual items for the PHQ-9 OV 
obtained by Master's level social workers. T tests 
compared mean PHQ-9 scores of the self and staff 
report. We compared our score distribution with the 
MDS 3.0 Evaluation and Validation sample (Saliba et 
al. 2012). Chi squared statistics compared data. 

 Among 191 residents, 61 (32%) required staff 
assessment (PHQ-9 OV), and 130 
(68%) completed the PHQ-9.  

 Mean PHQ-9 values for self-assessments were 
more than four times higher than staff 
assessments (self 2.7, staff 0.80, T test p<0.001).  

 95% of PHQ-9 OV scores were less than 5 
compared with 78% of PHQ-9 scores.  Scores 
above 10 were very rare (7% in PHQ-9 and 2% in 
PHQ-9 OV).   

 When compared with the MDS validation study, we 
had a higher proportion of low scores and a 
different distribution (p<0.0001) for both the PHQ-9 
and PHQ-9 OV).  

     OV had depression diagnosis compared to 35% 
     (41/130) of those completing the PHQ-9 
     (p=0.0877). 
 100% of those diagnosed with depression, 

screened with the PHQ-9 OV were on 
antidepressant medications, compared to 80% 
(37/46) of those who could communicate 
(p=0.0955) 

A "gold standard" for screening or diagnosing 
depression in those with severe communication 
difficulties has not been established. The PHQ-9 OV 
yielded significantly lower mean scores and fewer 
high scores than the PHQ-9 in both our study and in 
the  validation  study.  “Irritability”  added  to  the  PHQ-9 
OV version was the most common symptom noted by 
staff.  
 

Why might PHQ-9 OV scores be lower than PHQ-9 
even though the PHQ-9 OV has an extra item?  

 

 A lower rate of depression or symptoms among 
those  who  can’t  communicate.   

 Staff not using instrument correctly.   
 

RESULTS 

Rebecca Ferrini, MD, MPH, CMD; Robert Gibson, PhD, JD; Jeff Klein, PhD.  
 Edgemoor DP SNF, Santee California 
 

Evaluating depression in those who cannot speak for themselves:  The utility of the PHQ-9 OV 
 

If the PHQ-9 OV is not capturing depression, how 
do we screen for depression in those who cannot 

speak? 
 

 Identification of behavioral signs used by clinicians 
to diagnose and monitor treatments for depression. 
In non-verbal residents, we use tearfulness and 
crying (more than half), poor sleep, delusional 
statements, irritability and aggression. 

 Identification of which items in the PHQ-9 OV are 
the most often associated with depression and 
response to antidepressants. 

 

 Clinically 
significant values 
were less likely 
on the PHQ-9 OV 
compared to the 
PHQ-9 ( p<.001). 

 20%(12/61) of 
those who 
completed PHQ-9  
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