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The 15-item Geriatric Depression Scale (GDS) is used as a screening tool for identifying Depression 
in older adults that can be used as a self-assessment or it can be clinician administered.   

Time to 
Administer 

The method of administration should be taken into account when interpreting scores:
scores on the GDS-15 when self-administered were higher and self-assessors may not
complete all 15 questions.

Type Standardized Screening Tool > eForm and Print Form versions
Setting The GDS may be used with healthy, medically ill and mild to moderately cognitively 

impaired older adults. It has been extensively used in community, acute and long-term 
care settings. The GDS is not a substitute for a diagnostic interview by mental health 
professionals. It is a useful screening tool in the clinical setting to facilitate assessment
of depression in older adults especially when baseline measurements are compared to 
subsequent scores. It does not assess for suicidality. 

Administration The 15-item GDS consists of 15 questions. Can be filled in by patient or administered 
by the HCP.

Interpretation When two or more answers in bold are found it suggests a depression warranting 
further assessment.  The clinician may proceed to the full 15-item scale for further 
clinical information.   
A score > 5 points is suggestive of depression. 
A score ≥ 10 points is almost always indicative of depression. 
A score > 5 points should warrant a follow-up comprehensive assessment. 

Prorating Scores (What to do if a patient misses a couple items). 
If 3 of 15 items missed, and total score is 4 on the 12 completed items, add 4/12 of the 
3 missing points or 1 point for a total score of 4+1 = 5.  
It is better to score positively and launch an evaluation rather than miss someone who 
might be depressed (and possibly suicidal). Thus the risk of a false negative is less 
than a false positive. 

Follow-up: The presence of depression warrants prompt intervention and treatment. The GDS may 
be used to monitor depression overtime in all clinical settings. Any positive score above 
5 on the GDS Short Form should prompt an in-depth psychological assessment and 
evaluation for suicidality. 

Reference Hoyl,  Brink, T. L., & Yesavage, J. A. (n.d.). Geriatric Depression Scale. Retrieved 
 November 6, 2019, from https://web.stanford.edu/~yesavage/GDS.html.

Refer to this page for GDS in other languages: Arabic, Armenian, Bulgarian, Chinese 
(3 versions) Creole, Danish, Dutch, Farsi, French (3), German, Greek, Hebrew, 
Hindi, Hungarian, Icelandic, and many more:
http://www.stanford.edu/~yesavage/GDS.html 
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