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 Abstract 
  Objective . To explore decision-making on treatment with antidepressants among doctors and nurses in nursing homes.  Design 
and subjects . A qualitative study based on interviews with three focus groups comprising eight physicians engaged full time, 
eight physicians engaged part time, and eight registered nurses, respectively. The interview guide comprised questions on 
initiating, evaluating, and withdrawing treatment with antidepressants. The interviews were audio-recorded, transcribed, 
and analysed by systematic text condensation.  Results . The fi rst theme was the diagnostic process. The informants expressed 
diffi culty in differentiating between depression and sorrow resulting from loss in old age. Further, the doctors reported that 
they relied on nurses ’  observations and rarely carried out systematic diagnostic work and follow-up of patients with depres-
sion. The second theme was treatment. Antidepressants were usually the only type of treatment provided, and patients were 
kept on medication even though staff felt uncertain whether this was effective. The third theme was who really determines 
the treatment. Registered nurses reported that unskilled and auxiliary nursing staff requested drug treatment, and doctors 
felt some pressure from the nurses to prescribe antidepressants.  Conclusions . This study suggests that the quality of diag-
nosis and treatment for depression in nursing homes needs to be improved in Norway. Doctors should be more available 
and take responsibility and leadership in medical decisions.  
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  Introduction 

 The prevalence of depression increases with age. A 
review of epidemiological studies revealed that 
depression affects 32% of nursing home patients 
and 13% of community-dwelling older people [1]. 
Depression impairs quality of life and increases mor-
bidity and mortality among older nursing home 
patients [2]. Awareness of the condition is a prerequi-
site for providing appropriate diagnosis and treat-
ment for people with depression. 

 Norway ’ s national guidelines for diagnosing and 
treating depression among adults recommend that 
nursing home patients be diagnosed based on sys-
tematic work, including diagnostic tests such as the 
Cornell Scale for Depression in Dementia; patients 
with depression should be offered both treatment 
with antidepressants and environmental therapy [3]. 
However, studies suggest that depression is com-
monly inadequately diagnosed and treated in nursing 

homes [2]. This may at least partly be explained by 
coexisting dementia, impairing patients ’  ability to 
communicate with staff and compounding the diag-
nostic and therapeutic process. 

 The overall use of antidepressants in nursing 
homes in Scandinavia has nearly doubled since selec-
tive serotonin-reuptake inhibitors were introduced in 
the early 1990s [4,5]. Recent nursing home studies 
revealed a 37% prevalence of antidepressant use in 
Norway and 51% in Sweden [6,7], with great varia-
tion between institutions [8,9]. However, little evi-
dence supports the effi cacy of antidepressants for 
patients with mild or moderate depression and for 
those with depression and coexisting dementia [10]. 
Further, nursing home patients are at particular risk 
of adverse drug reactions and drug – drug interactions 
due to age-related pharmacokinetic and pharmaco-
dynamic changes, complex health problems, and the 
use of multiple medications. 
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 The question therefore arises as to whether the 
increased use of antidepressants in nursing homes 
refl ects improved care or uncritical overprescribing 
[11]. Staff members ’  knowledge, skills, and attitudes 
are presumably important prerequisites for appropri-
ate prescribing of antidepressants, but knowledge is 
sparse regarding the factors that determine doctors ’  
treatment decisions. We therefore performed this 
study to examine decision-making among doctors 
and nurses in nursing homes on the treatment of 
patients with depression using antidepressants.   

 Material and methods 

 General practitioners under part-time contract most 
commonly provide health services in Norway ’ s nur-
sing homes, although some larger institutions have 
employed doctors in full-time positions. We hypo-
thesized that the continuity and stability of health 
care provided by doctors working full time might 
positively infl uence the quality of decisions on the 
treatment of patients with depression. We therefore 
included doctors engaged both full time and part 
time. 

 We conducted a qualitative study in 2009 – 2010 
in Rogaland County, Norway based on three focus-
group interviews. We recruited doctors through pro-
fessional meetings and e-mail and nurses through 
phone calls to nursing homes. We included a pur-
poseful sample of 24 informants working in 23 nur-
sing homes, with broad diversity regarding age (30 – 70 
years), gender, profession, clinical experience (1 – 40 
years), and position. The fi rst focus group comprised 
eight nursing home doctors engaged full time (four 
women), the second group eight registered nurses 

(seven women), and the third eight doctors working 
part time in nursing homes (seven women). 

 Each interview lasted 90 minutes. The fi rst author 
moderated, and the second author acted as secre-
tarial assistant. The interview guide comprised 
three questions on the informants ’  experience and 
considerations regarding initiating, evaluating, and 
withdrawing antidepressants. Based on preliminary 
analysis of two focus-group interviews, two questions 
about how nurses infl uence treatment decisions and 
challenges regarding patients with concurrent demen-
tia and depression were included in the fi nal inter-
view with doctors engaged part time. 

 The fi rst author audio-recorded and transcribed 
the focus-group interviews, and all three authors 
analysed them in collaboration by systematic text 
condensation in accordance with Malterud [12]: (1) 
reading the transcripts to obtain an overall impres-
sion and bracketing the authors ’  preconceptions as 
far as possible; (2) identifying units of meaning repre-
senting different aspects of the use of antidepres-
sants in nursing homes and coding for these; (3) 
condensing and summarizing the content of each 
coded group; and (4) generalizing the descriptions 
and concepts regarding treatment decisions related 
to antidepressants in nursing homes. 

 The fi rst author has long experience as a nursing 
home doctor and is concerned about improving 
health care in nursing homes. All three authors are 
specialists in family medicine and experienced gen-
eral practitioners.   

 Results 

 The interviews elicited three main themes. Doctors 
and nurses sometimes expressed different opinions, 
but full-time doctors and part-time doctors generally 
shared similar ideas.  

 Depressed or just tired of life? 

 The doctors had diffi culty in differentiating between 
sorrow resulting from losses in old age and depres-
sion. Although doctors were afraid of mistaking 
depression for dementia, most did not perform 
systematic diagnostic work. Instead, they based 
their conclusions on observations reported by trusted 
nurses. However, the nurses said that their ability to 
differentiate depression from sorrow might be poor. 

 Nurse: We are not skilled in differentiating 
between these conditions. If they cry, we call it 
depression and give them antidepressants. And 
that ’ s it. 

 The nurses lamented the limited time physicians 
had, suggesting that doctors being more available 

 Antidepressants are prescribed to many nursing 
home patients, but knowledge is sparse regard-
ing the factors determining doctors ’  treatment 
decisions. 

 Doctors reported that they relied on nurses ’   •
observations and rarely carried out syste-
matic diagnostic work and follow-up of 
patients with depression. 
 Antidepressants were usually the sole treat- •
ment provided, and patients were kept on 
medication even though staff members were 
not certain whether the antidepressants 
were effective. 
 Registered nurses reported that auxiliary  •
nursing staff requested drug treatment, and 
doctors felt some pressure to prescribe anti-
depressants. 
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would improve discussions and refl ection during 
pre-round case conferences.   

 To treat or not to treat with antidepressants? 

 Antidepressants were usually the only form of 
treatment provided if a patient was considered 
depressed. The informants reported that nursing 
staff members were pressed for time, and antidepres-
sants might emerge as a simple solution. Some infor-
mants thought that sorrow warrants drug treatment, 
whereas others considered sorrow to be a natural 
part of old age and were more reluctant to start 
medication. 

 Although both doctors and nurses expressed 
great uncertainty about whether the medication was 
effective, they admitted that they commonly main-
tained patients on antidepressants because they 
feared that withdrawing drugs might upset a delicate 
balance. 

 Nurse: You don ’ t know what might happen if 
you withdraw these medications. They may 
suffer from side effects of the drugs, and you 
may be unsure whether they need the treatment; 
but you know what you have, and you don ’ t 
know what you ’ ll get. 

 Several doctors said that the patients commonly 
received long-term drug treatment without follow-up; 
few doctors said that they conducted annual general 
check-ups of current health status and medication 
reviews to evaluate the effectiveness of treatment. 
Most doctors relied mainly on registered nurses ’  
opinions on treatment response. 

 The informants stressed being aware of the bene-
fi cial effects of environmental therapy but stated that 
this option was seldom used due to fi nancial con-
straints, conservative treatment traditions and staff 
attitudes. The nurses said that they spent relatively 
much time on basic nursing care, including washing 
and feeding, leaving less time to talk with the patients. 
Further, they maintained that increasing the empha-
sis on social aspects would probably reduce the need 
for pills.   

 Who determines the treatment? 

 The registered nurses said that they spend much 
energy dealing with unskilled and auxiliary nursing 
personnel asking for patients to be treated with anti-
depressants. Several nurses commented that doctors 
were not eager to discuss or question their observa-
tions; instead, doctors would simply initiate treat-
ment with antidepressants. Doctors, especially those 
working part time in nursing homes, explained that 

they would select reliable registered nurses and trust 
their evaluations. However, several comments and 
examples indicated that the nurses might dominate 
this relationship or at least that doctors felt some 
pressure to prescribe antidepressants. 

 Doctor: They called me on the carpet to tell me 
that withdrawing antidepressants was not a clever 
thing to do because the patient became angrier 
and resisted care. They therefore demanded that 
I reinstate medication.    

 Discussion 

 Our fi ndings suggest that doctors seldom conduct 
systematic diagnosis of nursing home patients pre-
sumed to have depression. Antidepressants were the 
predominant treatment method, and doctors were 
reluctant to dispute nurses ’  opinions regarding the 
indications for and effectiveness of drug treatment.  

 Strengths and limitations 

 Focus-group interviews are preferable to individual 
interviews, particularly in seeking information on 
attitudes, viewpoints, and personal experiences in 
environments in which people cooperate [13]. The 
purposeful sample represented rich variation in age, 
gender, working experience, position, and institu-
tions. Voluntary study participation may have caused 
selection bias towards informants with a special 
interest in geriatric psychiatry and with idealistic atti-
tudes. A certain recall bias cannot be excluded either. 
However, the informants reported a discrepancy 
between their clinical practices and what they regarded 
to be best practices, such as environmental therapy, 
for depression. We therefore believe that the infor-
mants were stating their honest opinions, which 
might even have evolved as a result of their mutual 
refl ection during the focus groups, without excessive 
concern about making a favourable impression.   

 The diagnostic process 

 Our fi ndings suggest a scarcity of systematic diagnos-
tic work, in accordance with a nursing home study 
in Sweden reporting that doctors usually treat 
patients with depression based on information 
obtained from nursing staff and medical records 
without talking to the patients [14]. This should raise 
concern, because nurses frequently fail to recognize 
depression or over-recognize the condition among 
non-depressed patients [15,16]. The lack of diagnos-
tic work and follow-up probably leads to unnecessary 
drug treatment for some patients, whereas others do 
not receive potentially benefi cial medications [2]. 
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Old age is usually accompanied by loss of functional 
ability, health, close relations, and even dignity. 
Although this may lead to sorrow, the relationship 
between sorrow and depression as a mental disorder 
requiring treatment is complex. Unfortunately, mo dern 
research on older people seems to neglect the phe-
nomena of sorrow and despair, and few studies seek 
to clarify how sorrow, despair, and depression relate 
to each other [17].   

 Treatment 

 A recent study demonstrated high persistence of 
depression among nursing home patients, regardless 
of whether they received antidepressants [18]. In 
another study, antidepressants were successfully 
withdrawn from about half the patients receiving 
long-term treatment [19]. Nevertheless, since they 
are effective in some cases, antidepressants may be 
proposed for various symptoms and types of beha-
viour and thus replace psychosocial interventions. If 
the main reason for doctors ’  reluctance to withdraw 
antidepressants was actually fear of exposing vulne-
rable patients to treatment changes, it is remarkable 
that they did not act on this concern when they 
considered starting drug treatment. 

 Although staff members were aware of the impor-
tance of therapeutic conversations with depressed 
patients, medications may emerge as a quick and 
easy solution. Studies suggest that barriers to non-
pharmaceutical treatment in nursing homes include 
excessive reliance on antidepressant medication and 
conservative staff attitudes [20]. Johnson emphasizes 
the need to change nursing home culture, pleading 
for a resident-centred approach to improve residents ’  
quality of life [21]. Treatment should be based on 
individual considerations; however, comparative 
studies of drug treatment and environmental therapy 
for depression in nursing homes are not available to 
guide treatment decisions.   

 Decision-making 

 This study suggests that doctors accept basing their 
diagnostic and therapeutic conclusions on nurses ’  
observations and opinions. These fi ndings support a 
study in the United Kingdom demonstrating that 
psychiatrists accepted  “ pressure ”  from nursing staff 
to prescribe psychotropic drugs for treating behaviou-
ral and psychiatric symptoms of dementia, despite 
being aware of limited effi cacy and potentially seri-
ous side effects [22]. Schmidt et al. have demon-
strated that high-quality multidisciplinary teamwork 
in nursing homes can improve psychotropic drug 
prescribing according to clinical guidelines [23]. 
Although multiple professions work in nursing homes 

in Norway, cooperation appears to be unsatisfactory. 
The doctors are responsible for basing their treatment 
decisions on sound evidence. When clear leadership 
is lacking, other professions will take initiatives. Reg-
istered nurses have key positions regarding care for 
patients but may feel caught between doctors and 
auxiliary staff.   

 Implications for clinical practice 

 Experience from the Netherlands indicates that post-
graduate education leading to a formal medical spe-
cialty has substantially improved the quality of 
nursing home medicine [24]. Improving the quality 
of diagnosis and treatment of patients with depression 
in nursing homes in Norway requires that doctors be 
more available and take clear responsibility for health 
care decisions. In addition, formal postgraduate edu-
cation programmes should be initiated.    
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