
Pharmacotherapy for Late-Life Depression

George S. Alexopoulos, MD
Department of Psychiatry, Weill Medical College of Cornell University and New York Presbyterian
Hospital, New York

Abstract
The 2001 expert consensus guidelines for treating major depressive disorder (MDD) in geriatric
patients recommended antidepressant treatment in combination with psychotherapy. Recent
evidence continues to support the use of selective serotonin reuptake inhibitors and serotonin-
norepinephrine reuptake inhibitors as first-line agents in the elderly, and although the transdermal
monoamine oxidase inhibitor selegilene has shown promise in adult patients, it has not been
studied in geriatric depression. Augmentation therapy with atypical antipsychotics or other agents
may provide benefits for agitated, psychotic, or resistant MDD in the elderly. The few treatment
studies that have been conducted in the geriatric population since the publication of the guidelines
have had mixed results and high placebo response rates. More large controlled trials are needed.

Drug Names
aripiprazole (Abilify); bupropion (Wellbutrin,Aplenzin,and others); citalopram (Celexa and
others); clozapine (FazaClo,Clozaril,and others); duloxetine (Cymbalta); escitalopram (Lexapro
and others); fluoxetine (Prozac and others); olanzapine, (Zyprexa); olanzapine-fluoxetine
(Symbyax); paroxetine (Paxil, Pexeva, and others); selegiline (EMSAM); sertraline (Zoloft and
others); venlafaxine (Effexor and others); ziprasidone (Geodon)

When the Expert Consensus Guidelines1 for the treatment of late-life depression were
published in 2001, very few data were available to clinicians regarding effective treatments
for older patients. Since that time, additional studies have been conducted and new
treatments have become available, but the main recommendations of the guidelines are still
valid. The consensus first-line treatment strategy in the guidelines for both mild and severe
geriatric major depression was an antidepressant plus psychotherapy, and for psychotic
major depression, an antidepressant plus an atypical antipsychotic. For an update on
psychotherapy, please see “Psychotherapy for Late-Life Depression.”

Recent reviews2,3 of the literature have confirmed that antidepressants are more efficacious
than placebo for late-life depression. In addition, evidence suggests that antidepressants may
have a protective effect against suicide in those aged 65 years or older.4 However, additional
studies on geriatric depression are needed, particularly in regard to treatment strategies for
patients with treatment-resistant depression.

SSRIs
The antidepressants preferred by the experts1 for all types of depression were SSRIs, with
sertraline and citalopram rated highest for efficacy and tolerability, followed by paroxetine,
which was another first-line option. Studies published since the guidelines have had mixed
results on the efficacy of these agents in older patients. Schneider et al5 found sertraline to
be significantly more effective than placebo over an 8-week period, but the differences
between placebo and sertraline were small (AV 1). The modest efficacy difference of this
study may be related to the relatively low doses (50 or 100 mg/d) of sertraline as well as the
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high placebo response rate, which is common in studies of antidepressants in geriatric
depression. Adverse events related to the treatment occurred in 8% of the sertraline group
and 2% of the placebo group. Medical comorbidity, such as vascular disease, diabetes, or
arthritis, does not seem to influence the efficacy of sertraline in geriatric depression.6

Although sertraline appears efficacious in treating acute depressive episodes in older
patients, a maintenance study7 of sertraline found that continuing the drug for 2 years after
remission did not appear to provide any more protection against recurrence than
discontinuing it.

A study8 comparing the efficacy of citalopram with that of placebo in patients with unipolar
depression who were aged 75 years and older suggested that citalopram was not superior to
placebo in major depression except in moderately severe and severe cases. The possibility of
high placebo response due to increased social interaction for the trial was cited. The newer
agent escitalopram, the active isomer of citalopram, has been examined in older patients, but
2 studies9,10 found no difference from placebo in acute treatment. However, a 36-week
relapse-prevention study11 in older patients who had achieved remission with escitalopram
found escitalopram to be more effective than placebo. During the continuation phase, the
recurrence rate with escitalopram was 9%, compared with 33% of patients who were
switched to placebo following remission.

A 12-week, flexible-dose trial12 of paroxetine in older adults with MDD showed superiority
of the drug over placebo. Remission was achieved by 43% of those taking paroxetine CR,
44% of those taking paroxetine IR, and 26% of those taking placebo. Discontinuation due to
adverse events occurred in 13% of the paroxetine CR group, 16% of the paroxetine IR
group, and 8% of the placebo group.

SNRIs
The experts also recommended the SNRI venlafaxine as first-line pharmacotherapy. Direct
comparisons13–15 between venlafaxine and SSRIs so far have shown no differences in
remission rates in the geriatric population. Further, the largest study13 (N = 300) found no
difference in efficacy between venlafaxine IR, the SSRI fluoxetine, and placebo (although a
significant reduction in HDRS scores from baseline to week 8 was reported in all 3 groups).
One study16 comparing venlafaxine ER with a TCA found high remission rates with both
medications, but no placebo group existed for comparison. Patients receiving venlafaxine
experienced fewer side effects than patients receiving the TCA; however, venlafaxine
appears to be less well tolerated than SSRIs.13,15

Since the publication of the guidelines, another SNRI, duloxetine, has shown good
tolerability and significant improvement in depressive and pain symptoms versus placebo in
older patients with MDD (AV 2).17 The efficacy and tolerability of duloxetine do not appear
to be greatly affected by medical comorbidity.18 However, no large studies have examined
the efficacy of duloxetine compared with SSRIs in treating late-life depression.

MAOIs
Studies19–21 have found adequate efficacy and tolerability of selegiline in acute and
maintenance treatment of younger adult patients with MDD, but selegiline has not been
studied in geriatric depression. Bodkin and Amsterdam21 found that 20 mg/d of selegiline
applied via a transdermal patch produced greater improvement than placebo on all
depression measures used. When delivered via transdermal patch, selegiline bypasses the
liver, and, in small doses (6 mg/d), does not require a restricted diet.
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Atypical Antipsychotics
Augmentation therapy of antidepressants with atypical antipsychotics in geriatric depression
has still not been systematically investigated. The use of atypical antipsychotics has been
associated with increased mortality in older patients with dementia,22 but illness and other
medication factors may confound these findings.23 The mechanism by which atypical
antipsychotic drugs might increase mortality in elderly patients with dementia is not well
understood,24 and it is unclear whether the lower dosages used in augmentation therapy for
geriatric depression will substantially increase mortality. The experts recommended caution
when using atypical antipsychotic agents; for example, olanzapine and clozapine should be
avoided in those who are obese or diabetic, and olanzapine and ziprasidone should be
avoided in those with QTc prolongation or congestive heart failure.25 However, atypical
antipsychotics likely increase appetite and weight and may be beneficial in elderly patients
who are emaciated because of depression or anorexia related to depression and perhaps
exacerbated by comorbid medical illnesses.

The olanzapine-fluoxetine combination has been shown to be efficacious for treatment-
resistant depression26 and psychotic depression27 in adults, but this combination has not
been studied in geriatric patients. However, a study28 of psychotic depression in both
younger and older patients compared olanzapine plus sertraline with olanzapine plus
placebo. Treatment with olanzapine/sertraline was associated with more patients achieving
remission after 12 weeks (42%) than olanzapine/placebo (24%), and age did not affect
efficacy results. Younger adults gained more weight than older patients and had greater
increases in glucose, but all patients experienced increased cholesterol and triglyceride
levels.

Placebo-controlled trials29 have demonstrated the efficacy of aripiprazole augmentation of
antidepressants for adults with treatment-resistant depression. Although controlled trials
with geriatric patients are lacking, a pilot study30 of aripiprazole augmentation over 16
weeks in 24 geriatric patients who had not achieved full remission with sequential SSRI and
SNRI treatment found that aripiprazole was well tolerated (AV 3).

Bupropion and Triiodothyronine
The STAR*D study,31 which had a relatively small older population, found that bupropion
and triiodothyronine were effective as augmentation to antidepressants in treatment-resistant
MDD. Studies of this kind specifically for geriatric psychiatry are needed to provide a
variety of augmentation therapies for this population.

Conclusion
Few studies of geriatric depression have been conducted since the 2001 publication of the
treatment guidelines1. The findings on SSRIs and SNRIs still support their use as first-line
agents, and the MAOI selegiline merits more study in the geriatric population. The high
placebo response seen in geriatric studies may in part be explained by the social support and
other nonspecific therapeutic factors offered by the study staff to depressed, socially Isolated
elderly patients. Augmenting agents such as atypical antipsychotics, bupropion, and
triiodothyronine may be beneficial in treating geriatric depression, but additional studies are
needed.
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Abbreviations

CGI-S Clinical Global Impressions-Severity

CR controlled release

ER extended release

HDRS Hamilton Depression Rating Scale

IR Immediate release

MAOI monoamine oxidase inhibitors

MDD major depressive disorder

SNRI serotonin-norepinephrine reuptake inhibitor

SSRI selective serotonin reuptake inhibitor

STAR*D Sequenced Treatment Alternatives to Relieve Depression

TCA tricyclic antidepressant
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For Clinical Use

• Combining psychotherapy and antidepressants to treat both mild and severe
geriatric depression continues to be first-line treatment

• An antidepressant plus an atypical antipsychotic is the first-line
recommendation for geriatric psychotic depression

• Additional studies are needed in the elderly population to determine safe and
efficacious pharmacotherapeutic strategies for depression
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Figure 1.
AV 1. Mean Change in Scores For Elderly Patients With MDD Treated With Sertraline Vs
Placebo
Data from Schneider et al5
Abbreviations are defined before the References
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Figure 2.
AV 2. Response and Remission Rates for Geriatric Patients With MDD Receiving
Duloxetine Vs Placebo
Reprinted with permission from Raskin et al17

Abbreviations are defined before the References
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Figure 3.
AV 3. Time to Remission in Elderly Patients With Resistant MDD Treated With
Aripiprazole Augmentation to an SNRI
Reprinted with permission from Sheffrin et al30

Abbreviations are defined before the References
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