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Abstract

Depression is one of the most common, disabling, and costly conditions encountered in older
primary care patients. Using the case of a 69-year-old woman who struggled with prolonged
depression and comorbid medical illnesses, this article summarizes effective strategies for
detection and treatment of late-life depression. Clinicians should screen older patients for
depression using a standard rating scale, initiate effective treatment such as antidepressant
medications or evidence-based psychotherapies, and carefully follow for improvement of
depression symptoms. Patients who are not improving should be considered for psychiatric
consultation and additional treatments such as electroconvulsive therapy (ECT). Several changes
in treatment are often needed before patients achieve remission, and maintenance treatment and
relapse prevention planning can reduce the risk of relapse. Evidence-based collaborative
programs, in which primary care providers work closely with special mental health providers,
following a measurement-based treatment-to-target approach have been shown to be significantly
more effective than usual primary care.

The Patient's Story

In early 2001, Mrs B, then a 69-year-old retired cafeteria worker, developed a severe
depressive episode. At the time, she was married, and was the primary caretaker for a son
suffering from leukemia. A few months earlier, she had developed asthma-like symptoms
(later diagnosed as gastroesophageal reflux disease, causing wheezing), which were treated
with corticosteroids. She developed a corticosteroid-induced psychosis with visual
hallucinations, reported that she had “never felt better in her life” and called people in the
middle of the night. Her psychotic and manic symptoms resolved after discontinuing
corticosteroids and by March 2001, she felt “depressed 24 hours a day.” She had “lost all
interest in things.” Her concentration was poor, making it difficult for her to read a
newspaper or follow television programs. She became increasingly disabled; unable to make
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even simple decisions and ultimately unable to get out of bed. Although she had worked in
food services for many years, her daughter recalled, “She couldn't even fry an egg.”

She became increasingly anxious with related physical symptoms, including trouble
swallowing, choking sensations, nausea, and vomiting. She reported being “in constant
fear,” worrying that she was never going to get well. She had thoughts of death and suicide
but no specific plan to end her life.

She slept poorly, and experienced severe appetite loss, with a 50-pound weight loss over 18
months. During this period, treatments with several antidepressant and anxiolytic
medications proved unsuccessful. Her condition deteriorated and she had the first of what
became several psychiatric hospitalizations. Her then psychiatrist recommended a course of
electroconvulsive therapy (ECT) but her husband opposed this recommendation. Mrs B was
discharged, additional medications were substituted and added, but she did not improve.
Approximately 6 months after the onset of her depression, Mrs B's husband died
unexpectedly. She was readmitted for a second time in December 2001, for a 50-day
inpatient stay, again treated with a variety of medications without much improvement. In
March 2002, after this second hospitalization, Mrs B's family arranged for her to live in an
assisted living facility because she was too disabled to live at home or with family. Mrs B
was readmitted for a third time for a 90-day inpatient stay, during which she had 8 ECTs,
ending in the summer of 2002. She was judged to have a partial response with better appetite
and interest. Still on several antidepressant medications, she was discharged to weekly
outpatient psychotherapy.

Nonetheless, she remained depressed, stating “My days are hell.” She was independently
able to carry out some ADLSs, but still needed help in virtually all IADLSs. In September
2002, her daughter took her to a university-based department of psychiatry, where she was
seen by Dr F. At the time of her initial evaluation by Dr F, she was on bupropion SR 100 mg
orally twice daily, mirtazapine 15 mg orally at bedtime, quetiapine 100 mg orally at
bedtime, alprazolam 0.5 mg orally 3 times daily, and temazepam 30 mg orally at bedtime as
needed. Dr F saw her every 2 to 4 weeks for several months. She increased the bupropion to
3 times daily, but saw little response.

In November 2002, she was admitted for a 35-day stay on an inpatient psychiatric unit. Dr F
recommended electroconvulsive therapy. Her family strongly supported this
recommendation and Mrs B consented. Upon admission, Mrs B's medical history included a
hiatal hernia with gastroesophageal reflux disease, osteoporosis, and non-insulin dependent
diabetes mellitus. Mrs B reported one prior episode of depression and anxiety. Her family
history included a grandfather who had been in a mental hospital, a brother with depression
and anxiety, and a sister with anxiety. She had recently lost her husband and her son.

Physical examination was essentially normal. She scored 26/30 points on the Mini Mental
Status Examination, missing 4 points on “serial sevens.” She exhibited limited eye contact,
depressed mood, and restricted and tearful affect. She had no psychotic symptoms and no
thoughts of harming herself or others. Routine laboratory testing including electrolytes,
blood counts, thyroid function tests, B12, and folate were normal.
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Mrs B was seen by geriatric, cardiology, and anesthesia consultants and deemed an
acceptable candidate for ECT. She began the ECT in December 2002, receiving 12
treatments at 2- to 3-day intervals. She reported some short-term memory loss between
treatments but cognitive testing revealed no significant long-term changes in memory. Over
the next 4 weeks, her mood, appetite, and activity level gradually improved and she was
discharged to live with her sister-inlaw. With outpatient maintenance ECT and medication
management, her depression continued to improve over the ensuing 2 months and she was
able to live independently at home again.

Mrs B's post-hospital ECT course was complicated by chest pain, which required emergent
hospitalization and percutaneous transluminal coronary angioplasty and stent placement.
While recuperating, maintenance ECT was discontinued for 2 months and the patient's
depression again worsened. ECT was restarted, with the patient on aspirin, clopidrogel, and
atenolol. One month after restarting ECT, Mrs B's mood improved. Over the next 9 months,
her depression completely resolved and she was able to resume complete self-care. ECT was
discontinued and Mrs B continued on maintenance antidepressant medications. She also
pursued psychotherapy to deal with long-term difficulties related to her childhood and
marriage and with bereavement related to losing her son and her hushand.

Perspectives

Methods

Mrs B, her daughter, and Mrs B's psychiatrist, were interviewed by a Care of the Aging
Patient editor in April and May 2011.

Mrs B: It was couple years when | didn't know anything about what was happening... I didn't
eat, | got real sad. | don't remember any of this. They say that | was very, very depressed.

Mrs B's daughter: What she doesn't remember ... it's a blessing. Think about depression,
who'd want to remember it?

Dr F: She was severely depressed...she was not functioning....being dependent in all
IADLs... at age 69, who, before the depression was completely independent in everything.

We searched MEDLINE for English language articles on the epidemiology and treatment of
late-life depression published between January 1995 and June 2012. This paper focuses on
evidence from meta-analyses and randomized controlled trials (see online for a full
description).

Results of Evidence Review: Evidence and Clinical Strategies

Epidemiology of late-life depression

Depression is one of the most common mental disorders in late-lifel. Two to 5% of
community dwelling adults aged 65 years and older meet diagnostic criteria for major
depression? 3, Up to 10% of older adults seen in primary care* and 30-50% of those in
institutional and long-term care facilities clinically significant depression® 6. When it is not

JAMA. Author manuscript; available in PMC 2014 August 18.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Unutzer and Park

Screening

Page 4

successfully treated, depression becomes a persistent problem in as many as 40% of older
adults”- . Rates of chronic depression are particularly high in individuals with chronic
medical illnesses®. Yet, depression can be successfully treated, restoring patients to a high
quality of lifel0,

Mrs B had several risk factors for depression!l: 12 (e.g. being female, personal or family
history of depression, loss and grief, care-taking responsibilities, comorbid medical
conditions) and several risk factors associated with poor response to depression treatment
(e.g. high initial symptom severity and chronicity, comorbid anxiety and somatic symptoms,
a family history of mood disorders, and a history of childhood abuse and neglect).

The U.S. Preventive Services Task Force (USPSTF) found at least fair evidence that
screening adults for depression improves health outcomes and that benefits outweigh harms
(B rating), and recommends screening for depression if practices have systems in place to
assure accurate diagnosis, effective treatment, and follow-up!2. Based on these
recommendations, the Centers for Medicare & Medicaid Services (CMS) recently
determined to cover annual screening for depression for Medicare beneficiaries in primary
care settings with staff-assisted depression care supports (see resources).

Brief depression screening tools (see resources) are available and can be easily administered
by office staff or physicians during a primary care visit. A simple question ‘Do you often
feel sad or depressed?’ can be a good starting point. The Patient Health Questionnaire-2
(PHQ-2)1* asks patients about depressed mood and anhedonia. To address possible “false
negatives,” clinicians can ask additional questions to patients who appear depressed, who
have difficulty engaging in care, or whose functional impairment seems inconsistent with
objective medical illness. A positive screen for depression should trigger further
investigation such as an interview supported by the 9-item Patient Health Questionnaire
(PhQ-9)13, which systematically explores the 9 DSM-1V18 symptoms of major depression.
A score of 10 or greater on the PHQ-9 indicates an elevated level of depressive
symptomatology and increased risk of clinically significant depression. Both PHQ-2 and
PHQ-9 have good sensitivity (83% and 88% respectively) and specificity (92% and 88%
respectively) for detecting depressive disordersl415,

Major Depression in Older Adults

Mrs B experienced all of the DSM-IV symptoms of major depression (Box 1): depressed
mood, difficulty concentrating and making decisions, feelings of guilt, lack of energy,
psychomotor retardation, poor sleep, poor appetite and significant weight loss, and thoughts
of death or suicide. Unlike Mrs B, not all older adults fit this typical picture of depression 7.
Depressed mood may be less evident and some older adults do not report feeling sad at

all 18, In such patients, anhedonia and the absence of positive affect may be better indicators
of depression. Patients with anhedonia and at least four of the remaining DSM-IV symptoms
still meet criteria for major depression 19. In addition to these ‘core symptoms’ of major
depression, patients may present with high levels of anxiety and somatic symptoms2%: 21,
concerns about cognitive impairment and physical disability?2. Depressed older adults may
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find it hard to participate in physical and social activities and in medical treatments such as
physical therapy. Expressions such as “I just can't do this” or “nothing will help me” can be
signs of decreased motivation, self-efficacy or hopelessness. Statements such as “l am not
needed” or “l am in everyone's way” may indicate feelings of low self-worth or loneliness.

All depressed older adults should be asked about thoughts of harming themselves. If
positive, clinicians should inquire about specific plans, develop a treatment plan that ensures
the patient's safety and consider consultation with a mental health specialist. There is no
evidence that inquiries about the self-harm increase the risk of suicide. Depressed older
adults should also be asked about a history of mania, a time when they may have
experienced rapid thoughts or speech, excess energy or activity, a reduced need for sleep, or
behaviors that others thought were excessive or risky. Patients with bipolar disorder
commonly present in a clinician's office in the depressive phase of the disorder. Taking a
careful history of manic symptoms is important because treatment with antidepressants can
exacerbate bipolar disorder and treatment with mood stabilizing medications such as
Lithium is indicated instead. Clinicians should also explore the patient's day-to-day
functioning because it would be easy to miss the profound level of functional impairment
that can occur in older adults with severe depression.

A thorough history and physical examination should focus on medical conditions such as
neurological illnesses that may contribute to or worsen depression. Cognitive screening is
important to identify impairments that may be related to depression, delirium or dementia.
Box 3 lists factors suggesting that cognitive deficits may be related to depression rather than
dementia. In patients without a prior history of cognitive impairment, effective treatment of
depression may improve cognitive functioning, although cognitive impairment first
presenting in the context of depression may also be a sign of early dementia. Persistent
cognitive deficits after treatment of depression should be evaluated to rule out dementia.
Patients should be asked about new medications such as interferon or corticosteroids, about
the use of alcohol, prescription sedatives, hypnotics, opioids, or illicit drugs which can
exacerbate depressive symptoms.

Grief and bereavement are important factors to consider in late-life depression. Mrs B
experienced grief and bereavement related to the losses of her son and husband. Grieving
individuals may experience sorrow, emptiness, numbness, guilt, anger, and sadness. With
time, these feelings gradually ease and individuals accept the loss. Major depression on the
other hand is pervasive and persistent, and it can impair an older person's ability to
overcome feelings of grief and move forward. Mrs B was suffering from a major depressive
episode in addition to grief. She noted later that she was not able to grieve properly and to
cope with her losses until she had received effective treatment for depression.

Management

Several treatment options are available for late-life depression: antidepressant medications,
psychotherapy, or a combination. Other options include exercise programs and
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electroconvulsive therapy (ECT). Figure 1 summarizes key steps in the management of late-
life depression.

In selecting specific treatments, clinicians should discuss available treatment options and
explore prior experiences with treatments, preferences and concerns with patients and family
members. Individual preferences about depression treatment are strongly associated with
treatment adherence and outcomes?3. A conceptual model called the “cycle of depression
(Figure 2)’ can help clinicians explain how symptoms of depression may be related to one
another and how specific treatments can address these symptoms. Mrs B, for example,
reported multiple life stressors, physical symptoms and poor sleep, which led to her feeling
tired and unable to concentrate the next day. She became increasingly inactive, and began to
feel progressively depressed and hopeless, a “vicious cycle” that she could not escape from.
Treatments may be aimed at the various ‘components’ of depression. For example,
medications may target somatic symptoms, sleep, and energy. Brief counseling strategies
such as behavioral activation can help with the inactivity often associated with depression,
and psychotherapy can help address negative thoughts and help the patient learn strategies to
solve current and future life problems.

Patients whose depression has remitted should have a relapse prevention plan that
summarizes early warning signs for depression, maintenance treatments such as
medications, and other strategies to reduce the risk of relapse (e.g., regular physical activity
or pleasant activities). They should also be reassessed for recurrence of depressive
symptoms with a screening tool such as the PHQ-9 on future visits.

Pharmacological management—In primary care, treatment commonly starts with an
antidepressant medication, but clinicians should also consider non-pharmacologic treatment
options as alternatives or in addition to medication management. More than 20
antidepressant medications have been approved by the FDA for treatment of depression in
older adults, Table 1 lists commonly used antidepressants. Older adults may require lower
doses of medications than younger patients because of changes in pharmacokinetics (e.g.,
decreased renal or hepatic clearance) or drug-drug interactions. On the other hand,
medication doses should be titrated upwards to full adult doses in patients who experience
partial responses without substantial side effects. Older adults may be more sensitive to
certain medication side effects (e.g., the anticholinergic effects of tricyclic antidepressants).
Recent meta-analyses?4 25 conclude that newer generations of antidepressants such as
SSRIs and SNRIs are often preferred to older medications such as tricyclic antidepressants
because of their more tolerable side effect profile.

A recent AHRQ report comparing second generation antidepressants2® found no evidence
that specific medications are more effective than others, leaving the choice of individual
medications up to physicians and patients. When choosing antidepressant medication,
patient's and family members’ treatment history, patient's treatment preferences, side effect
profile, safety in overdose, drug-drug interactions, availability and cost of medication should
be discussed with the patient. In Mrs B's case, for example, bupropion is not likely to help
with her anxiety and might even exacerbate this problem and SNRIs or SSRIs may
exacerbate her problems with nausea and vomiting. A drug like mirtazapine may help with
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her depressive symptoms, insomnia, and loss of appetite and weight loss. For most older
adults, maintenance treatment with antidepressants (usually for at least 2 years) can
substantially reduce the risk of depression relapse compared to placebo?’.

Nonpharmacological options for depression treatment include psychotherapy and exercise
programs (Table 2). These approaches can be used alone or in combination with
antidepressants. A meta-analysis study of 89 controlled studies (pooled observation=5,328
older adults) concluded that psychotherapy and medication did not show strong differences
in effect sizes (effect sizes ranged from 0.62 for pharmacotherapy to 0.83 for psychotherapy
studies) and recommended that the choice of treatment should be based on other criteria,
such as contraindications, treatment access or patients preferences?8: 29,

Psychotherapy—Data from IMPACT study showed that older adults find various types of
psychological services acceptable and more patients prefer psychotherapy (57%) over
medications (43%)3°. Recent meta-analyses show that several psychotherapeutic treatments
are effective for late-life depression31: 32: cognitive behavioral therapy (CBT)28: 33,
interpersonal therapy (IPT)34, and problem solving treatment (PST)3®. Briefer strategies
such as Activity Scheduling and Behavioral Activation (BA) may also be useful 36-38,
Maintenance treatment with a combination of psychotherapy and antidepressants has been
associated with fewer relapses than either treatment alone 39. Although such treatments can
be effectively provided to older adults in primary care*%: 41, they are not widely available in
most primary care settings today and we encourage primary care providers(PCPs) to develop
relationships with mental health specialists who can offer such treatments or to train a staff
member in the clinic to provide evidence-based psychotherapies.

Exercise—Several RCTs and a recent meta-analysis have found that exercise can be
effective treatment or treatment adjunct for late-life depression 42 43, It can be challenging,
however, to engage severely depressed patients in exercise programs. Everyday physical
activities (e.g. walking, taking stairs) and light housework such as gardening may be a good
start. For fragile elders, low intensity exercises using a chair or wheelchair can build
strength and improve a sense of self-efficacy.

Electroconvulsive Treatment (ECT)—ECT is an important and viable treatment option
for severely depressed older adults. In Mrs B's case, two courses of ECT were required to
improve her depression. ECT should be strongly considered for patients who have severe,
persistent depression that does not respond to several trials of pharmacological or
psychotherapy and/or puts patient at high risk of harm (e.g. severe weight loss, malnutrition,
refusal of food or suicidal ideation). Poor tolerance or limited response to medications and a
history of successful treatment with ECT are also indicatinons for ECT. Data from the 1993
Healthcare Cost and Utilization Project suggested that the likelihood of receiving ECT was
greater for individulas 65 years of age and older (21%)*4.

Physical side effects of ECT are usually short lived and can be treated with medications.
They include nausea, headache, jaw pain, or muscle aches. Other adverse effects related to
ECT include an increased risk of falls. Serious morbidity and mortality from ECT are low
with an estimated complication rate of less than 1%. Even medically frail patients usually
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tolerate ECT well4® 46, However, increased blood pressure and cardiopulmonary events can
occur during the seizure or in the immediate peri-ECT period, making adequate preoperative
evaluation essential. Patients with coronary heart disease may experience ischemic events
during seizures, a time of increased cardiac activity and oxygen demand#’. Unstable
cardiopulmonary disease, recent intracranial surgery, an intracranial mass with raised
intracranial pressure, unstable vascular aneurysm, recent cerebral hemorrhage or stroke, or
pheochromocytoma are contraindications for ECT. Mrs B's ECT had to be interrupted until
her coronary heart disease was stabilized.

Despite the paucity of randomized evidence for ECT in elderly populations?8, literature
suggests that ECT is safe and effective in acute treatment of late-life depression49: 90,
Patients who improve with ECT are at high risk for relapse 50 31 and maintenance treatment
with ECT or appropriate pharmacotherapy is highly recommended to reduce this risk 52 53
Maintenance ECT (ranging from weekly to monthly) has been found to be safe and effective
in depressed older adults*6. Mrs B's ECT was started on an inpatient basis and followed-up
with outpatient maintenance ECT for almost one year. ECT is available in most academic
medical centers and in many hospitals with inpatient psychiatric units. Clinicians should
consult a psychiatrist who specializes in this procedure when considering ECT for their
patients.

Patients immediately after ECT may awaken with varying degrees of confusion that resolves
within hours of treatment. Anterograde amnesia, which can occur after ECT, will usually
resolve within 4-8 weeks of stopping ECT. Memory for events during the time shortly
before or during ECT may not be fully recovered.. Older adults with cognitive impairment
from dementia may be at increased risk for cognitive side effects. On the other hand,
depression can contribute to cognitive impairment and cognition may improve after
successful ECT for depression. A recent review of 27 studies concluded that studies have
mixed results, but except for a deterioration in information processing speed during a course
of ECT, there is neglibigle deterioration in the cognitition of older adults who receive

ECT 4.

Other Treatment Considerations

Minimize adverse effects: first, do no harm

Mrs B's daughter: My mom was on so much medication it was unbelievable. | think |
counted from May until October that she had been on between maybe 50 and 60 different
kinds of medications.

All depression treatments have potential adverse effects, especially in medically ill older
adults who are on multiple medications. A careful review of all medications is
recommended before starting new medications. Discontinuing medications that do not
appear helpful or simplifying complex medication regimens can reduce side effects and
improve medication adherence and thus effectiveness.
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Measure outcomes and treat to target

Systematic tracking of depression severity with rating scales such as the PHQ-9 can help
address clinical inertia which is a frequent barrier to improvement and suggest when it is
time for treatment adjustments or a specialty consultation®. As many as50-70% of
depressed patients will not improve with initial treatment and need adjustments such as
medication changes and/or addition of psychotherapy®®. With systematic treatment
adjustments, the majority of patients who fail an initial antidepressant trial eventually
improve®’,

Patients with persistent depression despite multiple courses of antidepressant medications
and psychotherapy like Mrs B should be reevaluated for potential contributors to persistent
depression (Box 4) and considered for referral to a geriatric psychiatrist.

Overcome barriers to care

A clear and consistent message of hope is an important step to keeping patients engaged
even if initial treatments are not immediately effective. Stigma can be a formidable barrier to
depression care and clinicians should emphasize that depression is not a sign of personal
weakness or simply a part of ‘normal aging®® 9. Common fears about losing autonomy®°
and concerns about treatments (e.g. becoming addicted to antidepressant medications)
should be addressed as well as cultural and individual variations in the presentation of
depression and in treatment preferences.

Clinicians should pay particular attention to populations at high risk for not receiving
depression care. These include older adults who are poor, less educated, from ethnic
minority groups, or with low social support81-64, Older men are also less likely to receive
depression care®.

Include family caregivers

Engaged and active family members and caregivers can play critical roles , especially when
an older adult's ability to advocate for oneself is decreased due to depression. Family
members can facilitate adherence to treatment 6. 67 and improve depression outcomes 68-70,
Dr. F reported, for example, that “the buy-in from the family” for ECT was instrumental for
successful treatment of Mrs. B.

Translate evidence into clinical practice—Mrs B's long journey to recovery from
depression is not unique. System barriers to effective depression care include a fragmented
health care system where PCPs and mental health providers cannot collaborate effectively,
limited availability of mental health specialists, especially for evidence-based
psychotherapies’L, and a lack of systematic approaches for detecting and managing
depression in primary care’2.

Models of care in which PCPs and mental health specialists collaborate effectively, have
gained significant momentum nationally and internationally and are supported by a robust
efficacy and effectiveness literature 7375, In such programs, a depression care manager
(typically a nurse, social worker, or psychologist) works closely with the patient's PCP to
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provide education, support treatment adherence, and track treatment effectiveness. Care
managers may coach patients in pleasant events scheduling and behavioral activation,
support antidepressant medications prescribed by a PCP, or offer evidence-based
psychotherapies such as PST#0 or IPT76. A designated psychiatrist regularly reviews
patients who are not improving and provides treatment recommendations to the PCP. The
IMPACT model (Improving Mood: Promoting Access to Collaborative Treatment for Late-
life Depression) was demonstrated in a large RCT to more than double the effectiveness of
usual care for depression, improve patient functioning, and to reduce long-term health care
costs’”.

Conclusions

Within a few months of completing her second course of ECT, Mrs B was living back in her
home. She was going to church regularly, played cards with friends, made lunches for
people, and attended her grandson's sports events. She entertained 32 people in her home for
her daughter's 50t birthday party and her daughter reported that this was the happiest she
had ever seen her mother. At age 78, nine years after developing severe depression, Mrs B
continues on one antidepressant medication (venlafaxine) to prevent a relapse. She lives
independently, drives, is socially active and enjoys her life.

Mrs B: Every Thursday night, | go out with my friends to eat. On Friday nights, | play cards.
We have a card club, there's 10 of us: 5 guys and 5 women. My girlfriend and I go to all the
local basketball and football games and volleyball games. I go to church. I like to go grocery
shopping, though | don't like to put the groceries away...

Even severe depression in late-life can be treated in most cases. Patients, family members,
and clinicians should be prepared to systematically pursue treatment until an effective
approach is found.
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Suspect depression based on clinical presentation or screen using PHQ2

)

Diagnose depression using DSM-1V criteria (Box 1)
Establish baseline depression severity using established tools such as PHQ9

Non-pharmacologic treatments

(e.g. CBT, BA, PST, IPT, Exercise, ECT)

Change modality.
Consider specialty
consultation / referral to
specialist

No improvement

Improvement in 4-8
weeks (measure with
PHQ-9)

l Full remission

Yes Assess and treat to insure
Is the patient at risk for — P safety. Consider mental health
harmineg self or others? specialty referral or
hospitalization.
Does the patient have bipolar Yes | .
disorder or comorbid —p| Consider mental health specialty
psychiatric / substance use referral
Provide Education and Self-help
materials about depression
Discuss available treatment options
Explore the patient’s preferences
A
Pharmacologic treatment
(Antidepressant medications)
Partial

improvement | Consider

Increasing dose/frequency.
Augmenting with other
treatments

| Maintenance treatment, Ongoing monitoring, Relapse prevention

Flowchart of late-life depression treatment.
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STRESSORS
Medical lliness
Family Problems
Work Problems

THOUGHTS & FEELINGS
Megative thoughts
Low self esteem
Sadness
Hopelessness

DEPRESSION

PHYSICAL PROELEMS
Poor sleep
Pain
Low Energy
Poor concentration
Poor appetite

BEHAVIOR
Social Withdrawal
Decreased activities
Decreased productivity
Lack of initiations

Figure 2.
The “‘Cycle of Depression.” This conceptual model can help clinician explain how symptoms

of depression may be related to one another and discuss treatment options aimed at the
various ‘components’ of depression with patients.

JAMA. Author manuscript; available in PMC 2014 August 18.



Page 21

Unutzer and Park

uorneybe ‘eluwosu| 8z-¢1 Ajrep aouo Bwpoz-00T fwgz aulweldisag
wy/bu OGT 01 0§ Wouy abuel sjpAs] poojq dnnadelay L anbijeq 96— 8T 161U A1ana BwgzT-05 BwoT auljfyduioN
*Jn220 UoIINPUOI JeIpIed
swoidwAs de1psed mau 41 Jo alels Apeals 1e 993 dn -moj|o} 3o JuswJredwi ‘uoisusiodAy d1reISOyLIO
pue 993 au1]aseq 189 “elWIAYLIe JeIpJed [eje} e Ul }Nsal ‘UoISIA Auinjq ‘uonednisuod ‘uonualal
Aew asop Ajrep [e21dA1 Jo sAep QT :9S0PJaA0 Ul Ysit YbiH Areunn ‘yinow A1p ‘ureb yBram ‘uoirepas (syuessaidapnue 21194011 1) SO L
*AJ9IXUE PIgIOW0I YIIM Sjualied 10} papuslLodal JON 'SaInzias
Yum sjusired ul pa1esIpureiu0) "S10844d apis [enxas oN ST Ajrep a01m1 Bl 0GT-00T BwooT ds uoidoidng
'S109443 3pIS [enxas ON ureh ybram / ayadde paseasoul ‘uolepas or— 02 awnpaq e bwgy-gT Bwgt auidezeniin
sjuessaadapiue Jamau Jayro
L1-8 Alrep 8auo Bwipg-0z Bu oz aupaxo|ng
6-G Ajrep souo 6gzz-G2 Bw G e X dulxeje|usp
‘Apdnige sasop Jaybiy
paddols uoiedIpaw JI SWOIPUAS UOIBNURUOISIP 40 YsU ybBiH 1e uoisualadAy o1joiselp ‘elwasneuodAy
'sBnJp Ureyad Yym paulquuiod J1 SWOIPUAS UIU0]0ISS JO YSiY ‘uref Jybram ‘anbiyey ‘ssauIsmolp ‘easneN (s1onqyui axerdnas suriydauidaiou-uiuololas) sSIYNS
*Apdnige paddoss Bnup 41 swolpuAs
uoIeNUIIUOISIP 40 YSU YBiH "s108449 apis o1biauljoyonue ato  ureh ybiam ‘anbiyey ‘ssauismolp ‘yinow AiQ 02-0T Ajrep aouo Bw 0g - 0z bw 0T aunaxoled
05-0¥% Alrep asuo Bw og —0T fw gz weidojeosy
05-0v Ajrep souo Bw o — 02 Bw o1 weidojend
BayJIelp ‘S|001S 85007 0e-5¢ Ajrep aauo Bw 00z — 05 Bw g1 auljesss
‘Bunoe Buoj A1 08-0/ Ajrep aouo Bw oy — 0T Bw g aunaxon|4

'sBnJp Urepad Y1m paulquuiod Ji SWOIPUAS UIU0]0ISS JO YSIY

elwaleuodAy ‘ssautianil
‘uonounysAp [enxas ‘eluwosul ‘AlIxue
‘siowaJ) ‘eixaloue ‘eisdadsAp ‘easneN

:(s1ouqIyu1 9eIdnal-uIu0I0Ies 9AI3I3S) 1HSS

Sluswiwo)

10849 9IS UOWWIOD

(4noy) ay11-4reH

sesoQ onnadedsy | uowwod  8sop Bunuels

UoIEDIPaIN

NIH-PA Author Manuscript

T alqel

NIH-PA Author Manuscript

uoissaidap ajlj-a1e| 10} Juessaidapnue pasn Ajuowwo)

NIH-PA Author Manuscript

JAMA. Author manuscript; available in PMC 2014 August 18.



Page 22

Unutzer and Park

90UBJaJIP UBaW PazIpJepuels =dINS "9ZIS 198443 Pajood =S3d 9z1S 109449 Ueall =S|\ "S30UBIBHIP UBaw paiyBiam =N :A0D143 10 S3INSLAUI SAW0IIN0 JUBIBHIP paliodas aney saIpmS
«

papinold aJam sazis 199443 pajood oN "dnoJb j0u0d 03 pasedwod (synpe Japjo T#9=N pajood) sS1DH TT 16002 e 18 aelg

dnoJb as1a1axa Ul Juawaoidwi Juedryiubis Ajfeansiels payodas saipnis Jo Aiofew ay (synpe 4ap|o $92'T=N pajood) s1DY €T 0v9002 [e 18 udisols

*A181SeW JO 3SUdS ‘8aual|ISaJ ‘ssaully ‘ANianoe [e1aisAyd anoadw :as1048x3

[(ST'0- 917~ 110 %S6) 9T'Z-=AWM] 190 uey
Janaq Apueaiiubis pue [(9T°T- '6'S— 110 %G6) LG €-=AINM] 0gade|d 0} Aoedlyya ul Jouiadns sem 1dl  (SHNPe 13pjo yum saipmis g) (66T'2=N pajood) s1OY €T 2¢500€ I8 33 Of 13N 3p

'SuoIIeN}IS pue s8j0J [euosiadasiul Juadand ol idepe djay 03 s|1s [euostadaaiul dojanaq :(1d1) AdeasyloyaAsd feuosiadaaiu]

[(60°=d) 8e'z=INaS]
dnouf j043u09 1sIjIreM URY) 3AIID38 alow aq Alax1] ‘[(T00'>d) S¥* = INAS] dnoib jo3u0d uonusne
pue Adesayy aniioddns ueyy woldwAs uoissaidap Buronpas ul snotoeoiys aiow Apuediyiubis 1S4 (Synpe Japjo yim saipnis ) (792 T=N pajood) s12¥ 12 ¢c60 0C |2 18 [|129

‘Bulnjos wisjgoad 01 pale|ad saoualladxa
ansod apinoad ‘Aem paanionais e uil swiajqoad anjosal 01 anbiuydsl e yoesa ] ‘swiajqoad aji| pue uoissaadap usamiag Muil ay3 Buipuelsaspun aseatou] :(1Sd) Adeaayy Buinjos wajqoad

[(0£°0- '#T°0~ 10 %S6) 80°0=INAS] LD 03 [enbd
pue ‘[(yT°0~‘2€T- 11D %S6) G2 '0-=INAS] Adetauyr eaioddns ‘[(21°0- ‘00" T- 1D %S6) 99°0—=INAS]

AdesayroyoAsd yauqg ‘[(6€0— ‘00°T— 1D %S6) 00— =INAS] sdnoib 013u0d uey) SNO19RIYYS alow g (S)npe Japjo yim saipnis €) (60T‘T=N pajood) s10d /T 9e/0 0Z [ 13 519X3
[(z60
‘1G°0 ‘10 %G6) ¥72°0=53d] (fensn se Jusuyeas 10 Istjrem) sdnoif |03u0d Uel snoloedIYe Blow e (SHNPe Japjo Yum s10d §) (550°2=N psjood) s1.0d e 6002 |8 39 113yoonzzey

[(ST'T~09'0 :10 %S6) 280

=3SIN] 8z1s 108448 8b1e [(SZ°0 ‘TZ'0—:10 %S6) 20°0=S3d] Adeiayr aaniubod se sandsys Ajfenbs vg (synpe Japjo ynm s10y S) (082=N pajood) s1.0Y 9T »££00Z [€ 19 siadfin

‘poow pue ‘Aisisew ‘Aoeoljse-J18s JO asuas aA0adwl 0} SS820NS JO S3oUBLIBdXS pue sanIAIoR Jueses|d aseslou] :(vg) UOIeAIIOR [eloiAeysg

[(€2'2-16'TT- 11D %S6) S8'6=CINM] 104U02 ISIjIIEM UBY] SNOIJRIIYS 310w | 9D (synpe Japjo £5T=N pajood) s10¥ § 1¢80 0 |& 18 UOS|IM

'sBuljaay paleloosse pue ‘sioineyaq ‘siybnoy reuonnsunysAp Jo aanebsu abueyds pue sbusjieyd :(1.9D) Adessy] esoineysg aniiubod

*\Gmo_tm_ SaIpNIs a8yl Jo aweN adAy Juswieald |

uoissaidap ajlj-a1e| 10} Juawieal] d16ojodew.reyd-uou Jo sasAeur-ela

¢ ?olgel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

JAMA. Author manuscript; available in PMC 2014 August 18.



