
Thank you for Participating in our SGEC webinar! 
 
We appreciate your participation in our SGEC webinar series. 
 
Webinar handouts and instructions are on the following pages.  Below is an important 
announcement and request for all participants: 

 

Important Request: 
When you enter the webinar meeting you will be asked to enter your name.   
 
Please enter either: 
Your Full Name (First and Last as it appears on the Registration) 
or if you prefer  
First Initial and Last Name 

 

 
 
Detailed login instructions are on the following pages. 
 
 

Thank you! 
 

Christopher Motola 
Media Coordinator, Stanford Geriatric Education Center (SGEC) 
http://sgec.stanford.edu 

 



SGEC Webinar Handouts 
 
 
 
Note: This PDF file contains several documents.  To easily access and navigate to each 
document, open the BOOKMARKS feature of the Adobe Acrobat application. 
 
View: Navigation Panels: Bookmarks 
 

 
You can also click on the Bookmarks Icon 
 



Webinar Technical Quick Reference Guide: 
 

Connect: 
To Connect to the Webinar: 
 
1. Please visit our web site at: 
http://connectpro50192156.acrobat.com/sgec/ 
 

 

 
2. Select "Enter as a Guest," and type your name 
 

IMPORTANT REQUEST:  
Please enter your  

Full Name (First and Last as it appears on the Registration),  
or if you prefer  

First Initial and Last Name.   
Thank you! 

 
3. Click "Enter Room" and the webinar will start. 

 

http://connectpro50192156.acrobat.com/sgec/


TEST Your System in Advance (Before the Webinar): 
We recommend that all users test the system in advance, to ensure that your computer 
system is compatible with the service.  
1. Please visit our web site at: 
http://connectpro50192156.acrobat.com/sgec/ 
 
2. Click the "Help" link (small text on lower left). 
 
3. If a pop up warning appears, you can choose either Yes or No. 

 
 
On the next screen you should see whether your system is ready for the webinar 
("ADOBE ACROBAT CONNECT PRO" Connection Test).   

 
 

 
 

http://connectpro50192156.acrobat.com/sgec/


Audio During the Webinar: 
The webinar requires that you use a computer with a sound card in order to hear the 
participants.  A microphone is optional (see below for methods of asking questions). 
 
To test your computer sound, please use the Audio Setup Wizard. 
 
Select: the “Meeting” menu, then “Manage My Settings” and “Audio Setup Wizard.” 

 
 

Follow the instructions and guide to test your audio hardware.   
 

 
 
If you don’t have a microphone or don’t want to use it you can cancel or skip the 
microphone tests. 
 



Chat Feature 
During the Webinar, you can use the Chat feature to send a message to the Host, 
Presenter, and other participants.   
 
You can use the chat feature for technical and administrative questions and assistance 
such as:  

Video/Picture/Sound Issues 
Questions regarding CEUs, Registration 

 
You can also ask questions to the Presenters about the topic and course material such as: 

Question about the current discussion topic or slide content 
Requesting more information or references/publications 

 
 

Type your message into the text box and choose to send the message just the Presenters, 
or Everyone (including participants).  Click ←┘or Press Enter on your keyboard to send 
the message. 
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Care of Diverse Elders and their Families in Primary CareCare of Diverse Elders and their Families in Primary Care 

Depression and Mental Health, April 14

Today’s Webinar will Begin at 12:30PM Pacific Time

Sponsored by Stanford Geriatric Education Center in conjunction with 
American Geriatrics Society, California Area Health Education Centers,  

and Natividad Medical Center

This project is/was supported by funds from the Bureau of Health Professions (BHPr), Health Resources and Services Administration (HRSA), Department of Health and Human Services (DHHS) under 
UB4HP19049, grant title: Geriatric Education Centers, total award amount: $384,525. This information or content and conclusions are those of the author and should not be construed as the official 

position or policy of, nor should any endorsements be inferred by the BHPr, HRSA, DHHS or the U.S. Government.

If you do not hear any music, please use the audio set up wizard:

Choose the “Meeting” menu (above, left), 

Then select “Manage my settings” 

and “Audio Setup Wizard”

Natividad Medical Center CME Committee Planner Disclosure Statements:

The following members of the CME Committee have indicated they have no conflicts of interest to

“Depression and Mental Health”

disclose to the learners: Kathryn Rios, M.D.; Valerie Barnes, M.D.; Anthony Galicia, M.D.;
Sandra G. Raff, R.N.; Sue Lindeman; Janet Bruman; Jane Finney; Tami Robertson; Judy Hyle,
CCMEP; Christina Mourad and Kevin Williams.

Stanford Geriatric Education Center Webinar Series Planner Disclosure Statements:

The following members of the Stanford Geriatric Education Center Webinar Series Committee have
indicated they have no conflicts of interest to disclose to the learners: Gwen Yeo, Ph.D. and John
Beleutz, MPH.

Faculty Disclosure Statement:y

As part of our commercial guidelines, we are required to disclose if faculty have any affiliations or
financial arrangements with any corporate organization relating to this presentation. Drs. Gallagher-
Thompson and Hargrave have indicated they have no conflicts of interest to disclose to the learners,
relative to this topic.

Drs. Gallagher-Thompson and Hargrave will inform you if they discuss anything off-label or currently
under scientific research.
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About the Presenters
Rita Hargrave M.D.

Rita Hargrave M.D. is a board certified geriatric psychiatrist at the g g p y
Veteran’s Administration Martinez Outpatient Mental Health Clinic and 
consulting psychiatrist at the University of California, Davis Alzheimer’s 
Disease Center. 
She is a member of the volunteer faculty in the Department of  Psychiatry 
at University of California, Davis and a member of the Ethnogeriatrics
Committee of the American Geriatrics Society. 
She has  been a prolific contributor to journals, magazines and books 

l i hi t lt l hi t d th i i itexploring neuropsychiatry, cross-cultural psychiatry and ethnic minority 
caregivers. 
She founded www.ethnicelderscare.net,  a website focused on ethnicity 
and dementia.

About the Presenters
Dolores Gallagher Thompson, Ph.D., ABPP
Dolores Gallagher-Thompson, PhD, ABPP received her doctorate in g p , ,

clinical psychology with a concentration in adult development and aging 
from the University of Southern California in 1979. 
Since that time, she has been a funded researcher in the areas of late-life 
depression, stress and family caregiving, and ethnicity and dementia 
caregiving. 
Currently she is professor of research in the Department of Psychiatry & 
Behavioral Sciences, Stanford University School of Medicine, and director 

f th St f d G i t i Ed ti C tof the Stanford Geriatric Education Center. 
She also serves in several volunteer positions with the Alzheimer's 
Association in northern California and is currently developing online 
intervention programs for caregivers of older persons with significant 
memory loss. 
She has published numerous books and peer-reviewed journal articles in 
her areas of expertise.
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Identification and Treatment of Late Life 
Depression in Ethnically Diverse Older Adults 

Rita Hargrave, MD
VA Medical Center, Martinez, CA

Dolores Gallagher-Thompson, PhD,  ABPP
Stanford Geriatric Education Center

April 14, 2011

Why is it Important to Recognize 
and Treat Late Life Depression?

Case history of Mrs. Rodriguez
 70 year old Filipino American 

woman

 Widowed, retired housekeeper, 

 Symptoms: initial insomnia, 
early morning awakening, 
irritability, fatigue, headaches, 
low back pain for the past five low back pain for the past five 
years

 Medical history: hypertension, 
diabetes, GERD, MI, stroke, s/p 
CABG

 Previous PCP treated with  
Prozac but she discontinued it a 
week later

 Medications: cimetidine, 
atenolol, HCTZ, digoxin, 
oxycodone
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KEY  QUESTIONS

 Why should Mrs. Rodriguez be screened for 
depression?

 What are her risk factors for depression?
 What other disorders should be included in the 

differential for depression?p
 What are likely barriers to Mrs. Rodriguez receiving 

treatment?
 If Mrs.  Rodriguez has depression, what issues should 

her primary care physician (PCP) discuss with her about 
the diagnosis?

Why should Mrs. Rodriguez be 
screened for depression?

 Depression is common among medically ill elderly

 Depression is the second most common medical illness 
after hypertension

 50% of primary care patients with depression go 
undiagnosed

 PCPs provide about 50% of the outpatient care for 
depressed patients

Why should Mrs. Rodriguez be 
screened for depression?

 Prevalence rates for  depression in older  adults vary 
according to residence
◦ 5-9% in primary care outpatient clinics
◦ 12-30% in institutional settings (Unutzer et al., 1997) 
◦ 10-43% in nursing home and hospitalized elder

 Rates are also higher among women and elderly Latinos 
 Highest suicide rates among minority elders are 

reported among Asian women



4/12/2011

3

What are common risk factors for 
depression among older adults?
 Female gender
 Prior history of depression
 Chronic pain, multiple physical symptoms
 Chronic illnesses including DM, CAD, obesity
 Neurological disorder such as dementia, stroke, 

seizures

What other disorders should be 
included in the differential for 
depression?

 Hyper/hypothyroidism

 Alcohol or Substance 
abuse

 Dementia delirium

 Parkinson’s

 Dementia

 Stroke, Seizure

M di ti b t Dementia, delirium

 Electrolyte, hematological 
imbalance

 Medications-beta 
blockers, steroids

 Co-morbid medical 
disorders—MI, cancer

What are common cultural barriers to Mrs. 
Rodriguez receiving treatment?

 Physician Factors
◦ Perceived lack of time

◦ Referral bias

◦ Prescribing practices

Li i d l

 Patient factors
◦ Cultural Attitudes

◦ Depression presenting as 
physical complaints

◦ Stigma◦ Limited access to mental 
health consultation

◦ Limited research on 
depression in ethnic older 
adults

◦ Stigma

◦ Language

◦ Use of other support 
networks (folk healers, 
faith community)
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ATTITUDES ABOUT DEPRESSION AMONG 
BLACK WOMEN
Results of 1996 National Mental Health Association Survey

 63% think depression is a sign of 
personal weakness

 68% don’t believe depression is a 
health problem

 56% think depression is a p
normal part of aging

 59% think that depression is 
normal during menopause

 40% feel that depression more 
than one year after loss of a 
spouse is normal

WHEN SHOULD MRS. RODRIGUEZ BE 
REFERRED TO A MENTAL HEALTH SPECIALIST?

 Patient requests psychological therapy
 Active suicidal ideation
 Symptoms of mania (bipolar disorder)
 Symptoms of psychosis (delusions Symptoms of psychosis (delusions, 

hallucinations)
 Co-morbid substance abuse or other 

psychiatric disorder
 Treatment resistant depression

WHAT SHOULD THE PCP DISCUSS WITH MRS. 
RODRIGUEZ ABOUT DEPRESSION?

 Educate about the diagnosis
 Educate about treatment options: therapy 

and/or antidepressant medications
 Discuss patient treatment preferences Discuss patient treatment preferences
 Consider availability of psychological 

treatments and need for  referral for 
psychiatric assessment
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Video clip + Discussion

Assessment of Depression

Assessing Depression Can Be Challenging 

 Culture can influence the experience and communication 
of symptoms of depression. 

 The patient may not acknowledge “depression” per se-
most ethnic minority elders, in fact, present with somatic 
(rather than psychological) complaints. 
-- ‘nerves’ and headaches (in Latino and Mediterranean cultures)
-- weakness, tiredness, or ‘imbalance’ (in Chinese and Asian cultures)
-- problems of the ‘heart’ (in Middle Eastern cultures)
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Geriatric Depression Scale (GDS)

 Developed specifically for use with older adults. It 
contains few somatic items. One of the most used self-
reports for the assessment of depression in the elderly. 
Easily administered, strong psychometric properties.

 Long-Form has 30 items. A score of 0-10 should be 
considered normal, and 11 or more as a possible 
indicator of depression.

 Short-Form has 15 items.  Recommended cutoff score: 
5; indicates need for more comprehensive assessment.

GDS (continued)

 GDS does not assess “traditional” symptoms of 
depression; it focuses on negative self-worth, pessimism 
re the future, & other more “psychological” signs of 
depression. 

 GDS has simple response format: yes/ no so it can often GDS has simple response format: yes/ no, so it can often 
be completed by those with mild cognitive impairments. 

 HOWEVER,  some studies question the validity of GDS  
in people with mild to moderate dementia. (Montorio & Izal, 1996)

GDS (continued)
 Available languages: Arab, Chinese, Creole, Danish, 

Dutch, Farsi, French, German, Greek, Hebrew, Hindi, 
Hungarian, Icelandic, Italian, Japanese, Korean, Lithuania, 
Malay, Maltse, Norwegian, Portuguese,  Rumanian, 
Russian, Russian Ukrainian, Spanish, Swedish, Thai, 
T ki h Vi Yiddi hTurkish, Vietnamese, Yiddish.

 Free access from: 
http://www.stanford.edu/~yesavage/GDS.html

 New feature: Free Android App that allows you to do 
the 15-item GDS on your phone and automatically 
calculate the results. It provides no interpretation of 
results, but patients with scores higher than 5 should be 
interviewed carefully.
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PHQ- 2: Recommended Screening 
Tool in Primary Care Settings 
 PHQ-2 consists of the first 2 questions of the PHQ-9. 

Over the last 2 wks how often have you been bothered by 
the following:   

1 L l l d h ? 1.  Little interest or pleasure in doing things?

 2.  Feeling down, depressed, or hopeless? 

Responses choices range from “not at all” (0) to “nearly 
every day” (3)

Using PHQ-2 in Practice 
If the patient scores 2 or more (i.e., “screens
positive”)  they should complete PHQ-9.  

Using a cut score of 2 gives sensitivity = 0.86:  86 %
of those with significant depression will be correctlyof those with significant depression will be correctly
identified.  (Kroenke et al 2003;  Arroll et al 2010). 

 It is recommended that primary care patients be 
screened annually with PHQ-2 & if they 
acknowledge distress, then they should be more 
fully screened with PHQ-9 or a clinical interview.

Patient Health Questionnaire: PHQ-9

 PHQ-9 is the self-report scale most widely used in primary 
care.  It has excellent sensitivity & specificity.

 Each item is scored 0 to 3, providing a 0-27 severity score.

 Cutoff scores:
 05 – 09:  mild depressive symptoms
 10 – 14:  moderate depression
 15 – 19:  moderately severe depression
 20 – 27:  severe depression

 Translations:  numerous translations free for downloading on 
the PHQ website www.phqscreeners.com
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PHQ-9 Scores and Proposed Treatment Actions

PHQ-9 
Score

Depression 
Severity

Proposed Treatment Actions

0-4 None-
Minimal

None

5-9 Mild Watchful waiting; repeat PHQ-9 at follow-up.

10-14 Moderate Treatment plan: consider counseling follow-up and/or10 14 Moderate Treatment plan: consider counseling, follow up and/or 
pharmacotherapy. 

15-19 Moderately 
Severe

Active treatment with pharmacotherapy and/or 
psychotherapy.

20-27 Severe Immediate initiation of pharmacotherapy and, if severe 
impairment or poor response to therapy, expedited 
referral to a mental health specialist for psychotherapy 
and/or collaborative management.

(Kroenke & Spitzer, 2002)

VA Clinical Practice Guidelines for Management of
Depression:  Similar, but Not Identical  

 PHQ Score Initial Treatment Strategies
Mild:  5 -14      Watchful waiting, support
Moderate:       Start with monotherapy:
15 – 19              antidepressants or 

psychotherapy (psy)
Severe:           May start with meds or psy
20 – 27          but combination or multiple

drugs recommended 
For chronic depression, of moderate – severe 
intensity, combination of meds and psy advised

Treatments, Medications, and Healthy Behaviors
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Treatment Decision-Making
 Actual care offered and/ or received reflects a 

complex interaction among several factors:
-- Models of Care (what’s available “in the system”)
-- Severity & Longevity of Patient Symptoms
-- Available Methods of Care: pharmacotherapy-- Available Methods of Care:  pharmacotherapy,  

various kinds of psychotherapy (which depend on 
staff availability, training, caseloads, etc.), others

-- Socio-cultural Factors:  e.g. cultural beliefs about 
mental illness and how to treat it and accessibility 
of services (presence or absence of language 
barriers, insurance, family support, transportation)

Treatment Planning using the LEARN Model

 Process

=> negotiate and manage a treatment plan to maximize 
adherence/compliance

 Content

- Biological

- Psychological- Psychological

- Sociocultural

 LEARN: (Berlin, et al., 1983)

L isten with sympathy to the patient’s perception of the problem

E xplain your perception of the problem

A cknowledge and discuss the differences and similarities

R ecommend treatment

N egotiate agreement

ANTIDEPRESSANT TREATMENT

 Types of depression
 Antidepressants
◦ Types
◦ Selection CriteriaSelection Criteria

 Guidelines for  antidepressant treatment
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TYPES OF DEPRESSION

 Major Depression
 Dysthymia and Subclinical Depression
 Atypical Depression (Depression + 

Anxiety)Anxiety)
 Depression due to a medical condition

ANTIDEPRESSANTS
SSRI
(Selective serotonin 
reuptake inhibitors)

Citalopram(Celexa)
Sertraline (Zoloft)
Escitalpram (Lexapro)
Fluoxetine (Prozac)
Paroxetine (Paxil)

OTHER AGENTS

Mirtazapine(Remeron)

Trazodone(Desyrel)

SNRI
(Serotonin-

Venlafaxine (Effexor)
Desvenalfaxine (Pristiq)(Serotonin-

norepinephrine 
reuptake inhibitors)

NDRI
(Norepipenephrine-
dopamine reuptake 
inhibitors)

TRICYCLICS

Desvenalfaxine (Pristiq)
Duloxetine (Cymbalta)

Bupropion(Wellbutrin)

Impramine (Tofranil)
Desipramine (Norpramin)
Nortriptyline (Aventyl)
Amitriptyline (Elavil)

Common Antidepressant Side-Effects

Antidepressants Sedation ACH effects

Citalopram Low None

Sertraline Low None

Fluoxetine Low None

Paroxetine Low Mid

Venlafaxine Low None

Duloxetine Low None

Bupropion Low None

Elavil High High

Desipramine Low Low

Nortriptyline Mid Mid
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Antidepressant selection issues

PROBLEM MEDICATION

High suicide risk Avoid tricyclic antidepressants

Depression+ panic attacks Use SSRIs, venlafaxine

Chronic pain Use venlafaxine, duloxetine

Weight gain Use bupropion,SSRIs. Avoid 
remeron.

Anticholingic. sensitivity Avoid paroxetine

Orthstatic BP Use nortryptyline, bupropion, 
sertraline

Sexual dysfunction Use bupropion, nefazodone, 
venlafaxine

Treatment guidelines for 
depression in the elderly
 Start LOW, go SLOW

 Avoid medications with anticholinergic and orthostatic 
hypotension effects

 Clinical response may take longer for older adults

 Response may not be as robust especially with multiple 
medical co-morbidities

 Higher potential for side-effects esp. in the context of 
co-morbid medical disorders(e.g. dementia, cancer)

TREATMENT RESISTANT DEPRESSION: Possible 
Reasons Why There is Poor Response

 Undertreatment

 Non-compliant

 Side-effects

 Comorbid illness

 Misdiagnosis



4/12/2011

12

Healthy behaviors to combat depression

 Exercise

 Smoking Cessation

 Sleep management

 Weight management

 Hydration

S i li i Socialization

 Socio-cultural strengths:

◦ Extended family including “fictive kin”

◦ Religion: church affiliation, attending services, social 
network (clergy, other church members)

◦ Spiritual supports (prayer, reading the Bible, watching 
church services on TV) 

Q&A

Other Intervention Models and
Methods                  
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Models for Treatment of Depression 
in Primary Care Settings

Integrated and/or Collaborative 
Care Models 

 IMPACT Study

 PROSPECT Study: information in your handout 
with other materials on recognition and 
interventions on suicide prevention

 Provide treatment for late life depression within 
the primary care setting 

IMPACT Study for Late Life Depression

 Setting: 18 primary care clinics from 8 health care organizations in 5 
states.  Participants were 1,801 patients aged 60+ with major 
depression, dysthymic disorder, or both who were randomly assigned 
to the intervention or control condition. 

 Intervention:  intervention patients had access for up to 12 months to 
a trained Depression Clinical Specialist within the primary care setting

 This was a STEPPED CARE MODEL.  Step 1: evaluation, 
d ti d l ti f ith tid t di tieducation, and selection of either antidepressant medication or 

Problem Solving Therapy (6 – 8 sessions).  

 Step 2: if no response in 8 – 12 wks, they were offered either 
medication or PST -- whichever they did not have before or if they 
wanted to continue on medication, a new drug was prescribed.

 Step 3: if symptoms continued, both meds and PST were used.

 Step 4:  if still no response, referral to specialty mental health 
services, or referral for ECT, was done.

 Throughout the process, the DCS helped the patient to be actively 
involved in treatment choices via individual sessions and phone calls.
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Outcomes from IMPACT Study
 Results for those in the intervention vs. control 

condition:  1)greater reduction in depressive 
symptoms; 2) greater rates of depression treatment; 
3) more satisfaction with depression care; 4) lower 
depression severity; 5) less functional impairment; p y; ) p ;
and 6) greater quality of life.

 Mean cost of providing IMPACT services estimated 
at $553 per patient for a 12-month period. Patients 
and their insurers were responsible for all other 
health care costs, including medications.

Collaborative Care Models 
 Collaborative care refers to a structured approach that includes a greater 

role for non- physicians to augment primary care. 

 It is based on chronic disease management principles as described by 
Katon el al (2001). 

 The term covers a broad range of interventions of varying intensities, 
ranging from telephone calls encouraging medication compliance, to 
structured psychotherapies.p y p

 Virtually all studies using this model employ a case manager but not all 
had access to specialty mental health care (which necessarily limited 
treatment options).  Studies with all 3 elements of collaborative care in 
place (a case manager, a primary care MD, and access to mental health 
specialists) were more effective and had stronger results.

 A comprehensive review and meta-analysis of collaborative care 
(including longer-term outcomes) can be found in Gilbody et al (2006). 

CAM is often used by Ethnic 
Minority Elders and Their Families 
 A variety of both methods and systems 

of care fall under the heading of CAM.
 Most are derived from cultural values and 

beliefs about health, illness, and how to , ,
treat the person so as to promote 
wellness. 

 They typically have not been subject to 
controlled, experimental studies; hence 
“mainstream medicine” often discounts 
the use (and benefits) of CAM. 
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 Alternative medical systems such as ayurveda, homeopathy, 
naturopathy, acupuncture, cupping, and coining.

 Mind-body interventions such as meditation, hypnosis, 
dance/music/art therapy, prayer, and mental healing (e.g., shamanism).

Examples of CAM / indigenous  
healing practices

 Biologically-based therapies such as herbal therapies, diets, and 
vitamins.

 Manipulative and body-based methods such as osteopathic 
manipulations, chiropractic, and massage therapy.

 Energy therapies such as qi gong, Reiki, therapeutic touch, magnets.

Can “Traditional” Medical Approaches and CAM
Co-Exist in the Treatment of 

Late Life Depression? 

 Recently this point of view has become more 
acceptable; it appears to be more common 
practice that psychiatrists and other mental 
h l h f i l i h hhealth professionals recognize that each 
approach may complement the other.

 For ethnically and racially diverse patients and 
families, the integration of these two systems of 
thought seems to promote trust and strengthen 
the therapeutic relationship. 

Evidence-Based Psychotherapies for 
Late Life Depression

 Referral to a trained mental health provider 
for an evidence-based form of 
psychotherapy should be considered when 
the following are present: 

 the patient requests “talking therapy” -- the patient requests talking therapy
 -- the system within which the PCP works 

does not use either an integrated care or a 
collaborative care model 

 -- patient’s symptoms are significant enough 
to warrant it (e.g. high PHQ-9 score) 
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Review of Psychotherapy Recommendations
from VA Practice Guidelines 

 There are several short-term psycho-
therapy interventions that are considered 
“evidence based” for treatment of late life 
depression.

 The most well studied are: Cognitive The most well studied are:  Cognitive 
/Behavioral Therapy (CBT);  Interpersonal 
Therapy (IPT); and Problem Solving Therapy 
(PST), of which CBT is the most researched.

 Others forms of therapy that are promising 
include:  Behavioral Activation and 
Mindfulness Based CBT. 

VA Recommendations (continued)

 In general, first-line psychotherapies (CBT, IPT & 
PST) are recommended for treatment of 
uncomplicated major depression in adults.  

 PST is recommended in the primary care setting 
because of its brevity:  typically only 6 -8 sessions 
over a 3-month period while CBT and IP require 
16 – 20 sessions over 4 – 6 months.

 For patients with a history of suicide attempts, 
CBT is recommended.

 For patients with severe, recurrent, or chronic 
major depression, or double depression, CBT and 
pharmacotherapy are recommended. 

Cognitive-Behavioral Therapy 

 CBT teaches patients skills to modify unhelpful thinking 
patterns, and to increase engagement in everyday positive 
activities.  By learning adaptive cognitive and behavioral coping 
strategies, symptoms decrease and quality of life increases.  

 CBT is present-focused, goal oriented, and relatively brief.  
Home practice is encouraged between sessions to facilitateHome practice is encouraged between sessions to facilitate 
repetition and learning. Generally, it is provided by a trained 
mental health practitioner in outpatient settings. 

 Several recent reviews emphasize the efficacy of CBT for late 
life depression (see Cuijpers et al, 2006; Pinquart et al, 2006;  
Scogin et al, 2005; Shah & Scogin, in press, Wilson et al, 2008). 

 It is the most widely used EBT in the UK for late life depression. 
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CBT in Primary Care 
 Serfaty et al (2009) conducted the largest randomized trial of 

CBT for depressed older patients in primary care, in the UK, 
with 204 patients (mean age = 74.1) with a depression 
diagnosis as determined by clinical interview. They compared 
TAU, TAU plus talking control (TC) or TAU plus CBT.   TC & 
CBT were provided for 4 months: up to 12 individual 
sessions, given by experienced clinicians. 

 Results indicated that CBT was superior to either TAU alone 
or TAU plus TC as evidenced by significant improvement on 
BDI-II after treatment and again 6 months later in favor of 
the CBT group. Inclusion of a TC arm is a strength, as this 
suggests that non-specific factors (warmth, attention) are not 
the mediators of change. 

 Prior studies (e.g., Laidlaw, 2008) recruited fewer patients, 
although again a significant benefit of CBT for mild to 
moderate depression was found, compared to the control 
condition. 

National VA CBT Training Initiative
 The VA is adopting, system-wide, several evidence-based 

practices to improve veterans’ mental health – among them 
is CBT.  Practitioners across the US are being rigorously 
trained in this modality.

 Training involves participation in a 3-day workshop, followed 
by audio taping of individual therapy sessions which are 
reviewed weekly for a minimum of 4 months by skilled CBT y y
consultants on group conference calls (4 to a group). 

 Practitioners must achieve a “minimum competency” level in 
CBT (as determined by  tape ratings, based on criteria 
developed by CBT experts) over 4 months in order to 
achieve special status in the VA for completing this program.

 This is a model for achieving change in a large health care 
system:  it requires a substantial commitment of time and 
resources (both on the part of administration and clinicians) 
for success.  

Problem-Solving Therapy
 PST is a time limited, structured intervention that 

focuses on learning to cope with specific problem 
areas, which are worked on collaboratively once 
identified and prioritized. Patients are taught to 
break problems into specific, manageable tasks, to 
problem solve, and to develop appropriate coping p p pp p p g
behaviors.

 Generally it consists of 6 individual sessions over 
a 3-month period administered by a trained 
practitioner. 

 It has been used effectively in primary care in the 
IMPACT study and is classified as an EBT by Shah 
& Scogin. 
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Care Preferences of Depressed, Ethnically Diverse
Older Adults 

 Dupree et al (2005) compared older African Americans and  
Caucasians and found that stigma surrounding mental illness, access 
problems, fragmented services, and preference for seeking help 
from church and clergy were significant factors contributing to low 
utilization of mental health services by elderly African Americans.

 Similar studies with Asian (Mui & Kang, 2006) and Latino elders 
(Barrio et al, 2008) found similar negative attitudes towards seeking(Barrio et al, 2008) found similar negative attitudes towards seeking 
mental health services. 

 Cultural factors such as stigma and shame were again identified, as 
well as issues such as low formal education,  significant co-morbid 
medical conditions, poor health literacy (for understanding mental 
health concepts and procedures), and the impact of immigration 
and acculturation on depression – factors that are not typically 
taken into account in the mental health system, or in how 
medications are prescribed, or how psychotherapy is conducted. 

 Most preferred to obtain help from the “family doctor” or from 
other more culturally consistent sources (family; herbalist; or a 
Promatora who could speak the same language & was from the 
same culture.) 

Care Preferences, continued 
 Other studies (primarily with Caucasian older adults) 

found a preference for psychological intervention 
(compared to medications) for depression 
management when both were equally available (Arean 
et al, 2002;  Gum,  Arean, et al 2006).  

 Although similar research has not yet been done with 
h i i i ld i i ibl h i hethnic minority elders, it is possible that with 

continued public education about depression being an 
illness (similar to diabetes) and with continued 
removal of access barriers, along with development of 
culturally competent mental health providers, it will 
become more feasible for ethnic minority elders to 
obtain the mental health care that they need:  both 
pharmacological and psychological / psychosocial. 

Pilot Study: Increasing Psychotherapy Participation
for Older African Americans 

 Alvidrez and colleagues (2005) reported that use of a 15-
minute individual psycho-educational session about 
psychotherapy, that was specifically tailored for older African 
Americans, was able to increase their rate of participation in 
therapy.  They attended more sessions than the comparison 
group in the 3-month period, and reported that this brief 
intervention (aimed at dispelling myths about mental illness, 

i h i f th ht d f li t ) h l f lencouraging sharing of thoughts and feelings, etc.) was helpful 
in influencing their decision to start (and continue in) the 
therapeutic treatment. 

 This inexpensive, culturally sensitive intervention appears to 
be a promising strategy to promote outpatient mental health 
care in this underserved population.  

 It is likely that similar culturally appropriate programs could 
be beneficial to other minority elders, once they are 
developed and tested. 
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Summary and Conclusions 
 Depression can often be effectively treated in primary care 

(once it is recognized )  -- particularly if an integrated or 
collaborative care model is in place.

 There are many effective, evidence-based  pharmacological 
and psychological interventions to improve depressive 
symptoms.  

 Most have not been studied specifically with ethnic minority 
elders in randomized clinical trials. However, it is our belief 
that if appropriately “tailored” to be consistent with cultural 
beliefs and values, there is no a priori reason to think they 
will not be effective.  Controlled studies in other related 
areas (e.g.,  with ethnically diverse depressed family 
caregivers of elders with dementia) and with younger 
ethnically diverse depressed persons are encouraging in this 
regard and can provide guidance as to the processes to use 
for success. 

Suicide in Older Adults
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Geriatric Depression Scale (short form) 

1        Tools   may be copied without permission 

 
 
 
Instructions: 
 

Circle the answer that best describes how you felt  
over the past week. 
 

 

 1. Are you basically satisfied with your life? yes no 

   2. Have you dropped many of your activities and  
interests? yes no 

 3. Do you feel that your life is empty? yes no 

 4. Do you often get bored? yes no 

 5. Are you in good spirits most of the time? yes no 

   6. Are you afraid that something bad is going to  
happen to you? yes no 

 7. Do you feel happy most of the time? yes no 

 8. Do you often feel helpless? yes no 

   9. Do you prefer to stay at home, rather than going 
out and doing things? yes no 

   10. Do you feel that you have more problems with  
memory than most? yes no 

 11. Do you think it is wonderful to be alive now? yes no 

 12. Do you feel worthless the way you are now? yes no 

 13. Do you feel full of energy? yes no 

 14. Do you feel that your situation is hopeless? yes no 

   15. Do you think that most people are better off  
than you are? yes no 

 Total Score 
 



Geriatric Depression Scale (GDS) 
Scoring Instructions 
 
 
Instructions: 
 

Score 1 point for each bolded answer.  A score of 5 or more 
suggests depression. 
 

 1. Are you basically satisfied with your life? yes no 

   2. Have you dropped many of your activities and 
interests? yes no 

 3. Do you feel that your life is empty? yes no 

 4. Do you often get bored? yes no 

 5. Are you in good spirits most of the time? yes no 

   6. Are you afraid that something bad is going to 
happen to you? yes no 

 7. Do you feel happy most of the time? yes no 

 8. Do you often feel helpless? yes no 

   9. Do you prefer to stay at home, rather than going 
out and doing things? yes no 

   10. Do you feel that you have more problems with 
memory than most? yes no 

 11. Do you think it is wonderful to be alive now? yes no 

 12. Do you feel worthless the way you are now? yes no 

 13. Do you feel full of energy? yes no 

 14. Do you feel that your situation is hopeless? yes no 

   15. Do you think that most people are better off than 
you are? yes no 

 A score of > 5 suggests depression Total Score 
 

 
Ref. Yes average:  The use of Rating Depression Series in the Elderly, in Poon (ed.): Clinical 
Memory Assessment of Older Adults, American Psychological Association, 1986 

 
 
 
 

2        Tools   may be copied without permission 
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Appendix B-4. Nine Symptom Checklist (PHQ-9) 

 

Over the last 2 weeks, how often have you been 
bothered by any of the following? 

N
ot

 a
t a

ll 

Se
ve

ra
l d

ay
s 

M
or

e 
th

an
 h

al
f 

th
e 

da
ys

 

N
ea

rl
y 

ev
er

y 
 d

ay
 

1 Little interest or pleasure in doing things?  0 1 2 3 

2 Feeling down, depressed, or hopeless? 0 1 2 3 

3 Trouble falling or staying asleep, or sleeping too much?  0 1 2 3 

4 Feeling tired or having little energy? 0 1 2 3 

5 Poor appetite or overeating? 0 1 2 3 

 
6 

Feeling bad about yourself—or that you are a failure or 
have let yourself or your family down? 0 1 2 3 

 
7 

Trouble concentrating on things, such as reading the 
newspaper or watching television? 0 1 2 3 

 
 

8 

Moving or speaking so slowly that other people could 
have noticed?  Or the opposite—being so fidgety or 
restless that you have been moving around a lot more 
than usual? 

0 1 2 3 

 
9 

Thoughts that you would be better off dead or of hurting 
yourself in some way? 0 1 2 3 

      

For office coding: Total Score ____ =  ____    +  ____   +   ____   +   ____ 

 

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult  
at all 

Somewhat 
 difficult 

Very 
difficult 

Extremely 
difficult  

    

From the Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD 
PHQ). The PHQ was developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and 
colleagues. For research information, contact Dr. Spitzer at rls8@columbia.edu.  PRIME-MD® is a 
trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc.  All rights reserved.  Reproduced with 
permission. 

mailto:rls8@columbia.edu
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Table 2. Classification of MDD Symptoms Severity 

Severity 
Level 

Patient Health 
Questionnaire (PHQ-9) 
Total Score 

Functional  
Impairment 

Mild 10-14 Mild  

Moderate 15-19 Moderate 

Severe > 20 Severe 

Modifiers 

Complications Co-occurring post traumatic stress 
disorder (PTSD), substance use disorder 
(SUD), psychosis, suicide risk, mania, 
significant social stressors, war-related 
conditions 

Chronicity  More than 2 years of symptoms despite 
treatment 

 

Onset Response to Treatment 
• Minimal clinically significant: a change in PHQ score of 25 percent 
• Response to treatment: PHQ score improvement of 50 percent from baseline 

Full Remission 
• PHQ score of 4 or less, maintained for at least 1 month, OR 
• Beck Depression Inventory (BDI) score of 10 or less, maintained for at least 1 month, OR 
• Hamilton Rating Scale for Depression (HRSD-17 or HAM-D) score of 7 or less, maintained 

for at least 1 month. 

Recovery 
• PHQ score of 4 or less, maintained for at least 6 months, OR 
• BDI score of 10 or less, maintained for at least 6 months, OR 
• HRSD-17 score of  7 or less, maintained for at least 6 months. 

2. SCREENING 

2.1. Screening Adults 

BACKGROUND 

The U.S. Preventive Services Task Force (USPSTF) has concluded that routine screening for 
depressive disorders is an important mechanism for reducing morbidity and mortality.  Depressive 
disorders are highly prevalent and are often not detected unless systematic screening efforts are 
implemented.  Brief screens (e.g., PHQ-2) appear to perform comparably to longer screens (e.g., 
Geriatric Depression Scale [GDS] or Patient Health Questionnaire [PHQ-9]).  Although depression 
questionnaires may perform more poorly in adults > 75 years, the performance is adequate to 
improve initial recognition of depression.  Patients with severe chronic medical illness are at higher 

Appendix B - Page 14 
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Appendix B-3. PHQ-9 Scores and Proposed Treatment Actions * 

PHQ-9 
Score 

DSM-IV-
TR 
Criterion 
Symptoms 

Depression 
Severity 

Proposed Treatment Action 
 

1 – 4 Few None None 

5 – 9 <5 Mild depressive 
symptoms 

Watchful waiting; repeat PHQ-9 at follow-up 

10 – 14 5-6 Mild Major 
Depression 

Treatment plan, considering counseling, 
follow-up and/or pharmacotherapy 

15 – 19 6-7 Moderately Major 
depression 

Immediate initiation of pharmacotherapy 
and/or psychotherapy 

20 – 27 >7 Severe Major 
depression 

Immediate initiation of pharmacotherapy and, 
if severe impairment or poor response to 
therapy, expedited referral to a mental health 
specialist for psychotherapy and/or 
collaborative management 

* From Kroenke K, Spitzer RL, Psychiatric Annals 2002;32:509-521 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an 
educational grant from Pfizer Inc.  For research information, contact Dr. Spitzer at 
rls8@columbia.edu or Dr. Kroenke at kkroenke@regenstrief.org.  The names PRIME-MD® and 
PRIME-MD TODAY® are trademarks of Pfizer Inc. 
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11. INITIAL TREATMENT 

Annotation M Initiate Treatment Strategies Effective for Depression 
 

Table 7. Treatment Strategies 

 Level PHQ  
Total Score 

Functional 
Impairment 

Initial Treatment Strategies * 

Se
ve

rit
y 

Mild 5-14 Mild 

Watchful waiting, supportive counseling; if no 
improvement after one or more months, 
consider use of an antidepressant or brief 
psychological counseling 

Moderate 15-19 Moderate 
Start with monotherapyof either 
antidepressants or psychotherapy, or a 
combination of both 

Severe > 20 Severe 

May start with monotherapy of either 
antidepressants or psychotherapy, but should 
emphasize combinationof both or multiple drug 
therapy 

M
od

ifi
er

s 

Complicated 
Co-occurring PTSD, 
SUD, mania, or 
significant social stressors 

Start with combination of medications and 
somatic interventions  

Chronicity 
> 2 years of 
symptomatology 
 despite treatment 

For mild -start with monotherapy of either 
antidepressants or psychotherapy,, or a 
combination of both 
For Mod/Severe - combination of 
antidepressants and psychotherapy or multiple 
drug therapy 

 

*Treatment strategy options include: 

1. Psychoeducation and self-management (provided to all MDD patients) 

2.  Watchful waiting 

3. Monotherapy (psychotherapy or pharmacotherapy) 

4. Combination psychotherapy and antidepressants 

5. Treatment of complex patients 

6. Somatic treatment 

7. Inpatient and residential  

Appendix B - Page 39 
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11.1. Psychoeducation and Self-Management 

BACKGROUND 

The major goals of patient education are improved adherence to treatment and improved outcomes 
by eliciting the patient’s active engagement in treatment.  There should be 3 focus areas for patient 
education: education on the nature of depression, including its course and various treatment 
alternatives, education focused on adherence-enhancement strategies, and  education focused on 
other self-management strategies. 

ACTION STATEMENT 

All patients, and when appropriate, family members, should be provided education 
regarding depression, its treatment options, and self-management strategies.  

RECOMMENDATIONS 

1. Psychoeducation should be provided for individuals with depression at all levels of severity 
and in all care settings and should be provided both verbally and with written educational 
materials.  [I] 

2. There should be education on the nature of depression and its treatment options and should 
include the following:  [I] 

a. Depression is a medical illness, not a character defect 

b. Education on the causes, symptoms, and natural history of major depression 

c. Treatment is often effective and is the rule rather than the exception 

d. The goal of treatment is complete remission; this may require several treatment 
trials 

e. Treatment of depression can lead to decreased physical disability and longer life 

f. Education about various treatment options, including the advantages and 
disadvantages of each, side effects, what to expect during treatment, and the length 
of treatment 

3. When antidepressant pharmacotherapy is used, the following key messages should be given 
to enhance adherence to medication:  [B] 

a. Side effects often precede therapeutic benefit, but typically recede over time while 
benefits increase 

b. A slight increase in suicidal ideation in the first month may occur and patients 
should contact their provider if this does occur. 

c. Successful treatment often entails medication and/or dosage adjustments in order 
to maximize response while minimizing side effects 

d. Most people need to be on medication for at least 6 to 12 months after adequate 
response 
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e. It usually takes 2 to 6 weeks before improvements are seen 

f. Continue to take the medication even after feeling better 

g. Do not discontinue taking medications without first discussing with your provider  

4. Education focused on treatment adherence should focus on the following:  [I] 

a. Education on the risk of relapse in general; essentially, that relapse risk is high, 
particularly as the frequency of prior episodes increases 

b. Education on how to monitor symptoms and side effects 

c. Education on early signs and symptoms of relapse or recurrence, along with 
encouragement to seek treatment early in the event these signs or symptoms occur. 

5. A major goal for the use of self-management strategies is to enhance the patient’s active 
engagement in treatment.  A common strategy is for a patient to collaboratively select one 
or two self-management goals at a time to pursue during treatment.  Education should 
incorporate principles of self-management and may include information and goals related 
to: 

a. Nutrition – Often patients with MDD do not have a balanced diet.  Expert opinion 
suggests that diet should be included in the therapeutic content.  However, there is 
not a robust evidence base that improving diet impacts treatment outcomes.  [I] 

b. Exercise (see Section 23.1 on Exercise) – MDD is associated with low levels of 
exercise.  There is fairly strong evidence that exercise often has significant 
antidepressant effects.  [B] 

c. Bibliotherapy (see Section 22.11 on Guided Self-Help) - Bibliotherapy (the use of 
self-help texts) may be helpful to patients for understanding their illness and 
developing self management skills.  Guided self-help programs which entail a 
cognitive behavioral focus and intermittent monitoring and oversight by a health 
care professional are significantly more effective than no treatment control and as 
effective as more traditionally delivered modes (e.g., individual or group cognitive 
behavioral therapy [CBT]).  [B] 

d. Sleep hygiene – Patients with MDD often have substantial sleep problems 
including insomnia, hypersomnia, and disturbances of sleep maintenance.  
Education regarding appropriate sleep hygiene should be included for patients 
exhibiting any sleep disturbances.  [I] 

e. Tobacco use – Tobacco use has been demonstrated to impact on the recovery of 
depression; therefore, patients being treated for depression should be advised to 
abstain until their symptoms remit.  Referral or treatment of nicotine dependence 
should be considered in patients treated for depression.  [I] 

f. Caffeine use – Expert opinion suggests that excessive caffeine use may exacerbate 
some symptoms of depression such as sleep problems or anxiety symptoms.  [I] 

g. Alcohol use and abuse – Even low levels of alcohol use have been demonstrated to 
impact on the recovery of depression; therefore, patients being treated for 
depression should be advised to abstain until their symptoms remit.  [I] 
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h. Pleasurable activities (see Section 21.5 on Behavioral Activation) - Depression 
has been conceptualized by behavioral theorists as the loss or significant 
decrement of reinforcing activities.  Behavioral activation (the systematic 
scheduling and monitoring of pleasurable or reinforcing activities) has been shown 
to have significant antidepressant effects.  [B] 

6. Psychoeducational strategies should be incorporated into structured and organized 
treatment protocols, which entail structured systematic monitoring of treatment adherence 
and response and self-management strategies.  [B] 

RATIONALE 

The evidence suggests that the use of psychoeducation and self-management strategies lead to 
improvements in patient active involvement and adherence to treatment. 

11.2. Watchful Waiting 

BACKGROUND 

Watchful Waiting (WW) is defined as prospective monitoring (i.e., 4-8 weeks) of symptoms and 
disability and is a strategy to be used in mild cases of depression to differentiate a diagnosis of 
major depression from an adjustment disorder, uncomplicated bereavement, or minor depression. 

 In patients with relatively few depressive symptoms, the diagnosis of major depression or 
dysthymia may not be self evident.   

ACTION STATEMENT 

Careful prospective monitoring of symptoms to determine if they persist or abate is a 
supported strategy in patients with relatively few depressive symptoms, prior to initiation 
of medication or psychotherapy.  

RECOMMENDATIONS  

1. In patients with likely adjustment disorder, bereavement or subsyndromal depression rather 
than major depression, a period of Watchful Waiting (WW) should be initiated.  WW 
should only be considered when systematic follow-up assessments can be conducted.   

2. Watchful Waiting should incorporate psychoeducation, general support, and prospective 
symptom monitoring over a 4 to 8 week period. 

RATIONALE 

There is an evidence base that a substantial number of patients with minor or subsyndromal 
depression will improve without formal treatments such as antidepressants or psychotherapy.  
Therefore, it is important not to expose patients to the expense or burden of treatments that are not 
recommended.  
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11.3. Monotherapy 

BACKGROUND 

MDD or mild-moderate MDD, necessitates the initiation of treatment in order to prevent further 
disability, psychic pain and mortality.  A thorough and heartfelt discussion with the patient may 
delineate the proper therapy (either the use of an antidepressant or psychotherapeutic intervention). 

ACTION STATEMENT 

The initial treatment strategy for patients diagnosed with MDD, mild or moderate, should 
start with either psychotherapy or a single antidepressant.  

RECOMMENDATIONS 

1. Patients who are diagnosed with mild-moderate MDD should receive an initial trial of 
monotherapy that incorporates either an antidepressant medication or psychotherapy (see 
Table 7). 

a. Patient preferences, resources, and tolerability of treatment should be considered 
in determining the choice between an antidepressant and psychotherapy.   

b. Monotherapy should be optimized before proceeding to subsequent strategies by 
monitoring outcomes, maximizing dosage (medication or psychotherapy), and 
allowing sufficient response time (8-12 weeks). 

11.4. Combination Psychotherapy and Antidepressants 

BACKGROUND 

In the initial treatment of moderate to severe MDD, the concurrent use of psychotherapy and 
antidepressant medication demonstrated statistically significant improvements in outcomes relative 
to monotherapy.  Combining psychotherapy and antidepressant medication is also one of several 
legitimate alternative strategies to partial response or treatment non-response. 

ACTION STATEMENT 

Combination treatment of antidepressant medication and psychotherapy should be used 
for moderate to severe MDD or as a potential strategy for managing patients who have 
had partial or non-response to monotherapy.  

RECOMMENDATIONS 

1. In patients with moderate to severe MDD, the initial treatment strategy should include both 
empirically validated psychotherapy and an antidepressant medication.   

2. Patient preferences, resources, and tolerability of treatment may override this 
recommendation in certain circumstances.  In these circumstances, more aggressive 
monotherapy should be considered as well as adapting treatment when response is not 
robust. 
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11.5. Treatment of Complex Patients 

BACKGROUND 

Complex or refractory MDD may require the use of multiple psychotropic medications and 
ancillary services in order to maximize symptom reduction and enhance function.  This level of 
care is often required in patients with concurrent anxiety or addictive disorders or other mental 
health problems.  This may include the use of mood-stabilizing medications, antipsychotics, 
multiple antidepressants, benzodiazepines, case management, family support, peer support, group 
therapy, or mobile treatment units.  

ACTION STATEMENT 

Certain antidepressants or combinations of psychotropic medications may be required in 
severe or refractory cases of MDD.  

RECOMMENDATIONS 

1. More complex treatment strategies should be limited to patients with a diagnosis of MDD 
who are refractory to the above treatment strategies or in complex cases such as patients 
with psychiatric comorbidity.   

2. The use of complex treatment strategies should be limited to those with expertise, such as a 
mental health provider.   

3. The use of complex strategies increases the burden to patients, the chance of adverse 
events, and costs.  Therefore, structured monitoring and assessment is critical in the 
management of these patients. 

11.6. Somatic Treatment 

BACKGROUND 

There is evidence to support the efficacy of electro-convulsive therapy (ECT) for patients with 
refractory MDD.  While ECT is efficacious in MDD in general, it is often reserved for more severe 
cases based on patient preference, safety, residual side effects and stigma.  Vagus nerve stimulation 
(VNS) is a relatively novel treatment and lacks a strong evidence base that allows 
recommendations in specific patients.  At the time of this guideline update, transcranial magnetic 
stimulation (TMS) is not FDA approved, and will not be addressed in this text. 

ACTION STATEMENT 

Certain somatic therapies (e.g., ECT, VNS) may be required in severe or refractory cases 
of MDD (i.e., during pregnancy, in catatonic patients, and in elderly patients diagnosed 
with psychotic depression).  

RECOMMENDATIONS 

1. Somatic treatment strategies should be prescribed and monitored only by physicians who 
have specific training and expertise in the management of treatment-resistant depression 
and the use of these devices. 
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a. Electro-convulsive therapy (ECT) is a recommended treatment strategy for 
patients who have failed multiple other treatment strategies. 

b. Electro-convulsive therapy (ECT) may be a first line treatment for pregnant 
women, patients with psychotic depression, catatonic patients, or patients who 
have severe self-neglect issues.  

c. Vagus nerve stimulation (VNS) is currently FDA approved only for treatment of 
resistant depression for patients who have failed to respond to at least 4 adequate 
medications and/or electro-convulsive therapy (ECT) trials. 

11.7. Inpatient and Residential Settings 

BACKGROUND 

Inpatient or residential care settings can be useful in the acute stabilization of patients who have 
suicidal or homicidal thoughts or those with self-care or neglect concerns, by providing a non-
threatening and safe environment.  Inpatient and residential settings often incorporate all of the 
available treatment strategies including psychoeducation, pharmacotherapy, psychotherapy, 
somatic therapies, and case management. 

ACTION STATEMENT 

Severely impaired patients with MDD may require acute or subacute stabilization.  

RECOMMENDATIONS 

1. Patients who express suicidal or homicidal thoughts or who are unable to provide basic 
self-care should be considered for admission to an inpatient psychiatric unit.  

2. Patients with unstable social networks or who lack significant support in the community 
may require subacute care in a residential setting.   

RATIONALE 

Inpatient and residential settings are used to provide acute stabilization and to provide a safe 
environment.  Inpatient care usually lasts no more than 2 weeks and should be linked to ongoing 
outpatient or residential care.  Residential care can last up to 6 to 12 months and provide a 
therapeutic environment in which the patient can develop a social network, work toward 
independence, and learn sufficient coping skills.  Residential settings may be particularly warranted 
for patients who are homeless. 

Annotation N Address Psychosocial Needs 

11.8. Psychosocial Issues 

BACKGROUND 

Psychosocial Rehabilitation services facilitate an individual's restoration to an optimal level of 
independent functioning in the community.  This involves identifying and accessing resources for 
vocational, residential, social/recreational, educational and personal adjustment services. The 
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nature of the process and the methods used differ between settings and the individual’s needs. 
Despite these variations, psychosocial rehabilitation is based on a strengths perspective which 
encourages persons to participate as actively as possible in determining and attaining their 
psychosocial goals. 

ACTION STATEMENT 

Psychosocial rehabilitation services should be offered to individuals with MDD who have 
significant, unmet psychosocial needs.  

RECOMMENDATIONS 

1. Individuals with MDD should be assessed for any significant, unmet psychosocial needs or 
situational stressors.  These include, but are not limited to: [B] 

a. Inadequate or no housing  

b. Financial difficulties, especially if unable to meet basic needs 

c. Problematic family relationships or situations (including caregiver burden or 
domestic violence) 

d. Poor social support  

e. Religious and spiritual problems 

f. Occupational problems 

g. Difficulties with activities of daily living or instrumental activities of daily living  

h. Any other acute or chronic situational stressors  

2. If unmet psychosocial needs are identified, psychosocial rehabilitation services should be 
offered to individuals with MDD at all levels of severity, regardless of population or setting, 
and regardless of the type of pharmacotherapy or psychotherapy being administered. [B] 

3. Psychosocial rehabilitation services may include, but are not limited to, referrals to 
community social service agencies, emergency and transitional housing programs, 
vocational rehabilitation, agencies providing financial assistance, support groups, senior 
centers, and supervised living situations (e.g., foster homes, assisted living facilities). [C] 

 

Annotation O Complete Assessment of Treatment Response; Review Current Medication; Assess for 
Dangerousness 

12. TREATMENT RESPONSE 

12.1. Assess Depressive Symptoms, Functional Status and Suicide Risk 

BACKGROUND 

To assess response to treatment, depressive symptoms should be carefully assessed at follow-up 
visits.  The PHQ-9 is a validated self- or interviewer-administered instrument that assesses DSM-
IV-TR criterion symptoms, effects on functioning, and suicidal ideation.  In addition, it can be 
scored as a continuous measure to assess severity and monitor treatment response.  The PHQ-9 can 
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be administered in < 2 minutes, is simple to score, has an average reading level, and is available in 
multiple languages. 

ACTION STATEMENT 

Assess depressive symptoms, functional status, and suicide risk to determine treatment 
effects. 

RECOMMENDATIONS 

1. The PHQ-9 should be used to monitor treatment response at 4 to 6 weeks after initiation of 
treatment, after each change in treatment, and periodically until full remission is achieved.  
[B] 

2. In patients who reach full remission, assessment of symptoms should be continued 
periodically to monitor for relapse or recurrence.  [B] 

3. Patients with suicidal ideation should have a careful evaluation of suicide risk.  [A] 

RATIONALE 

The PHQ-9 is a validated instrument that is responsive to clinically important changes and aids 
treatment decisions by quantifying symptom severity.  Assessing treatment response is critical to 
making informed modifications to the treatment plan. 

12.2. Tolerability of Treatment 

BACKGROUND 

Antidepressant medications commonly have adverse effects that may interfere with adherence and 
successful treatment. 

ACTION STATEMENT 

Assess for adverse effects and tolerability after any change of treatment strategy. 

RECOMMENDATIONS 

1. Using a clinical interview, assess for treatment burden (e.g., medication side effects or 
adverse effects, attending appointments) after initiating or changing treatment, when the 
patient is non-adherent to treatment, or when the patient is not responding to treatment. 

2. Identified side effects should be managed to minimize or alleviate the side effects. 

(See Appendix D-2. Antidepressant Adverse Drug Effects: Receptor Affinities and Relative 
Comparisons.) 
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12.3. Adherence to Treatment 

BACKGROUND 

Poor adherence to treatment and/or premature discontinuation of treatment for depression is 
common and is associated with poorer outcomes and recurrence.  Improved adherence improves 
treatment outcomes, but there is insufficient evidence to determine if it reduces recurrence.  Several 
interventions have been shown to enhance adherence and improve symptom outcomes. 

ACTION STATEMENT 

Systematically assess adherence to treatment with all depressed patients.  Employ 
educational and systems interventions to enhance adherence for patients at high risk of 
poor adherence. Consider evidence-based psychotherapy in combination with 
antidepressant medications. 

RECOMMENDATIONS 

1. Adherence should be assessed directly and routinely, targeting common reasons for non-
adherence (e.g., side effects, lack of efficacy, feeling better).  [B] 

2. Providers should give simple educational messages regarding antidepressant use (e.g., take 
daily, understand gradual nature of benefits, continue even when feeling better, do not stop 
without checking with the provider, and specific instructions on how to address issues or 
concerns) in order to increase adherence to treatment in the acute phase of treatment.  [B] 

3. In primary care, utilize collaborative care personnel (e.g., nurses, social workers, psychologists) 
and systems strategies to enhance adherence to treatment beyond the acute phase.  
Collaborative care strategies used by mental health specialists focus on patient education via 
systematic in-person or telephonic follow-up/monitoring to address adherence, relapse 
prevention issues and self-management strategies.   [B] 

4. For patients who are at high risk for non-adherence to antidepressant medication, refer for 
psychotherapy to increase medication adherence and decrease the chance of treatment 
discontinuation.  [B] 

12.4. Re-Evaluate Diagnoses and Treatment Strategy for Non-Response 

BACKGROUND 

In patients who do not respond to an adequate trial of empirically proven depression treatment, 
potential causes for non-response should be investigated.  These may include poor treatment 
adherence, inaccurate diagnosis, psychiatric or medical comorbidity, or psychsocial stressors. 

ACTION STATEMENT 

In patients who do not respond to an adequate treatment trial, reconfirm the diagnoses and 
assess for concurrent problems that may adversely affect treatment. 
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RECOMMENDATIONS 

1. In treatment of  non-responders, the diagnosis of MDD should be reconfirmed and the 
patient should be assessed for factors that may contribute to non-response.  Referral to 
mental health specialty for a comprehensive assessment may be considered.  Evaluation 
should include: 

a. Assessment for existence of psychiatric conditions that may present initially with 
depressive symptoms or adversely affect treatment response, including bipolar 
disorder, substance abuse, post traumatic stress disorder, generalized anxiety or 
panic disorder and in older adults, dementia. 

b. Assessment for medical conditions that may present with depressive symptoms. 
This may require additional history, physical examination, and laboratory testing. 
Poorly controlled medical conditions (e.g., chronic pain, congestive heart failure 
[CHF]) that may potentiate depression should be treated aggressively). 

c. Assessment for psychosocial problems that may contribute to treatment non-
response.  Domains assessed may include financial, legal, relationship, work, or 
negative life events. 

 

Annotation P Is the Patient’s Condition Improving and is the Current Treatment Strategy Tolerable? 

13. SYMPTOM IMPROVEMENT 

BACKGROUND 

The goal of treatment should be to achieve remission.  Remission is defined as the absence of 
depressive symptoms or the presence of minimal depressive symptoms.  Response is defined as a 
50 percent or greater reduction in symptoms (as measured on a standardized rating scale) and 
partial response is typically defined as a 25 to 50 percent reduction in symptoms.  For some 
standardized questionnaires (e.g., PHQ-9), specific changes in scores have been defined for the 
minimum clinically important improvement.  Patients who have not shown at least a partial 
response by 4 to 6 weeks are unlikely to respond to that treatment.  Therefore, a reasonable 
criterion for extending the initial treatment is if the patient is tolerating the treatment and 
experiencing clinically significant improvement at 4 weeks of therapeutic dose.  For psychological 
treatments, response may be delayed, so the decision point for continued treatment may be delayed 
to 6 to 8 weeks. 

ACTION STATEMENT 

Determine if depressive symptoms are significantly improved, defined as a: 
 - Five-point reduction OR score <10 on the PHQ-9 
 - Twenty-five % or greater reduction in score on an accepted standardized 
instrument. 

RECOMMENDATIONS 

1. If the patient has shown clinically significant improvement in depressive symptoms, but is 
not yet at remission, and if medication has been well tolerated, then continuing to prescribe 
and raising the dose is recommended.  
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Suicide in Older AdultsSuicide in Older Adults
Older Adults Older Adults –– Depression & Suicide FactsDepression & Suicide Facts

Older Americans are disproportionately likely to die by suicide (2004)

Older adults comprise 12% of the population, but accounted for 16% of 
suicide deaths

4.3 of every 100,000 people age 65+ die by suicide, compared to 11 in 
the general population

Non-Hispanic White men age 85+ were most likely to die by suicide

Per 100,000 people age 65+ who died by suicide by race/ethnicity:

- Non-Hispanic White: 15.8

- Asian and Pacific Islanders: 10.6

- Hispanics: 7.9

- Blacks/African Americans: 5.0

Risk factors for suicide in older patients: 
(1) an undiagnosed mental illness associated with suicide, such as depression 

(2) had a common medical condition associated with an increased risk of suicide, 
such as congestive heart failure, chronic obstructive lung disease, urinary 
incontinence, anxiety disorders, and moderate or severe pain 

(NIMH, 2007)

Preventing Suicide Preventing Suicide –– Why is it important Why is it important 
in primary care?in primary care?

Since physical illness itself is a risk factor to suicide, 
primary care providers are highly likely to see patients 
who are depressed and may be at risk of suicide.
Most people who complete suicide signal their intention 
to do so before ending their lives, and they often display 
these distress signals to their doctors.
A substantial number of elderly people who die by suicide 
contact their primary care physicians within a month 
before their death. (NIMH, 2003)

Patients often describe their concerns in terms of physical 
symptoms.

(SPRC, 2008)

Recognizing the Warning SignsRecognizing the Warning Signs
Talking about suicide or death
Giving direct verbal cues, such as "I wish I were dead" 
Giving less direct verbal cues, such as "Soon you won't have to worry 
about me“
Isolating him- or herself from friends and family ***
Expressing the belief that life is meaningless or hopeless
Giving away cherished possessions or money ***
Exhibiting a sudden and unexplained improvement in mood after being 
depressed or withdrawn
Neglecting his or her appearance and hygiene ***
Stockpiling medications ***
Buying a gun ***
Taking a sudden interest, or losing their interest, in religion ***
Experiencing a failure to thrive, even after appropriate medical 
treatment ***
Scheduling a medical appointment for vague symptoms ***

(SPRC, 2008)
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Responding to the Warning SignsResponding to the Warning Signs
Example questions to help determine patient’s risk of suicide: 

(1) Do you ever wish you could go to sleep and never wake up?

(2) Sometimes when people feel sad, they have thoughts of harming 
or killing themselves. Have you had such thoughts?

(3) Are you thinking about killing yourself?

Act immediately if the warning signs are combined with any of the 
following risk factors:g

a. Past incidents of suicidal behavior or self-harm

b. A family hx of suicide

c. A hx of psychiatric disorders or abuse of alcohol and other drugs

d. Patient's admission that he or she has considered suicide

e. Patient's expressed wish to die

f.  Any evidence of a current psychiatric disorder

(SPRC, 2008)

The PROSPECT StudyThe PROSPECT Study
Prevention of Suicide in Primary care Elderly-Collaborative Trial
Collaborative research among 3 institutions:  Weill-Cornell University, 
University of Pennsylvania, and University of Pittsburgh. 
599 patients 60+ with major or minor depression, randomly identified 
from 20 primary care practices.  A major aim of this study was to improve 
physicians’ prescribing practices for antidepressant medications and to 
enhance treatment response through involvement of a Depression Care 
Manager who met with both physician and patient on a regular basis.

The Primary Care Intervention
Intervention was offered to patients for as long as 24 months by 15 Intervention was offered to patients for as long as 24 months by 15 
practice-based DCMs who were social workers, nurses, or psychologists 
embedded in the setting. 
DCMs helped physicians recognize depression, offered algorithm-based 
recommendations, monitor depressive symptoms and medication side 
effects, address patient concerns related to treatment adherence, and 
provide follow-up. If pts refused antidepressants, were unable to tolerate 
them, or did not respond, or requested therapy, DCMs provided 
interpersonal psychotherapy.  Some patients received both medication 
and interpersonal therapy. 
DCMs saw patients at the practices’ offices but made house calls to 
those who were unable to travel. 

(Bruce et al., 2004)

The PROSPECT Study (Cont’d)The PROSPECT Study (Cont’d)
Patients randomly assigned to PROSPECT Intervention or Usual Care. 

Main outcome measures: assessment of suicidal ideation and 
depression severity at baseline, 4 months, 8 months, 12 months, and 
24 months using the 24-item Hamilton Depression Rating Scale, and 
the Scale for Suicidal Ideation.

Results (compared to patients in the Usual Care group)

Higher likelihood of receiving antidepressants and/or psychotherapy

2.2 times greater decline in suicidal ideation over 24 months

Treatment response occurred earlier on average

Among patients with major depression, a greater number achieved 
remission at 4 months, 8 months, and 24 months. 

Patients with minor depression had favorable outcomes regardless of 
treatment assignment. 

(Bruce et al., 2004;  Alexopoulos, 2009)

The PROSPECT Study (Cont’d)The PROSPECT Study (Cont’d)

Practice Implications
The benefits of the PROSPECT intervention on suicidal ideation and 
on depression were limited to patients with major depression. Patients 
with minor depression had overall favorable outcomes regardless of 
treatment assignment.

Covering the cost of citalopram and psychotherapy limits the g p p y py
generalizability of the study since costs are, for most elderly 
(particularly disadvantaged minority elderly), a barrier to treatment.

The authors conclude that the primary care setting is a strategic point 
from which to fight suicidality and depression since most elderly 
patients suffering from these syndromes are treated by primary care 
physicians.  They believe this study shows that sustained collaborative 
care maintains high utilization of depression treatment, reduces suicidal 
ideation, and improves the outcomes of major depression over 2 years.
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DVDs 

1. Healing the Spirit: Treatment of Depression Among the Asian Elderly.  
This is a 19‐minute program that profiles three Asians (Chinese, Filipino, and Japanese American), 
their family, and caseworkers. It also features writer Amy Tan discussing her experience with 
depression with journalist Emerald Yeh. The program focuses on the causes, on‐set, and symptoms 
of depression and their cultural context for Asians. It is a health education video to help families 
spot the signs of depression and seek help. 
Order form can be downloaded from: http://www.asianpacificfund.org/depression‐among‐the‐
elderly 
 

2. Saving Face: Recognizing & Managing the Stigma of Mental Illness in Asian Americans. 
This is an approximate 68‐minute training DVD that is targeted to physicians, psychiatry residents, 
medical students, social work students and practicing social workers, clinical and counseling 
psychologists, nurses and case managers. The overarching goal is to demonstrate a culturally 
competent approach to addressing the stigma of mental illness in Asian‐American patients. This DVD 
is comprised of three interviews of Asian‐American simulated patients with ethnically matched real 
clinicians in therapy session.  
Order form can be downloaded from: www.mhac.org/barriers/antistigma/cfm  
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