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Objectives
At the end of the presentation you should:

1. Describe risk factors for grief, depression & 
suicide in order to help identify seniors at risk.

2. Understanding of screening and assessment 
strategies.

3. Appreciation of treatment approaches and 
referral sources.  
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AIM

Highlight common transitions in seniors’ lives 
and associated losses, as well as the transition 
from wellness to grief to depression
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TRANSITIONS

Seniors experience many transitions as they 
age, including:

Physical 
E.g, Mobility, vision, hearing, acute and chronic medical 
illness → can lead to loss of independence

Social
E.g., Loss of partner, loss of friends, retirement (loss of 
career or job), moving residences (loss of home), 
placement into care facility → can lead to loss of social 
contacts, familiar environment

Cognitive
E.g., Normal age related changes in attention, memory, 
and processing speed to the emergence of demen;a → 
can lead to loss of mental faculties, can lead to loss of 
ability to function independently



TRANSITIONS

The issue is how do seniors cope with 
these losses???



II. REVIEW of GRIEF and GERIATRIC 
DEPRESSION 



1. GRIEF



GRIEF: What is it?

The natural or “normal” emotional response 
that one feels due to loss of someone or 
something important 

Bereavement: refers to the loss of someone 
emotionally important, i.e. a loved one

Seniors experience high rates of bereavement 
(cited at 70% of older adults over a 2.5 yr period in 
1 study, Williams  et al 2007)

Spousal loss is very common but so too is loss of 
friends and other family members

Miller 2012



GRIEF: What does it look like?

Acute grief: initial response, often intense and 
disruptive. Lasts usually between 6-12 months

Integrated grief: permanent response after 
adapting to the loss, including regaining 
satisfaction with life

Bereavement→ Acute Grief →Integrated 

Grief  

= back to “normal”



Normal (Acute) Grief

Common symptoms of acute grief that are within normal limits 
within the first 6 to 12 months after the loss:
1. Recurrent, strong feelings of yearning, wanting very much to be reunited 
with the person who died; possibly even a wish to die in order to be with 
deceased loved one
2. Pangs of deep sadness or remorse, episodes of crying or sobbing, typically 
interspersed with periods of respite and even positive emotions
3. Steady stream of thoughts or images of deceased, may be vivid or even 
entail hallucinatory experiences of seeing or hearing deceased person
4. Struggle to accept the reality of the death, wishing to protest against it; 
there may be some feelings of bitterness or anger about the death
5. Somatic distress, eg, uncontrollable sighing, digestive symptoms, loss of 
appetite, dry mouth, feelings of hollowness, sleep disturbance, fatigue, 
exhaustion or weakness, restlessness, aimless activity, difficulty initiating or 
maintaining organized activities, and altered sensorium
6. Feeling disconnected from the world or other people, indifferent, not 
interested or irritable with others

Table 1, from Miller 2012



Symptoms of integrated grief that 
are within normal limits

1. Sense of having adjusted to the loss

2. Interest and sense of purpose, ability to function, 
and capacity for joy and satisfaction are restored

3. Feelings of emotional loneliness may persist

4. Feelings of sadness and longing tend to be in the 
background but still present

5. Thoughts and memories of the deceased person 
accessible and bittersweet but no longer dominate the 
mind

6. Occasional hallucinatory experiences of the 
deceased may occur

7. Surges of grief in response to calendar days
Table 1, from Miller 2012



Grief: How is it different from 
depression?

GRIEF

Predominent affect = 
feelings of emptiness & 
loss

Dysphoria expected to 
decrease in days-weeks, 
occurring in waves or 
“pangs of grief”, 
associated with thoughts 
of the deceased

DEPRESSION

Persistent depressed 
mood & inability to 
anticipate pleasure or 
happiness

Depressed mood is more 
persistent; not associated 
with specific thoughts or 
preoccupations

DSM V



Grief: How is it different from 
depression?

GRIEF

Painful feelings can be 
accompanied by positive 
emotions & humour

Thought content: 
preoccupation with 
thoughts and memories 
of the deceased

Self esteem preserved
If self derogatory 
thoughts, likely related 

to perceived failings 
towards deceased

DEPRESSION

Uncharacteristic of 
pervasive unhappiness of 
depression

Thought content: self 
critical or pessimistic 
ruminations

Feelings of worthlessness 
& self loathing

DSM V



Grief: How is it different from 
depression?

GRIEF

If thinking of death and 
dying, usually focused on 
deceased & “joining” 
them

DEPRESSION

Thoughts of death and 
dying related to ending 
one’s own life because of 
worthlessness, 
undeserving of life or 
unable to cope with pain 
of depression

DSM V



GRIEF: How do we treat?

Provide support

Most people get through it on their own and 
with the passage of time

Kubler-Ross’5 stages of grief:

Denial, anger, bargaining, depression, acceptance

Usually acute grief naturally evolves into 
integrated grief, where the bereaved reengages 
with everyday life and derives pleasure & 
interest (Shear et al 2013)

Grief counsellors and supports groups



GRIEF: What are some local 
resources?

BC Bereavement Helpline 
http://www.bcbereavementhelpline.com/

connects the public to grief support services within 
the province of BC. Free. 9am-5pm M-F

Greater Vancouver: 604-738-9950

Throughout BC: 1-877-779-2223

Lower Mainland Grief Recovery http://lmgr.ca/

Living Through Loss Counselling Society of BC 
http://www.ltlc.bc.ca/



…..but what happens when the normal grief 
process goes awry????? 



GRIEF → COMPLICATED GRIEF 

When the process of acute grief evolving into 
integrated grief is derailed

Acute grief symptoms continue, are severe and 
impairing

Can persists for years and decades

Characterized by: inability to accept death, intense 
yearning or avoidance, deep sadness, crying, somatic 
distress, social withdrawal and suicidal ideation

Affects ≈ 10-20% of grievers regardless of age, with 
more experiencing death of a loved one in late life

Distinct from depression and post-traumatic stress 
disorder, but may be co-morbid

Miller 2012, Shear 2013



COMPLICATED GRIEF (CG)

First proposed by Hartz 1986, with his seminal paper in 1997

For the first time included in the DSM V, under Conditions for 
Further Study, listed as Persistent Complex Bereavement 
Disorder

See review papers in the elderly: 

Miller, M. Complicated grief in late life. Dialogues in Clinical 
Neuroscience, Vol 14( 2) 195-202, 2012

Shear, MK, Ghesquiere A & Glickman, K. Bereavement and 
Complicated Grief. Current Psychiatry Reports, 15 (11):406, 
2013



DSM V Criteria for Persistent Complex 
Bereavement Disorder

A. The individual experienced the death of someone with 
whom he or she had a close relationship

B. Since the death, at least one of the following symptoms 
is experienced on more days than not and to a 
clinically significant degree and has persisted for at 
least 12 months after the death in the case of 
bereaved adults and 6 months for bereaved children:

1. Persistent yearning/longing for the deceased

2. Intense sorrow and emotional pain in response to 
the death

3. Preoccupation with the deceased

4. Preoccupation with the circumstances of the death



DSM V Criteria for Persistent Complex 
Bereavement Disorder
C.    Since the death at least six of the following symptoms are experienced on more days than not 

and to a clinically significant degree, & have persisted for at least 12 months after the death in 
the case of bereaved adults  & 6 months for bereaved children:
Reactive distress to the death
1. Marked difficulty accepting the death
2. Experiencing disbelief or emotional numbness over the loss
3. Difficulty with positive reminiscing about the deceased
4. Bitterness or anger related to the loss
5. Maladaptive appraisals about oneself in relation to the deceased or the death (e.g., self-
blame)
6. Excessive avoidance of reminders of the loss (e.g., avoidance of individuals, places or 
situations associated with the deceased)
Social identity disruption
7. A desire to die in order to be with the deceased
8. Difficulty trusting other individuals since the death
9. Feeling alone or detached from other individuals since the death
10. Feeling that life is meaningless or empty without the deceased, or the belief that one cannot 
function without the deceased
11. Confusion about one’s role in life or a diminished sense of one’s identity (e.g., feeling that a 
part of oneself died with the deceased)
12. Difficulty or reluctance to pursue interests since the loss or to plan for the future (e.g., 
friendships, activities)

DSM V



DSM V Criteria for Persistent Complex 
Bereavement Disorder

D. The disturbance causes clinically significant distress or 
impairment in social, occupational or other important 
areas of functioning

E. The bereavement reaction is out of proportion to or 
inconsistent with cultural religious, or age-appropriate 
norms

Specify if: With traumatic bereavement: Bereavement 
due to homicide or suicide with persistent distressing 
preoccupations regarding the traumatic nature of the 
death (often in response to loss reminders), including 
the deceased’s last moments, degree of suffering and 
mutilating injury, or the malicious or intentional nature 
of the death DSM V



Screening for Complicated Grief:

BRIEF GRIEF QUESTIONNAIRE

Copyright by Dr. Katherine Shear, MD

5 Questions

Respond NOT AT ALL (0) SOMEWHAT (1) A LOT (2)

Score > 5 suggests possible complicated bereavement

Then followed up with the INVENTORY OF COMPLICATED 
GRIEF (ICG), also developed by Shear 



Risk Factors for Complicated Grief

Female gender

Low education level

Older age

Low socioeconomic status

Low social support before and after the death

History of depression or anxiety disorders 
before the death

Past history of multiple trauma or loss

Possibly dysfunctional detachment
As summarized in Shear et al, 2013



2. GERIATRIC DEPRESSION



1. Burden of Geriatric Depression:

Importance of Treating





Burden of Depression: 

Depression in late life is a serious problem
Depression is the most common mental health 
problem in older adults
Prevalence of substantial depressive 
symptomology ranges between:

14.7 -20% in community dwellers
12 – 45% in hospital settings
up to 40% in long term care settings 

CCSMH



Burden of Depression: Con’t

Negative impact: patient life, family &community

Personal, social and economic costs
(e.g., health care costs ≈ 50% more for depressed vs nondepressed pts)

Increased morbidity and mortality

Associated with:     Functional decline

↑ Risk of medical illness, 

↓ Recovery from illness (e.g., 
stroke and rehab) 

Premature death 2° to suicide 
& other causes.

Associated with family stress

Can lead to placement 2° to functional decline



SUICIDE

High rates of suicide in seniors, m>>f

In Canada, about 1.3 seniors suicide daily

Elderly men have almost 2x rate of death by 
suicide as national average

Published numbers are thought to be 
underestimates 

as many older adults may end their lives by refusing 
food and/or needed medications, yet these deaths 
are typically not officially recorded as suicides. Still 
stigma to report.



2004 StatsCan Suicide Rates (per 
100,000)
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SUICIDE con’t
• The ratio of suicidal behaviour: deaths 

– for older adults is between 1-4:1

– for adolescents is between 200-300:1

• i.e. elderly have a much higher rate of success with each 
suicide attempt

• Means of suicide differ by age, gender, and 
location. Tend to be more lethal in elderly. 

– older men: hanging, firearms 

– older women: poisoning, hanging

• Detection of suicide risk in older adults is 
crucial; interventions can then follow.



2. Depression: What is it?



Major Depressive Episode

DIAGNOSTIC CRITERIA FOR DEPRESSION - DSM V 

A cluster of symptoms present on most days, most of the day, for at least 

2 weeks that must include either 

• Depressed mood

• Loss of interest or pleasure in normal, previously enjoyed activities

And 4 of the following symptoms:

• Decreased energy and increased fatigue

• Sleep disturbance

• Inappropriate feelings of guilt or worthlessness

• Diminished ability to think or concentrate

• Appetite change (i.e., usually loss of appetite in the elderly)

• Psychomotor agitation or retardation

• Suicidal ideation or recurrent thoughts of death



DSM IV-TR to DSM V 

Bearevement exclusion:

DSM IV-TR: 

could not diagnose depression if someone had 
experienced bereavement within the past two months

DSM V: 

You can! 



Types of Depression

In the elderly may see:

Adjustment Disorder with Depressed Mood

Dysthymic Disorder

Major Depressive Disorder: single episode/ recurrent; 
specifiers: severity, psychosis, chronic, seasonal, 
melancholic, catatonic, in partial remission

Depressive Disorder NOS; e.g. Minor Depressive Disorder

Substance – Induced Depression

Depression Due to a Medical Illness 

Bipolar Disorder – depressed

Anxiety Disorder with depressive features

Dementia with depression



Presentation of Depression in the 
Elderly

Can look somewhat different than depression in 
younger adults.

More likely to report poor appetite and 
decreased interest in sex compared to younger 
adults (vs, crying spells, sadness, feeling like a failure)

Irritability and withdrawal often more 
prominent than sad or depressed mood

May see preoccupation with bodily concerns



Geriatric Depression

Thus it is important to know what signs to look 
for, understand the risk factors for depression 
and have an appreciation of the screening and 
assessment process.

Fortunately there are treatments for geriatric 
depression! 



Video: Interactive, case-based DVD: Suicide Assessment 
& Prevention for Older Adults: Life Saving Tools for 

Health Care Providers

Video 1: http://www.ccsmh.ca/video/ch1-1.htm

2:15 – 3:28

Video 2: http://www.ccsmh.ca/video/ch1-1.htm

4:10 – 6:40 



3. Risk Factors 

and 

Screening



PREDISPOSING RISK FACTORS
to DEPRESSION

Female

Widowed or divorced

Previous depression history

Brain changes due to vascular problems (including stroke and 
dementia), as well as Parkinson’s 

Major physical or chronic disabling illnesses (including recurrent 
or prolonged hospitalization)

Medications or polypharmacy

Excessive alcohol use

Social disadvantage & low social support

Caregiver for person with a major disease (e.g.,

dementia)

Personality type (e.g., dependent)

National Guidelines for Seniors Mental Health: Part 2: 2.1.1



PRECIPITATING RISK FACTORS to 
DEPRESSION 

Recent bereavement

Move away from home (e.g., to nursing home)

Adverse life events (e.g., losses, separation, financial 
crisis)

Chronic stress with declining health, family or marital 
problems

Recent major physical illness

Social isolation

Persistent sleep difficulties

National Guidelines for Seniors Mental Health: Part 2: 
2.1.1



Signs and symptoms to look for :

Persistent sleep disturbances

Significant somatic concerns or recent onset 
anxiety

Refusal to eat or neglect care

Persistent memory troubles

…especially in the face of risk factors mentioned 
above, warrant screening



SIG E CAPS
S Sleep is disturbed

I Interest is decreased

G Guilt (feelings of guilt or regret)

E Energy is less than usual

C Concentration is poor

A Appetite is disturbed

P Psychomotor agitation or retardation

S Suicidal ideation, including passive wish to die



Video

Video 3: http://www.ccsmh.ca/video/ch1-2.htm

0:00 – 1:29

Video 4: http://www.ccsmh.ca/video/ch1-2.htm

2:50 – 3:20

Video 5: http://www.ccsmh.ca/video/ch1-2.htm

7:15 – 8:23



Screening Tools for Depression

Without significant cognitive impairment in general 
medical or geriatric settings include: 
• Geriatric Depression Scale (GDS)

Moderate to severe cognitive impairment: 
• Cornell Scale for Depression in Dementia

CCSMH



Geriatric Depression Scale (GDS)

Choose the best answer for how you have 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 new things? YES / NO 

10. Do you feel 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 pretty 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

Answers in bold indicate depression. Although differing sensitivities and specificities have been obtained across studies, for 
clinical purposes a score > 5 points is suggestive of depression and should warrant a follow-up interview. Scores > 10 are almost 
always depression.

http://www.stanford.edu/~yesavage/GDS.html



4. FURTHER ASSESSMENT 

OF DEPRESSION



FURTHER ASSESSMENT of DEPRESSION

After a positive screen, complete a full biopsychosocial 
assessment including:
� Review diagnostic criteria (DSM V)
� Estimate severity, including catatonia or psychosis
� Suicide risk assessment
� Personal and family history of depression
� Review medications and substance use
� Review current stressors and life situation
� Level of functioning +/- disability
� Support: family situation, social support, personal strengths
� Mental status exam including assmt of cognitive functioning

Do a physical examination and laboratory 
investigations
� To r/o a medical problem that could be contributing to 

depressive symptom; e.g., thyroid, B12, Hb

CCSMH





Challenges to the diagnosis of 
depression in the elderly

Communication problems (e.g., hearing and vision)

Dementia/cognitive impairment (e.g. reporting accuracy)

Normalization of depressive symptoms (by patient & doctor!), 
mistaking them as part of aging process (e.g. ↓ energy, 
↓↑sleep, preoccupa;on with health): ageism & lack of 
understanding of depression. 

Stigma to report in elderly. Reluctance to seek medical help.

Low specificity of some symptoms of depression; i.e., they can 
be associated with & mistaken as due to other medical diseases 

Occurrence of depression in dementia, stroke & Parkinson’s

Sx of dementia (e.g. withdrawal from interests and apathy) may 
be mistaken for depression 

→RESULT: under diagnosis or misdiagnosis depression



Suicide Assessment & Prevention 
for Older Adults: Warning Signs

Q: What are the warning signs 
that someone is at risk for 
suicide?



Remember “IS  PATH  WARM?”

I Ideation

S Substance Use

P Purposelessness

A Anxiety/Agitation

T Trapped

H Hopelessness/Helplessness

W Withdrawal

A Anger

R Recklessness

M Mood Changes

From the American Association of Suicidology (AAS) website 
(www.suicidology.org).

Suicide Assessment & Prevention 
for Older Adults: Warning Signs



SUICIDE RISK FACTORS (CCSMH)



Video

Video 6: http://www.ccsmh.ca/video/ch1-3.htm

0:00 – 2:16

Video 7: http://www.ccsmh.ca/video/ch1-4.htm

0:00 – 1:05

Video 8: http://www.ccsmh.ca/video/ch1-4.htm

1:49 –2:38



Suicide Assessment & Prevention 
for Older Adults: Resiliency Factors

Q: What are some of the resiliency 
(protective) factors?



Suicide Assessment & Prevention 
for Older Adults: Resiliency Factors

1. Sense of meaning and purpose in life.

2. Sense of hope or optimism.

3. Religious (or spiritual) practice.

4. Active social networks and support from family 
and friends.

5. Good health care practices.

6. Positive help-seeking behaviours.

7. Engagement in activities of personal interest.



Approach to Suicidal Assessment

Identify suicidal risk factors

Assess suicidal risk on a regular basis. 

Ask patient directly about their suicidal ideation, 
both passive and active, their suicide intent and 
suicide plan. 

Good rapport of the therapeutic relationship along 
with empathy will help patient report honestly. Use 
collateral sources.

If severe suicidal ideation +/- plan, 
hospitalization may be needed



Video

Video 9: http://www.ccsmh.ca/video/ch1-5.htm

0:00 –3:30



Geriatric Depression - Debunking 
Myths

Take home message: 

Depression is not part of the aging process

On its own depression does not necessarily remit

Depression in older adults is treatable

Treatment results in functional, health and social 
improvements

Treatment can help to prevent suicide 





5. TREATMENT of Geriatric 
Depression



TREATMENT of Geriatric 
Depression

1. Pharmacological 

2. Nonpharmacological

1. Neurostimulation

2. Psychotherapy

3. Other modalities



1. Pharmacological Treatment of 
Geriatric Depression





Pharmacological Treatment of Geriatric 
Depression: Basic Principles 

Older adults respond to antidepressant (AD) 
medication at a similar rate as younger adults

Older adults with medical comorbidities /serious illness 
respond to AD with similar efficacy as healthy elderly

AD is protective for suicide in the elderly (Barbui et al CMAJ 2009)

Treat comorbid psychiatric disorders (especially 
substance abuse and generalized anxiety disorders)

Treat other medical conditions that can be presenting 
as depression or worsening depression.



Pharmacological Treatment of Geriatric 

Depression: Basic Principles

Choose an AD with lowest risk of drug-drug 
interactions.

e.g., escitalopram, citalopram, sertraline, 
mirtazapine, bupropion, venlafaxine, duloxetine

Choose an AD with best side effect profile. 

e.g., ↓ an;cholinergic proper;es, shorter half life, 
safer in overdose, ↓ poten;al for cardiac problems

Monitor for side effects.



For example, in the elderly, avoid:

Paxil (anticholinergic, drug-drug interactions)

Prozac (long half life, risk of drug interactions) 

Trycyclics (toxic in overdose, potential cardiac 
effects, tolerability: anticholinergic)



For example in the elderly,

If on SSRIS, monitor for:
risk of hyponatremia: check sodium levels after 

one month, especially if on other meds that can ↓ 
NA (e.g., diuretics). 

If symptoms of hyponatremia develop (e.g., fatigue, 
malaise and delirium), monitor NA.

If using TCAs (not first line) monitor for:
cardiac symptoms, postural hypotension, 
anticholinegic side effects and blood levels. 

If conduction abnormalities on ECG or postural 
hypotension, avoid and stop using.



Pharmacological Treatment: 

Dosing and Follow Up 

Start elderly adults on antidepressants at half the 
starting dose for younger adults

Titrate up to an average dose within 1 month on the 
medication

Have regular visits to monitor for side effects, assess 
response, to titrate the dose and assess suicidality. 

Ensure adequate therapeutic trial before switching or 
combining AD, unless intolerable. May need to go up 
to high dose like in younger adult.



Treat for How Long?

Older adults in remission of their first episode 
should be treated for a minimum of one year 
and up to 2 years from time of improvement 

For those with recurrent episodes, indefinite 
treatment is recommended

The goal of treatment is now not only remission 
(defined as >50% improvement in symptoms), 
but full functional recovery



Principles of Management: Phases of 
Treatment for MDD

From Patten et al., 2009, S11



Choices of Antidepressants

SSRIs - Selective Serotonin Reuptake Inhibitors 
SNRIs – Serotonin & Norepinephrine Reuptake 
Inhibitors 
NaSSA - Noradrenergic & Specific Serotonergic 
Antidepressant
NDRI - Norepinephrine & Dopamine Reuptake 
Inhibitor
TCAs - Tricyclic antidepressants 
MOAIs - Monoamine Oxidase Inhibitors
SARIs - Serotonin Antagonist/Reuptake 
Inhibitors



Choices of Antidepressants: Which 
One?



Choosing an Antidepressant

CCSMH (2006) and Alexopoulos et al  (2001)  
provide treatment guidelines for geriatric 
depression. 

These suggest  SSRIs such as citalopram, 
escitalopram, sertraline, and SNRIs such as                 
venlafaxine and now duloxetine as first line 
treaments. 

They also suggest mirtazapine (NaSSA) and 
bupropion (NDRI) 

Consider side effect profile, tolerability and 
efficacy



Commonly-used Antidepressant Medications-

National Guidelines for Seniors Mental Health: Part 5 (CCSMH)

Generic Name Trade Name
Starting dose

mg/day

Average

Dose

Maximum 
recommended dose 

(CPS)
Comments/Caution

SSRI

Citalopram Celexa 10 20-40 40 mg

Escitalopram Cipralex 5 10-20 20 mg

Sertraline Zoloft 25 50-150 200 mg

Other Agents

Buproprion Wellbutrin 100 100 BID 150 mg BID
May cause seizures

Mirtazapine Remeron 15 30-45 45 mg

Moclobemide Manerix 150 150-300 BID 300 mg BID Do not combine with MAO-B
inhibitors or Tricyclics

Venlafaxine

Duloxetine (not in 
CCSMH)

Effexor

Cymbalta

37.5

30 

75-225

30-60

*375 mg

60 mg (depression), 
60-120 mg (pain)

*For severe depression; May
increase blood pressure

Tricyclic Antidepressants

Desipramine Norpramin 10-25 50-150 300 mg

Anticholinergic properties
cardiovascular side-effects; 
Monitor blood levels

Nortriptyline Aventyl 10-25 40-100 200 mg

Anticholinergic properties;
cardiovascular side-effects;
Monitor blood levels  



Approach to Medication Choices

Aim for one effective antidepressant 

If one doesn’t work, try another one

If partial response, then consider adding on a 
second antidepressant from another class

For ongoing partial response or treatment 
resistance consider adding on a 
nonantidepressant, such as :

Lithium

Thyroid hormone (Cytomel)

Psychostimulants

Atypical antipsychotic



Choice of Antidepressant

Recent meta-analysis by Kok et al (2012) analyzed 51 
double blind RCTs of antidepressants for acute tx of 
depression in the elderly 

Results-

All classes (TCA, SSRI, other) more effective than placebo
(statistically significant) in achieving response

Pooled data for the classes showed a statistically significant 
difference from placebo in achieving remission.

No dif in response or remission rates between classes

TCA = SSRI in response efficacy for more severely depressed

NNT = 14.4 for remission AD vs placebo (95% CI 8.3–50)

NNT = 6.7 for response (95% CI 4.8–10)



Take home message:

Antidepressants are effective in treating depression in 
the elderly

There are no substantial efficacy differences between 
different classes of antidepressants

Suggests what guides antidepressant choice is usually 
individual and drug class based: 

side effect profile/adverse events, tolerability, previous 
response, patient preference, minimizing drug-drug 
interactions, comorbid medical conditions

This favours many of the newer medications that tend to 
offer better side effect profiles and tolerability. 



Pharmacological Treatment
for Geriatric Depression

TCAs: not a first line treatment because of 

possible cardiac complications (e.g, conduction Δs)

anticholinergic and antihistaminic side effects

high toxicity in overdose

rarely used in seniors: risk of ↑confusion, blurry 
vision, constipation, urinary retention, falls, and 
effect cardiovascularly

MAOIs: generally avoided in the elderly 

concern of a hypertensive crisis 2° diet of tyramine 
rich foods or intake of medication metabolized by 
MAO



Pharmacological Treatment

SSRIs: 
As a class, likely the most preferred as good side 
effect profile

No anti-alpha-1-adrenergic, antihistaminic and 
anticholinergic  s/e except paroxetine

minimal cardiovascular toxicity, with SSRI overdoses 
being less dangerous

However, still have side effects with most 
common including: 

nausea, anxiety, anorexia, diarrhea, dizziness, 
nervousness, headache, insomnia, decreased libido, 
sexual function impairment; hyponatremia greater in 
elderly than young adults → therefore monitor



Pharmacological Treatment

Recent US Food and Drug Administration and 
Health Canada Warning about Citalopram
(2011): 

potential to affect cardiac conduction, more likely 
to become dangerous at doses > 20 mg/d in the 
elderly (or 40 mg/d in the younger adult)

Canada put out the same warning for 
escitalopram:

for doses > 10 mg/day in the elderly.



Pharmacological Treatment

SNRIs: side effect profile comparable to SSRIs. 
Recommended in guidelines.

Advs: 

duloxetine also treats pain; duo receptor action for 5HT 
and NE

Disadv: 

discontinuation syndrome with sudden cessation.

Desvenlafaxine only medication in this group that hasn’t 
been studied in the elderly. 



Pharmacological Treatment

NaSSA

Mirtazapine has a favourable side effect profile: sedation, 
appetite stimulation, no nausea. Works well for anxiety as 
well.

NDRI

Wellbutrin typically is nonsedating, has minimal effects on 
weight gain or sexual function, and has no anticholinergic 
side effect

Seizures were a concern although its seizure induction rate 
is now considered to be acceptingly low for people without 
a history of seizures.

Dosage and dosing schedule help minimize the seizure risk 



Pharmacological Treatment: 
ADD ON MEDICATION 

When there is partial response to antidepressants 
or treatment resistant depressant, consider:

Lithium

Thyroid hormone

Psychostimulants

Atypical antipsychotics: Aripiprazole (Sheffrin, 2009, 

Steffens et al, 2011), Risperidone (Alexopoulos GS, et al., 2008), 
Quetiapine



Atypical Antipsychotics in the Elderly 
for Depression?

Risks and side effects include:

Extrapyramidal symptoms, tardive dyskinesia

Falls

Sedation, mental confusion

Weight gain, dyslipidemia, diabetes and metabolic 
syndrome

Neuroleptic malignant syndrome, serotonergic syndrome

Anticholinergic side effects: constipation and urinary 
retention (particularly with olanzapine or clozapine)

See Chahine, LM et al for a review of safety of antipsychotic use 
in the elderly.Harv Rev Psychiatry, May/June 2010, 158-172



Atypical Antipsychotics in the Elderly 
for Depression?

Black box warning:

Related to the use of atypical antipsychotics (AAP) 
and elderly mortality in individuals with dementia

Relative risk of death 1.7, with most deaths due to 
cardiovascular events or infection

4.5 % incidence of mortality vs 2.6% with placebo 

Extends to typical antipsychotics 

? due to prolongation of QT interval, increased risk 
of aspiration, increased risk of thrombosis, 
thromboembolism, risk of falls

(Singh et al., 2005, Schneider et al., 2005, Wang et al., 2005; Chahine et al. 2010)





2. Neurostimulation



2. Neurostimulation

ECT 

TMS





1. Electroconvulsive Therapy (ECT)

Delivery of electrical currents through the brain 
to induce a seizure

Indications: Treatment of Depression

Severe depression e.g., psychotic depression, high 
suicide risk, refusal to eat

Treatment refractory depression

Severe mania

Catatonia

Older adults unable to tolerate medications

Patient preference (e.g. no wants meds)

Fast response





1. Electroconvulsive Therapy (ECT)

Fast-acting and effective tx

70 to  >80% response rates in the elderly (Seiner & Burke, 2008)

Improvement can be long lasting or require 
maintenance treatment

Safe and generally well tolerated

Relative contraindications: recent MI, uncontrolled 
bloodpresure, elevated intracranial pressure (still do 
ECT just will need cardio monitoring, etc).

Side effects: 
Transient mild retrograde (and possibly anterograde) 
amnesia from time of tx that usually clears up

On the day of ECT, possibly nausea, vomiting, headache, jaw 
pain, muscle ache or muscle spasms, a bit of confusion.

Potential problems with anaesthetic (e.g., BP).



1. Electroconvulsive Therapy (ECT)

In the elderly there are higher rates of psychotic 
depression, failure to thrive with limited to no 
PO intake, and more problems and limitations 
to taking medicine that make ECT such a 
valuable tool.

Note that newer anesthetics are largely 
responsible for the improvements in tolerability 
of ECT, as they have fast on and offset, with 
much fewer side effects





2. Neurostimulation: 
repetitive Transmagnetic Stimulation 

(rTMS)
What it is?

An electromagnetic coil placed on the scalp, near 
the forehead over left dorsolateral prefrontal cortex 
(area thought to control mood)

Treated to this area with several trains of magnetic 
pulses which produces electrical stimulation within 
the brain without triggering a seizure. 

The patient is fully conscious (no anesthetic)

Treatment typically lasts around 30 minutes, 
administered daily (excluding weekends) for 20 -30 
days. 



TMS



2. Neurostimulation: 
repetitive Transmagnetic Stimulation 

(rTMS)

What is it for? 

Treatment of mild to moderate depression

When medications aren’t helping

When cannot tolerate medications

Also may be used for a variety of other conditions:

migraine, neuropathic pain, epilepsy, Parkinson's disease



2. Neurostimulation: 
repetitive Transmagnetic Stimulation 

(rTMS)

Does it work as a treatment for depression in 
the elderly?

Review paper by Jorge et al, 2012 suggests yes!

However, there is some mixed data and further 
studies are needed. One study showed 39% 
response and 27% remission vs 6.9% and 3.5% for 
sham. (Bottino et al, 2012 for review)



2. Neurostimulation: repetitive 
Transmagnetic Stimulation (rTMS)

Common side effects:

Headache 

Scalp discomfort at the site of stimulation 

Tingling,  twitching of facial muscles 

Lightheadedness 

Discomfort from noise during treatment 

Less common side effects:

Seizures 

Mania, esp bipolar disorder patients 

Hearing loss 2 due to inadequate ear protection during 
treatment 



3. Psychotherapies



3. Psychotherapies: Types

Cognitive Behavioural Therapy (CBT)

Interpersonal Psychotherapy (IPT)

Mindfulness Based Cognitive Therapy (MBCT)



1. Cognitive Behavioural Therapy (CBT)

CBT is based on belief that maladaptive distorted

automatic thinking patterns maintain depressed

affect

Identify troubling situations or conditions in 
your life. 

Become aware of your thoughts, emotions and 
beliefs about these situations or conditions.

Identify negative or inaccurate thinking. 

Challenge negative or inaccurate thinking. 

Short term therapy usually 10-20 sessions



1. Cognitive Behavioural Therapy (CBT)

Some of the concepts of CBT include:

1. Effects of thoughts and actions on emotions

2. Strategies for defining long range goals and for 
changing goals in a step-by-step plan for action

3. Techniques for ↑ one’s ability to cope with stress

4. Relationship between social life and mood and ways 
to improve social life and social support

5. Common traps that impede recovery from 
depressions and anxiety

6. Strategies for discovering and altering negative 
thinking 

7. Developing a plan for set backs



CBT

Many RCTs since 1970s showing support for 
acute and maintenance tx, > effective than 
medication for mild-moderate depression; 
relapse prevention



CBT

Evidence suggests combination therapy: CBT 
plus medication may lead to benefit in achieving 
remission (Meta-analysis of 20 studies; Friedman et al 2004)

Evidence that effect of CBT is long term

More evidence emerging that sequential 
approach to treatment might be best: 

pharmacotherapy and psychotherapy in the acute phase → 
led to modest improvement

sequential strategy of pharmacotherapy in the acute phase 
and cognitive therapy for residual symptoms was beneficial 
in preventing relapse and recurrence. (Oestergaard et al, 2011)



CBT

2009 Cochrane review (Wilson et al) on 
psychotherapeutic tx for older depressed people

Included RCTs classified into CBT, IPT, 
psychodynamic therapy or supportive.

Paucity of studies, limited sample sizes.

Found 9 trials involving CBT or psychodynamic. 
7 RCT - CBT were compared to placebo. Found: based 
on 5 trials, CBT was superior to wait list control. 

No studies comparing psychodynamic to controls.

2 studies comparing CBT to psychodynamic therapy 
with no difference. 

This reconfirms effectiveness of CBT and highlights 
how we really don’t know how it compares in 
effectiveness to other psychotherapies



2. Interpersonal Psychotherapy (IPT)

Focus on 1 if 4 areas: role transition, interpersonal 
role disputes, grief, interpersonal deficit; adapted 
to special popns.

Level 1 evidence for acute tx and level 2 for 
maintenance tx (Canmat guidelines for depression, 
younger adults)





2. Mindfulness Based CognitiveTherapy

Incorporates elements of CBT with mindfulness 
stress reduction in 8 -2hr sessions

Mindful practices have their origin in Bhuddism

Mindfulness involves: “the awareness that 
emerges through paying attention on purpose, 
in the present moment, and nonjudgmentally to 
things as they are.”

Sipe et al, 2012



2. Mindfulness Based 
CognitiveTherapy

Early sessions focus on instruction of meditation practices, such 
as body scans, sitting and walking meditation, mindful 
movement and 3 min breathing practices; focus on awareness of 
breathing and body sensations

Later session focus on “expanding mindful awareness to mental 
events, including thoughts and emotions that may previously 
have been avoided.” Homework is an important aspect of 
treatment, encouraged to spend 45 minutes daily practicing 
mindfulness activities

Incorporates aspects of cognitive therapy and psychoeducation 
about depression: “People learn that attempting to resist or 
avoid unwanted thoughts or feelings may actually intensify 
distress and perpetuate depression, rather than help resolve it”

Sipe et al, 2012, p.64



2. Mindfulness Based 
CognitiveTherapy

MBCT puts little emphasis on changing or 
altering thought content

Instead,  by focusing on one’s awareness of 
their relationship to their thoughts and feelings, 
metacognitive awareness is increased



2. Mindfulness Based CT vs CBT

MBCT
Thought process focused

Promotes new way of being 
with painful affect and 
challengingcircumstances

Distinguishing thoughts as 
thoughts (versus statements 
of fact)

Noticing and allowing 
thoughts and feelings without 
fixing, changing, or avoiding

Behavioural interventions 
focused on developing 
present moment awareness

Therapist embodies approach
Table 1, Sipe et al, 2012

CBT
Thought content focused

Promotes new way of looking 
at painful affect and 
challenging circumstances

Distinguishing dysfunctional 
and negative thoughts from 
healthy thoughts

Testing and challenging 
dysfunctional beliefs and 
inventing new interpretations

Behavioural interventions 
focused on reinforcing more 
adaptive responses

Therapist instructs and 
coaches



MBCT

Initially developed for relapse prevention of depression
Several studies support lower relapse rates (30-38% with 
MBCT vs ≈ 60-68% on treatment as usual.

However, no control arm in many studies. 

Antidepressant added as a control arm, with MBCT showing 
similar relapse rates to medication, yet in the MBCT group: 
higher quality of life, lower residual depressive sx, and pts 
went off medication

Acute tx of depression with MBCT
shows positive results 

Pilot studies for treatment resistant depression

Used in many other areas: suicide, bipolar and anxiety 
(…and nonpsychiatric such as children in classrooms).





4. Other treatments

Exercise

Meditation

Yoga

and I will add socialization!



WHERE TO REFER?

BC Crisis Center 

Help Line 1-800-784-2433 or 1-800-SUICIDE

Seniors Distress Line: 604-872-1234

310Mental Health Support 310-6789 (no area code)

Lines are 24/7/365

Vancouver Older Adult Mental Health & Addictions 
Central Intake, Vancouver Coastal: 604-709-6785
Accepts calls from patients, friends/family, physicians 

Vancouver Mental Health Emergency Services: 604-

874-7307

Note: each health area within VCH has respective 
numbers for Older Adult Mental Health and MHES





IV SUMMARY

Transition is a part of aging, however many transitions in seniors involve loss
Grief is a normal reaction to loss which usually remits within 6-12 months 
typically. Support can  be helpful. Complicated grief is prolonged active grief
Depression, conversely to grief, is a pathological clinical entity that carries a 
significant burden of suffering and requires treatment, in order to alleviate 
symptoms and return the person to their baseline as well as prevent further 
decline and minimize risk of suicide.
In order to identify seniors who’d benefit from treatment, it is important to 
be able to identify who they are. Knowledge of risk factors, signs and 
symptoms to watch out for and screening tools are important here.
There are many effective modalities for treating depression including 
pharmacotherapy, neurostimulation techniques & psychotherapy.
Within each modality of treatment, there are many effective choices. 
Treatment selection will depend on a number of factors that are largely 
patient related with the goal of minimizing any adverse events or side effects 
and increasing tolerability, while maintaining efficacy.
Throughout treatment regular follow up is important.
Knowledge of local community resources and places to refer to is helpful in  
providing the best possible support and care to our senior patients. 
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Also, thank-you to Martha Donnelly for some slides



THANK-YOU FOR YOUR 
ATTENTION!!!!




