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Getting the measure of
depression in old age
John P. Wattis
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Measuring outcome for depression in old people

Introduction

Depression is a disabling and sometimes fatal illness in old people. Those who
suffer from it report that severe depression changes life completely. It affects
behaviour, relationships, emotions, motivation, thinking, sleep and other
somatic functions. The person who could mix well socially suddenly becomes
isolated and reclusive. Everything is too much trouble. Personal appearance is
neglected and the capacity for enjoyment is attenuated or disappears.
Appetite is down, food is not enjoyed and weight is lost. Often sleep is
disrupted and waking early in the morning may be compounded by diurnal
variation of mood. Severe depression reduces motivation and slows mind and
body. Often it distorts thinking and even memories, resulting in pre-
occupation with negative themes such as poor physical health, guilt, self-
reproach and unworthiness. Agitation sometimes complicates depression
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and may paralyse the patient's capacity to make decisions or manifest itself in
constant seeking for comfort and reassurance. Weepiness is more common in
women than men but is often reported indirectly by friends, relatives and
carers since the patient may feel she has to conceal her true feelings from
strangers. Depression may be fatal indirectly through its interaction with
physical illness or directly as a cause of suicide.

Suicide rates for men are higher than for women in a variety of cultural set-
tings and in all age groups. Male suicide rates show two peaks: one in young
adulthood and one in old age (Snowdon 1997). The rate in young men has
been rising markedly in some cultures but in most settings the peak for old
men remains higher. Young male rates in a recent study in the UK from an
inner city environment have shown a young male suicide rate higher than that
for older men (Neeleman et al. 1997).

Apart from its impact on individuals and their families, depression also has
a major impact on the health and social services. Depression is associated with
increased mortality (Murphy et al. 1988, Pulska et al. 1999) and depression is
more common amongst elderly acute medical inpatients (Burn et al. 1993),
among disabled isolated elders (Prince et al. 1997b) and in residential settings
(Mann et al. 1984). It contributes to morbidity, mortality and increased usage
of non-psychiatric medical services (Beekman et al. 1997). Depression may
become more prevalent with increasing age, probably because of an associa-
tion with disabling and handicapping physical conditions (Roberts et al. 1997).
Perhaps partly because of this, it is much more likely to lead to the need for
inpatient care. Factors which may contribute to the relatively high hospital-
ization rate for depression in old age may be summarized as follows:

• factors related to the severity of the depression - including problems in
early diagnosis and treatment;

• suicide risk;
• living alone - 31% men and 58% women over 75 years live alone;
• loneliness;
• associated physical illness and disability; and
• association with cognitive impairment in some.

People with depression tend to be heavy consumers not only of inpatient psy-
chiatric facilities but also of inpatient general hospital beds and, in the com-
munity of mental health, primary care and social services. No detailed
analysis has been made of the economic impact of depression in old age. One
comparative study found that dementia was the most expensive disorder per
sufferer in terms of services used but that those with depression were also
high users of health services. Despite presenting to health services (often 'in
disguise'!) most depression remains untreated. The most significant predic-
tors of service cost in a multivariate analysis were living alone, being physi-
cally ill, depression, dementia and increasing age (Livingston et al. 1997).
Depression stands out as a treatable but relatively untreated condition leading
to high consumption of health resources.

In this chapter the prevalence of depression in old age and its associations
with other diagnoses, disabilities, handicaps and social factors is considered.
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Depressive disorder is essentially treatable but under-diagnosed and under-
treated in many different settings (Baldwin 1988, Koenig et al. 1988, Murphy
et al. 1988, Green et al. 1994, Snowdon et al. 1996) and its higher prevalence in
particular groups makes people in those groups ideal candidates for early
detection and intervention. We will also therefore briefly consider instruments
used for screening, diagnosing and measuring outcome in depression.

Classification and definitions

The major international system for classifying diseases (ICD-10 - World
Health Organization 1992) groups all mood disorders together under seven
main categories as follows:

• F30 - manic episode;
• F31 - bipolar affective disorder (includes recurrent mania);
• F32 - depressive episode;
• F33 - recurrent depressive disorder;
• F34 - persistent mood disorder;
• F38 - other mood disorder; and
• F39 - unspecified mood disorder.

Each category is subdivided according to severity (mild, moderate or severe)
and the presence or absence of psychotic symptoms. There are also coding
provisions to record the presence or absence of 'somatic' symptoms (anhedo-
nia, mood worse in the morning and early morning waking). This generates
up to 30 different categories for depression, though in practice some are more
common than others.

Unfortunately, the need for consistency in diagnosis can generate very
complicated rules. For example a diagnosis of depressive episode rests on the
following:

(a) The syndrome must be present for at least 2 weeks, there must be no
history of mania and the depression must not be attributable to organic
disease or psychoactive substances (the difficulty of this will become
evident when we examine associations with physical illness in more
detail).

(b) At least two of the following three symptoms must be present:
(1) Depressed mood to a degree that is definitely abnormal for the

individual, present for most of the day and for almost every day, and
largely uninfluenced by circumstances.

(2) Loss of interest or pleasure in activities that are normally pleasurable
(3) Decreased energy or increased fatiguability

(c) At least four of the following symptoms:
(1) Loss of confidence or self-esteem.
(2) Unreasonable self-reproach or excessive and inappropriate guilt.
(3) Recurrent thoughts of death or suicide; suicidal behaviour.
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(4) Complaints or evidence of diminished ability to think or concentrate,
such as indecisiveness or vacillation.

(5) Change in psychomotor activity with agitation or retardation (either
subjective or objective).

(6) Sleep disturbance.
(7) Change in appetite.

To be classified as moderate, at least six of the symptoms under section (c) must
be present and to meet the criteria for severe depression all three from section (b)
and at least five from section (c) (at least eight symptoms from (b) and (c) in total).
Depressive episodes (F32), whether or not occurring in the context of recurrent
depressive disorder (F33), are perhaps our main concern in this volume. How-
ever, dysthymia (F34.1) is also important. It describes people whose outlook is
persistently depressed but whose depression is not sufficiently severe or acute
in onset to be described as a depressive episode. Anxiety symptoms are often
prominent. The relationship between dysthymia and depressive disorder is
not exclusive. Dysthymia may follow or complicate a depressive episode and
it is not always clear that they represent different conditions either in terms of
causation or treatment.

Epidemiologists and others who research into the relationships between depres-
sion and other conditions in old age often must resort to less complicated defini-
tions. The main diagnostic classifications (and the rating scales developed from
them) have largely been developed in relation to younger adult patients and may
not always be applicable to older adults (Weiss et al 1986). In addition epidemiol-
ogists have to employ case-finding instruments which may be mapped on to diag-
nostic systems but may employ variable definitions of 'caseness'. Pervasive
depression has been used as a term to define a level of caseness that defines depres-
sion of a type and severity likely to warrant medical or psychological intervention.
Depression in epidemiological studies is diagnosed using instruments such as the
Geriatric Mental State (GMS) (Copeland et al. 1976) examination or the Compre-
hensive Assessment and Replacement Evaluation (Short-CARE) (Gurland et al.
1984) schedule. Sometimes self-assessment measures such as the Geriatric
Depression Scale (GDS) (Herrmann et al. 1996), the Brief Assessment Schedule for
Depression in the Elderly-Cards (BASDEC) (Adshead et al 1992) or the Hospital
Anxiety and Depression (HAD) (Zigmond and Snaith 1983, Kenn et al. 1987, Wat-
tis et al. 1994 a, b) scale are used. The correspondence between the categories pro-
duced by these latter scales and the more rigorous categories of the ICD-10 (World
Health Organization 1992) and the American Diagnostic and Statistical Manual
(DSM-IV) (American Psychiatric Association 1994), is at times sketchy but even
the simplest self-assessment scales like the HAD measure something that can
properly be described as depression and that responds to treatment.

Prevalence of depression in older people

Here we need to distinguish carefully between overall prevalence and the
prevalence of depression in subgroups who for one reason or another are
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at higher risk of developing or continuing to suffer from depressed mood.
For example, a large-scale epidemiological study using the GMS
(Saunders et al. 1991) has shown that having ever been a heavy drinker
(for a period of at least 5 years) increases the relative risk of depression in
old age fourfold. These associations are often complicated and difficult to
tease out. Overall, pervasive depression probably affects around 12 or 13%
at any one time (past month 'point' prevalence) (Gurland 1976), but only
about 2-3% older people have a depression that would meet the categoric
criteria for depressive episode. There has long been conflict of opinion about
whether depression is more or less common with increasing age. A recent
study showed that prevalence of depression increased over the age of 80
years but that this was mostly associated with chronic health problems
and functional impairment rather than a direct effect of ageing (Roberts et
al. 1997) We will now examine the prevalence of depression in different
settings, in different ethnic groups, the effect of depression upon
mortality, and in association with different illnesses, social factors,
disability and handicap.

Depression in different settings

In residential homes (Mann et al. 1984) and hospitals (Burn et al. 1993) depres-
sion is two or three times more common than in the community. An Italian
study shows a very high prevalence of 20% 'major' depression, 4% dysthymic
disorders and 13% 'atypical' depression in a geriatric day hospital where there
was no distinct old age psychiatry service (Turrina et al. 1992). A UK study,
using the GMS, of people in receipt of Home Care services found the preva-
lence of depression to be 26%, half of it severe and often not recognized
(Banerjee 1993). A follow-up study of older medical inpatients showed that,
when physical illness was controlled for, those who were depressed before
discharge saw physicians more frequently, were more often hospitalized and
more often needed nursing home care than controls without depression
(Koenig and Kuchibhatla 1999).

Depression, culture and ethnicity

There have been few studies of the symptomatology, prevalence or out-
come of depression by race. One relatively large-scale study suggests there
is at least little difference in symptomatology between African-Americans
and non-African-Americans (Blazer et al. 1998). A European study using
the same case-finding methods in a number of different countries found a
wide variation in prevalence from 9% in Iceland to 24% in Munich. The
difference was even marked between two UK cities, London (17%) and
Liverpool (10%) (Copeland et al. 1999). Explanations for these differences
are only speculative at present.
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Overall, point prevalence of depressed mood (mostly DSM-III dysthymia) did
not predict mortality amongst the elderly in the community when other fac-
tors such as high age, gender, smoking, disability, somatic illnesses and num-
ber of medications taken was controlled for (Pulska et al. 1997). However,
depression persisting over 5 years was associated with increased mortality
(Pulska et al. 1999). Also, given the associations between heart disease and
cancer and depression discussed later, there remains a question as to how log-
ical it is to control for physical illness which is itself associated with disability
and depression. Another, hospital study, reported later (Herrmann et al. 1998)
does show an association between depressed mood (measured dimensionally
using the HAD) and increased mortality.

Depression and physical illness

One carefully controlled large-scale (n = 1286) study with a 4-year follow up
has recently shown that older people who report depressive symptoms are at
higher risk of subsequent physical decline in simple tests of motor function
(odds ratio 1.55; 95% CI 1.02-2.34) (Penninx et al. 1998b). For medical inpa-
tients (n = 454), high depression scores on the HAD were associated with mor-
tality at 22 months (multivariate odds ratio 1.9; 95% CI 1.2-3.1, p < 0.01)
(Herrmann et al. 1998). Another study of outcome for depressed hospitalized
patients with physical disability showed that, on average 47 weeks after dis-
charge, generally depression and disability varied together (Koenig and
George 1998), furnishing further evidence of the strong links between depres-
sion and disability in old people that will be explored further later. An inter-
esting ethnic difference emerged in this study in that black people tended to
have a better outcome for mood regardless of whether or not physical dis-
ability improved.

In a Finnish community study, coronary heart disease, physical disabil-
ity, and widowhood or divorce were associated with self-reported depres-
sion in men. In women the association was between history of clinical
depression, physical disability and the use of angiotensin-converting
enzyme inhibitors and current depression (Ahto et al. 1997). A prospective
hospital-based study in the USA of people having elective cardiac catheter-
ization for coronary artery disease showed that at the time of catheteriza-
tion self-reported physical function differed by the number of arteries
stenosed, and observer-rated baseline anxiety and depression quartiles.
Deterioration in physical function at 1 year was associated with baseline
anxiety or depression but not with baseline artery status. Surgical or med-
ical treatment seemed to neutralize the effect of coronary stenosis on phys-
ical function at 1 year but not the negative effect of baseline anxiety or
depression (Sullivan et al. 1997).

Another large-scale study (n = 4825) has shown that, after controlling for
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other known risk factors, depressed mood persisting over 6 years increased
the hazard ratio for developing cancer to 1.88 (95% CI 1.13-3.14). This risk
was consistent across most kinds of cancer and was not confined to ciga-
rette smokers (Penninx et al. 1998a).

A thorough evaluation of 277 patients from 3 to 4 months after an ischaemic
stroke (Pohjasvaara et al. 1998) found DSM-III~R major depression in 26% and
minor depression in a further 14%. Major depression with no explanatory fac-
tor apart from stroke was present in 18%. Analysis showed that dependency
in daily life was associated with an increased risk of depression (odds ratio
[OR] 1.8; 95% CI 1.1-3.1) with an even greater association with major depres-
sion (OR 2.9 95% CI 1.6-5.5). Previous episodes of depression were also asso-
ciated with a markedly increased risk of post-stroke depression. Another
survey of stroke and hip fracture survivors living in private households found
high levels (41%) of HAD depression or anxiety and of severe or very severe
disability (57%). Not surprisingly there was a strong association between
severe disability and anxiety (p < 0.0005 OR not given) and severe disability
and depression (p < 0.0001). These authors also looked at the impact of social
contact and found that there was a strong association between social contact
and lower prevalence of anxiety (p < 0.01) or depression (p < 0.0001) (Bond et
al. 1998). Caregivers also may become anxious or depressed following a stroke
in the person they look after. Survivors of stroke and their relatives were
asked at 6 months to complete the General Health Questionnaire (GHQ - a
measure of emotional distress) and the HAD. Over half the carers were in the
abnormal range on the GHQ. Caregivers were more likely to be depressed if
the patients were severely dependent or emotionally distressed themselves
(p < 0.01, OR not quoted) (Dennis et al. 1998).

A community survey of over 400 elderly people without dementia also
found a general association between gait slowing, heart disease and chronic
lung disease and self-reported depressive symptoms and poor life satisfac-
tion. In all conditions except heart disease, the effect appeared to be medi-
ated through disability (Broe et al. 1998).

Depression is common, though notoriously difficult to diagnose, in
Parkinson's disorder (PD). Symptoms such as cognitive slowing (bradyphre-
nia) are hard to distinguish from psychomotor retardation. One study found
major depression in 16.5% and dysthymia and other forms of depression in
25.7% of patients with PD. Low abilities in activities of daily living correlated
with the diagnosis of depressive disorder and with high scores on the
Hamilton Depression Rating Scale (an observer rating scale commonly used
in trials of antidepressants) (Liu et al. 1997).

A review of depression in dementia estimated 17-30% of patients have
depressive symptoms. Depression-related behavioural problems in patients
with Alzheimer's dementia are distressing to caregivers. This is reflected by a
prevalence of over 75% of depressed mood in those caring for patients with
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both dementia and depression (Teri 1997). A study of over 1000 older people
in a district of Stockholm, Sweden found a surprisingly high prevalence of
dementia (28% by DSM-III-R criteria). More importantly for present purposes
it found that the prevalence of major depression at around 12% was around
three times higher than in the non-demented. Increased disability was associ-
ated with major depression in both demented and non-demented subjects
(Forsell and Winblad 1998). A French incidence study in which 397 older peo-
ple with subclinical cognitive impairment were followed up over 3 years
found 11% developing dementia without depression and 5% dementia with
depression. Those with dementia plus depression showed significantly
greater decrements at 3 years in dressing, washing, use of the telephone and
continence (Ritchie et al. 1998).

Depression, impairment, disability, handicap and
social factors

Conditions such as depression produce impairments of function that result
in a loss of ability (disability). The social response (or lack of response) to
this can produce handicap. Depression is very common in selected groups
of old people with a variety of disabling illnesses (and in those caring for
them). Depression is often associated with increased disability and the
direction of causality may be both ways. There are also hints in the studies
cited above of a protective effect against depression through social contacts.
This takes us back to the now classic study by Murphy on the social origins
of depression in old age (Murphy 1982). She found an association between
severe life events, major social difficulties, poor physical health and the
onset of depression. Working class subjects had a higher incidence of
depression and this was associated with both poorer health and greater
social difficulties. Lack of a confiding relationship (associated with life-long
personality traits) increased vulnerability to depression. A more recent
large-scale study failed to support some of these findings but it clearly
demonstrated a link between declining health, increasing disability and the
onset of depression (Kennedy et al. 1990). Further clarification of the rela-
tionship between impairment, disability, handicap, depression and social
factors is provided by the 'Gospel Oak' series of studies in London. The
prevalence of short-CARE 'pervasive' depression in this relatively deprived
area was 17%. Impairment, disability and particularly handicap were
strongly associated with depression. The adjusted odds ratio for depression
in the most handicapped quartile compared with the least was 24.2 (95% CI
8.8-66.6). Adjusting for handicap abolished or weakened most of the asso-
ciations between depression and social support, income, older age, female
gender and living alone (Prince et al. 1997b). When the overarching effect of
handicap was put aside there was a moderate association between depres-
sion and the number of life events experienced over the previous year. Per-
sonal illness, bereavement and theft were reported as the most salient
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events. There was a stronger relationship between the number of social
support deficits and depression. Social support deficits also related to age,
handicap, loneliness and the use of home care services. Loneliness was
itself associated with depression (OR 12.4 (7.6-20)) (Prince et al. 1997a). A
follow-up study a year later found that the 1 year onset rate for pervasive
depression was 12% and the maintenance rate for those initially depressed
was 63%. There was a high mortality rate among depressed people. Dis-
ablement, especially handicap, was the strongest predictor of onset of
depression. Lack of contact with friends was a risk factor for onset of
depression. For men marriage was protective; but for women it was a risk
factor. Maintenance of existing depression was predicted by low levels of
social support and social participation rather than by disablement (Prince
et al. 1998).

Detecting depression and measuring outcome

In this section we will not be concerned with diagnostic interview sched-
ules such as the GMS (Copeland et al. 1976), Short-CARE (Gurland et al.
1984) and others which are largely used in epidemiological research. Nor
will we consider in depth observer rater scales such as the Montgomery
Asberg Scale (Montgomery et al. 1978) and similar scales used largely to
rate outcomes in drug trials. We will instead consider short scales that can be
used, especially in high risk populations, to enhance the diagnosis of depres-
sion and the possibility of using such short scales for the systematic evalua-
tion of outcome in routine clinical practice with depressed old people.

'Screening' for depression in older people

Screening is generally more effective in high risk populations. The geri-
atric depression scale (GDS) is most widely used for this purpose. It has
been validated in a variety of settings, cultures and languages (Montorio
and Izal 1996) and a number of short forms have been developed (Lesher
and Berryhill 1994, Shah et al. 1997, Hoyl et al. 1999). The Brief Assessment
Scale for Depression Card-sort (BASDEC) (Adshead et al. 1992, Loke et al.
1996) is a simple card-sort test which has been validated in an inpatient
geriatric population. It has a potential advantage in that the questions are
repeated in different languages on the reverse of the card but it has not
been validated across cultures or different languages. The Even Briefer
Assessment Scale for Depression (EBAS-DEP) (Allen et al. 1994) is a related
scale. As even five questions from the GDS appear reasonably sensitive
and specific at least in a setting with a high prevalence (46%) of depression
(Hoyl et al. 1999), it may be that the value of these scales is as much in
prompting clinicians always to ask about depression as in their intrinsic
psychometric properties.
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Measuring outcome for depression in old people

Patients' self-report is the most obvious way to measure outcome. When a
variety of different interviewers are involved, a self-rating scale such as the
GDS has obvious advantages in ensuring that the same factors are being con-
sidered. The Hospital Anxiety and Depression (HAD) scale, which does not
work well as a screening instrument in geriatric inpatients (Davies et al. 1993),
does however correlate well with more sophisticated measures of severity
(Kenn et al. 1987, Wattis et al. 1994 a) and appears to function well as an out-
come measure in depressed elderly psychiatric inpatients (Wattis et al. 1994b).

Conclusions

In this chapter personal and social consequences of depression in old age have
been examined as well as the classification of depression and the effect of
depression upon mortality in different settings. The association of depression
with mortality and morbidity leads to the conclusion that the detection and
treatment of depression in late life is very worthwhile and simple, brief self-
rating scales can assist both in detection and in measuring the outcomes of
intervention. Depression is particularly prevalent in certain settings and in
association with particular conditions.

It is important to be vigilant and possibly employ screening for depression
in:

• acute general hospital wards;
• residential care settings;
• physical illnesses;
• physical disability and handicap;
• in those who care for people with stroke or dementia and depression.

In some cases depression seems to cause illness (e.g. cancer) or to hinder
recovery (e.g. coronary artery disease). In other cases it seems to be the hand-
icap associated with long-standing illness that leads to depression. There is
some evidence that good social relationships can protect against onset of
depression and reduce the likelihood of depressed mood persisting. Another
key message is that depression in old age is rarely treated, pharmacologically,
psychotherapeutically or socially though there is good evidence that all these
interventions can make a difference.

The first 'take home' message from this chapter is be aware. Depression is
common, particularly in those with physical illness and handicap and in those
caring for people with these problems (who are by definition likely to be in
contact with health and social services). There is no reason to suppose that
depression in these people will fail to respond to treatment so the second 'take
home' message is be active. Simple problem-solving psychotherapy that can
be delivered in day hospitals, social support and antidepressants all help - so
make them available to those in need.
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Be aware of depression in old age, particularly in high risk groups.
Be active in detection.
Make treatment available to those in need.
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Introduction

The diagnosis of depression in all age groups poses special problems. One
multi-national study in primary care found that the majority of attenders with
depression complained primarily of physical symptoms (41%), pain (37%) or
fatigue and sleep problems (12%) (Wittchen et al. 1999), There are wide varia-
tions in the point at which a clinician will make a diagnosis of depressive ill-
ness. It is relatively simple to recognize depression in the retarded or deluded
patient who neither eats nor sleeps. At the other end of the spectrum is a per-
son who is cheerful, energetic, with a good appetite and no difficulty sleeping
who is clearly not depressed. If mood is seen as a continuum then at some
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position between these two examples is a point where a person is seen as hav-
ing clinical depression. This point is relatively arbitrary and varies between
clinicians.

The diagnosis of depression in the elderly provides an even greater chal-
lenge than in younger patients. The challenge is, perhaps, greatest of all in
older men where there may not only be difficulties on the patient's side in
expressing feelings but also on the clinician's side in attributing symptoms to
depression (Stoppe et al. 1999a). Elderly people experience losses in many areas
that may affect how they see the world. Turvey et al. (1999) found the rate of
syndromal depression was nine times higher in recently bereaved people than
in those who were married and that in some patients depression persisted for
at least 2 years following bereavement. There is also evidence of possible gen-
der differences in response to bereavement (Chen et al. 1999) A high prevalence
of physical problems due to other causes and a tendency for patients them-
selves to fail to recognize psychological problems adds to the difficulty.

As yet there are no physical investigations to confirm or deny the presence
of depressive illness. Magnetic resonance imaging (MRI) can already delin-
eate a subtype of late onset depression with relatively poor prognosis (O'Brien
et al. 1998) and there are hints that localized hypo-perfusion seen on MRI scan
may characterize some forms of depression associated with cardiovascular
disease (Doraiswamy et al. 1999). However, for all practical purposes this is
one of the last areas of clinical practice where the skills of history taking and
examination alone provide the diagnosis.

The point prevalence of major depression in elderly primary care attenders
may be as high as 9%, or more (Schulberg et al. 1998) so identification is a pri-
ority, especially since the prognosis of untreated depression in old age is poor
(Sharma et al. 1998, Cole et al. 1999).

History taking

As with all diagnosis of psychiatric illness the history taking from an elderly
person who you suspect may be depressed is of paramount importance.
Wherever possible the patient should be interviewed in their own home. It is
physically easier for the person concerned and less anxiety-provoking than a
hospital setting. The environment provides many clues, both obvious and
subtle, to the interviewer that will help in the understanding of both the ill-
ness's cause and its effect on function.

If possible the history should be taken with only the patient and interviewer
present. Where the presence of another person is unavoidable this party
should be as unobtrusive as possible. Many elderly people are treated as chil-
dren by their relatives and carers and the interviewer may need to explain
politely that it is best for the initial part of the assessment to be conducted in pri-
vate with an opportunity for relatives to join in later. It is particularly difficult
to explore suicidal feelings if there is an 'audience'. One of the authors once
tried to explore suicidal feelings in the presence of a medical student, a daugh-
ter and two home care assistants and found it almost impossible.
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The history begins with an account of the 'presenting complaint', or what has
brought the person to your attention. Elderly patients are less psychologically
minded than younger ones and may not easily describe themselves as
depressed. Problems are often seen as physical rather than mental and careful
questioning may be needed to elucidate the problem.

The interview should then move on to questions that specifically address
the symptoms of depression. These should include descriptions of:

• mood;
• interests;
• concentration;
• hopes for the future; and
• ability to enjoy life.

It is common for elderly people with depression to describe their mood as
normal while admitting to a loss of interest in their usual pastimes and an
inability to concentrate on books, magazines and the television. There may
also be social withdrawal and isolation from others. Questions about hope for
the future are useful even in the very elderly. An elderly person who is not
depressed may show a detachment from the future while one who suffers a
depressive illness faces it with fear and anxiety.

While exploring mood the interviewer should look for the presence of anhe-
donia, one of the core symptoms of depression (Snaith 1993). In anhedonia there
is a complete loss of the pleasure response, with an inability to enjoy anything.
This may be present even in a person who does not see themselves as depressed
and may be justified by 'nothing nice ever happens to me'. The presence of this
symptom makes a diagnosis of depressive illness virtually certain. The depres-
sion part of the Hospital Anxiety and Depression scale (Zigmond and Snaith
1983) is largely constructed around the concept of anhedonia.

Mood may fluctuate with time. Typically mood in depressive illness is low in
the morning and improves as the day goes on. In extreme cases the patient may
be found lying in bed in the morning, withdrawn and not wishing to eat, while
in the evening they appear completely well. Clinicians performing assessments
late in the day should be aware of this possibility. It also needs to be borne in
mind when assessing patients over a period of time since if assessments are per-
formed at varying times of the day this may not give a true picture of progress.

Other areas to explore in addition to mood are:

• self-esteem;
• self-confidence;
• guilt; and
• irritability.

Irritability is an important symptom of depression that is often overlooked. It
is characterized by a lack of ability to control temper and is very stressful for
the individual's relatives and carers.

Religious belief and observance has an impact not only on suicidal behaviour
but also on prognosis for depression (Koenig et al. 1998). For these reasons
belief and observance should be explored as part of the psychiatric history.
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Depression also has an effect on sleep. Sleep disturbance takes a variety of
forms with the most characteristic being initial insomnia and early morning
wakening. In initial insomnia the patient lies awake for hours after the time
that they would usually go to sleep. In early morning wakening the person
wakes in the early hours of the morning (often around 4 a.m.) and is unable
to sleep again. The presence of early morning wakening is strongly suggestive
of depression, but any change in sleep pattern can be due to a depressive ill-
ness. Again this may be hard to assess if the patient claims physical reasons,
e.g. needing to go to the toilet, for interrupted sleep. The key point about
depressive early morning wakening is the failure to go to sleep again. Rarely,
the depressed patient may sleep more than usual.

Change in appetite is another important area to explore. The usual pattern
in depression is loss of appetite with associated loss of weight, but in some
cases over-eating with weight gain may be present.

Once the symptoms of depression have been explored it is usual to move
on to personal, or life history. This should include biographical details includ-
ing major events that may have influenced the individual's psyche.

Information should also be collected about:

• past medical history;
• previous psychiatric problems;
• medication;
• family history of psychiatric illness;
• previous personality; and
• social circumstances.

Never forget to ask about alcohol consumption as this is a common aetiologi-
cal factor in depression. The main points that should be covered when taking
a psychiatric history are summarized in Table 2.1.

Table 2.1. Taking a psychiatric history.

Reason for referral
History of presenting illness
(Symptoms, length of time they have been present, severity, effect on functioning)
Family history
(Occupation of parents, dates and causes of their deaths, details of siblings, physical and
psychiatric illness in family members)
Personal history
(Place of birth, childhood, occupation, marriage, children)
Medical history
(Any medical illness)
Medication
Past psychiatric history
(Dates of illnesses, diagnoses, treatment)
Premorbid personality
Social history
(Living circumstances, help in the home, use of alcohol, hobbies and pastimes)
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The mental state examination is as important an aid to diagnosis as the his-
tory. It begins with observations on the patients appearance and behaviour.
Clues to the presence of depression may be obvious neglect with poor hygiene
or more subtle changes such as no make-up or jewellery in someone who nor-
mally wears these. Depressed people tend to chose dark or drab clothing and
avoid colours such as red or orange. Behaviour may reflect agitation, with the
patient pacing up and down the room, or there may be psychomotor retarda-
tion when movement and speech are abnormally slowed. In severe depression
the patient may lie in a stupor, with eyes closed and no response to questions.

The mental state examination should also consider talk and thought. In
depression speech may be slow, non-spontaneous and sparse. Thought con-
tent will be pessimistic or empty, sometimes preoccupied with worries about
health, family or money.

Mood must be assessed both from the patient's and the clinician's point of
view. Sometimes these are referred to in medical short hand' as 'subjective' and
'objective'. Mention has already been made of some elderly people's inability
to recognize their own low mood. The interviewer should use their own emo-
tional response as a measure of the individual's mood. Depression is 'infec-
tious', even on short exposures, and if you reach the end of an interview
feeling that the patient's life is hopelessly bleak it is likely that you are sens-
ing a depressed mood.

Questions should be used to elucidate symptoms such as phobias, obsessions
and compulsions. These symptoms may appear or worsen in depression and
are often hidden by the individual who experiences them.

Psychotic symptoms are found in some cases of severe depression. Auditory
hallucinations are likely to be mood congruent and are typically of defama-
tory or accusatory voices. Delusions are often paranoid or involve ideas of
guilt, sin or poverty. There may, for example, be a belief that the individual
has been unfaithful to their marital partner when in fact this is untrue. In
Cotard's syndrome nihilistic and hypochondriacal delusions are extreme with
ideas that internal organs are rotting or absent or that the patient is already
dead. Delusional happenings in depression are usually thought to be
deserved, in keeping with feelings of guilt and low self-esteem.

An essential part of the mental state examination is exploration of suici-
dal ideas. Despite its importance (Waern et al. 1999) this is an area that doc-
tors are reluctant to approach and where improved training is needed
(Stoppe et al. 1999b). This is a sensitive subject but is best approached
openly and frankly. Patients who are horrified and offended by questions
of this nature may be harbouring suicidal ideas they may even be conceal-
ing from themselves. An open question such as: 'Have things become so
bad that you have considered harming yourself?' or, even less threatening,
'Have you ever felt that life is not worth living?' should be used. Those
with suicidal ideas must be asked about plans, what methods they have
considered and what has stopped them from acting. No psychiatric
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assessment by any professional can be considered complete until this ques-
tion has been addressed.

The cognitive assessment is naturally an important part of the mental state
examination of an older person. It is usual to use a standardized assessment,
such as the mini-mental state examination (Folstein et al. 1975). Depression
may give rise to low scores due to the effect on attention and concentration.
Though further investigation is needed in patients with depression and
apparent cognitive impairment, the clock-drawing test may, however, be able
to discriminate between dementia and depression (Herrmann et al. 1998).

Insight can be tested by questions such as 'Do you think you are unwell?'
and 'Do you think that any treatment might help you?'. The measurement of
insight can help to determine whether the patient is likely to comply with
treatment. The mental state examination is summarized in Table 2.2.

Table 2.2. Mental state examination.

Appearance and behaviour
(Grooming, style of dress, movement, sociability)

Talk and thought
(Rate, form and flow of talk. Thought content)

Mood
Clinician's assessment ('Objective')
Patient's assessment ('Subjective')

Thoughts, beliefs and experiences
(Obsessional ideas, phobias, compulsions, delusions, hallucinations)

Suicidal ideas

Cognitive assessment

insight

Physical illness

The assessment of any patient suspected of being depressed must always
include a search for physical illness. This involves:

• a brief history of any physical symptoms; and
• a physical examination.

Particular consideration should be given to medication as many commonly
prescribed drugs can give rise to depressive symptoms. Those most likely to
do so include steroids, anti-hypertensives and diuretics. A physical examina-
tion is useful, as are simple screening blood tests including full blood count,
urea and electrolytes, glucose, liver function tests and thyroid function tests.
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Informant history

No psychiatric examination is complete until an informant has been inter-
viewed. This may not always be possible (for example, due to availability of
informant, time pressure, or refusal from the patient) but is always desirable.
Valuable information can be obtained about changes in the patient's behav-
iour which may suggest depression. These changes often include a loss of
interest and reduction in usual pastimes, or social withdrawal. Low mood and
accompanying symptoms are sometimes concealed by a person who feels
ashamed of them and on occasions it is only by speaking to an informant that
the true picture is obtained.

The patient's permission must be obtained before discussing them with any
third party. Occasionally, in very high risk situations, this ethical rule may be
breached.

Atypical presentation of depressive ilIness

Not all depressive illnesses present in the usual manner, and elderly patients
are particularly prone to unusual presentations. Somatic complaints and
hypochondriasis are relatively common (Gurland 1976). Patients may show no
obvious signs of low mood, presenting instead with a physical complaint that
is difficult to explain. An example of this is summarized in Case History 2.1.

Case History 2.1

Mr A, aged 75, was seen at his home. A previously fit man he had suddenly started
to complain that one of his legs was shorter than the other. He could not accept the
assurances of several doctors that this was incorrect. He had taken to his bed and
was unable to sleep or eat. He attributed this to his worry over his leg and consis-
tently denied any feeling of depression. He appeared mildly agitated in mood but not
obviously low. After observation in hospital it was felt that the most likely diagnosis
was a depressive illness and he received treatment for this. He made a full recovery
and accepted that there was no physical problem with his leg.

Patients such as Mr A will be familiar to all those who work with elderly peo-
ple with psychiatric problems. Another atypical presentation of depressive ill-
ness is cognitive impairment, or depressive pseudodementia (Wells 1979). This
can be difficult to distinguish from dementia, but must not be missed as with
treatment it can be reversed. The patient appears to suffer memory loss and
disorientation but with a greater lack of concentration that is found in true
dementia. Typically they do not co-operate well with cognitive testing and fre-
quently answer 'don't know' to questions as opposed to providing incorrect
answers. If in doubt then a treatment trial is indicated and may produce dra-
matic effects. However, patients who develop cognitive impairment in the
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context of depressed mood may be more likely to develop dementia in future
and careful reassessment of cognitive function, when the depression is better,
is useful. The situation is further complicated by the fact that depressed mood
is more common than might be expected by chance in early dementia, espe-
cially vascular dementia (Simpson et al. 1999). When it occurs, treatment is
still indicated and often beneficial.

Another form which depression may take in the elderly is behavioural dis-
turbance. A typical example is a person who has frequent unexplained falls.
These are usually dramatic but rarely result in injury. If the person believes
themself to be unobserved they may be seen lowering themselves gently to
the ground before claiming that they have fallen. This type of behaviour is
an expression of depression in some individuals and this diagnosis should
always be considered in such a situation. Such patients should not be
dismissed as 'hysterical' and an example of this is summarized in Case
History 2.2.

Case History 2.2

Mrs B, a 73-year-old lady was living in a residential home. She was constantly
'falling' and shouting for help. Staff had observed her when she was unaware that
they were watching and had seen her deliberately throw herself to the ground.
She was referred with the possible diagnosis of personality disorder and was seen
by the care staff of the home as behaving in a 'bad' way. On taking a full history
she was found to have sleep and appetite disturbance but denied low mood. She
was treated with an antidepressant and her behaviour gradually returned to nor-
mal. The falling stopped and her appetite and sleep also improved. Unusual
behaviour in elderly people should always suggest the possibility of underlying
depression.

Assessment of risk

Assessing suicide risk is a mandatory part of any psychiatric assessment, espe-
cially when depressed mood is suspected. There may be other risks, too. Self-
neglect is a problem, especially in people living alone. This may involve:

• not eating;
• not drinking;
• neglect of personal hygiene; and
• failure to take necessary medication, including antidepressants.

Very rarely, even in old people, the risk of homicide may arise (Case
History 2.3). Various schedules have been developed to help in 'risk assess-
ment' but their chief value probably lies in their ability to prompt the
clinician carefully to consider relevant issues rather than in any strong 'pre-
dictive' ability.
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Case History 2.3

An elderly man whose first language was not English was looked after by his English-
speaking wife. When he became depressed he became irritable and suspicious of her
and made a half-hearted attack on her with a knife. When his depression was treated
his rnood improved and the threat to his wife disappeared. However, it was impor-
tant to keep his treatment and his mood under review as it was judged that the dan-
ger might recur if the depression returned.

Assessment as a means of engaging the patient in
treatment

The initial assessment may well determine how co-operative the patient will
be in any treatment plan suggested by the clinician. An assessment where the
clinician shows a genuine interest in and respect for the patient as well as an
understanding of their circumstances is likely to encourage the patient to co-
operate. Indeed, when a patient finds the interrogatory nature of a 'standard'
medical assessment too threatening, a more empathetic approach, simply
reflecting back what the patient says, may be a helpful way of 'unlocking' a
stuck interview. The patient (and their carer if appropriate) needs to be
engaged in understanding the diagnosis and treatment plan. If medication is
to be prescribed, it needs to be explained that beneficial effects are generally
delayed and side-effects must be briefly discussed. The clinician must make
an assessment of the likelihood of the patient agreeing to and following any
agreed treatment plan. If depression is severe and risk is high the patient may
have to be persuaded to accept close monitoring at home or intensive day
treatment. In the most severe cases, particularly where there are problems
with treatment compliance or the patient lives alone, inpatient care may be
indicated.

Assessment under the Mental Health Act

The 1983 Mental Health Act is due for revision and only applies to England
and Wales. At present it allows people with mental disorder to be admitted to
hospital for assessment and treatment in the interests of their own health or
safety or in the interests of the safety of others. 'Guardianship' provisions
allow the guardian access to the patient in the community, to direct where the
patient lives and to require the patient to attend for (broadly defined) treat-
ment. Most of the Mental Health Act provisions require two medical recom-
mendations, one from a doctor approved under section 12 of the Act (usually
a consultant or senior trainee in psychiatry) and one from a doctor who has
known the patient over a period of time (usually the general practitioner).
This is not the place to go into the legal details, but it is important always to
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consider use of the Mental Health Act or similar legislation in other jurisdic-
tions, as an option where the patient presents a risk to self or others.

Assessment as an ongoing process and teamwork

Although the emphasis throughout this chapter has been on the initial assess-
ment of the patient with depressed mood, people change and assessment has
to be carried out repeatedly. Often follow up may be with a community nurse,
even when the initial assessment was made by a doctor. In these cases use of
scales such as the Hospital Anxiety and Depression (HAD) scale or the
Geriatric Depression Scale (GDS) (Yesavage et al. 1983) enable assessments
made by one person to be compared with assessments made by another. These
are discussed in greater detail in Chapter 1. When people work in teams, it is
useful to have a regular review where different team members present patients
briefly so that progress can be monitored and help enlisted. If one member of
the team is worried about risk of suicide increasing, another member of the
team may be able to make an assessment and agree on management (includ-
ing admission to hospital if necessary) thus sharing the burden of risk assess-
ment. The formal mechanism for management of patients in the community in
the UK is described as the 'Care Programme Approach' or 'Care Management'.
These involve reviews that go wider than the multi-disciplinary psychiatric
team, patient and carers and may also involve general practitioner, social ser-
vices personnel, and others. Often resource limitations or good practice dictate
that a grand meeting of all involved is not the best way to determine care
though in some cases, especially where different points of view need to be rec-
onciled, where risk is very high or where there is great complexity, such a meet-
ing may be needed. The kind of multi-disciplinary team review described
earlier may often be the most efficient compromise, provided patients, carers
and other interested parties are involved in the process, usually through
consultation with the 'key worker' in the multi-disciplinary team.

Key points

• Assessment is the core of any therapeutic process.
• Careful, repeated, systematic assessment of mood and risk form the basis

for treatment plans.
• Standardized assessments of mood enable comparison between different

time points and different clinicians' assessments.
• Assessments need to be shared in care planning whether or not this is done

in formal 'care planning meetings'.
• Perhaps most important of all assessment is the process through which clin-

icians and patients develop a shared view of what is wrong and what can be
done to put it right. Assessment is therefore as much about skills in build-
ing relationships as about eliciting information for diagnosis and treatment
plans.
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The outcome of depression in old age can be considered in a number of ways.
First, what is the natural course of the illness? Second, can the course be mod-
ified in the short term, is there a response to specific interventions? Third,
what is the longer-term outcome of the disorder in terms of resolution of
symptoms, death, or other disability such as dementia. These outcomes have
been the subject of scientific investigation; other outcomes such as quality of
life, use of resources, functional level, dependency and social adaptation have
to date been neglected. Lastly, what variables present in an individual patient
predict a particular outcome? In addition we need to consider whether or not
the prognosis in late life is different to the same disorder occurring at an
earlier age.

In the last two decades there have been a large number of studies reporting
the outcome of depression in old age. The majority followed a study by Murphy
(1983) who painted a gloomy picture. She reported the 1-year outcome of
elderly depressives was favourable in only 35% of her community sample. This
study had a number of flaws, the most notable being the lack of standardized
treatment, leading to considerable debate that the sample had been under-
treated. Another flaw, but one not addressed by subsequent studies, was that
some patients had a prior history of major depression although not in the
previous 5 years. Clearly, patients with a history of recurrent disorder will tend
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to adversely effect longer-term outcome studies. There have been no reports of
studies of the outcome of depression with first onset in old age. Other
methodological problems frequently found include retrospective designs and a
variation in the definition of old age, with some studies including patients from
the age of 55 years.

Fortunately, the outcome studies have been systematically reviewed on a
number of occasions. The reviews themselves have improved in quality, and
most recently have used criteria described by the Evidence-Based Medicine
Working Group.

Relatively little is known about the natural history of depressive disorders in
the elderly, although a number of longitudinal studies of elderly depressives
living in the community have been reported in the last decade. The most
recent report of Sharma et al. (1998) followed-up for 5 years a community sam-
ple of elderly people living in Liverpool. A previous community survey of
1070 elderly had identified 120 cases of depression using the Geriatric Mental
State structured interview. These cases together with other psychiatric cases
and a random sample of non-cases were followed up. Outcomes were
described in terms of ongoing depression, organic brain disease and mortal-
ity. Twenty-eight per cent of the sample was lost to follow up and 34% died
during the 5-year period. The relative mortality of the cases compared with
non-cases was 2.1 (95% CI 1.1-3.9). Of the remaining 46 cases who completed
the study one-quarter were classed as cases at all of the assessments - the ill-
ness had run a chronic course. In addition, about 30% of the drop-outs had
remained chronically depressed up to the time that they were lost to follow
up. The implication of this and similar studies is that untreated depressive
disorder in elderly people living in the community carries a poor prognosis,
with an increased risk of death or a chronic depressive state. The authors also
note that less than 10% of this sample received antidepressant treatment for
their disorder during the study period.

This aspect of outcome has been the subject of a recent systematic review.
McCusker et al. (1998) reviewed the effectiveness of treatments for elderly
depressed patients in an outpatient or community setting. The reviewers
searched two electronic databases and manually searched bibliographies.
From 233 articles, 37 studies were selected that fulfilled the inclusion criteria
(original research, prospective controlled design, subjects 55 years and older,
diagnosis and outcome measure of depression, and an acute phase
pharmacological or psychological treatment). Treatment was classified into
pharmacological (heterocyclic antidepressants, selective serotonin re-uptake
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inhibitors (SSRIs) and anti-anxiety agents) and psychological. Psychological
treatments were sub-classified into rational (cognitive or behavioural thera-
pies) and emotive (dynamic or supportive therapies). For the drug studies the
control group received either a comparison drug or placebo; for psychological
treatments the control group was either untreated (e.g. on a waiting list) or
receiving non-specific similar attention. Quality criteria for methodology and
treatment were described and two raters assessed the 37 included studies
against these. Quality ratings improved in relation to year of publication.
Studies published before 1985 had the lowest rating and those published after
1990 the highest. Twenty-six of the studies involved pharmacological treat-
ment and 14 psychological treatment. Pharmaceutical companies funded the
majority of drug studies whereas psychological treatment studies were more
often funded by independent grants.

A meta-analysis of outcome comparisons was carried out. Using the
Hamilton Depression Rating Scale to assess outcome both the heterocyclic
and SSRI drug versus placebo comparisons produced significant post-
treatment differences. Anti-anxiety drugs were not significantly better than
placebo. When compared with untreated controls emotive treatments were
not significantly better. Rational treatments however performed significantly
better than untreated controls but not significantly better than the attention
controls. The mean improvements in Hamilton Depression Rating Scale scores
are listed in Table 3.1.
In conclusion the reviewers comment that only heterocyclic and SSRI drugs
are effective in the short term. However the post-treatment difference in
severity of depression is rather modest, approximately six points on the
Hamilton Depression Rating Scale. As for psychological treatments the ratio-
nal therapies appear more effective than emotive therapies. Compared with
untreated controls a post-treatment difference similar to that seen with drugs
was found. However this difference disappeared when the therapy was com-
pared with attention controls, a finding that suggests that attention alone may
be an effective treatment in the short term for depression. The modest out-
comes that were found in this review may be in part attributable to the treat-
ment duration of the studies, with one in four studies being 4 weeks or less.
The reader may therefore conclude that although the studies included in this
review were at least of reasonable quality, under-treatment of the illness may
be a significant factor in the modest outcome. The issue of under-treatment of
depression in old age has been highlighted before (Baldwin 1991).

Table 3.1. Mean improvements in Hamilton Depressing Rating Scale scores

Tricyclics -5.8
Fluoxetine -2.4
Trazodone -7.5
Phenelzine -0.8
Rational therapies -7.3
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Another meta-analysis on the short-term outcome of depression is also
worthy of mention. Mittmann et al. (1997) carried out a meta-analysis on the
efficacy and tolerability of antidepressant drugs used in late life depression.
Studies were selected from an initial search of two databases. Inclusion crite-
ria were slightly different to those used by McCusker et al. (1998) in that the
lower age limit was 60 years, studies had to be at least 4 weeks duration and
be double-blind randomized controlled trials. Two reviewers examined over
150 reports and assessed them against inclusion criteria - there was no qual-
ity assessment for the inclusion criteria. Two meta-analyses were carried out;
the first examined the efficacy and tolerability of each antidepressant class.
The second examined comparative studies between antidepressants. Out-
come measures were response to treatment (number of subjects with at least a
50% reduction in Hamilton or Montgomery Asberg Depression Rating Scale
scores) and tolerability (number of subjects reporting adverse events or drop-
ping out). Most of the studies failed to meet the inclusion criteria. The results

Table 3.2. Response to treatment, adverse events and drop-out rates with different
antidepressant groups.

Antidepressant Proportion of Adverse events Proportion of
reported drop-outs

Atypical
RIMA
SSRI
Tricyclic
Placebo

33.4%(30)
not available
58%(606)
63%(166)
27%(302)

38%(280)
58%(106)
59%(501)
60%(276)
40%(111)

11 %(375)
27%(96)
19%(1373)
23%(860)
26% (476)

RIMA, reversible inhibitor of monoamine oxidase.

Table 3.3. The meta-analysis of antidepressant comparison studies.

Comparison Difference Difference in

Atypical vs RIMA
Atypical vs SSRI
Atypical vs tricyclic
Atypical vs placebo
RIMA vs SSRI
RIMA vs tricyclic
RIMA vs placebo
SSRI vs tricyclic
SSRI vs placebo
Tricyclic vs placebo

No data
-37% (p = 0.01)
No data
No data
No data
No data
No data
3.3%
14% (ns)
No data

-12%(ns)
8% (ns)
No data
12% (ns)
No data
-9% (ns)
0%
-10%(ns)
No data
37% (ns)

No data
8% (ns)
1% (ns)
-15%(ns)
No data
11 % (ns)
15%(ns)
-4% (ns)
3% (ns)
1%(ns)

RIMA, reversible inhibitor of monoamine oxidase.



SHORT-TERM OUTCOME (RESPONSE TO TREATMENT) 31

for those studies included in the meta-analyses are set out in Tables 3.2 and
3.3.
The reader can make a number of conclusions from the data presented. Firstly,
the short-term outcome of depression in old age is improved by antidepres-
sants. The placebo response (50% reduction in depression scores) rate of 27%
is similar to other studies and is substantially less than the response rates for
tricyclic and SSRI antidepressants. However, in comparative studies there is
no statistical evidence that either of these two drug classes are superior to
placebo when using this outcome - this may be a reflection of the number of
patients involved in the studies suitable for the meta-analysis. Despite the
lack of statistical evidence the reader could reasonably assume that the effi-
cacy differences cited in Table 3.2 represent a clinically important difference.
Other factors that may have influenced the findings are the length of treat-
ment and the doses of drugs used. Mittmann et al. (1997) point out that the
studies included have significant heterogeneity, and these factors are among
some of the differences. Different dosing regimes and efficacy of agents may
also influence the lack of differences in tolerability or drop-out rate with the
various drugs. On the present evidence, however, there does not appear to be
support for the belief that SSRIs have fewer adverse events. The lower rates of
adverse events seen in the atypical antidepressants may reflect lower doses,
this may also explain the poorer efficacy.

In clinical practice treatment of depressed patients is not abandoned after a
trial of one treatment. Usually further trials of antidepressants are given,
sometimes in combination with other drugs, or patients are given a course of
electroconvulsive therapy (ECT). It is important to consider what is the out-
come of sequential treatments for a single episode of depression. Flint and
Rifat (1996) attempted to address this question. They evaluated the responses
of 101 elderly patients with major depression to sequential regimens of anti-
depressants and, if no response to drugs, a course of ECT. The protocol
allowed for up to 28 weeks of treatment, initial treatment with nortriptyline
that was augmented with lithium if response was poor. Non-responders were
then treated with phenelzine that was augmented with lithium if there was
inadequate response after 6 weeks. Finally the remaining non-responders
were treated with fluoxetine (again with the potential for lithium augmenta-
tion). Patients who did not respond to pharmacotherapy were then treated
with ECT; this was only discontinued if there was no response after 12 treat-
ments. Using an intention-to-treat analysis, 83% of patients had recovered
with one of the regimens by the end of the study period. For those patients
who completed the protocol the outcome was very good with 94% respond-
ing to treatment. The study does illustrate that remission can be achieved in a
substantial proportion of cases, although the findings may have been subject
to some bias as the outcome assessments were not conducted blindly. Many
clinicians would not use mono-amine oxidase inhibitors as a second-line treat-
ment with the increasing number of different classes of antidepressants now
available. Nevertheless, the reader could reasonably conclude that a treatment
protocol covering a broad range of different physical treatment strategies
could result in the improvement of the majority of patients with major late life
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depression. This view is supported by Simpson et al. (1998) who, in a study
investigating the relationship between subtle brain changes and outcome,
treated patients for 24 weeks using a broad protocol. The protocol comprised
6-12 weeks of treatment with a single antidepressant, this was followed by
lithium augmentation or ECT. The overall response to this treatment was 80%.

Lithium augmentation, used in both of the above studies, has had little
evaluation. Studies in elderly patients report response rates of around 25%.
However, to date there have been no placebo-controlled studies and although
lithium augmentation remains a strategy for resistant cases, its true value is
uncertain.

In Flint and Rifat's study only a handful of patients received ECT but the
outcome of depression after a course of ECT warrants consideration in its own
right. ECT is widely accepted as being an effective treatment for depressive ill-
ness, possibly with a higher short-term efficacy than antidepressants. There
have been very few studies of its use in depressed elderly people. Most stud-
ies report small numbers although Godber et al. (1987) traced the outcome of
163 patients who received ECT in a single year at an inpatient unit. Most of
their cohort had previously been treated unsuccessfully with antidepressants
and continued to take drugs during the course of ECT. Ninety five per cent of
patients received unilateral ECT with a mean number of treatments of 11.2.
The immediate outcome, not assessed by any recognized criteria, was 'fully
recovered' 51% and 'much improved' 23%. The short-term efficacy of ECT is
illustrated by their finding that nearly 40% of the sample had relapsed within
6 months. Whilst this study supports the efficacy of ECT in late life depres-
sion, and suggests that it may be more effective than antidepressants (74%
showing substantial improvement), the reader should be aware that the study
was retrospective in case selection and had other methodological flaws. How-
ever, in the absence of better evidence it is reasonable to assume that ECT has
an important place in the short-term treatment of late life depression.

Longer-term outcome

The vast majority of studies into the longer-term outcome are of patients
referred to psychiatric services. There have been a disproportionately large
number of reports during the last two decades. Most followed a study by
Murphy (1983) which painted a gloomy picture for the outcome of depression
in old age. Cole (1990) and colleagues (Cole et al. 1997a) reviewed the litera-
ture on prognosis and conducted a meta-analysis of outcome studies. The sec-
ond review included quality assessments of the studies that met the inclusion
criteria. Studies were selected by searching three databases, bibliographies of
retrieved articles were then searched by hand. Inclusion criteria demanded
that studies had at least 20 subjects, all subjects had to be aged over 60 years,
followed up for at least 1 year and assessed using affective status as outcome.
Sixteen hospital based and five community studies met the inclusion criteria,
involving 1487 and 249 patients, respectively. The authors found that most
studies had serious methodological flaws and this point is worthy of discus-
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sion in more depth so that the reader can understand the limitations of the evi-
dence currently available. Six aspects of quality were considered: formation of
an inception cohort, description of referral pattern, completion of follow up,
development and use of objective outcome criteria, blind outcome assess-
ment, and adjustment for extraneous prognostic factors.

The formation of an inception cohort is important in that patients should be
at an early and uniform point in the course of the disorder. Patients with mul-
tiple relapses or a chronic course of the depression make the prognosis appear
worse than it actually is. Ideally we should study only elderly patients expe-
riencing their first episode of depression but no studies have been this restric-
tive. Of the hospital-based studies the cohort studied by Murphy (1983) came
closest in that subjects were over 65 years and the episode was the first one
after the age of 60 - all subjects were experiencing their first episode of depres-
sion in old age but not necessarily in their lifetime. In the other studies up to
65% of the cohort had a previous history of depressive episodes.

Sample bias can also come from the referral pattern to the service. If only
problem cases or unusual/interesting cases are referred then the prognosis
may appear worse than it is. Similarly, if the referral process is the product of
a filter system then this will have a negative effect on the outcome. This type
of bias may have a large effect since less than 10% of depressed elderly
patients get referred to psychiatric services (Cole and Yaffe 1996). Only three
of the hospital-based studies gave some information regarding referral pat-
tern, but this was judged to be inadequate.

Completion of follow up is crucial to any outcome study. Ideally all of the
cohort should be accounted for, and a loss of more than 20% of the cohort
makes any result meaningless. Two of the hospital-based studies failed to
achieve this level of follow up. The outcome measures should be defined in an
objective manner, together with an assurance that the outcome measures were
applied in a reliable manner. All of the studies selected by Cole and Bellavance
(1997a) reported outcomes in one of a number of described categories, but
only three studies specified criteria for assigning subjects to these categories.
A frequently used category is that of 'relapsed' but this does not distinguish
between those that have short infrequent relapses and those that have a more
prolonged relapse. Blind outcome assessments are particularly important if
different treatments are being compared or potential prognostic indicators are
being explored. Prior knowledge of clinical features or the previous course of
the illness can influence outcome assessments. None of the studies included
had blind outcome assessments. Lastly there should be some consideration of
extraneous prognostic factors. These would include the treatments given,
presence of physical disability or illness, cognitive impairment, premorbid
personality and social/environmental factors. None of the studies accounted
for all of these, but some studies did explore the relationship to some of these
factors. Significantly, no study controlled for the treatments given or related
the treatment adequacy to the prognosis.

Generally the five community-based studies included by Cole and
Bellavance (1997a) were better methodologically, but sample sizes were small
and all extraneous prognostic factors were not accounted for or eliminated.
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Despite the methodological flaws described above together with a lack of
homogeneity between the included studies, the authors carried out analyses
on data pooled from the studies. The results of these analyses are described
for the hospital-based and community studies separately, and for studies of
less than 2 years' duration and studies of more than 2 years' duration. The
results are summarized in Table 3.4.

For the hospital-based studies the average follow up in the shorter studies
was 13 months, at this point almost a half of the patients had remained well.
The longer studies (mean follow-up period of 52 months) had a smaller pro-
portion of patients remaining well (27%). The combined results of both longer
and shorter studies suggest that about 60% of patients have either remained
well or are well but had further episodes. As already mentioned the however
the chronicity or frequency of any relapses is not reported in the studies. The
category of 'relapsed but recovered' should therefore be interpreted with cau-
tion as to whether this is a good outcome or not. The categories of well,
relapse (with recovery), and continuously ill were consistently used in the
studies. Other outcome categories such as residual symptoms, invalidism,
improved, dementia, and dead are combined in Cole and Bellavance's 'Other'
category.

The outcomes for the community-based studies appear to be worse both in
the shorter (mean follow up 12 months) and longer (mean follow up 38
months) studies, although the wide confidence intervals reflect the smaller
number of patients included in the analysis. The three studies in the longer-
term analysis all reported low use of antidepressant treatment (between 4%
and 33%). Under-treatment is therefore an important factor in the apparently
poor prognosis of this population.

Whilst Cole and Bellavance have pointed out that the studies included
were all flawed, the meta-analysis presented probably reflects the best avail-
able evidence at this time. Other criticisms of the studies include a lack of

Table 3.4. Summary of hospital- and community-based studies.

friagMt^^O^^f-^

Hospital-based studies
Well
Recovered relapse
Continuously ill
Other
Community-based studies
Well
Recovered relapse
Continuously ill
Other

12
10
12
10

Length of follow up
>24 months

44% (36-51)
16% (14-18)
22% (14-30)
23% (15-30)

34% (14-54)

27% (6-49)
31% (12-49)

. .
of studies

6
6
5
5

Combined
results

27% (17-38)
33% (29-36)
14% (2-27)
31% (21-41)

19% (4-34)

27% (10-44)
44% (30-59)
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operational diagnostic criteria and a structured interview to assess subjects in
some studies, and the use of retrospective designs in others. Despite these
limitations it is reasonable for the reader to conclude that the prognosis of
depression in elderly people presenting to psychiatrists is better than has been
suggested by some of the earlier studies. However whilst a significant pro-
portion of patients will recover and remain well others will only achieve inter-
mittent resolution with periods of disability which may be quite prolonged at
times. In addition the reader should bear in mind that about one-third of
patients will remain with unresolved symptoms or have other evidence of
poor outcome.

Cole and colleagues have also reviewed the longer-term prognosis of
depression in elderly community and primary care populations (Cole et al.
1999). Again the authors carried out a comprehensive literature search identi-
fying over 700 potentially relevant articles. From these 12 studies met the
inclusion criteria (four primary care and eight community cohorts). All stud-
ies had some methodological limitations and in those that reported the treat-
ment received, the maximum proportion treated was 37% of the cohort. A
meta-analysis was carried out and not surprisingly the combined results give
a rather poor prognostic picture. At 24 month follow up 33% were well, 33%
were still depressed, 21% had died, and the other 12% had other poor out-
comes such as dementia or residual symptoms. The reader can conclude from
this review that old age depression in community and primary care popula-
tions carries a poor prognosis, it is either chronic or relapsing or both, and is
almost certainly under-treated. These results are more of a reflection of the
natural course of depression in old age rather than the longer-term outcome
after treatment.

The same group has also systematically reviewed the outcome of depres-
sion in medical inpatients (Cole and Bellavance 1997b). It is worth consider-
ing this patient group separately as ongoing physical disability or illness is an
extraneous factor in the prognosis of depression. A thorough systematic
review was carried out culminating in eight studies that met the selection cri-
teria. These eight studies involved a total of 265 patients aged 60 years or
more. A quality assessment was carried out and methodological flaws were
found in all of the studies. Despite these limitations a meta-analysis was car-
ried out. Both short-term and longer-term outcomes are reported (Table 3.5).

The outcome of this particular group of patients appears to be very poor
indeed with death being a common outcome. This is far worse than the out-
come of patients referred to psychiatric settings and in terms of the proportion
of people recovering from depression the rate is similar to patients in com-
munity or primary care settings. Problems in detecting depression in this pop-
ulation and the relative lack of treatment may have a significant contribution
to the poor outcome. Notably, the only study in which all of the patients were
treated had the greatest rate of recovery - 39% at 1 year (Evans 1993). The
mortality rate, however remained high - 48% at 1 year. Whilst the wide con-
fidence intervals reflect imprecise results from this meta-analysis it is possible
to conclude that medically ill depressed elderly patients can be successfully
treated, but for those that do not recover death is a likely outcome.
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Table 3.5. Summary of short- and long-term outcome studies. Figures in parentheses
represent 95% confidence intervals.

Combined results

Well 5 18% (6-30)
Depressed 5 43% (24-61)
Dead 3 22% (0-49)
Other 5 22% (15-28)

Follow up more than 12 months

Well 4 19% (6-32)
Depressed 4 29% (9-50)
Dead 2 53% (18-88)
Other 4 22% (15-29)

Other vulnerable patients are those in residential and nursing homes. Ames
(1990) identified 93 residents of residential care homes with significant
depressive symptoms. A range of interventions, many of a social nature, was
suggested by the local psychogeriatric team, but the outcome at 3 months was
poor. There was no evidence of efficacy, probably because many of the sug-
gestions had not been acted upon. At 12 months, of those who had survived,
a quarter remained depressed. More recently Llewellyn-Jones et al. (1999) car-
ried out a randomized control trial of a multifaceted intervention for late life
depression in residential care. The intervention group had a significantly bet-
ter outcome after 9 months. The average improvement on the geriatric depres-
sion scale however was modest (less than 2 points) and only 33% of the
intervention group were classified as non-depressed at the endpoint and 11%
of the sample had died.

Comparative outcome

So far we have considered the elderly in isolation, but does depression in old
age carry a different prognosis to depression occurring at an earlier age. Stud-
ies of younger patients have found that 30% remain chronically depressed at
1-year follow up (Keller et al. 1992). Recently Alexopoulos et al. (1996) com-
pared a cohort of elderly depressed patients (mean age 75 years) with a
younger cohort (mean age 55 years); both groups were studied under natu-
ralistic treatment conditions. Using survival analysis the authors found that
the recovery rate for the elderly group was similar to that of the younger
patients (59% and 74% probability of recovery, respectively). Within the
elderly group the authors were able to compare the rate of recovery for those
with their first episode in late life with those who had episodes before the age
of 64 years. Late age of onset strongly predicted a slower rate of recovery. This
study involved relatively small numbers and firm conclusions should not be
drawn without further research. Other studies such as Meats et al. (1991) who
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compared 56 elderly patients with major depression with 24 inpatients under
the age of 65. The 1-year outcome showed a significantly better prognosis for
the elderly group, 68% of elderly patients were well compared with 50% of the
younger patients. It is therefore reasonable to assert that old age depression
does not have a worse response to treatment when compared with depression
at a younger age and that depressive illness is prone to relapse, recurrence and
chronicity, and this is true irrespective of age.

Other outcomes

Mortality

Although various authors have argued for and against a pessimistic outcome
for old age depression, this disagreement has been limited to whether or not
patients recover. Rates for mortality have been more widely agreed, and have
been regarded as higher than for non-depressed elderly people. This is illus-
trated in Table 3.6 which shows results from both short-term and longer-term
studies. A 5% year-on-year mortality is generally expected in this group, all of
the studies cited have mortality rates in excess of this.

The high mortality rate (usually at least a two-fold increase) appears to be
due to cardiovascular causes (Murphy et al. 1988, Burvill and Hall 1994).
One explanation for the finding is that the depressed patients may have
more pre-existing physical disease. The study by Murphy et al. (1988) com-
pared two groups matched for physical morbidity as well as age and sex.
The depressed group still had a statistically higher mortality. Most deaths
occur early in the course of illness (Baldwin and Jolley 1986). Robinson
(1989) followed up psychiatric patients for 15 years, the 2-year mortality
was high at 35%, but the 10- and 15-year mortality was similar to that from
the catchment population.

Other possible mechanisms for the increased mortality in depression are
occult illness, illness effects (e.g. related to psychomotor retardation), treat-
ment effects, biological effects such as abnormality of the hypothalamic-pitu-
itary-adrenal axis or endocrine abnormalities, and suicide. Studies that have
reported cause of death have found that suicides comprise a very small per-
centage of deaths. In order to analyse the relative mortality of elderly people

Table 3.6. Studies of mortality in depression in old age.

Number
(months) (%)

Murphy 1983 124 12 14
Rabins et a/. 1985 62 12 13
Burvill et a/. 1991 103 12 11
Baldwin et al. 1993 98 12 19
Murphy et al. 120 48 34
Baldwin and Jolley 1986 100 48 26
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with depression Pulska et al. (1998) carried out a survival analysis of 29 elderly
depressed patients and 853 control subjects followed up for 6 years. The
results support a higher risk of mortality in the depressed subjects - relative
risk 2.0 (95% CI 1.17-3.41).

Higher mortality has also been found in community samples and in
depressed medical inpatients. In the latter group it may be that active antide-
pressant treatment does not improve the mortality rate. In a small study of 23
depressed medical inpatients, Evans (1993) found that the 1-year mortality
was 48% despite all patients receiving antidepressant treatment.

Dementia

A number of studies have found that late life depression is not associated with
an increased risk of dementia (Murphy 1983, Baldwin and Jolley 1986,
Stoudemire et al. 1993). The presence of depressive pseudodementia, however,
may have some association with future cognitive impairment. Alexopoulos et
al. (1993) studied 57 depressed inpatients subdivided by the presence or not
of 'reversible dementia'. Using survival analysis, there was an almost five-fold
increase in the risk of developing dementia, but it is possible that some of
those studied were already demented at presentation, even though their cog-
nitive function improved temporarily with treatment. This was a relatively
small study and firm conclusions should not be drawn, but we should be
aware that depressive pseudodementia may be a prodrome of a dementia.

Various factors that may predict or influence the prognosis of late life depres-
sion have been suggested and studied. These include the presence of cogni-
tive impairment, physical ill health, first episode before the age of 60 years,
advanced age at onset, severity of depressive symptoms including presence of
psychotic symptoms, presence of previous episodes, marital status, and living
circumstances. In addition the presence of intervening life events, social class,
presence of major social difficulties, presence of confiding relationships, and
premorbid personality traits have been studied. Lastly, the presence of both
coarse brain disease and more subtle cerebral changes have been considered.

Cole and Bellavance (1997a) in their systematic review of the prognosis
considered the factors that had been considered in their selected studies. As
already mentioned they had detected significant heterogeneity between these
studies, in addition they found that there was a great variation in the defini-
tion and measurement of factors between studies. As a consequence they were
unable to carry out a meta-analysis on the data relating to prognostic factors.
This is unfortunate as many of the studies were of insufficient size in order to
have the power to detect an association between factor and outcome. The
authors did however summarize the effect of the various factors reported in
the studies. Six studies reported the effect of cognitive impairment, three of
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them associating poor outcome with cognitive impairment. Physical ill health
was associated with poor outcome in six out of 10 studies. Age of onset of the
first depressive episode was linked with poor prognosis in three studies but
not in four others. Advanced age predicted poor outcome in two out of five
studies. Four studies found that the severity of depressive symptoms was
linked to poor outcome, but five others refuted this. Previous episodes were
predictive of poor prognosis in two out of three studies.

A number of studies considered the effect of social factors. Seven reported
that marital status and living circumstances were not related to the prognosis,
but one reported that living alone was linked to a poor outcome. Property
ownership was related to a good outcome in one study. Severe intervening life
events predicted a poor outcome in two studies, but were associated with
good outcome in a third. One study considered the effects of social class,
major social difficulties, and the presence of a confiding relationship; an asso-
ciation with outcome was not found. Another study looked at employment,
social contact, income, and changes in living circumstances and concluded
that favourable social circumstances were linked with a better outcome. The
presence of abnormal personality traits was associated with poor outcome in
one out of three studies.

It is clear from the above that there is conflicting and inconsistent evidence
regarding the role of the above factors in the outcome of late life depression.
Clearly some of the factors lend themselves to intervention, for example ongo-
ing physical ill health or social difficulties. It seems obvious that interventions
to improve these will probably lead to an improved quality of life for the
patient even if the prognosis of the depressive episode is not altered in the
long run. As for the factors that cannot be altered by interventions then their
presence may suggest a more aggressive treatment approach at an earlier
stage. However, in the absence of conclusive evidence about their role the clin-
ician should be aware that over-treatment may burden the patient with unnec-
essary side-effects from medication. On the other hand, if tolerance to
treatment is well established it would seem unwise to discontinue prophylac-
tic medication in the presence of intervening life events or other factors.

Most of the studies selected by Cole and Bellavance (1997a) had excluded
patients with significant cognitive impairment. The tendency to exclude
patients with dementia or structural brain damage in these studies is under-
standable. In a clinical setting, however, it is not uncommon for patients to
have depression and co-existing brain disease. Baldwin et al. (1993) compared
the outcome of 32 depressed patients who also had coarse cerebral disease
(dementia or stroke) with 66 depressed patients without such co-morbidity.
Unfortunately the two groups were not ideally matched. At 1-year follow up
the co-morbid group had a poorer outcome but this was not statistically sig-
nificant. The co-morbid group had a greater mortality and this largely
accounts for the poorer outcome. However, more studies are required before
we can conclude one way or another about the effects of coarse brain disease
on the prognosis. This study does suggest that treatment of depression in the
presence of co-morbidity can be successful.

Subtle cerebral changes as evidenced on psychometric testing or by
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neuro-imaging have been linked to depression in late life. Several studies
have explored the association between these changes and the outcome of the
depression. Beats et al. (1996) studied frontal lobe function in 24 elderly
depressed patients and 15 matched controls. Higher residual depression
scores were associated with slowed thinking times and increased ventricular
size. Simpson et al. (1998) studied 75 patients whose response to treatment
was classified as good, partial resistance, and absolute resistance. Magnetic
resonance imaging (MRI) was performed on 44 of the patients, 66 of the
patients had detailed neuropsychological testing. Evidence of deep white
matter hyperintensities was significantly greater in the resistant patients. The
psychometric test abnormalities that were associated with treatment resis-
tance were tests that reflect frontal or subcortical function. O'Brien et al. (1998)
studied 54 depressed patients aged 55 years or over. Twenty-five per cent had
severe white matter lesions present on MRI scanning, after a mean follow up
of 32 months these patients had a significantly worse outcome. A survival
analysis showed a median survival (to relapse) of 136 days in those with
severe lesions compared with 315 days in those without. Unfortunately, the
treatment given to the subjects is not described in the study. All of these stud-
ies support the notion that subtle cerebral changes are related to treatment
response in late life depression. It may therefore be worth taking into account
such findings when considering the length of specialist monitoring and the
use of prophylactic antidepressants.

Improving the prognosis

There is certainly room for improvement in the prognosis of late life depres-
sion. A significant proportion of elderly depressed patients does not achieve a
full remission. At least a third will not respond to treatment with a single anti-
depressant. Which treatment strategy should follow this is open to debate but
the limited evidence does suggest that vigorous treatment with antidepres-
sants and/or ECT is associated with a better outcome. Although a persistent
and aggressive treatment strategy seems obvious the community-based stud-
ies of outcome suggest that under-treatment is so prevalent that no treatment
at all is the norm. Likewise in the naturalistic cohort studies describing prog-
nosis at 1 year and beyond there is also evidence of under-treatment, in par-
ticular the use of ECT is very variable yet this treatment may be the most
effective in the short-term. The reader should also bear in mind that even
when treatment is prescribed this may be at a sub-therapeutic level, using
antidepressant assays to assess dosing adequacy Jerling (1995) found that tri-
cyclic antidepressants were often used in sub-optimal doses.

When faced with a patient whose depression does not show significant
improvement after 6 weeks the following options should be considered.
Firstly, extend the trial beyond the 'traditional' 6-week period, ensuring the
dose is optimal. A further trial of 6 weeks may be beneficial but if the patient
is distressed or deteriorating other options should be considered. Secondly,
change to an antidepressant of another class, this is a popular and logical
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strategy for which there is surprisingly little evidence. Thirdly, use augmen-
tation strategy or combine different classes of antidepressants. Fourthly, con-
sider a course of ECT.

Once achieving remission the clinician must consider continuation therapy
to reduce the risk of relapse, and consider longer-term prophylaxis. In general
adult psychiatry the period after remission carrying a high risk of relapse is
usually regarded as 6 months. In the elderly this period may be longer, per-
haps up to 2 years. An optimal length of continuation therapy has never been
established but the UK Old Age Depression Interest Group (OADIG) study
found that most relapses occurred in the first 12 months (OADIG 1993), and
this may represent a reasonable minimum period for continuation therapy.

With regard to longer-term prophylaxis the OADIG (1993) study entered 69
patients who recovered sufficiently to a 2-year double-blind placebo-
controlled trial of dothiepin. Survival analysis showed that dothiepin (75 mg
daily) significantly reduced the risk of relapse/recurrence. However, 30% of
those in the actively treated group still experienced a relapse, so there is scope
for further improvement. This finding together with the generally high rate of
recurrence and relapse in late life depression supports the argument for indef-
inite prophylactic treatment. Given that the life expectancy of a patient in their
seventies is on average 5 years then the gain from preventing 6 months mor-
bidity due to a recurrence of depressive illness becomes significant. Against
this argument are the potential side-effects from long-term drug use, particu-
larly weight gain. These problems may be less marked with newer antide-
pressants although the short-term data on adverse events would suggest there
is little difference between older and newer agents (Mittmann et al. 1997). Also
against the argument for indefinite prophylaxis is the fact that a noticeable
proportion of the placebo group remained well during the study period. Pro-
phylactic treatment of these patients would potentially have burdened the
patient with unwanted drug side-effects without any health gain. Unfortu-
nately, reliably identifying those who are at risk remains elusive although
those with two or more recurrences in the past 2 years, serious ill health,
chronic social difficulties or very severe depression at the outset are most
likely to be at risk given our current knowledge.

Key points

• Untreated depression in old age has a poor prognosis with chronicity and
high mortality.

• Two-thirds of patients will significantly improve with pharmacological
treatment.

• In the long term, less than half of those treated will remain well; relapse,
chronicity and other outcomes are common.

• Depressed medical inpatients have a very poor prognosis.
• There is a two-fold increased risk of death associated with late life

depression.
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The pharmacological
treatment of
depression in older
people
Simon Wilson and Stephen Curran

Introduction

Why is the pharmacological treatment of depression
different in older people?

Which antidepressants are most effective in the elderly?

Which are the safest antidepressants in the elderly?

What is the optimum dose of antidepressants in the elderly?

How long does it take for elderly patients to respond to
antidepressants?

How long should antidepressants be continued after
remission?

How quickly should antidepressants be withdrawn?

What if there is no response to the first-choice
antidepressant?

This chapter discusses the pharmacological treatment of depression in older
people. Although important, medication only forms part of the successful
management of depression in the elderly. It is important to adopt a multi-
disciplinary approach to management and consider psychological and social
interventions such as bereavement counselling, occupational therapy, cogni-
tive-behavioural psychotherapy or family therapy.

As well as taking a full history and carrying out a mental state examination,
physical assessment of patients is particularly important in the elderly before
embarking on pharmacological treatment. Physical illness can cause depres-
sion, e.g. hypothyroidism; affect the choice of medication, e.g. avoiding
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tricyclic antidepressants (TCAs) in prostatic hypertrophy; and can be an
important maintaining factor, e.g. disability because of arthritis.

Why is the pharmacological treatment of
depression different in older people?

Older people are more sensitive to the side-effects of drugs and experience
adverse events more frequently than younger patients. Pharmacodynamic
and pharmacokinetic changes with increasing age both play a part in explain-
ing increased drug sensitivity (Lader 1994). Pharmacodynamic changes
include increased receptor sensitivity and a reduction in total receptor num-
bers with increasing age. Changes in drug distribution, metabolism and excre-
tion are the main pharmacokinetic factors involved. A shift in body
composition with a relative reduction in total body water compared to fat
alters the distribution of lipid-soluble drugs in particular. As a result, the half-
life of many lipid-soluble psychotropic drugs is prolonged. Hepatic metabo-
lism of psychotropic drugs is reduced because of decreased hepatic blood
flow and slowed enzyme metabolism. Glomerular filtration rate declines by
50% between young adulthood and the age of 70 (Lader 1994), which is of par-
ticular importance in explaining the increased risk of lithium toxicity in older
patients. The increased likelihood of concurrent physical illness in the elderly
together with the increased likelihood of drug interactions due to polyphar-
macy also plays a large part in explaining increased risk of adverse events
with psychotropic medication.

When prescribing an antidepressant to an older patient, it is wise to adhere
to the maxim 'Start low and go slow' (Baldwin and Burns 1998). A small start-
ing dose and a gradual increase in dose is necessary if troublesome side-
effects are to be avoided. Although the elderly as a group are more sensitive
to medication, there is wide inter-subject variation in drug metabolism with
up to a 10-fold variation in plasma levels between patients given the same
dose of antidepressant (Bertilsson and Dahl 1996). For this reason some older
patients can tolerate an equivalent dose of antidepressant to that used in
younger patients provided increases in dose are carried out gradually and the
patient is monitored closely for side-effects.

Faced with an elderly patient suffering from depression, our task is to nav-
igate the often narrow channel between the unpleasant and potentially haz-
ardous side-effects of antidepressants, and the persistent morbidity, disability
and risk of suicide if the depression is inadequately treated. In negotiating this
channel safely the clinician has to weigh several factors in the choice of anti-
depressant medication. The range of antidepressants available means that
treatment can, to some extent, be tailored to the individual patient to take
account of symptoms, severity of depression, the presence of physical illness,
patient preference and likely tolerance of side-effects. Table 4.1 lists the classes
of antidepressants that can be considered as first-line treatments together with
their mode of action and some characteristics when used in older patients.



Table 4.1. Classification of antidepressants.

Class Examples

Tricyclics (TCAs) Amitriptyline
Nortriptyline
Lofepramine

Selective serotonin re-
uptake inhibitors
(SSRIs)

Monoamine oxidase
inhibitors (MAOIs)

Reversible inhibitors of
monoamine oxidase
(RIMAs)

5HT-2 antagonists

Noradrenaline and
serotonin re-uptake
(NSRIs)

Noradrenergic and
specific serotonergic
antidepressant (NaSSA)

Fluoxetine
Paroxetine
Citalopram

Phenelzine
Tranylcypramine

Moclobemide

Trazodone
Nefazodone

Venlafaxine

Mirtazapine

Alpha- 1 adrenergic antagonism
5HT-2 antagonism

Block pre-synaptic re-uptake
of serotonin (5HT)

Irreversible inhibition of the enzyme
monoamine oxidase A

Reversible inhibition of the enzyme
monoamine oxidase A

Serotonin re-uptake blockade with
post-synaptic 5HT-2 antagonism

Block pre-synaptic re-uptake of noradrenaline
and serotonin

Blocks inhibitory alpha-2 presynaptic
receptors increasing noradrenaline release

Increased 5HT release
Blocks 5HT-2 and 5HT-3 receptors reducing
unwanted side-effects

Potential problems with:
• anticholinergic side effects;
• confusion
• postural hypotension
• atrioventricular heart block.
In general well tolerated in the elderly.
Liquid preparations available.
Gastrointestinal upset and akathisia cause

problems in some.
Risk of hypertensive crisis with tyramine rich
foods and over-the-
counter sympathomimetic 'cold cures'.

Postural hypotension and insomnia limit use in
the elderly.

Better tolerated in the elderly than MAOIs.
Fewer dietary restrictions.

Useful in the elderly as 5HT-2 antagonism
reduces anxiety. Trazodone is more sedative as it also
blocks histamine receptors.
At lower doses side-effects similar to SSRIs.
At higher doses can cause insomnia and exacerbate

hypertension.

Theoretically of use in depression associated
with anxiety and agitation but little evidence on
which to base use in the elderly to date.

Sedative at lower doses.
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Which antidepressants are most effective in the
elderly?

Most drug trials comparing the efficacy of antidepressants have excluded
patients over the age of 65 and those with significant physical illness. This has
resulted in a relative lack of evidence on which to base decisions when treat-
ing patients over the age of 65. Livingstone and Livingston (1999) have
reviewed five double-blind randomized-controlled trials which have com-
pared TCAs with newer antidepressants (SSRIs and venlafaxine) in patients
over the age of 65. All five trials found that TCAs and the newer antidepres-
sants were equally effective. However, none of the trials included enough sub-
jects to detect small differences in efficacy and patients with significant
physical illness were excluded.

Given equal efficacy, the choice of first-line antidepressants in the elderly is
strongly influenced in favour of those antidepressants which are least likely to
cause troublesome side-effects. However, there are some particular groups of
patients where evidence can guide the choice of antidepressant. Firstly, there
is evidence that TCAs are more effective than SSRIs (selective serotonin re-
uptake inhibitors) in treating patients with severe melancholic-type depres-
sion characterized by anhedonia, diurnal mood variation, early morning
wakening and psychomotor retardation or agitation (Roose et al. 1994). Sec-
ondly, patients suffering from severe depression associated with mood-
congruent delusions require a different treatment from the outset. In this
group of patients, antidepressants used alone are less likely to be effective and
a combination of antidepressant with an antipsychotic is usually necessary
(Spiker et al. 1985). Delusional depression in the elderly seems to be more
resistant to pharmacotherapy than in younger patients (Baldwin 1988) and
electroconvulsive therapy (ECT) may be the treatment of choice in this group
of patients (Flint and Rifat 1998).

In younger patients, the monoamine oxidase inhibitors (MAOIs) have been
thought to be of particular use in depression characterized by anxiety and an
absence of melancholic features. Unfortunately the traditional MAOIs can cause
marked postural hypotension in the elderly and Taylor et al. (1999) have
advised that they are avoided in the elderly. Moclobemide, a reversible inhibitor
of monoamine oxidase (RIMA), requires little or no dietary restrictions and is
well tolerated in the elderly and may be a useful alternative for depressed
patients with prominent anxiety and an absence of melancholic features.

Elderly patients who have cognitive impairment complicated by depres-
sion are prone to side-effects, particularly the anticholinergic effects of TCAs,
which exacerbate pre-existing confusion. Moclobemide has been shown to be
of value in treating depression in elderly patients with cognitive impairment
(Roth et al. 1996) and may be a first-line antidepressant in this group of
patients.
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Which mm the safest antidepressants in the
elderly?

Older TCAs (e.g. amitriptyline and imipramine) are often not chosen as first-
line antidepressants in the elderly because of potentially hazardous side-
effects, particularly in those patients with heart disease. Newer TCAs (e.g.
lofepramine) and SSRIs are often used in preference as first line antidepres-
sants. Table 4.2 lists the more common side-effects of TCAs and SSRIs.

Meta-analyses of the drop-out rates from trials comparing antidepressants
suggest that SSRIs are better tolerated than the older TCAs with 10% fewer
patients being withdrawn from trials (Anderson and Tomerson 1995). How-
ever, this does not seem to be the case for trials in which SSRIs were compared
with newer TCAs or heterocyclic antidepressants (e.g. Trazodone) where
there was no difference in the rates of patients withdrawn from treatment
(Song et al. 1993). These findings have been confirmed in a more recent meta-
analysis of patients withdrawn from trials by Hoptopf et al. (1997). The impor-
tance of this study is that Hoptopf et al. went on to examine 11 trials that
included elderly patients and found that drop-out rates did not differ signifi-
cantly from younger patients.

One of the difficulties in interpreting the clinical significance of drop-out
rates from randomized-controlled trials of antidepressants is that drop-out
rates alone give no indication of the seriousness of events which led to

Table 4.2. Common and important side-effects of TCAs and SSRIs.

Tricyclic antidepressants SSRIs

Alpha-1 adrenergic receptor blockade: 5HT-3 receptor
stimulation:

Postural hypotension Nausea
Dizziness Headache

Gastrointestinal upset

Muscarinic receptor blockade: 5HT-2 receptor
stimulation:

Constipation Agitation
Blurred vision Akathisia
Dry mouth Insomnia
Urinary retention Sexual dysfunction
Delirium
Tachycardia
Heart block

Histamine receptor blockade:
Weight gain
Drowsiness

Hyponatraemia:
More common in the elderly. Presents with vague symptoms which may be attributed to
depression, e.g. lassitude and headaches.
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antidepressants being withdrawn. For example, one group of patients may
have had antidepressants withdrawn because of nausea while another group
experienced falls and postural hypotension, with potentially far greater con-
sequences. When comparing SSRIs with older antidepressants, it should be
remembered that SSRIs are not without troublesome and potentially haz-
ardous side-effects in the elderly, e.g. hyponatraemia (Table 4.2).

A further reason for favouring SSRIs as first-line antidepressants over the
older TCAs in the elderly is toxicity in overdose. The risk results from the
propensity of the older TCAs to cause cardiac arrhythmias or seizures at toxic
levels (Edwards 1995). Dothiepin, seems to be particularly risky in overdose
(Buckley et al. 1994). In comparison, the SSRIs are safer, with fewer adverse
events reported after overdose (Case History 4.1).

Case History 4.1

A 75-year-old man was admitted to hospital with an exacerbation of chronic obstruc-
tive airways disease. He had become more anxious and worried about his health since
the sudden death of a friend 3 months before. He had been commenced on doth-
iepin by his GP because of tearfulness and sleep disturbance. While on the medical
ward he had periods of confusion at night and complained of difficulty passing urine.
On examination he was anxious and preoccupied with his physical health. Orienta-
tion at the time of the examination was normal. A diagnosis of a depressive episode
was made. His nocturnal confusion was thought to be secondary to a combination
of hypoxia and the anticholinergic effects of dothiepin which was also causing
prostatism. The dothiepin was discontinued and paroxetine commenced. He had no
further episodes of confusion and his mood had returned to normal when seen 4
weeks later.

The elderly are more sensitive to the side-effects of antidepressants than
younger patients (Lader 1994). It is important to start with lower doses of anti-
depressants in the elderly and increase gradually. Smaller than standard doses
of antidepressants may be effective in the elderly. However, there is wide
inter-subject variation in drug metabolism and some elderly patients may
require and tolerate doses of antidepressants equivalent to those used in
younger patients provided the dose is increased gradually.

Where patients are sensitive to TCAs at relatively low doses nortriptyline
could be used with monitoring of plasma levels. Therapeutic plasma concen-
trations have been determined for nortriptyline and it is well-tolerated in
elderly patients and those with cardiovascular disease (Roose et al. 1994).
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In about one-third of patients there will be an inadequate response to the first
antidepressant used (Flint 1985). How long should one wait for a response? In
younger patients a 4-week trial of antidepressant is generally considered ade-
quate with a change to a different class of antidepressant if there is no
response (Spigset and Martensson 1999). Quitken et al. (1984) have shown that
improvement can be delayed to between 4 and 6 weeks and a trial of 8 weeks
may be necessary for a response to occur in the elderly (Georgotas and McCue
1989). The likelihood of obtaining a response by extending the use of an anti-
depressant beyond 4 weeks has to be weighed against the distress and risks of
persistent depression for each patient. It may be necessary to give ECT if the
response to antidepressants is delayed or slow and there is a concern about
suicide risk. If there has been no response after 4 weeks the antidepressant
should be changed to a different class or ECT considered. If there has been a
partial response at 4 weeks the antidepressant can be continued with regular
monitoring of the mental state to ensure that the improvement continues. If
there is evidence of a high suicide risk, psychotic depression or marked
psychomotor agitation or retardation then ECT should be considered (Case
History 4.2).

Case History 4.2

A 77 year old woman was referred by her GP after investigations in hospital for nau-
sea and vomiting had failed to reveal a cause. While in hospital she had been seen
by a psychiatrist and commenced on fluoxetine 20 mg daily. She continued to expe-
rience anorexia and nausea on returning home and had lost weight. On examination
she was agitated and distressed. She explained that she could not eat because food
would stick in her throat. She frequently checked her mouth by looking in a mirror.
She was admitted urgently to hospital with a diagnosis of a severe depressive episode
with possible hypochondriacai delusions. The fluoxetine was stopped and she was
commenced on doxepin which was increased to 150 mg daily. She remained dis-
tressed but improved markedly after five treatments of ECT. She remained well on
doxepin 150 mg 2 years later.

The elderly are at a high risk of recurrence following a depressive episode,
with up to a 70% risk of recurrence within 2 years of remission (Flint 1992).
Continuation treatment for 6 months after full remission is now standard
practice in patients under 65 years of age. Flint (1992) cites evidence to
support using continuation treatment beyond 6 months in the elderly. Firstly,
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naturalistic studies of untreated depression in the elderly suggest a duration
of 12-48 months. Secondly, the risk of recurrence after a single depressive
episode in the elderly is high and about the same as that for younger patients
with a history of recurrent depression. Lastly, with further episodes, there is a
tendency to shorter periods of remission, longer duration of episodes and
increasing treatment resistance.

One of the few placebo-controlled trials of maintenance antidepressants in
patients over the age of 65 showed that dothiepin 75 mg daily reduced the rel-
ative risk of recurrence by a factor of 2.5 (Old Age Depression Interest Group
1993). As there are few trials of maintenance treatment in the elderly the
results from trials in younger patients may provide some general guidance:

• The antidepressant which led to remission is likely to be equally effective in
continuation or maintenance treatment.

• The dose of antidepressant which led to remission is likely to be the most
effective at continuing remission and preventing relapse (Frank et al. 1990).

• Given the high risk of recurrence within 2 years of a first depressive episode
after the age of 60, continuation treatment should be for at least 1 year, and
probably 2 (Prien and Kupfer 1986).

Given these factors, there is a strong argument for long-term maintenance
pharmacotherapy in the elderly beyond 2 years.

A discontinuation syndrome has been described for most antidepressants,
especially following abrupt withdrawal. Symptoms experienced by patients
who have abruptly stopped antidepressants are listed in Table 4.3. To avoid a
discontinuation syndrome, continuation or maintenance antidepressants
taken for longer than 1 year should be withdrawn over 6-8 weeks, and possi-
bly more slowly if taken as maintenance for several years. Withdrawal of anti-
depressants over 1 week is probably adequate for courses lasting less than 8
weeks (Drug and Therapeutics Bulletin 1999).

A discontinuation syndrome can occur in up to 50% of patients suddenly
withdrawing from tricyclic antidepressants (Drug and Therapeutics Bulletin
1999). Of the SSRIs paroxetine seems to be at particular risk of leading to a dis-
continuation syndrome, probably because of its shorter half-life. Discontinua-
tion symptoms usually start abruptly and resolve within 24 h if the
antidepressant is re-started. The discontinuation syndrome can usually be dis-
tinguished from the early recurrence of depression. Recurrence of depression
is rare within 1 week of stopping antidepressants and resolves more slowly
than the discontinuation syndrome after antidepressants are re-started (Case
History 4.3).
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Table 4.3. Symptoms of the antidepressant discontinuation
syndrome (Drugs and Therapeutics Bulletin 1999).

Case History 4.3

A 66-year-old woman was referred urgently by her GP with a recent worsening of
anxiety. She had a history of recurrent depression and had been maintained on
amitriptyline for a number of years until changed to paroxetine 1 year before when
she experienced palpitations. Her GP suspected an agitated depression. When seen
she complained of insomnia, headaches and parasthesiae. She described increased
anxiety and palpitations since a friend was robbed in the street 1 week before. She
had stopped the paroxetine 2 days before fearing that this was causing the palpita-
tions. A diagnosis of SSRI discontinuation syndrome was made. She was advised to
recommence the paroxetine and she was reviewed the following day when most of
her symptoms had resolved. She was referred to a day hospital for anxiety
management.

What if there is no response to the first-choke

Given that 30-40% of patients will fail to respond to an initial antidepressant,
this is a common clinical scenario (Flint 1995). At this stage patients may be
discouraged and so clinicians should maintain a positive outlook and reassure
the patient that this is not unusual. Before considering any changes in phar-
macotherapy it is important to review the diagnosis, ask whether medication
has been taken and address psychosocial factors which may be maintaining
the depression. A list of factors to consider before making changes to phar-
macotherapy is given in Table 4.4. Once these factors have been addressed
changes to pharmacotherapy can be pursued.

The following sections examine the treatment options when there is no
response to a first-choice antidepressant.

(a) Increase the dose of antidepressant

This is a useful option in younger patients with up to 50% of patients with
refractory depression responding in one study (Bridges et al. 1995). However,

Image Not Available 
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Table 4.4. Factors to consider if there is no response to an antidepressant

decreased tolerance of higher doses limits its usefulness in the elderly. Some
older patients may be able to tolerate a gradual increase in dose of a TCA with
regular monitoring for side-effects and measurement of lying and standing
blood pressure. There is little evidence that increasing doses of SSRIs
improves outcome (Baldwin 1999).

(b) Change to a different class of antidepressant

In most cases the choice will involve switching from an SSRI to TCA or vice
versa although newer antidepressants have increased the therapeutic options.
There is little evidence that switching within classes of antidepressants is of
benefit (Baldwin 1999).

Wattis et al. (1994) surveyed the use of antidepressants by psychiatrists
working with the elderly. Lofepramine and dothiepin were the most com-
monly prescribed antidepressants. Of the SSRIs, fluoxetine was most
commonly used. Other commonly used antidepressants were amitriptyline,
trazodone, clomipramine and doxepin. It is perhaps surprising that dothiepin
and amitriptyline were commonly used, despite their propensity to cause
side-effects. However, the survey was undertaken before many of the new
antidepressants were available.
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(c) Use of ECT

It should be borne in mind when treating depression in the elderly that
switching from one antidepressant to another involves delay as it takes time
to increase doses to therapeutic levels. ECT should be considered at any
point in treatment but particularly when there are psychotic symptoms,
severe psychomotor agitation or retardation or risk of death from self-
neglect or suicide.

There are important interactions between pharmacotherapy and ECT and
these are summarized in Table 4.5.

(d) Augmentation

If there has been no or only partial response to two antidepressants from
different classes, augmentation should be considered. A number of
augmentation strategies have been advocated, including use of lithium, tri-
iodothyronine, anti-epileptic drugs and antidepressant combinations.

Table 4.5. Drug interactions with ECT (Curran and Freeman 1995)

Image Not Available 
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Evidence for the efficacy of augmentation mainly comes from studies in
younger patients. The few studies that have included elderly patients have
used lithium augmentation (see review by Flint 1995). In a survey of
patients over 65 years of age who were prescribed lithium, Head and
Denning (1998) found that 38% were prescribed lithium for a depressive
illness. Prospective controlled trials of lithium use in the elderly have
reported response rates of about 20% (Flint and Rifat 1994), which is less
than the response rate in younger patients of about 35% (Baldwin 1999).

Elderly patients are sensitive to the side-effects of lithium and at greater
risk of neurotoxicity. The elderly may experience lithium toxicity when
plasma levels are within the therapeutic range. Up to 50% of elderly patients
will experience side-effects with lithium (Flint and Rifat 1994). Tables 4.6 and
4.7 list the common side-effects of lithium and signs of toxicity. The elderly
may respond to lower plasma concentrations of lithium than younger
patients, although Flint (1995) suggests levels of greater than 0.5 mmol/L are
necessary. In a review of lithium use in the elderly, Foster (1992) suggested an
ideal range of 0.4-0.7 mmol/L. Once-daily dosing minimizes side-effects.

Initial reports of lithium augmentation suggested that a response occurred
within a few days, but 3-4 weeks is considered a minimum trial. It is impor-
tant to monitor elderly patients on lithium closely and to adhere to guidelines
on monitoring. The British National Formulary (1999) advises examining
lithium levels every 3 months if dose and physical health are stable. After

Table 4.6. Common non-toxic side-effects of lithium in older people (Foster 1992).

Table 4.7. Symptoms and signs of lithium toxicity.

Image Not Available 

Image Not Available 



56 THE PHARMACOLOGICAL TREATMENT OF DEPRESSION IN OLDER PEOPLE

starting lithium or any change in dose, plasma concentrations should be
checked at 4-7 days, and then weekly until stable. Closer monitoring may be
warranted for some elderly patients, particularly those with a history of heart
disease or renal impairment. Important in reducing the risk of toxicity is giv-
ing patients and carers clear and preferably written information about lithium
and ensuring that this information is understood.

Patients at particular risk of lithium toxicity are those taking thiazide
diuretics (25% reduction in lithium excretion) or non-steroidal anti-inflamma-
tory drugs. Toxicity can occur if the risks of drug-lithium interactions are not
fully recognized and drugs are started which interact with lithium without
checking lithium levels. Commonly prescribed drugs in the elderly which
may lead to an increase in lithium concentration are angiotensin-converting
enzyme inhibitors, thiazide diuretics and NSAIDs. Of the NSAIDs, Sulindac
may be the safest (Bazire 1998). Aspirin is probably safe to use with lithium as
there was little effect on lithium concentrations in one study. Patients should
be warned not to buy ibuprofen over the counter without discussing this with
their GP.

There is little evidence to guide clinicians on how long lithium augmenta-
tion should be continued once a response has been achieved. Risks of long-
term lithium maintenance have to be weighed against the risks of recurrence
of a mood disorder for each patient. Maintenance treatment with lithium is
associated with hypothyroidism so regular monitoring of thyroid function is
necessary. In one survey 25% of patients on maintenance lithium were also
taking thyroxine (Head and Denning 1998). Urea and electrolytes with serum
creatinine should also be monitored. Therapeutic levels of lithium are not
thought to lead to renal impairment but episodes of toxicity may cause renal
damage. Renal impairment due to other causes significantly increases the risk
of toxicity (Case History 4.4).

The addition of tri-iodothyronine (T3) to antidepressant medication at
doses of 25-50 jig per day is a strategy that has been used in younger patients
with treatment-resistant depression. A meta-analysis of eight controlled
studies, mainly involving younger patients, showed that T3 augmentation
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produced twice as many responses as controls (Aronson et al. 1996). There
have been no controlled studies of T3 augmentation in elderly patients (Flint
1995) and so routine use in the elderly cannot be justified, although it may be
of benefit in individual cases. The British National Formulary (1999) advises
caution in using T3 augmentation in the elderly, especially those with cardio-
vascular disease. Small doses of T3 should be used with regular monitoring of
thyroid function, aiming to double free thyroid hormone levels.

Open studies and case series have reported responses in elderly patients to
augmentation with carbamazepine and sodium valproate in treatment-
resistant depression (Flint 1995). The use of carbamazepine and sodium
valproate as mood stabilizers in bipolar affective disorder is well established,
but as yet there is no evidence of their efficacy from randomized controlled
studies in treatment-resistant depression in the elderly (Baldwin 1999). They
should therefore be used with caution in the elderly. Carbamazepine has lim-
iting side-effects in the elderly, including drowsiness, nausea and ataxia and
regular blood tests are necessary as there is a risk of blood dyscrasias (British
National Formulary 1999). Sodium valproate seems to be better tolerated in
the elderly (Flint 1995).

Other augmentation strategies that have been used in younger patients are
listed in Table 4.8. Apart from the use of antipsychotic medication in psychotic
depression (Flint and Rifat 1998), evidence from randomized controlled trials
of their efficacy in the elderly is lacking. They may be considered in some
patients where other strategies have failed.

Key points

• Although important, the pharmacological treatment of depression in older
people should form part of an overall management plan which considers
and addresses psychosocial factors and non-pharmacological treatments.

• Older people are more sensitive to the side-effects of medication because of
pharmacodynamic and pharmacokinetic changes with age. Medication
should be started at low dose and increased gradually.

• Evidence from randomized controlled trials suggests that antidepressants
are of equal efficacy as first-line pharmacotherapy in the treatment of non-
psychotic depression. Choice of antidepressant is usually governed by the
avoidance of side-effects and drug interactions.

• Response to antidepressants is slower or delayed in the elderly. However,
if there is no response to an initial antidepressant after 4 weeks a change to
a different class of antidepressant should be considered. If there is a partial
response at 4 weeks the antidepressant can be continued with regular mon-
itoring of the mental state. If subsequent response is slow or incomplete
ECT or augmentation should be considered.

• If there is no response to pharmacotherapy the diagnosis should be
reviewed. Poor compliance with medication and adverse psychosocial fac-
tors should be addressed before making changes to pharmacotherapy.

• The risk of recurrence is high following an episode of depression in the



Table 4.8. Alternative augmentation strategies in treatment-resistant depression.

Tryptophan Precursor to serotonin

Antidepressant Increase in antidepressant serum
combinations levels

Antipsychotics Sedative
Anxiolytic

Pindolol Blocks pre-synaptic inhibitory 5-
HT receptors. Increases 5-HT in
synaptic cleft when combined with
serotinergic antidepressants

Used in combination with TCAs and lithium.
Evidence of use in elderly is lacking.

One study showed marginal benefit only (O'Brien et at.
1993). Case reports of improvement in elderly with
refractory depression.

Augmentation strategy of choice if depression
complicated by psychotic symptoms.
(Baldwin 1988).

Out of six controlled studies, only
three showed any benefit (McAskill et a/. 1998).

No studies of efficacy in the elderly.

Eosinophilia-myalgia syndrome
reported.

Eosinophil count monitoring
necessary.

Combinations are potentially
hazardous. Usual combination
of SSRI with low dose TCA.

Risk of serotonin syndrome or
delirium in the elderly.

Extra-pyramidal side-effects.
TCA levels increased by

antipsychotics.

Controlled studies report few
side-effects or adverse events.
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Introduction

Electroconvulsive therapy (ECT) has been used in psychiatry for over 50
years, but, despite a wealth of papers on the subject, it still arouses contro-
versy (Fink 1991). Brandt and Ugarriza (1996) examined the myths about ECT
and pointed out that it carries considerable social stigma, so that many people
keep their experience of it secret. They concluded that there is a need for pub-
lic education to tackle deficits in knowledge and dispel myths.

When Pippard and Ellam (1981) carried out a national survey of ECT
usage in Great Britain they found that 37% of courses were given to people
aged over 60 years of age. In 1985 alone 137 940 ECT treatments were
administered in England, with a steady but slowing decline to a reported
total of 105 466 treatments in 1990-1991 (Department of Health 1992). The
national average rate at that time was 220 treatments per 100 000 popula-
tion. From January 1999 to March 1999 the Department of Health (1999)
surveyed the use of ECT in England and reported on 16 500 treatments
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administered to 2800 individuals. Forty-four per cent of the women treated
were over 65 years of age and 33% of the men. These figures translate to an
estimated 65 930 treatments per full year and show that those over 65 years
of age remain major users of ECT services. In 1995 the mental health char-
ity MIND published a report on older women and ECT (Cobb 1995) and
campaigned for a scaling down of its use, arguing that older women are
over-represented amongst the population of people treated with ECT.
There are, however, a number of possible reasons why older people might
be more likely to require ECT. In the past it has been assumed that the
increased use of ECT in older people might relate to their increased sensi-
tivity to the side-effects of older antidepressants, but Olfson et al. (1998)
argue that this can no longer be the case with the advent of newer antide-
pressant drugs. It may relate to difference in patients' attitudes towards, or
acceptance of, the treatment, or 'entrenched practice patterns'. They also
note that there is some data suggesting that older depressed adults may
preferentially respond to ECT rather than antidepressant drugs.

Case History 5.1a

Mrs Ethel King, widow, born 1909, was first referred by her GP to the old age psy-
chiatry service in January 1991 for home assessment. She had an agitated depressive
illness with classical biological symptoms of depression and suicidal ideas. She had
written what appeared to be a suicide note to her daughter. There was no previous
history of psychiatric illness. Her husband had died 2 years earlier and she had been
first observed by the family to be depressed about 6 months previously. The week
before referral her baby grandson had died. She agreed to admission to a psychiatric
ward for treatment and was already on a tricyclic antidepressant initiated by the gen-
eral practitioner. Within a few hours of admission she collapsed and was transferred
to a medical ward, where she was diagnosed as having a chest infection, with atrial
fibrillation and heart failure. Following medical treatment she was transferred back to
the psychiatric ward. The tricyclic was continued throughout this illness and the dose
gradually increased. She improved steadily and made a full recovery. After a series of
successful home visits she was discharged home to attend a local day centre for 2
days each week.
Regular follow up was carried out by a community psychiatric nurse and in the com-
munity clinic and she remained well on antidepressants until June 1993 when, on a
routine visit, she was noted to have low mood with diurnal variation. She dated the
onset of symptoms to the recent anniversary of her husband's death. The frequency
of visits was increased and she complied with antidepressant drug treatment, but her
mood continued to deteriorate. She was re-admitted in August 1993. She was
drowsy and the tricyclic antidepressant was changed, but she showed no response to
a therapeutic dose and agreed to a course of ECT. She made an excellent recovery
with nine bilateral ECT and was discharged home on a different class of antidepres-
sant, a selective serotonin re-uptake inhibitor
(Whilst this case describes a person under my care, the name and some of the details
have been changed to prevent identification.)
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Indications for ECT

Most older people treated with ECT have a severe depressive illness, par-
ticularly depressive illness with psychotic symptoms. This was regarded as
the main indication in a survey of the views of old age psychiatrists
(Benbow 1991). Other diagnostic groupings where ECT was rated as 'often'
or 'sometimes' useful by over 50% of respondents were schizoaffective
disorder and depressive illness with dementia. The same study investi-
gated the circumstances in which ECT might be the treatment of choice in
old age psychiatry and over 50% of respondents supported its use in the
following situations:

• depressive illness which has failed to respond to antidepressant drugs;
• depressive illness where previous episodes responded to ECT but not to

antidepressant drugs;
• depressive illness with psychotic symptoms;
• depressive illness with severe agitation;
• depressive illness with high suicidal risk; and
• depressive stupor.

When Mrs King received her first course of ECT (Case History 5.la) she had
relapsed on one antidepressant drug and had failed to respond to therapeutic
doses of a second. She had marked biological symptoms of depression and in
the past the symptoms associated with the classical concept of 'endogenous
depression' have been regarded as predictors of a good response to treatment
(Benbow 1989).

Case History 5.1b

Follow-up visits found Mrs King to be well, living independently and with no depres-
sive symptoms. But in January 1997 she suddenly presented with a relapse of agi-
tated depressive illness and was admitted for the third time. In view of the history of
good response to ECT and relapse on antidepressant drug treatment she was offered,
and accepted, a course of ECT. She received 10 bilateral ECT treatments, made a
good recovery and was discharged home after a graded discharge programme on a
selective serotonin re-uptake inhibitor and lithium carbonate. At follow-up review in
the community there were no depressive symptoms.

Technical

Bilateral electrode placement is preferable for people whose concurrent med-
ical conditions make it advisable to minimize the number of general anaes-
thetics. For this reason Mrs King was treated with bilateral ECT (Case History
5.1b). Unilateral electrode placement is indicated for people with pre-existing
cognitive impairment, in order to minimize cognitive side-effects during treat-
ment (Benbow 1995).
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The ECT Handbook (Freeman 1995) does not recommend the use of stimu-
lus dosing but gives guidelines on how to design a stimulus dosing policy,
and gives examples of protocols to use with different ECT machines. Stimulus
dosing refers to adjusting the dose of electricity used for ECT to the individ-
ual being treated in order that it exceeds the individual's seizure threshold by
an amount which should be effective without incurring excessive adverse
cognitive side-effects. The dosing strategy in an ECT clinic needs to take into
account differences between individual patients and changes within an indi-
vidual across a course of treatment. This may involve using tables, which take
account of age and gender, to pre-determine the initial electrical dose, or using
a protocol to titrate a gradually increasing dose of electricity until a dose is
found that elicits a seizure (Lock 1995). Treatment dose will be determined by
a protocol in relation to the seizure threshold (Table 5.1). One of these proto-
cols was in use in the ECT clinic where Mrs King had her second course of
ECT and Table 5.1 shows how the dose was increased over the first two ses-
sions in order to determine an approximation of seizure threshold (in this case
151 mC).

The treatment dose was administered subsequently at a level between 50
and 100% above seizure threshold. Higher seizure thresholds are related to
increasing age, and to male gender. Various drug treatments can also raise
seizure threshold and/or shorten seizure duration. These may be important
considerations in deciding on drug treatments during ECT for older adults
who tend to have higher seizure thresholds in any case, especially older men.
Table 5.2 sets out factors which influence seizure threshold or duration.

ECT itself is a powerful anti-convulsant and Table 5.1 shows how Mrs
King's treatment dose was increased after her sixth treatment because of
shortening of the cerebral seizure activity (as recorded on EEG monitoring),
which is presumed to be secondary to increasing seizure threshold as treat-
ment proceeded.

Table 5.1. Details of Mrs King's second course of ECT (bilateral).

Treatment Stimulus Motor Comments
number (mC) point (s) activity (s)

1 (1) 76 (1)no CSA* (1) 0 Increasing stimulus as per the dosing
protocol to determine seizure threshold

2
3
4
5
6

7
8
9

10

(2) 101
(3) 353

151
252
252
252
252

353
353
353
353

(2) NO CSA
(3) 72

51
60
51
48
40

62
66
85
83

(2) 0
(3)58

30
52
42
39
27

39
31
37
44

Seizure threshold
Treatment dose
-
-
Shortening of seizure over treatments 3
to 6-dose increased next treatment

*CSA, cerebral seizure activity.



CONSENT TO ECT 65

Table 5.2. Factors influencing seizure threshold and/or duration.

Gender
Electrode placement
Age
Anaesthetic drugs
Psychotropic drugs

Other drugs

ECT
Hyperventilation/
hyperoxygenation

ST* higher in men
ST in bilateral placement higher than unilateral
ST increases with age
Raise threshold and/or shorten duration
Raise threshold and/or shorten duration, e.g. Benzodiazepines,
L-tryptophan
(1) Some lower threshold and/or lengthen duration, e.g. caffeine,
theophylline, reserpine. Caffeine is sometimes
used pre-ECT in people with high seizure threshold.
(2) Some raise threshold and/or shorten duration, e.g.
anticoagulants, beta-blockers.
ECT itself increases ST
Can be used to lengthen seizure duration during treatment
in people having short seizures.

*ST = seizure threshold.

Case History 5.1c: rapid post-operative relapse

At the end of August 1997 Mrs King fell at home and fractured her femur. Pre-
operatively her mood was noted to be good but immediately post-operatively a
marked change was observed. She appeared low, was uncommunicative, and
refused food, drink and medication. On the surgical ward nurses resorted to syring-
ing fluids into her mouth. She was assessed by a physician who could find no physi-
cal reason for the deterioration. Her psychoactive drugs had been discontinued on
admission and she was referred for psychiatric assessment 10 days post-operation.
Assessment supported a diagnosis of severe depressive illness and, after due consul-
tation, Section 3 of the Mental Health Act was implemented since, because she was
mute, she could not consent to ECT and was only drinking and eating with much
nursing effort. A Second Opinion Appointed Doctor supported the plan to treat her
with a course of up to 12 ECT treatments and treatment was started without delay.

Martin and Bean (1992) examined the issues associated with competence to
consent from a North American perspective, pointing out that there are no
pass/fail criteria for competence and that capacity is an elusive concept. Con-
sent is a continuous dynamic process and this is fundamentally true of con-
sent to ECT. People who have consented may withdraw their consent at any
time and, because depressive illnesses in late life may affect cognition, as
indeed may ECT, it will be necessary to provide repeated explanations as peo-
ple proceed with their treatment.

Older adults who are being advised to consent to ECT will need to be pro-
vided with information about the treatment (nature, purposes, effects and
side-effects), about why it is being suggested and what the alternatives are.
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They will need time to think it over, to discuss the decision with staff and rel-
atives, and to ask questions. It is good practice to use written information
about treatment in addition to verbal explanation. (The CRAG working group
on Mental Illness (1997) produced a good practice statement which includes a
Patient Information Leaflet about ECT and a sheet for people receiving ECT
as outpatients.)

In some circumstances people will be unable to consent to ECT. This was
clearly the case with Mrs King who was mute and unable to co-operate post-
operatively. The relevant Mental Health Act procedures will need to be used
in these circumstances. If an informal but capable patient refuses consent to
ECT, alternative treatments will need to be considered unless there are
grounds for invoking the Mental Health Act. A procedure for making a deci-
sion on behalf of those unable to consent is vitally important since severe
depression may affect capacity. A person who believes that everything is
hopeless and that they would be better off dead may be unable to conceive of
these ideas arising from a treatable illness. The right to treatment despite
being unable to consent is a fundamental human right and society has a
responsibility on behalf of its most vulnerable members to allow them the
possibility of recovery.

Case History 5.1d: a third course of ECT

The third course of treatment was interrupted, first by an episode of paroxysmal atrial
fibrillation, and later when she became dehydrated in response to over-diuresis. After
12 ECT treatments she was bright, communicative, interactive and mobilizing
independently, but with persistent low mood in the mornings. She consented to a
further six ECT treatments (i.e. a total of 18) and gradually recovered. During the
course of treatments 13 to 18 she had a bout of confusion secondary to a urinary
tract infection: this was treated with a course of antibiotics, and she was restarted on
lithium treatment.

Adverse effects of ECT

ECT is a low-risk procedure with a mortality similar to anaesthesia for minor
surgical procedures: approximately 2 deaths per 100 000 treatments. After
treatment people may suffer from:

• headaches;
• muscular aches;
• drowsiness;
• weakness;
• nausea; and
• anorexia.
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These are usually only mild and respond to symptomatic treatments. Other
side-effects include:

• cognitive side-effects;
• acute confusion; and
• adverse psychological reactions.

Cognitive side-effects are the main concern in older people, and have been
extensively studied. ECT can affect memory for events which occurred
before ECT (retrograde amnesia) and events which take place after ECT
(anterograde amnesia). The ability to learn new information and non-
memory cognitive functions (including intelligence, judgement, abstrac-
tion, etc.) are not affected. Severe depressive illness, particularly in older
adults, can affect memory and tests of memory carried out before and after
ECT may show improvement, presumably because the memory deficits
associated with depression have improved in response to treatment. Objec-
tive memory impairment (that is impairment which can be demonstrated
on objective tests) occurring during a course of ECT is reversible, and no
objective deficits have been demonstrated in the small proportion of people
who complain of persisting memory difficulty after treatment, Some of
these may have chronic depressive symptoms. Fink (1999) argues that
depressive illness and psychotropic drugs affect memory, but that when
ECT is used detrimental effects are blamed solely on the ECT which then
bears 'the full burden of the public's fear of every psychiatric treatment's
cognitive effects'.

Acute confusional states may develop between treatments, particularly in
people taking concurrent psychotropic drugs, or those with pre-existing
cognitive impairment or neurological conditions. If this occurs, modifica-
tions to treatment technique may lessen the confusion. Rarely a person will
develop post-ictal delirium which can manifest as restlessness, aggression or
agitation in the early stages of recovery. This will respond to treatment with
benzodiazepines.

Adverse psychological reactions to ECT may involve the person developing an
intense fear of treatment. Support and information is critical in preventing
and managing this side-effect of treatment.

Concurrent physical illness

There are no absolute contraindications to ECT (Fink 1999). People with a
wide range of physical illnesses have been successfully treated with ECT. For
any individual the potential risks and benefits need to be assessed before
making a decision regarding whether or not to go ahead with treatment, and
medical treatment may need to be optimized first. Careful explanation will
help the patient and their relatives to understand treatment options and allow
an informed decision. Medical problems which cause particular difficulty
include cardiovascular disease and neurological conditions.
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CARDIOVASCULAR DISEASE

People with cardiovascular disease are at increased risk of cardiac complica-
tions during ECT. Complications during ECT increase with the age of recipi-
ents and Burke et al. (1987) reported increased complications in people on a
greater total number of medications and in those on a greater number of car-
diovascular medications. Zielinski et al. (1998) found that most cardiovascular
complications were transient and did not prevent successful completion of the
treatment course, concluding that ECT can be used relatively safely for people
with severe cardiac disease.

Blood pressure and heart rate fall during the passage of the electrical stim-
ulus and then rise rapidly. Cerebral blood flow and cerebrovascular perme-
ability increase, with a sudden short-lived increase in intra-cranial pressure. A
sinus bradycardia results initially from vagal stimulation, sometimes with
periods of electrical silence (asystole), but is rapidly replaced by a marked
tachycardia mediated by sympathetic neurones. Tachycardia can cause
ischaemia by decreasing myocardial oxygen supply and increasing oxygen
consumption. Sub-convulsive stimuli produce longer periods of bradycardia,
which may be a concern when people with known heart disease are treated
using a protocol involving dose titration to determine seizure threshold
(Abrams 1991, Dolinski and Zvara 1997). Beta blockers are another risk factor
for longer periods of asystole during ECT (McCall 1996).

Abrams (1997a) states that the 'detection and management of significant
cardiovascular disease before administering ECT ... is ... the most important
factor in reducing . . . cardiovascular morbidity and mortality'. He reviews its
use in conjunction with cardiac pacemakers, aortic aneurysms, previous car-
diac surgery, myocardial infarction and intra-cardiac thrombi, and the use of
agents to reduce blood pressure or reduce heart rate and prevent arrhythmias.

NEUROLOGICAL CONDITIONS

People who have space occupying lesions of the brain are at high risk of neu-
rological deterioration if treated with ECT, although it has been used safely for
people with small slow-growing tumours unassociated with raised intra-
cranial pressure. The risk is thought to be associated with aggravation of
already raised intra-cranial pressure (Abrams 1997a).

ECT has been used successfully in people with a wide range of neurologi-
cal conditions including cerebral vascular malformations, following stroke,
following craniotomy, in the presence of concurrent dementia, learning dis-
ability, lupus cerebritis or epilepsy. Prior to ECT the underlying disorder is
fully assessed and treated and the risks explained to the patient. In liaison
with the anaesthetist treatment technique may be modified to minimize the
risks involved (Benbow 1995).

OTHER MEDICAL CONDITIONS

Use of muscle relaxant drugs has virtually eliminated the risk of fracture dur-
ing ECT. Intra-occular pressure rises transiently during ECT, but this is only a
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concern in people with advanced glaucoma, for whom ophthalmological
advice should be sought (Abrams 1997a).

CLINICAL RELEVANCE TO THIS PATIENT

Mrs King was known to have ischaemic heart disease before she started this
course of ECT and was therefore at increased risk of cardiac complications.
She developed an arrhythmia (paroxysmal atrial fibrillation) immediately
after her third treatment, but was able to continue the course. She also became
dehydrated and had a urinary tract infection. This clustering of physical prob-
lems during a course of treatment is probably not uncommon in old age psy-
chiatry and illustrates both the complexity of treating an older adult with
multiple problems and the fact that despite the difficulties treatment can still
lead to recovery.

Case History 5.1e: another rapid release

Within 3 weeks of the latest ECT, Mrs King was noted by nursing staff to be increas-
ingly lethargic, increasingly reluctant to eat and drink, less communicative, avoiding
eye contact, and spontaneously saying that she felt fed up and wished she were
dead. A further urinary tract infection was diagnosed and in view of the bouts of con-
fusion a CT brain scan was carried out. It was reported to show 'diffuse cerebrovas-
cular disease' with areas of focal infarction. Mrs King's mood continued to deteriorate
and, after discussion with the family and Mrs King herself, a further course of uni-
lateral ECT was commenced in early February 1998.

ECT and dementia

ECT has been rated as appropriate 'often' or 'sometimes' in the treatment of
depressive illness with a concurrent dementia (Benbow 1991). Some psychia-
trists are nevertheless cautious about using ECT when a person has an estab-
lished diagnosis of dementia and people may have to seek actively for a clinic
prepared to treat them, even though they have a clear history of ECT respon-
sive recurrent depressive illnesses. In a previous local audit (Benbow 1992)
one-quarter of patients treated consecutively under the care of one old age
psychiatrist had a concurrent dementing illness. People with co-existing
dementia were found to be more likely to be treated under the Mental Health
Act (presumably because of difficulties in ensuring informed consent) and
were more likely to develop confusion lasting more than 48 hours during their
course of treatment. They were more likely to be partial responders to treat-
ment, rather than make a complete recovery, but this may reflect the difficulty
of assessing improvement in people with an underlying dementia. They were
just as likely as people without dementia to be discharged home.

Unilateral ECT may be advisable in this group in order to minimize cogni-
tive side-effects during treatment and careful ongoing monitoring of cognitive
function during treatment is wise, with close attention to any factors which
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might decrease the severity of any adverse effect on cognition. This would
include minimizing the dose of anaesthetic, avoiding concurrent drug treat-
ments which might exacerbate confusion, and using a dosing schedule to tai-
lor the dose to the individual. After Mrs King had been found to have
cerebrovascular disease, she was treated with unilateral ECT.

Case History 5.1f: unilateral treatment

After only three treatments Mrs King was starting to improve again, being more 'with
it' and brighter in mood. Her maintenance drug treatment was changed to a tricyclic
antidepressant and lithium but she developed difficulties in passing urine and the tri-
cyclic was changed. Treatment frequency was decreased from twice to once weekly
as she recovered, then to once every 10 days and eventually once every 2 weeks.
Meanwhile she went on a series of home visits which culminated in Mrs King accept-
ing that she could no longer live alone and would like to move into a residential
home near her daughter. After 18 ECT she was discharged to a Rest Home in June
1998, euthymic, and agreeing to continue with maintenance ECT, then at a
frequency of once every 2 weeks. She was also taking lithium and a tricyclic
antidepressant.
Close follow-up continued after discharge. Mrs King's mood remained good and the
ECT interval was lengthened to three-weekly. In December 1998 she developed an
eye infection, her maintenance treatment was cancelled and she became acutely
depressed, culminating in readmission late that month. She was treated on admission
for a chest infection and then consented to restart ECT, initially unilateral ECT twice
weekly but changing to bilateral ECT in view of poor initial response. Subsequently
the interval between treatments was gradually lengthened. At discharge in March
1999 she was having one bilateral treatment every 10-14 days and remained on
lithium and an antidepressant. After discharge maintenance treatment continued
and the interval between treatments 6 months later was 2 weeks.

Maintenance ECT (M-ECT) is an empirically developed treatment. Kendell
(1981) stated that there is only rarely need for M-ECT, but a later national sur-
vey by Pippard and Ellam (1981) reported that 22% of their respondents used
M-ECT. Kramer (1987) surveyed ECT practitioner members of the Interna-
tional Psychiatric Association for the Advancement of Electrotherapy, a major-
ity of whom practised in the USA, and found that 59% indicated that they
used some form of M-ECT with a median of three individuals over the previ-
ous 3 years.

In terms of definition, treatments intended to prevent relapse (continuation
treatments) can be distinguished (at least in theory) from treatments to pre-
vent recurrent episodes of illness. Thus continuation ECT (C-ECT) can be dis-
tinguished from maintenance ECT (M-ECT), although in practice it might be
debatable how helpful this distinction is, since continuation often blurs into
maintenance treatment; the suggested cut-off of 6 months when C-ECT trans-
forms into M-ECT is arbitrary.
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The American Psychiatric Association Recommendations (1990) cover both
continuation and maintenance treatment. Continuation therapy is defined as
beginning when therapeutic intent shifts from active treatment to prevention
of relapse, and the recommendations state that it should be continued for at
least 6 months. Maintenance therapy is defined as treatment continuing for
longer than 6 months following completion of the most recent ECT course and
aims to prevent recurrence of new episodes of the index disorder. Criteria for
patient selection are set out. For C-ECT these are three-fold: history of recur-
rent episodes responsive to ECT, and either failure of pharmacotherapy to
prevent relapse, or patient preference, and agreement from the patient to C-
ECT. M-ECT is regarded as indicated when a need for maintenance treatment
exists in people who are already receiving C-ECT, and the American
Psychiatric Association (APA) states that the frequency of treatment should be
the minimum compatible with sustained remission, generally one treatment
every 1-3 months, with reassessment every 3 months.

These recommendations are similar to those in the Royal College of
Psychiatrists ECT Handbook (Scott 1995). The three criteria for considering C-
ECT listed by Scott are similar to those of the APA: an ECT-responsive index
illness; early relapse despite continuation drug treatment (or inability to tol-
erate continuation drug treatment); patient's attitude and circumstances con-
ducive to safe administration. Scott notes that C-ECT may be appropriate at
any age, although many reports concern older people. He comments on the
need to titrate treatment frequency according to individual need, to assess
memory regularly throughout treatment and to minimize concomitant drug
treatment. Monroe (1991) distinguished two distinct populations which might
benefit from M-ECT (those intolerant of pharmacotherapy and those with
relapsing/psychotic depression) and two types of treatment schedules,
tapered schedules (where the interval between treatments extends as the
treatment continues) and indefinite fixed dose schedules.

Much of the literature concerning M-ECT and C-ECT is largely historical
and quite unlike present day practice. Stevenson and Geoghegan (1951)
described treatment schedules which started with monthly treatment for 5
years, then decreased to 2-monthly, then 3-monthly and finally 6-monthly. A
more recent schedule for continuation treatment described by Clarke et al.
(1989) starts with weekly ECT for 1 month, biweekly ECT for a second month
and thereafter monthly ECT.

Older age groups tend to predominate in studies of M-ECT (Duncan et al.
(1990) described a 90-year-old treated with M-ECT over 16 months), but
many studies have been based on small sample sizes.

Attempts have been made to study efficacy by comparing rates of psychi-
atric hospital admission before and after starting M-ECT. Schwarz et al. (1995)
compared 21 patients with unipolar or bipolar depressive illnesses who
received M-ECT with two other groups, one of whom received ECT but did
not progress to maintenance treatment and the other of whom received phar-
macotherapy alone. The average course of M-ECT was eight treatments
administered over 6 months. M-ECT was found to be used in people with a
course of multiple hospital admissions and established failure to respond to
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other therapies: on average they had been exposed to 10 different psy-
chotropic medications prior to M-ECT and this included an average five trials
of tricyclic antidepressants. Vanelle et al. (1994) studied 22 people suffering
from intractable recurrent unipolar or bipolar mood disorders who enrolled in
an M-ECT programme for more than 18 months. They were treated approxi-
mately monthly and 11 continued with treatment for over 2 years. Prior to M-
ECT the group spent 44% of the year in hospital, averaging three episodes per
year, but afterwards they had only one relapse every 16 months and spent 7%
of the year in hospital. These differences were found to be highly significant.
Illnesses with psychotic symptoms appeared to respond best and organic brain
syndromes were not regarded as a contraindication to maintenance treatment.

Other Issues of relevance to the use of M-ECT in later life include the poten-
tial physical risk of repeated anaesthetics, the potential risk of cognitive
impairment and the role of pharmacotherapy.

Mrs King had relapsed on two separate antidepressants and on combina-
tion treatment (with lithium) before she received M-ECT. One of the practical
problems in treating her has been how to determine the frequency of treat-
ment. This has been done by empirical titration, by monitoring her response
and the emergence of any depressive symptoms, particularly diurnal mood
variation, as her relapses have been heralded by low mood and weepiness in
the early morning. Very few people receive M-ECT so the experience of any
individual psychiatrist will be limited. In a study of psychiatrists in North-
west England, 25% (30) of respondents stated that they used M-ECT and 67%
(82) that they would be prepared to consider using M-ECT. Forty-nine per
cent of the respondents stated that they had not prescribed maintenance treat-
ment within the past 10 years. Recurrent depressive illness was the most com-
mon diagnosis amongst people prescribed M-ECT. Dementia was not
generally regarded as a contraindication to the use of M-ECT, nor was
advanced age. Most respondents prescribed M-ECT on a variable regime for
up to 12 months, using bilateral electrode placement with continuation of
prophylactic mood-stabilizing drugs.

In summary, throughout Mrs King's contact with the old age psychiatry
service she received a plethora of other treatments, including psychopharma-
cological treatments, occupational therapy, physiotherapy, individual sup-
portive psychotherapy, work with her family and psychosocial interventions.
She was not admitted to hospital during the 6 months after starting on M-
ECT, but spent 23 weeks in hospital over the 12 month period prior to starting
M-ECT.

Efficacy of ECT in late life

Abrams (1997b) states that 'if anything the response to ECT improves with the
age of the patient'. Response rates are generally of the order of 70-80% or
greater. Some of the relevant studies are listed in Table 5.3.

Immediate response to ECT in older people is good and there is some evi-
dence that longer term outcome may be better than amongst comparable
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Table 5.3. Response rates found in some studies of ECT in older age groups.

Nimerif Mean age Outcome: recovered/

Fraser and Glass (1980)
Gaspar and Samarasinghe (1982)
Karlinsky and Shulman (1984)
Godberetal. (1987)
Benbow (1987)
Rubin, Kinscherf and Wehrman (1991)
Wilkinson, Anderson and Peters (1993)
Casey and Davis (1996)

33
33
33

163
122
46
43
18

73
73.9
73.2
76
73
75.9
73.9
79.5

97
78.8
78.8
74
80
781

73
86.32

1. Wilkinson et al. (1993) compared response in under and over 65 year olds respectively in 78 patients
treated with ECT. The response rate was higher in over 65s (73%) than in under 65s (54%).

2. Casey and Davis (1996) reviewed response in people aged over 75 years.

younger people. Wesson et al. (1997) followed up a group of 78 people treated
with ECT (Wilkinson et al. 1993) and found that, at follow up 24-45 months
after index course of ECT, increasing age was significantly associated with
probability of improved prognosis. Older people do as well as, or even better
than, younger people treated with ECT.

Key points

• ECT is still in use today because it is safe, effective and necessary in a small
group of people who are too ill for alternative treatments or who fail to
respond to alternatives.

• The response rate is of the order of 70-80% and many of the people who
receive ECT will have failed to respond to other treatment regimes.

• As people respond to treatment they can take advantage of other therapies,
aimed at keeping them well, and addressing any precipitating and main-
taining factors in their illness.
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The role of primary
care in the assessment,
diagnosis and
management of
depression in older
people
Philip Heywood

'Miss not the discourse of the elders' Apocrypha, Ecclesiasticus, viii, 9

Introduction

Diagnosis

Assessment

Management

Introduction

Most elderly people live happy, fulfilled, independent lives until they die. As
at other ages, some may have periods of physical or mental ill-health. It is a
minority whose lives and lifestyles are determined by their health status. This
book considers the needs of a minority of elderly patients who are depressed.
However, if services are appropriate for those people with the greatest needs,
they are likely to be sensitive, approachable and appropriate for those with
lesser needs.

Primary care is a setting in which healthcare is provided. I shall use it to
mean those community-based health services that provide preventive, pri-
mary, personal and continuing care to patients and their families; it includes
responsibility for individuals and a population; it is mainly a partnership
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between general practice and personal community health services. However,
it includes other contractor services and requires links to be managed with
social services and secondary care.

It was back in the 1970s that the World Health Organization (WHO 1973)
set out the reasons why primary care has such a central role in mental health
care. Patients with psychosocial problems are, on average, higher users of
primary care; they are consequently more likely to be known to the general
practitioner and the primary health care team; those relationship can there-
fore be used for therapeutic interventions. There are fewer stigmas attached
to general practice treatment than to psychiatric treatment. Physical and
psychological problems tend to co-exist, particularly in elderly people, and
they may be difficult to separate; it is easier for the general practice team to
treat the many needs of the whole person. Continuing care is a feature of
general practice, so that chronic or episodic illnesses can be appropriately
managed long-term.

Mental health problems are extremely common in primary care, and peo-
ple are no less likely to suffer from depression because they are elderly. How-
ever, it has been observed for many years that people with mental health
problems are often managed poorly in general practice, as well as in other set-
tings (Department of Health 1998, Audit Commission 2000). The findings and
recommendations of the Audit Commission's report Forget Me Not; Mental
Health Services For Older People are listed in Table 6.1. It is mainly concerned
with the issues of dementia and depression in old age.

The varying standards of mental health care provision in primary care will
no longer be tolerated. A new standard has been set for primary care in the
National Service Framework (Department of Health 1999a). Any service user
who contacts their primary health care team with a common mental health
problem should have their mental health needs identified and assessed and be
offered effective treatments, including referral to specialist services for further
assessment, treatment and care if they require it. Clinical governance mecha-
nisms established within the New NHS and managed within primary care
groups and trusts are meant to ensure that previous poor quality services are
improved or replaced (NHS Executive 1999).

Much health-care provision discriminates by age, and ageism permeates
the care that is provided to elderly people. It is appropriate and necessary to
respond to the special needs that advancing age brings to people; it is dis-
criminatory to ignore those needs (it is more difficult to get an adequate story
from a deaf person than a hearing person; that is not an excuse for missing
depression). It is discriminatory to attribute greater disability than the needs
warrant (deaf people do not have learning difficulties); and it is discrimina-
tory to deny older patients the care that is offered to younger people merely
by virtue of their age (a deaf patient is entitled to the same privacy as a
younger, hearing person - although it may be difficult to provide when the
patient sits in the common room of a residential home).

Couples counselling is seldom offered to octogenarians. I have done this on
three occasions with considerable improvement in the marital relationship
each time. I am sure that my failure to offer counselling more often to elderly
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Table 6.1. The Audit Commission's report, Forget Me Not: Mental Health Services for
Older People.

Only half of carers are told what the problem is, or how dementia is likely to affect their
relative in the future.
Many GPs require greater support to help effectively.
Whilst most GPs were trained in managing depression, half had not received any specific
training in managing dementia and did not use any specific tests or protocols to diagnose
it.
Older people with mental health problems could get help at an earier stage if specialist
professionals give advice and support to GPs.
Older people with mental health problems need a thorough assessment of needs, often
best carried out at home, and access to a range of services. But many do not have access
to all they need, often because most of the resources for specialist mental health services
come from health agencies and go on hospital and residential care.
People who would otherwise need residential care could live at home, if provided with
flexible home-based care by joint health and social services teams.

GPs and other primary care staff should provide better information, support and competent
advice for users and carers.
Mental health professionals should provide more training and support for GPs and primary
care teams.
Provision should be balanced more in favour of flexible home-based services to provide
support where it is needed.
Health and social services should work together more effectively to share information
about the care of individuals and to make better use of their joint resources.
Commissioners of health and social care should have better information about the services
they provide, to whom, and how well they are working.
Users and carers should be involved in assessments and decisions about their care.

people reflects my own ageist prejudices. The age patterns of referrals to
counselling services in primary care confirm that I am not alone.

General practitioners are taught to frame their assessments in physical,
psychological and social terms. Most general practitioners will be able to list
the physical diagnoses, some of the psychological issues and describe the
social context for many of their elderly patients. Frequently they will not inte-
grate the three and look at the interdependence of the patients past life-
history, their current physical and social conditions and their state of mental
well-being.

The evidence base for primary care is the same as that for secondary care.
It is therefore not my intention merely to repeat the content and messages of
the other chapters. I intend to examine the features of primary care and of
general practice and consider how care within that setting needs to be offered
to patients. I attempt to highlight those things that are peculiar to general
practice; those things that are problematic in general practice and those things
that are best exemplified from general practice. For any individual patient a
balance must be struck; the evidence base, often from randomized controlled
trials (RCTs), must be balanced by the doctor's clinical experience, of this
patient and of this setting, and by the patient's wishes (Figure 6.1).
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Figure 6.1 Evidence-based medicine.

Mental health care is about people. Some of those people seek help and
some offer it. I am a male general practitioner who has worked in three cities
in both deprived and affluent areas over the last three decades. I shall tend to
use the male pronoun for the doctor and female for patients and nurses,
except where the context requires otherwise.

Most members of the primary health care team will be confronted by dis-
tressed, depressed elderly people. The skills and sensitivities that I describe
are needed by all in the team. Nevertheless, diagnosis of physical and mental
disease is still mainly undertaken by the general practitioner; therefore this is
the paradigm that I have adopted in this section. Where I use the term 'doc-
tor' or 'general practitioner' it might equally apply to nurse or psychologist
when they are using diagnostic approaches in community settings.

There have been four decennial studies of morbidity in general practice.
Together they provide the most representative data of morbidity in UK gen-
eral practice since 1951. A large number of practices from around the country
contribute. In 1991-1992 60 practices in England and Wales with more than
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half a million registered patients provided detailed information on 1.3 million
contacts with a general practitioner (Royal College of General Practitioners
1995). Between 1981 /2 and 1991 /2 reduced consulting rates were recorded for
mental disorders in both sexes and at all ages. (All other disease categories
except 'symptoms, signs and ill-defined conditions' recorded increased con-
sulting rates.) There is no reason to suppose a decreased prevalence of mental
distress; some of the decrease may be artefactual from the way data were col-
lected; some patients may have seen counsellors, rather than doctors and
nurses. It must remain a possibility that mental illness increasingly is missed
in general practice. However, within the overall decrease, consulting rates for
serious mental disorders increased by more than 50%, perhaps reflecting the
move into the community of people with serious chronic psychiatric illness.

There are considerable problems of defining 'cases' in general practice
(Sharp and King 1989). Much psychological distress is seen at its earliest
stages. The distress and morbidity is frequently transient and self-limiting;
there are no agreements on how long it should be present to justify case-ness.
Each psychiatric disorder lies along a continuum from 'normality' to 'extrem-
ity'; the degree of distress or disability required to induce case-ness is not
agreed; each doctor makes his own judgements. The availability of appropri-
ate interventions may determine the doctor's willingness to make a diagnosis.

With all ages of patients, psychological diagnoses are missed in general
practice; for elderly patients most often we miss depression and dementia.
Some factors have been identified as contributing to failure to make such
diagnoses in hospital; it is likely that similar factors operate in primary care.
The patient may provide no obvious cues; the doctor may fail to pick up cues;
patients may lack the privacy to disclose (this is important in residential set-
tings); having found organic disorder the doctor may look no further for psy-
chological illness; even when a psychological disorder is suspected the doctor
may lack the confidence to pursue the assessment (Goldberg 1985).

Higgs (1994, 1999) presents a more challenging and perhaps more likely
possibility. He questions how often the patient is the only depressed person in
the doctor-patient encounter; he wonders how often our 'deafness' to other
people's depression arises from our own depression; he questions whether the
motivation to medicine carries a specific risk to depression and whether we
are unable to look after our own mental well-being.

Many people feel depressed; a few suffer from a depressive illness. The dis-
tinction is important because the interventions may differ; but both must be
recognized and treated. The patient with depressive illness is no more worthy
of care than the patient with depressed mood. We must respond to the
patient's distress, not to the diagnostic label which we apply for our benefit.

Although most elderly people live happy, fulfilled, independent lives,
many others are lonely, isolated, dependent, tired, and may have restricted
mobility, visual handicap or partial hearing; the diseases of ageing may have
brought physical limitation or handicap; many take medication. Any of these
factors may be a cause of depression or may accompany depression. But none,
of itself, is depression. Depression may be mainly a patient's response to cir-
cumstances, or may arise without obvious precipitants. However, the first
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episode of an endogenous depression in old age is unusual. Elderly people are
at risk for many reasons.

Depression is a concomitant of some other diseases that are common in old
age, whether as an adjustment disorder or intrinsic to the physical disease.
Early dementia and Parkinson's disease may both induce depression. The dif-
ferentiation of dementia and depression can be particularly difficult. Signifi-
cant memory loss may be experienced by some elderly people with moderate
depression; and depression can coexist with dementia. Stroke, malignant dis-
ease, myocardial infarction, chronic obstructive airways disease and hypothy-
roidism seem to be especially depressing conditions.

There is often dis-empowerment as a consequence of the changes of age.
These days fewer people reach old age before they retire; nevertheless, the loss
of role that accompanies retirement can be stressful for the retired, but can also
depress the spouse because of the imposed change of life-style and the
increased time spent with each other. Increasing dependence on others can
further move the patient's locus of control. There are common losses associ-
ated with ageing some of which are acute, and some gradual. There may be
loss of mobility, of special senses, of continence, of independence, of residence
with consequent distancing of friends and neighbours; there may be bereave-
ment, mutilating surgery, rejection and ultimately dying.

Some elderly patients, after a major loss, choose not to grieve. It is as if they
feel it is not worth the work that will be necessary. They would rather remain
unchanged until their own death. If this comes quickly there is no problem; if
they survive for years, their depression can become manifest much later. A
particularly distressing and common situation can occur when an elderly
woman lives with her daughter and son-in-law. Relationships may be good,
neutral or poor. However, if the son-in-law dies before the mother, the two
women can have difficulty sharing their grief. The mother feels guilty, and the
daughter may feel angry, at the son-in-laws 'untimely' death and the mother's
'untimely' survival.

It may also be a time of reflection. The elderly people of today were young
adults during the war. Some were in the forces; others may have come to UK
as refugees. They may have experienced violence and hardship that has been
suppressed in memory for most of a lifetime. Others may have lifelong sup-
pressed memories of childhood abuse, physical or sexual. Some elderly peo-
ple find these distant feelings and hazy memories start to surface and lead to
depression and despair. They usually have had no practice at talking about
the events, and need a gentle and supportive doctor who will help, encourage
and allow them to explore such memories, without any pressure to reveal
those things that the patient does not wish.

However, if we recognize those patients who apparently accord with the
diagnostic features of major depression in DSM-IV (American Psychiatric
Association 1996), how many are depressed? In reaching a diagnosis of
depression it is usual to give weight to the physical symptoms that accom-
pany the mood changes. Without knowing the prevalence of those symptoms
in an elderly population, and therefore their sensitivity and specificity for
depression, it is impossible to be confident about the diagnosis. Sleep distur-
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bance, weight loss, weight gain and anorexia may all accompany ageing, the
diseases of ageing and medications used for diseases of ageing. How, then,
can we be sure when they are indicative of depression?

On the other hand, if we only treat patients who accord to DSM-IV criteria,
we will leave many with their distress. Experience in general practice shows
that we must be much more eclectic in our approach to our ageing patients,
lest we miss their distress and opportunities to relieve it.

Since psychological distress and psychiatric diagnoses are frequently
missed, the assessment of elderly people's mental health must improve. Gen-
eral practice is conventionally considered the gateway to other services, there-
fore improvement is most necessary in primary care. The barriers must be
acknowledged and overcome. Some such barriers are general to all patients,
some are specific to elderly people.

Assessment

To recognize the distress of our depressed patients we must learn to listen, to
hear, to feel and to respond.

The public view of the medical encounter is that the patient sets out the
health problem and the general practitioner makes a diagnosis and plans
treatment. Such an account provides an insufficient description of the roles of
both parties. In reality the patient may feel distress which she cannot articu-
late. She may suspect the cause of her distress, but be diffident to talk about it
(whether the suspicion is correct or not). She may believe her distress is, in
some way, normal and not feel any need to consult about it, but be encour-
aged to consult by someone else.

In response to the arrival of a patient, the doctor is taught to 'take a history'.
Although there items of information that the doctor may need for his pur-
poses, 'taking' is an inappropriate verb to describe the process. The patient
has a story to tell. The doctor needs to hear that story. To enable the patient to
tell the story the doctor needs to be interested. It is not sufficient to feign inter-
est, with polished social skills; the doctor needs to be interested and inquisi-
tive to know what the patient has to say. And he must recognize how she
makes him feel. Moods and emotions can be infectious; the doctor must learn
to feel the patient's condition as well as to hear it. But feeling patients' feelings
carries a cost. As doctors and nurses in primary care we deal with patients'
emotional problems without external supervision. No psychologist, counsel-
lor, psychotherapist or social worker would consider such a risky approach to
caring for other people's emotional problems. We must learn to discuss these
patients with each other to protect the patients and to protect ourselves
emotionally.

Medical interviewing is based on the assumption that the patient can tell
the doctor what concerns her, answer what the doctor asks her and disclose
what the doctor needs to know from her. It is arrogant to assume that she
wants to tell her story to the doctor, or that she is able to tell the doctor. She
may fear telling the doctor. Some of the things that patients wish to talk about
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are difficult to voice. The general practitioner's job is to enable patients to
develop a language to express their thoughts and feelings and articulate their
distress. Sometimes patients are trying to say things that they have never been
able to say before.

The first stage of medical interviewing is to greet the patient and put them
at their ease. We know that patients, particularly elderly patients, find it diffi-
cult to be critical of their general practitioner; they are more disposed to
express satisfaction and to be compliant, even when dissatisfied (Department
of Health 1999b). There is therefore a major onus on the doctor to consider
what will make communication easiest for each individual patient. Some
patients choose to attend the surgery, where it may be easier to maintain pri-
vacy; but the doctor will need to work hard to ensure that the patient does not
feel the pressure of time, particularly if his consultations are already running
late. Many elderly patients are seen in their homes. They have the advantage
of being on their own territory; but it may be difficult to ensure there is pri-
vacy when the patient requires it. The spouse or a carer may habitually be part
of the consultation with the patient's consent; it can be difficult to appropri-
ately change this later when the patient needs a private discussion.

Privacy can be even more difficult for patients in residential settings. The
time taken to move someone from a sitting room to a private room may take
longer that the consultation itself. It can be difficult to exclude the professional
carers, particularly when it is necessary; such as when an elderly person
wishes to disclose some abuse within the home.

If the patient is deaf or visually handicapped there may be further prob-
lems for confidentiality. A blind patient needs to be told explicitly who is pre-
sent at the consultation, and still informed if only the doctor is attending. Deaf
patients need to hear the doctor; but the doctor must find a setting to ensure
that others do not overhear his words. In all settings privacy extends beyond
the contact with the patient. Information that is revealed to others after the
consultation should be released only with the patient's explicit consent. If the
patient sees that the doctor makes these efforts while they are together, she is
more likely to trust him with more sensitive things later.

Patients invite the doctor into their lives when the doctor shows genuine
interest in that life, sharing the highs and the lows and the significant
moments - significant to the patient. Diagnosis is not a process of following a
track to a single label; it is an attempt to paint a rich picture of a whole per-
son, with a history and a life-long set of relationships that give meaning to
today's distress. There is no single tag, label or diagnosis. She is not depressed
merely because her husband has died. Her loss only has meaning when the
nature of the previous life is described. Has she lost a supportive life com-
panion; if so, how was he supportive, so what is now missing? Has she lost 50
years of being abused; if so, whom can she now tell? Has she lost the focus of
her life as a carer? And within each of those there are further layers of depth
and of meaning.

The first requirement of the health professional is therefore an ability to lis-
ten. Most of us believe that we are good at listening. But patients tell us oth-
erwise. This account by an adult (but not elderly) ex-patient is a glowing
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account of good care, but is thereby a strong indictment of the care he had pre-
viously received (Case History 6.1).

If the environment, the confidentiality and the general practitioner's skills

Case History 6.1

'Only once in 15 years of psychiatric intervention, and at the age of 36, was I able to
find someone who was willing to listen . . . This nurse actually found time to listen to
my experiences and feelings. She always made me feel welcome, and would make
arrangements so we would not be disturbed. She would switch off her bleeper and
take her phone off the hook, and sometimes, as there were people outside her room,
she would close the blinds. These actions would make me feel at ease ... She told
me that what we said was confidential, but that there were some exceptions, so I
could decide what to reveal. . . Sometimes when I was describing what happened to
me she would tell me that it was hurting her and she needed a break. At last, I had
found someone who recognized the pain that I was feeling.' (Romme and Escher
1993).

are managed, the doctor's listening can be augmented by the strategies
described in Chapters 2 and 7. The diagnostic features are no different in pri-
mary care than elsewhere, and the checklists to identify depression and
dementia as useful as in other settings.

Management

The evidence used to support appropriate management must be combined
from two sources. However, there is little advice how to achieve that. One
source is the population approach of evidence-based medicine (Sackett et al.
1997) and the other is the individual focus of a narrative-based approach
(Balint 1986, Greenhalgh 1998).

Evidence-based medicine is the conscientious and judicious use of current
best evidence from clinical care research in the management of individual
patients. This book considers the evidence base that should underpin patient
care. The evidence base for primary care is the same as that for secondary care.
Therefore the information on management contained in other chapters is of
relevance to patients in community settings. There are no problems with the
evidence; however, there may be difficulties in trying to apply the evidence in
community settings.

It has been shown that therapeutic interventions in general practice are as
likely to be based on evidence as those in a general medical, hospital setting
(Gill et al. 1996, Ellis et al. 1995). Nevertheless, the application of the evidence
base in general practice requires two qualifications. One relates to the evi-
dence, and one relates to the setting; these are listed in Table 6.2.

Much of general practice consists of medicine that combines science with
art, sociology, mythology or pastoral care. These aspects of care must be incor-
porated into an appropriate paradigm of evidence-based practice rather than
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Table 6.2. Issues in applying research-based evidence in primary care.

Evidence-based medicine requires that data generated from populations are applied to
individuals. How well represented was this patient in the studies?

There are many outcomes of randomised controlled trials (RCT)—speed of recovery; time to
relapse; level of side-effects; acceptability to patients; effect on usage of concurrent
therapies; etc. Which, if any, outcomes are paramount; and are they paramount for this
patient?
RCTs will not necessarily indicate the most cost-effective current treatment for general
practice.
RCT evidence has been presented with the value of a 'gold standard'; perhaps, since it is
likely to be altered by tomorrow's experience, it has more the value of a 'coffee future'!
Many interventions have been originally assessed within secondary care; how appropriate is
that for subsequent application in the community?

Patients present in general practice with multiple and/or ill-defined problems.
It may be difficult to allocate a specific diagnosis to a symptom.
A specific diagnosis may not be reached within a single consultation.
There are patients in whom the pathology is neither clear nor relevant to the patient's
problem.
The presence of any pathology is usually not proven by investigations.
Consultations may be triggered by a large number of circumstances (e.g. certification,
external pressure), rather than a clinical event.
Diagnoses and interventions are usually multiple, with physical, psychological and social
elements.
There is pressure to record a medical diagnosis to justify treatment (Howie 1972).
Secondary diagnoses may not be recorded in GP records, and social problems may not be
mentioned.

that determined solely by clinical trial. Linked to this, is the search for appro-
priateness of the methods used to provide the evidence. For general practice,
and possibly in other settings too, the most important evidence may be found
in developing alternative methodologies which complement conclusions from
RCTs.

Whilst the evidence base may define what is desirable, the local configura-
tion of services may dictate what is possible.

Team care is much more relevant to management than to diagnosis for
elderly patients with mental health problems. The professionals who are
acknowledged as members of the primary health care team vary from place to
place. General practitioners, community/district nurses, health visitors, and
practice nurses are usually counted in; the practice's administrative staff may
also be included. Practice-based counsellors and psychologists are often
included, but excluded if not practice-based. The inclusion of community
psychiatric nurses, social workers and psychiatric social workers is very vari-
able. Mental health professionals tend to cluster together in the larger training
practices, and there is no relationship between their distribution and the age
of the practice population (Kendrick et al. 1993).

If patients are to benefit maximally, all the involved professionals need to
exchange information and share decision-making. The actual membership of
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the team is less important than the systems the team members set up to com-
municate between themselves, and with other relevant groups, such as the
community psychiatric team and the local social work team.

However, team care can present a problem for patients, perhaps worse for
elderly people. It may not be easy to relate to a team. If many different health
workers are each involved the patient can become confused; if a single (key)
worker is chosen, ways must be found to involve the patient in choosing
which person in the team that should be. This is relevant for patients from
minority ethnic backgrounds; cultural sensitivity is particularly necessary for
the humane treatment of elders. Too often patients are given the worker
whom the team feels is most appropriate.

Some patients are wholly managed in primary care, some in secondary care
and some jointly. Most reach secondary care through referral, although
patients who present as psychiatric emergencies often reach secondary care
without seeing a general practitioner. Most people in secondary care, and
many in primary care, fail to understand the many reasons why patients are
referred. In fact, seven conditions must be met if the general practitioner is to
manage the patient without referral somewhere (not necessarily to secondary
care). These conditions are listed in Figure 6.2.

If the referring doctor is clear why they have made the referral, and if they
include this information in the referral letter (or other referral communica-
tion) the patient is much more likely to receive the services they require from
secondary care. But in many places there has been no agreement between psy-
chiatrists and general practitioners what is the essential information to
exchange. The opinions of one groups of psychiatrists and general practition-
ers is represented in Table 6.3. Although there is some uncertainly about the
contents for the initial referral letter and for the response from the specialist
services, there is even more problem with the continuing communication.
Each district must set up robust systems so that information can be shared
about patients with mental health problems who are treated simultaneously
in primary and secondary care. The National Service Framework prescribes a
written care plan for service users on the Care Programme Approach, but it
should be provided for all patients so that the patient, their carers and the
health care providers all understand the management that has been planned.
Hence a structural approach to assessment, diagnosis and management can
improve the experience of an elderly patient with a mental health problem.
The real future challenge is to practice preventive mental health.

Key points

• Distressed elderly patients should have the causes of their distress identi-
fied, their mental health needs assessed and be offered effective treatments.

• For most patients, this can be provided by the primary health care team.
• If the patient requires it, they should be referred to specialist services for

further assessment, treatment and care.
• This chapter has tried to identify some of the barriers to successfully

achieving these aims in primary care.
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Figure 6.2 Seven conditions to be met to avoid referral.

Table 6.3. Key items requested to be included in letters between psychiatrists and
general practitioners (Pullen and Yellowlees 1985).

Image Not Available 

Image Not Available 
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Why is depression important in sick older people?

The relationship between depression and physical illness
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people?
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Where do we go from here?

Introduction

It should be easy to diagnose and treat depression in physically ill older people.
The manifestations of depressive illness are well known and there are effective
treatments, which are readily available. In practice, things are not straightfor-
ward. Even if physicians discern that patients are depressed, they may be uncer-
tain whether to prescribe drugs (and if so, which ones, in what dosage and for
how long) and when and if to refer to a consultant in old age psychiatry.

In this chapter I will explain why depression is so important in elderly
medical patients, examine the relationship between depression and physical
illness and explore the reasons why depression is under-diagnosed. I will then
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suggest ways in which its recognition can be improved. Looking at published
evidence, I will outline treatments of depression and suggest how we might
improve clinical practice. Finally, I will offer directions for future research.

Why is

Depression is the commonest psychiatric condition in medical inpatients.
Published studies give different rates for its prevalence. In particular there are
variations in:

• the populations sampled;
• the diagnostic tools used; and
• the cut-off points used to determine the severity of depression.

In general medical wards, about a third of patients will have symptoms of
depression and a quarter will have a depression syndrome. The figures are
higher on geriatric wards. Not only is depression unpleasant for the patient,
but it causes distress to the family and presents challenges to the ward staff.
Depression is very important because it is associated with:

• Increased mortality: depressed patients have a higher mortality rate than
their age- and sex-matched controls. The death rate is three times greater in
depressed men and twice as high in women compared with controls (Burell
et al. 1991). Most of these deaths are due to acute medical illnesses, particu-
larly stroke and myocardial infarction.

• Greater morbidity: depression worsens the prognosis of the co-existing
physical illness. (This is partly due to reduced activity.)

• Reduced activity: depressed patients are less able to do everyday activities.
This reduction in function adds to the complexity of rehabilitation, the
main aims of which are to optimize function and well-being.

• Reduced compliance: older people who are depressed are less likely to con-
tinue to take their medication. This includes antidepressant medication.
Medical relapses and re-admission are therefore more likely. Depression is
a reason for non-attendance at clinics and refusal to have investigations.

• A greater risk of suicide: although older people are no more likely to be
depressed than those in middle life, they more commonly take their lives.

• Prolonged length of hospital stay.
• Increased likelihood of going into institutional care: as treatment can

improve outcome, the early detection and appropriate treatment of depres-
sion is supremely important.

Medically ill old people are often depressed but the depression is not neces-
sarily the result of their physical condition.
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Depression may present with somatic symptoms

Some patients somatize their depressive illness. They may present with gen-
eral aches and pains, a variety of bowel symptoms or sleep disturbance.

Depression can be important in the genesis of some
physical conditions

Once other risk factors have been included, myocardial infarction is 4-5 times
more common in men with depression. There is also an increased risk of
myocardial infarction in depressed women. The risk is greater in more severe
depression.

Depression is also associated with a reduction of bone density in the hip
and lumbar spine. The mechanisms are unclear, though hypercorticolism and
lowered osteocalin concentrations may be contributory (Dinan 1999).

The treatment of depression can cause physical problems

Side-effects of tricyclic antidepressants include postural hypotension (espe-
cially in patients with heart failure), which can result in falls and fractures.
They also cause cardiac rhythm disturbances: they prolong the QT interval
and cause dysrhythmias in those who already have heart conduction disor-
ders. Selective serotonin uptake inhibitors can cause nausea, diarrhoea and
headache; some of them alter the pharmacokinetics of drugs such as warfarin
and calcium channel blockers. They can cause cardiac dysrhythmias if taken
in overdose.

Depression may antedate or reflect serious pathology

In a survey of 209 medically ill patients in hospital, 29% were found to be
depressed. Half of them dated the onset of their depression to at least 6
months before their admission (Hammond et al. 1993). There are anecdotal
reports of unexplained depression in people who are later found to have
underlying cancer (particularly bronchial and pancreatic cancer).

Physical illness can cause depression

We will examine some specific conditions and consider the implications for
other organic diseases.

(A) CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD)

It is difficult to determine which symptoms are related to the chronic obstruc-
tive pulmonary disease (COPD) and which to depression: tiredness, lethargy
and altered libido occur in both. In one study, depression occurred in over
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40% of people with COPD and was particularly common in those who were
disabled. The diagnosis is easily overlooked: the doctor may attribute the
patient's difficulty in doing daily living activities and reduced social partici-
pation solely to the COPD (Yohannes et al 1998).

(B) STROKE

Depression occurs in about 50% of stroke patients who survive to 6 months.
In half of these, there is major depression. Again, the diagnosis is not always
easy: emotionalism (the patient crying or sometimes laughing easily, usually
in the context of symptom discussion, sadness or sentimentality) may easily
be mistaken for depression (Mulley and House 1995). Interestingly, emotion-
alism can respond to antidepressant medication, even in the absence of
depressive illness. Depression after stroke influences outcomes: depressed
patients do not rehabilitate successfully. They may be perceived as being 'dif-
ficult' or poorly motivated. The informal caregivers of stroke patients are
sometimes under strain and may themselves be depressed.

(C) CANCER

Over a third of cancer patients develop psychological morbidity within 2
years of the diagnosis (Maguire and Howell 1995). In one survey, a quarter of
consecutively admitted cancer patients on an oncology ward had affective
disorders. In only half of them was the depression recognized. The prevalence
of depression in cancer increases with more serious illness.

DEPRESSION MAY COMPLICATE PHYSICAL ILLNESS BY A REACTION
TO IT OR BE ASSOCIATED WITH ORGANIC DISEASE

Studies of depression in arthritis, diabetes mellitus, after hip fracture and in
elderly surgical patients have added to our understanding of depression com-
plicating physical illness. As might be expected, depression is commoner in
people:

• with chronic or severe pain;
• who are disfigured or disabled;
• whose condition is progressive; and
• who have unpleasant investigations or treatment.

However, it is difficult to predict which patients are at particular risk: some
cope magnificently in the face of severe disability, others are profoundly dis-
tressed by apparently minor impairments or minimal disabilities.

DEPRESSION MAY BE A RESULT OF DRUG THERAPY FOR PHYSICAL
DISEASE

It is vital to take a detailed drug history as several drugs can cause depression.
The older anti-hypertensive drugs such as reserpine and methyl dopa are
rarely used now, but beta blockers and nifedipine can cause depression.
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Steroids are another recognized cause. Centrally acting drugs which might be
incriminated include barbiturates, benzodiazepines and phenothiazines.

Some cancer patients date the onset of their depressive symptoms to a few
hours after the onset of treatment with chemotherapy or deep X-ray treatment.

DEPRESSION AND PHYSICAL ILLNESS MAY COINCIDE

The person who has been bereaved or who has recurrent episodes of depres-
sion may develop on unrelated medical problem which necessitates admis-
sion to hospital. For others, coming into hospital (with its implications for loss
of control and privacy) may be a depressing experience.

The patient

If doctors make it clear that they are actively listening to the patient's concerns
and if they ask open question ('how are you?', 'what is troubling you?') most
patients will reveal their main concerns in the next 4-5 minutes. The skilled
clinician will not interrupt but may offer gentle prompts - 'anything else?',
'any other problems? - it does not matter if it is something minor'. During this
vital part of the clinical encounter, many patients not only reveal their symp-
toms, but may suggest possible causes or diagnoses and may express under-
lying anxieties ('Is it cancer? That is what happened to my father when he was
my age'). The secret is not to interrupt - to do so may stop the patient telling
you what is wrong and what is worrying them.

Yet even in the presence of a sympathetic, receptive, unhurried and holis-
tic clinician, few older people will say that they are depressed. Why?

Some may feel that depression is a normal feature of ageing or illness. Oth-
ers may be ashamed, perhaps believing that to be depressed is a sign of weak-
ness, a lack of moral fibre. The lack of privacy on a ward may inhibit
expression of very personal melancholic feelings. A few may fear the prospect
of being sent to a psychiatrist, of being considered 'mad'. They may believe
that psychological symptoms will be of no interest to the physician. Even if
they were, the patient might prefer the doctor to focus on physical complaints
and not be diverted. This may be particularly so in cancer patients, who might
worry that time spent on psychological aspects mean that less attention will
be paid to their physical survival.

Some depressed patients may not realize that depression can be alleviated.
Others may not realize that they are depressed. Therefore in many cases,
depression remains hidden. In others, it may find expression in anxiety, irri-
tability, anger or poor memory. Some patients, perhaps fearful of the stigma of
psychiatric illness, will legitimize their depression by somatization. They
complain of a range of physical symptoms (especially pains in the head or



94 DEPRESSION IN PHYSICALLY ILL OLDER PATIENTS

gastro-intestinal symptoms) for which no evidence can be found on examina-
tion or investigation.

The clinical manifestations of depression can be classified as follows
(Devinsky 1992):

• affective - anhedonia, sadness, anxiety, irritability;
• cognitive - guilt, hopelessness, impaired concentration, forgetfulness;
• somatic - pain, gastro-intestinal symptoms;
• psychotic - delusions and hallucinations; and
• vegetative - altered sleep and appetite, fatigue, constipation, decreased

libido, psychomotor retardation.

In ill older people, the vegetative (or biological) features which might help the
doctor to diagnose depression are often less useful. These include:

(a) Insomnia: the architecture of sleep usually changes with age. Older peo-
ple sleep less at night and tend to nap in the day. Nocturnal sleep is more
broken. Sleep may be disturbed by leg cramp, nocturia or dyspnoea. Early
morning wakening is not uncommon.

(b) Fatigue: tiredness may be the result of heart failure, anaemia or chronic air-
ways disease. Medications can make people feel fatigued, e.g. beta block-
ers and sedatives. The patient may be a caregiver for an elderly spouse and
the hard work sometimes involved in caring can cause weariness.

(c) Anorexia: hospital food is not always appetising or well presented. It may
be offered at times when the patient does not feel like eating. Those who
are constipated often lose their appetite, as do people on inappropriate
doses of digoxin.

(d) Constipation: many inpatients are constipated. Some have a long history
which relates to a diet low in fruit, vegetables, cereals or wholemeal
bread. Long-term laxative ingestion is associated with sluggish bowels.
Bowel transit time is slower in anyone who is immobile. Slowed transit
time is common in parkinsonism - even if the patient remains mobile.
Many drugs constipate. The change of routine and diet on coming into
hospital often adds to this problem.

(e) Weight loss: many people gradually lose weight during normal ageing.
People living alone - particularly bereaved old men - may not bother to
cook. Eating alone may mean that dietary intake is suboptimal. Cancer
and heart disease can cause cachexia. Those who are blind or paralysed
may have difficulty getting enough to eat on a busy understaffed ward.
On the other hand, weight loss may be desirable - loss of fluid in the suc-
cessful treatment of congestive cardiac failure, for example.

(f) Altered facial expression: an inexpressive face is a feature of parkinsonism.
People whose dentures have not been brought into hospital may feel
embarrassed to be seen without them. They may smile less or try to cover
their mouths with their hands. Ptosis can be a feature of normal ageing.
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(g) Reduced libido - though many older people maintain interest in and
enthusiasm for sexual expression, others feel that the flames of passion
dwindle with age. Many have little opportunity - especially those who are
bereaved or whose loved ones are in care. In women, vaginal dryness may
be associated with dyspareunia. In men, arterial or neurological impair-
ments are causes of erectile dysfunction, as are many drugs.

(h) Retardation: physical slowing is common in many very old people. Gait
becomes slower and activities take longer - especially if there is arthritis,
stroke or parkinsonism.

Not only are the biological signposts to depression less helpful, but some of
the affective and cognitive manifestations may also be of limited diagnostic
value including:

(a) Anhedonia: a core feature of clinical depression is the reduced ability to
experience pleasure. But the visually impaired person may no longer be
able to enjoy books, the patient with stroke may be denied the pleasure of
country walks, the musician with arthritic hands may not now be able to
play the piano and the deaf person may not enjoy conversation at parties.

(b) Declining memory: it is common for older people who are not depressed
or demented to have memory difficulties - especially retrieving people's
names and information stored in the short-term memory.

Doctors and nurses

Whereas all doctors specializing in the psychiatry of old age have a postgrad-
uate grounding in general medicine, few physicians have clinical experience
in psychiatry. Similarly, most nurses on medical wards for older people have
not received training in psychiatric nursing. Medical staff may therefore not
feel competent or confident in assessing depressed patients. Some may have
negative notions about psychiatric conditions and limit their attention to
physical disease. A doctor's discomfiture with psychological medicine may be
transmitted to the patient, who may therefore not divulge details of their
mental state.

In an essay on the psychological care of patients with cancer, Maguire and
Howell (1995) describe shortcomings in doctors' responses to depression.
(These may also occur when doctors talk to other physically ill patients who
do not have cancer.) These include:

• deflection - switching the subject;
• selectivity - the patient talks of physical and psychological concerns, but

the doctor selectively focuses on the physical aspects;
• avoidance - the doctor may deliberately avoid asking a woman how she

feels about losing a breast;
• premature reassurance - 'everything will be alright';
• false reassurance - pretending that the situation is better than it is, thus

blocking the opportunity for further discussion;
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• jollying the patient along; and
• passing the buck - hoping that a more senior doctor will sort out the

depressive aspects of patient care.

Lack of training, not possessing the skills to deal with depression, not having
enough time, being fearful of unleashing anger or despair all play a part in
clinicians using these distancing or avoiding tactics.

How to improve the recognition of depression in
medically ill patients

Given the prevalence and importance of depression, it is important to make
the diagnosis and to do so at the earliest opportunity. This could be achieved
in a number of ways:

The clinical history

A section in the medical record on psychological health should be mandatory.
In practice, there is a low acknowledgement of depression in case notes. The
doctor should enquire about a family history of depression and the previous
use of ECT or antidepressant drugs.

Patients should be gently asked about loss of relish for life, lack of well-
being, whether they have dark thoughts or a heavy heart, if they feel like cry-
ing or believe that it is not worth continuing. Asking tactfully about suicidal
intent rarely seems to cause distress to older patients.

(A) PHYSICAL SIGNS

Though some depressed patients may have a facade of cheerfulness (and their
close relatives may not consider the possibility of depression), others look sad.
They may avoid eye contact, show few signs of animation, appear defeated or
desolate. Some cry when asked about their mood. They may not initiate con-
versation, or reply to questions in monosyllables.

Some depressed old people will be irritable, others anxious or angry. Oth-
ers seem to emanate an aura of gloom or heaviness, which the astute clinician
may discern. In all these instances, the doctor should consider that the patient
could be depressed.

(B) OBSERVATIONS BY THE REHABILITATION TEAM

Therapists may identify depression during individual treatment sessions or
on a pre-discharge home visit (House and Ebrahim 1996). The failure of a
patient to rehabilitate successfully should always raise the possibility of
depression. On many medical wards for older people, nurses do not recognize
depression, they sometimes mistake it for delirium or dementia (Bowler et al.
1994).
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If they are trained in psychological aspects of health and encouraged by
doctors to report on mood problems on ward rounds and at case conferences,
nurses can detect those who are depressed. Refusal of medication for physi-
cal illness may be a sign of depression. It is important to ask the family -
especially in stroke or other conditions where it may not be easy to distin-
guish depressive symptomatology from effects of the disease.

(C) AT-RISK PATIENTS

Particular attention should be given to those who are at a greater risk of
depression: patients who are bereaved, lonely, who have suffered family
disharmony; those with painful, progressive, dehabilitating medical condi-
tions; those with vascular dementia, who at times have insight into their men-
tal deterioration.

In practice, relying on clinical observations is often unsuccessful in identi-
fying those who are depressed.

The use of screening tools

Geriatricians often use the abbreviated mental test score to identify patients
with cognitive impairment. The use of screening tests for depression is less
widespread. Why is this? Firstly there is a bewildering array of tests
designed to identify the presence or severity of depression. Some take a
long time to administer (and therefore are prone to a low response rate),
others are short (but may be less sensitive). Some are self-completed, others
filled in by an interviewer (who needs special training for certain tests). The
tests may be structured or semi-structured. Some are written, others
processed by computer. Secondly, many old people are unable to comply
with such questionnaires. Those with impaired vision and hearing,
dysarthria or dysphasia or cognitive problems, and those who are physi-
cally ill simply cannot cope with screening questionnaires or soon become
fatigued. Thirdly, the scales may not be appropriate for the older patient.
Many were developed for use in younger people. They give points for
physical symptoms (so ill old people who are not depressed score highly)
and may not allow for the different scores that older people register on
mood scales. Fourthly, the reliance on screening tools may mean that doc-
tors might miss the subtle or atypical features of depression in old age (e.g.
agitation, anger, irritability). Nonetheless, screening tests can be helpful -
especially if they are brief, easy to administer, sensitive and relevant. Some
older people may be more likely to admit to sadness and dysphoria on self-
rating scales than during conventional history-taking. A critique of all the
available tools is beyond the scope of this chapter, but a consideration of
some of them might be helpful.
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(A) GERIATRIC MENTAL STATE (GMS)

This gives a cross-sectional picture of the patient's mental state giving diag-
noses across a broad spectrum of psychiatric illnesses. It minimizes the attri-
bution of depression to symptoms caused by physical illness. The GMS
examines the mental state in the 4 weeks before the interview. A semi-struc-
tured interview takes 20-30 minutes to administer. The data from question-
naire are fed into a laptop computer. There is a high inter-rater reliability. As
well as giving diagnostic categories, it also provides measures of severity (0 =
absent, 5 = severe).

Though the GMS is one of the few tests validated for use in older people, it
needs a trained interviewer, is time-consuming and is perhaps too cumber-
some to be used routinely as a screening test on geriatric wards.

(B) THE CENTER FOR EPIDEMIOLOGICAL STUDIES DEPRESSION
STATE (CES-D)

The original version has been widely used in studies of late-life depression.
However, the time taken to complete it upsets some patients. Older people are
less likely than younger ones to say that they feel sad or that people are
unfriendly.

A 10-item scale (which takes 2 minutes to administer) is less stressful to the
patient and has high levels of sensitivity and specificity (Irwin et al. 1999).

(C) THE HOSPITAL ANXIETY AND DEPRESSION SCALE (HAD)

This scale is limited to anxiety and depression (each of which is scored sepa-
rately). It was designed to detect these conditions in medical patients. A self-
assessment scale, it is brief, acceptable and useful in outpatient clinics. It can
be used to record a patient's progress. However, in a study of patients on a
medical ward for older people, the HAD scale lacked sensitivity and speci-
ficity. Many of those who scored highly on the anxiety scores were clearly
depressed. As the HAD misses many cases and gives false positives in med-
ically ill old people, it cannot be recommended for case-finding on elderly care
wards (Davies et al. 1993).

(D) THE GERIATRIC DEPRESSION SCALE (GDS)

This screening test, which detects depression likely to benefit from treatment,
is recommended by the British Geriatrics Society and the Royal College of
Physicians of London as the best screening test. The 30 item test performs well
when administered in the second week after admission. It is also useful in
monitoring the response to treatment. Shorter versions with 15, 10 and 4 items
have been validated in primary care and continuing care. The GDS 10, admin-
istered at day 10 (when the medical state has improved) is tolerated well by
inpatients. It does not require staff training. More research is needed on its
utility and clinical effectiveness (Shah et al. 1997). In the four-item version, the
patient is asked:
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• are you basically satisfied with life?
• do you feel that your life is empty?
• are you afraid that something bad is going to happen to you?
• do you feel happy most of the time?

For the GDS-30, 0-10 indicates 'not depressed', 11-20 indicates 'mild
depression' and 21-30 indicates 'severe depression'; for GDS-15 a score of 5
or 6 indicates depression; for GDS-4 a score or 1 or 2 indicates depression.

The management of depression in physically ill
older people

There are few studies on the effectiveness of drugs and other therapies for
depressed old people who have physical illnesses. Such studies are inherently
difficult. Trials have had arbitrary age cut-offs, so there are few data on peo-
ple over 80. People included in trials usually bear little relationship to the
patients that physicians see in their wards and clinics.

As the evidence base for our treatment is meagre, guidelines are partly
based on extrapolations of studies on younger, fitter subjects and individual
clinical judgement.

General treatment

If the patients are nursed on a ward where the staff are highly motivated,
skilled and caring, they are likely to feel better. Pain control, symptom relief,
careful explanations, involvement in a goal-setting and decision-making will
all help to improve patient well-being. Flexibility about diets, domestic pets
and visiting times will reflect an imaginative approach to patient care. Being
told that the aim is to improve symptoms, function and well-being, so that
they can return home, will usually lift patients' spirits.

Specific treatment

A MORI poll of 2000 people found that only 16% favoured drug therapy for
depression (Pitt 1997). Over three-quarters believed that these drugs were
addictive. It is therefore wise to ask the depressed patient if he or she would
be agreeable to a course of antidepressants before embarking on this therapy.

In cases of mild depression, active treatment is no better than placebo. In
more severe depression, the first step will usually be to choose between a tri-
cyclic antidepressant (TCA), a selective serotonin re-uptake inhibitor (SSRI),
or one of the newer agents.

TCAs are more effective than placebo. One of these drugs, dothiepin, is the
only agent which has been shown successfully to reduce the risk of relapses.



100 DEPRESSION IN PHYSICALLY ILL OLDER PATIENTS

The TCAs are cheap but have unwelcome side-effects (falls, accidents and car-
diovascular effects) which limit their use in elderly patients. They should be
avoided in those with heart failure or cardiac rhythm disturbances. They
should not be given to patients with suicidal ideation, as they are dangerous
when taken in overdose. Of the newer TCAs, Nortriptyline seems to be well
tolerated and Lofepramine has fewer anticholinergic effects. Unfortunately,
the TCAs are often given in subtherapeutic doses.

SSRIs are no more effective than TCAs but are much more expensive. They
have fewer serious side-effects, though diarrhoea and vomiting can be trou-
blesome. The trials of these drugs have been carefully reviewed by Katona
(1997). These drugs are generally well tolerated but there are few data on long
term use. Unlike dothiepin, none of these drugs appears to prevent relapse of
depression (see Chapter 4 for further details).

There are even fewer studies of more recently introduced drugs such as
Venlafaxine (NARI - noradrenaline and serotonin re-uptake inhibitors) and
Moclobemide (RIMA - reversible inhibitor of mono amine oxidase-A).

Whichever drug is used, patients should be warned that it may be some
weeks before they notice any benefits (though some patients seem better soon
after starting treatment and some of the newer drugs may have a more rapid
onset of action). The medication should continue for at least 6 months and
then be gradually withdrawn.

How effective are antidepressant drugs?

The most recent meta-analysis by the Cochrane Library (Gill and Hatcher 1999)
reports on 18 randomized controlled trials of antidepressant versus placebo or
no therapy. These studies were of adults who also had a physical illness: they
did not select out trials on older people. The conclusion is that patients on anti-
depressants are significantly more likely to improve than those on placebo or
on no treatment. The drop-out rate was small: for 10 patients on active treat-
ment, one would discontinue therapy. The drop-out rate appeared higher in
TCAs than SSRIs though there was a trend for TCAs to be more effective.

The presence of physical illness does not limit the effectiveness of antide-
pressant drugs (Evans et al. 1997). Though antidepressants are effective, we
must be aware of their limitations including:

• In patients with mild depression, active treatment is no better than placebo.
• Some patients (especially those with severe depression) do not respond to

them.
• Different patients need different doses of TCAs to effect a response (Paykel

1995).
• Some are very sensitive to these drugs, others need high doses to achieve an

effect.
• Many patients discontinue their medication - they may not be aware that

they should continue them for months; they may fear habituation; they may
find the side-effects unacceptable.
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The relapse rate is high but can be successfully treated by a different drug
in many cases.
About a quarter of depressed older patients continue to be ill with depres-
sion despite active treatment (OADIG 1993).

KWwp,̂ !Q! refe!1 to iM old age |>sy<&tirtrist •.. • .

Most depressed older people with physical illness can be treated satisfactorily
by their physician. However, there are circumstances when specialist help
should be sought. These situations include:

• Depressed patients who refuse to eat or drink, are becoming very retarded or
who are a suicidal risk. These should be considered for ECT. Though the gen-
eral view is that this treatment is barbaric, it has been shown to be effective
and safe. It is more efficacious than sham ECT. It does not damage the brain.
If brief unilateral pulses are given, memory impairment is minimal. It can
be life-saving. ECT must be considered carefully in patients who have had
a recent myocardial infarction or stroke. Pacemakers are not a barrier to
having ECT, nor is the use of anticoagulants (Wilkinson 1997).
Those who remain depressed despite TCA or SSRI therapy.
Depressed patients with delusions or hallucinations.
Those who relapse.
Those in whom there are diagnostic doubts.
Those who are very agitated or who have other behavioural problems.

Where do we go from here? . ;..;

The priority is to apply present knowledge. We now have tools which aid the
recognition of depression and cheap, effective and readily available treat-
ments that improve the life of many ill older people. We need more and bet-
ter clinical trials of antidepressants in old age. These trials should:

• Consider the patient's viewpoint as well as the assessor's observations.
• Include quality of life scales and measures of activities of daily living.
• Attempt to ascertain which depressed patients respond to what types of

treatment. Are there markers to identify those who are likely to be helped
by drugs, psychological help or other measures?

We also need to know whom to target for cognitive behaviour therapy. Here
the emphasis is on changing dysfunctional thoughts and attitudes and
replacing them with more positive responses. The therapist gives the patient
a series of graded assignments which can produce a sense of achievement.
Cognitive therapy is more effective than placebo or no therapy and the out-
comes in older people are equivalent to those in younger ones (Koder et al.
1996). However, we do not know which individuals are most suited to this
approach.
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The key to successful identification and treatment of depression in ill old
people is education of medical, nursing and rehabilitation staff. Liaison psy-
chiatric teams may have a role here but more work is needed to determine
their effectiveness.

Key Points

• Depression is the commonest psychiatric problem affecting physically ill
older people.

• Depression in older people may present with physical symptoms, agitation,
anger, sleepiness, or poor concordance with medication.

• The diagnosis of depression is frequently overlooked and often not
recorded in medical case-notes.

• Older medically ill patients have a greater mortality, morbidity and length
of hospital stay. Their rehabilitation is more difficult.

• Drug treatment of depression is effective: TCAs are at least as effective as
SSRIs, are much cheaper but there are more contraindications to their use in
older people.

• SSRIs are helpful but have not been shown to prevent relapses. In general,
treatment should continue for 6 months - longer after a relapse.

• Cognitive therapy is also more effective than placebo or no treatment but
we do not know which patients are most likely to respond.

• ECT can be life saving in severely depressed patients and is generally safe.
• Optimum treatment may not occur because of suboptimal dosage, short

duration of therapy, poor patient concordance or side-effects.
• In many cases, treatment of depression effects recovery. In others, recovery

may be incomplete or depression may recur. Sometimes depression persists
despite therapy.
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Introduction

One of the questions any clinical psychologist gets used to is 'what is the
difference between a clinical psychologist and a psychiatrist?'. Each of us



INTRODUCTION 105

develops our own typical stock response. It often goes along the lines of 'A
psychiatrist is concerned with treating mental illness, while a clinical psy-
chologist uses what we know about people to help those who are finding it
difficult to cope with the problems in their lives'. The key differences between
the two approaches are based in those aspects of a person's difficulties to
which each attends and the theories each uses to make sense of the difficulties
the sufferer describes. However, it is more complicated even than that; clini-
cal psychologists come from an academic discipline that contains a number of
theoretical frameworks. These range from an interest in how the 'hard wiring'
of the brain affects behaviour; through the relationship between environment
and behaviour; attitudes and beliefs held by individuals about themselves,
their relationships and their actions; to the unexamined fantasies and assump-
tions which influence the way in which people live their life. These all offer
information that is potentially useful for a clinician faced with a patient in dif-
ficulty. Some of these will clearly have more relevance for depression in late
life than others, and this chapter will only cover a small proportion of the the-
ory and research available. For those interested in pursuing these areas in
more depth, including outcome research, two recent publications offer more
comprehensive reviews (Edelstein 1998, Woods and Roth 1996).

The role of the clinical psychologist has developed dramatically over the
last 20 years. Then, clinical psychology was a small profession in the UK and
only a few chose to work with older people. Since then, there has been an
increase in the size of the profession and the range of activities carried out by
its members. Post-graduate training has been extended from 2 to 3 years to
reflect this increase, resulting in a 6-year basic training. Experience with older
people is a core component in every clinical psychologist's training. Typically,
a recently qualified clinical psychologist has gained a doctorate that equips
them with a range of skills in research and clinical work. After qualifying, he
or she may specialize in an area defined by either specific activities or by clin-
ical population. For example, within a large urban department there may be
several clinical psychologists working with older people, each one having dif-
ferent strengths. These might include neuropsychological assessment, behav-
ioural work, family therapy skills, experience of audit and other applied
research skills, or training in particular therapeutic approaches.

Included in this chapter are clinical examples used to illustrate work typical
of that done by clinical psychologists in Britain. All the case histories are either
fictional or composites created from a number of cases. A number of assess-
ment tools in common use are included, but the chapter does not offer an
exhaustive list. Therapeutic approaches commonly used by clinical psycholo-
gists when working with individual clients are discussed, and other clinical
interventions are mentioned, but again, this is not a list of what every clinical
psychologist can or might do. Because the number of clinical psychologists
who work with older people is small, the chapter contents cannot be taken as
a guide to what is available in any particular service. Many areas of the coun-
try still have a service for older people of one whole time equivalent or less
from clinical psychology. This tends to happen both as a result of funding pri-
orities and through the recruitment difficulties common to Cinderella services.
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The chapter will focus primarily on what is common to Britain but will at
times make use of material from outside the UK, especially from the USA.
However, because there are differences both in culture and in health provi-
sion, it cannot always be assumed that knowledge from the USA will be trans-
ferable. For example, when Reality Orientation was first developed in the
USA, formal sessions were carried out in a classroom format. This did not
work well for British groups, whose sessions tended to run better in an infor-
mal small group, or tea party, format (Holden and Woods 1986).

Over the years, there has been much debate over the nature of depression
as a condition. This ranges from the medical understanding of depression as
an illness, through to the view that depression is a normal biological and emo-
tional response to circumstances. This debate will not be tackled in detail
within this chapter, but the reader will need to bear in mind that many psy-
chological and psychotherapeutic approaches are based on the premise that
depression is not best, or is not only to be, understood as an illness. For exam-
ple, the development of systemic and narrative theories has led to new thera-
peutic approaches, some of which are being taken up within services for older
people; these theories imply that depression can be seen as a response to psy-
chological and social conditions. Therapy then aims to understand or change
these, whether through working with families or the depressed person. Some
therapists are reluctant to work with people who are undergoing other treat-
ments for depression, such as ECT, especially if the two types of treatment
have different aims. For example, therapies that aim at the recognition of feel-
ings and thoughts or the resolution of conflict may be undermined by con-
current treatments that aim to reduce feelings of distress or anxiety directly.
However, there are many instances where multiple approaches are helpful,
e.g. medication and cognitive therapy combined.

Medical diagnoses and methods of assessment have been discussed in Chap-
ters land 2. When an individual is referred to a clinical psychologist, he or she
will be assessed again. This assessment will vary depending on the:

• source of the referral;
• previous and current contact with services; and
• skills and perspective of the particular psychologist.

Referrals tend to have their origins in one of two types of service. The first
type comes through psychiatric services, community mental health teams or
other specialist health service staff. The second type is the primary care refer-
ral, made usually by a general practitioner, but sometimes by staff, such as a
district nurse, or by someone outside the NHS, e.g. from social service or vol-
untary organizations. It is quite likely that this will lead to some differences in
the assessment procedure. For example, in the first type of referral, there will
already be a psychiatric diagnosis, the person may already be taking and
responding to medication, and there may be other staff from the service
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already involved. On the other hand, when someone's first contact with men-
tal health services is with a clinical psychologist, it is likely that the clinician
will be considering the psychiatric aspects of depression while assessing the
psychological conditions. If there are significant psychiatric concerns, a
request may be made for additional input from psychiatry or from the team.

A psychological assessment may include a number of areas (Table 8.1). It is
almost never carried out in a mechanistic way; assessment needs to take into
account the complexity and individuality of human experience. A full assess-
ment may take several sessions, especially if formal assessment measures are
used, or if a trial of therapy is included in the assessment period. For a
depressed person, an assessment of mood will be included, often using a stan-
dard measure. The information gained within the assessment should allow
the clinician to build a model of the relationship between the patient's distress
and symptoms and other relevant aspects of an individual's situation. This is
a formulation, the psychologist's equivalent of diagnosis. Unlike a diagnosis, it
is usually expressed in dynamic terms, and often includes a description of the
processes that exacerbate or maintain distress or symptomatology. A formula-
tion will vary depending on:

• the presentation of the patient;
• other evidence available to the clinician; and
• the theoretical framework used by the clinician.

For example, a clinician using a behavioural framework would be con-
cerned to elicit details of the triggers for and consequences of the behaviours
in question. The formulation has a role in enabling therapist and client to
agree goals and strategies for change and is itself constantly being updated
and modified in the light of experience.

Table 8.1. Areas for assessment.

Mood and emotions e.g. Hopelessness, despair, anger, lability of emotion.
Cognitive functioning e.g. Memory. Planning and abstraction.
Thoughts and beliefs e.g. Beliefs about self, others and the future.

Attributional style.
Behaviour e.g. Risky behaviour, self harm.

Activity levels.
Past history e.g. Past emotional disturbance.

Relationship and work life.
Interpersonal style e.g. Presence and quality of marital relationship, friendships.

Attachment style.
Current circumstances e.g. Ill health and consequent limitations.

Family, marital and social support.
Areas of anxiety, e.g. finances.

Life events e.g. Retirement, bereavement, deprivation, loss, change in living
circumstances, trauma.

Resources Strengths and needs.
Readiness for therapy e.g. curiosity about self and psychology, willingness to

give something a try.
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Use of questionnaires

Many of the assessments of mood state have been devised for younger adult
populations, but there are now several that have been standardized for use
with older people. Probably, the questionnaires most commonly used by clin-
ical psychologists in the UK are the:

• Beck Depression Inventory (BDI);
• Geriatric Depression Scale (GDS); and
• Hospital Anxiety and Depression Scale (HADS).

The BDI and other related scales are often selected because of their basis in
cognitive models of depression. This means that the questionnaire can some-
times elicit responses that may be useful to explore further in therapy. It has
been validated for use with older people (Gallagher et al. 1982). The GDS
(Yesavage et al. 1983) is a yes/no self-report scale, simpler than the BDI and
increasingly used, especially now that shorter forms are being developed. The
HADS has several advantages. It is short, and it includes items for rating anx-
iety as well as depression. Other professions also commonly use it, so that the
results are easily communicated. Descriptions of these and other scales for
mood and well-being are described in Woods (1999).

The role of neuropsychological testing in
depression of older people; depression or
dementia - or both?

One of the most common reasons for an older person to be referred to a clin-
ical psychologist is so that the reasons for a reduced capacity to function in
everyday life can be clarified. Often the question is framed as 'Is this person
suffering from dementia or depression?'. This often necessitates one or more
periods of neuropsychological assessment. An initial conversation will give
the psychologist an idea of how well the person is likely to be able to manage
when being assessed; the initial choice of test may be decided when the per-
son is first seen. The choice of tests is dependent also on the function of the
testing. For example, the referral may involve diagnostic purposes only; in
this case, it is likely that a relatively standard battery of tests that ascertain
how well the person is doing compared to others of their age and pre-morbid
ability will be sufficient. However, if the testing aims to specify intact abilities,
particular areas of difficulty or patterns of deficit, or if the intention is to use
the assessment in order to design programmes which help the person adapt
and cope in spite of their deficits, a different range of tests may be useful. In
practice, those people referred to clinical psychology for assistance with diag-
nosis often present a complex or ill-defined picture and the results of testing
can be equivocal. It is also fairly common for someone to be suffering from
both conditions. Woods (1999) discusses findings that suggest that there is a
group of individuals with depression who also show cognitive changes on
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testing which are not consistent with dementia. Their scores fall between
those achieved by those with either 'depression only' or 'dementia only'. In
such circumstances, it is often better for any treatment for depression to be
pursued first. Detailed testing can then be carried out at a point where a more
accurate picture of the type and degree of organic impairment is possible.
Assessments repeated over time may also be helpful. Woods (1999) and
Crawford et al. (1998) offer comprehensive and up-to-date descriptions of the
benefits and limitations of neuropsychological testing and of the strengths of
the tests available for use with an older population. Both chapters include
more detailed discussion of the issues involved in the differentiation of
organic from functional conditions.

Commonly used cognitive screening tests

For a quickly administered and acceptable screening test when the cognitive
status of a depressed person is in doubt, the Middlesex Elderly Assessment
of Mental State (MEAMS) (Golding 1989) is a possible choice. There are other
screening tests for cognitive functioning, such as the Clifton Assessment Pro-
cedure for the Elderly (CAPE) (Pattie and Gilleard 1979) or the Mini-Mental
State Examination (MMSE) (Folstein et al. 1975), some of which are also used
by other professions.

The Health Questionnaire, SF-36, which has often been used in research
populations, has a short section on mental health. This correlates well with
other scales and is a possible choice where health is an issue. However, ques-
tionnaires are best viewed as a supplementary form of information on the
client's state. They are certainly insufficient as the sole basis for a psychologi-
cal formulation without the additional information gained through interviews
and observations. See Woods (1999) for references concerning these and other
tests and Case History 8.1 for an example of their use in clinical practice.

The role of the clinical psychologist in the

The interventions offered by clinical psychologists to the management of
depression in older people include both:

• direct client work; and
• indirect work.

Direct client work may consist of individual and group work. One or more of
a number of therapeutic frameworks may inform clinical work with
depressed older people. Indirect work may also take a number of forms. These
include supervision of the work of others; training; consultation; work with
staff and carers on the environment; and research. A number of areas of psy-
chology have relevance for these endeavours.
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Case History 8.1

Mrs Green was referred for neuropsychological assessment following an admission to
hospital. A CPN had been asked to see her at home, where he found her depressed
and clearly not coping. She had stopped consistent self-care and seemed withdrawn
and slow. This continued while on the ward, where she was withdrawn, slow and
reluctant to engage in any activity. The staff were puzzled by her behaviour. She was
treated with antidepressant medication. After several weeks, there was a slight
improvement, so that Mrs Green was a little more able to look after herself, but not
consistently. Moreover, she was still low in mood and reluctant to talk with staff. The
initial screen for cognitive functioning used by the junior doctor had given a score
well below normal, but he had found it difficult to be sure that this was an accurate
picture of Mrs Green's level of functioning, particularly as Mrs Green was reluctant to
attempt many items. It was felt that a more complete assessment might cast light on
her condition, before considering further treatments for depression. The psychologist
saw Mrs Green initially to try to form a picture of relevant history. She also wanted
to explain the need for testing and what it might involve, given that it can be a long
procedure and that the active co-operation of the patient is necessary throughout.
While Mrs Green attempted to talk of the details of her history, the psychologist
found herself interested in the details of Mrs Green's way of telling her story as much
as the content. Mrs Green spoke very slowly. In fact, she did everything slowly. Her
mood seemed flat. She complained of memory loss. When asked for examples, she
talked of difficulties when carrying out everyday tasks, such as returning to turn off
the taps when running a bath, or letting pans boil dry. She was anxious about cop-
ing at home and feared that she might be sent to live in an institution. When the psy-
chologist reassured her that the testing was not intended to show her incompetence,
and might even help staff to develop possible strategies for coping at home, she
relaxed and was keen to continue. When asked about her mood, she said that she
thought she was not as she had been before she became depressed, but felt she was
much better than she had been at the time of admission. A depression scale con-
firmed this. On testing, she showed relatively little memory loss. She did have some
difficulty with more complex reading, writing and arithmetic. There were no indica-
tions of problems with comprehension or expression, whether of visual or verbal
material. She did perform poorly on a test requiring the capacity to think in abstract
terms. The psychologist concluded that Mrs Green did not show on testing a pattern
typical of Alzheimer's disease but she did feel concerned that Mrs Green was per-
forming less well than she might have expected on some tests. The pattern seemed
more consistent with a sub-cortical state, and she discussed this with the medical
staff. She involved the team's Occupational Therapist and they continued to see Mrs
Green, discussing her difficulties with her and developing ways of helping her to
adapt more successfully to her home environment. This included the use of memory
aids and prompts, some developed following home visits. Mrs Green improved rela-
tively rapidly, although she remained slow and her cognitive functioning did not
change dramatically. When she was discharged, she began to cope successfully at
home. Some time later, Mrs Green began to demonstrate more clearly the symptoms
of Parkinson's disease. However, she continued to live at home for several years.
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Clinical work with individuals

Most therapeutic work currently done by clinical psychologists with
depressed older people can be classed as belonging to one of two main
groupings:

• cognitive-behavioural; and
• psychodynamic-interpersonal.

Woods and Roth (1996) have carried out a major review of the evidence for the
outcome of psychotherapy with older people. They report on a number of
studies researching the prevalence and prognosis of depression in old age,
and conclude from the evidence that prevalence rates for depression are sim-
ilar in older people to those found in younger people. The natural history of
depression in older people may be less favourable, there being a substantial
number whose depression does not recover with the standard (medical) treat-
ments, and with relapse being a major issue (Woods and Roth 1996, p. 322).
They note that older people seem less likely to receive psychological treat-
ment. The research that has been done seems to them to suggest that older
people can make use of the psychological approaches used with younger pop-
ulations, although progress may be slower. They conclude that the results
from the few available controlled trials suggest that brief psychodynamic psy-
chotherapy, cognitive therapy and behaviour therapy appear to be equally
effective for treating depression in older people. In this instance, brief therapy
typically involves agreeing on a therapeutic focus and a contract of up to 20
sessions.

It is worth bearing in mind that a number of factors may militate against
referral for psychological therapy. The existence of waiting lists may reduce
referral rates. Many of those who are referred for therapy are among those
who fail to respond to standard treatments. They may therefore need longer
treatments, and clinicians who are experienced in work with complex or resis-
tant conditions. Even so, the rates for improvement may not be high with this
group. Further, older people are perhaps less likely to welcome a psychologi-
cal approach to their difficulties. There may be a number of reasons for this,
ranging from the idea that emotional and personal matters should not be dis-
cussed with others, to the wish to avoid dependence on others or anxiety
about being seen by others as vulnerable or foolish. Therapy needs to be seen
by patient and referrer as an appropriate response to the problem. Indeed, the
early stages of therapy usually involve finding a shared view of the problem.
This may be linked to the finding, cited by Woods and Roth, that 'patient com-
mitment' to therapy is a significant factor in predicting outcome of treatment
in depressed older people (Marmar et al. 1989). In particular, the propensity
for depressive symptomatology to be seen as physical by older people and
others may make a psychological formulation seem inappropriate or disre-
spectful unless it is carefully constructed (see Case History 8.2).
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Case History 8.2

Mrs Jones was referred with a long history of complaints of pain and symptoms
attributed by her doctors to tension. She also felt fatigue and constipation. Initially,
she was resistant to the idea that a psychological approach would be helpful with
what seemed to her to be a series of physical symptoms. She felt rejected and let
down by her doctors for referring her to a psychologist because she felt this meant
that they disbelieved her and could not help her. She felt sure that, as her symptoms
felt physical, there must be a medical solution for them. The psychologist was faced
with the dilemma that Mrs Jones would not accept any formulation that seemed to
discount the physical nature of her symptoms, while one that accepted her point of
view left little room for intervention. He decided to take a neutral stance towards the
cause of the symptoms, suggesting that any monitoring of the symptoms would be
useful in order to find out whether there were triggers, but that should the symp-
toms be physical in origin, the information might be helpful in diagnosis. Mrs Jones
agreed to keep a diary of her symptoms. As it turned out, it became clear from the
diary that there were a number of environmental and emotional triggers. For exam-
ple, Mrs Jones recorded that her symptoms often worsened at the end of visits and
trips. This was particularly true for those symptoms most easily attributable to anxi-
ety. The psychologist suggested she might be anxious about being left alone. Mrs
Jones agreed that she became frightened of becoming ill and unable to contact help.
Some of her anxieties and symptoms provoked others in a vicious cycle. Once this
was noted, and the psychologist worked out with Mrs Jones the possible relationship
between her symptoms and feelings of anxiety, Mrs Jones agreed to try relaxation
exercises. During this period, it became clear that there were ways in which Mrs Jones
behaved that reduced anxiety in the short term, but at a cost to herself. For example,
she insisted that a family member accompany her when she went out. Consequently
she had lost many of her old activities and friendships, and she felt unable to take up
opportunities for new ones. Her mood was often low, she became easily discouraged
when her symptoms started and she complained repeatedly about how awful her life
had become. The psychologist asked her to try out some small behavioural changes.
The first of these were chosen in order that Mrs Jones might become used to success
before trying goals that were more uncertain. After a number of setbacks, Mrs Jones
began to accept that she could help herself to feel better and that,she did have the
necessary skills for coping with both her symptoms and for making her life more sat-
isfying. Over a period of a year or so, she began to reorganize her social life and
renew links with others.

Cognitive-behavioural and cognitive therapies

Cognitive and cognitive-behavioural approaches are probably the most com-
monly available therapies offered by clinical psychology services for older
people. The vignette above describes part of a therapy based in the main on
cognitive-behavioural principles. The approach initially developed by Aaron
Beck is probably the most well known. Increasingly, the practice of cognitive
therapy is becoming more sophisticated, and there are now specialist train-
ings, which provide therapists with a thorough grounding in the theory and
practice of cognitive therapy. However, because the principles seem simple,
and have an appeal, many practitioners in mental health incorporate tech-
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niques from cognitive therapy into their repertoire. Cognitive therapy has
been used successfully with people who suffer from depression without
manic or psychotic disturbance (Hawton et al. 1989).

Basic ideas and premises

Cognitive therapists act on the assumption that the beliefs people have about
the world and themselves influence their feelings and their behaviour. Given
that depression is a state brought about and affected by biological, social,
developmental and psychological factors, cognitions are one potential, pow-
erful, focus for intervention. The therapist and client need to form a collabo-
rative relationship; the rationale of cognitive therapy needs to make sense to
the client. Each has an active part to play in therapy. Cognitive therapies are
usually:

• short and time-limited;
• focused on current problems and the factors that maintain them;
• involve the therapist asking questions;
• encourage the client to consider their thoughts and beliefs as hypotheses

that can be tested; and
• facilitate systematic experimentation.

The aim is for clients to develop the skills necessary to help themselves. Once
the client learns the principles of the approach, it is assumed that the process
can be continued without regular input from the therapist. Cognitive therapy
sessions revolve around the identification of a focus, selection of a strategy for
tackling it, discussing the implementation of the strategy, which may include
the setting of homework, and monitoring the outcome. This, when it goes
well, becomes a benign spiral, where problem-solving skills and constructive
assumptions about the relationship between thought, behaviour and feelings
are developed by the client, who may then go on to use what has been learned
in the sessions for other problems as necessary.

Adaptations with older people

Older people may take longer to grasp the relevance of therapy techniques
and to complete planned tasks. Sometimes external supports and health prob-
lems intervene. It is sometimes necessary to be more flexible about the fre-
quency and duration of individual sessions and the therapy as a whole.
Making sure that communication is effective is important, whether any diffi-
culties are due to physical problems, such as deafness, or social and cultural
ones, such as differences in language or background. In practice, sessions for
behavioural and cognitive techniques can be spread out without too much dif-
ficulty, although it is important to make sure that a sense of continuity is
maintained. Group work has been used successfully with older people (Yost
et al. 1986). Many psychologists working with older people seem to find a con-
tract for fortnightly sessions optimal. For many older people, there seems to
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be a phase in even a structured therapy when it seems that talking of wider
issues and troubles is important. Sometimes a session when the client talks of
other matters and the planned task takes a back seat, turns out, in retrospect,
to have been very influential.

Recently, there have been attempts to discover the most useful concepts
from cognitive therapy that are most useful for older people. For example,
recently, there has been an interest in the ways in which people maintain plea-
surable mood states and self esteem. James et al. (1999) suggest that the failure
of previously successful mechanisms for maintaining self-esteem, which they
call Worth Enhancing Belief Systems (WEBS), may be a more important factor
in depression which appears later in life, than negative automatic thoughts
(see Case History 8.3).

Case History 8.3

Mr Stevens was referred with depressed mood and anxiety, He had been attending
the Day Hospital, but was reluctant to be discharged. He had moved into sheltered
housing soon after the death of his wife several years before. During the initial inter-
view, he complained that he did not like being alone in the flat. Indeed, a diary of his
daily activities collected later, showed that he spent very little time there. The time he
did spend in the flat was taken up with housework, except for cooking. He ate his
meals out, with friends, at the Day Hospital, the Day Centre, or even out alone. This
was in contrast to his life before his wife's death, when he had spent the majority of
his time at home, watching television and pursuing a number of leisure activities.
While a psychodynamic formulation might have emphasized his difficulty in tolerat-
ing being left alone with his feelings, and focused on exploring this, it was decided
that Mr Stevens might more easily accept a cognitive-behavioural approach, at least
initially. He was asked to keep an activity diary. He was also asked to compile a list of
activities he had previously enjoyed; he then rated these in terms of how much he
had enjoyed each and how practical it would be to resume each. Homework for this
task involved collecting the necessary materials for a number of these, so that they
were readily available in the flat. The next step was to programme into his routines a
short time period each day when he would stay in the flat. The idea was that this
would gradually be increased. After the first attempt, Mr Stevens came to his next
session complaining that he had felt terrible and had had to go out. After discussion,
he and the psychologist agreed that he would try again, but keep a record of his
thoughts and feelings during the few minutes he was required to stay in alone.
Although the content of the record was not very useful in itself, the ensuing discus-
sion made more sense of his experience. Mr Stevens admitted that he felt abandoned
and lonely after the death of his wife. He and the therapist identified how he felt
helpless and weak when these feelings came up. The additional complication was the
fact that Mr Stevens also felt angry that he was in this position. He was several years
older than his wife and had expected to die before her. Mr Stevens admitted that his
wife had been a nervous woman, who had hated being alone; he had therefore
always stayed in with her. This meant he had neither developed friendships and activ-
ities outside the home, nor had he had previously to face his own anxieties about
being alone. He had not anticipated having to face all this, and he was anxious that
he would die alone. Once this was out in the open, the practical issues about living
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Case History 8.3 Continued.

alone could be discussed. It was also important, however, when Mr Stevens confided
that he had always felt insecure inside. Once he began to see part of his current expe-
rience as a remnant of childhood experience, like sleeping alone in the dark, it could
be re-evaluated in that light. He could be satisfied by realistic appraisals of his safety.
While Mr Stevens never came to like living alone, he did find himself able to spend
time at home in useful and pleasant occupations, and began to invite friends to visit
him. His mood lifted and he began to accept those pleasures still available to him.

Basic ideas and premises

These therapies are offered when the problems of the patient are understood
to be in terms of difficulties in relationships, difficulties adapting to current
life circumstances or can be seen as internal to the individual. A core feature
is the recognition that individuals facing a reality that feels intolerable will
often protect themselves by distorting their understanding or their experi-
ence. Everybody has to do this at times, and some strategies are more con-
structive than others. Some types of strategy or defence, are more easily
tolerated and more easily reversible than others. Those seeking a general
introduction to psychodynamic therapy may read Malan (1979). Therapies of
this type are intended to allow a person to understand themselves and their
situation better. Sometimes, as a consequence, someone may develop previ-
ously unexpressed qualities, or a new perspective on life. The role of the ther-
apist may vary from providing an environment in which someone feels safe
to talk and reflect, to offering interpretations. The more psychoanalytically
informed, the more likely it is that the therapist will think about the experi-
ence of both participants in the therapeutic relationship, i.e. in terms of trans-
ference and counter-transference. Genevay and Katz (1990) have collected a
number of essays on these phenomena in relation to older people. Instances of
therapeutic work with older people can be found in Knight (1986, 1992). Psy-
chotherapy with older people has some features exclusive to work with this
group. The nature of the goals and the tasks facing older people differs. For
example, a young widow might be expecting to develop a career and to find
a new partner, while an older widow may need to adapt to living alone, find-
ing new leisure activities and maintaining her friendships. There is likely to
be a generational difference between the client and the therapist; sometimes a
gap may cover several generations. This often colours the relationship
between therapist and client in subtle ways, as the two try to make sense of
the situation in which they find themselves. For example, an older client may
think of the therapist as an adult child, or even a grandchild. This may have
effects on the progress of therapy; patients may feel unwilling to talk of diffi-
culties if they feel anxious that a younger person may not understand; or they
may feel protective towards this young person, who should not have to know
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such painful things. Clinical psychology, like other mental health professions,
is a young discipline. Many NHS staff will be up to 70 years younger than the
patients they see. Gaps in understanding and experience are likely in all help-
ing relationships, but patient and professional are part of a society that accepts
a number of prejudices about age, and both staff and patients may have beliefs
that affect the quality and effect of health care. Sometimes it is possible to sort
out difficulties by providing information. On occasion, however, a role may
develop because it has benefits for the patient's mood and reduces the anxi-
ety of both patient and professional. When such a situation develops without
being understood, the concepts of transference and counter-transference can
be useful (Genevay and Katz 1990). Sometimes referrals to clinical psychology
are made when other helping relationships have been impeded by such dis-
tortions and difficulties.

Knight (1986) and Orbach (1996) have written good introductions to the
field of psychotherapy with older people. Even outside a formal psychother-
apeutic contract, there are often benefits from a formulation that includes
some of the concepts from psychodynamic psychotherapy. A psychodynamic
formulation can sometimes make sense of what seems at first sight to be per-
verse, challenging or bizarre behaviour, for example. It may be possible then
to offer ordinary care in a way that is more comfortable for carer and patient.

Adaptations for work with older people

A number of issues are common to work with older people. The elderly are
usually defined as those over 65 (60 for women). This includes individuals
whose ages range through a period of 35 years or more. Each age group has
different experiences, and historical events sometimes combine with the
cohort effect to produce generations whose experiences are quite different
from those who are born earlier or later. For example, boys born in the period
between 1910 and 1920 were young men at the start of World War II, and their
common experience is soldiering. Therapists working with these men as they
have aged commonly hear stories of war-time experiences, followed by the
sequelae of such stress and the requirements to adjust back into civilian life
after the war. Those born in the late 1920s and early 1930s were still children
when the war started. These individuals are now entering their sixties. As a
consequence, separation in childhood, due to evacuation, has become a more
common issue in therapy, as it has recently in the public arena. The effects on
these groups of the war has therefore led to different vulnerabilities and this
requires psychologists to draw on different theoretical frameworks for mak-
ing sense of this. Bowlby's (e.g. 1973) work on separation and loss in children
has direct relevance for the younger group, while models for understanding
the effects of trauma have face validity for work with the older group.

Psychodynamic, narrative and other interpersonal approaches can be par-
ticularly appropriate when the patient feels it necessary to talk about and
reconsider earlier experience. Many such therapies are more concerned with
acceptance, developing meaning and extending self-knowledge; external
changes may be small. Some potential improvements may be impeded by life
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circumstances. However, the chance to reach some kind of resolution of their
inner distress can be experienced as invaluable by some patients (see Case
History 8.4).

Case History 8.4

Mrs Smith was referred to the community mental health team with depression, which
had been problematic periodically throughout her adult life. This current episode had
begun 4 years after the death of her husband. She made a good relationship with
Sally, the CPN, who visited her at home. Mrs Smith had been timid all her life and
had often given in to others to keep the peace. Mrs Smith's daughter, Jean, could not
visit as regularly as Mrs Smith would like. Mrs Smith became anxious that, by con-
fronting her daughter, she risked an argument and then losing the few visits she had.
She saw her daughter as an assertive woman, like her late husband. Some strategies
people use to deal with situations they find difficult are more comprehensible and
more constructive than others. From the possible strategies available to her, which
would both allow her to reduce her anxiety about rejection and to communicate her
dissatisfaction, Mrs Smith chose to confide in the CPN. She initially said that she
thought that her daughter would have visited more often, but her son-in-law had
poor health and that Jean could not cope with caring for both her husband and her-
self. Confiding in the nurse allowed Mrs Smith to recognize and discuss her feelings
of disappointment. It is possible that she might then she find ways in which to toler-
ate her feelings more easily. For example, she might have been able to consider ways
of increasing her contact with others, so that she did not feel as lonely and as depen-
dent on her daughter. However, it may be instead that Sally comes to take the role
of a more loving daughter for Mrs Smith, one who visits regularly, listens and is
understanding. This could be transference, in that it is a feeling based on Mrs Smith's
wish for a daughter who will satisfy her needs, and it may well be a situation that is
not understood by either Mrs Smith or Sally in this way. Most of the time it may not
matter that Sally has become so important for Mrs Smith. In fact, such a relationship
may be helpful to Mrs Smith's mood, and it is possible that, once feeling better, Mrs
Smith may find it easier to accept her situation or rebuild her social life. Understand-
ing more covert aspects of the relationship between the two may not then be nec-
essary. However, let us assume that, after a while, Sally noticed that there was
relatively little progress in these areas and that, furthermore, Mrs Smith periodically
became more reluctant to get out of bed, withdrew from her routine and com-
plained, about her life, her health and her family. Sally became puzzled, as she could
find no reason for this. One December she visited to find Mrs Smith in bed, dis-
tressed, after a visit from her daughter. Among other complaints, Mrs Smith said that
Jean had criticized her, and had told her to 'pull her socks up or she would not be
welcome for Christmas'. Concerned that Mrs Smith did not improve over the next
fortnight, Sally took the problem to the team meeting for discussion, worrying that
Mrs Smith might become severely depressed over the holiday, perhaps needing
admission to hospital. After some discussion, the psychologist, who was interested in
psychodynamics, suggested the possibility that the problem times might be related
to breaks. Sally considered this and remembered that the last episode like this was,
in fact, just before her summer holiday. The team then realized how important Sally
had become to Mrs Smith. Sally arranged to talk with the psychologist later, and
then, prepared with ideas and possible comments, she returned to see Mrs Smith.
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Case History 8.4 Continued.

She found an opportunity to talk with Mrs Smith about the break. The two of them
considered how difficult it was for Mrs Smith, in that even when she visited Jean, she
found Jean preoccupied with the care of her husband. Mrs Smith was able to talk
about the shame she felt when she was angry at having to take second place, and
how she berated herself for her 'ingratitude and selfishness'. She acknowledged that
sometimes she retreated in protest, thinking 'why bother, if you're alone, there's no
point'. She talked of how she and Jean had argued recently. It became clear to Sally
that Jean was becoming the 'bad' daughter, who did not do as Mrs Smith wanted,
while Mrs Smith was treating Sally as if she was the 'good' daughter. At one point,
Mrs Smith said sadly that she wishes that the CPN were her daughter. This allowed
Sally to discuss the nature and limits of the professional relationship with Mrs Smith.
Mrs Smith agreed that although it was frustrating that she could not have a closer
relationship with Sally, it was the professional nature of their relationship which
meant that Mrs Smith could have their time together for talking and thinking only
about her own needs. Jean, with all the other demands on her, could not manage
this, and wanted to be able to confide in her mother herself. This enabled Mrs Smith
to consider just how helpful her daughter was trying to be, in spite of her situation.
Mrs Smith remembered how she had only recently refused to listen to Jean's troubles.
They ended the session with sad feelings, but with a stronger sense of working
together. Mrs Smith returned to her usual routine. Her depression lifted and she man-
aged Christmas well. When Sally visited in the New Year, Mrs Smith told her that the
visit with Jean had gone well and that Jean had appreciated her mother's support.
Mrs Smith said sadly that she was not always as kind a mother as she wanted to be,
but she was pleased that she was still able to 'make things a bit right'.

Consultation

There are occasions when a clinical psychologist may be asked to add a per-
spective or to offer advice, rather than to see a patient individually for ther-
apy. Sometimes this may involve neuropsychological testing, but this is not
always the case. In the Case History below, the clinical psychologist felt that
it would take too long and be too uncertain to work individually with the
patient and that the best approach was to support the ward staff most closely
involved with the patient. This can be an extremely effective way of using lim-
ited resources (see Case History 8.5).

Other approaches to patient care

Clinical psychologists are often concerned to promote a psychological per-
spective throughout the NHS service in which they work. This can involve
them in activities other than individual assessments or therapies. Such activ-
ities include the development and evaluation of new therapeutic approaches. The
current interest in developing psychological therapies for people with
dementia is one example. This was first done systematically in the late 1970s,
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Case History 8.5

The nurses involved with Mrs Brown's care were concerned about the lack of progress
they were seeing in her condition. She had been on the ward for some time, very
depressed, and no treatment offered thus far seemed to bring about any sustained
improvement. They asked the psychologist to help them, and when she visited the
ward, she found a depressed, partially immobile woman, who averted her gaze and
refused to talk with her. Mrs Brown had been admitted following discharge home
from hospital following a stroke. She had failed to cope in her own home, but would
not consider alternative accommodation. Ward staff reported that her state varied.
At times, she seemed to improve, only to relapse again. Only one of the staff, a
recently qualified nurse called Karen, felt she had been able to make a positive rela-
tionship with Mrs Brown. She was keen to work with Mrs Brown, who often made
eye contact with her and was sometimes willing to talk to her. Karen felt uncertain
about listening; although she had done some counselling she felt concerned that she
might not know how to respond therapeutically to Mrs Brown at times. It was agreed
that she and the other staff involved with Mrs Brown's care would meet with the psy-
chologist weekly for 3 weeks to discuss ways in which their care might be tailored to
meet Mrs Brown's needs and condition. After the first of these meetings, the group
began to develop an understanding of the circumstances to which Mrs Brown
responded best. They began to work more consistently and systematically to promote
these conditions whenever possible. In the second meeting, they recognized a cycle
in which Mrs Brown began to improve, but became discouraged and depressed again
as she began to attempt activities which she would have found easy before her
stroke. By the third meeting, Mrs Brown was beginning to relate to other staff and
had started to become involved in self-care and ward activities more consistently. The
group then felt that it was possible to consider other approaches. Karen still had the
closest relationship with Mrs Brown and she was now confident about seeing Mrs
Brown for counselling, while meeting the psychologist regularly to discuss her work.
Karen was initially concerned that Mrs Brown would become very upset when she
realized she would not be able to cope at home again. However, after several ses-
sions, Mrs Brown announced that she would like to consider residential care and
accepted help so that she could visit possible Homes and choose one that would suit
her needs. Karen continued to see Mrs Brown while she was on the ward, and then
arranged to visit her twice within the Home in order to give Mrs Brown some conti-
nuity and a chance to talk over the move.

when Reality Orientation (RO) was introduced from the USA, where it had
been developed to assist people with memory problems to remember the
basic details of their environment. In the UK, this was adapted for wards. RO
had two strands, formal sessions and a general approach, called by some '24
hour RO'. The latter was conducted by staff on the wards, while formal ses-
sions were run by ward staff and others (Holden and Woods 1986). One effect
of such groups for the members was an increase in engagement and social-
ization. It was clear that, even though some inpatients may not have been
clinically depressed, they were clearly not functioning at their optimum
level. These patients could be assumed to be feeling demoralized. Since then,
there have been a number of attempts to develop ward-based regimes or
therapy approaches that aim to increase the level of activity or quality of life
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of inpatients or day-patients. Life review, reminiscence, validation and reso-
lution therapy all aim to enable the older person with dementia cope better
with some aspect of their experience that may otherwise lead to or maintain
depressed mood (Woods 1999). Moreover, there is often a role for treatment
of people who attend memory clinics and their carers, who may be
depressed.

Clinical psychology draws on academic psychology as well as the applied
research generated within the discipline. Attachment theory and develop-
mental psychology are commonly used as frameworks for making sense of
clinical work. Recent developments from the social sciences have also con-
tributed to our knowledge of ageing (Pratt and Norris 1994). Academics
within psychology have been using qualitative techniques to enhance our
understanding of ageing. One example of research with possible implications
for understanding the appearance and form of depression in older people is
that of Carol Sherrard (1998), who has begun to analyse the strategies used by
older people in relation to their well-being. Narrative research has also influ-
enced the form of therapies in recent years (for example, Coleman et al. 1998)
and has relevance for therapies such as life review (Viney 1993).

Key points

• The type of service offered in any one area will vary, dependent on the num-
ber, experience and training of the available clinical psychology staff and
the skills of the other professionals with whom they work.

Clinical psychologists may:

• assist in the provision of specialized therapies, such as cognitive therapy
groups, either independently or with staff from other professions;

• provide an opportunity for staff who facilitate groups to discuss the process
and difficulties;

• supervise the work of those who carry out individual counselling, some-
times enabling someone who may have a good relationship with a patient
to use a model of work in which they have relatively little training or direct
experience;

• assist those who work with patients whose situation is complex, to think
through the possibilities for therapeutic input, and avoid some of the poten-
tial difficulties, e.g. reflective practice groups;

• facilitate groups in which staff are able to discuss issues in their clinical
work or in their environments, e.g. staff support groups;

• carry out research in order to understand patients' conditions better, e.g. by
sampling from patient populations, or by surveying need within the
population as a whole - they may assess the outcome of aspects of treat-
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ment, e.g. by measuring patients' symptomatology or other aspects of their
experience before and after a treatment, or by surveying patients to ascer-
tain the strengths and shortcomings of the service they receive;
contribute to the process of developing and monitoring policies and stan-
dards within the service;
assist staff and carers to develop environments in which the self esteem of
older people is not undermined;
give advice on patients in whom there are psychological factors implicated
in the treatment of physical health problems, e.g. non-compliance.

Over the last 20 years, the profession has begun to develop a number of
roles and activities that are of benefit to those depressed older people who
can take advantage of a psychological approach.
Clinical psychologists undertake other activities that may affect the envi-
ronments in which depressed older people find themselves and may
improve the psychological aspects of the care offered to them. Sometimes
the benefits from therapy may not include symptom reduction, but many
patients value the opportunity to examine the emotional and psychological
aspects of their condition.
In spite of limited numbers, the roles for clinical psychologists working
with older people continue to develop, and there are some isolated but
promising projects within the community and in health settings. Possible
areas for development include a role in primary care, health promotion and
prevention of depression. Hopefully the profession will continue to make
its contribution, increasing the possibility that older people will be able to
live a more contented old age.
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Introduction

In order to provide comprehensive assessment and to meet the complex care
needs of the older person, multi-professional teamwork is essential. Within
this team nurses have a valuable and unique contribution to make. The chal-
lenge for nurses, is defining this distinctive role and articulating it to our
colleagues.

McKenna (1997) notes the 'hidden' aspects of nursing which include
detailed assessment, identification of physical, psychological and social
needs, monitoring and evaluation. Nurses are the principal occupational
group to provide 24 hour care, they often have the highest level of direct con-
tact with patients, therefore their observations in a number of contexts and the
recording of such, contributes significantly towards the team's understanding
of the patient and the formulation of a holistic care plan. In this context the
nurse provides the continuity of care and acts as information broker.

One definition of mental health nursing (Dexter and Walsh 1995) states
that

mental health nursing is the practice of caring for people who have mental illness,
potentiating their independence and restoring their dignity. In order to fulfil this
arduous occupation, the mental health nurse must possess a sound knowledge base
and the requisite skills of good nursing practice. The ideal nurse must be able to look
after the physical needs of the client and understand the social and psychological
function of the individual, both normal and abnormal, and have the necessary ability
to direct her skills appropriately.

Whilst fully supporting the above description we would argue that those
aspects form the basis of the nurse's role, are fundamental to good working
practice are not to be seen as a potentially unattainable 'ideal'.

In the review of mental health nursing (Department of Health 1994),
chaired by Professor Tony Butterworth, a number of important issues were
identified:

Key principles of mental health nursing

• The principle of choice for people who use services and their carers needs
to be fully established as a basis for the practice of mental health nursing.

• The work of mental health nurses rests on their relationship with people
who use mental health services and that this relationship should have value
to both partners.

• It is a fundamental right that 'people who use mental health services can
expect to receive skilled, sensitive, professional support from competent
mental health nurses'.

Whilst we endorse all of these principles within this chapter, it is the final
statement relating to skill and knowledge which has been the focus of atten-
tion for professional guidance.
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The Royal College of Nursing (1997) notes that 'all older people with men-
tal health needs are entitled to have their care needs assessed by skilled Reg-
istered Nurses'. Within this work they go on to describe the knowledge skills
and experience of the nurse stating that 'Registered Nurses have:

• Broad empirical knowledge, which derives from the fundamental sciences
from which nursing is synthesised (such as psychology, physiology, sociol-
ogy), from nursing knowledge and research or from that of an allied pro-
fession (such as medicine, pharmacology or ergonomics).

• Tacit knowledge which enable nurses to act on hunches or intuition and
engage in holistic problem solving. This can be particularly significant in
unpacking the complexities of change in the health of older people.

• Broad experience which enables nurses to recognise similarities in patterns
of events from previous encounters with older people. Registered Nurses
recognise subtle changes in an older person's health status, understand the
potential consequences, and then act appropriately.'

The skills that Registered Nurses use in everyday practice include

• Observation skills, such as recognizing significant changes and formulating
options.

• Psychosocial skills, such as inter-personal communication with residents,
their families and colleagues. Nurses also have supporting, encouraging,
facilitatory and counselling skills. They are skilled in reflecting, challenging
and giving constructive feedback.

• Psycho-motor skills, such as those required to operate equipment.

Assessment forms the foundation for identifying needs and interventions for
care and contributes to effective and timely discharge planning. It is therefore
essential that it be undertaken in a systematic and collaborative manner,
working in partnership with the patient, their significant others and the multi-
professional team (see Case History, 9.la). Assessment is an ongoing and con-
tinuous process, building a picture over time of an individual and their world.
It is important to recognize the difference between the baseline and compre-
hensive assessment, as the former often provides only a 'snapshot' which can
be misleading.

What do we need to know?

The main areas of consideration for mental health nursing assessment are:

• Identifying the norm for an individual and what is happening now, and
• the broad categories of mood, cognitive/emotional state and behaviour.
• Identifying and managing risk.
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Case History 9.1a

Mrs Marion P, aged 71 was referred by her GP to the Day Treatment Services for
assessment. Her problems included generalized loss of energy and poor appetite in
addition to rheumatoid arthritis and hypertension. She also had pneumonia in 1988.
There was no history of past psychiatric history and no family history of psychiatric
problems.
She was born in Shropshire and had a normal childhood, leaving school at the age
of 15. Initially she worked as a wages clerk. She married at the age of 24 and had six
children. She returned to work at 35 as a library assistant. Her husband died suddenly
in 1988 following a myocardial infarction. This was a great surprise to Mrs P as he
had previously no symptoms of cardiac disease. She retired in 1990. Until recently she
was involved in several local groups, especially associated with her church and nor-
mally she would describe herself as 'outgoing'.
Mrs P was referred to Day Treatment Services for a period of assessment because of
poor appetite for the previous 6 months and generally not looking after herself. She
was not enjoying her food and complained that 'everything tastes the same'. She was
finding it difficult to keep on top of her housework and this was particularly upset-
ting for her as she is very house proud. When asked to describe her feelings she said
'it is as if a black cloud is hanging over me' and 'I'm just a bit run down but this is all
part of getting old'. Mrs P was not sure how an assessment by Day Treatment Ser-
vices would help her and was troubled that she 'is wasting everybody's time'.

(A) PERSONAL PROFILE

The aim of this section is to provide a general background and build-up of
information about the patient/client prior to their presenting difficulties.
Suggested areas to include are:

• Particular reactions to significant life events including marriage, separa-
tions, birth of children, death, divorce, etc.

• Education background, type of schooling, further education, etc.
• Employment record and general relationship with colleagues.
• Significant personal relationships and social interaction including marital,

sexual, parental and siblings.
• General financial status including any money worries, debts, etc. which

may have a bearing.
• Previous mental health, e.g. any previous admissions to hospital, visits to

the GP for mental health type problems.
• Previous physical health, e.g. admissions to hospitals, general state of

health, etc.
• Relevant family health history which could include, patterns of ill health in

family, any significant hereditary type illnesses, any important illness in
immediate relatives.

• Spiritual Dimension, assessment should seek to evaluate the significance of
the practice of a religious or spiritual discipline (e.g. church membership,
meditation, yoga, pacifism) as it relates to social support networks, self-
esteem, long-term hopes and expectations, etc.

• Hobbies, interests and leisure activities. How they fill their time.
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• Support network - who do they have round them to support them, e.g.
friendships, helpful neighbours, formal carers, clubs, associations, etc.

(B) HOME ENVIRONMENT

This section provides a general description of how the person lives and
should include aspects which are of particular importance to the client. Gen-
eral areas to consider are:

• Type of accommodation, e.g. house, shared house, hostel, living with
others, etc.

• General living situation such as condition of house, local environment, etc.
This description should reflect differing points of view including, for
example, clients, their families, carers or professionals.

• General amenities in their environment, e.g. closeness of shops, bus routes,
health centres, etc.

(C) BACKGROUND TO PRESENTING PROBLEMS (FROM THE
PERSPECTIVE OF THE CLIENT/PATIENT)

In this section we are looking for the patient's or client's own perceptions as
to how their problems have arisen and developed to their present position.
Areas to include are as follows:

• Problems and difficulties as stated by the patient, e.g. what are the things
the patient wants to talk about? The initial subjects may not be the most
important ones. This section could therefore be added to as the assessment
develops.

• Starting point - when do they feel the difficulties first started?
• Ongoing history to present time - how have the difficulties and problems

progressed.
• Factors involved - the variables that have contributed to the ongoing diffi-

culties, e.g. living conditions, family/marital conflict, ill health, etc. and the
duration of these factors.

• Forms of help already tried - what other means have been tried to resolve
the present difficulties, e.g. forms of self help, contact with professional or
other caring agencies. How successful was this help?

• Attitudes to admission/referral, e.g. did the patient or client refer them-
selves? Or has somebody made the referral on their behalf? How do they
feel about professionals becoming involved? Or being admitted to hospital?

• What form of help do they think they require, e.g. are there any obvious or
immediate things they think can be done to help them, what do they want
of us?

• Desirable solution as seen by the patient.
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(D) BACKGROUND TO THE PRESENTING PROBLEM (AS SEEN BY
OTHERS)

It might be thought that the most obvious source of information is the patient
themselves, however in the case of patients who are experiencing depression
this is not always possible due to motor retardation, associated psychotic
ideation, or the presence of overvalued ideas. Valuable information can be
obtained from significant others that have been involved so far, i.e. family,
friends, professionals including GP, Health Visitor, CPN, etc. It is important to
explain to the patient what information is to be obtained and why. Except
where risk is high, others should only be approached with the consent of the
patient. Points to include should be:

• Problems and difficulties as seen by others.
• Starting point - when do they feel the problems first started?
• History to present time, e.g. what sorts of things have contributed to the

problems continuing or not being resolved and the duration of these
factors?

• Attitudes to intervention, e.g. what do they feel about the help that is being
offered, are they for the referral or against it? Have they made the referral
and do they agree with what is going on?

• Form of help required, e.g. what do they feel needs to be done to resolve the
patient's problems?

• Desirable solution as seen by others, e.g. what needs to change and what
outcome are they looking for?

Nursing observations

This section includes a major area of the nursing assessment. Therefore, to
make it easier it has been subdivided into four sub-categories described
below. An example of a nursing assessment is summarized in Case History
9.1b.

(A) DESCRIPTION OF PRESENTING BEHAVIOUR

• It is important to include observations of the patient's behaviour across
environmental settings and over a period of time. Their behaviour in rela-
tion to the changing nature of the social environment is therefore recorded.

• General behaviour patterns - i.e. discernible idiosyncrasies. For example, is
the patient predictable or impulsive, organized or disorganized, overactive
or retarded?

• Verbal and non-verbal communications - i.e. the pattern and content of
communication, e.g. the speed, tone and fluency of speech, the subject mat-
ter and topics covered, their relevance and appropriateness to the situation
in question, etc.

• Social interaction and attitudes to others - i.e. the nature and manner of the
interactions. For example, is the patient assertive, aggressive, stubborn,
competitive or humble, conforming and submissive to group pressures?
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Case History 9.1b

Initial nursing assessment
Behaviour: On her first visit she spoke little to other patients but responded to ques-
tions from staff. She did not initiate conversation and had little eye contact. She fre-
quently sat with hands clasped in her lap.
Affect: There was evidence of low mood, social withdrawal, poor eye contact, closed
posture and subjective feeling of being 'down'.
Thought: She initially found it difficult to concentrate during the interview and on
several occasions asked for questions to be repeated. She was also slow to respond.
She participated minimally in the group social activity and returned to the dining area
after 20 minutes.
Memory/Orientation: She said she felt 'very forgetful' but on objective examina-
tion no cognitive problems were apparent.
Perception/Cognition: There were no perceptual problems but impaired concen-
tration was evident.
Communication: Her speech was slow speech and this combined with poor eye
contact impaired her ability to communicate.
Physical health: She has rheumatoid arthritis, raised blood pressure, wears specta-
cles and complained of poor sleep, She said she only get 4 hours sleep per night, usu-
ally waking early between 4.00 and 5.00 a.m.
Elimination: No expressed problems.
Hygiene: She did not described having any problems. However, her nails and the
skin on the back or her neck were dirty. In addition, her clothes were crumpled and
some food stains were present. Her hair was slightly greasy and unkempt.
Weight: She has lost approximately 6[space]kg over the previous 2 months.
Mobility: She did not describe problems but she walks with a slight limp. She also
occasionally seemed to be experiencing pain in her foot.
Skin: All pressure points intact, but her skin appeared very fragile.
Physical and social environment: She lives alone in privately owned house. This is
a large house with four bedrooms and a large garden. It has been the family home
for 38 years. She has five daughters and one son and has a good relationship with
all of them but she has little contact with them because they live away. There is, how-
ever, frequent telephone contact with her family. She has been not told them that
she is having health problems because 'they're busy and have enough worries of their
own'. She has several close friends but has seen little of them recently as she has not
been going out.
Leisure activity: A range of valued activities were identified including involvement
in church groups, cooking, baking, reading and watercolour painting. She has a large
garden which she used to enjoy caring for but no longer feels able to manage it. She
has not engaged in any valued activity over the last few months and feels it is
because of a lack of energy and to some extent joint pain.

Does the patient initiate conversations and show an interest in others? Or is
the patient passive and withdrawn?
Personal appearance, i.e. type of dress, whether there are signs of poor self
image/self neglect through their appearance and general presentation.
Personal hygiene, i.e. whether they need help in maintaining their personal
hygiene, etc.
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• Life skills, i.e. general abilities to perform tasks which would include bud-
geting, domestic chores, cooking, shopping, interaction with the public, etc.

(B) COGNITIVE/EMOTIONAL STATE

This can be seen as the nursing interpretation of the presenting behaviours as
well as observations of the emotional state. Areas to include would be:

• Insight and understanding.
• Level of consciousness and awareness.
• Concentration and attention span.
• General interests in their surroundings and environment.
• Orientation to time, place and person.
• Description of mood and appropriateness to situation.
• Normal way of showing emotions, i.e. how do they express themselves and

show their anger, pleasure, sadness, etc.
• Memory, i.e. short-term loss, long-term difficulties, confabulation, etc.
• Thought content, i.e. evidence of delusions, thought blocking, poverty of

thought, thought insertion/withdrawal, flight of ideas, etc.
• Perceptions of self, i.e. self image, self awareness, how do they see them-

selves, what do they think of themselves, etc.
• Problems solving ability - e.g. is the patient able to make a realistic self-

appraisal of problems or not? Is the patient able to decide upon a realistic
course of action in dealing with such problems? What are their motivations
to solve such problems?

• Coping skills, e.g. can the patient identify the kind of thoughts and events
which trigger feelings of anxiety/tension, anger/frustration, insecu-
rity/unhappiness, etc.? What kinds of thoughts and activities are person-
ally relaxing and pleasurable to the patient, and how are these utilized in
personal strategies for relieving distressing thoughts and feelings?

The patient's perspective on their illness is also important and an example of
this is summarized in Case History 9.1c.

(C) PHYSICAL ASSESSMENT

Consideration of all factors affecting the older person is essential as mental
health problems are not found in isolation from physical and sensory condi-
tions and impairment may contribute significantly to the feeling of health and
well-being and to realistic implementation of care plans. Comments should
include in this section:

• Known physical illness, signs and symptoms, any ongoing treatments being
received.

• General physical condition, e.g. level of fitness and general health.
• Sensory integration, sight/hearing, awareness of pressure, assistive devices

used. Co-ordination and dexterity.
• Sleep pattern, e.g. any disturbance in sleep pattern, and if so, when, what

time of day, and for how long?
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Case History 9.1c

Patients perception of problems/needs
Mrs P initially repeated her view that her problems are just part of getting old. She
appeared to feel hopeless about this, and unable to do anything to improve how she
felt. She was prompted to talk more about her life history. She was born in Shrop-
shire where she went to school and remembers having a happy childhood, enjoying
school and having a wide circle of friends. She was disappointed to have to leave
school at 15 and would have liked to have continued her education. She initially
worked as a wages clerk and found this 'OK' but not challenging. She married at the
age of 24 and her husband then got a job in West Yorkshire where she has lived ever
since. She returned to work when she was 40 years old when her youngest child had
started school. There was some opposition to this from her husband but as she was
feeling bored and frustrated at home, he eventually agreed. She got a job as a library
assistant which she continued with until retiring in 1990. She was very happy in this
job, she found it interesting and had lots of social contact. Until recently she has con-
tinued to maintain contact with some of her ex-colleagues.
On retirement began to develop a very active social lifestyle with lots of involvement
in church groups and leisure activities. She did not want to talk about her husband
stating 'some things are better left alone' and due to her distress this was not
explored further (at this point).

• Nutrition, i.e. weight, appetite, diet, appropriate food for physical condition,
preferred meal times, eating patterns, portions and special needs/preferences.

• Elimination, e.g. general bowel/bladder habits, determine normal pattern
and current pattern. Continence, constipation, ability to find and use toilet,
any intervention needed, prompting, level of supervision, continence aids,
abnormalities in excreta.

• Libido, ability to recognize and perform desired sexual activities in contex-
tually appropriate ways.

• Hygiene, self care, ability to initiate getting washed and dressed including
any intervention needed, prompting level of supervision required, bathing,
shaving, cleaning teeth.

• Mobility, e.g. level of mobility, any particular problems in mobility, can they
climb stairs, can they walk unaided, need help to stand or raise self and
standing tolerance, mobility aids used and moving and handling tech-
niques/equipment required.

• Skin integrity, existing wounds, rashes, dryness, and infestation. This
should include pressure sore risk assessment.

• Baseline observations of blood pressure, temperature, pulse, weight and
urinalysis must be undertaken and recorded, local guidelines and struc-
tures determining when this is done and by whom, will direct practice.

(D) SOCIAL INTERACTION PATTERN

As part of the assessment, the nurse should attempt to record any significant
social interaction patterns in order to gain greater insight into the presenting
difficulties.
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These should include:

• Degree of contact with family members and friends, i.e. marital partner,
children, parents, etc.

• Significant relationships within the family and social environment, i.e.
closer to one than other, who do they have the most contact and involve-
ment with?

• Problematic orientations, e.g. evidence of any obvious conflict or stresses,
the individual's social competence.

• What is the level of insight and understanding/empathy, etc. of those iden-
tified as significant by the patient, e.g. who is most concerned, who visits,
who is taking the responsibility for the identified patient, what are the atti-
tudes of those involved to the patients presenting difficulties?, etc.

• Social networks and participation in activities, both previously and cur-
rently.

• Spiritual and cultural needs - e.g. the observation of any cultural or reli-
gious requirement preferences.

How do we get this information?

Given we have identified earlier that nursing staff are often in the best posi-
tion to gather the most complete picture about an individuals mental and
physical health it begs the question, what are the best ways in which to gather
the information that will facilitate the most effective care being delivered? The
key to gathering information is in the formulation of a strategy that ensures
that that which is being collated is relevant to the problem being addressed. It
also considers the importance of the material in relation to the whole. The
information that is identified needs to be collected from a number of sources
in order to collate and verify the most accurate picture of both the presenting
problems and progress that is being made following any intervention that is
undertaken.

In the case of patients who have a planned admission, any previous notes,
both medical and nursing should be obtained prior to the admission. In the
case of the patients who are admitted as an emergency it is essential that this
occurs at the earliest opportunity in order to determine such factors as risk,
and to identify previous interventions that were found to be effective.

The more sources of information that are utilized in the collation of any
plan of care the higher the likelihood of the information obtained being valid,
thereby leading to more effective care.

It is important that during the information gathering process, there is not
repetition or duplication of material collected. To this end the establishment of
mechanisms that identify when, how and by whom this information is to be
collected, greatly enhance the overall efficiency of data collection. Such mech-
anisms include protocols, policies and increasingly the use of integrated care
pathways.
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Information can be gathered from the following sources:

interviews with the patient;
interviews with significant others;
observation;
the use of standardized assessment tools; and
discussion with other members of the nursing team.

Interviews with the patient

The following areas should be considered in interviewing the patient:

• Intra-personal: how the depression has affected the individual from their
perspective

• Inter-personal: how their depression has affected their relationships with
others

• Extra-personal: how their depression has affected their relationships with
society as a whole (Neuman 1980).

Interviews with significant others

In addition to gaining information about the patients current problems the
perception of others can serve to provide useful insights into patterns of
behaviour prior to the onset of their depression, and how they were coping
with the external world.

Observation

It might be argued that much of the essence of nursing is observation. Obser-
vation can occur on a formal and informal level. Benner (1984) identifies that
the concept of being in another's presence; 'presencing' is an essential part of
part of nursing. In order to do this one has to establish rapport, only by being
present with another can rapport be established. During this time the nurse is
also in an ideal position to observe and formulate opinions about the condi-
tion or progress that the patient is making.

It is worthy to note that the lack of observation and the failure of nurses to
engage in activities and relationships with patients has been a recurrent criti-
cism within recent reports by the Mental Health Act Commission (1999). Obser-
vation can also take the form of standardized observation assessment tools.

The use of standardized assessment tools

There are numerous tools that are available to measure a variety of aspects
relating to the features that are presented by depressed patients. It is worth
considering the following before utilizing such tools:
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• Are they well validated?
• Do the tools have good inter-rater reliability?
• Does the organization have the publisher's permission to use the tool?
• Have the staff using the tool been trained in its use and interpretation?

Such tools can be of use in determining such things as level of depression and
anxiety, sleep. Assessment tools that are used within the context of multi-dis-
ciplinary teams should have clearly defined tasks and identify the timing of
these in order that information is not overlooked or replicated. All those using
assessment tools should be au fait as to why they are undertaking any activity
that is expected of them.

Discussion with other members of the nursing team

The presence of other trained nurses who can contribute to the evaluation of
the suitability, relevance and effectiveness of the care that is being delivered
should not be overlooked. The use of reflection with colleagues as to the accu-
racy of the assessment of patients can help prevent the development of tunnel
vision. It serves to provide a means of remaining impartial and professional
whilst ensuring that the patients' need are met.

Having gathered information from a variety of sources the next task has to be
the organization of it into a format that is of value. If one draws upon knowl-
edge management terminology, it is the turning of tacit information (bits of
factual information that have potential use but that are not being utilized to
their full capacity) into explicit knowledge (knowledge that is based upon the
utilization of explicit information turning it into a format that can be used in
decision making and practice).

Given the current climate and drive towards clinical governance and the
move to deliver more effective and efficient clinical practice based upon the
better use of knowledge; it is fitting that such an approach becomes the norm
(Department of Health 1998).

Ward (1992) identifies that the purpose of assessment is the production of
nursing diagnosis, or clinical diagnoses. It the purpose of these diagnoses to
generate clear, simple and specific statements that identify client's problems or
as Mayers (1983) observes, potential problems. In order to do this the nurse
must utilize both inductive and deductive thinking, as illustrated in Figure 9.1.

Having identified the process for decision making the nurse has then to con-
sider how to identify and prioritize those areas of patient need. There is con-
sistent agreement amongst many authors that the work of Maslow (1970) has
much to offer. Various authors have provided models of how Maslow's origi-
nal hierarchy of needs might be interpreted in the field of nursing practice.

Figure 9.2, demonstrates Maslow's hierarchy with two added categories of
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Figure 9.1 The use of inductive and deductive thinking in nursing practice (from La
Monica 1983, cited in La Monica 1985).

creative and cognitive needs (adapted from Hersey and Blanchard (1982) and
supported by Ward (1992)).

Catherman (1990) identifies that those needs identified at levels 5, 6 and 7
are achieved through the individual being able to successfully achieve their
initial needs and their experience determines their ability to consequently self-
actualize. The nurse does not directly have the ability to influence these areas
and therefore should focus on helping patients achieve those areas that they
have the ability too, namely levels 1 to 4 (Ward 1992). An important dimen-
sion not emphasized in this hierarchy is the need to 'synergize' - to live and
work in a social context with others.

interventions

Marks-Maran et al. (1988) identify that priority setting is a highly sophisti-
cated exercise. They observe that historically the priorities that have been
identified are those that are identified as being important to parties or institu-
tions other than the patient. To this end they advocate the use of the follow-
ing process to help prioritize those nursing or clinical diagnoses that require

Image Not Available 
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Figure 9.2 Hierachy of needs (adapted from Hersey and Blanchard 1982 and Ward 1992).

immediate and longer-term action (Maran-Marks et al. 1988). The process for
identifying priorities for nursing activities is described in Figure 9.3.

The use of the following approach can greatly enhance the nurse's under-
standing of how the individual is experiencing their depression at any time.
In the interview with the patient and in the planning of subsequent care the
following headings can help this process (SOAPIE; adapted from Weed 1970):

S Subjective: how the patient feels about their depression and the impact it
has had upon them.

0 Objective: the nurse's perception of the patient's depression based upon
the information they are given and the signs that they observe.

A Assessment: the formulation of a patient's needs in relation to the above.
P Planning: the interventions that are required in order to address these

needs.
1 Implementation: how the interventions identified should be

implemented in order to address the patient's needs arising out the
assessment.

E Evaluation: the evaluation of the effectiveness of any interventions made
in relation to the patient's identified needs. At this point the process
begins again with the patient being involved in the evaluation process.

The inclusion of the implementation and evaluation stages has meant that this
process lends itself well to being integrated with approaches such as the nurs-
ing process, primary nursing and the use of nursing models.

Image Not Available 
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Figure 9.3 The process for identifying priorities for nursing activities.

The use of clinical or nursing diagnosis is a formal way of ensuring the
following:

• a means to becoming totally aware of patient problems, or potential
problems;

• identification of the causes; and
• identification of behaviours that arise as a result of these problems (Mark-

Maran et al 1988).

The real skill in care planning is firstly the ability to identify problems and
their causes, then to place them in an order that prioritizes them whilst at the
same time not losing sight of the patient's wishes and desires. Ward (1992)
identifies that there should be no more than five nursing actions identified in
any care plan; the care plan providing a prioritized 'minimum' set of actions
that must occur with additional nursing action being delivered whenever
nursing resources allow.

The introduction of electronic patient notes and single patient case notes
has had a great impact on the organization and availability of information
about patient care needs that are available to the multi-disciplinary team.
Ward (1992) identifies that the following should be born in mind when
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Table 9.1. Points to consider when creating nursing care plans.

1. Care plans should be patient orientated.
2. Objectives should be realistic.
3. Objectives should be provable.
4. They should be quantitative, stating explicitly expectations of any actions that are to occur.
5. They should be succinct, whilst at the same time not becoming so reduced as to become

meaningless.
6. They should contain time limits, and contain both short- and long-term objectives.
7. Objectives should have a logical sequence that relates to the achievement of any

outcomes that are described.

prescribing nursing care. This list serves to provide a useful aide-memoire
when creating nursing care plans (Table 9.1).

It is only by the use of a consistent and systematic approach to care plan-
ning that relevant care be achieved. To this end the adoption of frameworks
that are agreed and monitored by nursing teams can only serve to help pro-
mote better nursing practice. There are a myriad of potential frameworks that
can be utilized, what is essential is that the one chosen has been so because it
fits the needs of the patient group who are being cared for.

Case History 9.1d

Perhaps the most significant loss for Mrs P was the death of her husband. From the
initial assessment one can only speculate about the impact this has had on Mrs P.
Further exploration is required as rapport and the relationship between patient and
nurse develops. It would be worth considering exploring the following areas that
might have resulted from the death of her husband:

reduced confidence;
loss of friendship and companionship;
loneliness;
loss or reduction in emotional and physical support;
loss of sexual relationship; and
loss of practical support, e.g. financial management.

Once all the information has been collected it is helpful to produce an Ini-
tial Assessment Summary and an example of this is summarized in Table 9.2.
Further information about Mrs P is summarized in Case History 9.1d.

How can we achieve the goals?

Here we must explore what it is that nurses do to or with people which:

1. Help the older person with a depressive illness; and



Table 9.2. Initial Assessment Summary.

Mobility exacerbated
Dexterity by pain
Visible evidence of ageing
Self-care skills
Independence
Purposeful physical activities
Appetite and weight loss
Sleep
Energy

Concentration
Self-worth and value
Positive outlook and thought
Positive feedback

Church activities •
Group leisure activities •
Social network
Family contact
Occupation (paid or other)
Contact with ex-colleagues

Maintenance of garden
Maintenance of house

• Church attendance and
• Participation in worship, etc.
• Access to spiritual guidance/
• Support
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2. Is distinct from that which a patient would receive from any other
professional.

There are a number of ways in which the nurse can work with and for the
patient to achieve the goals identified in the care plan. These can be broadly
categorized into six areas:

implementing care plans - the level or intensity of intervention;
care management/co-ordination;
information giving;
supportive activities;
enabling activities; and
therapeutic activities.

This is not intended to be an exhaustive list of all the possible interventions a
nurse may have to offer nor should it be seen as a blueprint for all nursing
activity with older people suffering from depression. However, we would
suggest that most activities that a nurse would engage in to help the patient
achieve their goals would fall into one of the above categories.

The key factor in all of these categories, indeed all the work that a nurse
conducts with a patient and more often than not the key factor in success or
failure, is the nature and strength of the relationship between nurse and
patient. Chinn and Kramer (1995) identify the interpersonal relationships
between the nurse and other individuals as 'the core element of the helping
process that is the basis of nursing'. The skill of the nurse is in our opinion best
demonstrated in developing a relationship where trust and empathy exist for
the purpose of helping the patient and that there is clarity about the purpose
and limits of that relationship. There is a risk in developing such relationships
that they become friendship with one or both parties losing track of the spe-
cific purpose of the relationship. The UKCC (1998) point out that 'A client may
develop a degree of psychological dependence upon you during a profes-
sional relationship. You must be aware of this and the risks it presents to the
working relationship'. This can be guarded against by the setting out of
shared goals and likely length of the involvement at an early stage, the use of
contracts that outline the expectations and intentions of each party. Such
contracts would also include issues around access to and the sharing of and
disclosure of information.

Implementing care plans

Care plans should be written in collaboration with patients and when
appropriate their carers and this process of negotiation should continue at
the point of implementation. The care plans provide the structure for inter-
ventions based upon the needs identified in the assessment, they are the
basis for guiding care, providing continuity of care where different nurses
are involved with one patient, and for communication to other professions
and interested parties. The care plan will also ideally provide the patient
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with a record for reference and clarity of purpose, it can be a documented
basis for the contract between nurse and patient. The 'named nurse' will
write the care plans and act on and/or oversee the implementation of the
care plans.

The interventions offered may include one-to-one work with an individ-
ual, group work, problem-solving exercises and practical support. The level
of intensity will depend upon the severity of the sufferer's problems and
the extent to which they are disabled by them. Orem (1995) offers a frame-
work for nursing interventions based on the normal pattern of a patient's
life.

One role that nurses invariably perform for patients but until recently has
had little recognition, especially by nursing theorists, is that of care man-
ager/co-ordinator. The nurse has, alongside other professionals, often
taken on the responsibility for organizing the input of other professions
and workers to the care and treatment of their patients, a role that has
become more formalized in the form of the 'Care Programme Approach'
(Department of Health 1990). The National Framework for Mental Health
(Department of Health 1999b) and Effective Care Co-ordination in Mental
Health Services - Modernising the Care Programme Approach (Depart-
ment of Health 1999a) give further guidance on the role of Care Co-ordina-
tor and policy advice to Health Trusts, Authorities and Local Authorities
about the integration of care programme approach and care management.
All this emphasizes the need to be proactive in discharge planning and care
co-ordination, to actively 'network', seeking knowledge about and support
for, each patient and actively reviewing the care packages provided.
Although the National Service Framework approach excludes older people,
further guidance is expected in the National Service Framework for older
people, due to be published in 2000.

Many of the informal but nevertheless valuable (to the patient) activities,
fall into this category. They can range from what Benner (1984) describes as
'presencing' - the act of just being with someone at a time of deep emo-
tional turmoil or trauma, to practical tasks such as arranging for the care of
a pet during a period of hospitalization. Supportive activities are per-
formed as and when required often on the spur of the moment but also they
can be planned. It is important to recognize that these activities should, as
their title suggests, support the patient's recovery and not contribute to a
disempowering erosion of skills and confidence and loss of independence,
which can occur in people who suffer from debilitating depressive illnesses.
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In support of such activities there should be a care plan that identifies such
actions as planned activities in response to identified needs. When medica-
tion is necessary the nurse can have an important role in supporting and
helping the unmotivated patient to understand the need for such treatment,
in providing appropriate supervision and in monitoring progress and side-
effects.

Information giving

Knowledge is power and equally a lack of knowledge, especially when one
is feeling vulnerable, is likely to contribute to a feeling of dependence upon
anyone who is in the position of helping. As with any serious illness, when
one becomes depressed there is a natural desire on the part of the sufferer
and their family or supporters for information about the illness, possible
causes, treatments and potential side-effects, likely duration, what can be
done to help alleviate symptoms, and what to expect from the professionals
involved.

There are two issues to consider in this section, firstly the nature of
information that will be useful and secondly the ways in which such infor-
mation can be given. The most immediate information that sufferers seek
is often related to possible help and treatment to alleviate the symptoms
and the likely duration of their current state - 'when will I start to feel bet-
ter?'. The nurse must make some judgement as to the most appropriate
information for each patient dependent on that patient's circumstances
and the information that each individual patient seeks. Unfortunately
there is a tendency for all sufferers to be handed a standard leaflet on
depression as a matter of course with little further consideration of their
information needs.

Aside from information relating to the illness, the individual may well have
a variety of information needs depending on circumstances e.g. relating to
benefits, housing, bereavement, social activities and groups, etc. Such infor
mation is predominantly in the form of written literature at present, however
face to face discussion and explanation of the material is important wherever
possible - when depressed an individuals ability to concentrate and read is
often severely impaired. Information is becoming more available in audio or
videotape format and many people now own the technology to make use of
these sources although there may be a cost implication.

Negotiation should also take place as to whether the nurse seeks and pro-
vides the information or helps the sufferer to identify and satisfy his or her
own information needs. In most situations there will be a compromise
between these two examples moving progressively towards the second as the
sufferer's condition improves.
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In each of the activities already covered there are examples of enabling activ-
ities. An enabling activity can be any activity that has the intention of helping
an individual to improve their own situation. Enabling has been described in
the context of people with learning difficulties as the encouragement of free
choice in a non-directive way within a caring and supportive environment
(Haggar and Hutchinson 1991).

Such activities include problem solving, which includes the identification
and prioritization of problems, and the learning life skills. Helping a patient
to recognize and prioritize those issues that he/she identifies as problems can
help him/her to gain some control or feeling of control, over these issues that
otherwise can appear to form into an unmanageable mass. The skill of the
nurse is to estimate when an older person suffering from depression is able to
engage in this activity.

Many older people become depressed following significant changes in
their lives such as retirement or the loss of a partner. The result of such events
may lead to a change in situation that requires the learning of everyday skills
of life such as cooking, financial management, household management, etc.
The nurse can play a key role in enabling a person to develop or re-visit these
skills as part of their care for them.

The therapeutic activities that the nurse may engage in with a patient will of
course depend on the nature of the problems faced. They range from various
styles of counselling, structured approaches to the management of anxiety
(which often accompanies depression) or anger, through to cognitive behav-
ioural approaches to the treatment of depression.

Whilst exposed to most, if not all these modes of treatment in their basic
training, the psychiatric nurse is not trained to a level of competency in any
of them although many do gain such qualifications subsequently. The lack
of such qualifications does not necessarily rule out these approaches as
therapeutic options unless a referral is made to a specialist worker. It is pos-
sible for the nurse to utilize these 'tools' with the appropriate level of
supervision, indeed it is vitally important that a nurse receives supervision
from a qualified and skilled practitioner in whichever approach is being
adopted.

The experience of using a variety of therapeutic approaches is important in
developing a range of tools in each nurse's tool box, however these should
only be developed in relationships where the over riding purpose is to bene-
fit the individual patient.
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Evaluation,

The evaluation of a patient's care should be informal and ongoing, as well
as structured and periodic. The evaluation should principally focus upon a
re-assessment of the patient and their situation to enable discussion about
further options and decisions about the next steps to be taken. This estab-
lishes a process which Ward (1992) describes as 'dynamic' and 'never-end-
ing', however La Monica (1985) outlines a wider concept which includes
the evaluation of carers abilities and the effectiveness of leadership style in
the implementation of care.

It is an opportunity to evaluate the effectiveness of the therapeutic inter-
ventions offered and to reflect on the learning that has taken place. These can
be done with the patient, in the multi-disciplinary team setting using the care
programme approach as the vehicle and in clinical supervision. An evaluation
of the team's performance may also be indicated to enable team practices to
be shaped in the light of practical experiences.

All of this is pertinent to the treatment and care of the individual patient as
it is a comprehensive way of ensuring that care continues to focus on the
patient's needs and their own goals, and that practice is shaped and guided
by evidence of experience and outcome. It also gives the opportunity to con-
sider the widest range of evidence based therapeutic options.

Key points

• This chapter has sought to clarify the valuable and unique nursing contri-
bution to the treatment of the older person suffering from depression.

• This contribution may stand alone, but will be most effective as an element
of a co-ordinated inter-disciplinary team approach.

• We acknowledge the unique contribution of all professionals and recog-
nize the benefits that a complementary team approach can offer to patient
care.

• The high level of direct patient contact that nursing staff provide facilitates
the development of effective therapeutic relationships, it is this we believe
that underpins the quality of nursing care of depressed patients.

• The nature of nursing older people who may have complex needs affecting
various dimensions of their lives, demands a synthesis of knowledge, skill
and experience to develop the advanced level of competence that is
required to deliver truly holistic care.

• If the contribution of nursing is to be recognized on equal terms with other
health care professionals in meeting the challenges of the clinical gover-
nance agenda it must be able to demonstrate a body of knowledge that is
based upon critical appraisal skills and evidence-based practice.
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The contribution of the
occupational therapist
to the assessment,
diagnosis and
treatment of
depression in old age
Gail Mountain

Introduction

Occupation and lifestyle

Normal adaptations to old age

The relationship between depression and occupation in old
age

The occupational therapy assessment process

Contributing towards the diagnosis of depression

Treatment approaches

Outcomes of occupational therapy

Further treatment considerations

A future role for occupational therapists

According to the Department of Health (1997a), major depression affects
between 2 and 4% of older people, with a further 10-20% experiencing less
severe forms of the illness. Severity is exacerbated by poor rate of detection, even
when individuals are already in receipt of health and social care (Banerjee 1993).



INTRODUCTION 147

Pharmacological treatment of depression is effective but beyond this, pro-
fessionals and informal carers can struggle to find other solutions to the prob-
lems of older people with depression. For some, drugs alone will be all that is
needed, particularly if the illness is detected early enough. However, for those
with more pervasive, complex problems, their needs may not be satisfied by
pharmacological treatments alone, necessitating referral to a range of other
professionals and continuing support from a wide care network.

Depression may follow physical illness, the erosion of physical capabilities,
and the effects of life events like bereavement and loss of role. There are also
a number of individuals who experience depression during their lives, with
the illness extending into older age. It is therefore simplistic to think that there
is a definitive solution to what is an extremely complicated area of work. Tak-
ing this into account, this chapter will describe how occupational therapists
can contribute towards the many faceted treatment and care package for older
people with depression and their carers. The evidence base which exists in
this area is used to identify good practice and to describe how occupational
therapy services might develop in the future.

Occupational therapists are primarily concerned with the practicalities of
everyday living and the effects of ageing, mental illness, abilities and prefer-
ences have all to be considered within this context. The occupational therapist
has to be able to respond appropriately to the many and varied daily needs
which can result.

Occupation and lifestyle in older age is now considered to provide a con-
textual framework for the occupational therapy assessment and treatment
process.

Occupational therapy focuses upon occupation or meaningful doing; a simple
statement belying an extremely complex construct. The range of interpreta-
tions which can be applied to the term 'occupation' is wide. The American
Occupational Therapy Association describe occupations as what people do in
their everyday lives (AOTA 1995). These include work, leisure and play.

The importance of occupation underpinned the development of occupa-
tional therapy e.g. in the USA the primary concerns of the early occupational
therapists centred upon lack of participation in occupations rather than upon
diagnosis, disability or loss (Kielhofner and Nicol 1989). Therefore the emphasis
was upon holism rather reductionism. This is important given the range of
physical, emotional and socio-economic needs that older people and their
carers can present with. This belief in the centrality of occupation for human
well being has given rise to a number of theories, two being described below.

The theory of human occupation (Kielhofner 1985) describes the human
being as an open system which interacts constantly with the external envi-
ronment. There are three overarching subsystems within the human:

• volition is responsible for choice;
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• habituation is concerned with roles and habits; and
• performance is concerned with the ability to do, to learn and to communi-

cate (occupational skills).

Burton (1989) applied the model of human occupation to an examination of
the evidence base concerned with normal ageing, drawing out a number
of conclusions, some of which do not conform with the stereotypic picture of
abilities in older age (see Table 10.1). These findings give important messages
for occupational therapy practice. Burton also comments upon the interaction
between the older person and the environment. As frailty increases, the
environment of the older person diminishes, with an aspect of occupational
therapy being to enable the continuing experience of quality of life despite
limitations.

The relationship between occupation and health has been made more
explicit by Wilcock (1998). She describes three occupational stressors which
can mitigate against health: occupational imbalance, occupational deprivation
and occupational alienation. Imbalance occurs when an individual experi-
ences too much of the same activity. Deprivation is concerned with lack of
opportunities to carry out occupations due to limited opportunity and choice.
If a person is unable to meet their occupational needs because of societal fac-
tors and the demands which arise from external sources, they may experience
occupational alienation. Additionally, Wilcock postulates that all of us are also
having to make large occupational adaptations due to factors like technologi-
cal advances and changing lifestyles.

Lambert (1998) links occupation with lifestyle, describing them as being
broadly similar processes. He defines lifestyle as

the pattern of life adopted by an individual, or group, which is influenced by the
resources available to them ... specific elements include fluid intake, diet, physical

Table 10.1. Summary of findings of review of evidence on normal ageing extracted
from a paper by Burton (1989).

Image Not Available 
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exercise and rest (including sleep, habits, routines and social interactions in which they
participate regularly).' (Lambert 1998, pp. 194).

He argues for involvement of occupational therapists in both occupation
and lifestyle, and in the encouragement of healthy lifestyles through health
promotion and prevention.

Older age involves the person adapting to changing circumstances; the suc-
cess of these adaptations making the experience positive or negative. It is
important to understand how this adaptive process is experienced and man-
aged by those who are relatively fit and well, before we can begin to under-
stand the needs of older people who have become depressed. Retirement after
a lifetime of employment can be eagerly anticipated or it can be dreaded.
Jonsson et al. (1997) conducted a longitudinal study of 32 workers in Sweden
to examine how people anticipate retirement. The qualitative study based on
the model of human occupation (Kielnhofner 1985) found that most of those
interviewed viewed retirement as embracing both positive and negative
aspects, with perceptions of work being significant in shaping their views.
Women who have spent most of their lives looking after others may enjoy
newly found freedom or not know how to spend their time. It may be possi-
ble to take opportunities for increased leisure. Alternatively, life interests may
become impossible due to infirmity which can accompany increasing age.
Stereotypes are difficult to avoid, but their inappropriateness is evident, illus-
trated in a study of risk-taking in older age (Wynne-Hartley 1991) where a
number of risky activities undertaken by older people are described. These
include skiing, water sports, marathon running and arts and crafts activities
which use potentially dangerous equipment.

Studies of occupational adaptation in older age illustrate the diversity of
the process and the factors which occupational therapists and other
professionals should be alert to. Clark et al. (1996) explored how older
people adapt to their lifestyles. They conducted qualitative individual and
group interviews with 29 older people living on low incomes in America
and residing in the same subsidized accommodation. Analysis revealed 10
life domains including activities of daily living, use of free time, mainte-
nance of mobility and personal finances, with adaptive strategies existing
within each. The authors are clear that this typology cannot be generalized
as some domains were unique to the population being studied. However
they observed that certain of the emergent themes, in particular grave ill-
ness, death and spirituality and relationships with others, are often
neglected by occupational therapists and others involved in the assessment
and treatment of older people.

Ludwig (1997) examined the importance of routine in the lives of seven
middle class white older women who were well at the time of study. The qual-
itative study involved in-depth interviews, autobiographical data collection
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and observation. He found that the women adapted their routines over time
and had willingly relinquished some of their previous life roles. The study
identified six implications for occupational therapists:

• Helping older people to link their past to their current lifestyle is important
for continuity and to promote a sense of well being.

• When routines can no longer be conducted to a standard which is
acceptable to the individual, they are adapted or given up, and then
replaced.

• Routine provides a framework which can make the occurrence of certain
occupations more likely.

• Health interventions can replace or interrupt longstanding occupation,
leading to loss of meaning which can lead to depression.

• The undertaking of occupation which demands more energy should be
scheduled into a daily routine which suits the individual.

• Including others in the routine makes the undertaking of the task more
likely.

Dickie (1998) discussed the findings of Ludwig's study to draw out guidelines
for practice. The importance of listening carefully to the experiences of the
person is emphasized. Some people are not able to relinquish roles, particu-
larly if they have wider implications for the family unit, for example caring for
others. They are therefore not able to adjust to their changing circumstances.
While some people will welcome changes, others will find the giving up of
routines difficult and distressing.

The findings from these studies demonstrate the inappropriateness of gen-
eralization. They illustrate both the number and complexity of factors which
come into play, adjustments which are made readily by some are impossible
for others.

The interplay between depression and occupation is well recognized, Depression does
take its toll on occupation ... the condition is characterized by changes in capacities to
engage in goal directed use of time, energy, interest and attention. (Devereaux and
Carlson 1992, pp. 175).

Therefore, in addition to the previously described occupational adaptations
which all older people have to make, older people who become depressed are
faced with additional challenges to their abilities to manage day-to-day tasks.
Older women with depression interviewed about their experiences of occupa-
tional therapy and specialist mental health services (Mountain 1998) said that
they found familiar, necessary tasks like cooking difficult because of the way
they were feeling. They used words like lazy or guilty to try and explain the
extent of distress this caused them. Some of those interviewed also expressed
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the frustrations of trying to maintain independence in the face of physical ill-
ness and increasing frailty.

'On Sunday, I tried to open a little tin of salmon. I've about five tin openers and I
couldn't open it, so I couldn't have salmon for my tea.' (Mrs BP).
7 shall be glad when I can go to the shops; it's a nuisance when you can't do your
own shopping.' (Mrs KA).

Additionally, the effects of age and infirmity touched other areas of the
women's lifestyles and in particular abilities to maintain lifelong interests.

Mrs HW could not continue her hobbies due to poor hand mobility,
7 love sewing, knitting and crochet but I can't do it any more.'

For some older people living in the community, the emotional implications
of losing a lifelong partner will be exacerbated by them being totally unpre-
pared for a single life. In these cases, resulting occupational stressors (using
the typology of Wilcock) can either exacerbate or be the root of the depression.
Many older women have never learnt to drive, and as a consequence they can
find themselves unable to continue with established shopping routines or
attendance at social functions. Others will not have participated in the finan-
cial management of the household. All those involved in the health and social
care of older people will have, at some time, encountered men incapable of
cooking simple meals for themselves in widowhood.

Depression combined with a variety of occupational stressors can be expe-
rienced by older people living in their own homes. However, it is a far more
common occurrence for those who have entered long term care. The incidence
of depression in nursing homes and other residential settings is widely
acknowledged. It is estimated that around 40% of older people in residential
care are depressed (Mann et al. 1984). Having to give up one's home and inde-
pendence will mean that the person will have to relinquish longstanding
occupational routines. Depression may also stem from the lack of opportuni-
ties for occupation within the residential care environment. Revisit the well-
known image of people sitting in chairs around the periphery of a room. The
only available stimulation is the television. There is no activity and no con-
versation. In this situation, the effects of occupational deprivation caused by
the environment are all too acute. A small study by Green (1995) examined the
outcomes of introducing a programme of activities into a nursing home.
Observed and reported benefits on the part of staff, residents and their rela-
tives included enjoyment, animation and relief of boredom. Green noted the
willingness by some staff to become involved in the delivery of the activity
programme, indicating a potential training role for occupational therapists.

Occupation is central in all our lives, at every stage of life, and wherever we
live. As we become older, our occupational needs, lifestyle and abilities
change. For those older people who are depressed, there are many factors
which can mitigate against the maintenance of an independent, quality
lifestyle. This is the backdrop against which the occupational therapist work-
ing with older people with depressive illness must respond.
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Assessment of the physical and mental well being and functional abilities of
older people is a key occupational therapy role. The assessment process can
take several forms, for example:

• An interview with the older person and/or their carer using an interview
guide.

• Requesting specific information from the older person and/or their carer
through a questionnaire applied in an interview situation.

• Structured observation (Finlay 1997) while watching the older person
undertaking tasks.

• Measurement of the functional abilities of the older person and/or their
participation in activities of daily living through application of assessment
instruments.

This assessment process can take place in different settings, for example in:

• acute hospital care;
• other forms of residential setting;
• day care;
• the person's own home.

In common with other health and social care professionals, occupational ther-
apists have traditionally employed their clinical skills to guide the assessment
process, with the results of such assessments being in narrative. However, the
value of carefully chosen assessment instruments is now recognized. A study
by Stewart (1999) compared the use of standardized and non-standardized
assessments by occupational therapists working in social services. While the
study was small and confined to the activity of one occupational therapist
assessing older people referred for minor adaptations to their homes, it raises
very relevant questions. Stewart found that use of a non standardized ques-
tionnaire limited the ability of the occupational therapist to identify people
who were on the margins of frailty and could benefit from further services. A
further observation about the value of applying rigorous assessments is that
they provide measures or ratings which can then be used as a baseline to
examine outcomes of treatment interventions. Objective measurement is diffi-
cult if the assessment process is wholly descriptive.

There are many assessment instruments on the market. Important consid-
erations in the choice of assessments include:

• The psychometric properties of the instrument, in particular its reliability
and validity.

• The appropriateness of the instrument for assessment of the multiplicity of
problems that older people with depression can present with.

• The usability of the instrument; can it be readily applied and analysed; is
training required to use it.

• The acceptability of the instrument to the older person and their carer,



THE OCCUPATIONAL THERAPY ASSESSMENT PROCESS 153

including the extent to which it enables the assessment process to be owned
by the recipients of the service.

In the case of older people with mental health problems, there can be a multi-
plicity of presenting problems. Selection of assessments must take into
account physical and socio economic factors which may be present, as well as
mental health problems. However, it may not be necessary for the occupa-
tional therapist to assess all dimensions. If the multi-team is working in a co-
ordinated manner, with shared care planning, information from the
assessments of other team members can be drawn together in the develop-
ment of the overall treatment programme. The occupational therapist should
therefore use instruments which provide quality information about occupa-
tional needs rather than applying generic measures. Some of the occupational
therapy specific assessment instruments which can be used with older people
with mental health problems, and their properties are shown in Table 10.2.

While it is important to consider the content of the assessment, the manner
in which the assessment is conducted is of equal if not greater significance. A
qualitative study of the hospital discharge process by Godfrey and Moore
(1996) involved interviewing users and carers, the majority of whom were
elderly, about their experiences. Professional influences upon decisions about
return home were perceived to be paramount, with the assessment being a
test which the user either passed or failed. This belief was expressed clearly
by one older lady interviewed during the study by Mountain (1998).

'Well, they said you went in the kitchen to make a meal. If you passed you could go
home, but if not you'd have to go and do it again, stay in hospital.'

The research found that those older people who had been referred for occu-
pational therapy assessment only were fearful of both the process and its con-
sequences. The situation did not allow for clarification and reassurance. The
importance of aiming to provide treatment following assessment must also be
emphasized. Too often, occupational therapists are involved in pre-discharge
home assessments. The sole aims of such assessments can be to provide infor-
mation about risk for the multi-disciplinary team, arrange successful dis-
charge and clear beds (Mountain and Moore 1996). This substantiates the
view of the old lady who perceived the assessment as a test. Given the wide
range of occupational needs which older people with mental health problems
can present with, it is questionable whether they can be satisfied by a one off
encounter such as a pre-discharge assessment. However, this should not
negate assessment of risk followed by strategies to increase safety. This aspect
is discussed in more depth under treatment approaches. Good practice guide-
lines for assessment are summarized in Table 10.3.



Table 10.2. Occupational therapy specific assessment instruments.

Occupational Performance
Interview
Kielnhofner et a/. (1991)

Assessment of Motor and
Process Skills (AMPS)
Fisher 1995

Canadian Occupational
Performance Measure (COPM)
Law et al. (1994)

Community Dependency Index
Eakinand Baird (1995)

Comprehensive Occupational
Therapy Evaluation (COTE)
Brayman and Kirby (1982)

Reliable and valid for an
American population

Standardized internationally
and cross-culturally

Reliable and valid for a
Canadian population.
Ongoing work to develop

COPM for specific
English populations

Valid and reliable for
community living physically
disabled and elderly people

Valid and reliable for people
with acute mental health
problems in the USA

Provides detailed information
through a life history narrative

Measures quality of
performance in personal and
domestic activities of
daily living

Assesses problems in
occupational performance
and then measures
changes in perception of
performance over time

Rates problems in activities of
daily living and continence.
Can be applied over time to
measure outcome

Provides a structured format
for reporting observations
during initial assessment.

Can then be used to
measure change over time.

Need to study manual prior
to use and be prepared to
translate American
terminology.

A lot of data to analyse.

Attendance at a recognized
training course mandatory

Training recommended and
use of training manual.
Training video available.

Easily applied rating scale

Not readily obtainable.
No special training specified

but it would be necessary
to study the measure
carefully before using it.

Long interview
process. May need
a number of sessions
to complete.

Has been used
successfully with
older people with
mental health
problems.

Can be used with
older people with
mental health
problems, but the
focus is upon
physical limitations

Measures physical
limitations
in community
settings only,
but provides quality
information

Has been
successfully used to
study occupational
therapy outcomes
for older people with
mental health
problems in inpatient
hospital care
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Table 10.3. Assessment: good practice guidelines.

• Use a range of reliable and valid measures with interview and observation occupational
needs and risk factors.

• Remain aware of the anxieties such assessments can generate.
• Determine from the older person what they want and need to be able to do.
• Consider the implications for the older person of undertaking short-term, one-off

assessment.
• Give the older person and their carers feedback from the assessment process as a priority

and check their perceptions against the results.
• Determine the extent of informal care available and the sustainability of that care.
• Reassess on a regular basis to take account of shifting needs and changes in the care

network.

Occupational therapists are trained to work across health and social care
boundaries and are well placed to detect depression in those already in receipt
of services. However, as Banerjee (1993) observed, depression and other men-
tal health problems in older age often remain undetected. The majority of
occupational therapists who work with older people with mental health prob-
lems will become involved when the depressive illness has been confirmed,
the older person referred to specialist services and the involvement of the
multi-disciplinary team deemed to be appropriate. However, what of those
older people who remain undiagnosed? Can occupational therapy help these
people to have their needs identified? One of the many benefits of cross
boundary service delivery as promoted by current policy is that it facilitates
an holistic approach towards the needs of older people. Occupational thera-
pists are trained to work generically and through their observational and
assessment skills will be able to identify the existence of decreased levels of
occupation in older people in any setting. The next task of is to explore the
many reasons for this occurring, for example is it due to:

• Physical ill health.
• Physical frailty leading to decreased ability to undertake occupations.
• A positive choice taken by the person to decrease their levels of activity (evi-

denced during studies of well older people).
• A consequence of external life influences like social isolation, entering resi-

dential care.
• Poor skills, for example as a consequence of being bereaved of a life partner.
• Depression arising from external events like bereavement, a life-threatening

illness or poor relationships.
• Depression with no apparent cause.
• Alcoholism.
• Other forms of mental ill health.
• The onset of dementia.
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Through treatment of the occupational needs of the older person, the occu-
pational therapist can contribute towards the identification of depression and
other forms of mental health problems in the older person. This skill is of par-
ticular value if applied in new forms of convalescence and rehabilitation
(intermediate care) services for older people which form a bridge between
acute and community care (Mountain 1997). In these settings, where rehabili-
tation is focused upon physical function, it is all too easy to overlook depres-
sion. There will also be new opportunities for occupational therapists to be
more involved in the early detection of depression in older people as services
shift to a primary care focus. Conversely, occupational therapists working in
specialist mental health services for older people must explore all the reasons
for decreased levels of occupation rather than becoming focused upon mental
health problems alone. Through in-depth interviews with older people with
depression (Mountain 1998), it became clear that mental health problems were
only one facet of the range of problems they were experiencing. A thorough
assessment process combined with an interview with the older person and
their carer may well highlight a number of reasons for lowered levels of occu-
pation, some of which may indicate a need for practical treatment strategies.
Good practice guidelines for diagnosis are summarized in Table 10.4.

Table 10.4. Contributing towards diagnosis: good practice guidelines.

• Look for signs of decreased occupation which cannot be attributed to physical
limitations or illness.

• Look beyond the problems presented on referral to consider the totality of the
person's lifestyle.

• Allow the older person plenty of time to talk; find out about their previous
lifestyle, how satisfied they are with their present life and their aspirations for the
future.

• Talk with others the person identifies as being significant to them and determine
the support mechanisms they have available to them.

Treatment of older people with depression is infrequently reported in the
occupational therapy literature, even though there are a growing number of
clinical specialists. However those studies which do exist underscore the cura-
tive effects of occupation, for example the work of Devereaux and Carlson
(1992) and Salo-Chydenius (1994).

Occupational therapy treatment should be geared towards all domains
which fall within the sphere of occupation, that is work, leisure and play. For
older people this has to take into account the following:

• The results of the assessment.
• What the older person themselves needs to and would like to be able to do.
• Their physical and mental state.
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• The risk any situation poses, both to the individual and to others.
• The extent of help available and the sustainability of that help.
• Changing circumstances over time.

Examples of treatment strategies underpinned by the above factors are pro-
vided in Table 10.5. However, it is important to acknowledge the suggestions
provided in Table 10.5 are not a blueprint for occupational therapy treatment,
given the individual set of circumstances which each person will present with
and the requirement to respond appropriately.

Some of the extrinsic and intrinsic factors which shape the treatment
process are now considered in more depth.

Development of a collaborative relationship with the older
person

Salo-Chydenius (1994) stated that occupational therapy must be located in a
collaborative relationship between therapist and the depressed individual, so
that both parties are in a position to provide feedback. Mountain (1998)
explored the perceptions of occupational therapy by older people who had
received a service, as well as ascertaining views of assessment and treatment
from the therapists themselves and from other members of the multi-discipli-
nary team. The research found that situations where the occupational thera-
pist had the time to develop a relationship with the older person were
considered to be the most productive by all stakeholders. However, it is far
more difficult to develop any form of relationship with an older person when
the referral is for brief occupational therapy intervention only; a situation
which can predominate in situations where resources are at a premium. While
it has to be accepted that this can be necessary, the benefits to the individual
of more intensive work is irrefutable. The study by Mountain (1998) found
that confusion and concern about the purpose and outcomes of treatment was
greatly reduced if not extinguished if the older person felt that they were in
partnership with the therapist over their treatment. Having full understand-
ing of the reasons for referral and the subsequent treatment plan was also
influential in determining extent of cooperation. Even if it appears that the
older person may have difficulty comprehending, explanations must be given
to support the recommendation of certain treatment strategies. Paradoxically,
longer-term work with these older people places far greater demands upon
the occupational therapist. This form of working requires a flexible approach
to take into account changing needs, and a willingness to manage more
intractable, difficult behaviour which may surface over time. Good practice
guidelines for treatment are summarized in Table 10.6.

Maintaining an empathic approach

Occupational therapists must understand and be empathic to the person's
problems, while at the same time maintaining an objective approach (Salo-



Table 10.5. Examples of treatment strategies.

Physical limitations;
frailty

Physical illness

Changes in life
circumstances, e.g.
bereavement, moving
home, entering
residential care

Social isolation/
solutions.
alienation

Which tasks are considered to be essential.
Longstanding routines.

Extent of help available and its perceived adequacy/acceptability.
Leisure and social needs.
Risk factors.

Attitudes towards illness and mortality.
Effects of illness upon physical functioning in short and longer term.
Extent of help available and for what.
Current and future needs for additional support.

Emotional and practical implications of life changes.
Any life skill deficits.
Extent of help available.
Willingness to accept available help.

Existing care network.
Reasons for isolation and its duration.
Previous lifestyle and interests.

Any interplay between isolation and ability to undertake occupations.
The lifestyle the person would like to have and what is feasible.
Social outlets in the locality.

• Teach new strategies to cope with daily occupations.
• Provide assistive equipment and teach usage.
• Advise on safety and preventative measures to reduce risk.
• Adapt longstanding interests or explore new pastimes.

• Lifestyle advice taking illness into account.
• Teach strategies to cope with daily tasks.
• Provide assistive equipment if indicated.
• Adopt a flexible approach to take account

of health changes day to day and over time.
• Explore leisure interests which can be achieved within physical abilities.
• Advise on safety and preventative measures to reduce risk.

• Time to express feelings and adjust to new circumstances.
• Teach new life skills or revisit neglected skills if indicated.
• Explore new opportunities for leisure occupations and

accompany/support as necessary.
• Work with other carers so they are able to participate

in the rehabilitative process.

• Take time to explore the dynamics of the situation before offering.
• Offer new opportunities for socialization if indicated

but resist developing a social relationship.

• Assess occupational function and suggest strategies/interventions as
indicated.

• Undertake a staged approach towards the introduction of new
occupations, e.g. by initially supporting new social situations.

Continued.
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Table 10.6. Treatment: good practice guidelines.

Devise the treatment programme in partnership with the older person and their carers.
Ensure that the treatment programme takes into account the entirety of the person's needs
rather than being confined to a medical speciality.
Incorporate the needs of the carer into the treatment by offering support and advice,
teaching rehabilitative skills if appropriate and recommending respite care before a
situation reaches crisis.
Work with the entire care network of the older person, being alert to changes in the
context of current and future needs.
Be alert to over-compliance and non-compliance, encouraging a continuing open dialogue
about success of treatment as perceived by the service recipient.
Be flexible and respond to changing needs within the treatment programme.
Encourage new skills as well as the maintenance of longstanding occupations.
Be prepared to engage with the person and their carers on a long-term basis.
Understand the legislative framework and responsibilities within it.
Measure the outcomes of treatment.

Chydenius 1994). This is a potentially problematic area for all those working
with older people with mental health problems. While we may have been
depressed and will have certainly been physically ill during our life, health
and social care professionals will have only experienced older age through
interacting with and observing others. It is also too easy to become less sensi-
tive to the problems of this group of older people and to overlook some of the
strengths of older people (Table 10.1). Over-involvement is equally undesir-
able, as this clouds ability to make objective decisions. There will be needs
which cannot be met and problems which cannot be resolved. Working with
older people has not been widely acknowledged as demanding specialist
training on the part of occupational therapists. However, a reiterated theme in
the book edited by Mackay et al. (1995) is the need for both pre- and post-
registration interdisciplinary training on the part of all professionals working
with people who present with complex needs. It is also evident that occupa-
tional therapists must develop knowledge which is located in the needs of
older people, fostering an approach which is empathic while at the same time
objective. Therefore to maintain a quality service located in the needs of the
older person and their carer, training is recommended for occupational ther-
apy as a specialism and within the context of multi-disciplinary team delivery.

Encouraging engagement in purposeful activity

Salo-Chydenius (1994) stated that it is important for depressed people to
engage in purposeful activity and explore new ways of thinking and acting.
What purposeful activity is for older people warrants careful consideration.
The synthesis of research evidence by Burton (1989) demonstrated that main-
taining a quality lifestyle in older age extents beyond the ability to perform
necessary tasks. It includes involvement in leisure and social occupations
which are meaningful to the individual. We are not the same; some of us are
sociable and like to spend time with others whereas others prefer their own
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company. Some people will wish to retain longstanding interests while others
will gain pleasure from experimenting with new pursuits, an example being
the increasing use of the Internet by older people. Despite overwhelming evi-
dence to the contrary, health and social care professionals often adopt a very
limited view of the social and recreational needs of older people once they
enter the service system. Through discussions with older people with mental
health problems, it was evident that while some enjoyed the traditional activ-
ities provided through day care, it was an anathema to others (Mountain
1998). Once more, this underscores the requirement for careful assessment of
the occupational status and needs of the individual and the devising of a treat-
ment plan in response. There can also be benefits in the establishment of small
treatment groups to meet specific needs for a limited time. The Cochrane
Library of systematic reviews contains an number of studies which demon-
strate the health gains to be made from group interventions, and in particular
those delivering exercise and health promotion to identified individuals.

Strategies to limit risk

One of the presenting problems shown in Table 10.5 is that of a risky situation
within the older person's home. Ensuring speedy but safe discharge using
information provided through risk assessment is perceived to be an important
role of occupational therapy. What needs to be given equal emphasis is the
interventions which occupational therapists can provide to limit risk so that it
is both acceptable and manageable for the older person and their carers. A
Cochrane review of interventions to reduce falling in older people (Gillespie
et al. 1997) recommended that health screening of older people deemed to be
at risk should be followed by interventions to reduce environmental factors.
Wynne-Hartley (1991) studied patterns of risk taking in older age through 150
individual and group interviews with independent older people. Further data
was collected through 80 questionnaires. The research found that where risk
was evident, older people were willing to act upon advice and modify their
behaviour. There was more of a problem with situations which were not as
overtly risky. The previously quoted research evidence on the volition, habit-
uation and performance of older people described by Burton (1989) and the
study of Wynne- Hartley (1991) provide important insights for the occupa-
tional therapist who has to try and manage a potentially risky situation. It par-
ticularly emphasizes a joint approach to solving the problem with the older
person.

Most older people do not wish to make radical changes either in their place or style of
living. What is required, therefore, is practical guidance in identifying potential prob-
lems and hazards and advice in how these may best be overcome. This should be sup-
plemented by functional but attractively styled aids to easier living. (Wynne-Hartley
1991, pp. 28).
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Assisting caregivers

Working with older people with depression demands that the occupational
therapist works with their carers. Furthermore, this can extent to working
with family and friends who are providing care as well as relatives. As well as
being potentially large in number, the nature of the problems experienced by
older people can change over time. Both these factors can lead to big demands
upon informal carers as well as upon health and social care professionals.
Given that working with older people with mental health problems is often
challenging for trained staff, the strain which family and friends can experi-
ence cannot be over emphasized. This is underscored by research which
revealed that 40% of 287 carers of older people were ill or disabled them-
selves, and over half were spouse carers (Levin et al. 1994). In the early 1990s
working with carers was promoted through groups for carers run by profes-
sionals. However, questions have been raised about the value of such groups
(Joice et al. 1990) and there has been a move towards a more individualized
approach. This has been fostered by the implementation of the Carers' Recog-
nition and Services Act (1995) in 1996. This gives all carers right to a commu-
nity care assessment of their own needs provided the person they are caring
for has been assessed. The needs of the carers of older people are well docu-
mented and include being provided with information about the illness and
about available services, being able to access services like home support, day
and respite care and advice and advocacy (Barnes 1997, Department of Health
1997a).

Occupational therapists have a real contribution to make here which is not
always adequately recognized (Mountain and Moore 1996). All carers should
be involved in, and kept informed about the occupational therapy assessment
process, particularly if this may result in hospital discharge. Some carers may
benefit from an approach which involves them in the rehabilitation process.
Once again, the needs expressed by the individual carer and the person they
are caring for should shape the interventions offered to them by the occupa-
tional therapist. An example of the requirement for heightened awareness of
the demands upon carers was where the partner of an older lady with depres-
sion used visits by the occupational therapist as an opportunity for respite for
himself (Mountain 1998). While this might have met his needs to a certain
extent, it raises the question of whether the demands of caring and desirabil-
ity for respite had been raised by any of the involved health and social care
professionals.

Interface with the legislative framework

It is vital that occupational therapists have a clear understanding of the leg-
islative framework within which they and their colleagues work, taking it into
account during assessment and treatment. This need is being emphasized
with the move towards jointly commissioned and provided services. In these
instances occupational therapists and others are being required to work across
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traditional health/social care boundaries, with an understanding of both
health and social care legislation being a necessity.

The two main mandatory processes which involve older people with men-
tal health problems are:

• The care programme approach (CPA), introduced in 1991. This involves the
assessment of the health and social care needs of the person, the construc-
tion of care plans to meet those needs, designating a key worker for each
person and regular reviews of the plan (Social Services Inspectorate and the
Department of Health 1995). The lead for this process is taken by Health
agencies.

• The Social Services led processes of assessment for community care and
care management implemented in 1993. Carers have a right to be assessed
providing that the person they care for is also assessed.

The Department of Health acknowledge the overlap between these two
processes and suggest that

The complementary principles of the health service care programme approach (CPA)
and that of social services' care management should be applied to older people
according to locally agreed procedures.'(Department of Health 1997a, pp. 18).

Occupational therapists can be designated key workers for a care programme,
and in some social services departments, the care manager role will be taken
by an occupational therapist. The occupational therapist as a care manager is
being promoted in situations where they are the most involved professional
(College of Occupational Therapists 1999). However, in all situations, fulfill-
ing the requirements of these mandated processes should still be at the heart
of occupational therapy assessment and treatment. Older people with a com-
plex range of problems admitted to hospital will require community care
upon discharge. Therefore, as well as predicting safety upon discharge,
assessment of functional abilities while an inpatient should also feed into
arrangements for community care. This demands that occupational therapists
always communicate fully with community workers. Once the person returns
to the community, all professionals have an on-going responsibility to moni-
tor arrangements to ensure that any interventions offered within the care
package are meeting needs. Sustaining a quality occupational therapy service
is important and the important ingredients of this are summarized in Table
10.7.

Table 10.7. Sustaining a quality occupational therapy service: essential ingredients.

• Continuing professional development; ideally with other professions and agencies.
• A robust understanding of the normal ageing process and the adaptations individuals are

required to make.
• Successful working relationships with other disciplines within the same organization and

from other agencies.
• Ability to deliver training and provide ongoing support to others engaged in the delivery of

rehabilitations.
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One of the most important, but testing questions for all health and social care
workers is whether their interventions are effective. This is particularly prob-
lematic in areas of practice where traditionally there has been little investment
in research and development activity and where several interventions may be
provided concurrently by a potentially large number of professionals. More-
over, outcomes will be different for service users as opposed to commission-
ers and managers. There is a body of research which points towards the
effectiveness of occupational therapy and other rehabilitative interventions
with older people, and the policy focus upon rehabilitation is leading to more
research activity. A meta-analysis of the effectiveness of occupational therapy
for older people by Carlson et al. (1996) is contained within the Cochrane
library of reviews of effectiveness. The aim was to assess the effectiveness of
occupational therapy in the domains of physical health, ability to carry out
activities of daily living and mental well being. Analysis was conducted on 14
studies of older people with a variety of physical and mental health problems.
Unfortunately, the diversity of the studies included in the analysis does not
enable any more than a generalized statement about the proven benefits of
occupational therapy with older people. The Cochrane reviewers note that
more studies are required to look at effectiveness of occupational therapy for
specific groups of older people. An earlier study by Priddy et al. (1988) used
the Comprehensive Occupational Therapy Evaluation (COTE) (Brayman and
Kirby 1982) to measure the effectiveness of a specifically designed occupa-
tional therapy group treatment programme to 12 older people with mental
health problems receiving inpatient care over a 4-month period. The study
found that participation was linked with significant improvement in inter-
personal behaviour (this construct including independence, cooperation, self-
assertion and sociability).

While the results of these studies are encouraging, the extent of demand for
evidence of effectiveness means that occupational therapists must also rou-
tinely measure the outcomes of their interventions. Several of the assessment
instruments shown in Table 10.1 can be reapplied to provide a measure of
change over time. There are other outcome measures which can also be used
with older people with depression, and in some cases their carers. Sealey
(1998) provides a list of commonly used outcome measures in occupational
therapy practice in the UK and provides advice on use of outcome measures
as part of the audit process.

A reiterated theme throughout this chapter is the complexity of the problems
experienced by older people with mental health problems and the challenge
this presents to occupational therapists and others who work with them.
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There are a number of additional factors which should also be taken into
account during the assessment and treatment processes.

Multi-disciplinary treatment delivery

In common with management of risk, all the other goals of treatment
described in Table 10.3 cannot be achieved by the efforts of occupational ther-
apists in isolation. The requirement to work in partnership with colleagues
within the same organization and with workers from other agencies cannot be
over emphasized. If the care networks of older people are to be the starting
point, occupational therapists will find themselves working collaboratively
with agencies which they might not usually come into contact with, for exam-
ple the church, housing and community workers and members of the primary
health care team. Hernan (1994) discusses the relevance of a team approach in
the undertaking of assessment and treatment, and in the nurturing of a posi-
tive attitude towards ageing. However, it cannot be presumed that this style
of working is automatic; Hernan emphasizes the need for preparation for
team work through a programme of teamwork education,

Concurrent with attitudinal awareness, the team's knowledge of gerontology ...
geriatrics, and interdisciplinary teamwork skills is also a crucial factor in planning care
for older persons' (Hernan 1994, pp. 203).

Obtaining accurate views of extent of available care

If occupational therapy treatment is to be provided in a timely manner which
is relevant to the occupational needs of the person and their carers, it will
involve appropriate agencies and individuals in the treatment plan. This
necessitates taking account of the involvement of all informal carer givers,
working with them and supporting them as necessary. Occupational thera-
pists must also foster relationships with other statutory care providers so that
care can be delivered across the health/social care divide and care gaps can be
identified. To achieve this, an accurate view of those providing care at any one
time must be obtained. An exploration of the networks of care of older people
with depression and other functional illness (Mountain 1998) revealed big dis-
crepancies between what was described by the older people, what was docu-
mented in their case records and what was recorded by occupational
therapists in their clinical notes. The older people tended to describe a far
greater number of formal and informal care givers, often with a completely
different view of who was the most important care giver. One lady's son was
described as being her main care giver when in fact he had returned to lodge
in her house and was creating demands upon her! Such differences could be
tracked down to two main problems; firstly, that all professionals were not
spending long enough talking to the older people and clearly ascertaining
who was involved and secondly there was a tendency to interpret next of kin
as being the main carer.
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The message is clear; if carers are to receive adequate assistance in the man-
ner previously described, and all professionals are to avoid both duplication
of effort and care gaps, it is vital to determine exactly who is involved and in
what capacity at any one time. Moreover, given that the older person will usu-
ally be able to provide an expert view of their care, this network must be
checked with them for accuracy at regular intervals.

Managing difficult behaviour

Older people rarely question the decisions made by professionals. A lifetime
of respect for authority figures can make it difficult for them to voice fear, dis-
tress and annoyance to about service delivery to providers. As a consequence,
they are most often compliant, seeming to agree with the plans devised by the
professional. However, interviews with older people (Mountain 1998) demon-
strated that even though the person might appear to agree with the occupa-
tional therapist, they made measured decisions about the advice and
assistance they were willing to accept and what they were not. Decisions
about take-up of advice and services were frequently governed by the accept-
ability of existing routines and available assistance.

Another form of compliance noted was for the older person to agree with
a pre-arranged plan of treatment. However, when it was time to put the plan
into action, the person would refuse to participate in activities which the ther-
apist understood were agreed.

Part of Mr M's treatment included cookery sessions but during interview, he was
quite clear this was not relevant to his home routine and he was going to continue
to eat sandwiches at home.
'Well, I tell you why I don't cook at home and then you'll understand. I get my gro-
ceries on Wednesday, 7 o'clock. I start breaking into them on Saturday morning. The
simple reason is I come here (day hospital) on Thursday during the day, on Friday I go
to day centre and Saturday, Sunday, Monday I don't go anywhere so I make sand-
wiches ... so I don't need to cook do I?'
Mrs W allowed the occupational therapist to show her how to use the washing
machine, but admitted to the interviewer that she would not use it due to the assis-
tance she was already receiving with laundry.
7 didn't bother because well I thought I get it done every Wednesday.'

While 'inappropriate compliance' in its various forms is not overtly
disruptive, it is a symptom of treatment which is not meeting needs. Further-
more, such behaviour can be destructive in that it blocks the delivery of what
could be more successful treatment. To try and avoid inappropriate compli-
ance the occupational therapist must spend time with the older person to
determine what they perceive their occupational needs to be, approaching the
discussion without an agenda. If existing strategies are successful, why ask
the older person to make changes? It may be more appropriate to concentrate
upon another aspect which may lead to improved life quality. It may be that
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the treatment plan was too ambitious and the person was not able to achieve
the goals. If so, the occupation needs to be deconstructed into achievable steps
as identified by the service user.

A further rather worrying finding which came out of the same study was
that some very needy individuals were not receiving the range of services
they required to support them. There were two reasons identified out of the
study. The first was that the person had a partner and it was presumed that
they would provide care even though they were also elderly. This is substan-
tiated by larger scale research (Wenger 1984). The second was that the person
was perceived to be difficult by care providers, with intractable problems
which could not be treated. One of the challenges of working with older peo-
ple with mental health problems is the commitment to try and improve their
quality of life, in the case of occupational therapists through fulfilling needs
for occupation. While rapid assessment and referral to other services might be
an easier option in that it avoids having to manage difficult needs, the reality
is that these people benefit most from longer term occupational therapy
treatment.

Understanding cultural differences

Culture shapes opinions and values, determines life experiences and influ-
ences expectations. Anticipation of death is one example; when asked about
quality of life in old age, Sikh elders will embrace death, quite different to
the Western conceptualization. Comprehending the ways different cultures
undertake self care and other occupations and expectations about retaining
independence or being looked after in older age are critical when working
with any older person. Research into the self care needs of Hindu elders
conducted by Gibbs and Barnitt (1999) found that the concept of
independence was an anathema to this cultural group. The overwhelming
assumption was that they will be looked after by family members; a belief
that could only be fulfilled if the family were available to do so. White
(1998) undertook an ethnographic study to explore the health needs of
older people from a number of diverse ethnic backgrounds, drawing the
following conclusion:

Occupational therapists who provide health promotion and disease prevention ser-
vices to minority elders can be more effective if they become sensitive to cultural as
well as individual differences in treatment planning and implementation. (White
1998, pp. 1).

Changes in the structure of health and social care delivery, together with a
growing realization of the benefits of rehabilitation is leading to shifts in the
role of occupational therapists working with older people with depression.
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Health promotion and prevention

Lambert (1998) described a role for occupational therapists in lifestyle adjust-
ments which promote health. In the early 1990s Nocon raised the potential
contribution of occupational therapists in assessment of those aged 75 years
and over in primary care (Nocon 1992,1993). The policy emphasis on preven-
tative strategies together with significant shifts in patterns of delivery of reha-
bilitation services into primary and community care settings should enable
the development of the health promotion and preventative role of occupa-
tional therapy (Seymour 1999). For older people with depression, dimensions
of this new role could include:

• Aiding detection of depression through assessment of occupational engage-
ment in primary and community care settings, for example as part of the 75
years and over assessment in primary care.

• Provision of community-based activities which promote well being, for
example physical exercise and health promotion.

• Preventative rehabilitation to promote independence and allay or delay the
cumulative effects of increasing physical frailty, for example through
home assessment and the provision of advice and aids and adapta
tions to prevent accidents.

Supervising generic workers to undertake rehabilitative
interventions

Policy interest in rehabilitation is leading to unprecedented demand for the
services of occupational therapists and other rehabilitation specialists. Gov-
ernment demands for the introduction of jointly commissioned and provided
services (Department of Health 1997b) has led to a proliferation of new styles
of service across the country. The demands of services which cross the
health/social care divide will require all occupational therapists to make
changes to established patterns of working. A review of intermediate care for
frail older people to inform service development (Mountain 1997) observed
that changes are required to meet projected staffing needs. It was recom-
mended that therapists adopt a training role so that less qualified generic
workers are able to undertake aspects of the rehabilitative role. This is a
culture shift for a profession where the importance of direct clinical contact is
still most frequently perceived to be paramount. There is no doubt that in the
future this training and supervisory role will be enhanced by the use of
technology, one example being that of tele-rehabilitation. This involves the
use of technology, and in particular video conferencing as a means of main-
taining close access to specialist services and professional help. It can there-
fore be used to support unqualified generic staff in the delivery of
rehabilitative interventions within a person's own home and is being used
successfully in other countries, and in particular in the USA.
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Key points

The role of the occupational therapist with older people with depression is
a specialist area of work; to deliver an effective service, all professionals
need extra training and ongoing support.
Some of the recommendations for practice provided appear deceptively
simple, but if occupational therapists are to make a real difference to these
older people, the realities of trying to improve quality of life through occu-
pation and lifestyle adjustments are extremely demanding.
We all need to have a life which extends beyond undertaking necessary
functional tasks to having enjoyment and stimulation. The challenge for
occupational therapists is to enable this through assisting individuals to
maintain necessary occupations and, if appropriate, encouraging them to
develop new skills in older age.
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As other authors have noted in this text depression is very common among
older people but frequently undetected (Goldberg 1985). The prevalence is
particularly high among those older people already suffering either chronic
physical illness or a disabling condition. Because of this those providing some
form of social care are either knowingly or unknowingly dealing with a large
number of older people suffering from depression. For example it is estimated
that 26% of those people receiving home care (home help) are clinically
depressed (Banerjee 1993) whilst the figure rises to 40% for those in local
authority care homes (Ames 1991).

Whilst this picture may be rather gloomy what those working in this field
must hang onto is the fact that most older people with depression will get bet-
ter (Murphy 1983) - for a more detailed review see Chapter 3. Therefore the
strategy should be one of supporting and maintaining the older person whilst
one of the physical or psychological treatments discussed in this book begin
to have their effect. There is some evidence that by the manipulation of vari-
ous social factors, an intervention may be mounted in order to mitigate the
depressive symptoms. It is also possible that by maintaining or changing var-
ious social conditions and remaining alert to the needs of older people some
depression may be preventable.

In this chapter I intend to explore some of these social interventions and
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indicate how they might be orchestrated in order to maintain an older person.
In order to do this I have chosen to focus upon the following areas:

a model of life events;
social networks and intimate relationships;
the role of the family;
bereavement;
finances; and
accommodation and relocation.

A model of life events

In her excellent monograph Preventive Strategies for Older People (1999), Mary
Godfrey reports that a number of studies (Green et al. 1992, Roberts et al. 1997)
have demonstrated a relationship between what may be termed social isolation
and the onset of clinical depression in older people. In part this reflects the wider
picture in that the preventive effects of having a partner or somebody to confide
in have been noted in many studies involving the general population. Living-
stone and colleagues (1990), examining an inner city population of older people,
demonstrated that older people who were not currently married or living on
their own, were the ones more likely to suffer from depression.

The best known sociological model for the aetiology of depression is that of
George Brown and Tirril Harris (1978) in their work initially conducted in
Camberwell, South London. Whilst their model is most frequently used as a
way of exploring and explaining depressive symptoms in women it does offer
us insights into possible ways that the symptomatology may develop in older
people - the majority of whom will be female. Their work was further devel-
oped in old people by Murphy (1982). The starting point for their analysis is
an acceptance that stress and particularly stressful life-events play an impor-
tant part in the precipitation of mental illness. Brown and Harris trace the ori-
gins of their own work back to the classic studies of Eric Lindemann (1944)
when he explored the reactions experienced by people suffering a grief reac-
tion after a bereavement. The concept of a life event as a stressor was estab-
lished. This concept was developed by Dohrenwend and Dohrenwend (1974)
when they concluded that life events could be typified as anything that dis-
rupts or threatens to disrupt usual daily activities. However, they broadened
the concept by positing that not only events regarded as negative, by the par-
ticipant, needed to be taken into consideration. For example, moving house or
acquiring a new job must be regarded as significant life events even if they
were being eagerly looked forward to by the person involved in the changes.
Returning to our focus upon older people, we may regard retirement in
exactly the same light. Even if stopping work were keenly anticipated and
well planned for it would still constitute a major life event. Paykel (1978)
made another major advance when he began to categorize life events accord-
ing to their meaningfulness and demonstrate that the qualitative differences
between events could be shown to precede various psychiatric disorders.
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Brown and Harris (1978) established that 'severe' life-events were almost
four times more likely to have occurred to depressed women patients than to
the normal control group. They concluded that certain other factors in the
individuals background might also mitigate or exacerbate the impact of the
life event. They constructed a model of the social aetiology of depression
which I believe has relevance for our greater understanding of the problem
amongst older people. The model has three dimensions:

Vulnerability factors

These factors were seen to leave the individual particularly vulnerable at the
time of a major life-event. Of relevance to older people were things such as
lack of employment outside the home and the absence of a close confiding
relationship with a partner.

Provoking agents

These refer to factors that are operating in the person's contemporary life such
as a bereavement or the presence of a serious or chronic illness.

Symptom formation factors

Factors which mainly impact upon the severity and form of the depression.
These include previous depressive episodes and age: those above 50 being
particularly vulnerable.

This model was developed in order to account for depression in women
aged between 18 and 65 but it does seem to me to have a resonance for much
older people of both genders. As a group they experience many major life
events:

• bereavement;
• loss of function;
• illness; and
• enforced relocation, etc.

Because of their economic circumstances, old people frequently lack the
resources to counter the problems they face. The importance of social support,
loneliness and life events as risk factors for depression in old age has been
confirmed by Murphy (1982).

The model provides a framework of understanding and is suggestive of
how we might orchestrate either a holistic intervention or preventive strategy
utilizing a multi-disciplinary team work approach.
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Social

One of the key factors appearing to prevent or mitigate depression in the
Brown and Harris work (1978) was the availability of somebody to confide in.
There seems no reason to believe that a close confidante and a rich social net-
work should be any less important in older people. Oxman et al. (1992), in
seeking to explore the relationship between depression and social networks in
older people, examined a cohort on two occasions, with a time gap of 3 years.
They demonstrated the importance of the following factors in accounting for
the different levels of depression by using a multiple regression analysis:

disability;
role of the family;
a close confidante available;
extent of emotional support;
loss of spouse; and
presence of tangible support.

Although disability seemed to be the factor contributing most to the variance,
the others do give us valuable clues as to how we might seek to maintain an
older person whom is seen to be vulnerable. At the very least a poor social
support, and a denuded social network, would appear to be maintenance fac-
tors for depression. Henderson and colleagues (1986), in an Australian study,
have also produced evidence which suggests that elderly depressed people
report a lack of richness in their social contacts.

Dorothy Jerrome (1993), employing qualitative techniques of interviewing
drawn from social anthropology, has explored the importance of intimate rela-
tionships to a group of older people. She characterized such relationships in
the following way:

• emotional intensity;
• self-disclosure; and
• a high degree of personal involvement

Many of her respondents paint a vivid picture of the importance of these rela-
tionships to their well being and enjoyment of life. Jerrome (1993) has illus-
trated just how important close relationships are in later life. They provide
older people, in her view, with some of the following:

• A sense of continuity with the past.
• Help in socializing into some of the new roles that come with old age. For

example, that of grandparent, or widow.
• They provide a 'natural' reminiscence group, helping the individual to keep

in touch with their past and exercise their memory.
• A chance to continue to maintain or develop skills.
• Moral and practical support.
• Simple companionship.
• A forum to discuss family problems and put them into some perspective.
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Such work merely serves to underline what we have learned, in recent years,
about the importance of friendships and the social network that we have
access to in the general maintenance of good physical and mental health. The
late Mark Abrams (1980) invokes the analogy of our own lives being like a
convoy moving through time. As individuals we are flanked by a number of
supportive relationships - parents, wider family, friends - which provide us
with support and assistance, helping us to cope with loss and change as we
make progress through our lives. Berkman and Syme (1979), in their work on
relationships and physical health, concluded that an involvement in a rich
social network was the single most powerful predictor of survival.

The role of the family

When people reflect about social networks, in later life, the first thing they
tend to think about is the role of the family. A popular view is that the family
has declined as a source of support for older people. However the evidence
tends to belie this point of view. Many older people live close to their children,
see them regularly and receive a good deal of informal support. However, the
changing circumstances of the family and other social changes, not all of them
negative, have created new and challenging situations for some.

• More people now survive into 'old' old age. This means that ones children
might be 75 or 80 years old themselves.

• More people now divorce and separate - but more remarry, some very late
in life.

• More people are geographically mobile - but new methods of communica-
tion make keeping in touch easier. Intimacy at a distance is possible.

• More older people now live on their own. However, in part this reflects the
exercise of a positive choice.

The pattern of family relationships tend to echo those to be found in younger
cohorts. Continuity of activity and familial contact is much more common
than the notion that becoming old or retiring marks a profound change from
how things were in the past. For example, in married couples, the husband
usually sees his wife as a close confidant. However, for the wives an adult
child, or a same sex friend is more likely to assume the role. Most of this famil-
ial contact and networking will continue to flourish for many older people
without the need for any intervention on the part of the health or welfare ser-
vices. However, for some people there may be the need to support this activ-
ity or even replicate or recreate it. The statutory services may be able to
provide some of the following:

• a lively, well-run day centre;
• educational and activity-based courses;
• good, easy to access, transport;
• leisure and recreational facilities geared to the older citizen; and
• streets that older people feel are safe to walk in.
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The non-statutory sector, such as voluntary and religious organizations, may
also play an important part in helping to support older people and provide
opportunities for people to meet and socialize. Sometimes, if family life
becomes particularly fraught or tangled, more formal interventions such as
family therapy or counselling may prove to be necessary and helpful (Blazer
1982, Benbow et al. 1990).

One obvious life event that older people experience more frequently than
most of us is bereavement and the grief that follows. Bereavement has for a
long time been recognized, in all age groups, to be associated with an
increased risk of death, raised levels of physical disease and depression
(Parkes 1975). And yet it remains a relatively under explored area with regard
to older people. As Norman and Redfern (1997) note, normally grieving
elderly people may exhibit the following picture:

depressed mood;
loss of interest;
poor concentration;
poor sleep;
poor appetite;
weight loss; and
agitation.

It is often a difficult judgement as to when a 'normal' grief reaction becomes
something more serious such as clinical depression that will require specific
treatment. Jacobs and Lieberman (1987) suggest the following three key
indicators:

• pervasive loss of self-esteem;
• marked psycho-motor retardation; and
• suicidal ideas.

Others have suggested that a temporal marker be used - symptoms persisting
over 6-12 months, for example (Norman and Redfern 1997). A recent mono-
graph by Andrew Long et al. (1999) thoroughly reviews the relationship
between bereavements, suffered in later life, their impact upon the individual
and the coping strategies and interventions that might helpfully be deployed.
In their extensive review of the literature they identified the following key risk
factors as being of special significance when considering depression following
a bereavement:

• The young elderly (65-74 years) are more susceptible to depressive symptoms,
in both the short term (up to 12 months) and the longer term (3 years plus).

• Education and income seem to play a protective role in bereavement
outcome.
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• Depression prior to bereavement was a major risk factor for depression fol-
lowing the bereavement.

• The death of somebody one is closely attached to (spouse, parent, child) is
more significant for depression than the death of grandchild, sibling or
friend. The death of a spouse being particularly potent.

• The suicide of a spouse raises the risk of subsequent depression.
• Other life events, running concurrent with the bereavement, increase the

likelihood of a depressive episode.

In trying to explore the aftermath of bereavement, for an older person, two
avenues suggest themselves:

• How does the individual cope and what strategies do they use? And
• What, if any, interventions might be offered to mitigate the impact of the

death and try to prevent a depressive episode resulting?

Long et al. (1999), when considering the coping strategies adopted by older
people, identified the following:

• Personal characteristics: Lund et al. (1993), following a 2-year longitudinal
study, concluded that the best indicator of adjustment were 'personal
resources unique to each person'. Whilst seemingly rather vague it does
point to positive self-esteem and competency in tasks of daily living as
being the key indicators of a favourable outcome following a bereavement.
In terms of prevention this should alert us to be aware of those bereaved
older people who lack basic coping skills, such as the ability to prepare a
meal unaided (males seem to be particularly implicated!). They should be
targeted for rehabilitation and training or perhaps supportive care or domi-
ciliary assistance.

• Close relationships: The presence of close relatives or friends seems to be a
good indicator of successful coping. Once again this should be borne in
mind when making an assessment. A network of support through a day
centre place may also be useful.

• Personal activity: The ability to keep busy and active is regarded as a posi-
tive indicator of adjustment. Once again the use of social welfare facilities
may be indicated.

• Beliefs: Long et al. (1999) reviewed a number of studies indicating that reli-
gious belief and practice helped the bereaved to overcome their grief. Help-
ing people to retain these links by providing transport and involving
voluntary groups seems appropriate.

• Leisure activities: An active interest in a sport or leisure activity, particu-
larly if it is one shared with others, seems to be associated with lower rates
of anxiety and a reduction in the feelings of loneliness experienced by many
following a bereavement.

The coping strategies successfully adopted by many older people to combat
the effects of bereavement suggest ways in which social interventions might
be mounted. Following an assessment some of the following may be consid-
ered in discussion with the person concerned:
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• social clubs;
• attendance at a day centre;
• making links with voluntary and religious groups; and
• helping with transport.

There are no simple nostrums available and a good deal is dependent upon
the thoughts and wishes of the bereaved older person. There is evidence that
providing a support group is helpful, at least in the short run (Tudiver et al.
1992), and that individual counselling, particularly if the grief appears to be
complicated and unresolved, may also be of assistance. The main message
seems to be that a full assessment, exploring social network, family ties, cop-
ing skills, and leisure and social activity, should always be completed when a
bereaved and vulnerable older person is encountered. Any interventions can
then be planned in partnership with the client.

The majority of older people do not work, they are therefore reliant upon sav-
ings or pension for their income. For most this will mean a drop in income by
about half that enjoyed when in employment. Many elderly people face a future
denuded of luxury and the prospect of poverty. The Pensions: 2000 and Beyond
report noted (Retirement Income Inquiry 1996) that there is a growing disparity
between those older people who are better off and those who fare badly: the
very old, and single elderly women were particularly vulnerable. In 1979 The
British government severed the link between the level of state pension and the
index of prices or earnings (whichever was the greater). Indexation solely to
prices has resulted in a steady erosion of the value of the state pension.

Many older people are entitled to extra state benefits to enhance their mea-
gre pension - currently one of the lowest in Europe. A variety of funding
streams such as income support; help with housing costs; disability
allowances and help with heating costs, etc. are available to people in partic-
ular circumstances. But all the evidence suggests that many older people do
not claim fully the benefits to which they are entitled. For example, Income
Support (formerly supplementary benefit) which would not only provide
cash but act as a gateway to other benefits such as free dental treatment and
grants from the Social Fund, is claimed by only about a third of those entitled
to make use of it (Retirement Income Inquiry 1996). There are a variety of rea-
sons to explain this:

• lack of knowledge;
• intrusive and complex bureaucracy;
• fear of the stigma felt to be attached to being labelled a claimant; and
• procedures of disclosure required felt to be demeaning.

The DSS estimated that in 1993/4 pensioners had the lowest take up rates for
housing benefit, income support and council tax benefit. Lack of money and
fear about one's financial future may have a variety of effects upon the
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individual many of which contribute to a depressive mood, or exacerbate a
depressive illness. They include some of the following:

• poor quality diet and even hunger;
• inability to heat the home;
• constant worry about bills;
• fears about future capital expenditure, e.g. the washing machine breaking

down or the roof springing a leak;
• restrictions upon the ability to travel;
• limitations on socializing, visiting family and friends;
• unable to pursue hobbies;
• debt; and
• unable to get away for a break or take a holiday.

Trying to visualize just some of these factors in our own lives should give
some indication as to the likely effect upon mood state. Whenever working
with an older person it is imperative that their financial circumstances are
explored. Claiming welfare benefits can be a highly technical business, and if
the older person is agreeable, specialist expertise should be sought. Sources of
help may include:

• the benefits agencies themselves;
• a specialist welfare rights worker within a Social Services Department;
• the Citizens Advice Bureau;
• voluntary agencies such as Age Concern.

It is easy to envisage how the lack of money acts as an accelerator to some of
the other factors that I highlighted earlier in this chapter, increasing social iso-
lation, reducing mobility and undermining the ability to cope. Many of the
other interventions that we may make can be so easily negated if the older
person is living in penury.

Accommodation and relocation

Where older people live is of vital importance to their well-being. In spite of a
widely held stereotype, very few live in institutional settings (5%). The major-
ity (90%) live in ordinary domestic housing similar to the rest of the popula-
tion. A further 5% live in some form of sheltered housing - accommodation
built for and with older people's needs in mind, usually with an on-site war-
den and an alarm system.

For some older people living in mainstream housing can be a great burden.
They may have to struggle with poorly designed homes that are difficult to
heat and costly to maintain. If they are owner-occupiers they may not have a
mortgage still to pay but they are constantly aware of actual or potential major
maintenance or repair bills.

For those in the rented sector, particularly if they have a private landlord,
the problems may be those of poor housing conditions (damp, inadequate
plumbing, outside lavatories, etc.). It has been estimated that about 700 000 of
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our older households occupy some of the worst housing conditions in
England (Rolfe et al. 1993).

Struggling with inadequate housing and the burden of worry that may
accompany that contributes to the feelings of depression and almost certainly
makes bringing about an improvement to mental state more difficult. How-
ever, evidence suggests that many older people want to 'age in place' and
remain in their own homes for as long as possible (Tinker 1994). To encourage
and facilitate this a number of innovative schemes have been devised by
housing organizations and social service departments to effect housing
improvements and 'plug' into the home a wide range of supportive domicil-
iary services. An evaluative study for the DOE/DHSS conducted by Anthea
Tinker (Tinker 1984), Staying at Home: Helping Elderly People, demonstrated
that this was an option that many older people wanted to exercise. The hous-
ing improvements were part of a package containing statutory and informal
support and were found to be a successful way of providing help and main-
taining people in their own homes.

For those seeking a move to more compact, easy to manage accommoda-
tion, Sheltered Housing has proved to be a popular option. In Great Britain
just over half a million people live in such a setting. Most of them rent from
either a local authority or a housing association, but a small and growing
number are buying into such schemes as normal owner-occupiers. As well as
specially designed accommodation, able to enhance and maintain mobility in
the frailer older person, most schemes have an alarm system and a resident
warden on hand to offer some assistance (Butler 1983). Sheltered Housing has
been seen as fulfilling a number of different roles:

• A social role: encouraging socialization and reducing isolation.
• A housing role: providing easy to manage accommodation to those wishing

to down-size.
• A role in prevention: halting or slowing the slide into residential care.
• An oversight role: providing a rapid response to any emergencies that may

befall an older person.

Whilst meeting the housing needs of many older people may bolster their self-
confidence and feelings of autonomy, moving at any time in life, has its down-
side.

We know, from a number of studies, that moving house constitutes a major
'life event' (Dohrenwend and Dohrenwend 1974) with the subsequent rise in
stress levels and generalized feelings of uncertainty and discomfort. How
much greater when the person moving is elderly (and therefore likely to have
lived in their former home a considerable number of years) and when the
move may be enforced?

The 1991 census indicated that about 3% of those aged 70-74 moved dur-
ing the previous year, but that this rose to 8% among the over 85s. A distinct
pattern of movement emerges: those moving at or about retirement tending
to move on housing grounds; whilst those in the older age groups do so
because of the need for enhanced care or surveillance (Warnes and Ford
1995).



182 SOCIAL TREATMENTS IN CARE AND DEPRESSION

A number of researchers (Aldrich and Mendkoff 1963, Lieberman 1961,
Markus et al. 1972) have demonstrated that relocation, in the elderly, may
result in negative as well as positive effects. These include:

• increased mortality;
• reduction in activity levels; and
• increased incidence of depression.

A comprehensive reassessment of the field by Schulz and Brenner (1977) was
more cautious but did suggest that the effects of relocation could be mitigated
by two factors:

• the degree to which individuals are able to control and predict events sur-
rounding the move; and

• the degree of control the individual retains over their life following the move.

There are undoubted gains to be made for some older people if they change
accommodation in later life. But we need to be sensitive to the meanings
attached to the move by the individual concerned. We also need to be aware
of the potential downsides in terms of the relocation effect.

Those working with older people need to be sensitive to these issues,
respect the individual's autonomy, and ensure that choice and control, wher-
ever possible, should remain in the hands of the older person.

Key points

• Too often the plight of the older person, suffering a depressive episode, is
seen as a narrowly medical matter. In this chapter I have tried to suggest
that the individual, and their symptoms, need to be seen in the context of
their wider life: their financial status; housing situation; family and friend-
ship networks.

• The series of interventions and strategies that I have highlighted rely for
their impact upon good multi-disciplinary teamwork. The clinician, by
orchestrating a cohesive unit and making use of the skills owned by nurses,
social workers, occupational therapists, counsellors and volunteers, among
others, should be enabled to deliver a whole package of care.

• In this way the chance of delivering a successful treatment will be enhanced
and the quality of life enjoyed by the older depressed patient improved.
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Concluding remarks

Depression in older people is common and associated with high morbidity
and distress in patients and their families. It is important that patients receive
a thorough medical, psychological and social assessment if this important
condition is to be successfully treated. Untreated depression, particularly
when associated with physical illness, is associated with an increased
mortality emphasizing the importance of early and accurate diagnosis and
treatment. Depression in older people responds well to treatment. However,



CONCLUDING REMARKS 185

an integrated approach that concentrates on the patient's physical health com-
bined with pharmacological treatments, psychological approaches and social
interventions is usually needed. This can only be achieved by a range of
health care professionals working together and this has been the key message
emphasized in this book.
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