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Outline
1. Features of MDD in later-life that make diagnosis tricky (and help 

explain both under- and over-treatment)
2. Some geri-specific medication points.
3. Suggestions for education when starting treatment.
4. A brief word on benzos.
5. Review epidemiology of suicide in late-life.



Collaborative care developed because of this slide:
• Only 33% of primary care providers use standard screening for 

depression
• Majority focus on “organic” diagnoses before depression
• Little evidence that recognition alone translates into improved 

care
• Just 1/7 elderly outpatients with significant depressive symptoms 

received treatment with antidepressant medication (AD)
• Little difference in rates of AD treatment for major depression and 

subsyndromal depression
• Only half of patients referred to specialty care made ≥1 visit
• < 50% of depressed primary care patients receive AD trials of 

adequate dose and duration
Unützer et al., Milbank Q 1999



Use without the diagnosis: Where’s the depression?
PACE: Pharmaceutical Assistance Contract for the Elderly

Uh-oh . . . Think of all 
those hospital and NH 
admissions the state 

will pay for when 
they fall and break 

a hip . . . 
$$$

Why are we paying for so many 
benzo prescriptions? 

Is that good for our seniors?



All Interviewees 
N=412

(100.0%)

Antidepressant
N=249 
(60.4%)

Age (Mean) 79.2 79.0

PHQ-9 Score 5.8 6.0

Depression Severity

Low (0-4) 203 (49.3%) 114 (45.8%)

Mild (5-10) 142 (34.5%) 95 (38.2%)

Moderate (11-20) 55 (13.3%) 31 (12.4%)

High (21 or greater) 12 (2.9%) 9 (3.6%)

Low Overall Symptomatology 197 (47.8%) 111 (44.6%)

Maust et al., AJGP 2011
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Getting old is NOT depressing

• Major Depressive Disorder is less common in older adults.
Age group (y)

Overall 18-34 35-49 50-64 ≥65 p-value
12-month, % 8.3 10.4 9.4 7.7 2.6 <0.05

Kessler et al., Psychol Med 2010



What makes diagnosis so difficult? (pt. 1)



Geriatric Depression Scale
https://web.stanford.edu
/~yesavage/GDS.html



What makes diagnosis so difficult? (pt. 2)
What to look for?
- Physical complaints 

w/o explanation
- Hopelessness/

helplessness
- Anxiety
- Memory complaints



Why does collaborative care work? YOU
• It is NOT because the physicians are 

prescribing more medication.



The beauty of collaborative care = a little more time.

1. Watchful waiting.
2. What do they actually need? Can you address that and/or 

connect to other resources who can?



Choosing an antidepressant: 

• fluoxetine (Prozac)
• paroxetine (Paxil)
• citalopram (Celexa)
• sertraline (Zoloft)



Choosing an antidepressant: 

• fluoxetine (Prozac)
• paroxetine (Paxil)
• citalopram (Celexa)
• sertraline (Zoloft)

 longest half-life
– fluoxetine = 2 to 4 days 
– norfluoxetine  = 7 to 15 days



Choosing an antidepressant: 

• fluoxetine (Prozac)
• paroxetine (Paxil)
• citalopram (Celexa)
• sertraline (Zoloft)

 longest half-life
 pharmacokinetic mess

- inhibits 2D6
substrates of 2D6?
 opioids
 class I antiarrhythmic
 β-blockers
 ondansetron
 donepezil



Choosing an antidepressant: 

• fluoxetine (Prozac)
• paroxetine (Paxil)
• citalopram (Celexa)
• sertraline (Zoloft)

 longest half-life
 pharmacokinetic mess

- inhibits 2D6
- bonus reasons:

+ most anticholinergic
+ worst discontinuation



Choosing an antidepressant: 

• fluoxetine (Prozac)
• paroxetine (Paxil)
• citalopram (Celexa)
• sertraline (Zoloft)

 longest half-life
 pharmacokinetic mess
 cardiac stuff



Zivin et al., AJP 2013.



Choosing an antidepressant: 

• fluoxetine (Prozac)
• paroxetine (Paxil)
• citalopram (Celexa)
• sertraline (Zoloft)

 longest half-life
 pharmacokinetic mess
 cardiac stuff



Med selected, patient agrees: now what?
• Identify symptoms to monitor for improvement
• Prepare the patient:

– Side effects: Headache, nausea, GI upset, jitteriness, increased anxiety
• Recall from a few slides back: physical symptoms are very common aspect of MDD in 

older adults
• The new medication might initially make many of their symptoms worse.

– Timeline for change: 
• No benefit in first week; 
• “blips of improvement” in weeks 2-3 but warn they will not be consistent
• Can take 8-12 weeks to see full improvement on a particular dose

• If pt has any questions or concerns about the medication, ASK 
THEM TO CALL YOU



General principles of Geri MH prescribing: 
1. Avoid medications with the longest half-lives (e.g., fluoxetine).
2. Avoid medications that do not play nicely with others (e.g., 

paroxetine).
3. Avoid benzos.
4. Avoid polypharmacy (esp. with opioids).

– Sometimes new medications are just treating side effects of old ones.
• Example

– Less is more!
• 76yo with psychotic disorder on olanzapine, buspirone, carbamazepine, gabapentin
• 78yo with dementia on memantine, escitalopram, buspirone, gabapentin, eventually 

CBD added



What about anxiety?
• Most of the S(N)RI antidepressants are FDA-approved for anxiety
• Just say NO TO BENZOS

– Stein and Craske, JAMA 2017:
• “Benzodiazepines Are to Anxiety What Opioids Are to Pain”

continuation

new

Olfson et al., JAMA Psychiatry 2015; Maust et al., JAGS 2016.



What about sleep?
American College of Physicians, 2016:
“ACP recommends that clinicians use a 
shared decision-making approach, 
including a discussion of the benefits, 
harms, and costs of short-term use of 
medications, to decide whether to add 
pharmacological therapy in adults with 
chronic insomnia disorder in whom 
cognitive behavioral therapy for insomnia 
(CBT-I) alone was unsuccessful. (Grade: 
weak recommendation, low-quality 
evidence)”

Glass et al., BMJ 2005.
• Sleep time increase 25min
• 4.8x higher adverse cognitive 

event (memory loss, confusion, 
disorientation)

• 3.8x higher daytime fatigue
• 2.6x higher psychomotor events 

(e.g., dizziness, loss of balance)



Detour: what does CBT-I look like?
• It is not rocket science.

Wu et al., JAMA IM 2015.



CBT-i Coach



Rules of a benzo taper:
1. Very slowly.

– Think MONTHS or YEARS, not WEEKS
– Withdrawal symptoms are your enemy and slow taper = less withdrawal

2. Do not backtrack.
– You are helping the patient develop confidence to face life without 

benzos
– Going back up on the dose works against this

3. Dose reduction is a worthy goal.
4. Do not jump to substitution.



• Up to 45% of individuals who die 
by suicide have visited their 
primary care physician within a 
month of their death.

*

Death rates for Suicide, 2016

85+Overall: 13.4

https://www.nimh.nih.gov/health/statistics/suicide.shtml
https://www.integration.samhsa.gov/about-us/esolutions-newsletter/suicide-prevention-in-primary-care



Outline
1. Features of MDD in later-life that make diagnosis tricky.
2. Some geri-specific medication points.
3. Suggestions for education when starting treatment.
4. A brief word on benzos.
5. Review epidemiology of suicide in late-life.
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