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Learning Objectives:

• Outline strategies to enhance the recognition 
and diagnosis of depression in the elderly

• Outline the current treatment guidelines for 
geriatric depression

• Describe the challenges of comorbidities and 
polypharmacy when prescribing anti-depressants 
in the senior care setting

• Discuss the monitoring for common side effects 
associated with these agents

• Discuss the changes in the LTC federal 
interpretative guidelines and their impact on the 
treatment of depression

DSM-IV. Washington, DC. American Psychiatric Association, 2000.

Meets criteria A & B for at least one week
A. Major Depressed Episode
Five or more of the following 
symptoms, including at least one 
marked with an asterisk (*)

• *Depressed Mood or *Anhedonia 
(Loss of interest in activities)

• Weight loss or gain
• Sleep disturbance (insomnia or 
hypersomnia)

• Psychomotor agitation
• Fatigue (loss of energy)
• Guilt / worthlessness
• Inability to concentrate or 
indecisiveness

• Suicide ideation (recurrent thoughts of 
death)

B.  Manic Episode
Abnormally and persistent 
elevated, expansive, or irritable 
mood.  Presence of 3 or more of 
the following symptoms (4 if 
irritable only):

• Inflated self-esteem or 
grandiosity
• Decreased need for sleep
• Increased or pressured speech
• Flight of ideas / racing thoughts
• Distractibility
• Increased goal directed activity
• Risk-taking behavior

DSM-IV Criteria for Mixed Bipolar 
Episode Challenges in Diagnosis

• No objective test 
– No way to prove presence
– No way to prove absence

• All ‘psychiatric’ manifestations are 
medically nonspecific: mania, depression, 
psychosis

• Usually starts with depression
• Not surprising that most patients are 

initially misdiagnosed
• But we still need to make the diagnosis

Medical Conditions Associated
with Depression and Anxiety

• Neurologic Disease
– Parkinson’s disease
– Stroke
– Dementia

• Cardiac Disease
– MI, CHF
– Pancreatic carcinoma

• Malignancy
– Lung and brain CA

• Metabolic Disease
– Electrolyte imbalance
– Renal failure
– B12 deficiency
– Malnutrition

• Infectious Disease
– Influenza
– Hepatitis
– HIV

• Gastrointestinal Disease
– IBS, cirrhosis

• Endocrine Disorders
– Hypothyroidism
– Hyperparathyroidism
– Diabetes

• Pulmonary Disease
– Sleep apnea, COPD

• Rheumatologic Disease
– SLE, RA
– Chronic pain

Mulsant BH and Ganguli M.  J Clin Psych 1999; 60 (suppl 20):9-15.

Which Medications are 
Associated with Depression?

• Benzodiazepines
• Alcohol
• Opiate narcotics
• Metoclopramide
• Indomethacin

• Corticosteroids
• Interferon
• Tamoxifen
• Propranolol
• Cimetidine
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Challenges in Treatment

• No treatment based “a priori” on the 
physiology of illness

• All treatments are aimed at episodes rather 
than course

• Evidence is improved – yet primitive
– Most subjects completing studies still qualified to 

enter
– Treatment study subjects clinically atypical
– Combination studies not designed in a manner 

that applies to their clinical context
– Treatment for depression is even less 

established than for mania
• But we still need to treat the patients

The Underlying Illness

We don’t know specifically what bipolar 
disorder is, but here are clues:

• Genetic predisposition
• Overlap of susceptibility genes occurs with 

schizophrenia (as well as other illnesses)
• Early onset, adolescent or prepubertal
• Susceptible to mania and depression

– Spontaneous or evoked
– Usual entrance for diagnosis and treatment

• Susceptible to disturbances of reward, arousal, 
initiation of action
– Substance abuse, anxiety disorders, impulsivity

• Recurrent course that can resemble sensitization

The Episode

• Initiation of action; link between 
motivation and pleasure

• Sensitivity to norepinephrine
• Combinations of negative affect and 

activation in susceptible patients
• Are episode characteristics related 

to the course of illness?

Illness and Episode in Bipolar 
Disorder

Underlying illness

“Precipitant” “Episode”

“Comorbidity”

The Life

• Early onset
• Susceptibility to recurrence
• Tendency toward acceleration
• Stressors, substance abuse
• Childhood trauma: early onset, rapid cycling, 

suicide attempts

Garno et al, Br J Psychiatry 186:121-125, 2005.

The Life (continued)

• The course of bipolar disorder is typically 
complicated by consequences of 
impulsivity and poorly regulated affect 
and arousal

• Functional impairment occurs during and 
between episodes and is abetted by 
systems problems such as family 
adaptation

• Successful treatment must combine 
effective psychopharmacology with 
effective communication and adaptation 
to the illness
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Bipolar Disorder and Substance 
Abuse

• Increased substance abuse in 
bipolar disorder

• Increased bipolar disorder in 
substance abuse

• Worsens course of illness and 
treatment outcome

• Associated with increased suicide, 
violence

• Both must be treated

Complications of Bipolar 
Disorder

• Related to the underlying illness:
– Dysregulation of initiation of action, 

motivation, reward sensitivity, arousal
– Substance use disorders, anxiety disorders, 

prominent impulsivity

• Increased with unstable course
– Family history, early onset, frequent episodes, 

mixed states

• Increased suicide risk
– Combination of impulsivity and depression

Common Symptoms of Bipolar 
Mania

• Aggression
• Hostility
• Hypersexuality
• Elevated, 

expansive mood
• Extreme irritability
• Disinhibition

1. National Institute of Mental Health. “Bipolar disorder.” http://www.nimh.gov/publicat.bipolar.cfm
2. American Psychiatric Association. “Practice guidelines for the treatment of bipolar disorder (revision),” Am J 
Psychiatry. 2002;159(April suppl)
3. Shulman KI, and Hermann N. “Bipolar disorder in old age,” Canadian Family Physician. 1999;45:1229-1237.

• Verbal agitation
• Motor agitation
• Sleep-wake cycle 

disturbance
• Flight of ideas
• Grandiosity
• Poor judgment

Common Behavior Problems 
Described by Nurses in LTC

• Screaming
• Verbal or Physical 

Aggression
• Personality 

Clashes
• Wandering
• Depression
• Resistance to help 

with ADL’s

• Suspiciousness, 
accusations, paranoia

• Not sleeping at night
• Recklessness, 

careless behavior
• Repetitive questions 

or demands
• Sexually 

inappropriate 
behavior

1) Baumgarten M, et al. Ann Intern Med 1994

2) International Psychogenic Association, Behavioral and Psychological Symptoms of Dementia 
Educational Pack, Module 4, 1998

Types of Behavior Problems with 
Dementia/Alzheimer’s Disease

Type Examples

Physically 

Aggressive

Pushing, biting, hitting, scratching, grabbing,  

throwing objects, spitting, kicking

Physically 

Nonaggressive

Wandering, pacing, elopement, intruding on 

others rooms, constant searching, inappropriate 

voiding, repetitious mannerisms

Verbally

Aggressive

Screaming, yelling, cursing, swearing, making 
strange noises, temper outbursts

Verbally 

Nonaggressive

Constant requests for attention, complaining, 
whining, negativism, repetitive questioning, 
repetitively calling out, rambling disjointed 
sentences

Behavioral Sensitization in 
Bipolar Disorder?
• Repeated catecholamine stimulation 

– Stimulants or Sedative/ETOH withdrawal
– Manic/mixed episodes
– Increases both motor and reward effects
– Female animals are more susceptible

• Cross-sensitization 
– Across stimulants and between stimulants and 

stressors, stimulants and nicotine, alcohol
– Could increase episode frequency and susceptibility to 

substance abuse
• Sensitization requires activation of excitatory 

amino acid systems and includes increases in c-
fos expression and other systems related to 
plasticity and to neurotoxicity

• Prevented by ‘mood stabilizers’ (Yang et al 2000, 
2001)
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Behavioral and Neural Plasticity

• Major affective disorders may be 
associated with long term 
‘degenerative’ changes, including 
loss of neurons and gray matter

• Neurotoxic mechanisms overlap with 
those of sensitization and kindling

• Certain mood stabilizers protect 
against both behavioral and neural 
toxicity

Effective Pharmacological 
Treatments

• Effective treatments must address 
the underlying illness
– Initiation of behavior
– Sensitization-like mechanisms
– Long-term plastic changes

• Effective treatments must be 
understood and practical for patients

Phases of Bipolar Illness Treatment

0-2 months               2-12 months                          Indefinite
Symptomatic            Functional                           Stability/adaptive

Episode Continuation Maintenance

Each phase will have:
1) Very specific treatment goals
2) Specific pharmacological & nonpharmacological 
treatments/interventions

Two Drug 
Therapy

55%

Single Drug
Therapy

45%

Divalproex + Atypical
37%

All Other Options 
and Drugs 

23% Atypical 
+ SSRI

6%     

Divalproex + 
SSRI
16%

Divalproex 
+ Lithium 

8%

Atypical 
+ Lithium

8%
Divalproex ER

68%

Lithium
17%

All Other
Options 15%

Commonly Used Therapies for 
Maintenance of Bipolar Disorder 
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Market Measures/Cozint, June-July, 2003.

F329 - Unnecessary Meds: 
Regulations 
• Each resident’s medication regimen must be 

free from unnecessary medications.  An 
unnecessary medication is any medication when 
used:
– In excessive doses (including duplicate therapy); or
– For excessive duration; or
– Without adequate monitoring; or
– Without adequate indications for its use; or
– In the presence of adverse consequences which 

indicate the dose should be reduced or discontinued; or
– Any combinations of the reasons above

F329 - Unnecessary Meds:
Indication
• Lots of opportunities for or circumstances that 

warrant evaluation of medication’s indication:
– Admission or re-admission
– Multiple prescribers
– New medication order, especially if used as 

emergency measure
– Psychiatric disorder or distressed behavior
– Change in condition, decline in function, new 

symptom/condition
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F329 - Unnecessary Meds:
Indication (continued)
• Considerations include whether….

– An appropriately detailed evaluation/assessment has 
occurred

– Other causes of symptoms have been ruled out
– Signs, symptoms are persistent or clinically 

significant enough to warrant medication use
– Non-pharmacological interventions were considered
– Particular medication is indicated to manage that 

symptom/condition

F329 - Unnecessary Meds:
Indication (continued)
• Considerations include whether….

– Intended or actual benefit justifies potential 
risks

– Resident’s goals and preferences (including 
end-of-life needs) have been considered

– Resident has allergies to the medication or 
the potential for interactions

– Effectiveness and adverse consequences 
from previous and current therapy have 
been considered

F329 - Unnecessary Meds
Monitoring 
• Sources of information to facilitate defining the 

monitoring criteria or parameters may include 
cautions, warnings, and identified adverse 
consequences from:
– Manufacturers’ package inserts and black-box warnings;
– Facility policies and procedures;
– Pharmacists;
– Clinical practice guidelines or clinical standards of 

practice; 
– Medication references; and
– Clinical studies or evidence-based review articles that are 

published in medical and/or pharmacy journals.

F329 - Unnecessary Meds:
Monitoring 

• TABLE of sample monitoring tools and 
sources/references 

• What is the purpose of monitoring?
– To incorporate medication-related goals and monitoring 

parameters into the resident’s comprehensive care plan
• In some cases, can refer to facility’s established protocols or 

P&Ps
– To optimize medication therapy (BENEFITS) while 

minimizing adverse consequences (RISKS)
– To establish parameters for evaluating the ongoing need 

for the medications
– To verify or differentiate the underlying diagnoses/causes 

of signs and symptoms

F329 - Unnecessary Meds:
Monitoring (continued)
• What are the steps or components of 

monitoring?
– Identify the essential information and how it will be 

obtained and reported
– Determine the frequency and duration of monitoring 
– Define the methods for communicating, analyzing, and 

acting upon relevant information 
– Re-evaluate and update monitoring approaches 

• Using QUANTITATIVE and QUALITATIVE 
monitoring parameters facilitates consistent and 
objective collection of information by the facility

“Guidelines” for Effective 
Prescribing for Geriatric Patients
� Review all medications for elimination before adding a new one

� Don’t prescribe drugs for every minor symptom

� Set priorities in therapy

� Select a drug that treats more than one problem/condition

� Review contraindications & drug interactions

� Start low, go slow, but get there

� Monitor for compliance & and for adverse reactions

� Set reasonable treatment goals and lengths of therapy

� Remember that drugs may cause illness/problems

� Be wary of using new drugs on the frail elderly
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Barrier (Perils) Expert Approach (Pearls)

Delaying the initial diagnosis Heightened vigilance for early psychosis 
symptoms

Neglecting to establish a 
relationship with the patient Build rapport beginning with first interaction

Slow initial dose titration to 
avoid side effects

Rapid dose initiation to gain early control over 
acute symptoms

Focus on acute management Think long term when selecting your acute 
medication 

Ad hoc medication selection Rational approach to medication selection 
based on patient profile

Failure to give adequate 
therapeutic trial Commit to a treatment and stick with it

Break in continuity of care 
following discharge

Assure continuity and coordination of care, 
including offering intermediate care 

Lack of vigilance around 
relapse Stay alert for first sign(s) of relapse

Barriers & “Expert” Approaches to 
Achieving Optimal Performance Mood Stabilizer Dosing

Medication QD BID TID

Divalproex Sodium ER

carbamazepine

ethosuximide

lamotrigine

levetiracetam

oxcarbazepine

phenobarbital

phenytoin

primidone

topiramate

zonisamide

1.DEPAKOTE ERpackage insert, Abbott Laboratories. 2. Tegretol, Novartis Pharmaceuticals. 3. Zarontin 
package insert, Pfizer Inc. 4. Lamictal package insert, GlaxoSmithKline. 5. Keppra package insert, UCB Pharma 
Inc. 6.Trileptal package insert, Novartis Pharmaceuticals. 7.Donnatal package insert, Wyeth Pharmaceuticals. 8.
Dilantin package insert, Pfizer Inc. 9. Mysoline, Xcel Pharmaceuticals Inc. 10.Topamax package insert, Ortho-
McNeil Pharmaceutical Inc. 11.Zonegran package insert, Eisai Inc.

FDA Labeling of Atypical 
Antipsychotics for Diabetes

• September 17, 2003 –Updated product labeling for al l 
atypical antipsychotics to include a warning (not a  
black box) about additional information on 
hyperglycemia and diabetes

• "Increased attention to the signs and symptoms of 
diabetes mellitus may lead to earlier detection and  
appropriate treatment, and thus may reduce the risk  
for the most serious outcomes”

• "Assessment of the relationship between atypical 
antipsychotic use and glucose abnormalities is 
complicated by the possibility of an increased 
background risk of diabetes mellitus in patients wi th 
schizophrenia and the increasing incidence of 
diabetes mellitus in the general population.”

Atypical Antipsychotics and 
Metabolic Disorders

For Patients Receiving Atypical Antipsychotics

• Hyperglycemia, in some cases extreme and associated with 
ketoacidosis or hyperosmolar coma or death, has been reported 
in patients treated with atypical antipsychotics

• Patients with an established diagnosis of diabetes mellitus who 
start treatment should be monitored regularly for worsening of 
glucose control

• Patients with risk factors for diabetes mellitus (eg, obesity, family 
history of diabetes) who start treatment should undergo fasting 
blood glucose testing at the beginning of treatment and 
periodically during treatment

• Any patient undergoing treatment should be monitored for 
symptoms of hyperglycemia including polydipsia, polyuria, 
polyphagia, and weakness

1. Zyprexa package insert, Eli Lilly and Company.
2. Risperdal package insert, Janssen Pharmaceutica Products.
3. Seroquel package insert, AstraZeneca Pharmaceuticals.

Actual Physician Progress Notes F329 - Unnecessary Meds:
Tapering/GDR
• Tapering of any medication may be indicated 

when, for example:
– the resident’s clinical condition has improved/stabilized
– the underlying causes have resolved
– non-pharmacological interventions have been effective

• Goal of GDR: 
– Evaluate the continued need for the medication, and
– Determine whether the resident is being maintained on 

the lowest effective dose
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F329 - Unnecessary Meds
Tapering/GDR (continued)
• Opportunities for evaluation of medication, in 

regards to duration/dose:
– Consultant Pharmacist’s MRR
– MD’s visit or signing of orders
– During quarterly MDS review

• What to evaluate:
– Resident’s target symptoms and the effect of the 

medication on symptoms (e.g., severity, frequency)
– Changes in resident’s function during previous quarter 

(e.g., MDS)
– Whether resident experienced any medication-related 

adverse consequences during previous quarter

F329 - Unnecessary Meds
GDR/Tapering for Antipsychotics

• Frequency of GDR: Within 1st year after admission on 
antipsychotic or after initiation:
– GDR in 2 separate quarters, with at least one month between 

attempts
– After 1st year, once per year

• GDR is clinically contraindicated if:
– (Behavioral Symptoms of Dementia) Residents target 

symptoms returned or worsened after MOST RECENT GDR 
attempt within the facility AND physician has documented 
clinical rationale

– (Psychiatric Disorder) Continued use is in accordance with 
relevant current standards of practice AND physician has 
documented clinical rationale, OR

– Resident’s target symptoms returned or worsened after 
MOST RECENT GDR attempt WITHIN facility, AND 
physician has documented clinical rationale

F329 - Unnecessary Meds
Tapering for Psychopharmacological Meds

• Psychopharmacological meds now grouped 
together, so more than just 
benzodiazepines…any med used for managing 
behavior, stabilizing mood, or treating psychiatric 
disorders 
– What classes might this include or impact? According 

to Table 1….
• Anticonvulsants
• Antidepressants
• Anxiolytics - including buspirone

F329 - Unnecessary Meds
Tapering for Psychopharmacological Meds

• Tapering is clinically contraindicated if:
• The continued use is in accordance with 

relevant current standards of practice AND
• MD has documented clinical rationale

OR
• Resident’s target symptoms returned or 

worsened after MOST RECENT GDR attempt 
WITHIN facility, AND

• MD has documented clinical rationale

F425 - Overview

• Pharmaceutical Services Procedures
– Acquiring
– Receiving
– Dispensing
– Administering
– Disposal
– Labeling/Storage, including controlled 

medications
– Authorized Personnel
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Bipolar Disorder: Transition From 
Acute to Maintenance Treatment

• First 1-6 months is crucial: from syndromal recover y to 
functional recovery

– Initially, adjust medicines for tolerability
– Continue successful treatments: the best way to pre vent relapse 

is to continue successful treatments; the best way to bring 
relapse on is to change or withdraw them too early or too quickly

– Institute monitoring and other structural aspects of treatment including 
treatment for complications like substance use disorders

• Transition to maintenance – as patient becomes able to 
handle normal living and working conditions

– Gradual taper of poorly tolerated or presumably nonessential 
treatments

– Reinstate medicine or interrupt taper if early signs of trouble

American Psychiatric Association. Am J Psychiatry. 2002;159(Suppl 4):1-50.
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Importance of Maintenance 
Treatment for Bipolar Disorders

• 90% of patients have subsequent mood 
episodes

• Prior to the treatment era, episode 
frequency increased and euthymic 
interval decreased over time

• Lifetime maintenance treatment is 
recommended after 1 manic episode

Hirschfeld et al.Am J Psychiatry. 2002;159(suppl):1-50.

Bipolar Treatment: Three Phases

Acute Continuation Maintenance

Sachs et al. 1996 J Clin Psychopharm16 (2suppl1):32s-47s; Swann J Clin Psychiatry
66(suppl 1) 7-12, 2005; Tohen et al. 2000 Am J Psychiatry157:220-228.

0 - 8 weeks 1 - 6 months Indefinite

Syndromal 
recovery

Functional 
recovery

Maximized 
function; stability

Maximize mood-
stabilizers; 
adjunctive 
treatments

Optimize 
tolerability; taper 
adjunctive when 
possible

Optimize; 
anticipate 
prodromes

Support/structure; 
education; involve 
family

Behavioral; 
systems; institute 
monitoring

Strategies to 
optimize 
adaptation

Goal:Goal: Achieve best functional outcomes Achieve best functional outcomes 
by reducing frequency of relapse by reducing frequency of relapse 

Summary of the Optimal Care 
Process in Bipolar Disorder

Objective:
Consider acute 
symptom control 
with long-term goals

Objective: Adjust 
treatment program 
to achieve stability 

Objective: Maintain 
care to minimize 
relapse

Objective: Make 
proper diagnosis, 
communicate it to 
patient

Goal


