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Epidemiology

- Prevalence:
- 1-10% of elderly in general population

- Rate is higher in those who require HH (13.5%) and hospitalization (11.5%-36%)

- Incidence: 7 per 1000 person years

- Demographics:
- Women > men

- Higher severity of depression in minority groups, especially Black and Hispanic 

- Differences in most reported symptom on PHQ8 + treatment

- Ex: Compared to non-Hispanic white participants - black participants = less likely to 

receive medication/counseling (black women = 80% less likely than non-Hispanic white 

women to receive tx); Asians = higher anhedonia and difficulty concentrating

- Another study: OR higher in certain ethnicities (Cuban, Puerto Rican, Asian Indian, Native 

Hawaiian/Pacific Islander) as compared to non-Hispanic white group



Risk Factors

● If onset is later in life → less likely to have FHx, less of a role of genetics

● Risk factors

Female sex Social isolation Widowed/divorced/separated

Lower SES Comorbidities Uncontrolled pain

Insomnia Functional/cognitive impairment Living in a nursing home



Diagnosis

From ACP Hospitalist Coding Corner: 

“The patient in full remission is one who has had no significant signs or 

symptoms for over two months following an MDD episode. Partial remission 

describes a patient who has persistent symptoms that no longer meet the full 

criteria or who has gone less than two months without significant symptoms 

following an episode.”



Diagnosis continued

History:

1. Ask about medical conditions (e.g. pain, constipation) that are not being 
addressed adequately.

2. Assess for other symptoms: anxiety, irritability, showing up to the office w/ vague 
complaints

3. Ask about duration: ≥ 2 weeks
4. Ask about delusions/hallucinations, sx of mania/hypomania, substance use, 

medications, recent loss/bereavement/stressor/conflict/job loss
5. Does the patient seem to lack motivation to participate in treatment or engage with 

providers? 
6. Ask about h/o stroke, h/o Alzheimer
7. Administer PHQ-2/9 or GDS-5/15

https://www.aafp.org/afp/2012/0115/hi-res/afp20120115p139-t5.gif



Diagnosis continued

Physical Exam/Labs/Imaging:

1. MoCA/MMSE/clock drawing

2. PE is guided by history

3. Labs: CBC, CMP, TSH w/ FT4, B12, folate, vitamin D, RPR, UA, UTox

4. Imaging: if suspect structural brain disease



Suicide Assessment

● Demographic risk factors: male sex, Native American/Alaska Native or white, age > 65, veteran 

status, LGBTQ

● Other risk factors: comorbidities, chronic/inadequately treated pain, terminal/worsening illness, 

social isolation, personality d/o, prior SA, FHx, EtOH abuse

● Elderly: 13% of population, 24% of completed suicides

● Fewer attempts but more successful

https://www.americashealthrankings.org/explore/annual/measure/Suicide/population/suicide_85plus/state/CA?edition-year=2018

https://www.semanticscholar.org/paper/Screening-for-Suicide-Ideation-among-Older-Primary-Heisel-Duberstein/22d10cf12c2af90a1a2a91715c572a3b5db76f19/figure/0

Subpopulations: Suicide, California, US, 2018

Subpopulations: Suicide, California, US, 2018 (all ages)

https://www.americashealthrankings.org/explore/annual/measure/Suicide/population/suicide_85plus/state/CA?edition-year=2018


Suicide Hotlines in LA County

Asian Pacific Counseling and Treatment Centers
http://www.apctc.org
213-252-2100 (Multilingual)

Didi Hirsch – Suicide Prevention Hotline
http://www.didihirsch.org
877-7-CRISIS or 877-727-4747

National Suicide Prevention Lifeline
http://www.suicidepreventionlifeline.org
24 Hour – Local Referrals
1-800-273-TALK (8255)
1-888-628-9454 (En Espanol)
1-800-799-4TTY (4889)
VETERANS PRESS “1”

Los Angeles County Department of Mental Health
dmh.lacounty.gov
800-854-7771
24 Hour Bilingual

http://www.apctc.org/
http://www.didihirsch.org/
http://www.suicidepreventionlifeline.org/
http://dmh.lacounty.gov/


Suicide Risk Assessment Summary

1. When screening for depression, be on the lookout for SI

2. If patient has SI - is it morbid, passive, or active?

3. Assess for:

a. Previous attempts and methodology,, self-harm behaviors, rehearsal behaviorals

b. Frequency, duration, and intensity of intent

c. Ability to plan for the future

4. If active - call 911 or have family member take patient to ED

5. If passive - list coping strategies, personal support ppl (names and numbers), professional 

support people, hospital/911, “how will you know when you need support?” 

a. Safety Plans are NOT binding and might not change anything, BUT it shows that you are listening and 

that you care

6. DOCUMENT YOUR DISCUSSION

7. Remember: HIPAA; ask patient if you would be able to share this information with 

family/caregivers

8. When in doubt, call 911 for Welfare Check



Management

1. Non-pharmacologic treatment - refer to mental health specialist

a. Order: Referral to Behavioral Health (UFHC)/Specialty Referral to BH (MV)

b. Consider calling or providing information about GENESIS (213) 351-7284

c. Lifestyle changes: support/socialising, exercise, diet, activities

2. Ensure proper tx of comorbidities, including thyroid dz, DM, pain

3. Pharmacologic treatment - next slide

4. If thinking of adding an agent or switching to an agent with a different MOA, 

consider Psychiatry referral

5. Can monitor with serial PHQ9s



Management: Pharmacologic

1. Review Beers Criteria:

a. DOWNLOADABLE POCKET GUIDE: 

http://files.hgsitebuilder.com/hostgator257222/file/ags_2019_beers_pocket_

printable_rh.pdf

2. Follow up within 2 weeks to discuss concerns, medication tolerance, adjust dose

3. Follow up within 4 weeks to assess response/worsening, side effects

4. Duration: 

a. After an initial episode: continue for 6-12 months. If taper → 30% risk of 

relapse

b. After 2nd episode: continue for 2 years

c. After 3rd episode, there’s a very high chance that they will get a 4th 

episode: lifelong therapy

5. Other tx options: ECT, adjunctive meds (Abilify, Seroquel)

http://files.hgsitebuilder.com/hostgator257222/file/ags_2019_beers_pocket_printable_rh.pdf


Management: Pharmacologic

Antidepressant Notes Pros Cons Taper

SSRI 1st line, 

monitor for SI 

early in tx

Fewer side effects, 

Paroxetine - sedating, 

fluoxetine/sertraline/e

sci/citalo - non-

sedating

Parkinsonism, 

anorexia, SB, hypoNa, 

QTc (Celexa)

Not needed w/ 

fluoxetine

(long T1/2) 

though could 

still taper

SNRI 2nd line, take 

in AM or PM; 

venlafaxine 

XR = less GI 

s/e than IR

Venlafaxine -

activating, comorbid 

pain, Duloxetine -

sedating, comorbid 

pain

Venlafaxine - incr BP, 

HR, Duloxetine = drug 

interactions

Yes

Mirtazapine 2nd line, take 

in PM

Good for insomnia, 

those w/ low weight

Mirtazapine - dose 

adjust for renal/hepatic 

dysfxn, weight gain

Yes



Management: Pharmacologic

Antidepressant Notes Pros Cons Taper

Buproprion Take in AM or mid-

afternoon

Activating, DA 

action = can help pt 

w/ PD

Avoid in seizure disorders, pt 

w/ agitation, EtOH use, 

concurrent use of BZDs

Yes

Trazodone Take in PM Can help w/ 

insomnia

Orthostatic hypoTN, nausea; 

anti-depressant effects at 

higher doses which incr s/e

Yes

TCAs Last line May be useful in 

those who haven’t 

responded to other 

tx

Anti-cholinergic, drug 

interactions, can be cardiotoxic, 

orthostatic hypoTN, arrhythmia

Yes



Summary

1. Depression is still an issue in the elderly, especially women and minority groups

2. Risk factors: low SES, isolation, comorbidities/uncontrolled pain

3. Administer PHQ2/9, GDS5/15

4. Evaluate mental status, consider obtaining labs to check for other causes of depression

5. Assess for SI - assess intent, plan, means

a. Safety Planning is not binding but it allows the patient to be heard

b. When in doubt, call 911

c. DOCUMENT 

6. Non-pharmacologic tx: Order a Referral to Behavioral Health + lifestyle mgmt

7. Pharmacologic: SSRIs > SNRIs/mirtazapine

a. Taper meds 
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Questions?


