
FIGURE 2
An example of a
systematic
approach to using
pharmacological
intervention in
depression;
adapted from ABC
of Depression and
Anxiety29
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as well as possible physical causes of
somatic symptoms.

MANAGEMENT
Depression is not a normal part of
ageing and, even if there are
understandable triggers, this should not
deter GPs from offering treatment.
Indeed, early intervention is
recommended, as a short duration of
untreated illness improves the likelihood
of response.18 Management involves a
stepped care approach. 

For persistent subthreshold
symptoms, or mild to moderate
depression, low intensity psychological
or psychosocial interventions should be
considered. These could include sleep
hygiene advice, behavioural activation,
CBT, structured exercise, referral to a

certain beta-blockers, montelukast,
corticosteroids and also proton pump
inhibitors. Mania in older people should
not be ignored and may indeed present
later in life, with steroids being a
relatively common cause of manic
presentations.

If a patient presents with mood
disturbance, either  elevated or low
mood, blood tests may help direct
management should a contributory
medical factor be identified. Suggested
tests include:
•Full blood count
•Renal profile
•Thyroid function 
•Vitamin B

12 
and folate 

•Glucose
These tests may help identify

potential causes of mood disturbance,

be completed in older people
presenting with a possible mood
disorder. If there is a significant degree
of impairment, information from a family
member or another person may be
helpful. On cognitive testing, you may
find that a patient with an underlying
dementia lacks insight into their
memory loss, whereas an older person
with a primary mood disorder maintains
this insight. Another possible finding on
cognitive testing may be preservation of
higher function such as problem solving
and speech but reduced concentration.

In older people, a medication review is
essential as there are a number of drugs
that may have been prescribed for
comorbidities which may be
contributing to their mood disturbance.
Depression is a recognised side effect of

PHQ-9 score > 10 or persistent
symptoms despite non-drug
interventions

Commence antidepressant
(normally SSRI unless
contraindicated)

Minimal change (≤2 points in PHQ-9
score) then consider switching 
to a different medication class 
(e.g. venlafaxine or mirtazapine)

If present, consider CBT for
insomnia or short course of
hypnotics

If absent, increase dose or offer
concurrent psychological
therapy

Review at 4-6 weeks 
and repeat PHQ-9

PHQ-9 = Patient Health Questionnaire-9

If residual symptoms remain consider: 
•A further dose increase
•Starting again with a different antidepressant
•Prescribing advice or referral for consideration of augmentation

Partial response (PHQ-9 score
decreased but still  ≥5) then assess
for ongoing sleep difficulties

Full response (PHQ-9 score < 5)
then continue current dose

Review at 4-6 weeks 
and repeat PHQ-9


