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Box 2 
Recommended investigations for
apparently depressed older
patients with somatic symptoms
•Full blood count
•Erythrocyte sedimentation rate
•Urea and electrolytes
•Liver function tests
•Fasting glucose
•Bone profile
•Thyroid function tests
•Vitamin B

12
and folic acid

Further tests may be indicated by 
symptoms or results of baseline tests

Table 2 
Simplified treatment recommendations for depression
Severity

Persistent subthreshold 
symptoms (>2-3 months)
Mild

Moderate

Severe

*Consider antidepressants if previous moderate to severe depression, dysthymia or mild depression + complicates management of
chronic condition.
† First line if ≥2 years (dysthymia)
‡ CCBT and guided self-help not routinely recommended but could be considered for self-motivated individuals. Supervised exercise
could be considered but only as an adjunct to other treatments
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pseudodementia.18 At the same time,
depression, apathy and irritability are
common in the early stages of dementia.13

In patients with pseudodementia, acute
onset, prominent memory loss, variable
cognitive impairment and frequent 
‘don’t know’ answers may suggest the
diagnosis.19

Behavioural disturbance e.g.
aggression can be a sign of depression in
older people, especially in association
with dementia.9 

ASSESSMENT: ARE RATING
SCALES HELPFUL?
DSM IV criteria were generated to reflect
symptoms in young people,10 and they
are difficult to apply to older patients,
whose somatic symptoms may be
caused by depression, physical health
problems or aging itself. 

An alternative is provided by AGECAT
which is a computerised diagnostic
system designed for use with the
Geriatric Mental State (GMS, a 157-item
standardised semi-structured psychiatric
interview which places a greater
emphasis on psychological symptoms.
AGECAT categorises depression as
subclinical (severity level 1-2) or case level
(severity level 3-5). The prevalence of
case level depression (8.7%)20 is much
greater than that of DSM IV depression
but, unfortunately, the diagnostic criteria
have not been published.

The PHQ-9 is based on the DSM IV
criteria for major depression and is
subject to the same limitations. A good
case can be made for replacing it with
the 15-item version of the Geriatric
Depression Scale which almost entirely
avoids somatic questions. This is a

screening, not a diagnostic tool and does
not evaluate symptom severity;
nevertheless, it is thought to be a reliable
measure of depression severity (see 
box 1, p18).21

Almost half of older patients with
major depression also meet the
diagnostic criteria for an anxiety
disorder.22 Comorbid generalised anxiety
disorder should not be diagnosed as a
separate disorder if it is experienced only
during the course of a depressive illness
but is nevertheless a marker of
depression severity. The GAD-7
questionnaire is a useful screening tool
with a threshold score of ≥ 10.

Physical illness
When making a diagnosis of depression
in older patients, it is important to
consider whether it is associated with an
underlying physical condition. We should
screen for endocrine disorders (thyroid
and parathyroid conditions are most
common), occult malignancy (especially
pancreatic cancer) and nutritional
deficiencies (vitamin B
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, folate or vitamin

D deficiency), see box 2, above.19,23

GENERALISED ANXIETY
DISORDER MANAGEMENT
NICE recommends a stepped care
approach to the management of
generalised anxiety disorder (GAD). 
If patients have marked functional
impairment or if low intensity
interventions are ineffective, we are
advised to offer either individual CBT or
an SSRI.24 Unfortunately, there is very
limited evidence from studies in older
patients to support this guidance. 
A recent RCT of CBT for primary care

patients aged ≥ 60 reported a significant
improvement in worry severity and
depressive symptoms, but no effect on
GAD severity.25 The only published RCT
of SSRIs in older GAD patients
suggested that citalopram was effective,
but the study was very small.26

DEPRESSION MANAGEMENT
NICE recommends that those with mild
or persistent subthreshold depression
should be offered low intensity
psychosocial interventions, whereas
those with moderate to severe
depression should be offered 
a combination of antidepressants 
and CBT (see table 2, above).27

Low intensity treatment
There is some evidence of short-term
benefit from physical exercise
programmes, but these probably need
to be continued long-term for the
improvement to be maintained.28 Guided
self-help provides only limited short-term
benefit;29 life review group therapy is a
promising alternative which attempts to
change patients’ negative evaluations of
their past lives.30

High intensity treatment
Antidepressants are effective in older
patients but the antidepressant-placebo
difference is smaller than in young adults
with an NNT of 7-8.31 At the same time,
there is a greater risk of clinically
significant side effects among older
patients and all classes of
antidepressants are associated with
increased mortality.32

There is evidence that SSRIs are
slightly better tolerated31 and NICE
recommends their use.27 However, a
recent cohort study found that tricyclics
were the safest class of antidepressants
in older patients and that SSRIs were
associated with the highest risk of falls
and hyponatraemia.32 SSRIs are also
associated with an increased risk of

NICE
Without chronic 
condition27

Low intensity psychosocial
intervention*

Antidepressants
+ individual CBT
or interpersonal
therapy

British Association for
Psychopharmacology31

Consider antidepressants†

Antidepressants are an option +
should be considered if persistent
(>2-3 months) or previous
moderate to severe depression‡
Antidepressants are first-line
treatment.‡ Psychological
treatments (CBT, behavioural
activation or IPT) are an alternative
in mild to moderate depression
Antidepressants + CBT or
behavioural activation

With chronic
condition12

High intensity
psychological
intervention,
preferably 
group CBT
Antidepressants +
individual CBT




