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Potential for

Bias and Mitigation

- The use of some antidepressants,
antipsychotics, and several other psychotropic
medications will be discussed during this program.

e Generic names wi

| be used

 Generic forms are available for almost all

medications that will

be mentioned.



Outline

Prevalence and treatability

Clinical course under usual care conditions

Argument for a systematic approach (“protocol”, “algorithm”,

“clinical pathways”, “stepped care”)
Role of clinical skills

Treatment-resistant depression



Treating Late-Life Depression:
Fighting therapeutic nihilism

One of the few medical
conditions in which treatment
can make a rapid and dramatic
difference in an elderly
patient’s level of function and
quality of life



Major Depressive Disorder in Older Adults
Prevalence and Treatability

e High prevalence!
0 31to 5% in the community
o 10 to 15% in clinical settings

» Absolute numbers increasing with greying population

* Highly treatable!
173 patients treated over one year with five-step algorithm:
87% response — 4% non-remission — 9% drop-out

Blazer et al, 2003, Whyte et al, 2004



Major Depressive Disorder in Older Adults
Clinical Course Under Usual Care Conditions

e Low Initiation of treatment
e Poor adherence

o Early treatment drop-outs
e Partial remission

e Recurrence

« Chronicity

T Disability

T Use of health care resources
T Morbidity and mortality
Suicide




“How do we improve the quality of mental health
care? [...] We can do much better by delivering
the treatments we have today. We can save lives
—many lives — simply by closing the
unconscionable gap between what we know and
what we do.”

Tom Insel
Final blog as NIMH director

October 29, 2015




A Tale of Two Approaches

What we know: What we do:
Systematic Approach Usual Care

e Based on best evidence or  Based on fad “du jour”
guidelines « Little cumulative experience

» Clinical experience based on due to small numbers of
large number of patients patients receiving many

« Keeping the course: the different medications
clinician is protected against  lll-advised or ill-timed changes
personal biases, pressures In treatment
from the patient or family « Focus is on the treatment

* Focus is on the patient (making decisions is

exhausting)



Measurement-Based Care vs. Standard Treatment
While Controlling for Antidepressants
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PROSPECT:
Cumulative Probability of Remission

100

80

60

40

20

Remission defined as <10 on
Hamilton Depression Rating Scale

— Intervention?
Usual care

§
Time (months)

12

18

Alexopoulos et al (2005) Am J Psych



PROSPECT:
Probability of Being Treated

FIGURE 2. Percentage of Depressed Older Primary Care Pa-
tients Who Received Treatment for Depression, by Assess-
ment Point
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Clinical Skills Remain Essential for Successful
Antidepressant Treatment

e Patients must be seen regularly

o Patients must be encouraged and supported to take
dose regularly as prescribed

o Patient’s personal illness model should be
addressed

e |t takes 2-6 weeks for beneficial effects
« Side effects occur right away (but many wear off)
 Need for continuation and maintenance treatment

Mulsant et al (2003) CNS Spectrum



Response Rates in 13 Studies of Treatment-
Resistant Late-Life Depression

Proportion Meta-Analysis Plot for Included Studies With Weighted Response Rates and 95% Confidence Intervals®
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Conclusions

Late-Life Depression:

e Can be effectively treated

* Requires a systematic approach
e Success requires persistence
Do Not Give Up!
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