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*+The number of Ameticans 70 Miflion|
aver the age of 65 Is expected

to grow to 62 million by 2025 3 eomiton
*The number of oider adults §

suffering from mental = 50 Millon
disorders wifl tise at a simifar, 2

if not faster, growth rate £ somaion
*18-28% of elderly population 2

has significant psychiatric B 30 Mitlor]
symptoms

+Between 7,218,060 and 20 Milllors

Why Focus on Geriatric Mental Health?

11,228,000 older adults wkl

have signiticant psychiatric

2002 2025

symptoms by 2010

Top 10 Recommendations of White House Conf

10,

on Aging Delegat

Reatthorize the Clder Americans Act within the first six monilis following the 2005
Whita House Conferencs on Aging

Dovelop a coordinated, comprehensive long-term care sirategy by supporting public
and private seclor intlatives that address Tinancing, cholce, quiality, service detivery,
and lhe paid and unpaid worklorce

Enaure 1hat older Americans hava Yranspontation oplions fo retaln Lheir mobiflty and
independence

Srrengthen and improve the Medicaid program for seniors
Strengthen and fmprove the Medicare program

Support geriatric education sod (raining for all healthcare prefessionals,
paraprofessionals, healll: profession students, and ditec! cara workers

Premote innovative models of non-institutionat long-lerm care
and treal

Improve re

ior t of mental #inose and depression
among clder Americans

Attain adequate numbars of heaithcare personnel in all professions who are skilted,
fitally comp 2l spocializet in geralr
improve stale and local based integrated defivery systems to meel 218t cenitty
needs of seniors

‘Top 10 Recommendations of 2005 White House Conference on Agling

Aeaulhorize the Older Americans Act within the fivst sl manths following the 2005
White House Conference on Aging

Develop a cocrdinated, comprehensive long-term cefe strategy by supporting pubfic
and private seclor initiatives that address financing, cholee, quallty, service dolivery,
and ?hn paid and unpaid workforce

Ensurs thal older Americans have ransportation options to relain their moblity and
independence

Slrengthen and Improve tha Medicaid program for seniors
Stronglhen and Improve the Medicare program

Suppon gerlatric education and training for all healthcare prefessionals,
paraprofessicnals, haalth profession students, and direct care workers

Promote innovalive models of non-instiltional long-lerrs care
Improve recognition, assessment, and treatment of mental
iiness and depression among older Americans

Attain adequate numbers of healthcare personnel in all professions who are skilled,
suflurally competent, & leilzed in ¢ £

Improve state and loca! based Integrated defivery systems to meet 21sl century
noeds of seniers

Good Mental Heaith is the Foundation for
Overall Health, Quality of Life and Independence

Factors that increase risk of depression:
Medical Hiness (cardiovascular disease)
Disabllity

Cognitive Decline

Saclal Isglation

1056 And Other Negative Events

Genetic Vulnerability

LR

Depression Increases the risk of:
Medical lliness

Dlsablkty

Sochal Isofation

Cognitive Decline

Loss Of independence

Relocationnstitutl El oy b4,

Sulcide And Deaths From Other Causes

R
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Severe Mental lilness
PDoes Not Protect From Aging-Related Losses

Residents of “Aduil Homes™ with
History of Menlal lliness:

+ Chronic Medical Condgitlons {diabetes, hypertension}
+ Declining SeH-Care abllitles

+ Declining Outside Interests

» Loss of Parents, Sifngs

+ Decllne in Decislon Making abilities

Prevatence of Major Depression
Diagnosis Among Older Adults

I Community
£ Primary Care

3 Homeboung

& Medlonl Hoespitad
C Aasisted Llving
® Homa Healthcere!
# Nursing Homes

Setting

Outcomes: AUL Decline at One Year Follow-up
(Home Healthcare Patignts}

25%
20% -

15% -
%with ADL 1%

Decline o

5%

0%
None Minor Major Depression

Oulcomes: Adverse Falis
{Home Healthcare Fatlenis Matched by Age, Admission Month, LOS)

%with SCC
OASIS 25
Depresslon 26
153

Cases Controls
Adverse Fall Event

Outcomes: Depression and Re-Hospitalization (Cumulative)
(Home Healthcare Fatianis)
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Manthe of care

Qutcomes: Depression and Medicare Part D Benefits
(Congregate Meal Reclpients)

Agore C2.2: Percartage ot Pianningto Enrollin
AnyPlam, Dy Deprosalon
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What Is the Evidence Base for Gerlatric Mental Health?

Depression

*  Treatment: Efticacious medication and psychotherapy
treatments for mild to modesate depressiont

Nik hon I: {epressions (severe, psy
features, bipoles, execulive Jysluncllon}
*  Primary Care:

* Detection and Screening

* Collaborative Care Models

+ Care Managemsant Models
* PROSPECY
* MPACT
+ PRISM-E

OCutreach Models

Depression Remains Typically Overlooked and Unireated

Tdentified Treated

Heme Healthcare Patients with
Mnjor Depression

Primary Care can collaborate with MH Specialty to:

Improve Mental Health Assessment

1. Counsel Patients about Depression
2.Include Diagnostic Assessments
3.provide Treatment and Care Management

Training in Depression Screening

+ Geriatric Depression Facts (video) @-y;_

* Depression Assessment {video) [T ye—

iy

* Tool Kit
+ Fieid Practice

* Reminders and Boosters

First: What is Major Depressive Disordet?

A syndrome of 5+ symptoms lasting > two weeks
+ Symptoms must include:
» Depressed or sad mood
OR

» Decreased interest or pleasure in activitles
= Other symptams include:
« Significant changes in appetite or weight
+ Sleep disturbances
« Restiessness of sluggishness
« Fatigue or loss of energy
+ Lack of concentration or indecision
= Fealings of worthiessness or inappropriate guilt
» Thoughts of death or suicide

Facts: Depression Is Caused By:

.

*

*

Multiple factors interacting with each other.

% Gehelics

% Medical ilness (especially cardiovascular}

< Psychological trauma.
Depression can ocour without any cbvious stressful event,
Depression is a Biologlea! Hiiness

Batrirtnd wis paririsston S1om Sk
Quacepa, U

o8,
‘Biskoplal Fayeieaky Biarch, Rbalgn of
a8 Rebsrch Fragraca, [GHH,
£

Nan-Tepressed Brain

Depressed Brain
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Challenges in Assessing Depression

Belief that depression Is:

«  A"normal” and therefore an acceptable part of aging
« A“aormal” response to iHress, disability, Isclation

+ A roflection of pour moral sharaster

+  Not treatakle

Sympioms overlap with medical illness & treatmants
»  Misattribution of physlcat symptoms to depression
+ Misatibution of depresslon symy to madical liinoss

Masked by :

= “Atyplcal symptoms”
«  Anxiely, worry,

+  disability,

» pain,

»  eogritive impalrment

Training In Depression Screening
(Home Healthcare Nurses)

Assessment Appreach must:

Use the Two-ltem Sereen as a platform

.

Add as #ttie as possibie burden or time

Be simitar lo ssscasments

Not stigmallze doprossien
Rely oh nurges' knowiedge and clinienl judgment

* Tmlinlng in making them sensitive with older
adulls

Follow-up questions ONLY whe clinically
refevant

Two tern Screen
In the Context of Physical Assessment

1 - Depressed mocd (e.9., feeling sad, tearful)
“How has your mood been in the past couple of weeks?
Have you heen leeling depressed or down? How about
sad or biue?
2 - Loss of Pleasure of interest in Usual Activities
“in the past week, have you found voursell losing inlerest
in your activities {that you are able to doj?”

it Yes to ether question, ask: .
*“How fong have you been lesiing thiz way?"
* Two weeks or more?
*“How much of the day?”
* fduch of the day (not just translent thoughis)?

Training Video

Suicide Risk Assessment

Recorram
Uiglot uktde Thmgb i Suicite
" Dhanaln i beimons ? 141 v Db b i

A
Hien

i Jolrs indf il oy povneSusey oo vk tof uhoste

Interasting with Depressed Patients

BEASSESS symplomes ot onch vislt. i symptome persist alter a month of trentmont,
contast phyaleian

BREASSURE patlents thot belng doptessed is not their fault

SUPPORT pattents by reassuring thes that they cap always aali on you or other health
«&re provide fot holp ahd support

I R, ollents 1o engage in astlvilles thet ese pleasant 1o them and thet thoy
ara st eble to do

REMING patients that depression s treatabile, but it teles time

REMAIN positive - yel matter of fact - yoursel!
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Does it Work? Three Study Arms
i Experimental Deslgn

Agencies @

HNurges

Random
Training B & M & B R & B
Assignment
Routine Typical Agency Full pesents
Training Training Partial  Training
Training

£7: Fanl Yemining: BT #aninl Teaining: O. Qontet

Ciinical Action by Leval of Nurse Trainlng Clinical Action By Depressive Symptoms

%

3 Control
A% B Mid-Level

B Fuil Tratning

Feen
Clineal
Untoosne r

Gortense Tape el Tralnfoy
e Trabsing Concition

YES
Depressive Symptoms (8CID)

Depression is treatable

*+ Antidapressants as effective in older

patients as younger patients (Reynolds et a,
2008, JAMA)

+ Pesychotherapy also as effective in older

patienis as younger patients Aran & ook,
2002 Blol. Psych.}

et s s R
hteps/fwww.geriv.org/
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Psychotherapy for late-life depression Common Adaptations
* Longer session times.
¢ 27 RCTs to gate tacking .
Aradn, 2065 Aodn & Cook, 2003) * More sessions.

+

Cognitive Behavioral

Therapy *+ “Say-it, show-it, do-it”/ “Cue and Review"
*+ Inferpersonal Therapy - R .
+ Probiom Soiving Therapy Retying on past experiences to enhance
* Brief Dynamic Therapy i(:*“'3-”""’19-
* Rerminiscence Therapy * Involving slgnificant others.
*

Bibliotherapy

Problem Solving Therapy versus Reminiscence Access barriers wuures & arin, inprossy

{Aroan at o, taRd)

* Common concerns aboui psychotherapy
30

- Stigmatization;
26 ﬁ\ — Fear of mental health settings;

— Being pressured to divulge personal information;

20

— Too time intensive;
: ==
\ O RT

~ Weorking with a therapist from a different background.

* Strategies io make therapy more helpful
- Using & medical madel of psychiatric disorders;
0 v « Collabaraling with the therapist ;
Basaline & months F 402 . <001 — integration in o low-stigma settings.

Barriers to Mental Health Referral Among Older Aduits
Participating in Home Dellvered Meais

Evidence Based Systems of Care for
Depression in Primary Care

Siray et ab, pretiminary data
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3rd Generation Depression System Ghange Interventions Managing Any Other Chronic Disease
'.";‘MPACT i Montror Deprestive Symploms
D;{g:;ﬁim D;‘:f:;i?;; TCM Educate Pasient oud Fasily
On-site Gn-site Oft-site Mandtor Adbarence
Yes Yes Yes
Maniar Side Bffect
Face to face Face o face Tolaphone
Pevvide Suppart
Telephone Face to face NA
Managing Antidepr is Like....,
Yo Yes No
” Consult or fgfer 1w AgencylOutsln Spacialise As Needed
Remission (HSCL <.5) from Major Depression
IMPACT Study ) P Remission (HDRS < 10) from Major Depression
PROSPECT Study
0% 40%
Intervention 35% - -
0% » interventlon -

30%
/\ o -
zo% 20% pd T
/ /\ 5% i Usual Care
o
. l,__/_,_——-/ sumtee = 10% V4
Ustare e
0% v 5%

s
2% .., : .

Baseline 4 mo 8 mo 12 mo

-] 3 mog & mog 12 mos

Unitzer et al., JAMA 2002 Bruce 8t at, JAMA 2004

Remission (MSCL <.5) from Major Depression e
RESPECT Study Culturat and Ethnic Diversity
= LHtle evidence that prevalence of mental liness varies

» espocially taking inlo account ...

40% + Salling
35% . .. + Madical burden and disabiity
0% intervention ~ Socioecenomic envirenment

i o = Immigration and sooial natworks
25%

* Lots of evidence that access to quakity mental heaith care varles

20% = for gxamplo:
18 / ‘./

= "Impacted” Aduit homes dispropertional ethnic minorities
106% / Lsual Care » Black HC pallents half as fikely to be Ireated for depression
- * InsuMiclent understanding of definilions of “quakity” care
o / = Evidence of racialethnic varalion in ....
' i * Treatment preferences {prayer)
Beseline 3 Mos & mos P prayer)

v Awtudes and bellels aboul mental Biness and Ireatment
* Family frvolvement

* Preforred types of providers

Dietrich ot al., BMJ 2004
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Thank you

Questions?




