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Estimated Prevalence of Major
Psychiatric Disorders by Age Group
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The Need for Geriatric EBPs:
Physiological Changes of Aging

— Metabolism- Phamacodynamics
* Increased length of drug activity
— Greater medical comorbidity

* Increased likelihood of drug-drug
interactions

— Cognition
e Influences effectiveness of
psychotherapy



The Need for Geriatric EBPs:
A Fragmented and Inadequate
System of Care

* Health Care Settings

— Primary care, long-term care, specialty outpatient
care.

* Provider Competency
— Lack of providers with geriatric expertise
 Consumer Access

— Age-related access barriers, stigma, denial
— Mental illness often un-diagnosed, under-treated



Quality of Care for Older
Adults with Mental Disorders

* Greater exposure to inappropriate
pharmacological tx

* Less likely to be treated with
psychotherapy

* Lower quality of medical care and
associated higher mortality

(Bartels, et al., 1997; Zhan, 2001 Druss, 2001)



Is There an Evidence-base
in Geriatric Mental Health?

Systematic Reviews of the Highest Levels of
Evidence for Geriatric Mental Health
Interventions and Services:

* 26 Meta-analyses
* 8 Systematic evidence-based reviews
* 12 Expert consensus statements

Evidence-based practices in geriatric mental health care.
Bartels et al., Psychiatric Services, 53(11), 2002 (In press)




Depression:
Pharmacotherapy

6 meta-analyses, 1 evidence-based review,
S expert consensus statements

 Meta-analyses: SSRIs, NSSRIs, and TCAs
have similar efficacy and treatment dropout

* Expert consensus statements recommend
SSRIs or NSSRIs over TCAs

 Pharmacological and psychosocial treatments
have similar effectiveness.



Depression: Psychotherapy

7 meta-analyses, 3 evidence-based reviews,
4 expert consensus statements

* Effective treatments: Cognitive-behavioral therapy

* Promising treatments:

— Problem solving therapy, interpersonal therapy, and
reminiscence therapy

 Combination of pharmacological & psychosocial
— More effective than either alone in preventing relapse



Dementia: Cognitive
Symptoms

10 meta-analyses, 6 evidence-based reviews,
2 expert consensus statements

e Cholinesterase inhibitors
— Slow cognitive decline

* Cognitive retraining and reality orientation
— Only temporarily and modestly improve cognition



& § Dementia: Behavioral
Symptoms

S5 meta-analyses, 4 evidence-based reviews,
4 expert consensus statements

 Pharmacological:
— Behavioral Symptoms: Modest Efficacy of Antipsychotics

— Other: Cholinesterase inhibitors, Anticonvulsants and
antidepressants may reduce agitation

* Psychosocial Interventions:
— Behavioral and environmental modification effective
— Caregiver education/support delay nursing home admission



Geriatric Alcohol Use
Disorders

1 evidence-based review &
2 expert consensus statements

* Promising treatment components:
— Age-specific,
— non-confrontational,

— brief motivational and cognitive-behavioral
therapies



Geriatric Anxiety

1 evidence-based review on psychotherapy

 Limited empirical evidence

* Conventional antianxiety agents
(ie, benzodiazepines) Effective, but
potentially problematic

e CBT is effective



Geriatric Schizophrenia

1 expert consensus statement

« Efficacy of antipsychotics supported by:

— Individual studies and general reviews

* Novel antipsychotics = 1% line treatment

 SKkills training, community support, and
family psychoeducation = recommended



Services

1 evidence-based practice review

Empirical evidence supports

community-based,

multidisciplinary geriatric mental
health treatment teams.



A Challenge to the Evidence-base: Combination Therapy

Increasing Use of Combination Therapy for Alzheimer's Patients Treated with
Cholinesterase Inhibitors Plus Other Psychotropic Agents: 1997-1999

Nursing Home 1997

Cholinesterase +1 Other

Inhibitor Only Agent
349, 34%
+3 or +2 Others
More 189%,
14%
Community 1997
+1 Other
Agent
Cholinesterase 22%
Inhibitor Only
67%
+2 Others
11%

Nursing Home 1999

Cholinesterase

Inhibitor Only +1 Other
21% Agent
34%
+3 or
More
19%
+2 Others

26%

Community 1999
Cholinesterase

Inhibitor Only
21%
+3 or
More +1 Other
3% Agent
58%
+2 Others
18%

OCholinesterase Inhibitor Only
O Cholinesterase Inhibitor + 2 Other Psychoactive Agents

B Cholinesterase Inhibitor + 1 Other Psychoactive Agent
O Cholinesterase Inhibitor + 3 or More Psychoactive Agents
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 Recent Growth in Evidence-base
A Variety of Interventions Are Well-
supported for Geriatric Populations

— 1.e., for dementia and depression

* Others Require Further Research

— treatment of of geriatric anxiety disorder and
bipolar disorder

— The increasingly common practice of
combination therapy



Implementation of Geriatric
Mental Health
Evidence-based Practices

An Integrated Evidence-based “Tool Kit”
Providing Decision Support in Planning
Treatment, and Monitoring Outcomes for
19 Domains of Symptoms and Functioning



Tool Kit Assessment and
Treatment Domains

Depression

Mania

Suicidality

Anxiety
Post-traumatic Stress
Psychosis

Hostile/Problem
Behaviors

Cognition
Alcohol/medication
misuse

Health Status and Med. Care
Self-Care Skills (ADLS)
Community Living SKkills
Social Skills
Leisure/Community Activity
Work/Educational Activity
Supports Safety

Peer Support

Treatment Self Management

* Residential Stability



The Toolkit

* Screening questions for each domain,
lead to...

* Instruments for measuring severity,
providing information for...

* Ratings on Summary Scales for
documenting severity of impairment,
resulting in...



The Toolkit

Selection of treatment planning targets and
treatment options, which are informed by...

Evidence-based practices and treatment
guidelines in the Toolkit for each domain,
which lead to...

Treatment plan (form and tools provided), all
of which results in....

Year-at-a-glance progress summaries in each
domain every quarter



Screening Questions

II. Symptoms
A. Depression (Sample Screening Questions)

The Gerigiric Depression Scale is reguired ot intoke and annually, See Toolkit for Scale.

It the past month .. hawve you been bothered by hawng little interest or pleasure i dong things?
... hawe vou heen hothered by feeling down, depressed or hopeless?
... have you had difficulty sleeping or had a poor appetite with weight loss?
....hawve you felt intated or annoved by hitle things?

» Suggested screening questions provided for
ecach domain



Crericinie Depressian Soale: ® tonplate o Admission and Avooslly orif clivical sqeening irdicates a problem Whien the
COFUSIINET ST e aTesporee to a questior, the clivican checks theborombrader the corwmer s recpoticemaches therespotee Ttke cobmn.

Checkif Qb Q L1.1) o

1. Are youbesically satisfied with your fe? ..o w L]
3. Have you dropped many of your activities and interests? . s L L | L] L[]
. 3. Do you feel that YOUE HE 8 ST e ms L L L 1L ]
4. Dovyouoflengetbored? ... me L L L 1L |
5. Are you in good spirits ost of the tiwe? oo m L] L]

. Are ywou aftaid that sometlong bad 1s going to happen to son? fas | | | | | | | |

7. Do youfeel happy most of the tee? o | | | | | | | |
a. Do yonoften feel helpless? Tes | | | | | | | |
8. Do yon prefer to stay at horne, rather than going ont and dong

mewr TR Tas | | | | | | | |

10. Do yron feel that o have more problerms with raernory than most? s | | | | | | | |
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11. Do you think it is wonderful tobe alive now? ... wm L
12. Do youseel pretty worthlsss the way YOuSTe nOW?E ..ooovrooesoon ms L L |||
13. Do you feel full of emerey? wm o L]
14, Do youfieel that your situationis hopeless? ... . ms L L L[|
15. Do youthink that most people are better off that you aze? ............. s L L L 1L |
Total checked:

=5 Suggentivert Depression and Shosld Warrand 4 Follow-up Froeniew
=10 Alran st Aleays Depresdon




Summary Rating Scale

YERY MILD hﬂLD Fr'}u itz feeling sadmnhappyidepressed rmore than nsual

MILD - Same as 2, but can’t snap out of 1t easily.

MODERATE - Frequent periods of feehng very sad, unhappey, moderately depressed, but able to function with extra effort.
MODERATELY SEVERE - F1H|111|-1|_’[ III-'I',I_I ids of |_1|-|-I| |_:|_|-I|]:|- g1on OF. some areas of functio |1|_'|_'|:|_"' are dis 1‘|_'|_I|’[|-'|_1 by |_1|-'I|1|- S101.
SEVERE - Deeplyy depressed most of the tirme OF. many areas of functioring IJJ_I'IlII’[H_“l l_:ll-'IIII-' S101.

EXTREMELY SEVERE - Constantly deeply depres: sed (OF. most areas of fiunetio imang are distupted by delusional thinking.

o1 O 3 Q4

=1 =h Ut o G R

{zeriatric Depression Scale Score
(reguired af intake and annually, but optional aif guarterly reviews)
Ay SUMMARY RATING FOR DEPRESSION
" Check if this area is a Service Planning Target .......cccccceeeeereiiveeennscseensecnnnes l:) I:_) l:) I:)

* Quarterly assessment - shows progress over time

* Most Summary Rating Scales have been modified
from a normed instrument

* Clinician’s judgment, NOT client self-report
* Identification of Service Planning Targets



AHCPR GUIDELINES FOR TREATMENT OF DEPRESSION:

[ Assessment and treatment of potential known causes

Esraluation should include arecent medical history and physical exananation
¢ [dentify and treat known medical causes (10-12% of major depression 1s caused by medical illness or other conditions,
inn:hllding general medical disorders, concurrent medications, substance abuse, and other peycldatiic non-mood disorders)
®  (alzo assess suicide risk)

I1. Gelect the most appropriate acute phase treatment. Treatment of depression may mclade medication, psychotherapy, or
commbined treatment with medication and psychotherapy.

Acute phase treatment with medication is indicated for:
thote severe symptoms

chrotucity

recurtent episodes (2 or more prior episodes)

presence of psychotic features Challucihations or delusions)
presence of melancholic symptoms

Fatruly history of depression

priot response to medication treatment

incomplete response to psychotherapy alone

patient preference

Acute phase treatment with psychotherapy is indicaied for:
lesssevere depression

less recurrent, cheonic, or disabling depression

ahsence of peychotic depression

priot postive response to psychotherapy

incomplete tesponse to medication alone

chrotic psychosocial problems

medication contraindicated or refased

patient preference

Al:ute phase combined treatment (medication plus psychotherapy) is indicated for:

U, [




II. Symptoms
A, Depression

Aseecemend

100
101

Conprehensore Parchiatric Evaliation
Medical & ssessment

102 Functional (see section II1: Enhanems Fanction)
109 Substance Abuse Assessment

Pharnwaco bgical nienrendions

107 Psychiattie Medication Evabiation

25l Medication MonmtormaMl anazerment

Pey hivzocial Inderve niione

300 Psywchoedacation:

301 Faruly SapportTherapy

305 Supportive Fsyohotlerapy: Inchidms idemtificatonisapport of personal strengths and copingstrategies
308 Problemn Solving Therapy (FET): Inchding identification of short-term goals, sohitions, and time tables
309 Cognitree T herapy and Cogrutive Behavioral Therapy (CET)

Acwute e rendions

252 Emersencyrionsis care

254 Parchiatie Inpatent Hospitahzaton
255 Psywelhiatrie Partial Hosptabzation

Oriher ierve niione

201 Mutaticrsdietary plan

a2 Physcal exercise plan

304 Identiwienhance social sapports and social actoeities

3045 Enhance organizedfintormal actreties: (e.g., Social chib, Senior center, relizions, mformal leisare,
physcal, or social activities)

sl4 Encoarage Partimpationin Peer Supporxt

] Wellress Managment

400 SocialfA mng Services Referral

00 Armngefor Chi-of-Home Placerent
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Mlomitor progress with GERIATRIC DEPEESSION SCALE or see CORMELL SCALE FOR DEPREESSI0ON IN DEMEN TLA
i the “Other Scales™ section ofthe Toolkit to e nsed for corvnmers with semrere detrertia who aoe 1ahle to recpond to the
Crerjatric Drepreccion, Scale questione.




Does the Guided Evidence-based
Toolkit Improve Quality of Geriatric
Mental Health Services?

A Controlled Comparison Study

Supported by the Robert Wood Johnson
Foundation Home Care Initiative



Chart Review-Assessment Practices

Functioning Domains
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General Well-being/Quality of Life

Overall Well Being
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Note: Higher score 1s better F(1,131)=3.91, p=.05



Summary Findings

 Favorable Implementation, Acceptance and
Use in Community Mental Health Centers

* Significant Improvement in Provider Practice
Behavior: Quality of Screening, Assessment,
and Monitoring In Clinical & Functional
Domains

* Trends toward improvement in Consumer
Outcomes for Self-report of Helptulness of
Services and Well-being




Future Directions

 Implemented Statewide in New Hampshire
at all community mental health centers...

* Other States have been trained in using
the system...

 WEB-Based Interactive Version ..........



