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Executive Summary

Depression affects people of all ages, but this study was particularly focused on
the knowledge and information available about depression and anxiety amongst
older people.

Aim
This study aimed to identify the gaps in current knowledge about diagnosis and
treatment of depression and anxiety amongst older adults (those aged over 65

years) in Australia in order to identify priority areas for Australian research into
older age depression.

Method

To identify the gaps in current knowledge about diagnosis and treatment of
depression and anxiety amongst older adults the following was undertaken:

e A review of published peer reviewed literature;

e A survey of people currently undertaking research into older age depression;

e Advisory group consultations;

e Analysis of findings of a consumer survey (conducted by beyondblue);

e A review of beyondblue’s Depression Monitor.

Findings

Literature review

The literature review identified groups of older people most at risk of depression
and anxiety, including older people in residential aged care, older people with
multiple physical co-morbidities, older people with dementia, older people who
are carers, older people in hospital, older women, older Indigenous people and
older people from CALD backgrounds. This review summarised common screening
tools and treatment approaches in late-life depression and anxiety. It also
identified barriers to treatment and management of late-life depression. The
review also found that older people with depression and anxiety have a much
higher risk of suicide than the general population.

The literature review also identified some gaps in current research in late-life
depression and anxiety.

Firstly, there is limited research in late-life anxiety compared to depression
(although further research is required in both areas).

Secondly, regarding diagnosis and screening tools, there are limited studies on:

e Validation of common screening tools in specific population groups, including
older Indigenous people and older people from Culturally and Linguistically
Diverse backgrounds;

e Prevalence of depression and anxiety in older people from Culturally and
Linguistically Diverse backgrounds and older Indigenous people;

e Diagnosis of depression and anxiety among people with dementia;

e Training and support of early identification of depressive and anxiety disorders
for primary care.

Finally, research in relation to treatment and management is limited regarding:

The efficacy of psychological interventions in depression in later life;
Multi-factorial intervention approaches in depression in later life;

The efficacy of other approaches in treatment of late-life depression;

Cultural factors which can influence the coping strategies older people use and
their willingness to seek help;
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e lLack of access to specialist services, particularly in rural and remote
communities.

Researcher survey and advisory group consultation

The researcher survey, review of websites and advisory group consultations
revealed some common areas of research in this field, including:

e Risk factors and prevalence of late-life depression and anxiety;

e Efficacy of antidepressants in treatment of late-life depression;

o Depression and anxiety among particular subgroups of older people, including
people living in residential aged care, with medical co-morbidities, living with
dementia, carers, and people in rural areas.

Consistent with findings from the literature, there are also some gaps in current
research on late-life depression and anxiety in Australia:

e Little research regarding people with special needs, including older Indigenous
people, people from CALD backgrounds and people in rural and remote areas;

¢ A need for more research into the role of primary health care in detecting and
managing depression and anxiety;

e Thirdly, there seems to be less research in late-life anxiety compared to late-
life depression;

e There is limited research on the efficacy of psychological approaches to
treatment of late-life depression and anxiety.

Consumer survey

The consumer surveys revealed that GPs are generally seen as helpful and are an
important avenue for diagnosis, advice, treatment and referrals. Counselling was
always seen as helpful. There were also some contradictory themes. Medication
and exercise were seen as helpful by those using those treatments. The areas
identified for further research include alternatives to medication, such as exercise
and social programs as well as a focus on prevention.

Depression monitor

Themes emerging from the Depression Monitor indicate that there is a stigma
surrounding depression among older people and mental health literacy seems to
be poor in this group. General Practitioners are often the first point of contact for
older people seeking diagnosis, advice, and treatment on depression. Counselling
was not regarded as helpful; neither were other treatment options, such as
medication, counselling, psychotherapy and exercise.

Recommendations

The following recommendations have been proposed to beyondblue:
Older age depression and anxiety a priority

beyondblue to make older age depression and anxiety a priority in the next
research funding round.

National advisory panel on older age mental health

beyondblue to establish a national advisory panel on older age mental health.

National awareness campaign

beyondblue to promote a national awareness campaign to improve mental health
literacy amongst older people.

Development of national guidelines

beyondblue to fund the development of national guidelines for identification and
treatment of older age depression and anxiety.
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1. Introduction

Depression is a serious condition for people of all ages, but for older people
depression is often associated with other co-morbid conditions, such as physical
disability (Baldwin, 2008; Chiu, Ames, Draper, & Snowdon, 1999) dementia
(beyondblue, 2007) and anxiety (Ames, Flynn, Tuckwell, & Harrigan, 1994;
Bryant, Jackson, & Ames, 2008) that exacerbate the distress experienced by
older people and their carers.

There is ongoing debate as to whether the prevalence of depression increases or
decreases with age (O'Connor, 2006). It appears that formal diagnoses of
depression are less common in older people, with rates considerably lower than
those in younger populations (Australian Bureau of Statistics, 1998, 2008).
However, when broader measures are used, including those that do not exclude
from diagnosing contextual conditions that are more common in older people,
such as bereavement or dementia, prevalence rates of between 6% and 20%
have been reported in community-dwelling populations (Baldwin, 2008; Chiu et
al., 1999), up to 50% in older people living in residential aged care (Cummings,
2002) and 48% in a hospital sample (Bryant, Jackson, & Ames, 2009).

While recognition of older age depression has improved in recent years
(Llewellyn-Jones & Snowdon, 2007), there are still gaps in knowledge about
assessment and diagnosis for particular population groups (Chiu et al., 1999).
There is also insufficient knowledge about effective treatments for depression
amongst older people. There have been a considerable number of drug trials over
the past 40 years and since anti-depressant medication has become less toxic, it
is therefore more likely to be prescribed for older people (Llewellyn-Jones &
Snowdon, 2007). There are fewer studies on psychotherapy although there is
evidence that cognitive behavioural approaches are effective with older people
(Koder, Brodaty, & Anstey, 1996; Nordhus & Pallesen, 2003). Electro-convulsive
therapy (ECT) has been found to be effective with older people who have severe
depression (Chiu et al., 1999) but the available literature is sparse (Ames, 2001).

An earlier review conducted in Australia examined mental health research activity
against the criteria of disease burden and health system costs and concluded that
affective disorders and dementia were particularly under-researched given their
contribution to burden of disease and health costs (Jorm, Griffiths, Christensen, &
Medway, 2003). There is therefore a need for further research into older age
depression and anxiety. The purpose of this study is to clarify the direction of
future research into older age depression and anxiety in order to set priorities for
research conducted by and/or on behalf of beyondblue.
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2. Study aim and questions

Aim

This study aims to identify the gaps in current knowledge about diagnosis and
treatment of depression and anxiety amongst older adults (those aged over 65
years) in Australia in order to identify priority areas for Australian research into
older age depression.

Study questions

1.

What groups of older people are most at risk of depression and anxiety and
therefore most in need of treatment? These could include older people:

In residential aged care;

In hospital;

From Culturally and Linguistically Diverse (CALD) backgrounds or Indigenous
backgrounds;

Receiving services at home;

Who are housebound;

Who are carers;

Who have experienced significant losses, including bereavement, loss of
function, social networks and roles, and the losses associated with migration
or being a refugee;

With multiple physical co-morbidities, in particular pain, dementia, falls and
incontinence;

Who live in rural and remote areas.

What treatment and management strategies are known to be effective in
these groups?

Medication treatment;

Behavioural approaches, such as physical activity, nutrition;

Psychological approaches;

Psycho-social approaches;

Innovative strategies including telehealth, internet and phone;

Strategies that work with the various sub-types of depression and anxiety.

What research is being undertaken currently in Australia (published or not yet
published) into older age depression?

beyondblue;

NHMRC;

ARC;

Other Government funded.

What areas have been most neglected in research to date?

Psycho-social approaches;

Socio-economic approaches;

Multi-factorial approaches;

Translational research — how to translate research findings into action;
Assessment and diagnosis of those from CALD or Indigenous backgrounds;
GP assessment and care planning.
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3. Method

To identify the gaps in current knowledge about diagnosis and treatment of
depression and anxiety amongst older adults the following activities have been
undertaken:

e A review of published peer reviewed literature;

e A survey of people currently undertaking research into older age depression;

e Advisory group consultations;

e Analysis of findings of a consumer survey (conducted by beyondblue);

e A review of beyondblue's Depression Monitor.

3.1 Literature Review

Published peer-reviewed literature on older age depression was reviewed using

the following strategy:

e Initially, the review was restricted to reviews and book chapters on older age
depression written in the last 10 years. This provided an overview of current
knowledge in the area. Where gaps were identified, further searching was
conducted to identify any published literature in that area;

e On-line data bases including CINAHL (nursing and allied health), Pubmed
(medical), Ovid (scientific and medical) and PsychInfo (psychological) were
searched. In addition, project advisers were asked to identify relevant book
chapters, government reports and other literature known to them;

The literature review is reported in section 4 below.

3.2 Survey of current research activity

A survey was conducted to capture information about current research in the area
(see Appendix A for copy of survey). The findings of the survey are summarized
in section 5 of this report. In addition, the websites of relevant funding
organisations, including beyondblue, NHMRC, ARC, and Department of Health and
Ageing (DoHA) were visited to document current research and funding in
Australia in late-life depression and anxiety.

3.3 Consumer Survey

A survey was developed by NARI for dissemination by beyondblue (see Appendix
B). This was sent to older representatives of the relevant consumer committees.
The findings of this survey are outlined in section 6.

3.4 Depression Monitor

beyondblue have provided NARI with a summary of findings from their
Depression Monitor that are relevant to older people. A brief summary of the
relevant points is included in section 7.

3.5 Advisory Group

An advisory group was formed at the beginning of the project to oversee the
progress of the project. The members of this panel included the project advisers,
Prof. David Ames, Dr Christina Bryant and Dr Dina LoGiudice, a consumer
representative, and a representative from beyondblue. This group met twice to
provide feedback on the first stage of the literature review and the draft final
report.
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4. Literature Review

Depression and anxiety are serious mental disorders, that affect one in seven
(14%) and one in four (26%) people respectively at some point in their lives
(Australian Bureau of Statistics, 2008). Currently, one million people in Australian
suffer from depression and 2.3 million suffer from anxiety (Australian Bureau of
Statistics, 2008).

The term ‘depression’ in this report refers to all clinically significant forms of
depressive disorders, including mild, major, and severe depression. The term
‘anxiety’ refers to anxiety disorders such as generalised anxiety disorder, specific
phobia, social anxiety disorder, and panic disorder with/without agoraphobia.
However, there seems to be variation in reference to the terms depression and
anxiety in the literature and some studies reported in this literature review report
on depressive and anxiety symptoms rather than the clinical disorders.

This literature review summarises current knowledge regarding groups of older
people most at risk of depression and anxiety and the treatment and
management strategies known to be effective in older people.

The search strategy used in this literature review is outlined in Appendix C. Please
see appendix D for a full list of books, book sections, journal articles and reports
included in the literature review.

4.1 Depression and anxiety in older people

It is a common misconception that depression is a normal part of ageing, but the
evidence shows that multiple health problems often account for any initial
association between depression and older age (Baldwin, 2008; Baldwin, Chiu,
Katona, & Graham, 2002). Depression is essentially the same disorder across the
lifespan, although certain symptoms are accentuated and others are suppressed
in older people. For example, older people with depression typically report more
physical symptoms and less sadness compared to younger people with depression
(Baldwin, 2008; Chiu, Tam & Chiu, 2008). Additionally, psychotic symptoms,
melancholia, insomnia, hypochondriasis, and subjective memory complaints are
more likely to occur in older people with depression compared to younger people
with depression (Baldwin, 2008; Baldwin et al., 2002). A recent review found that
when confounding variables are controlled (for example, age at study entry),
remission rates of depression in patients in late-life are not different from those in
midlife, although relapse rates appear higher in older people (Mitchell &
Subramaniam, 2005).

Anxiety disorders are also common among older people. However, research in
this area is less compared to research undertaken in other mental disorders in
older people, such as depression (Wetherell, Maser, & van Balkom, 2005). Of the
anxiety disorders, phobic disorders and generalised anxiety disorder (GAD) are
the two most common in older people (Beyer, 2004; Bryant et al., 2008; Rodda,
Boyce, & Walker, 2008). There has been a certain amount of clinical interest in
post-traumatic stress disorder (PTSD), because the survivors of the Second World
War and the Holocaust are now well into old age. Moreover, Vietnam Veterans are
also approaching old age with well-documented high levels of psychopathology
(Owens, Baker, Kasckow, Ciesla, & Mohamed, 2005) that can also have serious
effects on the mental health of family members (Galovskia & Lyons, 2003).
Prevalence data on PTSD, however, are very limited (Sadavoy, 1997). American
studies of Holocaust survivors have found that up to 46% meet criteria for PTSD
(Sadavoy, 1997). Weintraub and Ruskin (1999)'s review emphasises the
similarities between PTSD in older and younger groups. Other authors have
disputed this, and further research is required to establish how different the
presentation of PTSD is in older adults from that in younger people.
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A recent Australian study found that 11.6% of men and 8.6% of women aged
over 65 reported re-experiencing symptoms associated with past events (DSM IV
criteria), and concluded that quality of life may be significantly affected in this
group (Creamer & Parslow, 2008). This study highlights some of the difficulties in
the application of the DSM 1V criteria to older adults.

Research on interventions for older people with PTSD is very limited indeed. A
recent review of assessment and treatment of PTSD in older combat veterans
identified only five studies of psychotherapeutic intervention (Owens et al.,,
2005). All of these were case studies. A literature search carried out for this
review did not identify any randomised controlled trials of psychological
intervention for older people diagnosed with PTSD.

Comorbidity of depression and anxiety disorders is highly prevalent (Beekman et
al., 2000). A community-based study in the Netherlands found 47.5% of older
people with major depressive disorders also met criteria for anxiety disorders,
whereas 26.1% of those with anxiety disorders also met criteria for major
depressive disorders (Beekman et al., 2000). Mixed anxiety and depressive
disorders (where symptoms of both anxiety and depression do not reach
diagnostic criteria for either disorder) also frequently occur in older people (Chiu
et al., 2008; Rodda et al., 2008). Older people with depression have a 35%
lifetime and 23% current prevalence of a co-morbid anxiety disorder (Beyer,
2004). Furthermore, when anxiety symptoms first occur in a person over 60
years of age with no history of anxiety, it generally suggests underlying
depression (Baldwin, 2008; Chiu et al., 2008). Indeed, it is quite uncommon that
people develop late-onset anxiety disorders for the first time in later life (Chiu et
al., 2008), although there are researchers who disagree with this (Wetherell,
Maser et al., 2005). Older people with co-morbid depression and anxiety typically
have more severe depressive symptoms, an increased likelihood of suicide
ideation, lower social functioning (Beyer, 2004; Rodda et al., 2008) and poorer
outcome (Schoevers, Beekman, Deeg, Jonker, & van Tilburg, 2003).

4.2 Diagnosis and screening Tools

Screening tools are useful in conjunction with a clinical examination in the
diagnosis of depressive disorders (Chiu et al., 2008). The most widely accepted
screening tool for depressive disorders in older persons is the self-administered
Geriatric Depression Scale (GDS) (Yesavage, Roomi, Baldwin, & Connoly, 1983).
Other tools include the Center for Epidemiologic Studies Depression Scale (CES-
D) (Radloff, 1977) and the Brief Assessment Schedule Depression Cards (BASDC)
(Adshead, Cody, & Pitt, 1992). Some of the common screening instruments for
anxiety disorders in older people are the State-Trait Anxiety Inventory (STAI)
(Spielberger, Gorsuch, & Lushene, 1970), the Geriatric Anxiety Inventory (GAI)
(Pachana et al., 2007) and Hospital Anxiety and Depression Scale (HADS)
(Zigmond & Snaith, 1983). The Neuropsychiatric Inventory (NPI) (Cummings et
al., 1994) screens for both depression and anxiety as well as ten other
syndromes. A recent review (Watson & Pignone, 2003) showed that both the GDS
and CES-D had good sensitivities and specificities in detecting late-life major
depression. However, there seemed to be a lack of screening tools for
subthreshold depressive disorders (Watson & Pignone, 2003).

Cultural influence is an important issue that needs to be considered in the
diagnosis of depression, because of cultural differences in the definition,
conceptualisation and experience of depression (Chiu et al., 2008). For example,
the mainstream concept of mental health comes more from an illness or clinical
perspective and focuses more on the individual and their level of functioning in
their environment while the Indigenous concept of mental health is much broader
and emphasises the importance of connection to land, culture, spirituality,
ancestry, family and community, and how these affect the individual (Social
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Health Reference Group, 2004). The difference in perception of mental health and
depression gave rise to some concerns about cross-cultural aspects in the
diagnosis of depression, with the risk of some symptoms being misinterpreted by
mainstream mental health professionals (Thomson, Krom, Trevaskis, Weissofner,
& Leggett, 2005). A review of community prevalence of depression in later life
found that the majority of outlying (both low and high prevalence) findings
originated in non-English-speaking countries (Beekman, Copeland, & Prince,
1999). Although this finding might be taken as an indication of culture-based
differences in rates of depression, it might also indicate systematic bias due to
translation of screening instruments (Beekman et al., 1999).

A further issue in diagnosis of depression and anxiety is the difficulty in diagnosis
for people with dementia. There are some screening tools that have been
designed for older people with cognitive impairment, for example, the Cornell
Scale for Depression in Dementia (CSDD) (Alexopoulos, Abrams, Young, &
Shamoian, 1988) and the Rating Anxiety in Dementia Scale (Shankar, Walker, &
Frost, 1999). However, diagnosing depression and anxiety in older people with
dementia is particularly difficult as symptoms of depression and anxiety often
overlap with symptoms of dementia (Jorm, 2000, 2001; Seignourel, Kunik, Snow,
Wilson, & Stanley, 2008). Furthermore, there is some evidence that late onset
depression can be a prodromal disorder for dementia (Schweitzer, Tuckwell,
O'Brien, & Ames, 2002).

Of vital importance in the process of diagnosis is early recognition of depressive
and anxiety symptoms in older people. However, studies have found that
depression and anxiety is often undetected or under-diagnosed in older people
(Alwahhabi, 2003; Snowdon, 1998; World Health Organization, 2001). General
practitioners (GPs) are in a central position of early recognition of depressive and
anxiety symptoms. However, some Australian studies have found that GPs were
unaware of many depressive symptoms (O'Connor, Rosewarne, & Bruce, 2001b)
and that depression symptoms are inadequately recognised and treated in
nursing homes (Sandra, Stella, Daniel, & David, 2006). There is some evidence
that training in the use of an assessment tool and an education session on late-
life depression was associated with an improvement in GPs' recognition of late-life
depression in nursing homes (Sandra et al., 2006).

4.3 Prevalence of depression and anxiety

The prevalence literature of older age depression is inconsistent, for example, a
recent review of 122 papers in this area found that the reported prevalence of
depression in older people ranged from 1% to 49% (Djernes, 2006). The wide
difference in the figures is largely due to methodological differences (Beekman et
al., 1999), such as the definition of depression, the sampling strategies and the
sample sizes (Pirkis et al., 2009). For example, studies focusing on depressive
symptoms tended to report higher prevalence than studies focusing on depressive
disorders. Further, common diagnostic criteria, such as ICD-10 and DSM-IV-R,
provide different specifications for depressive disorders. There is evidence that
the prevalence of depression is affected by the diagnostic criteria adopted in the
study and it is suggested that there should be more detailed specification of
depressive disorders to improve our understanding of depression among older
people (Henderson et al., 1993; Kay, Henderson, & Scott, 1985).

Studies with community dwelling participants also tended to have a lower
prevalence than studies where participants were from institutions (e.g.,
residential aged care facilities). For older people living in the community, between
10-15% experience symptoms of depression (Baldwin, 2008; Baldwin et al.,
2002; Cole, 2003). The 2007 National Survey of Mental Health and Wellbeing
found that the 12-month prevalence for depression and anxiety was 2% and 5%,
respectively for older people living in private dwellings (Australian Bureau of
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Statistics, 2008). Another Australian study found that the prevalence of
depression was 8.2% among a sample of 22,252 community-dwelling older
people (Pirkis et al., 2009). However, the prevalence rate is much higher in
residential aged care facilities and a recent Australian study found that 34.7% of
aged care residents suffered from depression (Snowdon & Fleming, 2008).

Similar to studies in depression, the reported prevalence of anxiety among older
people is inconsistent. It is estimated that approximately 10% of community-
dwelling older people have a diagnosable anxiety disorder (Bryant et al., 2008).
Some studies found that anxiety might be more prevalent in older people than
depression (Beekman et al., 2000). For example, a recent Australian study found
that of people aged between 70 and 74 years, 3% were classed as having GAD
compared to 1.7% categorised as having depression (Bryant et al., 2008).The
2007 National Survey of Mental Health and Wellbeing also found that anxiety
disorders are more prevalent than affective disorders in people aged 65 and over
(Australian Bureau of Statistics, 2008).

There is limited Australian data on the prevalence of depression and anxiety in
older Indigenous people and people from CALD backgrounds. However, there is
some evidence that older Indigenous people and people from CALD backgrounds
might be at greater risk of depression than the general community. A review of
depression among older Asian immigrants in North America found that depression
is prevalent among this population and the prevalence ranges from 18% to
31.1% (Kuo, Chong, & Joseph, 2008). A 2009 Australian Institute of Health and
Welfare report found that over one quarter of Indigenous adults reported high or
very high levels of psychological distress and that Indigenous Australians were
twice as likely to report high or very high levels of psychological distress as non-
Indigenous Australians (Australian Institute of Health and Welfare, 2009a). An
earlier AIHW report found that more than three-fifths of people presenting to
Aboriginal community controlled health services have a significant level of mental
distress, principally depression (Australian Institute of Health and Welfare, 1998).
Therefore, despite the lack of specific information about the incidence and
prevalence of depression and anxiety among older Indigenous peoples, these
data seem to support the conclusion that ‘serious psychiatric disorders occur in
Indigenous populations, and are at least as common as in the mainstream
population’ (Hunter, 2003, p. 140).

4.4 Aetiology of late-life depression and anxiety

It is now well accepted that causes of late-life depression and anxiety are
multifactorial and that no single risk factor is responsible for late-life depression
and anxiety (Baldwin, 2008; Beekman et al., 1998; Blazer, 2003; Chiu et al.,
1999; Chiu et al., 2009; Chiu et al., 2008; Vink, Aartsen, & Schoevers, 2008).
Instead, the development of late-life depression and anxiety is “the accumulation
of risks over time” (Chiu et al., 2008, p. 24). Importantly, there is no evidence
that ageing per se is a risk factor for depression or anxiety in late-life (Baldwin et
al., 2002; Beekman et al., 1998).

4.4.1 Risk factors for late-life depression and anxiety

Studies that investigate the risk factors (including biological, physical and social
factors) for depression and anxiety in older people are predominantly
observational studies.

There is evidence that depressive disorders and disability are highly correlated
(Baldwin et al., 2002). For example, the depression rate in older people receiving
a high level of support at home is approximately twice as high as less frail
community-dwelling older people (Baldwin et al., 2002). Therefore, older people
in settings where disability is high, such as residential aged care facilities,

beyondblue depression in older age: a scoping study. Final Report - National Ageing Research
Institute (NARI), September 2009

-13 -



hospitals, older people with chronic illness and frail older people at home, are at
greater risk of depression. Other risk factors identified for late-life depression
include a history of depression, low socio-economic status, external locus of
control, bereavement, new medical illness, poor self-rated health, being female
and being unmarried (Baldwin, 2008; Baldwin et al., 2002; Beekman et al., 1999;
Beekman et al., 2000; Cole, 2003, 2005; Vink et al., 2008). The loss of a
significant other, including spouse, family member, close friend, or pet, is also
associated with an increased risk of depression (Baldwin et al., 2002). It is
important to remember, however, that not all significant life events/losses are
followed by depression, and not all older people with depression experience
significant life events/losses beforehand.

Risk factors of having an anxiety disorder in later life include previously having a
psychological disorder(s), poor coping strategies, stressful life events, and being
female (Vink et al., 2008).

The literature regarding the effects of retirement on older people’s mental health
is inconsistent (Butterworth et al., 2006). While some studies found increased
depression and/or anxiety (Richardson & Kilty, 1991), others reported lower rates
of depression and anxiety following retirement (Butterworth et al., 2006; Villamil,
Huppert, & Melzer, 2006).

Vink, Aartsen and Schoevers (2008) provided a comprehensive overview of risk
factors for late-life anxiety and depression. The review revealed considerable
overlap between the risk profiles for anxiety and depression in older people, such
as chronic diseases, disability and bereavement. However, the review also found
some differences in risk factors for late-life anxiety and depression. Biological
factors, including chronic health conditions, cognitive impairment and functional
limitations, may be more important in predicting depression. Also, there seems to
be a differential effect of social factors on depression and anxiety. For example,
stressful events are important predictors for both anxiety and depression, but
traumatic events are predictors for only anxiety.

A community-based study in the Netherlands found that external locus of control
was the only common risk factor for pure depression and pure anxiety in later life
while family history was associated with concurrent anxiety and depression
(Beekman et al., 2000).

4.4.2 Groups of older people most at risk

Based on research evidence on prevalence and risk factors of depression and
anxiety in older people, it appears that the groups of older people at most risk of
depression and anxiety are:

Older people in residential aged care

A recent Australian study (Snowdon & Fleming, 2008) found that the prevalence
of depression was 34.7% in aged care residents. Other studies reported
prevalence rates from 14 to 45% (Baldwin et al., 2002; Menzel, 2008; Rodda et
al., 2008), depending on the methodology and diagnostic criteria used. Older
people living in residential aged care also have a higher rate of anxiety disorders
than other groups of older people (Rodda et al., 2008).

Older people with multiple physical co-morbidities

It is well established that a common issue with diagnosing depression and anxiety
in older people is multiple physical co-morbidities (Pfaff et al., 2009; Schoevers et
al., 2003). Indeed, the high risk of depression and anxiety in older people is
significantly accounted for by the high prevalence of physical illness (Beyer,
2004; Menzel, 2008; Rodda et al., 2008). Medical comorbidity is also a risk factor
for inferior treatment response and poor antidepressant tolerability among older
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people with depression (Mitchell & Subramaniam, 2005) and is often associated
with a worse outcome in the follow-up (Cole, Bellavance, & Mansour, 1999; Licht-
Strunk, van der Windt, van Marwijk, de Haan, & Beekman, 2007). Moreover,
depression and anxiety are risk factors for the development and progression of
disability (Lenze et al., 2001). However, the relationship between
depression/anxiety and health problems is complex and bi-directional: while
depression and anxiety are risk factors for some physical conditions such as
stroke and cardiovascular disease, disability due to physical illness is a risk factor
for depression and anxiety (Baldwin et al., 2002; Beyer, 2004).

Older people with dementia

It is estimated that 20% of older people with Alzheimer’s disease experience
moderate to severe depression (Baldwin, 2008). Furthermore, depression
accelerates functional decline in older people with dementia (Baldwin et al.,
2002). There is growing evidence that depression increases the risk of older
people later developing cognitive impairment or dementia (Baldwin, 2008; Blazer,
2003; Chiu et al., 2008; Jorm, 2000, 2001). Prevalence estimates of anxiety in
older people with dementia vary greatly, from 5-21% for anxiety disorders and 8-
71% for anxiety symptoms (Seignourel et al., 2008). A recent Australian study
found that clinical depression in nursing home facilities most often occurs in
residents who also exhibit pronounced cognitive impairment (McSweeney &
O'Connor, 2008). There is also some evidence that clinically significant anxiety
symptoms may predict accelerated cognitive decline (Beaudreau & O'Hara, 2008)
and that older people with cognitive impairment are associated with worse
outcomes for depression in follow-up (Cole et al., 1999).

Older people who are carers

Older carers of people with chronic illness, such as dementia, are at increased
risk of developing depression (Baldwin, 2008; Baldwin et al., 2002) and anxiety
(Cooper, Balamurali, & Livingston, 2007). A recent Australian study found that up
to 23.5% of carers of older people with dementia are reported to have anxiety
disorders (Bryant et al., 2008).

Older people in hospital

The prevalence of depression among older people in hospital ranges from 10 to
45%, averaging around 20% (Baldwin, 2008; Baldwin et al., 2002; Koenig &
Blazer, 2004). Older people in hospital have high levels of anxiety symptoms (up
to 65%) and anxiety symptomatology is a potential risk factor for poorer outcome
(Bryant et al., 2008).

Older women

Females are at greater risk of developing depression throughout the lifespan,
including the later years, with a female to male ratio of 2:1 (Baldwin, 2008;
Baldwin et al., 2002; Koenig & Blazer, 2004). Older women are also more likely
to have anxiety disorders, such as GAD, than older men (Beyer, 2004). These
findings are consistent with the 2007 National Survey of Mental Health and
Wellbeing, which found that older women are more likely than older men to suffer
affective disorders and anxiety disorders. (Slade et al., 2009)

Older Indigenous people

Although there is limited data on prevalence of depression among older
Indigenous people, there is some evidence that depression is prevalent in this
population (Thomson et al., 2005). The ‘impact of history and the past and
ongoing effects of colonisation’ have been found to be the primary causes for
mental illness and mental health problems among Indigenous people (Swan &
Raphael, 1995, p. 67). Although the impact and effects have varied over time and
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across Australia, they have resulted in trauma, grief and loss for successive
generations of Indigenous people (Thomson et al., 2005).

Older people from CALD backgrounds

There is some preliminary evidence that depression is prevalent among older
people from CALD backgrounds (Kuo et al., 2008). Depression among this group
is linked to experience of immigration, English proficiency, acculturation, service
barriers, and family relationship (Kuo et al., 2008).

4.5 Treatment and management

4.5.1 Approaches in treatment and management

The treatment of depression occurs through medical (such as antidepressant
medication, electroconvulsive therapy) and psychological interventions (such as
cognitive behaviour therapy and interpersonal therapy) (Baldwin et al., 2002;
Chiu et al., 2008). Antidepressant medication is usually used for more severe
symptoms, while psychosocial interventions focus on precipitating and
maintaining psychological and social factors (Australian Institute of Health and
Welfare, 1998).

Medical approaches

There has been some evidence on the efficacy and safety of antidepressant
medication and electroconvulsive therapy on the treatment of late-life depression
(Baldwin et al., 2002; Chiu et al., 2008; Frazer, Christensen, & Griffiths, 2005;
Salzman, Wong, & Wright, 2002). However, most published studies examine
small sample sizes and some do not include common co-morbid psychiatric and
medical conditions (Taylor & Doraiswamy, 2004).

A recent Australian Institute of Health and Welfare publication reports on the
patterns of mental health related prescriptions seeing a decline in the last 4-5
years:

Overall, mental health-related prescriptions decreased from 20.7
million in 2003-04 to 20.4 million in 2007-08, at an annual average
rate of 0.4%. The rate of prescriptions (per 1,000 population) declined
from 1,035 in 2003-04 to 962 in 2007-08 at an average annual rate
of 1.8%. There were increases in the number of psychostimulants and
nootropics, and antipsychotics prescribed (on average by 12.0% and
8.7% per year, respectively). However, prescriptions for hypnotics and
sedatives decreased on average by 3.5% per year, while prescriptions
for anxiolytics, antidepressants and other medications prescribed by
psychiatrists decreased on average by around 1% per year (Australian
Institute of Health and Welfare, 2009b, p. 123).

However, data appear not to be available on prescribing patterns by age groups.
Psychological approaches

There has been some evidence on the efficacy of psychotherapy in late-life
depression (Pinquart, Duberstein, & Lyness, 2006; Skultety & Zeiss, 2006) and
anxiety (Hendriks, Voshaar, Keijsers, Hoogduin, & vanBalkom, 2008; Nordhus &
Pallesen, 2003; Wetherell, Sorrell, Thorp, & Patterson, 2005). In particular,
cognitive behaviour therapy and interpersonal psychotherapy have been shown
as effective treatments for depressed older people, either alone or as an adjunct
to antidepressant medication (Frazer et al., 2005; Steinman et al., 2007). There
is also some evidence that older adults with minor depression or dysthymia may
be more likely to benefit from psychotherapeutic interventions than from
antidepressants (Pinquart et al., 2006).
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However, many of these efficacy studies are limited to older people who reached
a diagnostic threshold and excluded those with ‘subcase level depression’
(Freudenstein, Jagger, Arthur, & Donner-Banzhoff, 2001). As less severe
depression is far more common than severe depression in older people, more
research is required in this area (Frederick et al., 2007; Freudenstein et al.,
2001).

Some recent studies found that the use of pharmacotherapy, but not
interpersonal psychotherapy, is effective to prevent recurrent depression
(Reynolds et al., 2006) and preserve overall wellbeing (Dombrovski et al., 2007)
in older people with depression at the 2 year follow-up. However, the lack of
follow-up data precluded conclusions on the long-term efficacy of psychological
therapy in late-life depression and anxiety (Hendriks et al., 2008; Nordhus &
Pallesen, 2003).

The importance of an integrated approach

These different medical and psychological interventions for late-life depression
should be thought of as synergistic rather than mutually exclusive (Chiu et al.,
2008) and treatment of depression needs to take an integrated and
multidisciplinary approach to reflect the multiple factors affecting the
development and course of depressive disorders. A recent Australian study has
found that the outcome of depression among elderly people in residential care
can be improved by multidisciplinary collaboration and by enhancing the clinical
skills of general practitioners and care staff (McSweeney & O'Connor, 2008).
Another study trialled a program that incorporated several strategies, including
staff training, the life story initiative, regular 'talk and walk' program, training and
support group for family carers (Jordan, Byrne, & Bushell, 2009). The study found
that these strategies not only help the staff to improve their knowledge and self-
efficacy in recognising and managing late-life depression, but also help residents
to be more positive as they adjust to their new environment. However, more
studies are needed to provide a better evidence base for the integrated and
multidisciplinary approach in treatment of late-life depression and anxiety.

Other approaches

There is some preliminary evidence for other approaches, such as physical
activity interventions (Singh, Clements, & Singh, 2001; Strawbridge, Deleger,
Roberts, & Kaplan, 2002), reminiscence and life review (Bohlmeijer, Smit, &
Cuijpers, 2003; Hsieha & Wang, 2003), behavioural approaches and psychosocial
approaches for treatment of late-life depression. However, further research is
needed to provide a better evidence base.

Other important issues

An important issue in studies on treatment is that cultural factors can influence
the coping strategies older people use and their willingness to seek help from
general practitioners and mental health personnel (Chiu et al., 2008; Murray et
al., 2006; Zivin & Kales, 2008). A recent study in Western Australia found that
Indigenous participants perceived depression as a characteristic of the individual
concerned stating ‘that’s just the way he is’ (Vicary & Westerman, 2004, p. 6).
They also found that ‘Aboriginal people did not perceive depression as a state
that could be addressed via treatment’ (Vicary & Westerman, 2004, p. 6).
Therefore, for many Indigenous people with depression and/or anxiety, successful
treatment needs to be a blend of mainstream treatments (such as medication,
counselling and hospitalisation) and Indigenous strategies, such as building
resilience against harmful spirits and increasing wellness and involving traditional
healers and the person’s family (Thomson et al., 2005; Vicary & Westerman,
2004).
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There are also other barriers to attaining effective treatment, including lack of
access to specialist services, particularly in rural and remote communities
(Australian Institute of Health and Welfare, 1998). A systematic review of
evaluations of two Australian web-based mental health programs (MoodGYM and
BluePages Depression Information) found that Internet-based applications were
effective in reducing depressive symptoms and stigmatising attitudes to
depression and in improving depression literacy (Griffiths & Christensen, 2007).
As accessibility of mental health services and professionals in rural areas is very
low by comparison with major cities, the Internet might be an alternative for the
delivery of help for depression in rural regions.

4.5.2 Barriers in treatment and management

This section identifies a range of additional barriers in the treatment and
management of depression in older people.

Stigma and poor mental health literacy

Studies have found that older people are particularly affected by traditional
stigma surrounding depression (Griffiths, Christensen, & Jorm, 2008; Murray et
al., 2006) and have poorer mental health literacy (Farrer, Leach, Griffiths,
Christensen, & Jorm, 2008). These factors may affect whether appropriate help is
sought, whether it is adhered to, and how people respond to others with mental
disorders (Jorm, 2007; Zivin & Kales, 2008). Stigma and poor mental health
literacy might explain the result of an Australian study, which found older patients
often do not report depressive symptoms to their medical practitioner (O'Connor,
Rosewarne, & Bruce, 2001a). It might also explain the finding of the 2007
National Survey of Mental Health and Wellbeing, which found that older people
are least likely to use mental health services compared to other age groups, with
less than one quarter of older people having used services for mental health
problems in the previous 12 months (Slade et al., 2009).

Community surveys have found that beyondblue: the national depression
initiative had a positive effect on some beliefs about depression, including greater
awareness of depression, improved beliefs about treatments and about the
benefits of help-seeking in general (Jorm, Christensen, & Griffiths, 2005, 2006).
However, consideration should be given to developing targeted programs for
older people to reduce stigma and increase mental health literacy for depression
(Farrer et al., 2008).

Ageism

Ageism, that is, holding negative attitudes or beliefs about older people and
acting on these prejudices to treat older people differently from other age groups,
is another barrier in treatment and management of late-life depression and
anxiety. Ageism can be expressed in a wide range of phenomena, from subtle
avoidance of contact to outright disdain and dislike, and discriminatory practices
in employment and public services (Butler, 1969). These public services include
health services, where stereotyping can contribute to the risk of misdiagnosis or
poor care decisions. There is a wide body of literature on ageist behaviour in
medical settings, with health professionals frequently tending to patronise, to
listen less to the patient’s views, to give less time to the interview, to order fewer
diagnostic tests, and to attribute symptoms to age rather than to treatable
conditions (Adelman, Greene, Charon, & Friedman, 1990; Allman, Ragan,
Newsome, Scoufos, & Nussbaum, 1999; Beisecker & Beisecker, 1996; Greene,
Adelman, Charon, & Hoffman, 1986). Mental health is a particularly neglected
area, where elderly patients are referred less frequently to psychiatrists than

younger patients with the same symptoms (Cuddy & Fiske, 2002).
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Lack of professionals specialised in late-life depression/anxiety

A number of studies have suggested that there is a reluctance to work with older
people among health students, including nursing students (Lovell, 2006), medical
students (Reuben, Fullerton, Tschann, & Crougban-Minihane, 1995), clinical
psychology trainees (Lee, Volans, & Gregory, 2003) and social work students
(Cummings, Adler, & DeCoster, 2005). This finding among health students is
consistent with other studies that have found a low percentage of clinical
psychologists specialising in working with older people (Koder & Helmes, 2006a;
2006b). The shortage of professionals working with older people also means a
shortage of placements for students to have positive experiences with older
people.

4.5.3 Suicide and older people

Older people have a much higher risk of suicide than the general population
(World Health Organization, 2001). Moreover, of those who attempt suicide, older
people are most likely to complete the attempt (Rodda et al., 2008), with males
3-4 times more likely to suicide than females (Rodda et al., 2008).Therefore, any
suicide attempt by an older person should be taken seriously, even those
attempts deemed not medically serious (Chiu et al., 2008). Up to 83% of older
people who complete suicide suffered from depression (Baldwin et al., 2002;
Rodda et al., 2008). Additional risk factors for suicide in later life are previous
suicide attempts, other psychiatric conditions, serious physical illness, social
isolation, poor social support, and significant loss including bereavement (Baldwin
et al., 2002; Chiu et al., 2008).

Anxiety increases older people’s risk of mortality, both from suicide and physical
illness such as cardiovascular disease (Bryant et al., 2008).

Furthermore, there is some evidence that although primary care physicians are
capable of recognising suicidal ideation in older people, they are less willing to
use and less optimistic about the usefulness of therapeutic strategies among
older people (Uncapher & Arean, 2000).

4.6 Summary

The literature review has identified groups of older people most at risk of
depression and anxiety, including older people in residential aged care, older
people with multiple physical co-morbidities, older people with dementia, older
people who are carers, older people in hospital, older women, older Indigenous
people and older people from CALD backgrounds. This review has summarised
common screening tools and treatment approaches in late-life depression and
anxiety. It also identified some barriers in treatment and management of late-life
depression and anxiety, including low mental health literacy, ageism and lack of
professionals specialised in late-life depression/anxiety. The review also found
that older people with depression and anxiety have a much higher risk of suicide
than the general population.

The literature review has identified some gaps in current research in late-life
depression and anxiety.

Firstly, there is limited research in late-life anxiety compared to depression
(although further research is required in both areas).

Secondly, in relation to diagnosis and screening tools, there are limited studies
on:

e Validation of common screening tools in specific population groups, including
older Indigenous people and older people from Culturally and Linguistically
Diverse backgrounds;
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e Prevalence of depression and anxiety in older people from Culturally and
Linguistically Diverse backgrounds and older Indigenous people;

¢ Diagnosis of depression and anxiety among people with dementia;

e Training and support of early identification of depressive and anxiety disorders
for primary care.

Finally, research in relation to treatment and management is limited regarding:
¢ The efficacy of psychological interventions in depression in later life;
e Multi-factorial intervention approaches in depression in later life;

e The efficacy of other approaches (e.g., behavioural) in treatment of late-life
depression;

e Cultural factors which can influence the coping strategies older people use and
their willingness to seek help;

e lLack of access to specialist services, particularly in rural and remote
communities.
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5. Current Research in Australia

5.1 Researcher Survey

5.1.1 Introduction

A survey was conducted to capture information about current research in the area
of depression and old age. The survey was distributed to key researchers in the
area. The respondents targeted included professors of old age psychiatry in all
states of Australia, researchers funded by beyondblue Centre for Research
Excellence, National Health and Medical Research Council (NHMRC), Australian
Research Council (ARC) and others identified who conduct research into
depression that involves older people. Organisations that have an interest in
research into older age depression, such as the Victorian Transcultural Psychiatry
Unit were also targeted.

Thirty-five surveys were distributed and 15 (42.85%) were returned. Thirteen of
these surveys were completed electronically and returned via email; one was
completed via the telephone; one was completed face-to-face. The survey
included an explanatory letter describing the study.

The survey included the following questions:

1. Could you please list all current research in the area of older age depression
and anxiety that you are involved in?

2. Do you plan to undertake any (other) research in the area of
depression/anxiety and older people in the next five years?

3. Can you identify any gaps in current research in the area of older age
depression/anxiety? This could include but is not limited to treatment and
management, diagnosis, groups at risk, service gaps, issues for GPs, limited
services.

4. What should beyondblue be funding in relation to older age
depression/anxiety research (e.g. research areas, target groups, research
methodologies, groups at risk, etc)? Please provide rationale and data (if
available)?

5. Do you have any other suggestions?

5.1.2 Survey findings
Current research

There was a wide range of research currently being conducted by the survey
respondents. The following broad areas were identified.

Prevalence and risk factors

There are a number of studies investigating factors associated with depression
and anxiety in late-life. These include studies investigating:

e Cohort factors;

e Lifestyle, life events, social circumstances, medical comorbidity, and
biochemical, neuroimaging and genetic markers;

Marital status and social networks;

Anterior cingulate and hippocampal volume (MRI);

Treatment-resistant depression;

Predictors of clinically significant anxiety.
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There are also a number of studies where depression is one measure in a broader
longitudinal study of older people’s health. These include:

e Depression and comorbidity longitudinal trends - using the MELSHA and
DYNOPTA datasets;

e Mid and older cohorts of the Australian Longitudinal Study on Women’s Health

e The Longitudinal Ageing Women study at the Royal Brisbane Hospital;

e Memory and ageing study - epidemiologic study examining rates of
depression, anxiety and positive affect in population sample of 70-90 year
olds;

e The impact of physical activity upon depressive status over time - using the
MELSHA and DYNOPTA datasets.

Depression in specific sub-populations

Another group of studies investigate depression in specific sub-groups who are
considered to be at risk of depression. These include:

e People who have had a stroke - rates, prognosis and predictors of depression
after stroke;

e Predictors of anxiety and depression in a rural Australian cohort;

e People with cognitive decline and/or who are living with dementia;

e Carers - in-depth interviews with consenting carers - beyondblue funded a
sub-study of an NHMRC study and PhD study looking specifically at the course
of depression in subjects and carers, funded through Rotary Health.

Measurement

There is some research into measurement of anxiety and depression in older
people, including:

e The validity of CIDI in measuring rates of anxiety and depression in aged
respondents in community surveys;

e Development of a new scale to measure anxiety in older people, the 20-item
Geriatric Anxiety Inventory (GAI);

e Indigenous assessment of depression in rural remote areas.

Treatment

Research into treatments includes one study investigating the impact of
antidepressant medication on someone with dementia, and two psycho-
educational trials, including:

e Exercise vs psycho education trial for mild/moderate depression in older war
widows with a focus on the role of bereavement and successful ageing
parameters in mood;

e The DEPS-GP project — a clustered RCT of GP depression education and
effects on patient outcomes for depression and suicidal ideas.

There are also two multi-factorial trials including a randomised trial investigating
the efficacy and effectiveness of lifestyle and pharmacological interventions on
short and medium term depression outcomes and a multi-centre research project
on suicide prevention in older adults.

Residential aged care

Given the high prevalence of depression in residential aged care, it is not
surprising that this is the focus of much of the current research. Studies include:

e The effectiveness of "“best practice” psychosocial and pharmacological
treatments of depression in aged residential facilities (beyondblue);

e The effectiveness of group counselling in reducing levels of depression and
anxiety in the spouses of people living in aged residential facilities (Wicking
Trust);
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e Reviews by GPs of antidepressant prescriptions in residential aged care
facilities (Wicking Trust);

e The effectiveness of lavender oil in reducing agitation in people with dementia
living in residential aged care facilities (NH&MRC; Brockhoff Trust);

e The effectiveness of Montessori-type activities in reducing agitation in people
with dementia living in residential aged care facilities (Dementia-CRC);

e SMILE study - humour intervention for depression in nursing homes.

There are also two different intervention studies in residential aged care
examining levels of and change in depression symptoms. One is examining levels
and change in depression symptoms as part of a longitudinal study of the effects
of community aged care services and another examining levels of depression and
anxiety symptoms as part of an epidemiological survey of cognitive ageing and
dementia in older persons.

Service effectiveness

Finally, a group of studies are focusing on the effectiveness of the existing service
system. These include:

e Psychological autopsy of middle-aged and older suicide victims - a focus is
depression, anxiety and the last contact that they had with health
professionals;

e Examination of hospital based service delivery for anxiety and depression in
older people using National Hospital Morbidity Database;

e NHMRC funded study focusing on dementia and whether GPs identify and
distinguish memory problems against depression.

Five-year plan

Most survey respondents were planning to build on their existing research within
the next five years. New areas identified included:

e The role of pharmacists in assisting staff and GPs to monitor the mood and
behaviour of people in residential aged care facilities who are prescribed
antidepressants and/or antipsychotics;

e Health services study with CRC - pilot funding to look at general practice
nurses who can assist with dementia diagnosis and depression;

e The development, implementation and evaluation of a depression assessment
tool for use in the management of chronic stroke survivors;

e The impact of physical activity (probably strength training) on depressive
status in people with: (a) mild cognitive impairment (b) dementia;

e Caregiver depression and anxiety, and also interventions for carers as well as
persons with dementia in residential aged care facilities;

e A multi-centre clinical research project trying to streamline treatment
protocols for older adults with depression across states and services;

e Follow up Indigenous older people including assessment, diagnosis of
depression;

e CALD assessment tools including depression.

Gaps

Respondents identified a number of gaps in the current research. The most
frequently identified gap was research into depression and anxiety in CALD and
Indigenous groups, with six respondents identifying this gap.

The second most frequently identified gap was diagnosis and treatment of
depression and anxiety in primary care. The need for GPs to be more aware of
depression and anxiety in older people, to be able to differentially diagnose
depression and dementia and to detect those at risk of suicide was identified as
an area for future research. There were also questions raised about the potential
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role of nurses in primary care, as practice nurses, advanced practitioners and/or
mental health nurses.

The third most frequently identified gap was research into older age anxiety. This
was seen as under researched compared with depression, although there were
many unanswered questions relating to older age depression.

There were also areas in which current knowledge may or may not apply to older
people. These included questions about the applicability of the current diagnostic
criteria; the impact of co-morbidities, such as stroke and dementia on depression
and anxiety; and the impact of anti-depressant medication on older people.

Rural and remote populations were seen as being under-researched as was
depression in older people in residential aged care. Carers were also identified as
an at-risk group requiring further investigation.

Finally, there were some treatment modalities that were seen as under
researched in older people. These included psychological interventions, such as
Cognitive Behaviour Therapy, and alternative therapies, including fish oil.

5.2 Web search
beyondblue, NHMRC and ARC

The websites of relevant funding organisations, including beyondblue, NHMRC and
ARC, were visited to document current funding on Australian research in late-life
depression and anxiety. Appendix D includes a list of recently funded projects by
beyondblue (n=19) and the NHMRC (n=6, of which depression/anxiety was not
the main focus of one of these projects). The ARC did not fund any projects
related to late-life depression or anxiety. It appears that there was only one
project (NHMRC funded) that had a focus specifically on anxiety.

The projects were analysed by study areas and target groups. In terms of study
areas:

e Nine of the 25 projects focused on treatment (e.g. physical exercise),
management or care for older people with depression/anxiety;

e Eight projects focused on diagnosis, screening or recognising late-life
depression;

e Four projects focused on improving awareness and knowledge of late-life
depression/anxiety;

e Four projects focused on other areas (carers on-line; improving health and
wellbeing; depression, anxiety, substance use and cognitive change;
assessing the health needs of older Indigenous Australians).

For target groups, nine projects did not specify their target groups. For the
remaining 16 projects, the target groups included!:

e Older people in residential aged care facilities (n=6);
* Professional carers (n=4);

e People with dementia (n=4);

e GPs (n=3);

e Carers (n=3);

e People in rural areas (n=1);

e People from CALD backgrounds (n=1);

! Please note that each project might include more than one target group.
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¢ Indigenous people (n=1).

Department of Health and Ageing (DoHA), Ageing Research Online (ARO)
websites and other information

The Department of Health and Ageing website was also searched; however, there
is no section on depression funded projects or research. Contact with DoHA
suggests that there are few current projects related to depression and anxiety in
older people.

The Ageing Research Online (ARO) website was also searched. A search by the
keyword “depression” produced 35 results and the search by “anxiety” produced
12 results. Of these projects, five appeared in both sections and three have been
included as projects funded by beyondblue and NHMRC. A further 25 projects
were excluded either because depression or anxiety was not a focus of the project
or because the project was conducted before 2000. As a result, a total of 14
projects were identified as relevant for the current study (see Appendix E for the
list of these projects). Six of the projects have a focus on anxiety, another six
have a focus on depression, and the remaining two have a focus on both
depression and anxiety. As with projects funded by beyondblue and NHMRC,
these projects were further analysed by study areas and target groups of the
study.

For study areas:

e Four projects focused on treatment or care for older people with
depression/anxiety;

e Three projects focused on impact of anxiety on different aspects of daily life;
¢ One project focused on screening measures of late anxiety;

e The remaining six projects focused on a range of other areas.
For target groups, the following were identified?:

e Older people in residential aged care facilities (n=3);

e Women (n=2);

e People with physical illness (n=2);

e (Carers (n=1);

e People from CALD backgrounds (n=1);

e \Veterans (n=1);

e Men (n=1).

In NSW, the State Department supports a Stakeholder Group that informs the
State Health Department about older people’s mental health issues. This initiative
allows older people to have direct access to policy officers and contribute to policy
development. Appendix F provides additional information about this Stakeholder
group.

5.3 Summary
This chapter has revealed some common areas of research in this field, including:

e Risk factors and prevalence of late-life depression and anxiety;
e Efficacy of antidepressants in treatment of late-life depression;

? please note that each project might include more than one target group.

beyondblue depression in older age: a scoping study. Final Report - National Ageing Research
Institute (NARI), September 2009



e Depression and anxiety among particular subgroups of older people, including
people living in residential aged care, with medical co-morbidities, living with
dementia, carers, and people in rural areas.

Consistent with findings from the literature, there are also some gaps in current
research on late-life depression and anxiety in Australia. Firstly, there is little
research regarding people with special needs, including older Indigenous people,
older people from CALD backgrounds and people in rural and remote areas.
Secondly, there is a need for more research into the role of primary health care in
detecting and managing depression and anxiety. Thirdly, there seems to be less
research in late-life anxiety compared to late-life depression. Finally, there is
limited research on the efficacy of psychological approaches to treatment of late-
life depression and anxiety.
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6. Consumer Survey Findings

6.1 Demographics

In late July 2009, the consumer survey was sent out by beyondblue to 8
BlueVoices members who are aged over 65. Five members completed and
returned the survey (response rate: 63%). The respondents were all male. The
average age was 74.6 years (range 65-88 years). One respondent had cared for
his wife with depression and all respondents (including the carer) had depression
themselves. Four gave a length of time since diagnosis and the average length of
time was 27.25 years (range 11 to 52 years).

All respondents were born in Australia and were English speaking and four were
married and one widowed. Three were from Queensland, one from South
Australia and one from Victoria.

6.2 Survey findings

6.2.1 Community awareness

Four respondents had ideas about improving community awareness of depression
and anxiety amongst older people, suggesting that people with depression be
encouraged to tell their own stories (especially those who have successfully
treated their depression) and that these stories be given broad public airplay,
preferably on television. One thought that residential aged care facilities were an
important point of contact with older people.

"Get those with depression anxiety to speak to those concerned (including
doctors and health professionals) with their story in a formal and
controlled manner.”

"Get those people who have had success with controlling
depression/anxiety (past sufferers) to speak to doctors/sufferers.”

"More publicity given to well-known people who have dealt with or are
dealing with depression. This should be a national media initiative. The
stories of every day Australians should be told too. After all, it is not only
the well known who suffer but others as well. The public should be
reminded that depression is an illness and as such needs public
understanding and how sufferers can still play an important role in
society.”

Other suggestions for dissemination of information about depression and anxiety
included GP surgeries; clubs, including service clubs, Probus and Rotary clubs;
newspaper advertisements; and limited computer based media.

6.2.2 Role of GP and other health services

The GP had played an important role in recognising and treating or making
appropriate referrals for four of the five respondents. The fifth said that he only
had one visit to the GP and that neither the GP nor he had followed up. One
respondent was receiving adequate treatment from his GP. "My GP explained my
problem and put me on anti-depressants. This has worked well for me...”. Another
had initially been diagnosed with depression by his GP but the GP had then
referred him to a psychiatrist whom he had continued to see. Another described
the GPs he had seen as helpful and sympathetic.

"GPs have been helpful and sympathetic. As a returned serviceman, I was
first diagnosed in an air force medical centre. In my current relationship
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with my GP, we talk about mental and physical health. He put me on
medication and suggested exercise. He also sent me to a psychologist.”

None of the respondents had used community services but one mentioned he had
sought counselling from a private psychologist. They had had various treatments
recommended to them including: diet and exercise; limiting alcohol consumption;
electro convulsive therapy; and various medications. The treatments reported as
most useful were medication (3), counselling (2), exercise (2), diet (1), alcohol
control (1), and support of wife and psychiatrist (1). Two respondents had
consulted a psychologist and one did not find it helpful. Only one person identified
a barrier to treatment, which was the negative attitude of others towards
recognising depression as a Workcover issue, including deliberate obstruction of
his claim.

6.2.3 Knowledge and ideas regarding research

Only one of the five respondents had any knowledge of current research, citing
the Queensland Institute of Medical Research for whom he had written a story
about his experience. They all had ideas about the focus of future research
including:

Prevention (3);

Nutrition (2);

Physical activity (2);

Technology (1);

Therapy (1);

Social programs (1);

Identification, treatment of depression in residential aged care (1).

Many of the suggestions regarding dissemination and awareness raising described
above were reiterated as ways to involve older people in research. There was a
repeated proposal to get people who have had depression to tell their story.
“"Again, get those who have suffered and beaten the condition to talk to
researchers.”

Finally, most commented that they thought beyondblue should be doing research
into depression and anxiety amongst older people (if they weren’t already) but
that they had insufficient knowledge of beyondblue’'s work in this area to make
specific recommendations. One respondent identified older people in residential
aged care as being particularly at risk of depression.

"As I am not aware of what beyondblue is doing in this area, I am not
qualified to comment on this question. However, if beyondblue is not
participating in depression/anxiety in older people I believe it would be
appropriate for them to do so.”

6.3 Summary

The consumer surveys reveal that General Practitioners are generally seen as
helpful and are an important avenue for diagnosis, advice, treatment and
referrals. Counselling was always seen as helpful but two respondents had found
it beneficial. There are also some contradictory themes. Medication and exercise
were seen as helpful by those using those treatments. The areas identified for
further research are in line with those suggested by the literature and researcher
surveys. In particular, alternatives to medication, including exercise and social
programs were suggested as well as a focus on prevention.
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7. Review of beyondblue’s Depression Monitor

7.1 Introduction

The Depression Monitor is a telephone survey tool developed by beyondblue to
measure awareness, understanding and attitudes relating to depression and
mental health. The survey was completed by people 18 years of age and older. Of
the 50 items, the first 11 relate to general health and wellbeing, seven items seek
demographic information, and the remaining 32 items concern depression,
anxiety and bipolar disorder.

The sample data were collected between October 2007 and February 2008.
beyondblue provided the NARI team with summary notes from the analysis of the
data. In this analysis, the responses of people over 65 are compared with
younger groups divided into 18-24 years; 25-34 years; 35-44 years; 45-54
years; and 55-64 years.

7.2 Findings from the Depression Monitor

The review of the beyondblue notes from the Depression Monitor identifies the
key areas where there are distinct differences between the responses of older
people and the other age groups. The main points of difference are:

e Older people’s knowledge and personal experience of these conditions is
limited. They are less likely to have lived with or had a family member with
depression, or to have been exposed to stories about people with depression
through literature, films or television;

e Older people are less likely to know about the lifetime prevalence of
depression, less likely to think they might be personally touched by
depression, and more likely to view Alzheimer's and dementia as a major
mental health problem;

e Older people attach stigma to depression and anxiety, have less trust in
people with severe depression and are unlikely to seek their company;

e Older people would go to their GP if they required professional help or
information about depression, and are less likely to go to a counsellor or a
psychologist as a first choice;

e Older people tend to rate antidepressant medication, exercise, counselling and
psychotherapy less highly than younger groups, but believe talking and
listening can be helpful. They are also more likely to think an occasional
alcoholic drink would be helpful;

e QOlder people are more likely than younger groups to think people with severe
depression will often get better without treatment, can often cope on their
own, or should pull themselves together;

e QOlder people were far less likely to have felt ‘hopeless’ during the past 30
days, less likely to have heard of bipolar disorder, and less likely to be aware
of organisations related to depression.

7.3 Summary

There are some themes emerging from Depression Monitor that are similar to
those that emerged from the literature and the consumer surveys. There is
clearly a stigma surrounding depression among older people and mental health
literacy seems to be poor in this group. General Practitioners are often the first
point of contact for older people seeking diagnosis, advice, and treatment on
depression. However, some of the themes differ to some degree from the findings
of the consumer survey. For example, in the Depression Monitor sample,
although counselling was seen as helpful, it was not as highly regarded by older
people as by younger groups. The same applies to other treatment options, such
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as medication, psychotherapy and exercise. However, talking and listening were
viewed as potentially helpful by the older group in this sample.
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8. Conclusion and Recommendations

This project has investigated the scope of current Australian research into
depression and anxiety in older people from a range of perspectives. The
research literature has been searched, Australian researchers and older people
with depression have been surveyed and a search of relevant websites has been
conducted.

The literature review identified groups of older people most at risk of depression
and anxiety, including older people in residential aged care, older people with
multiple physical co-morbidities, older people with dementia, older people who
are carers, older people in hospital, older women, older Indigenous people and
older people from CALD backgrounds. This review summarised common screening
tools and treatment approaches in late-life depression and anxiety. It also
identified some barriers to treatment and management of late-life depression and
anxiety, including low mental health literacy, ageism and lack of professionals
specialised in late-life depression/anxiety. The review also found that older people
with depression and anxiety have a much higher risk of suicide than the general
population.

The literature review also identified some gaps in current research in late-life
depression and anxiety.

Firstly, there is limited research in late-life anxiety compared to depression
(although further research is required in both areas).

Secondly, in relation to diagnosis and screening tools, there are limited studies
on:

¢ Validation of common screening tools in specific population groups, including
older Indigenous people and older people from Culturally and Linguistically
Diverse backgrounds;

e Prevalence of depression and anxiety in older people from Culturally and
Linguistically Diverse backgrounds and older Indigenous people;

e Diagnosis of depression and anxiety among people with dementia;

¢ Training and support of early identification of depressive and anxiety disorders
for primary care.

Finally, research in relation to treatment and management is limited regarding:

e The efficacy of psychological interventions in depression in later life;

e Multi-factorial intervention approaches in depression in later life;

e The efficacy of other approaches (e.g., behavioural) in treatment of late-life
depression;

e Cultural factors which can influence the coping strategies older people use and
their willingness to seek help;

e Lack of access to specialist services, particularly in rural and remote
communities.

The researcher survey and review of websites revealed some common areas of
research in this field, including:

e Risk factors and prevalence of late-life depression and anxiety;

e Efficacy of antidepressants in treatment of late-life depression;

e Depression and anxiety among particular subgroups of older people, including
people living in residential aged care, with medical co-morbidities, living with
dementia, carers, and people in rural areas.

Consistent with findings from the literature, there are also some gaps in current
research on late-life depression and anxiety in Australia.
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Firstly, there is little research regarding people with special needs, including older
Indigenous people, older people from CALD backgrounds and people in rural and
remote areas. Secondly, there is a need for more research into the role of
primary health care in detecting and managing depression and anxiety. Thirdly,
there seems to be less research in late-life anxiety compared to late-life
depression. Finally, there is limited research on the efficacy of psychological
approaches to treatment of late-life depression and anxiety.

The consumer surveys revealed that GPs are generally seen as helpful and are an
important avenue for diagnosis, advice, treatment and referrals. Counselling was
always seen as helpful; two respondents had found it beneficial. There are also
some contradictory themes. Medication and exercise were seen as helpful by
those using those treatments. The areas identified for further research are in line
with those suggested by the literature and researcher surveys. In particular,
alternatives to medication, including exercise and social programs were
suggested as well as a focus on prevention.

There are some themes emerging from the Depression Monitor that are similar to
those that emerged from the literature and the consumer surveys. There is
clearly a stigma surrounding depression among older people and mental health
literacy seems to be poor in this group. General Practitioners are often the first
point of contact for older people seeking diagnosis, advice, and treatment on
depression. However, some of the themes differ slightly from the findings of the
consumer survey. For example, in the Depression Monitor sample, although
counselling was seen as helpful, it was not as highly regarded by older people as
by younger groups; the same applies to the other treatment options, such as
medication, psychotherapy and exercise.

8.1 Summary

8.1.1 The literature review

1. Identified groups of older people most at risk of depression and anxiety:
e Older people in residential aged care;

e Older people with multiple physical co-morbidities;

e Older people with dementia;

e Older people who are carers;

e Older people in hospital;

e Older women;

e Older Indigenous people;

e Older people from CALD backgrounds.

2. Summarised common screening tools and treatment approaches in late-life
depression and anxiety.

3. Identified some barriers to treatment and management of late-life depression
and anxiety:

e Low mental health literacy;
e Ageism;
e Lack of professionals specialised in late-life depression/anxiety.

4. Found that older people with depression and anxiety have a much higher risk
of suicide than the general population.
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Identified some gaps (or limitations) in current research in late-life depression
and anxiety, including:

Late-life anxiety compared to depression (although further research is
required in both areas);

Validation of common screening tools in specific population groups, including
older Indigenous people and older people from Culturally and Linguistically
Diverse backgrounds;

Prevalence of depression and anxiety in older people from Culturally and
Linguistically Diverse backgrounds and older Indigenous people;

Diagnosis of depression and anxiety among people with dementia;

Training and support of early identification of depressive and anxiety disorders
for primary care;

The efficacy of psychological interventions in depression in later life;
Multi-factorial intervention approaches in depression in later life;

The efficacy of other approaches (e.g., behavioural) in treatment of late-life
depression;

Cultural factors which can influence the coping strategies older people use and
their willingness to seek help;

Lack of access to specialist services, particularly in rural and remote
communities.

8.1.2 The researcher survey and review of websites

Areas of current research

Risk factors and prevalence of late-life depression and anxiety;
Efficacy of antidepressants in treatment of late-life depression;

Depression and anxiety among particular subgroups of older people, including
people living in residential aged care, with medical co-morbidities, living with
dementia, carers, and people in rural areas.

Gaps in current research

Little research of people with special needs, including older Indigenous people,
older people from CALD backgrounds, carers and people in rural and remote
areas;

A need for more research into the role of primary health care in detecting and
managing depression and anxiety;

Currently less research in late-life anxiety compared to late-life depression;

Limited research on the efficacy of psychological approaches to treatment of
late-life depression and anxiety.

Suggestions for beyondblue

Fund research in the areas identified as gaps above;

Set up a national panel of experts to advise on research and practice
directions for older age mental health;

Establish mechanisms for multi-centre collaboration and data sharing,
especially of existing longitudinal data;

Develop national treatment guidelines for depression;
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¢ Develop strategies for improving mental health literacy amongst older people
- education campaign;

e Assist in the development of specialists in older age mental health research
through funding scholarships.
8.1.3 The consumer surveys

e GPs are generally seen as helpful and are an important avenue for diagnosis,
advice, treatment and referrals;

¢ Counselling was not always seen as helpful but two respondents had found it
beneficial;

e Contradictory themes - medication and exercise were seen as helpful by those
using those treatments;

e Suggestions for future research - alternatives to medication, including
exercise and social programs; a focus on prevention.

8.1.4 Depression Monitor

Themes similar to the literature review and consumer survey:
e Stigma surrounding depression among older people;

e Lower levels of mental health literacy in this group;

e GPs often the first point of contact for older people seeking diagnosis, advice
and treatment on depression.

Themes in contrast to findings of the consumer survey:

e Medication, counselling, psychotherapy and exercise not highly rated as
helpful.

8.2 Recommendations for beyondblue

Older age depression and anxiety a priority

beyondblue to make older age depression and anxiety a priority in the next
research funding round, specifically to fund research focusing on the following
guestions and groups.

e The groups who are most at risk and/or where there are gaps in knowledge
are:

o Older people from Culturally and Linguistically Diverse backgrounds;
o Older people living in residential aged care;

o Socially isolated older people living in the community, including those
in receipt of community services;

o Older Indigenous Australians;
o Older people in rural and remote areas;
o Older carers;

o Older people with co-morbidities including physical illness, stroke and
dementia;

o Older women.

e The questions that should be the focus of this research are:
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o Validity and reliability of existing diagnostic criteria for depression and
anxiety in older people;

o Validity, reliability and appropriateness of existing screening and
assessment tools for older people from CALD and Indigenous
backgrounds;

o Efficacy of treatments for older people, including pharmacological,
psychological and psycho-social;

o Efficacy of preventive health strategies for preventing and/or reducing
symptoms of depression and anxiety in older people;

o Development and trial of service system interventions, particularly in
primary care, such as:

o Expanding the role of GPs in identification and treatment of
depression and anxiety;

o Considering the use of nurse practitioners;
o Consideration of employing social workers in GP practices;

e Exploration of the potential application of E-Health technologies,
particularly in rural and remote areas.

National advisory panel on older age mental health

beyondblue to establish a national advisory panel on older age mental health (see
attached Terms of Reference and membership for NSW Advisory Group as an
example). This could build on the initiative by Professor Osvaldo Almeida,
commenced in March 2009, a network (Depression in Older Age Network)
comprising psychogeriatricians, researchers, and other experts from around
Australia with common interest in the field.

National awareness campaign

beyondblue to promote a national awareness campaign to improve mental health
literacy amongst older people

Development of national guidelines

beyondblue to fund the development of national guidelines for identification and
treatment of older age depression and anxiety. These could be developed using
the process for development of NHMRC guidelines.

8.3 Concluding remarks

This project has investigated the scope of current Australian research into
depression and anxiety in older people from a range of perspectives. The
research literature has been searched, Australian researchers and older people
with depression have been surveyed and a search of relevant websites has been
conducted.

The key findings have been documented and a range of recommendations have
been proposed for further action by beyondblue.
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Appendices

Appendix A: Researcher survey

1. Could you please list all current research in the area of older age
depression and anxiety that you are involved in?

2. Do you plan to undertake any (other) research in the area of
depression/anxiety and older people in the next five years?

3. Can you identify any gaps in current research in the area of older age
depression/anxiety? This could include but not be limited to treatment and
management, diagnosis, groups at risk, service gaps, issues for GPs,
limited services.
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4. What should beyondblue be funding in relation to older age
depression/anxiety research (e.g. research areas, target groups, research
methodologies, groups at risk, etc)? Please provide rationale and data (if
available)

5. Do you have any other suggestions?

Thank you for your time and your contribution. Please return the

completed survey to b.haralambous@nari.unimelb.edu.au by 24" July
2009
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Appendix B: Consumer survey
Dear Sir/Madam,

You are invited to complete and return the attached survey. You have
been invited to take part in this research project because you are

This survey, undertaken by beyondblue: the national depression initiative,
will provide information to a National Ageing Research Institute (NARI)
study. The National Ageing Research Institute has been funded by
beyondblue to undertake a study on knowledge, diagnosis and treatment
of depression and anxiety in people over 65. This project will assist
beyondblue to identify gaps in current knowledge about depression and
anxiety in older people and to identify priorities for further research into
older age depression and anxiety.

The findings from this survey will be provided to NARI for their study.

The purpose of this survey is to gather opinions from older people who
have experienced depression or anxiety and/or their carers. This survey
includes questions about:

¢ Your demographic information, including age, suburb and cultural
background;

e Your opinion about community awareness of depression and
anxiety among older people;

e Your experience of services for older people experiencing
depression or anxiety;

e Your suggestions for research into depression and anxiety for older
people.

There is nothing in the survey that will identify you as an individual so
your responses are completely anonymous. When beyondblue provides
your completed survey to NARI, we will not provide NARI with any
additional information that could be used to identify you, for example,
your name or email address. There are no right or wrong answers to these
questions; the researchers are keen to obtain your perceptions.

It will take you about 20 minutes to complete the survey. Once you have
completed the survey, please return it to beyondblue via email. If you do
not want to email the survey, we are able to supply a reply paid envelope
for you to send it.

Please contact ................... from beyondblue if you have any questions
about this survey. Thank you for your time and for contributing to this
project.

Yours Sincerely,

beyondblue depression in older age: a scoping study. Final Report - National Ageing Research
Institute (NARI), September 2009



Part One: Demographic information
1. Please write in the postcode and suburb of your area of residence
Postcode Suburb

2. You are
1 Person with depression and/or anxiety
[] Care for a person with depression and/or anxiety

3. What is your gender?
[ Male [ 1 Female

4. What is your date of birth?
_ (Date)/__ (month)/___ (year)

5. Were you born in Australia?

1 Yes
[] Born in another country, please specify the country you were born in and the

year you came to live in Australia: Country: ; Year:

6. What language do you speak at home?
[] English
[ ] Another language, please specify

7. Do you live on your own?

[lyes ] No

8. Are you now married?
[] Married / partner [] Never married [ ] Widowed [] Divorced / separated

9. If you are a person with depression and/or anxiety, how long ago were you
diagnosed with depression and/or anxiety? years

10.If you are a carer, how long you have been providing care to a person with
depression or anxiety? years
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Part Two: Survey questions

1. Do you have any suggestions for raising community awareness about
depression and anxiety amongst older people?

2. Do you have any suggestions for improving older people’s access to
information on depression and anxiety, e.g., Help lines, brochures at GP
clinics, websites, TV advertisements, newspapers

3. In your experience, what role did your GP play in diagnosing and treating your
depression/anxiety?

4. What role did community/health services play in diagnosing and treating your
depression/anxiety?

5. What types of treatments have health professionals recommended to you/the
client?
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6. Are you aware of other possible treatment/management approaches?

[lYes 1 No

If yes, what are the other possible approaches (e.g. social support groups,
therapy, counselling, medication, diet, exercise)?

7. Were you provided with options about other/alternative treatment and
management strategies by your health professional?

[Yes ] No

If yes, were there pros and cons associated with these options? Please describe.

8. What barriers have you experienced during the diagnosis and treatment
process, e.g. language, access to counsellors, cost, referrals from GPs?

9. Do you know of current research on depression/anxiety in older people?
[Yes [ 1 No

If yes, how did you find out about the research and what is your knowledge of
this research?
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10. Are you personally involved in any research about depression or anxiety in
older people?

[lYes 1 No

If yes, how do you get involved and what is your experience in this research?

11. What areas do you think researchers should focus on to improve the wellbeing
of older people with depression/anxiety, e.g. medicine, social programs,
physical activity, nutrition, technology, therapy, prevention?

12.Do you have any suggestions on how researchers in this area can involve
older people more in their research?

13. Do you have any suggestions for beyondblue regarding research in this area?

Thank you for your time.
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Appendix C: Search strategy

The CINAHL (nursing and allied health) and PubMed (medical) databases were
searched. The literature search strategy included Australian and international
published research. Articles before 1999 and those that considered people under
the age of 65 years have been excluded.

Firstly, a literature search was conducted using combinations of the words below
to locate literature review articles about specific high-risk groups of older people
and depression and anxiety:

e Review;

e Depressed; depression; anxiety;

¢ Old(er); age(d); elderly; geriatric; senior; late(-)life; later(-)life;

¢ Nursing home; residential care; permanent care; aged care; resident(s);

e Primary care; hospital;

e CALD; culture; cultural background; ethnic(ity); indigenous; Aboriginal;
migrant; migration; refugee;

e Home; community;

e Housebound; house bound; homebound; home bound;

e Carer(s); care giver(s);

e Social; loss; bereavement; function; functional decline;

e Co( )morbidity; physical co( )morbidity; condition; injury; pain; dementia;

fall(s); incontinence;
e Rural; remote; country; isolated.

Combinations of the words below were used to locate literature review articles
about the treatment and management options for specific high-risk groups of
older people with depression and anxiety;

e Review;

Depressed; depression; anxiety;

Old(er); age(d); elderly; geriatric;

Treatment; management; therapy; intervention;

Medication; drugs; pharmaco* (pharamacological; pharmacotherapy);

Behavio(u)r(al); physical (activity); exercise; nutrition; diet;

Psycho* (psychology; psychological); psychopharmaco*

(psychopharmacology; psychopharmacotherapy);

¢ Innovative; telehealth; telephone; phone; computer; internet;
psychosocial;

e Mild depression; moderate depression; severe depression; dysthymic
disorder; dysthymia;

e Generalized anxiety disorder (GAD); social anxiety disorder; social phobia;
specific phobia; phobia; panic disorder; obsessive-compulsive disorder;
post-traumatic stress disorder; anxiety secondary to medical condition;
acute stress disorder (ASD); substance-induced anxiety disorder.

Retrieved literature reviews were assessed for relevance, with irrelevant articles
excluded.

Secondly, groups of older people and treatment/management strategies that
were found to have little coverage in expert textbooks and published reviews
were identified. Then, enter names of databases used were searched for original

research articles investigating these groups or treatment/management strategies.
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Appendix D: Literature review table
1) Book included in the literature review

Authors, year, title, publisher

Aim/Target audience

Content

Baldwin et al. (2002)

Guidelines on depression in older
people: Practising the evidence

Martin Dunitz Ltd.

The aim of the book is to bridge the gap
between knowledge and practice by
providing a concise summary of available
evidence which will then serve as guidance
for practice.

The book covers:

Signs and symptoms of depression in later life
Disease burden

Types of depressive disorder in later life
Prevalence of depressive disorders in later life
The aetiology of late life depression
Comorbidity and depressive disorders
Screening and assessment

Management

Course and outcome, and

Prevention.

Chiu et al. (2008)
WPA educational program on

depressive disorders: Depressive
disorders in older persons

World Psychiatric Association

To help the physicians to develop the
knowledge and skills to recognise,
diagnose, and adequately treat depressive
disorders in older people.

The book covers:

Clinical presentation, detection, and diagnosis

Epidemiology and impact of depressive disorders in the elderly
Aetiology of depressive disorders in older persons

Course of illness, and

Management and prevention.

Rodda et al. (2008)

The Old Age Psychiatry Handbook: A
Practical Guide

John Wiley & Sons

The book is a compact “pocket guide” for
doctors working in old age psychiatry. This
guide is an indispensable reference for
GPs, community psychiatric nurses and
other members of the multidisciplinary
team.

The book provides a comprehensive but concise overview of
psychiatric, medical and practical issues that may arise within the
speciality. The book includes chapters on basic history and mental
state examination, specific psychiatric syndromes and prescribing for
elderly psychiatric patients. It also discusses the social and legal issues
faced by health care practitioners, patients, and their relatives,
including mental capacity, financial entitlements and placement.

Spielberger et al. (1970)

Manual for the State-Trait Anxiety
Inventory

Consulting Psychologists Press.

The State-Trait Anxiety Inventory is a
definitive instrument for measuring anxiety
in adults. The STAI differentiates between
the temporary condition of "state anxiety"
and the more general and long-standing
quality of "trait anxiety." The book is
recommended for people studying anxiety
in research and clinical settings.

Contents of manual include:

Procedures for administering and scoring the scales

Normative data and the N's of these populations with percentile
tables

Empirical support for the scales

Psychometric data of the scales

Correlations with other tests
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2) Book chapters included in the literature review

Authors, year, section title

Book title, Publisher, Aim/Target
audience

Content

Adelman et al., (1990)

Issues in the physician-geriatric
patient relationship

Communication, health, and the elderly
Manchester: Manchester University Press

This book is intended to be of interest to
academics in communication, gerontology,
social work, sociolinguistics and the
psychology and sociology of ageing, as well
as to graduate students in these
disciplines. The emphasis throughout the
book is on the central role of
communication in the provision of health
care and social support for the elderly.

This chapter sought to document the existence of ageism in the
medical encounter and to examine how it is manifested in the
physician - patient relationship. It was found that ageism may be
present in the medical encounter, but is exhibited in subtler ways than
was expected.

Allman et al., (1999)

Elderly Women Speak About Their
Interactions with Health Care
Providers

Language and Communication in Old Age:
multidisciplinary perspectives

Garland Pub

This book explores physiological and
psychological changes in speech among
the elderly, drawing on 20 years of
research on the physical and emotional
aspects of language and communication.

This chapter documents the stories of 20 older women about their
interactions with health care providers. Their stories appeared to echo
the literature indicating that ageism may be present in the physician -
elderly patient relationship. Some recommendations for improving
dynamic encounters between physician and elderly patients were
discussed.

Baldwin (2008)

Mood disorders: Depressive
disorders

Oxford Textbook of Old Age Psychiatry
Oxford University Press

This book has been regarded as a standard
textbook in its field. The textbook is
targeted at all old age psychiatrists and
trainees. Geriatricians and other health
professionals working with older people will
also find the book a handy resource when
dealing with psychiatric disorders in older
people.

This chapter provides an overview of the literature in the area,
including definition, epidemiology, clinical presentation,
pathophysiology and management of late life depression.

Beyer (2004)

The American Psychiatric Publishing

Beyer (2004) covers: epidemiology, diagnostic classification and
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Authors, year, section title

Book title, Publisher, Aim/Target
audience

Content

Anxiety and panic disorders

Koenig & Blazer (2004)
Mood disorders

Textbook of Geriatric Psychiatry
American Psychiatric Publishing

The book is designed to inform both the
scholar and the clinician about the current
state of scientific understanding as well as
provide the practical skills and knowledge
base required for dealing with mental
disorders in later life.

phenomenology, differential diagnosis, and treatment.

Koenig & Blazer (2004) cover: epidemiology of late-life depression,
diagnosis and differential diagnosis of late-life affective disorders,
diagnostic workup of the depressed older adult, and treatment.

Chiu et al., (1999) & Chiu et al.,
(2009)

Depressive disorders in the elderly: a
review

Depressive disorders

Wiley & Sons, Ltd.

This chapter provides an overview of the literature in the area,
particularly in terms of clinical presentation, epidemiology, correlates,
aetiology, risk factors, treatment and prognosis. The chapter also
draws the attention of the readers to a humber of important issues
related to this condition.
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3) Journal articles and reports included in the literature review

Note: Levels of evidence based on the National Health and Medical Research Council (NHMRC) guidelines were applied to all
articles. Selected articles were appraised and rated based in the level of evidence solely on their study design.

Level of evidence

Description

I*
II

ITI-1
ITI-2
ITI-3

IV

Evidence obtained from a systematic review of relevant randomised controlled trials.

Evidence obtained from at least one properly designed randomised controlled trial.

Evidence obtained from well designed pseudo-randomised controlled trials (alternate allocation or some
other method).

Evidence obtained from comparative studies with concurrent controls and allocation not randomised (cohort
studies), case control studies, or interrupted time-series with a control group.

Evidence obtained from comparative studies with historical controls, two or more single-arm studies, or
interrupted time series without a parallel control group.

Evidence obtained from case series, either post-test or pre-test and post-test.

*Level evidence 1 is considered the best available evidence.

Authors, year, title, Method, Study population, Evidence of intervention effects/Major Level of
country, aim nature of intervention findings/comment Evidenc
e

Adshead et al. (1992) The study was conducted in the e BASDEC proved an effective, user friendly way of v
wards of the Hammersmith Hospital screening medically ill elderly patients for depression in a

BASDEC: a novel (London) with 72 cognitively intact ward setting.

screening instrument for | patients (21 were men, 51 women, e The GDS took twice as long to administer, and more

depression in elderly mean age of 78-9). patients refused it.

medical inpatient
England

Aim: to compare the use
of the GDS with the
BASDEC in screening
geriatric inpatients for
depression.

¢ The author concluded that the BASDEC is a novel, highly
acceptable, and sufficiently valid depression screening
tool and should be tried wherever a high prevalence of
depression among the elderly is expected. It may also
prove useful in general practice.

Alexopoulos et al.
(1988)

Cornell Scale for

Participants were patients with e The scale has high inter-rater reliability, internal v
primary degenerative dementia (n = consistency, and sensitivity.
52), patients with multiinfarct

dementia (n = 18), and patients
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Authors, year, title, Method, Study population, Evidence of intervention effects/Major Level of
country, aim nature of intervention findings/comment Evidenc
e
depression in dementia with mixed primary degenerative
dementia and multi-infarct dementia
America (n = 13).
Aim: to investigate the
validity and reliability of
the Cornell Scale for
Depression in Dementia.
Alwahhabi (2003) The review involves a PubMed Prevalence: The prevalence of anxiety symptoms in the I
search of the literature from 1966 to elderly is estimated to be as high as 20%. GAD is
Anxiety symptoms and 2001. Key words included “anxiety, considered one of the most common anxiety disorders in
Generalized Anxiety GAD, elderly” with “epidemiology”, the elderly.
Disorder in the elderly: A | “consequences”, “phenomenology”, Comorbidity: There is little evidence that the onset of
review “assessment”, or “treatment”. A anxiety symptoms or GAD occurs late in life in the
total of 119 articles were included in absence of comorbid cerebrovascular disease, mood
Canada the review. disorder, or cognitive impairment.
Phenomenology: Anxiety often manifests in the elderly as
Aim: to review literature somatic symptoms. The elderly may also be more likely
on epidemiology, to report a high number of symptoms, but fail to qualify
phenomenology, for a diagnosis of GAD.
assessment, and Assessment: The validity and reliability of the currently
treatment for anxiety available anxiety-rating scales for measuring anxiety in
and GAD in the elderly. older individuals have not been sufficiently tested.
Treatment:
Clinical trials using psychotherapeutic interventions such
as CBT are desperately needed.
There are limited studies on the safety and efficacy of
antidepressant medications for GAD in the elderly.
Australian Bureau of This publication presents a summary 14.4% (2.3 million) of Australians aged 16-85 years had v

Statistics (2008)

National Survey of
Mental Health and
Wellbeing: Summary of
Results

of results from the 2007 National
Survey of Mental Health and
Wellbeing, conducted by the
Australian Bureau of Statistics (ABS)
from August to December 2007. The
survey collected information from

a 12-month anxiety disorder and 6.2% (995,900) had a
12-month affective disorder.

Women experienced higher rates than men of anxiety
(18% and 11% respectively) and affective disorders
(7.1% and 5.3% respectively).
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Authors, year, title, Method, Study population, Evidence of intervention effects/Major Level of
country, aim nature of intervention findings/comment Evidenc
e
approximately 8,800 Australians
Australia aged 16-85 years.The survey
provides information on the
prevalence of selected lifetime and
12-month mental disorders by three
major disorder groups: Anxiety
disorders (eg Social Phobia),
Affective disorders (eg Depression)
and Substance Use disorders (eg
Harmful Alcohol Use).
AIHW (1998) This report is one of a series of The prevalence of depression declines in older age, Not
biennial reports to Australian Health except for older people in residential care settings. applicabl
National Health Priority Ministers on each of the five The experience of depressive symptoms is much more e
Areas Report - Mental National Health Priority Areas. This common than depressive disorders, but also causes
Health: A report focusing | report is designed to give an considerable disability and distress. Even more disability
on depression overview of issues in the mental results when depression is comorbid with another mental
health priority and focuses or physical disorder.
Australia specifically on depression. Depression is particularly likely to be comorbid with
anxiety.
Prevention and early intervention activities are
particularly relevant for groups that may be at high risk
of depressive symptoms and disorders, including older
people in residential care, carers, Aboriginal peoples and
Torres Strait Islanders, refugees, and people experiencing
adverse life events (such as physical illness and
bereavement).
AIHW (2009a) This report provides current national Over one-quarter (27%) of Indigenous adults reported v

Measuring the social and
emotional wellbeing of
Aboriginal and Torres
Strait Islander peoples

Australia

data on the social and emotional
wellbeing of Aboriginal and Torres
Strait Islander peoples, reviews the
effectiveness of the interim social
and emotional wellbeing module,
and makes recommendations for
improving measures of social and
emotional wellbeing.

high or very high levels of psychological distress.
Indigenous Australians were twice as likely to report high
or very high levels of psychological distress as non-
Indigenous Australians.

Almost one in 10 Indigenous Australians had visited a
doctor or health professional in the 4 weeks prior to
interview due to feelings of psychological distress.

In relation to life stressors, four in 10 Indigenous adults
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Authors, year, title,

Method, Study population,

Evidence of intervention effects/Major

Level of

country, aim nature of intervention findings/comment Evidenc
e
indicated that they or their family or friends had
experienced the death of a family member or close friend
in the previous year, 28% reported serious illness or
disability and 20% reported alcohol related problems.
AIHW (2009b) This report drew data from the 2007 General practitioners (GPs) are often a first contact point v
National Survey of Mental Health for mental health concerns.
Mental health services in | and Wellbeing and provided detailed In 2007-08, there were 20 million mental health-related
Australia 2006-07 information on the national response prescriptions subsidised by the Pharmaceutical Benefits
to the mental health care needs of Scheme (and for veterans), accounting for just over one
Australia Australians. in ten of all prescription claims, costing over $700 million.
Prescriptions for antipsychotics (49%) and
antidepressants (43%) accounted for the major part of
the spending.
Beaudreau & O'Hara Information not provided. There is some support to illustrate that clinically I
(2008) significant anxiety has a detrimental effect on general
cognitive abilities.
Late-Life Anxiety and Clinically significant anxiety symptoms may predict
Cognitive Impairment: A accelerated cognitive decline.
Review Anxiety symptoms and the risk of cognitive impairment
are more prevalent in older, medically ill populations.
America
Aim: to review evidence
of more prevalent
anxiety in cognitively
impaired older adults.
Beekman et al. (1998) The Longitudinal Aging Study The overall prevalence of anxiety disorders was estimated | IV

Anxiety Disorders In
Later Life: A Report
From The Longitudinal
Aging Study Amsterdam

The Netherlands

Amsterdam (LASA) is based on a
random sample of 3,107 older
adults, stratified for age and sex,
which was drawn from the
community registries of 11
municipalities in three regions in
The Netherlands. Anxiety disorders
were diagnosed using the Diagnostic

at 10-2%.

Generalised anxiety disorder was the most common
disorder (7-3%), followed by phobic disorders (3:1%).
Both panic disorder (1:0%) and obsessive compulsive
disorder (0:6%) were rare.

Ageing itself did not have any impact on the prevalence in
both bivariate and multivariate analyses.

Vulnerability factors (female sex, lower levels of
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Authors, year, title, Method, Study population, Evidence of intervention effects/Major Level of
country, aim nature of intervention findings/comment Evidenc
e
Aim: to study the Interview Schedule in a two-stage education, having suffered extreme experiences during
prevalence and risk screening design. The risk factors World War II and external locus of control) appeared to
factors of anxiety under study comprise vulnerability, dominate, while stresses commonly experienced by older
disorders in the older stress and network-related people (recent losses in the family and chronic physical
population of The variables. Both bivariate and iliness) also played a part.
Netherlands. multivariate statistical methods Of the network-related variables, only a smaller sized
were used to evaluate the risk network was associated with anxiety disorders.
factors.
Beekman et al. (1999) The review involved a literature The reported prevalence rates vary enormously (0.4- I
search in Medline (1989-1996). The 35%).
Review of community search was limited to community Major depression is relatively rare among the elderly
prevalence of depression | based studies regarding elderly (weighted average prevalence 1.8%), minor depression is
in later life subjects more common (weighted average prevalence 9.8%),
(55 years and older). Thirty-four while all depressive syndromes deemed clinically relevant
The Netherlands studies were included in the review. yield an average prevalence of 13.5%.
There is consistent evidence for higher prevalence rates
Aim: to assess the for women and among older people living under adverse
prevalence of late-life socio-economic circumstances.
depression in the Methodological differences between studies preclude firm
community. conclusions about cross-cultural and geographical
variation. Improving the comparability of epidemiological
research constitutes an important step forward.
Beekman et al (2000) A random age- and sex-stratified Comorbidity was highly prevalent: 47.5% of those with IAY)

Anxiety and Depression
in Later Life: Co-
occurrence and
Communality of Risk
Factors

The Netherlands
Aim: to examine the

comorbidity of and
communality of risk

community-based sample
(N=3,056) of the elderly (age 55-85
years) in the Netherlands was
studied. A two-stage screening
design was used. Risk factors were
measured with well-validated
instruments and represented a
broad range of vulnerability and
stress-related factors associated
with anxiety and depression.
Multivariate analyses examined risk
factors associated with pure major

major depressive disorder also met criteria for anxiety
disorders, whereas 26.1% of those with anxiety disorders
also met criteria for major depressive disorder.

External locus of control was the only common risk factor
for depression and anxiety in later life.

The only variables associated with pure major depressive
disorder were younger age and external locus of control,
risk factors associated with pure anxiety disorders
represent a wide range of both vulnerability and stress.
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Authors, year, title, Method, Study population, Evidence of intervention effects/Major Level of
country, aim nature of intervention findings/comment Evidenc
e
factors for major depressive disorder, pure anxiety
depressive disorder and disorders, and comorbid conditions.
anxiety disorders in later
life.
Beisecker & Beisecker Research On Ageing has compiled a | Within the context of population ageing, researchers must Not
(1996) special issue on research related to explore the implication of physician-elderly patient applicabl
physician-elderly patient interaction interaction and design interventions to improve the medical | e
Research Issues Related | following an invitation conference on | and economic consequence for both individual patients and
to Physician-Elderly this topic. This introduction provided | society as a whole.
Patient Interactions: background information of the
Introduction conference and introduced articles
included in the issue.
America
Blazer (2003) Information not available. Depression in late life is frequently comorbid with other I

Depression in late life:
Review and commentary

America
Aim: to provide a

comprehensive review
on depression in late life.

physical and psychiatric conditions, especially in the
oldest old.

There were no differences between early onset and late
onset depression in elderly people in severity,
phenomenology, history of previous episodes and
neurological performances.

Prevalence of clinically significant depressive symptoms
among community-dwelling older adults ranges from 8%
to 16%.

Medical comorbidity, functional impairment and comorbid
dementing disorders all adversely influence the outcome
of depression. Depression, in turn, adversely affects the
outcome of the comorbid problems.

Antidepressant medications have become the foundation
for the treatment of moderate to severe depression in
older people, but less efficacious in treating less severe
depression.

Psychotherapy remains an infrequently prescribed
therapy for depressed older adults, although it has
received much attention over the past 20 years. CBT and
IPT have been the most frequently studied approaches in
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Authors, year, title,

Method, Study population,

Evidence of intervention effects/Major

Level of

country, aim nature of intervention findings/comment Evidenc
e
psychotherapy; however, exact mechanisms that render
CBT and IPT effective remain unclear.
The extant psychiatric literature suggests virtually no
empirical evidence of psychosocial primary prevention.
Bohlmeijer et al. (2003) | The review involved a literature The meta-analysis reported a statistically and clinically I
search in Medline (1966-2001) and significant effect of reminiscence and life review on
Effects of reminiscence Psychinfo (1960-2001). Key words depressive symptomatology in elderly people and this
and life review on late- included ‘depression’, ‘reminiscence’ effect size is comparable to the effects commonly found
life depression: a meta- and ‘life review’. Twenty controlled for pharmacotherapy and psychological treatments.
analysis outcome studies were included in Reminiscence and life review are potentially effective
the meta-analysis. treatments for depressive symptoms in the elderly and
The Netherlands may thus offer a valuable alternative to psychotherapy or
pharmacotherapy, especially in non-institutionalised
Aim: To assess the elderly people—who often have untreated depression—it
effectiveness of may prove to be an effective, safe and acceptable form of
reminiscence and life treatment.
review on late-life Randomised trials with sufficient statistical power are
depression. necessary to confirm the results of this study.
Bryant et al. (2008) The review involved a systematic The prevalence of anxiety in community samples ranges I
search of articles published from from 1.2% to 15%, and in clinical settings from 1% to
The prevalence of 1980-2007. Articles were included 28%.
anxiety in older adults: for review if they reported the The prevalence of anxiety symptoms is much higher,
Methodological issues prevalence of anxiety symptoms, ranging from 15% to 52.3% in community samples, and
and a review of the anxiety disorder or specified anxiety 15% to 56% in clinical samples.
literature disorders in adults aged over 60 in The discrepancies in the prevalence rates are partly
either community or clinical attributable to the conceptual and methodological
Australia settings. A total of 49 articles were inconsistencies that characterise this literature.
included in the review. Generalised Anxiety Disorder is the commonest anxiety
Aim: to review literature disorder in older adults.
on the prevalence of Issues in relation to comorbidity and the nature of
anxiety in both anxiety in old age remain unresolved.
community and clin