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Summary of Background

· The U.S. Department of Health and Human Services (SAMHSA) estimates one-quarter of today’s older adults, ages 65 and older, experience some mental disorder, including dementia.  About 16% of this population has psychiatric disorders, and about 10% have dementia.

· By the year 2030, the number of older adults with major psychiatric illnesses is predicted to reach 15 million.
  

· Comprising only 13% of the U.S. population, older adults age 65 and older account for 18-19% of all suicide deaths in 2000.
,
  this is the highest suicide rate of any age group.  

· Some estimates of direct and indirect costs of depression have been cited as $43 billion each year, not including pain and suffering and diminished quality of life.  Late-life depression is particularly costly because of the excess disability that it causes and its deleterious interaction with physical health.  Older primary care patients with depression visit the doctor and emergency room more often, use more medication, incur higher outpatient charges, and stay longer in the hospital.
,
.  Providing effective mental health services can result in cost offsets in many of these areas.
  

· Under diagnosis and under treatment of older adults in primary care settings represents a serious problem for this age group.  One study found that only about 11% of depressed older patients in primary care received adequate antidepressant treatment (in terms of dose and duration of pharmacotherapy), whiled 34% received inadequate treatment and 55% received no treatment.
  

· Use of prevention strategies significantly decreased institutionalization of older adults 
  and the prevalence of mood disorders, such as depression, is significantly lower among community-dwelling older adults in comparison to the institutionalized elderly. 

Summary of Potential Prevention and Intervention Strategies

· Primary prevention strategies include: health and lifestyle strategies to increase healthy aging and prevent or delay the onset of specific physical and cognitive disease, mental health service strategies such as grief counseling and self help groups, and education and awareness strategies designed to reduce stigma and inform the public of existing service options,
· Treatment related (secondary) prevention strategies include: administering screening tests in a primary care setting, providing direct evidence based mental health services, the appropriate use of psychotropic medication, and minimizing the risk of falls through education.
· Prevention of excess disability and premature institutionalization strategies (tertiary prevention) include: caring for the existing mental illness and minimizing the negative effects of that illness and delaying institutional placement as long as appropriate.  
Background:

The number of individuals living well into their senior years has increased dramatically in the U.S. over the last century.  While many aging individuals will remain vigorous and healthy, a significant number will be forced to cope with illness and disability related to physical and psychological decline. The U.S. Department of Health and Human Services (SAMHSA) estimates one-quarter of today’s older adults, ages 65 and older, experience some mental disorder, including dementia.  About 16% of this population has psychiatric disorders, and about 10% have dementia.
  Mental Illness has significant affects on older adults, their family/caregivers and society as a whole. Older adults may experience significant lifestyle changes due to their illness, including limited daily functioning and loss of autonomy.  In addition to personal lifestyle change of the individual with mental illness, families and caregivers are adversely affected as well.  Research documents caring for an elderly person with mental illness physically and emotionally taxes the well being of families and/or caregivers as well as imposes an economic burden on society.  As the aging population continues to grow exponentially, the development of mental health prevention and early intervention strategies specific to older adults is crucial.  Until recently, the development of prevention and intervention models in mental health has been an area limited to treatment models designed for use with childhood and adolescence mental health consumers.  However, in recent years, there is mounting awareness of the value of prevention and intervention research and strategies developed for the older adult population.
   

The following information will provide a brief description of the impact of untreated mental illness on older adults, their families/caregivers and society as whole.  In addition, it will suggest benefits of employing prevention methods with this population and examples of currently used prevention strategies.  

Impact of Untreated Mental Illness in Older Adults:

Although the effect of mental disorders on individuals, families, work and society is often hidden
, research supports the impact of mental illness is enormous and substantial.   Statistics reports:

· 1 in 4 older adult has a significant mental disorder. 
   

· By the year 2030, the number of older adults with major psychiatric illnesses is predicted to reach 15 million.
  

· Older Adults are disproportionately likely to die by suicide.  

Comprising only 13% of the U.S. population, older adults age 65 and older account for 18-19% of all suicide deaths in 2000.
,
  This is the highest suicide rate of any age group.  In, 1998, suicide ranked as the 16th leading cause of death among those aged 65 years and older, accounting for 5,803 deaths among this age group. 
   This can be compared with the approximate number of homicides death for the same time period.  In 1998, approximately 769 older adults ages 65 years and older were victims of homicide.

· Common condition such as depression, can produce dysfunction as great as or greater than that of chronic physical illness. 
  

Studies suggested that 25 to 50% of community-dwelling older people suffer important pain problems from chronic physical illness, which significantly reduces their quality of life. 
  In an elderly sample population, chronic lower-extremity joint pain resulted in physical disability more than 5 times greater and in psychological disability more than 3 times greater than in those without chronic pain.
  This prevalence and impact of chronic pain on the elderly can be compared with that of depression or depressive symptoms for the same population.  Although research suggests that depression and/or depressive symptoms is less common than chronic pain among older Americans (for community-dwelling older adults-8 to 20% chronic pain versus 25 to 50% depression/depressive symptoms and for primary care patients -17 to 37%), it can have more serious implications and impact on the quality of life for this population. 
 Physical symptoms are common in patients suffering from major depression. 
 Symptoms may include persistent, vague or unexplained physical complaints, decreased appetite and weight loss or gain, sleep disturbances, daytime sleepiness, reduced energy or fatigue. The likelihood of death from physical illnesses substantially increases with depression.  Impairment from medial disorders increase with depression as well as serving as an impediment to its improvement.
  Approximately 60% of patients with depression report pain symptoms at the time of diagnosis.  In a study of 1,016 members of an HMO, person with moderate to severe depression at baseline were more likely to have developed headache and chest pain 3 years later.  At the 8th year of this study, depressed patients remained 2 times as likely to develop a new chronic pain condition compared to non-depressed individuals.
  

The presence of a depressive disorder has also been demonstrated to increase the risk of developing chronic musculoskeletal pain, including risk for neck, back, and hip pain.
  This disorder can also lead to increased mortality from other diseases, such as heart disease and possibly cancer. 
   The most serious consequence of depression in later life, especially if untreated or inadequately treated, is increased mortality from either suicide or somatic illness.  In nursing home patients, major depression increases the likelihood of mortality by 59% independent of physical health measures.  Depression increases the risk of mortality among older adults with myocardial infarctions by 5 times.  Depression has also been linked to the onset of cancer.  In one study, chronic depression raised the risk of cancer by 88% in older people.
  

·  Mood problems (such as depression) contribute to some of the major causes of death, such as smoking and drinking. 
  

Dual diagnosis—substance abuse and another psychiatric disorder, usually a mood disorder—is an increasingly serious psychiatric concern. Whether alcohol/drug abuse causes mood disorders such as depression or whether these disorders leads to alcohol or drug abuse, or both have a common cause, a vicious spiral ensues when addicts use alcohol/drugs to relieve symptoms.
  People with serious mood disorders are 2 times more likely to have a higher than average rate of nicotine addiction, and many become depressed with they try to stop smoking.  

· Older adults with mental illness are at increased, risk, compared with younger adults, for receiving inadequate and inappropriate care.  

A recent national survey of 9,585 adults found that older adults with depressive and anxiety disorders were at particularly high risk of not receiving appropriate care.  Almost all of the depressed older adults surveyed in this study reported at least 1 visit to a primary care provider during the prior 12 months, but only 8% reported an outpatient visit to a mental health specialist.  Only 3% of depressed older adults reported any inpatient mental health care and 1% reported an emergency room visit for a mental health diagnosis during the prior 12 months.
  

Under diagnosis and under treatment of older adults in primary care settings represents a serious problem for this age group.  One study found that only about 11% of depressed older patients in primary care received adequate antidepressant treatment (in terms of dose and duration of pharmacotherapy), whiled 34% received inadequate treatment and 55% received no treatment.
  Without adequate and effective treatment, mental disorders in older persons are associated with significant disability and impairment, including impaired independent and community-based functioning, compromised quality of life, cognitive impairment, increased caregiver stress, disability, increased mortality, and poor health outcomes
, as previously cited.  

· Older adults with mental health problems have higher utilization and costs of healthcare services (50% higher in some cases
).  

Some estimates of direct and indirect costs of depression have been cited as $43 billion each year, not including pain and suffering and diminished quality of life.  Late-life depression is particularly costly because of the excess disability that it causes and its deleterious interaction with physical health.  Older primary care patients with depression visit the doctor and emergency room more often, use more medication, incur higher outpatient charges, and stay longer in the hospital.
,
.  Providing effective mental health services can result in cost offsets in many of these areas.
  

In addition to the pain and suffering experienced by individuals with mental illness, family members and/or caregivers are also adversely affected.  In a number of studies and reports, the affects of caring for a spouse or family member are identified as severe and excessive.    In a study conducted by Harvard Medical School of 518,240 couples 65 years and older, Dr. Nicholas Christakis and his team of researchers provided evidence that the stress of providing care for an ill spouse can ruin the health of an otherwise healthy individual. 
    According to this study (which is supported by other research) family members and caregivers are impacted by their loved one’s mental illness in the following ways:

· Study data suggests that the stress of being a caregiver causes excess death in the caretaking spouses from causes such as accidents, suicide, heart attack, infection, lung disease and diabetes,.
  In the same study, data suggests that a woman taking care of a husband with dementia or psychiatric illness is at greater risk of dying than if she were actually widowed. 
  

Other health risk among family caregivers include severe depression, anxiety, substance abuse, severe anger, and stress related health problems including cardiovascular disease, cancer, and infectious diseases are highly common.  Family caregivers who experience stressors that exceed their ability to cope are at increased risk for committing elder abuse.

· After the first 30-days of hospitalization, a wife faces 44% higher risk of death than if her husband were well, and the husband faces 35% increased risk if his wife was well. 
    

Benefits of Applying Prevention Models when serving Older Adults:
The specific advantages to focusing on prevention strategies for mental illness in older adults include decreasing pain and suffering, reducing devastating impact on people bereaved by death and ancillary benefits such as reduced health care costs.
  In addition, other benefits were identified among investigators studying older adults receiving prevention and early intervention in primary care settings.   Some of the benefits noted include:

· Use of prevention strategies significantly decreased institutionalization of older adults 
  

· Decreasing institutionalization through the use of prevention strategies is useful in assisting older adults in remaining in their community and reducing the prevalence and severity of mental illness among this age group.

Statistics report the prevalence rates of mental illness are less among non-institutionalized older adults.  For older adults 65 years of age and older, the prevalence of mental illness for individuals living in the community is12.3%, This rate is 70% for residents of nursing homes, and 50% for individuals in acute-care hospitals.  
 The prevalence of mood disorders, such as depression, is significantly lower among community-dwelling older adults in comparison to the institutionalized elderly.  The prevalence of clinically significant depressive symptoms ranges from 8 to 15% among community-dwelling elderly persons and is about 30% among institutionalized elderly (2 times more prevalent for the institutionalized).

Examples of Prevention Strategies for Older Adults:
Primary Prevention Strategies

The U.S. Preventative Services Task Forces’ Guide to Clinical Preventive Services (2d edition, 1996) defines primary prevention measures as “those provided to individuals to prevent the onset of a targeted condition.”
  Since successful primary prevention helps avoid the suffering, cost and burden associated with disease, it is typically considered the most cost-effective form of health (mental health) care.
  The following is a brief description of the types of primary prevention strategies available to professionals working with older adults with mental illness.

1. Health/Lifestyle Strategies to Increase Healthy Aging/Prevent Specific Disease

Most primary prevention strategies in mental health are effective when applied to late-onset
  (e.g. after age 65) disorders
.  These include dementia of the Alzheimer’s type followed by major depression.  Primary prevention strategies to delay the onset of dementia (e.g. Alzheimer’s disease or related symptoms) include the following approaches:

a) Offering individuals with increased genetic risks of AD nutritional aids to boost systems in the body that degenerate as a result of the disease.  Providing supplements such as Vitamin E
 and Cholinergic
.

b) Prescribing Amyloid-targeting interventions for those experiencing brain injuries. 

c) Increase the use of estrogen supplements for women experiencing menopause

d) Encouraging healthy lifestyle activities, including maintaining a healthy diet, exercise and socialization activities

2. Mental Health Service Strategies

Mental health services providers can provide a number of preventative services to individuals that are at risk of mental illness.  Services that may be beneficial to at-risk older adults include:

a) Providing grief counseling at times of loss to widows and widowers which can be effective in ameliorating depression and reducing the use of alcohol and other drugs of abuse in widows 
,

b) Offering self-help groups related to loss, moves, life review, etc., which reduces depression and its symptoms and improves social adjustment
,
 

c) Offering counseling/support for older adults entering nursing homes which is crucial given half of the patients newly relocated to nursing homes are at heightened risk for depression and suicidality.
,
,
 

d) Providing information and/or training to mental health providers and caregivers on newly developed best practices and promising practices in treating older adults with mental illness. 

3. Education and Awareness Strategies

In addition to promoting healthy lifestyle choices and providing preventative mental health services, prevention strategies in mental health are not limited to those activities that only address pain, suffering and disability due to a specific illness.  Primary prevention strategies in mental health also include those education and awareness activities that work to suppress community opposition and stigma toward those affected by all mental disorders that may prevent individuals from receiving services they need.  

Providing mental health education to individuals suffering from mental illness, families and caregivers and the general public is an essential primary prevention strategy.  Education on preventing mental illness, signs and symptoms of specific illnesses and available treatment options can:

a) Increase public awareness

b) Reduce Stigma 

c) Encourage individual health and lifestyle choices that support prevention

d) Inform individuals/families/caregivers of existing treatment approaches and options

e) Inform individuals/communities of existing programs and services

f) Increase awareness of primary care providers and other key groups (e.g. nursing home staff) that provide regular and on-going services to older adults

g)  Increase awareness about other issues that directly affect older adults with mental health issues (e.g. polypharmacy, substance abuse)

Treatment Related Prevention Strategies

The U.S. Preventative Services Task Forces’ Guide to Clinical Preventive Services (2d edition, 1996) describes secondary prevention measures as those that “identify and treat asymptomatic persons who have already developed risk factors or preclinical disease but in whom the condition is not clinically apparent.” 
 Secondary prevention in mental health, which can be referred to as Treatment-related prevention involves identifying and treating those who have already developed risk factors or exhibited early signs and symptoms of mental illness.  Treatment-related prevention strategies include activities focused on early detection of mental disease that may have significant risk for negative outcome without treatment.  With early case finding, the natural history of mental illness or how the course of an illness unfolds over time without treatment, can often be altered to maximize well-being and minimize suffering. 
   Examples of Treatment-related prevention strategies include:

a) Administering screening tests (e.g. Geriatric Depression Scale, The Beck Inventory Scale
) as these are done on older adults without clinical presentation of depression. 

b) Providing mental health or other services targeted at preventing relapse or recurrence of underlying mental disorders to prevent substantial residual disability (e.g. the application of adequately intensive treatment—pharmacological in combination with psychosocial for depression and depression in AD)
,
  Evidence based practices include activation models, life review, short term psychodynamic treatment, outreach and gatekeeper models, interpersonal psychotherapy, cognitive –behavioral strategies, etc.

c) The application of treatment approaches including the above that are long term to address residual disability in chronically mentally ill individuals
  

d) The application of treatment approaches that are designed to reduce or eliminate medication side effects and adverse reactions to mental health treatments used in collaboration with medical treatments

e)  The use of newer antipsychotic drugs (e.g. Risperidone—Risperdal—1994 and Olanzapine—Zprexa—1996)
 for management of behavioral symptoms in Alzheimer’s disease, schizophrenia, and depression
,
 

f) Minimizing the risk of falling, associated with body sway and postural stability (which are cause by many drugs)—as falls represent a leading cause of injury deaths among older persons—the right choice of a specific drug classification to reduce body sway and instability.

Prevention of Excess Disability and Premature Institutionalization Strategies

The prevention of excess disability is the final prevention strategy (or tertiary prevention strategy) that can be applied to older adults with mental illness.  Prevention of excess disability involves caring for the established mental illness while making attempts to restore the affected individual to their highest functioning.  These strategies work to minimize the negative effects of the illness and prevent illness-related complications. Strategies used to prevent excessive disability (or related symptoms/ consequences) include the following approaches:

a) Providing treatment for depression as it is the major contributing factor of excessive disability, especially in AD victims.  Individuals suffering from a chronic mental illness will experience hastened functional impairments when affected by depression.
 

b) Delay of institutional placement is key to sustaining a “normal” environment and reducing significant public health costs.
  Strategies used to prevent premature institutionalization include individual and family counseling sessions, support group participation, and ensuring the availability of counselors to assist with individuals in crisis

� U.S. Dept. of HHS—SAMHSA-Center for Mental Health Services. “Mentally Healthy Aging.  A Report on overcoming Stigma for Older Americans”. 2005.


� Bartels, Stephen J.  “Improving the United States’ System of Care for Older Adults with Mental Illness—Findings and Recommendations for The President’s New Freedom Commission on Mental Health” American Journal of Geriatric Psychiatry, 11:486-497, October 2003.


� National Institute Mental Health (NIMH):  Older Adults: Depression and Suicide Facts.  2003 (rev)


� U.S. Department of Health and Human Services—National Strategy for Suicide Prevention—A Collaborative effort of SAMHSA, CDC, NIH, HRSA, HIS—“At A Glance—Suicide Among the Elderly”


� � � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH, NIMH, 1999.Pg. 351� � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 351


� Unutzer, Jurgen.  “Diagnosis and Treatment of Older Adults with Depression in Primary Care.”  Society of Biological Psychiatry 2002; 52:285—292.  


� Bartels, Stephen J.  “Improving the United States’ System of Care for Older Adults with Mental Illness—Findings and Recommendations for The President’s New Freedom Commission on Mental Health” American Journal of Geriatric Psychiatry, 11:486-497, October 2003.


� U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 348


� U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 341


� The Merck Manual of Geriatrics—Section 4.  Psychiatric Disorders, Ch. 33 Depression.  � HYPERLINK "http://www.merck.com/mrkshared/mmg/sec4/ch33.ch33a.jsp" ��www.merck.com/mrkshared/mmg/sec4/ch33.ch33a.jsp�


� U.S. Dept. of HHS—SAMHSA-Center for Mental Health Services. “Mentally Healthy Aging.  A Report on overcoming Stigma for Older Americans”. 2005.


� U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 341


� Haggerty, Robert J; Munoz, Ricardo, E. & Mrazek, Patricia J., University of California, San Francisco Institute of Medicine University of Rochester “Institute of Medicine Report on Prevention of Mental Disorders: Summary and Commentary”  


� Bartels, Stephen J.  “Improving the United States’ System of Care for Older Adults with Mental Illness—Findings and Recommendations for The President’s New Freedom Commission on Mental Health” American Journal of Geriatric Psychiatry, 11:486-497, October 2003.


� Bartels, Stephen J.  “Improving the United States’ System of Care for Older Adults with Mental Illness—Findings and Recommendations for The President’s New Freedom Commission on Mental Health” American Journal of Geriatric Psychiatry, 11:486-497, October 2003.


� National Institute Mental Health (NIMH):  Older Adults: Depression and Suicide Facts.  2003 (rev)


� U.S. Department of Health and Human Services—National Strategy for Suicide Prevention—A Collaborative effort of SAMHSA, CDC, NIH, HRSA, HIS—“At A Glance—Suicide Among the Elderly”


� U.S. Department of Health and Human Services—National Strategy for Suicide Prevention—A Collaborative effort of SAMHSA, CDC, NIH, HRSA, HIS—“At A Glance—Suicide Among the Elderly”


� U.S. Department of Justice-Office of Justice Programs—Bureau of Justice Statistics—“Homicide Trends in the U.S.-Eldercide”.  � HYPERLINK "http://www.ojp.usdoj.gov/bjs/homicide/elders.htm" ��www.ojp.usdoj.gov/bjs/homicide/elders.htm�.


� Haggerty, Robert J; Munoz, Ricardo, E. & Mrazek, Patricia J., University of California, San Francisco Institute of Medicine University of Rochester “Institute of Medicine Report on Prevention of Mental Disorders: Summary and Commentary”  


� AGS Panel on  Persistent Pain in Older Persons.  “The Management of Persistent Pain in Older Adults”.  Journal of American Geriatric Society (JAGS) 50:S205-S224, 2002.  


� Marcus, Dawn, A.  “Management of Nonmalignant Chronic Pain in Older Patients.  Clinical Geriatrics, Vol 12, No 6, June 2004.  � HYPERLINK "http://www.mmhc.com" ��www.mmhc.com�.


� � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 348 & 350


� Clark, Michael.  “Chronic Pain , Depression, and antidepressants: issues and relationships”.  John Hopkins University. � HYPERLINK "http://www.hopkins-arthritis.som.jhmi.edu/mngmnt/depression.html" ��www.hopkins-arthritis.som.jhmi.edu/mngmnt/depression.html�.y


� CHA Helpguide: “Depression in Older Adults and the Elderly: Signs, Symptoms, Causes and Treatment”  � HYPERLINK "http://www.helpguide.org/mental/depression_elderly.htm" ��www.helpguide.org/mental/depression_elderly.htm�


� Clark, Michael.  “Chronic Pain , Depression, and antidepressants: issues and relationships”.  John Hopkins University. � HYPERLINK "http://www.hopkins-arthritis.som.jhmi.edu/mngmnt/depression.html" ��www.hopkins-arthritis.som.jhmi.edu/mngmnt/depression.html�.


� Clark, Michael.  “Chronic Pain , Depression, and antidepressants: issues and relationships”.  John Hopkins University. � HYPERLINK "http://www.hopkins-arthritis.som.jhmi.edu/mngmnt/depression.html" ��www.hopkins-arthritis.som.jhmi.edu/mngmnt/depression.html�.


� � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 351


� � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 351


� Haggerty, Robert J; Munoz, Ricardo, E. & Mrazek, Patricia J., University of California, San Francisco Institute of Medicine University of Rochester “Institute of Medicine Report on Prevention of Mental Disorders: Summary and Commentary”  


� National Mental Health Association.  “Alcohol, Substance Abuse and Depression.  � HYPERLINK "http://www.nmha.org/infoctr/factsheets/moodDisorders.cfm" ��www.nmha.org/infoctr/factsheets/moodDisorders.cfm�.


� Unutzer, Jurgen.  “Diagnosis and Treatment of Older Adults with Depression in Primary Care”.  Society of Biological Psychiatry, 2002; 52:285—292





� U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 348


� Bartels, Stephen J.  “Improving the United States’ System of Care for Older Adults with Mental Illness—Findings and Recommendations for The President’s New Freedom Commission on Mental Health” American Journal of Geriatric Psychiatry, 11:486-497, October 2003.


� CHA Helpguide: “Depression in Older Adults and the Elderly: Signs, Symptoms, Causes and Treatment”  � HYPERLINK "http://www.helpguide.org/mental/depression_elderly.htm" ��www.helpguide.org/mental/depression_elderly.htm�


� � � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 351� � U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 351


� Unutzer, Jurgen.  “Diagnosis and Treatment of Older Adults with Depression in Primary Care.”  Society of Biological Psychiatry 2002;52:285—292.  


� Bartels, Stephen J.  “Improving the United States’ System of Care for Older Adults with Mental Illness—Findings and Recommendations for The President’s New Freedom Commission on Mental Health” American Journal of Geriatric Psychiatry, 11:486-497, October 2003.


� Forman, Judy. Special to the Times “The Complexities of “in sickness”—When one spouse is ill or dies, race, gender and social outlets all play a role in the other’s fate.  The Los Angeles Times Newspaper, April 3, 2006, Section F4


� Forman, Judy. Special to the Times “The Complexities of “in sickness”—When one spouse is ill or dies, race, gender and social outlets all play a role in the other’s fate.  The Los Angeles Times Newspaper, April 3, 2006, Section F4


� Forman, Judy. Special to the Times “The Complexities of “in sickness”—When one spouse is ill or dies, race, gender and social outlets all play a role in the other’s fate.  The Los Angeles Times Newspaper, April 3, 2006, Section F4


� Health Risks among Family Caregivers.  “Promoting the Health of Older Adults and their Caregivers”.  2006 American Psychological Associations.  


� Forman, Judy. Special to the Times “The Complexities of “in sickness”—When one spouse is ill or dies, race, gender and social outlets all play a role in the other’s fate.  The Los Angeles Times Newspaper, April 3, 2006, Section F4


� Training Manuel—Suicide Prevention for Older Adults—NSW Department of Health—June 2003


� U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH,NIMH, 1999.Pg. 341


� Bishop, Malachy & Swett, Elizabeth A. “Mental Health and the Aging Population: Implications for Rehabilitation Counselors”; The Journal of Rehabilitation, Vol. 69, 2003.


� The Merck Manual of Geriatrics—Section 4.  Psychiatric Disorders, Ch. 33 Depression.  � HYPERLINK "http://www.merck.com/mrkshared/mmg/sec4/ch33.ch33a.jsp" ��www.merck.com/mrkshared/mmg/sec4/ch33.ch33a.jsp�


�Fitzgerald, Margaret A.: Fitzgerald Health Education Associates, Inc.  www.fhea.com/CertificationCols/level_prevention.htm.  / U.s. Preventative Services Task Force—Guide to Clinical Preventative Services, Second Edition, 1996  (pp xli)  


� (Fitzgerald, Margaret A.: Fitzgerald Health Education Associates, Inc.  www.fhea.com/CertificationCols/level_prevention.htm.  / U.s. Preventative Services Task Force—Guide to Clinical Preventative Services, Second Edition, 1996  (pp xli)  


� Webster, J. & Grossberg, G.T. (August 1998).  Late –Life Onset of Psychotic Symptoms.  American Journal of Geriatric Psychiatry 6:196-202


�U.S. Department of Health and Human Services. Mental health: A Report of the Surgeon General—Chapter 5—Older Adults and Mental Health.  Rockville, MD: U.S. DHHS, SAMHSA, CMHS, NIH, NIMH, 1999. Pg. 342


� Vitamin E—“Description of Uses”.  � HYPERLINK "http://www.healthatoz.com/healthatoz/Atoz/ency/vitamin_e_deficiency.jsp" ��http://www.healthatoz.com/healthatoz/Atoz/ency/vitamin_e_deficiency.jsp�


� Cholinergic Drugs—“Description of Uses”. � HYPERLINK "http://www.healthatoz.com/healthatoz/Atoz/ency/cholinergic_drugs_.jsp" ��http://www.healthatoz.com/healthatoz/Atoz/ency/cholinergic_drugs_.jsp�


� Kennard, Christine.  Your Guide to Alzheimer’s Disease.  � HYPERLINK "http://alzheimers.about.com/cs.diagnosisissues/f/faq_causes_p.htm" ��http://alzheimers.about.com/cs.diagnosisissues/f/faq_causes_p.htm�


� Kennard, Christine.  Your Guide to Alzheimer’s Disease.  � HYPERLINK "http://alzheimers.about.com/cs.diagnosisissues/f/faq_causes_p.htm" ��http://alzheimers.about.com/cs.diagnosisissues/f/faq_causes_p.htm�


� CHA Helpguide: “Depression in Older Adults and the Elderly: Signs, Symptoms, Causes and Treatment”  � HYPERLINK "http://www.helpguide.org/mental/depression_elderly.htm" ��www.helpguide.org/mental/depression_elderly.htm�


� Constantino, R. E.  (1998)  Comparison of two group interventions for the bereaved. Image—The Journal of Nursing Scholarship, 20, 83—87. 


� Lieberman, M.A., & Videka-Sherman, L. (1986) The impact of self-help groups on the mental health of widows and widowers.  American Journal of Orthopsychiatry, 56, 435-449.


� Constantino, R. E.  (1998)  Comparison of two group interventions for the bereaved. Image—The Journal of Nursing Scholarship, 20, 83—87. 


� Lieberman, M.A., & Videka-Sherman, L. (1986) The impact of self-help groups on the mental health of widows and widowers.  American Journal of Orthopsychiatry, 56, 435-449.


� Parmelee, P.A.., Katz, I.R., & Lawton, M.P. (1989).  Depression among institutionalized aged: Assessment and prevalence estimation.  Journal of Gerontology, 44, M22-M29.


� Conwell, Y. (1996); Diagnosis and Treatment of Depression in Late Life.  Washington, DC:  American Psychiatric Press.  Conwell, Y., Duberstein, P.R., Cox, C., 


� Hermann, J.H., Forbes, N.T., & Caine, E. D. (1996).  Relationships of age and axis I diagnoses in victims of completed suicide: A psychological autopsy study.  American Journal of Psychiatry, 153


� (Fitzgerald, Margaret A.: Fitzgerald Health Education Associates, Inc.  www.fhea.com/CertificationCols/level_prevention.htm.  / U.s. Preventative Services Task Force—Guide to Clinical Preventative Services, Second Edition, 1996  (pp xli)  


� (Fitzgerald, Margaret A.: Fitzgerald Health Education Associates, Inc.  www.fhea.com/CertificationCols/level_prevention.htm.  / U.s. Preventative Services Task Force—Guide to Clinical Preventative Services, Second Edition, 1996  (pp xli)  


� CHA Helpguide: “Depression in Older Adults and the Elderly: Signs, Symptoms, Causes and Treatment”  � HYPERLINK "http://www.helpguide.org/mental/depression_elderly.htm" ��www.helpguide.org/mental/depression_elderly.htm�


� (Fitzgerald, Margaret A.: Fitzgerald Health Education Associates, Inc.  www.fhea.com/CertificationCols/level_prevention.htm.  / U.s. Preventative Services Task Force—Guide to Clinical Preventative Services, Second Edition, 1996  (pp xli)  


� Schneider, L.S. (1996).  Pharmacological considerations in the treatment of late life depression.  American Journal of Geriatric Psychiatry, 4, S51—S65.


� Small et al.  (1997) Diagnosis and treatment of Alzheimer’s disease and related disorders.  Consensus statement of the American Association for Geriatric Psychiatry, the Alzheimer’s Association, and the American Geriatrics Society.  Journal of the American Medical Association, 278, 1363—1371


� Reynolds, C.F., III, Frank, E., Kupfer, D.J., Thase, M.E., Rerel, J.M., Mazumdar, S., & Houck, P.R. (1996).  Treatment outcome in recurrent major depression: A post hoc comparison of elderly (“young old”) and midlife patients.  American Journal of Psychiatry, 153, 1288—1292.


� Nemeroff, C.B., DeVane, C.L. & Pollock, B.G. (1996).  Newer antidepressants and the cytochrome P450 system.  American Journal of Psychiatry, 153, 311-320.


� Antipsychotic Drugs:  New Generation Antipsychotics.  � HYPERLINK "http://www.viterbo.edu/personalpages/faculty/DWillman/p431_antipsy.htm" ��http://www.viterbo.edu/personalpages/faculty/DWillman/p431_antipsy.htm�.


� Saltz, et al (1991) Prospective study of tardive dyskinesia incidence in the elderly.  Journal of the American Medical Association, 266, 2402—2406.


� Jeste et al, (1995a) Risk of tardive dyskinesia in older patients.  A prospective longitudinal study of 266 outpatients.  Archives of General Psychiatry, 52, 756—765. 


� Laghrissi-Thode et al (1995).Doubleblind comparison of paroxetine and nortiptyline on the postural stability of late-life depressed patients. Psychopharmacology Bulletin, 31, 659-663.


� Ritchie et al, (1998).  Progressive disability in senile dementia is accelerated in presence of depression.  International Journal of Geriatric Psychiatry, 13, 459—461. 


� Sano et .al (1997).  A controlled trial of selegiline, alphatocopherol, or both as treatment for Alzheimer’s disease.  The Alzheimer’s Disease Cooperative Study.  New England Journal of Medicine, 336, 1216—1222. 


� Sano et .al (1997).  A controlled trial of selegiline, alphatocopherol, or both as treatment for Alzheimer’s disease.  The Alzheimer’s Disease Cooperative Study.  New England Journal of Medicine, 336, 1216—1222. 





