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2 main sections:

- New or modified recommendations
- Side-by-side comparison of 2006 and 2021 
recommendations.
- Ideally readers will review both sections



Topics included

1. Prevention

2. Assessment / Screening

3. Psychosocial interventions and Psychotherapy

4. Pharmacological treatments

5. Somatic Treatments

6. Subtypes of depression

7. Special populations

8. Models of Care
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Differential Diagnosis “I feel down…”

• Major Depressive 
Disorder – Major 
Depressive Episode

• Bipolar Disorder –
Major Depressive 
Episode

• Persistent Depressive 
Disorder- pure 
dysthymic type

• “Minor/subthreshold 
depression”

• Adjustment Disorder

• Bereavement

• Personality Disorder

• Mood disorder due to a 
medical condition

• Substances/meds



MDE Symptoms (DSM-5)

• *Depressed/empty

• *Anhedonia

• Sleep (less or more)

• Appetite (less or more)

• Reduced energy

• Poor concentration

• Guilt or worthlessness

• Psychomotor slowing or 
restlessness

• Thoughts of death or 
suicide

• Distress or impairment 
in functioning X 2 weeks

• 5/9 symptoms



Recommendations:

Prevention



• Although research on prevention is in its infancy, prevention may be an alternative 
strategy to further reduce the disease burden of depression, which has been 
described as a global public health priority (Reynolds et al., 2017 ). 

Universal prevention focuses on the general public or a whole population group 
regardless of risk status. 

Selective prevention targets individuals or subgroups that are at higher risk of 
developing mental disorders than average individuals or subgroups. 

Indicated prevention focuses on individuals who are identified as having 
prodromal symptoms or biological markers of mental disorders, but who do not 
yet meet the diagnostic criteria for a full-blown diagnosis. 







Van’t Veer-Tazelaar et al. (2009) studied the following steps: a watchful waiting 
approach, CBT-based bibliotherapy, CBT-based problem-solving treatment, and 
referral to primary care for medication, if required. The intervention group had a 50% 
reduction in incidence of major depressive disorder or anxiety disorder over a 12-
month period compared to usual care. 



Schuch et al. (2018): meta-analysis of 49 studies of physical activity. Compared with 
people with low levels of physical activity, those with high levels had significantly 
lower odds of developing depression. Physical activity had a protective effect against 
the emergence of depression across all age groups including older adults. 



A review of 9 studies, utilizing such interventions by nurses in patients coping with 
cancer, concluded that it is possible to increase hope in this group (Li et al., 2018). 
Moore (2005) suggests that nurses are in key positions to have conversations with 
their patients about hope and about strategies to find renewed hope in any situation. 
Although more research is necessary to understand optimal interventions, we would 
encourage all healthcare staff to reflect on how best to incorporate the instilling of 
hope into their practices.







Assessment

• Interview

• Collateral History

• Safety

• Cognitive Assessment

• Physical exam

• Bloodwork
– CBC, Lytes, Thyroid, B12, Calcium, glucose

• Imaging

• Driving



Recommendations:
Psychotherapy and 
psychosocial interventions







Numerous meta-analyses support CBT as an effective treatment for 
late-life depression (Cuijpers et al., 2006; Pinquart et al.,, 2007; Peng et 
al., 2009) when provided in both individual and group formats. Some 
of these meta-analyses also found evidence in support of other 
psychotherapies such as reminiscence therapy. 

Emerging studies also suggest CBT is an effective intervention for 
depressed older adults with medical comorbidities such as chronic 
pain (Ehde et al., 2014) and heart failure (Jeyanantham et al., 2017). 

Meta-analyses of psychotherapeutic interventions also support the 
effectiveness of PST for late-life depression showing moderate to high 
effect sizes (Cuipjers et al., 2014 ; Kirkham et al., 2016), including 
among frail older adults (Jonsson et al., 2016).



Recommendations:
Antidepressant medication



Meta-Analyses

• 2nd generation – effective
– 44.4% vs 34.7%

• TCA's, SSRIs and other antidepressants were superior 
to  placebo 
– NNT were 14.4 and 6.7 for remission and response 

• sertraline, paroxetine, and duloxetine were significantly 
better than placebo in achieving a partial response

• duloxetine  >  placebo in achieving remission and 
response.  SSRIs in 3 studies were not significantly 
better than placebo 

Nelson et al. Am J Geriatr Psychiatry 2008; 16:558 –56
Kok et al., Journal of Affective Disorders 141 (2012) 103–115
Thorlund et al., ; J Am Geriatr Soc 63:1002–1009, 2015
Tham et al., Journal of Affective Disorders 205 (2016) 1–12 



Meta-Analyses

• Negative Studies

– efficacy was not found in patients over the age of 
65 

– lower rates of response in the older adults who 
were male, of older age, and who had a longer 
mean length of episode of depression

Tedeschini, J Clin Psychiatry 2011;72(12):1660–1668 
Catali et al., Journal of Affective Disorders 147 (2013) 1–8 



Prevention of Relapse Studies

• Escitalopram 10-20  (24 weeks)
– risk of relapse was 4.4 times higher for the placebo 

group

• Citalopram X 48 weeks  -positive

• A systematic reviews/meta-analysis
– ongoing treatment with antidepressants is efficacious 

in preventing relapse as compared to placebo

– maintenance treatment with SSRIs was better than 
placebo in preventing relapse with NNT = 5

Gorwood et al., Am J Geriatr Psychiatry 2007; 15:581–593
Klysner et al., JOURNAL OF PSYCHIATRY (2002), 181, 29-35 
Kok et al., Am J Geriatr Psychiatry 19:3, March 2011
Tham et al., Journal of Affective Disorders 205 (2016) 1–12









How Long to Stay on Antidepressant?

• Minimum of 1 year, even in the case of a 
single episode (Diniz 2014). 

• A Cochrane review in 2016 

– quality of evidence was low with only 3 RCTs

– NNT =  5

– The authors suggest that “Continuing 
antidepressant medication for 12 months appears 
to be helpful with no increased harms..”



Unchanged

• Older patients who have had more than 2 
depressive episodes, had particularly severe 
or difficult-to-treat depressions or required 
ECT should continue to take antidepressant 
maintenance treatment indefinitely, unless 
there is a specific contraindication to its use. 
[D]



Treatment Resistance

• Only 50% of elderly patients respond to first-
line treatment and less than 40% reach 
remission 

Bennabi et al., J Affect Disord 171:137–141  



Approach

• Assess medication adherence 

• ? alcohol, substances, and  medications

• The diagnosis should be reviewed

• Drug-drug interactions

• Medical conditions should be reviewed, 
hyponatremia. 





Recommendations regarding subtypes 
of depression

• Persistent depressive disorder

• MDE – severe without psychosis

• MDE – severe with psychosis









Mood Stabilizers:
emphasize need for close monitoring







Recommendations:
Special Populations-

Depression associated with Dementia, 
Parkinson’s Disease & Stroke



What are the Challenges in 
Diagnosing Depression in Dementia?

• Unable to recall

• Unable to articulate/describe

• Loss if interest vs inability

• Sleep and appetite 

• Psychomotor changes 



Depression of Dementia (dAD)  NIMH 

DSM

• At least 5 symptoms

• Almost every day

dAD

• At least 3 symptoms

• Not every day

• Added irritability

• Added social isolation or 
withdrawal

Olin et al., Am J of Ger Psych 2002, 10: 125-128, 129-141









Recommendations:
Models of Care





Conclusions

• The updated guidelines have expanded to 
include prevention strategies

• Greater emphasis on a variety of psychosocial 
interventions including physical activity

• Some important modifications to 
pharmacological treatments

• Inclusion of rTMS as a potential treatment

• Updates on evidence-based models of care 
including virtual care
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If you’re interested in joining CCSMH

please contact: www.ccsmh.ca 

David Conn

Co-Chair, CCSMH

Claire Checkland

Executive Director, CCSMH



Thank You!  Any Questions?


