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Use of Antidepressantsin Nursing Home Residents

A Joint Satement of the Members of the Long Term Care Professional Leadership Council (LTCPLC)

SUMMARY

The LTCPLC wishes to provide information and comhregarding the appropriate use and consideratans
using antidepressants in the nursing home.

- Normal human emotions such as sadness and agkiet;d not be confused with disease.

- The diagnosis of depression should be made dbrdbased on established guidelines.

- Treatment of mood disorders, including depresssbould be broad-based.

- Antidepressants are sometimes initiated undestegueable circumstances.

- As with all other medications, antidepressantgehaoth benefits and risks.

- The CMS Quiality Indicator for depression musiriierpreted cautiously.

- The F329 Unnecessary Drug guidance encouragesous decision making.

- It is reasonable to promote the careful use amebgdic reconsideration of the need for antide@etss

DISCUSSION

In December, 2006, the Centers for Medicare & MadiServices (CMS) released an update of its “F329
Unnecessary Drugs” guidelines for surveyors. Amotigr things, these guidelines include additional
categories of psychopharmacological medicationstiticg antidepressants—to be considered for tagerin

This section of the surveyor guidance has eliai@acerns from facilities, surveyors, and practiie Some
believe that it is unreasonable to expect thatrtag®f such medications be considered.

Arguments include the following:

- for many years, it has been stated that deressunder-diagnosed and under-treated

- the alleged standard of care is to keep peapntidepressants indefinitely, not to taper them

- because CMS has a quality indicator relateth@aiumber of people in the facility with symptonfis o
depression on the MDS who are not receiving antetgants, failure to treat these people with aptessants
may put the facility at risk for a survey deficignc

The LTCPLC wishes to provide information and comtr@nthis issue.

Normal human emotions such as sadness and anxiety should not be confused with disease.

Sadness and anxiety are normal human emotiongigis/a normal human expression of sadness.
Emotions can become problematic when they beconegtseme or overpowering that they interfere with
normal function. Sometimes, medical conditions caumse extreme emotions.

Depression is a moaod disord#ris important not to confuse normal human eomiwith disease
needing medical treatment.

The diagnosis of depression should be made car efully, based on established guidelines.

The diagnosis of depression alwagguires more than just identification of symptosshough the
diagnosis of depression is sometimes unclear, andrieal treatment is sometimes indicated, theeespecific
criteria for the diagnosis.

There is a spectrum of mood disturbances andakssr No one symptom defines depression. There is
not a distinct cutoff between normal and depres$adrefore, it is always important to look at theole
individual and the symptoms in the proper context.

For example, it is normal for people to expressmdiy or sadness as a result of personal lossuserio
iliness, or other difficult situations. StatemesitEh as “I don't want to live” may deserve addieibn
investigation, but do not by themselves mean thiate®ne is depressed or has a condition or illress t
warrants a medication.



Nursing home regulations and related materialsd@diments (including the Minimum Data Set
[MDS] and RAPs [Resident Assessment Protocolsatgprovide enough information or guidance to permi
the diagnosis of depression. Therefore, the coiaciutat someone is depressed requires additimad@ion
and careful review of all pertinent information.

Concerns have been raised repeatedly about ppssiet-diagnosis and over-treatment of mood and
behavioral symptoms, and the confusion of normaitems of everyday life with treatable medical @bses.
Since screening checklists do not provide enoufgitnmation to diagnose depression, results must be
interpreted in the proper context. [Wakefield JEhipz MF, First MB, Horowitz AV. Extending the
bereavement exclusion for major depression to dtisses: Evidence from the national comorbiditywewyr
Arch Gen Psychiatry. 2007;64:433-440]. Althouglststudy covers younger individuals, the concerasiib
inappropriate diagnosis and inadequate contexttévpret information apply to any age group.

In addition, symptoms that could reflect depressian also result from other significant conditidimat
may look like, or be totally unrelated to, depressi For example, diseases and medications cae ¢athargy,
weakness, or apathy. These may appear to be cayskgpression, but they are due to other conditions
[Landes AM, Sperry SD, Strauss ME, Geldmacher D&tAy in Alzheimer’s Disease. J| Amer Geriatr Soc
2001; 49:1700-1707.] Careful assessment is needel@mtify the cause of such symptoms. Appropriate
interventions depend on the cause of such symptoms.

Symptoms of depression may range from major (sessgmptoms, significant complications) to minor
and/or uncomplicated. Any mood disturbance, ingigdiepression, may be enduring or limited.

Treatment of mood disorders, including depression, should be broad-based.

There is ample evidence that nonpharmacologicvetgions are often successful in individuals with
mood disturbances including anxiety and depresgspecially in individuals with less complicatedicses
and intermittent symptoms. [American Medical Ditgs Association. Depression Clinical Practice @Ulirck.
AMDA: Columbia, MD, 2003.] Use of nonpharmacologiterventions should be considered in treatment of
mood disorders, either alone or in combination wiigdications.

Antidepressants are sometimes initiated under questionable circumstances.

Antidepressants are used legitimately to treabuarconditions. In many individuals with depressio
medication is essential.

However, antidepressants are sometimes initiaeduestionable indications, with little or no escte
of efforts to consider alternative explanations @rroot causes (such as medication side effe€symptoms.
This may occur when treatment is based on specualati misinterpretation of symptoms. Although pniype
trained psychiatrists and other clinicians areroftelpful, not all psychiatric consultations in simg homes are
done by adequately trained and knowledgeable @iméc

For example, it is often assumed that people whlp'taeating should receive an antidepressant as an
“appetite stimulant.” However, the reputation ofidepressants as “appetite stimulants” has beeggexated.
Using them routinely is not good practice.

Anorexia is common, and sometimes is a symptorarapanying depression. Many other medications
that residents already take (including some antekgants) may suppress appetite, directly or iothyréby
causing lethargy, confusion, dry mouth, etc.). € many medical and medication-related causes of
decreased appetite that should be investigatedamtie corrected. Just putting someone on an anésksant
because they are not eating well is not good mecti
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Only qualified individuals who are capable of exatlng the whole picture including possible alténrea
explanations for symptoms, and who understanddlagive benefits and potential adverse consequesfces
medications, should attempt to diagnose depressidfor prescribe antidepressants. This does nessaqdly
require a psychiatrist, as primary care practitisrvého perform an appropriate assessment andtoefetevant
criteria can potentially diagnose and manage undioatpd situations.

Since many individuals have other, often reveesibiderlying causes for not eating, it is often
inappropriate to use an antidepressant as aifiesiritervention. Even when such medication is gnibed
appropriately, it is important to evaluate whetihés helpful, and to discontinue it if not effeati. Even when
used successfully, it is often appropriate to oryaper such medication subsequently.

Aswith all other medications, antidepressants have both benefits and risks.

Overall, antidepressants have a relatively godetyarofile. But, they also carry significant rgk
Under certain circumstances, including use in coation with other medications, they can be reléed
serious, if not fatal, adverse consequences.

While newer antidepressants may have fewer sig@etefoverall than older ones, some risks are
comparable. For example, the incidence of fallaraadverse consequence related to newer antidaptess
not appreciably different than with older ones.

Many antidepressants increase a chemical in e balled serotonin. But other medications caa als
affect serotonin levels in the brain. If a pers®neiceiving too many medications, or too high dbae of
medications, which affect serotonin levels, thely gat a dangerous condition called “serotonin syrmmy.”

This condition may masquerade as a viral or fle-lilness, cardiac disease, anxiety, neurologiorder, or
worsening of prior psychiatric symptoms [Lantz MEgrotonin syndrome in the older adult. Clin Gerzi06;
14:13-16. Sternbach H. The serotonin syndrome. Asythiatry 1991;148(6):705-713; LoCurto MJ. The
serotonin syndrome. Emerg Med Clin North Am 1997{3)%65-675; Boyer EW, Shannon M. The serotonin
syndrome. N Engl J Med 2005;352(11):1112-1120.]

Adverse consequences of antidepressants may mietfied when they are not sought or are not
believed when they are seen. When adverse consszpiare suspected, further appropriate action @sich
tapering to see if there may have been an adverssequence) may not be taken.

The CM S Quality Indicator for depression must beinterpreted cautioudly.

Application of the CMS Quality Indicator (QI) rédal to depression is flawed. Having a symptom of
depression does not represent a diagnosis. Noyomaem proves that an individual is depressed oulkh
receive a medication.

The MDS QI was developed as a screen at thetfalgirel to evaluate whether individuals with
depression are being identified and treated. Howeétvieas been misinterpreted by some to imply that
appropriate practice is to initiate antidepressa@tlications for anyone who triggers with a symptbat could
represent depression.

Based on diagnostic considerations mentioned altbgeMIDS cannot diagnose depression, but only
lists symptoms. Therefore, it is not appropriat@ittpe the quality of care simply based on the remalh
individuals who are (or are not) receiving anticegsants, without also evaluating whether the athportant
considerations mentioned herein have been addressed

The F329 Unnecessary Drug guidance encourages judicious decison making.
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The guidance for F-329 asks facilities to conswlkether continued use of an antidepressant is
indicated and whether a dose reduction might beogpiate. That is a reasonable expectation.

Although some individuals will not be candidatesdttempted tapering, others may not need
antidepressants indefinitely, or may do well oessér dose. There is a significant difference betwe
individuals who are clearly diagnosed with clinideipression and others for whom an antidepressdoatgun
based on nonspecific symptoms, or when given for pgnagement or anorexia. Judicious clinical assest
and decision making help to distinguish appropr&tigations, and minimize the risks of having Siigant
symptoms return. In addition, tapering does noessarily mean abrupt discontinuation.

Our conclusion: It isreasonableto promote the careful use of antidepressants and periodic
reconsideration of the need for their continued use.

0 The use of antidepressants should be governedebiaths, not by existing myths and
misconceptions.

o Facilities, nursing home staff, survey agenciegsyans, consultant pharmacists, and others
should recognize the myths and realities aboutl@ptessants, including their relative benefits
and risks.

0 There are good reasons to expect careful consideratt indications, dosage, and duration of
antidepressants, as with other categories of mealitsa

0 Sometimes, antidepressants must be continued midfi But there are various situations
where antidepressants can be safely tapered, ametistes discontinued.

o Valid practice guidelines do not suggest that amidssants should never be considered for
tapering or discontinuation.

o A key component of clinical judgment is to be aaledentify situations where treatment may
not be warranted or can be discontinued; indiscrata “cookbook” approaches do not
necessarily reflect real judgment or skill, andndd represent personalized care.

The Council also recommends the following:
1. State survey agencies should help surveyorsrstashel that the expected review of antidepressents
recommended in the surveyor guidance is reason@btgeyors should be given information to help them
understand legitimate indications for antidepressaa and clinical contraindications to tapering.
2. Nursing home staff and practitioners should iBergadequate information about the appropriateofise
antidepressants and their potential—alone or comebwith other medications—to cause significant askve
consequences.
3. The practice of using antidepressants routioeindiscriminately as empirical appetite stimutashould be
reconsidered. Individuals with anorexia or weigigs should be assessed appropriately for causbese
symptoms, including adverse consequences due ¢o wibdications. Interventions for anorexia and Wwelgss
should be targeted to those causes.
4. Appropriate clinical practice guidelines shob&lused to guide diagnosis and management of dgpnes
5. Research on the subject of depression ance@snient in nursing homes should be more balanced.
Research about depression management in nursmgshappears to be based primarily on the
hypothesis that depression remains widely undegratised and untreated. Undoubtedly, there are thas
for whom this is true. But the use of antidepretsaas increased from 28.8 percent of nursing hasidents
in 1998 to 47 percent in 2007, according to CM&udaherefore, it is puzzling how under-treatmemt sl be
described as common or widespread. A careful revietlie basis for diagnoses of depression anddienale
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for treating it in individual nursing home resided needed to determine whether appropriate ieriter
diagnosis and treatment are being met. Researcldsalso look for the broader impact of antidepa@ss on
individuals, including possible undetected or unaged adverse consequences.

Disclaimer
This joint professional statement is provided fiscdssion and educational purposes only and shwmilbe
used or in any way relied upon without consultatothh and supervision of a qualified physician lthea the
case history and medical condition of a particpitient. The American College of Health Care
Administrators, its heirs, executors, administrateuccessors, and assigns hereby disclaim angllrability
for damages of whatever kind resulting from the usgligent or otherwise, of this joint professibsiatement
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