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Abstract 

This project examines elements of depression and 

suicide in the elderly. An emphasis on accurate assessment 

for depression and potential suicide is an integral part of the 

project's focus. An overall theme evident in all references is 

how hopeless the elderly feel prior to thoughts, plans and 

actions to end their lives. Depression shows through 

signs of helplessness, passivity, detachment, physical 

debilitation, and despair. Biological, sociological, 

psychosocial and psychological factors associated with aging 

are discussed. The specific topics and teaching modules 

provide guidance with the hope that caregivers will begin to 

understand the devastating desperation that precedes elderly 

suicide attempts and/or successes. 
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Chapter I 

INTRODUCTION 

The aging process is mesmerizing. The respect and 

genuine empathy deserving to each elderly individual are two 

qualities of care that this author strongly believes must be 

integrated into all levels of care. Too often the elderly are 

overlooked as insignificant human beings who have already 

lived their lives and who should quietly leave this world without 

a fuss. It is interesting that now, with an ever growing number 

of middle age baby boomers on the way to becoming elders, 

the interest is swinging to an enormous interest in the elderly. 

Despite the self-serving motives, it is encouraging that so 

much attention is being paid to the research and care of the 

elderly. It is long overdue. Now the interest peaks, because 

soon it will be this generation's tum to experience the trenches 

of old age. Now respect, care, treatment, cost, and pain 

control that elders have been experiencing for eons receive the 

focus of attention. 
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This project concentrates on the physiological, 

psychosocial, and psychological facets of depression and 

suicide in the elderly. Extensive research has taken place to 

ensure a broad spectrum of input and insight into this 

troublesome topic. It is not a pleasant one to think about, to 

observe, or to treat. Fortunately, however, depression can be 

treated. However, there are many factors involved in this 

illness. Often only the medical aspect of depression is 

addressed, the aging individual is unfortunately considered to 

be normal and expected to be depressed, and too few 

caregivers truly understand the complexity of this illness that 

can lead to the devastating decision to end one's life. The 

purpose of this project is to educate caregivers as to the 

physical, social, and psychological aspects of depression and 

suicide in the elderly, as well as present interventions and 

treatments appropriate for this very special population. 



Chapter II 

LITERATURE REVIEW 

Mental health centers do not demonstrate a significant 

interest in providing extensive health services for elders. The 

elders are often misperceived as depressed individuals whose 

difficulties are believed to be the by-product of aging. Some 

mental health professionals view the elderly as having the best 

part of their lives behind them. As a result, the elderly are 

viewed as less deserving of attention (Gelfand, 1993). 

According to Lewis, (1996), aging is based on four basic 

assumptions. First, aging is developmental. Second, old age 

is perceived as a gift of 20th century science and technology. 

Third, normal aging must be differentiated from pathologic 

aging. Fourth, there is no universally accepted theory of 

aging. 

STRESS/DEPRESSION 

According to the Geriatric Social Readjustment Scale by 

Amster, L. and Krauss, H. (1977) there are 25 stressful life 

events in the lives of older individuals. Some of them include 

death of spouse, institutionalization, death of a close family 

member, major personal illness or injury, major change in 

financial state, retirement, marital separation from mate, 

3 
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eyesight failing, death of a close friend, major change in 

behavior or health of family member, and/or a major change in 

activities that produce gratifying results. The remaining 

stressors include a change in sexual behavior, change in job 

responsibilities, painful arthritis, feeling of slowing down, 

change in living conditions or environment, change in social 

activities, losing one's driver's license, reaching age 65, 

reaching age 70, major change in working hours/conditions, 

troubles with one's supervisor, holidays and anniversaries, 

argument with children, and/or an argument with spouse. 

Depression is frequent following physical illness. 

Lowered self-esteem develops because of reduced 

social/personal value status, retirement, guilt over actions in 

the past and present (Butler, 1991 ). While stressors play an 

important role in depression, they also affect the quality of 

lives. The term "quality of life" produces a need to look at an 

intolerable situation as the "line of unbearability" that each 

person subconsciously reaches. There are certain steps 

of a process that occur once that line is crossed. First, a 

crisis is triggered. Second, individuals see the situation as 

hopeless and feel helpless to change the situation. If some 

form of intervention does not occur, they believe that the only 
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choice is to escape through death. It is at this point that 

depression becomes life threatening. 

5 

According to Langone, (1991 ) the elderly are especially 

prone to depression. Fifteen percent of elders 65 years of age 

or older suffer from it. Women are more susceptible. 

"Biological, sociological , and psychological factors, many of 

them associated with aging, may be behind the depression" 

(69). 

There are two types of depression that are particularly 

pertinent to this discussion. They are reactive depression and 

endogenous depression. Reactive depression pertains to 

losses such as: self-esteem, good health, and children 

moving away. The elderly feel helpless and find their mental 

stability shaken. What compounds the loss is the lack of 

opportunity to compensate for what is now missing. Older 

adults are left to fill those seemingly bottomless gaps by 

themselves (at least that is the elders' perception) (Langone, 

1991 ). 

Endogenous depression comes from within from some 

disturbance, deficiency, or overabundance of certain brain 

chemicals. A person may inherit a tendency to develop a 

mental illness by inheriting a defect in brain chemistry. That 
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deficiency creates an imbalance of key chemical transmitters. 

another danger is that the disease/tumors can secrete 

hormones that act on the brain and alter one's mental state or 

side effects of certain medications, especially when combined 

with other drugs. Elders often take more medications than 

younger people, and the elderly person's body processes 

drugs differently. Seligman and Moore (1995) posit that the 

elderly are sometimes misdiagnosed with depression when 

what they really have is melancholia. They posit that 

melancholia seems more prevalent among the elderly than any 

other age group. To make an accurate diagnosis of 

depression, an examination of the criteria is paramount. 

The DSM IV (APA, 1994) states that at least five of the 

following symptoms must have been present during the same 

two week period and exhibit period and exhibit a change from 

previous functioning with a minimum of one of the symptoms 

being depressed mood or loss of interest or pleasure. The list 

of symptoms includes a depressed mood most of the day that 

is indicated by a subjective report, diminished interest in 

activities most days, a significant weight loss, insomnia or 

hypersomnia every day, agitation or retardation of 

psychomotor abilities nearly every day, fatigue or loss of 
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energy every day, feelings of worthlessness or excessive or 

inappropriate guilt, diminished ability to concentrate or make 

decisions, and recurrent thoughts of death. A condition of 

diagnosis is that the symptoms cause clinically significant 

distress or impairment in social, occupational or other 

important areas of functioning. 

To substantiate the severe potential, it is important to 

examine researchers' findings. Recurring thoughts of death or 

suicide are symptoms of depression (APA, 1994). 

Seligman (1990) believes that depressed people may be 

in such severe emotional pain that they feel as though their 

symptoms will never end. Axelson (1985) states that some 

elderly people feel lonely and abandoned, helpless and 

powerless and that the l1ikelihood of suicide increases 500 

times when the person is deeply depressed. Foster (in 

Counseling Today. 1995) states that the elderly have the 

highest suicide rate of any other age group as a result of 

undiagnosed or untreated depression. She adds that 

infrequent visits from family members, few friends still living, 

and lack of mental stimulation contribute to the myth that 

growing old means living out remaining years lonely and 

depressed. Depression is a serious problem for the elderly 
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but often is erroneously attributed to somatic concerns, 

cognitive deficits, medical side effects, or expected changes of 

old age. Mood disorders typically have a more rapid onset 

than the other disorders, providing a clue to differential 

diagnosis. Obviously, this view renders a differing opinion 

than most of the research that is quite definitive about the 

elderly as potential suicide victims (McDonald, 1988). 

According to Foster (1995) there is an added threat to 

the welfare of elders with a terminal illness. Such elders 

sometimes experience added stress to their situations by one 

or a combination of the following: pretending everything is 

okay, convincing others that they are taking necessary 

precautions, suffering side effects of medication, suffering 

from inept medical attention, experiencing relationship 

problems, feeling guilty, attempting to deal with daily trials and 

tribulations alone, falling victim to a time-bomb chronic illness, 

dealing with the outside world, realizing increased stress, 

and/or experiencing an economic trauma. 

According to Warnick (1995) even supportive therapy 

with the terminally ill cannot be encouraging, because the 

illness will still be there. Seligman (1990) posits that 

depression may result as people find themselves in such 
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severe emotional pain that they feel as though their symptoms 

will never end. Suicide may seem like the only escape. 

Axelson (1985) states that some elderly feel lonely and 

abandoned, helpless and powerless. The likelihood of suicide 

increases 500 times when a person is deeply depressed 

(Axelson, 1985). 

Coleman (1980) states that elderly people face many 

real problems and insecurities that are not characteristic of 

earlier life. Even well-integrated personalities may break down 

under the combined assault of cerebral changes and a 

stressful life situation. A prime example is retirement, which 

can be quite demoralizing if it is forced upon individuals. Many 

people depend on their work for status, for self-identity, for 

satisfying interpersonal relationships, and for supplying 

meaning in their lives. Retirement often fails to meet these 

needs, and there is a tendency to react with the feeling that 

one's usefulness and worth are at an end. This reaction 

contributes to a creation of physical and mental deterioration. 

"A depressed person is emotionally incapable of perceiving 

realistic alternative solutiions to a difficult problem" p. 580. 

George Engel, University of Rochester Medical Center, 

explored the relationship between psychological attitudes and 
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the onsets of physical diseases. Seventy to eighty percent of 

the patients felt like giving up at the onset of disease. If 

people respond to life wrth hopelessness, depression and 

submission, a sociological change may be triggered that 

encourages development of already present disease potential. 

It is not an event's magnitude, but the way people react to it 

that determines whether a certain person gave up. The 

despair and depression must be treated (Butler, 1991 ). 

SUICIDE 

According to Miller (1979) The pattern of increased 

suicidal rates with aging individuals may be observed in almost 

every country that maintains suicide statistics. When 

compared to younger individuals, the older people tend to 

communicate suicidal intentions less frequently, use lethal 

weapons more often and are more successful in completing 

the attempt. Elders are less ambivalent than young people 

and are therefore less likely to be rescued; they do not usually 

use suicidal activities as manipulative tools toward others. 

Warnick (1995) states that elderly people who are truly 

considering suicide rarely work with counselors. Instead, they 

withdraw and refuse to talk about their feelings, or show many 

signs of being suicidal. Yet, the suicidal rate in people over 65 
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has increased to twice that of all other ages. It is essential to 

differentiate between active and passive suicidal thinking. 

Active suicidal thinking is when a person concentrates on 

method. This does not mean that they will necessarily follow 

through, but the percentage of elderly suicides must be kept in 

mind. "People who are serious about suicide do not talk about 

it to family or ask for the iintervention of counselors" (113). 

Warnick (1995) adds that passive suicidal thinking is 

detected through statements that indicate a state of 

depression. As soon as the depression is alleviated, the 

person again wants to live. Yet another sector of elders say 

suicidal words and feel that way but are not truly depressed. 

They have rationally decided that they have had enough of life, 

are displeased with life as it is, and are ready to die. 

Warnick (1995) posits that one basic reason geriatric 

suicides receive a very low priority with respect to saving 

people's lives is because they are people who have left the 

work force and are no longer economically productive. "The 

deaths of such people do not represent a serious loss to the 

economy" (6). It is also believed that "older people have 

already had a chance to live their lives, while younger people 

have not'' (6). People are generally more accepting of geriatric 
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suicides and euthanasia when the purpose is to relieve pain, 

suffering and extreme anguish. 

Suicide is complex. Why does suicide seem to be the 

answer? It is not what happens to the elderly that contributes 

to the depression/suicide, but rather how the individuals are 

equipped with coping skills. It is not the situation but rather 

how the person reacts to the difficulty that precedes a suicidal 

attempt (Warnick, 1995). 

Miller (1979) believes that there are eight reactive 

patterns of suicide in the elderly population. The reactions are 

to severe physical illness, to severe mental illness, to 

dependency and or institutionalization, to spouse's death, to 

retirement, reaction to pathological personal relationship, to 

alcoholism/drug abuse, and to multiple factors. 

Much variation among the patterns is due to individual 

responses to stressors. Each person reacts to stressors 

differently. For elders who have experienced multiple 

tragedies, their defenses and/or resources for relief may have 

been exhausted (Miller, 1979). 

There is not just one factor that leads a person to a life 

or death dilemma. What may appear to others to be a small 
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problem might serve as the final element of stress that results 

in a suicide attempt (Miller, 1979). 

According to Butler (1991) approximately 75% of all 

people who complete a suicide, contact a doctor shortly prior 

to their actions. Unfortunately, many physicians are ignorant 

of the seriousness and scope of the geriatric suicide situation, 

much less know how to help correct this tragedy. In one 

study, 74°/4 of a group of attempters had recently been treated 

by a physician, while another study indicated that 60% of a 

group had been under medical care when they attempted to 

end their lives. Butler (1991) adds that suicidologists have 

concluded that "suicidal people seek out physicians as 

potential rescuers" (69). It would seem then that physicians 

are in an ideal position to assess and appropriately treat 

suicidal patients. 

Kottler (1988) states that death is the ultimate failure 

and is especially tragic with suicide for self and those left 

behind, who are left with guilt, responsibility, and regret. 

Worden (1991) adds that nearly 750,000 people a year 

commit suicide, but fails to break that number into statistics 

regarding gender. age groups or previous attempts. This 

paper's author finds it interesting that while so much of the 
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data is substantiated by other studies, there are slight 

differences in exactly what the particular researcher chooses 

to measure as the target for his/her statistics. 

So why do physicians fail to detect suicidal motivations 

in their patients? Butler (1991) provides the evidence that two 

doctors posited that suicide is a taboo subject that people are 

reluctant to discuss, that suicides create anxiety in physicians, 

that medical personnel do not receive adequate training in 

recognizing and managing suicidal patients, and physicians do 

not have the sociopsychological knowledge needed to be 

aware of familial factors in suicide. Finding that physicians are 

in such a trusted relationship with patients and that 

inadequacy abides at this level of care, it is no wonder that 

caregivers in general are ineptly prepared (Butler 1991 ). The 

learning modules presented in Chapter 3 are intended to 

provide education for appropriate care for depressed, suicidal 

patients. This author has undertaken a sincere attempt at 

providing the educational modules to address this lack of 

knowledge. The focus is on teamwork among caregivers, 

physicians, nurses, and family members. 

Tuckman et al (1959) in Coleman (1980) provided a 

pioneering study of 7 42 suicides. Twenty-four percent left 
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notes, usually addressed to relatives or friends. The notes 

were usually coherent and legible. Emotionally the notes 

showed positive, negative and neutral affect or a combination 

of these components. Fifty-one percent of the notes showed 

positive affect, expressing affection, gratitude and concern for 

others. 

Six percent of the suicide notes involved pure hostility or 

negative affect. Most hostility was directed toward others. In 

other cases, the hostility was directed inwardly and self­

devaluation developed. 

Suicide notes showing neutral feelings usually begin 

with a general addressee, i.e. "To Whom It May Concern." 

Often it is older persons who have lost a sense of a 

meaningful role in life and wish to leave in an orderly way. 

Tuckman et al's study (1959) discovered that 25% of the 

notes were emotionally neutral. Eighteen percent of the notes 

involved a mixture of positive and negative affect. 

Cohen and Fiedler (1974) in Coleman (1980) concluded 

that the desire to be remembered positively by survivors may 

explain the large number of statements expressing positive 

affect. Statements of love and concern may be notewriters' 

way to reassure both the survivors and themselves of the 
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worth of their relationships as well as their personal worth. It 

is noteworthy to mention that people who have made previous 

suicide attempts are more likely to kill themselves than those 

who have not. In addition, about 10% of unsuccessful suicide 

attempters kill themselves at a later time. 

The information gleaned from Corsini's contribution 

(1989) shows that hopelessness is a predictor of eventual 

suicide. A 10 year longitudinal study of 207 depressed, 

suicidal patients, of which 90% rated high in hopelessness, 

scored nine or more on Beck's Hopelessness Scale and 

eventually killed themselves. Only one patient with a score 

under nine committed suicide. The greater the hopelessness, 

the more likely suicide will be the chosen solution. "Suicidal 

wishes often reflect a desire to escape from unbearable 

problems" (296). 

The suicide rate among elderly individuals increased 

25% from 1981-1986. The highest rate was among white 

men in their 80's. Older persons make up 12% of the 

population and 25% of reported suicides--5,000 to 8,000 

yearly. In 1985, women were more likely to attempt suicide, 

while men were more likely to succeed when an attempt was 

made. The reasons behind suicide attempts include ill health, 
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painful illness and control. While death is certain, its timing 

and characteristics are not. Suicide defies control of death. 

There even exists control beyond the grave--those left behind 

are deeply affected with guilt, shame and regret. Suicide 

equals self-murder and lends meaning to motives of hatred of 

self or others. Suicide is a submissive, passive, desperate 

giving up. It represents not wanting to leave spouses 

penniless, not wanting to be a burden, or a perception of self 

that portrays failure. Depression that precedes suicide 

attempts develops from the perception that life is meaningless 

and useless (Corsini, 1989). 

Hergenhahn (1990) provided the following information 

concerning suicide. The best predictors of true suicidal intent 

are the feelings of hopelessness and desperation. Suicide is 

very common in elders who are terminally ill or permanently 

debilitated, because they become incapable of engaging in 

future reproductive and productive behaviors. Life can 

become so unpredictable that the only certain thing that one 

can imagine is death. Death may appear to provide the only 

immediate certainty. In extreme cases the certainty of death 

may be preferable to the uncertainty of the future. 

Hergenhahn's (1990) thoughts appear to support other 
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sources on this subject. He also states that white elders are 

in a high risk group for suicide, but does not break the risk 

statistics into gender or particular age groups. "Suicide has 

been called the number one cause of unnecessary, 

premature, and stigmatizing death in the U.S." (Hergenhahn, 

580). Older males forced into retirement, financial problems, 

death of a loved one, impaired physical health, and being 

unneeded and unwanted are conditions he attributes to the 

desperate act of suicide. 

Kane & Kane (1981) state that suicide is a real risk. 

Suicide attempts are successful when there exist more 

serious intents, frailty, and social isolation. It is suspected that 

elderly suicides in institutions are underreported and that in 

passive self-neglect. the suicides are not recognized. Elders 

seem to be undertreated. In addition, the incorrect use of the 

word "senility" exaggerates problems in getting appropriate 

help to patients in a timely way. 

Butler (1991) contributes the specifics that older people 

generally use drugs, guns, hanging, and jumping off high 

places as their suicidal means. Suicide is more likely to 

succeed in people 50 and older, and it is rare for people 65 

and older to fail in their attempts. No explanation for this 

statistic was offered in the source. 
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Langone ( 1991 ) believes that suicide is a form of 

murder, which does not give the killer time to repent. "One 

never kills without something clouding the difference between 

right and wrong, between rational and irrational behavior'' (78). 

Langone ( 1991 ) adds that in the 1980s, more older 

people began killing themselves. Depression seems to act as 

the catalyst for most of them. Elders hate to admit weakness 

and therefore do not reach out for help. Another explanation 

for the increase is "rational suicide," which refers to their 

perception that the quality of their lives will not be acceptable 

because of sickness or lack of money. With Alzheimer's and 

other incurable diseases, people know they are going to 

become helpless and costs are going to be high. They see 

suicide as the only way out. 

The Hemlock Society is a right-to-die group that believes 

people with terminal illnesses should have the right to take 

their own lives. Since 1980 with very few members, they have 

grown to a census of 13,000. Portland (in Psychology Today. 

1978) makes a case for the right of the elderly to choose to 

end their own lives if they decide that each day there is less to 

live for, or if they are in a state of physical and psychological 

deterioration. Many old people are subjected to an undignified 
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ending to life, particularly if they have certain terminal 

illnesses. Such elders have the right to end their lives before 

they become utterly miserable and a drain on their families. 

This belief supports the line of beliefs of the Hemlock Society. 

Suicide in the elderly continues. One way in which an 

elderly individual can accomplish suicide is through self­

neglect The effects are subtle and gradual. Physician­

assisted suicide or one of many nonviolent methods provided 

in the Final Exit, written by the founder of the Hemlock 

Society, are two of the most controversial topics in gerontology 

(Hooyman et al, 1996). 

This author wishes to note that the information available 

on individuals' right to die is voluminous and not the topic of 

this project. Mention of some of the key issues serves only to 

tie in the complexity of the subject of suicide in the elderly. 

The right-to-die movement has added interest in the debates 

regarding euthanasia, which literally translated, is defined as 

"good death" (420). The issues surround three types of 

patients: the terminally ill who are conscious, the irreversibly 

comatose, and the brain-damaged or severely debilitated, who 

have good chances for survival although they will experience a 

low level of existence. 
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The following quote is an example of suicidal thinking. 

"Hatch if I can't exit on my own terms, then existence is 

impossible. Do you understand? That is how I've lived, and 

that is how I must live--or not live" (582). Ernest Hemingway 

wrote this letter shortly before he took his own life after 

receiving a diagnosis of a terminal illness. He was in deep 

despair, because he believed a series of ECTs administered 

during depression had robbed him of his memory-an 

essential tool for a writer. 

TREATMENTS FOR INDIVIDUALS 

Warnick (1995) believes that before one can treat a 

depressed patient, a distinction between situational and long­

term depression must be made. Long-term depression refers 

to a person who has depressive tendencies and has suffered 

a lifetime of feeling low. This indicates a chemical imbalance 

that almost always requires medication in addition to 

counseling. Situational depression is a reaction to a particular 

tragedy or event that causes sadness. 

Warnick (1995) continues by stating that counseling 

strategies include counseling and medication. With a 

depressed patient, a combination of supportive and cognitive 

therapies are used as deemed appropriate. At times clients 
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may be too devastated or mentally unprepared for cognitive 

therapy. In this case, a mini-analysis approach may be used 

to provide information about the client to build rapport and to 

encourage introspection. Clients will reach the point where 

they can discuss the precipitating episode that triggered the 

depression. Work may then begin to disarm the cause and to 

discover new ways of reacting to such stressors. 

Medication should be prescribed by a psychiatrist. 

Since many elders take several medications, such a specialist 

is needed to correctly prescribe a safe, effective psychotropic 

regimen. Age in itself does not preclude medication. 

However, the frail elderly who lives alone presents a situation 

requiring caution and close monitoring by the psychiatrist. 

The major concern is whether the client can be trusted to take 

the drug as prescribed and whether the medication will 

negatively affect the client's mind or body. The aging body 

reacts, tolerates, and changes differently than a young body. 

Medication needs to be lifestyle and age appropriate. 

Depression is often a symptom, not a cause. 

Counseling is helpful to deal with the cause of depression and 

to develop coping skills specific to clients' individual needs. 

Generally, clients who are suffering from situational 
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depression are given psychotropic medications as a last 

resort, whereas a client having a history of depression usually 

receives medication first 

Kleinke (1994) believes that it is important that clients 

and therapists agree on a contract for care that includes strict 

contingencies, paramount of which is a commitment for clients 

to inform the therapist when they are in danger of harming 

themselves. A direct caretaking response desperately 

demanded by clients is contraindicated. A mutual 

therapist/client relationship is more appropriate, because 

clients then assume primary responsibility for their well-being. 

Some therapists contract with clients from the beginning that 

they will be referred for crisis intervention or hospitalization if 

they become suicidal. 

Beck ( 1985) suggests engaging potentially suicidal 

clients in the therapeutic process, so that they will want to see 

what happens next in their lives. He attempts to have clients 

agree to write down their thoughts whenever they feel suicidal, 

so they can bring them in for discussion. The therapist 

attempts to entice the client to analyze the relation between 

his/her past experiences, thinking patterns, and emotions. 

The problem that the author of this project sees with this is 
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that elderly individuals may not be capable of achieving such 

goals and may become more intensely despondent. Indeed, it 

appears that more attention needs to be given to this point. 

TREATMENTS FOR GROUPS 

Burnside (1994) states that elderly individuals whose 

depression is severe may be helped by encouraging them to 

talk, by listening without enabling them, by talking about any 

psychosomatic complaints, by offering the opportunity to 

express feelings in group meetings, and by monitoring the 

degree of depression. As information in unveiled, counselors 

can develop care plans that may be based on clients' 

individual needs or desires. Individualized care could include 

such tasks as preparing coffee the way they like it, attending 

to their personal hygienic needs, providing opportunities to 

openly verbalize an experienced loss, and utilizing additional 

information as it arises, an example of which would be 

discovering that two members were neighbors as children and 

then helping them to create a new friendship. Such care of 

the elderly can increase their comfort, provide a feeling of 

being cared about, and alleviate loneliness and hopelessness. 

A degree of pride, self-esteem and hope can then replace the 

thoughts and feelings of desperation. 
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Vecchione (in Burnside, 1994) states that adjustment 

problems in long term care facilities affect depression, 

loneliness and life satisfaction. Productive and meaningful 

activity can produce a positive impact. Burnside (1994) adds 

that the primary preventive interventions emphasize prevention 

and discovering the problem's source. Groups relevant to the 

aging population include the following issues: nutrition, 

exercise, osteoporosis, depression prevention, caregiving to 

Alzheimer's patients, concentrating on maintaining their health, 

stress-relief, and mind-body unity. Secondary interventions 

focus on early diagnosis and prompt treatment. The goals are 

to prevent further deterioration and to develop effective coping 

skills as a means to avoid similar situations in the future. One 

type of group that provides such tools is a support group. 

Support groups are designed to be self-help groups that 

provide assistance to the recovering elder and the family. 

Tertiary prevention includes intense treatment to control 

further disability (Burnside, 1994). 

Corey (1990) addresses how counseling groups can be 

helpful to the elderly. Such groups can help the individual talk 

about and deal with the isolation of aging. Elders may feel that 

aging leaves them and their lives holding no meaning and that 
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the future simply holds a useless life. The elderly often feel 

unproductive, unneeded, and unwanted by society. In 

addition, the myths about aging sometimes become self­

fulfilling prophecies. Counseling groups can do a lot to help 

older people challenge these myths and deal with the 

developmental tasks that they must face so that they can 

retain their integrity and self-respect. Groups can help the 

elderly break out of their isolation and can offer them the 

encouragement necessary to seek for and to find meaning in 

their lives. As a result, they can live fully rather than merely 

existing. Each person's circumstances will require 

individuation of this process, meaning that some elderly people 

will be more limited than others, need more help than others, 

or need help to face the inevitable death that has begun its 

process (Corey, 1990). 

Corey ( 1990) posits that prevalent themes in the elderly 

population include loneliness, social isolation, loss, poverty, 

rejection, struggling to find meaning in life, dependency, 

feeling useless, hopeless and desperate, fear of death and 

dying, grief, sadness regarding physical and mental 

deterioration, and regrets from the past. Elders may be 

resistant to counseling, they may take longer to establish 
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trust. Elders are sensitive about being labeled when they 

receive mental health services. Due to physical and 

psychiatric problems, elders often have short attention spans, 

thus a group's pace needs to be slower. Elders' medications 

may interfere with cognitive abilities. Advanced senility 

produces differences with reality orientation. Physical 

ailments, transportation problems, or conflicting doctor 

appointments produce difficulty in attending group sessions 

regularly. Group work needs to be oriented to making present 

life more meaningful and enjoyable; elders need support and 

encouragement. Respect is shown to elders by accepting 

them, by hearing underlying messages, and by not treating 

them condescendingly. They need to be listened to, 

understood, and accepted. In addition, it is vital to remember 

that small changes happen slowly. 

Some exercises for elderly groups ( Corey & 

Corey, 1992) include asking shy elders to go on an imaginary 

trip and to choose two people to go with them, asking elders to 

select new names and explain what their new names mean to 

them, asking elders to share a favorite photograph with the 

rest of the group, asking elders to talk about their birthplace in 

their families, using pictures they have drawn, asking elders to 

r 
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describe important memories, and asking elders to share what 

they enjoy doing on their favorite holidays. 

Corey & Corey ( 1992) share the following outcomes of 

group work with the elderly. It is noted that any change is 

expected to be slow and small. It is essential to take into 

account the basic limitations elderly individuals have with 

regard to change. Group members discover that they are not 

alone in experiencing problems, and they learn from other 

members' feedback. They realize that people have a right to 

their feelings, which is enhanced by the acceptance of other 

group members. The members become advertisers for the 

group meetings, encouraging patients who have not attended. 

Interaction between patients increases as they learn each 

other's names during group exercises. The group atmosphere 

is trusting, caring, and friendly and the members continue 

socializing outside the group. Members become actively 

involved in choosing act ivities that hold their interest rather 

than sitting idly. The level of talking deepens, expressing how 

good it feels to be listened to. At times, one group leads to the 

establishment of another group. Nurses report the improved 

affect of patients. They express desire to learn the skills 

needed to facilitate such groups. Staff become actively 
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involved in designing specific activities for specific patients 

and assist them in completing them. 

Phoenix (1997) states that depression, especially in 

elderly women, is increasing. In an effort to treat depression, 

two nurses in a psychogeriatric clinic developed a treatment 

program consisting of 10 weekly group sessions for elderly 

women with depression. Key issues that were addressed 

were central to tailoring the experiences and enhancement of 

the learning that took place for members as well as the 

facilitators. Group process and insight with dynamic 

strategies for both teaching and learning were exercised. The 

group's demographics fit the following profile of an elderly 

woman: age range 65-81 ; urban dweller; diverse cultures, 

those widowed, married, single; different socioeconomic 

groups; and a primary education (Phoenix. 1997). 

Themes for the 10 sessions encompassed such topics 

as depression, relationship of thoughts to depression, role of 

social factors in depression, goal setting, self-esteem. 

understanding family of origin, assertiveness, stress 

management, caring for one's body, and evaluation and 

termination. Phoenix (1997) provided objectives for this group 
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that included behavioral, cognitive, and psychological 

therapeutic approaches. 

Behavioral techniques help to decrease anxiety, to 

decrease symptoms of depression, to provide goal-setting, 

and to teach assertiveness. Cognitive techniques provide 

knowledge about depression, coping skills, and the sharing of 

personal stories. Psychological approaches address self­

esteem, social support, trust, and relationships. 

Phoenix ( 1997) shared several key points of the study. 

First, elderly women experience depression twice as often as 

men. Second, nurses using a psychoeducational format and 

health promotion strategies, can facilitate women learning to 

cope with depression. Third, women in groups learn readily 

and eagerly , sharing their relevant personal stories as their 

comfort in the group setting is established. Fourth, due to 

identified needs of this group, future programs were identified. 

Elaborating on the depression that often leads to 

suicide, Foster (in Counseling Today. 1995) researches the 

limited social interaction dilemma of the elderly. She discovers 

that nursing homes need to offer more stimulating activities for 

their patients, such as art and music. 
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In addition, it is discovered that poetry groups are 

successful because the residents discuss what is meaningful 

in their lives, personal relationships and lifelong learning. 

Obviously, everyone who joins such a group can participate, 

because they each have their individual life stories. Even if 

they choose or are not capable of verbalizing their 

experiences, they can listen to others and find common 

bonds. This process can alleviate a degree of loneliness and 

desolation. Additionally, music, art and pet therapies are 

sound programs to implement and to provide the feeling of 

intimacy that elders desperately desire. 

CRISIS INTERVENTION 

Miller (1992) suggests that individuals in a crisis should 

be encouraged to use coping strategies that have proved 

previously helpful. There will always be suicides. The goal 

needs to be to reduce the number rather than to prevent them 

altogether. 

He continues by providing a substantial number of 

needs that demand attention, such as a firm national 

commitment to suicide reduction, public and private 

coordinated efforts, capable people being allowed to work as 

long as they desire. People who want to retire could be eased 
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into this by working fewer hours each of the three or four 

years prior to retirement. This would soften the retirement 

shock. Preretirement education and counseling could be 

provided far in advance of retirement. Postretirement 

counseling could continue for the first two years of retirement. 

Physicians could be educated to recognize and to 

appropriately respond to suicidal clues from older patients. 

Such training could be presented through medical schools, 

internships, residencies , and continuing education programs. 

Free annual medical exams for individuals 60 years of age and 

older could detect illness, plus increase contacts with medical 

personnel. If those personnel were properly trained, they, too, 

could help detect suicidal symptoms. 

Recently bereaved elders need to have their health 

monitored during the first year, because morbidity and 

mortality rates rise during the first year after a spouse's death. 

Family members could provide more attention and loving care. 

Reducing taboo against sex in later life could promote health. 

Suicide prevention centers and mental health centers could 

develop outreach programs for the purpose of identifying and 

treating potential suicidal elders. 
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Utilizing the older population as outreach workers would 

create mutually beneficial roles and part-time employment. 

Low-cost transportation to reasonably priced psychiatric and 

psychological services should be provided, without the usual 

social stigma that accompanies mental health care. General 

improved sensitivity and increased awareness of problems 

associated with aging would provide much needed education. 

Elders living alone should have a phone freely installed, with a 

lower monthly charge, as the phone may be their only link to 

emergency services. Free phone stickers with vital services' 

numbers could be distributed to elders. 

Flyers included with social security checks could provide 

valuable information regarding available crisis services. 

Research funds to study geriatric suicides and funds for 

intervention programs seem vital for such an at-risk group. 

National programs to decrease elderly suicides could use 

financial help from large organizations of elders. National 

public information campaigns would familiarize people with 

suicidal symptoms. Magazines published for older individuals 

could include articles about geriatric suicides, designed as an 

educational forum. Leisure and recreational activities for 
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elders could provide enriching and fulfilling experiences for 

older and handicapped people with a greater deal of free time. 

Continued development of studies on a so-called typical 

elderly suicidal individual could become so defined that people, 

who contacted large groups of elders, could then identify 

individuals who are highly at-risk. Then intervention 

techniques could be used to identify and to assist elders who 

are highly likely to become suicidal. 

Warnick (1995) provided these seven ways to deal with 

a person in crisis: stay calm, try to get the client to talk, delve 

to determine whether the clients are considering hurting 

themselves and determine whether a plan exists, try to 

determine the problem behind the suicidal threat, identify 

clients' strengths, suggest all options to the situation the 

victims are facing, and when feasible, end the session with a 

plan delineated in an informal contract. 

Gilliland and James (1993) offer a six-step crisis 

intervention model: define the problem, ensure safety, provide 

support, examine alternatives, plan, and commitment. In 

practical use, these steps need to be modified to include the 

needs of the elderly population. The reason for this is the 

addition of disorientation and confusion and the usual taking of 
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multiple medications by the elderly. Crisis interventions can 

last a few minutes to as long as several months. The term of 

treatment depends on the circumstances surrounding the 

eider's reasons for the attempt. It is important to remember 

that anyone in crisis is incapable of rational thought or 

behavior. The goal of crisis intervention is to stablize the elder 

so that he/she is capable of utilizing some coping skills, or to 

provide help until more qualified personnel arrive (Gilliland & 

James, 1993). 

A crisis worker's task specifies that assessing ( Gilliland 

& James, 1993) is "Overarching, continuous, and dynamically 

on-going throughout the crisis, evaluating the client's present 

situational crisis in terms of the client's ability to cope, 

personal threat, mobility ... and making a judgment regarding 

type of action needed ... " (30). How active a crisis worker 

becomes is determined by the condition of the elder client. If 

the client is mobile, the crisis worker needs to be nondirective; 

if the client is partially mobile, the crisis worker is collaborative; 

and if the client is immobile, the crisis work must be directive. 

The level of involvement is not that rigid, but serves as a 

guideline. Where on the continuum the crisis worker helps 
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the elder depends on where on that same continuum the elder 

patient functions. That is why accurate assessment is vital. 

Assessment tasks as delineated by Gilliland & James 

(1993) include defining the problem, ensuring the client's 

safety, and providing support. This is accomplished through 

active listening. Active listening entails attending, observing, 

understanding, empathizing, being genuine, respecting, 

accepting, using nonjudgmental responses, and caring. Then 

it is time to act. A crisis worker must examine the 

alternatives, make plans, and then obtain commitment from 

the elderly patient. Becoming active means being part of the 

intervention on either a nondirective, collaborative, or directive 

level, remembering that these interventions depend wholely on 

the assessed needs of the client and the capabilities of the 

available support system. 

If dementia is suspected, a medical and neurological 

exam is recommended. Take a thorough family history, give 

mini-mental tests, ask open-ended questions, and watch 

dynamics of family members and whether they concur with 

what the elder is stating. Ask about support system; take 

psychosocial history; provide counseling; and provide the 

name of local support group and other support services. 



p 

37 

Small doses of cognitive therapy help clients take little steps in 

adapting to illness. 

Counseling needs of the elderly are ignored by 

counselors and governmental agencies. This places unfair 

expectations on mental health professionals. Only 2% of the 

elderly population seek help. The reasons include lack of 

interest by mental health community, myths and attitudes 

among the elderly, such as I-can-do-it-myself. Some elders 

see counseling as a weakness, stigma and hefty expense 

(Warnick, 1995). 

McDonald (1988) proposes these four alternatives as 

treatment approaches with depressed elders as they change 

thoughts, behaviors, and physiological states that contribute to 

depression. Included are cognitive restructuring, assertion 

training, designed success experiences, and referral to a 

psychiatrist. Cognitive restructuring is helpful when persons 

are depressed. They interpret the world, themselves and 

events in distorted ways. To attempt to remedy this problem, 

the client identifies events from that week and writes down the 

thoughts during and after the events. Second, the client 

identifies the thoughts that show distortion and then writes an 

alternative thought to replace the distorted one. 
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Another useful too.I for elders capable of such a 

technique is assertion training. Individuals who feel 

responsible for unchangeable things become depressed, 

feeling helpless and passive. This type of client needs to learn 

effective and defensive forms of communication. There are 

three steps in this training: learning what assertion is, 

describing an assertive technique, and role playing and 

practicing. 

Coleman (1980) provides the following model entitled 

Crisis Intervention for Suicide Attempts: First, a call is 

received at the suicide prevention center. Second, the crisis 

worker intervenes to avert the actual attempt. Third, the 

worker emphasizes a) maintaining contact with the person 

over a short period of time, b) helping the person realize that 

acute distress is impairing both his/her ability to assess the 

situation accurately and to choose among positive alternatives, 

and c )helping the person see alternative ways to deal with 

problems, taking a highly directive and supportive role, and 

helping him/her to see that present distress and turmoil will 

not continue forever. Fourth, helping the client to seek 

emergency medical treatment. Fifth, helping the client to seek 

mental health treatment. 
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Hopefully, this literature review provides evidence that 

respect of elders' mental health is long overdue. The elderly 

represent a specific population deserving of age appropriate 

treatment. Understanding the special needs of elders 

provides treasured relief for an invaluable subculture of our 

population. 



Chapter Ill 

PROCESS USED FOR THIS PROJECT 

After reviewing all the resources and examining various 

views on the aging process, depression and suicide, the task 

of focusing and creating teaching modules began. Calling 

upon eleven years of teaching experience, a system of 

devising topics, objectives, teaching techniques, methods for 

evaluation, and homework that would be appropriate for this 

project's purpose was utilized. 

It was decided that three teaching modules would 

suffice. The topics of those three modules were chosen: 

assessing depression; recognizing suicidal symptoms in the 

elderly; and counseling/intervening with depressed or suicidal 

elders. The emphasis is on humane, effective, and genuine 

respect for the aged individual. In addition to lectures that 

include research material, the workshop will use Feeling Good 

by Dr. David Burns, the cost of which is included in the 

enrollment fee for this five-day seminar. 

40 
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MODULE ONE - IDENTIFYING AND ASSESSING 

DEPRESSION IN THE ELDERLY 

DAY1 

8:00 a.m. - 8:30 a.m. 

8:30 a.m. - 8:45 a.m. 

Doughnuts and Coffee/Juice 

Welcome; Introduction 

The aging process is mesmerizing. The respect and 

genuine empathy deserving to each elderly individual are two 

qualities of care that must be integrated into all levels of care. 

Too often the elderly are overlooked as being insignificant 

human beings who have already lived their lives, and who 

should quietly leave this world without a fuss. Isn't it 

interesting that now, with an evergrowing number of middle 

age baby beamers on the way to becoming elders that the 

interest is swinging to an enormous interest in the elderly. 

Despite the self-serving motives, it is encouraging that so 

much attention is being paid to the research and care of the 

elderly. It is long overdue. Now the interest peaks, because 

soon it will be this generation's turn to experience the trenches 

of old age. Now respect, care, treatment, cost, and pain that 

elders have been suffering for eons receive the focus. 

This workshop concentrates on the physiological , 

psychosocial, and psychological facets of depression and 

41 
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suicide in the elderly. Extensive research has taken place to 

ensure a broad spectrum of input and insight into this 

troublesome topic. It is not a pleasant one to think about, to 

observe, or to treat. Fortunately, however, depression can be 

treated. However, there are many factors involved in this 

illness. Often only the medical aspect of depression is 

addressed. The aging individual is unfortunately considered to 

be normal and expected to be depressed, and too few 

caregivers truly understand the complexity of this illness that 

can lead to the devastating decision to end one's life. The 

purpose of this workshop is to educate caregivers as to the 

physical, social, and psychological aspects of depression and 

suicide in the elderly as well as to present interventions and 

treatments appropriate for this very special population. 

8:45 a.m. - 9:15 a.m. Administer Pre-tesi (Appendix 1); 

Discuss findings. 

9:15 a.m. - 10:15 a.m. Lecture. Participants will take notes, 

using note pads provided. Material used is from 

Chapter 2 of this project, speaker input, and 

Chapter 9, "Sadness is Not Depression" (Burns, 

1980). 
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According to the Geriatric Social Readjustment Scale by 

Amster and Krauss ( 1977) there are 25 stressful life events in 

the lives of older individuals. Some of them include death of a 

spouse, institutionalization, death of a close family member, 

major personal illness or injury, major change in financial 

state, retirement, marital separation from mate, failing 

eyesight, death of a close friend, major change in behavior or 

health of family member, and/or a major change in acitivities 

that produce gratifying results. The remaining stressors 

include a change in sexual behavior, change in job 

responsibilities, painful arthritis. feeling of slowing down, 

change in living conditions or environment, change in social 

activities, losing one's driver's license, reaching age 65, 

reaching age 70, major change in working hours/conditions, 

troubles with one's supervisor, holidays and anniversaries, 

argument with children, and/or an argument with spouse. The 

danger of these stressors is that they can produce lowered 

self-esteem due to reduced social/personal value status 

and/or guilt over actions in the past and present (Butler, 

1991 ). The elderly feel helpless and find their mental stability 

shaken. What compounds the loss is the lack of opportunity 

to compensate for what is now missing. Older adults are left 
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to fill those seemingly bottomless gaps by themselves; at least 

that is the elders' perception (Langone, 1991 ). 

There are two types of depression that are particularly 

relevant to this workshop. They are reactive depression and 

endogenous depression. Reactive depression pertains to 

losses such as the ones delineated above and are considered 

to be normal and healthy responses to stress. 

Endogenous depression comes from within, from some 

disturbance, deficiency, or overabundance of certain brain 

chemicals. A person may inherit a tendency to develop a 

mental illness by inheriting a defect in brain chemistry. That 

deficiency creates an imbalance of key chemical ttransmitters. 

Another danger is that the disease/tumors can secrete 

hormones that act on the brain and alter one's mental state. 

Yet another concern is side effects of certain medications, 

especially when combined with other drugs. Elders often take 

more medications than do younger people, and the elderly 

person's body processes drugs differently. Seligman and 

Moore (1995) posit that the elderly are sometimes 

misdiagnosed with depression when what they really have is 

melancholia. They posit that melancholia seems more 

prevalent among the elderly than do any other age group. To 
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make an accurate diagnosis of depression, an examination of 

the criteria is paramount. 

The DSM IV (1994) states that at least five of the 

following symptoms must have been present during the same 

two week period and exhibit a change from previous 

functioning with a minimum of one of the symptoms being 

depressed mood or loss of interest or pleasure. The list of 

symptoms includes a depressed mood most of the day that is 

indicated by a subjective report, diminished interest in 

activities most days, a significant weight loss, insomnia or 

hypersomnia every day. agitation or retardation of 

psychomotor abilities nearly every day, fatigue or loss of 

energy every day, feelings of worthlessness or excessive or 

inappropriate guilt, diminished ability to concentrate or make 

decisions, and recurrent thoughts of death. A condition of 

diagnosis is that the symptoms cause clinically significant 

distress or impairment in social , occupational or other 

important areas of functioning. Before a diagnosis is 

determined, other considerations must be explored. 

According to Burns (1980) a distinctive difference 

between sadness and depression exists. Sadness is a normal 

reaction to a negative event in one's life that is caused by 
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realistic perceptions. The feelings and behaviors are actual 

responses to correct ideas about the loss or disappointment. 

Dr. Burns shares an account surrounding a patient and family 

during his internship rotation on a urology floor. An elderly 

man had successfully undergone surgery to remove a tumor 

from one of his kidneys. The operation appeared to be 

successful, until his kidneys began to fail, and it was 

discovered that the cancer had spread to his liver. There was 

no available medical recourse. His family began to gather 

from other parts of the country. but had not been informed as 

to the severity of the man's condition. Dr. Burns could tell that 

the man was beginning to slip into a coma, so when one of the 

sons asked him to remove the catheter to the man's bladder, 

he sought medical guidance concerning the appropriateness 

of this request, was shown how to remove the catheter, and 

proceeded back to the patient's room. The son thanked him 

graciously and remarked that he knew that the catheter had 

been uncomfortable for his father and that his father would 

appreciate his kindness. The son then asked for blunt 

answers to his father's medical condition. Dr. Burns had 

grown close to this patient, and tears began to run down his 

cheeks. He had to decide whether to stay in the room and let 
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his tears be seen, or retreat into the hallway to collect his 

emotions. He chose to stay in the room and told the family 

that their father was a beautiful person, that he could still hear 

them, but that he was slipping into a coma. It was time for 

them to be close to him and tell him goodbye. They did so, 

the man went into a coma, and within that hour, died. The 

relevance of this story is that through expression of real 

feelings to a very real loss, all parties were able to experience 

sadness of their loss on a much higher plane of tenderness 

and beauty. The sadness was based on correct thoughts and 

perceptions. That is the difference between sadness and 

depression, which is based on distortion of the truth. 

The following scenario provides an example of 

depression in the elderly. An elderly woman is diagnosed with 

breast cancer. She is advised to have a radical mastectomy. 

She insists that she does not have cancer, despite the test 

results which have been shown and explained to her several 

times. She is cognitively capable of comprehending and 

processing information, and until one year ago worked as a 

very successful real estate broker. Her argument against the 

surgery is that she has no pain, feels fine, and believes the 

hospital and laboratories are in error. After her husband's 
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relentless pleading, she agrees to the surgery, which is 

scheduled. The surgery is successful and there appears no 

evidence or pathology report to indicate that the cancer has 

spread. Her prognosis is good, with close monitoring by her 

physician. Unfortunately, she begins to exhibit bothersome 

behaviors, including neglecting her daily hygiene, sitting in her 

room in the dark for hours at a time, eating meager portions of 

food, showing no interest in anything, and insisting that she is 

no longer a woman. She expresses that she wishes she had 

died on the operating table, that her life is over, and that 

everything has been taken away from her. She continues to 

hold the belief that the surgery had been unnecessary and 

blames her perceived worthlessness on her husband. While 

this may illustrate an exaggerated case of depression, it 

clearly shows the difference between sadness and 

depression. This woman's reaction to her loss is not based on 

reality or correct perceptions of the facts. Her feelings, 

beliefs, and behaviors are the result of distorted thinking. 

Indeed, the depression exhibited in this case exacerbates the 

true sadness that is understandable, expected, and healthy. 

Unfortunately, now she has two diseases to battle: cancer 



and depression. How to treat the depressed elder will be 

addressed on the third day of this workshop. 

10:15 a.m . - 10:30 a.m.Break 
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10:30 a.m. - 11 :15 a.m.Assign the following three questions to 

be discussed in voluntary triads. Allow 15 

minutes. Ask each group member to discuss one 

of the three questions. Allow 30 minutes. Note 

differences of opinions on the board and instruct 

the participants to add this information to their 

notes. 

Question #1 : What is the difference between sadness 

and depression? 

Question #2: W hat are 10 life stressors common to 

depression? Why do they contribute in such a negative way 

to elders' lives? 

Question #3: It is often said that the elderly are 

expected to be depressed. Do you agree or disagree? 

Explain your answer. 
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11 :15 a.m. - 12:00 p.m.Practice. Divide the group into three 

groups. Have each group create an outline for 

one of the three prior questions. The outline will 

be based on information gleened from the lecture 

and discussion. Make copies of the outlines for all 

participants. 

12:00 p.m. - 1 :00 p.m. Lunch 

1 :00 p.m. - 1 :45 p.m. Distribute the three outlines to all 

participants. Each group reports on its outline 

and conducts a question and answer period for 

the entire audience. 

1 :45 p.m. - 2:00 p.m. Break 

2:15 p.m. - 2:30 p.m. Distribute handouts 

(Appendix 2). Assignment: Read for tomorrow's 

session and be ready to discuss. 

2:30 p.m. - 3:00 p.m. Questions and Answers: Dismissal 
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Day Two (Module 1 continued) 

8:00 a.m. - 8:30 a.m. Doughnuts and Coffee/Juice 

8:30 a.m. - 10:00 a.m. Lecture. Objective: To identify and 

to diagnose types of depression in case studies. 

Read handouts from yesterday, interacting with 

the audience as questions are answered. Review 

the criteria for a diagnosis of depression. 

Depression is a serious problem for the elderly but often 

is erroneously attributed to somatic concerns, cognitive 

deficits, medical side effects, or expected changes of old age. 

Mood disorders typically have a more rapid onset than the 

other disorders, providing a clue to differential diagnosis 

(Foster, 1995). 

Added stressors for elders can include covert problems 

developed through a terminal illness. These may include: 

pretending everything is okay, convincing others that they are 

taking necessary precautions, suffering side effects of 

medication, suffering from inept medical attention, 

experiencing relationship problems, feeling guilty, attempting 

to deal with daily trials and tribulations alone, falling victim to a 
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time-bomb chronic illness, dealing with the outside world, 

realizing increassed stress and/or experiencing an economic 

trauma (Foster, 1995). Coleman (1980) states that elderly 

people face many real problems and insecurities that are not 

characteristic of earlier life. Even well-integrated personalities 

may break down under the combined assault of cerebral 

changes and a stressful life situation. 

Physical and mental deterioration may develop if an 

elder1s self-worth and sense of usefulness is threatened, such 

as in the case in forced retirement. Many people depend on 

their work for status, self-identity, satisfying interpersonal 

relationships, and supplying meaning in their lives. Suddenly 

they find themselves unfulfilled and as though they have no 

meaning to the world (Coleman, 1980). 

If people respond to life with hopelessnes, depression 

and submission, a sociological change may be triggered that 

encourages development of already present disease potential. 

It is not the event's magnitude, but the way people react to it 

that determines whether a certain person gives up. The 

despair and depression must be treated (Butler, 1991 ). 



10:00 a.m. - 10:15 a.m.Break 

10:15 a.m. - 11 :00 a.m.Discussion; conduct open forum 

discussion on pertinent data pursuant to the 

lecture. 

11 :00 a.m. - 12:00 p.m. Pass out case studies (Appendix 3); 

discuss in triads and report to class as a group, 

determining whether the study indicates 

depression; substantiate. 

12:00 p.m. - 1 :00 p.m. Lunch 

MODULE TWO - DEFINING THE METHODS 

AND REASONS FOR ELDERLY SUICIDE 

53 

1 :00 p.m. - 2:30 p.m. Lecture; Write "hopelessness" on the 

board and discuss its meaning as it applies to 

suicide. 

It is essential to differentiate between active and passive 

suicidal thinking. Active suicidal thinking is when a person 

concentrates on method. This does not mean that they will 

necessarily follow through, but the percentage of elderly 

suicides must be kept in mind. "People who are serious about 
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suicide do not talk about it to family or ask for the intervention 

of counselors" (Warnick, 1995, 113). Passive suicidal 

thinking is detected through statements that indicate a state of 

depression. As soon as the depression is alleviated, the 

person again wants to live. Yet another sector of elders say 

suicidal words and feel that way but are not truly depressed. 

They have rationally decided that they have had enough of life, 

are displeased with life as it is, and are ready to die (Warnick, 

1995). 

It is not what happens to the elderly that contributes to 

the depression/suicide, but rather how the individuals are 

equipped with coping skills. It is not the situation but rather 

how the person reacts to the difficulty that precedes a suicidal 

attempt (Warnick, 1995). If the elder experiences multiple 

losses and stress, the reservoir of resources for relief may be 

exhausted. There is not just one factor that leads a person to 

a life or death dilemma. What may appear to others to be a 

small problem might serve as the final element of stress that 

results in a suicide attempt (Miller, 1979). 

Corsini ( 1989) posits that the suicide rate among elderly 

individuals increased 25% from 1981-1986. The highest rate 

was among white men in their 80's. Older persons make up 



55 

12% of the population and 25% of reported suicides--5, 000 to 

8,000 yearly. In 1985, women were more likely to attempt 

suicide, while men were more likely to succeed when an 

attempt was made. The reasons behind suicide attempts 

include ill health, painful illness and control. While death is 

certain, its timing and characteristics are not. Suicide defies 

control of death. There even exists control beyond the grave-­

those left behind are deeply affected with guilt, shame and 

regret. Suicide equals self-murder and lends meaning to 

motives of hatred of self or others. Suicide is a submissive, 

passive, desperate giving up. It represents not wanting to 

leave spouses penniless, not wanting to be a burden, or a 

perception of self that portrays failure. Depression that 

precedes suicide attempts develops from the perception that 

life is meaningless and useless (Corsini, 1989). Hergenhahn 

( 1990) states that life can become so unpredictable that the 

only certain thing that one can imagine is death. Death may 

appear to provide the only immediate certainty. Certainty of 

death may be preferable to the uncertainty of the future for 

some elders. 

Kane & Kane (1981 ) state that suicide attempts are 

successful when there exists more serious intents, frailty, and 
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social isolation. It is suspected that elderly suicides in 

institutions are underreported and that in passive self-neglect, 

the suicides are not recognized. Older people generally use 

drugs, guns, hanging, and jumping off high places as their 

suicidal methods. Suicide is more likely to succeed in people 

50 and older, and it is rare for people 65 and older to fail in 

their attempts. Langone (1991 ) believes that suicide is a form 

of murder, which does not give the killer time to repent. In the 

I980s, more older people began killing themselves. 

Depression seems to act as the catalyst for most of them. 

Elders hate to admit weakness and therefore do not reach out 

for help. 

2:30 p.m. - 2:45 p.m. Break 

2:45 p.m. - 3:30 p.m. Encourage deeper levels of 

understanding by having the audience members 

role play life situations elders face; audience 

generated scenarios. 

3:30 p.m. - 4:00 p.m. Debriefing of stirred up emotions 

from role playing. Hand out two articles 

(Appendix 4) by the National Mental Health 

Association to serve as a review. Read at home. 

4:00 p.m. Dismissal 
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MODULE THREE - LEARNING HOW TO TREAT 

DEPRESSED OR SUICIDAL ELDERS 

8:00 a.m. - 8:30 a.m. Danish, Bagels and Coffee/Juice 

8:30 a.m. - 10:00 a.m. Lecture. 

Warnick (1995) states that counseling strategies include 

counseling and medication. With a depressed patient, a 

combination of supportive and cognitive therapies are used as 

deemed appropriate. Clients may be too devastated or 

mentally unprepared for cognitive therapy. A mini-analysis 

approach may be used to provide information about the client 

to build rapport and to encourage introspection. Elders will 

reach the point where tlhey can discuss the precipitating 

episode that triggered the depression. Work may then begin 

to disarm the cause and to discover new ways of reacting to 

such stressors. 

Medication should be prescribed by a psychiatrist. 

Since many elders take several medications, such a specialist 

is needed to correctly prescribe a safe, effective psychotropic 

regimen. Age in itself does not preclude medication. 

However, the frail elderly who live alone presents a situation 

requiring caution and close monitoring by the psychiatrist. 

The major concern is whether the client can be trusted to take 
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the drug as prescribed and whether the medication will 

negatively affect the client's mind or body. The aging body 

reacts, tolerates, and changes differently than a young body. 

Medication needs to be lifestyle and age appropriate. 

Depression is often a symptom, not a cause. Counseling is 

helpful in dealing with the cause of depression and developing 

coping skills specific to clients' individual needs. 

Kleinke (1994) believes it is important that elders and 

therapists agree on a contract for care that includes strict 

conditions, most importantly, that the elders will inform their 

therapists when they are in danger of harming themselves. 

Beck ( 1985) suggests engaging potentially suicidal clients in 

the therapeutic process so that they will want to see what 

happends next in their lives. He attempts to have clients 

agree to write down their thoughts whenever they feel suicidal , 

so they can bring them in for discussion. 

Another approach to dealing with depressed elders is 

expressed by Burnside ( 1994) who states that elderly 

individuals whose depression is severe may be helped by 

encouraging them to talk, by listening without enabling them, 

by talking about any psychosomatic complaints, by offering 

the opportunity to express feelings in group meetings and by 
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monitoring the degree of depression. As information is 

unveiled, counselors can develop care plans that may be 

based on clients' individual needs or desires. Individualized 

care could include such tasks as preparing coffee the way 

they like it, attending to their personal hygienic needs, 

providing opportunities to openly verbalize an experienced 

loss, and utilizing additional information as it arises, an 

example being discovering two members were neighbors as 

children and helping them to create a new friendship. Such 

care of the elderly can increase their comfort, provide a feeling 

of being cared about, and alleviate loneliness and 

hopelessness. A degree of pride, self-esteem and hope can 

then replace the thoughts and feelings of desperation. 

According to Burnside (1994) there are certain group 

topics that are relevant to the aging population. Possible 

issues include nutrition, exercise, osteoporosis, depression 

prevention, caregiving to Alzheimer's patients, concentrating 

on maintaining their health, stress relief, and mind-body unity. 

Secondary interventions focus on early diagnosis and prompt 

treatment. The goal is to prevent further deterioration, to 

develop effective coping skills as a means of avoiding similar 

situations in the future. One type of group that provides such 
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tools is a support group. Support groups are designed to be 

self-help groups that provide assistance to the recovering 

elder and the family. 

Corey (1990) addresses how counseling groups can be 

helpful to the elderly. Such groups can help the individual talk 

about and deal with the isolation of aging. Elders may feel that 

aging leaves them and their lives holding no meaning and that 

the future simply holds a useless life. The elderly often feel 

unproductive, unneeded, and unwanted by society. In 

addition, the myths about aging sometime become self­

fulfilling prophecies. Counseling groups can do a lot to help 

older people challenge these myths and deal with the 

developmental tasks that they must face so that they can 

retain their integrity and self-respect. Groups can help the 

elderly break out of their isolation and can offer the 

encouragement necessary to seeking and finding meaning in 

their lives. Each person's circumstances will require 

individuation of this process, meaning that some elderly people 

will be more limited than others, need more help than others. 

or need help to face the inevitable death that has begun its 

process (Corey, 1990). 
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Some special considerations for elderly groups include 

some elders' resistance to counseling, thus requiring a longer 

period for established rapport and trust. Due to physical and 

psychiatric problems, elders often have short attention spans, 

so a group's pace needs to be slower. Group work needs to 

be oriented to making present life more meaningful and 

enjoyable. As with any human being, elders need support and 

encouragement. Respect is shown to elders by accepting 

them, by hearing underlying messages, and by not treating 

them condescendingly. They need to be listened to, 

understood, and accepted. In addition, it is vital to remember 

that small changes happen slowly. Some exercises for elderly 

groups (Corey & Corey, 1992) include ask.ing elders to go on 

an imaginary trip and to choose two people to go with them; 

this is helpful for shy individuals. Another method is asking 

elders to select new names and explaining what their new 

names mean; asking elders to share a favorite photograph 

with the rest of the group; and asking elders to talk about their 

birth order. Using pictures they have drawn, asking elders to 

describe important memories, and asking elders to share what 

they enjoy doing on their favorite holidays are also effective 

techniques (Corey, 1990). 
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Corey & Corey, (1992) share the following outcomes of 

group work with the elderly. Group members discover that 

they are not alone in experiencing problems, and they learn 

from other members' feedback. The realization that people 

have a right to their feelIings is enhanced by their acceptance 

of other group members' feelings. The members become 

advertisers for the group meetings by encouraging patients 

who have not attended. Interaction between patients 

increases as they learn each other's names during group 

exercises. The group atmosphere is trusting, caring, and 

friendly and the members continue socializing outside the 

group. Members become actively involved in choosing 

activities that hold their interest rather than sitting idly. The 

level of talking deepens, expressing that it feels good to be 

listened to. 

At times, one group leads to the establishment of 

another group. Nurses report the improved affect of patients 

and express desire to learn the skills needed to facilitate such 

group. Staff become actively involved in designing specific 

activities for specific patients and assist them in completing 

them. 
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Phoenix ( 1997) suggests themes for ten sessions which 

encompasses depression, relationship of thoughts to 

depression, role of social factors in depression, goal setting, 

self-esteem, understanding family of origin, assertiveness, 

stress management, personal hygiene, and evaluation and 

termination. Objectives for a group include behavioral, 

cognitive, and psychological therapeutic approaches. 

Behavioral techniques help to decrease anxiety, to 

decrease symptoms of depression, to provide goal-setting, 

and to teach assertiveness. Cognitive techniques provide 

knowledge about depression, coping skills, and the sharing of 

personal stories. Psychological approaches address self­

esteem, social support, trust, and relationships. 

Elaborating on the depression that often leads to 

suicide, Foster (in Counseling Today, 1995) researches the 

limited social interaction dilemma of the elderly. She discovers 

that nursing homes need to offer more stimulating activities for 

their patients, such as art and music. In addition, it is 

discovered that poetry groups are successful because the 

residents discuss what is meaningful in their lives, personal 

relationships and lifelong learning. 
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Obviously, everyone who joins such a group can 

participate, because they each have their individual life stories. 

Even if they choose or are not capable of verbalizing their 

experiences, they can listen to others and find common 

bonds. This process can alleviate a degree of loneliness and 

desolation. Additionally, music, art and pet therapies are 

sound programs to implement and to provide the feeling of 

intimacy that elders desperately desire. 

Crisis Intervention is approached in a variety of ways. 

Miller (1992) suggests that individuals in a crisis should be 

encouraged to use coping strategies that have proved 

previously helpful. A firm national commitment to suicide 

reduction as one of the major mental health priorities needs to 

be established. Public and private sectors need to coordinate 

efforts, allowing capable! people to work as long as they 

desire. People who want to retire could be eased into this by 

working fewer hours each of the three or four years prior to 

retirement. This would soften the retirement shock. 

Preretirement education and counseling could be provided far 

in advance of retirement. Postretirement counseling could 

continue the first two years of retirement. Physicians could be 

educated to recognize and appropriately respond to suicidal 
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clues from older patients. Such training could be presented 

through medical schools, internships, residencies, and 

continuing education programs. Free annual medical exams 

for individuals 60 years of age and older could detect illness 

plus increase contacts with medical personnel. If those 

personnel were properly trained, they, too, could help detect 

suicidal symptoms. Utilizing the older population as outreach 

workers would create mutually beneficial roles and part-time 

employment. These strategies obviously delineate preventative 

approaches to depression and suicide, but serve as pre-crisis 

interventions. 

Warnick (1995) provides seven ways to deal with a 

person in crisis. When dealing with a crisis, stay calm, try to 

get the client to talk, ask delving questions to determine 

whether the client is considering hurting himself/herself. 

Determine whether a plan exists, try to determine the problem 

behind the suicidal threat, identify client's strengths, suggest 

all options to the situation being faced, and when feasible, end 

the session with a plan delineated in an informal contract. 

Gilliland and James (1993) offer a six-step crisis 

intervention model. Define the problem, ensure safety, 

provide support, examine alternatives, plan, and commitment. 
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In practical use, these steps need to be modified to include the 

needs of the elderly population. The reason for this is the 

addition of disorientation and confusion and the usual taking of 

multiple medications. Crisis intervention can last a few 

minutes to as long as several months. The term of treatment 

depends on the circumstances surrounding the eider's 

reasons for the attempt. It is important to remember that 

anyone in crisis is incapable of rational thought or behavior. 

The goal of crisis intervention is to stablizing the elder so that 

he/she is capable of utilizing some coping skills, or to provide 

help until more qualified personnel arrrive. Assessment is an 

ongoing process during c risis intervention. (Gilliland & James, 

1993). 

Assessment tasks as delineated by Gilliland & James 

(1993) include defining the problem, ensuring the client's 

safety, and providing support. This is accomplished through 

active listening. Active listening entails attending, observing, 

understanding, empathy, genuineness. respect, acceptance, 

nonjudgmental responses. and apparent caring. Then it is 

time to act. A crisis worker must examine the alternatives, 

make plans, and then obtain commitment from the elderly 

patient. 
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If dementia is suspected, a medical and neurological 

exam is recommended. Take a thorough family history, give 

mini-mental tests, ask open-ended questions, and watch the 

dynamics of family members and whether they concur with 

what the elder is stating. Ask about support system, take 

psychosocial history, provide counseling, and provide the 

name of local support group and other support services. 

McDonald (1988) proposes these four alternatives as 

treatment approaches with depressed elders as they change 

thoughts, behaviors, and physiological states that contribute to 

depression. Cognitive restructuring is helpful when persons 

are depressed. They interpret the world, themselves and 

events in distorted ways. To attempt to remedy this problem, 

first have the client identify events from that week and write 

down the thoughts during and after the events. Second, 

identify the thoughts that show distortion and then write an 

alternative thought to replace the distorted one. 

Another useful tool for elders capable of such a 

technique is assertion training. Individuals who feel 

responsible for unchangeable things become depressed, feel 

helpless and passive. This type of client needs to learn 

effective and defensive forms of communication. There are 
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three steps in this training. The elder learns what assertion is, 

role play and practice. The remaining methods are designed 

success experiences and referral to a psychiatrist. 

Coleman (1980) provides the following model for Crisis 

Intervention for Suicide Attempts. First, call a suicide 

prevention center to avert actual attempt. Second, place the 

emphasis on maintaining contact with the persons over a 

short period of time, and helping persons realize that acute 

distress is impairing their ability to assess the situation 

accurately and to choose among positive alternatives, and 

helping persons see preferable ways of dealing with problems. 

Further steps include taking highly directive and supportive 

roles, helping them to see that their present distress and 

turmoil will not continue forever, seek emergency medical 

treatment, which includes mental health treatment. 

10:00 a.m. - 10:30 a.m. Discussion. Review depression, 

especially that which goes untreated. Discuss 

suicide as a "natural" result. 

10:30 a.m. - 11 :00 a.m. Practice. As a group, have the 

participants create scenarios that could possibly 

lead to the development of situational depression. 



69 

Next, ask them to do the same thing with 

endogenous depression. Then. assuming that 

both cases go untreated, have participants 

anticipate the outcomes in very specific terms as 

they relate to the elderly. 

11 :30 a.m. - 1 :00 a.m. Catered lunch provided. 

1 :00 p.m. - 1 :15 p.m. Discussion: hope vs. hopelessness 

1 :15 p.m. - 2:30 p.m. Participants alternate between being 

the depressed and/or suicidal elder and being the 

caregiver (duads). Time is allowed for practice 

and then the presenter closely observes each pair, 

verbally taking note of how the caregiver responds 

to the eider's needs. At least two pair need to be 

encouraged to role play a crisis line intervention. 

3:30 p.m. - 4:00 p.m. Questions and answers; debriefing 

for participants; Post-test covering the spectrum 

of the seminar (Appendix 5); closing remarks. 



Chapter V 

CONCLUSION 

This project devotes its focus to educating caregivers to 

respect and to providing genuine empathy to the elderly. 

Elders have long deserved age specific care and nurturance. 

Their status in today's society exemplifies the neglect younger 

generations have shown to their elders. 

Baby boomers are rapidly showing an increased interest 

in the needs of the elderly, primarily because it is they who will 

soon desire quality care. Slowly changes are occurring as the 

topics of treatment, costs, and pain control for the last stage 

of life stare directly into their future plans. 

Physiological, psychosocial, and psychological aspects 

of depression and suicide in the elderly have been thoroughly 

discussed. The research presents a broad spectrum of 

insight and information required to understand the intricacies 

of the aging process. Depression and suicide are two 

possible aspects of aging that obviously must be detected and 

diagnosed before intervention and treatment can be provided. 

Assessment. intervention, and treatment can be 

appropriately conducted only if the caregivers are well versed 

in the physical, social, and psychological aspects of 
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depression and suicide in the elderly. This project focuses on 

presenting sufficient education so that caregivers can offer 

appropriate care for such a special population. 

A mutual point of emphasis in all references is the 

hopelessness that the elderly feel prior to thoughts, plans, and 

actions to end their lives. Depression that accompanies 

hopelessness is evident as desperate elders begin to show 

signs of helplessness, passivity, detachment, physical 

debilitation, and despair. 

The teaching modules provide guidance with the hope 

that caregivers will begin to understand the devastating 

desperation that precedes elderly suicide attempts and/or 

successes. Hopefully, caregivers will feel better prepared to 

offer the elderly the appropriate level of care and nurturance 

they truly deserve. 



Appendix 1 

ELDERLY DEPRESSION/SUICIDE PRE-TEST 

Mark the statements either true or false. 

__ 1 . There are 20 stressful life events according to the 
Geriatric Social Readjustment Scale. 

__ 2. It is normal for elders to be depressed. 

__ 3. Reactive and situational depressions are synonomous. 

__ 4. Endogenous depression is due to the brain's 
chemistry. 

__ 5. Melancholia and depression are the same illness. 

__ 6. Awakening during early hours is a symptom of 
depression. 

__ 7. Depression is a mood disorder. 

__ 8. The elderly bring depression on themselves by 
complaining about their problems. 

__ 9. Pet therapy is effective when treating elders for 
depression. 

_10. Suicide in the elderly is increasing due to a lack of 
caregiving. 

72 



INFORMATION ON DEPRESSION 

The Nalionol Mental Health Auociation cuwl­
oped thu {acuhat cu an ~ owrokw of 
d,q,reuion. Pka.ufeelfre,etophot«:opyttand.•han 
it u,UJi olMra. 

INFORMATION: THE KEY INGREDIENT 
roa TBEATING DEl'B.Fa:IION 

· Depreuian ia • word commonly JJ.aed to de­
ec:rihe temporarily •do,ni• moods or aacl feelings, 
butloralotofpeople-ctleut l0millioniD the U.S. 
aJaa.-it mum aamethinc much more Nrioua. 

Fcrtbeaeindmduale and thoN whoc:are about 
&bem,cieprwlonia ....... illneu, affectlnctbeir 
body, feelinp and the way they live tbm-livea. In 
eome cuea, it can came death by auidde. 

It'1 not m il1neu theycbooae, or one they could 
eecape i!he or ahe would "'map out of'ii■, anymore 
than one dec:idea to have cliahetea or heart diaeue. 

Fortunately, e&ctive treatment (througbmedi• 
cation. psychotherapy or a combination. of both) ia 
available for more than 80 percent of thole with 
thiaillnea1,enablincthem to live full.healthy livea. 
Tbe moat important part of treatment of' an., diaor­
dei ia in.formation-accurate, c:mrent Cada on the 
caueee, aymptoma, treatment optiona and tips for 
c:oPin&', The patient, family and mends ahould all 
have thia buic understanding of depression to 
ensure the fullest, quickest recovery. 

MORE THAN A CASE OF THE BLUES 

Ifa important to diatinguiah between normal 
feelings of aadnesa we all occasionally experience 
8lld what mental health profe91ionaJ.s refer to as 
clinical depression. 

Clinical depression refers to several aerioll8 

Ap pendix 2 

What is 
Depression? 

conditions that are not related to occuional periods 
of dejection oreven t.be intenM feelinp 'llcriefthat 
life brinp to everybody at one time or another. 

Depression takea manydiff'erentforma,eachof 
which varies fn?m person to person. In aeneral, 
though. c:linical depreuion ia referred to u either 
~or depression.• (the "lad• kind), or "'man.ic­
depreuic,ii• (the -Up-and-down• kind). 

WHAT CAUSES CLINICAL DEP!lF..$ION7 

Noteftr)'aaaqreeaon. wbahpeei6NJJ7,:auaea 
these ccmclitian.a <aao 1caown. u depreame di.tOl'­
den), butac:ientiata doJmowthattheJ'renotcauaed 
by penon.al wealmeuea, bad parenting other fac­
tora falaely attributed them. 

lnf'act, Jeactincthearies indicate that tbecauaee 
are moatly bioloeical in. nature, u with cancer, 
di.abet.ea and other m!tjor U]reesee 

Biological factora that are believed to con.trib­
ute to the development of depreuive dieordere 
include heredity (aome people may have a gene or 
genes that prediepoeea them to a depreeaive diaor­
der) mdcberni .... J irnbaJan-:ea (eome people'1 braim 
1D41n.othavet.be appropriate balance of chemic:ala 
needed to process behavioral in.formation.). 

· It's believed that in. aome caaee, a stressful 
situation can bring these inherited traits and/or 
chemical imbalances to the forefront and change a 
peraon'e behavior in much the same way stress is 
known to play a role in heart diaeaae or other 
medical problems. 
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WHAT ARE THE SYMPTOMS OF CLINICAL 
DEPRESSION? 

Aa with any other i1lDesa. clinical depression 
hu ~irahla ■ymptoma. Theae vary from J>:U­
eon to penon. and DOt all people with de~ 
have all the symptom&. In pneral, though, this list 
of symptoms pves a pi,,tty dear idea as to whe~er 
you or aomeoae you bow has clinical "major" 
depression: 

• peniatent (more than several weeks) sad, am::-
iou■ or •emp~ mood . . 

• fl l.i.np of'bopelessness or pe,S1rn1sm • S:. of' pleasure or interest in ordinary activities, 
auchu ■ex . 

• prob1ema with sleep (in.lomnia. early-mormng 
waking or Oftrlleepin&") 

• eat.inc diatarbuM:,es Oou of appe,tite or 
overeatmc) 

• dec:nuecielW'l7,faticue 
• n■tleaaeaa, irritability 
• difflc:ulty coacentn.tm&', remembering or 

muiDc dec:isi~ 
• inappropriate feelinp of quilt 
• tbou&btaaf' death orauicide (these ahould always 

be taken aerioaaly) 

Occelioa1D7, the symptoms of'depreaaionmas­
qaerade u peniaumt physical ailmen~, ~ u 
beedechee, clipative problema or chronic pain. If 
yourfemily doctor-can't find a ■pecific health~ 
lem thatmipt be causing these ailment&, conaider 
aeeinc a mental health professional for an evalua­
tion. 

Qther people have a depressive di.lorder that 
involves ■omethinc called mania, &ivinc rue to the 
ume "izumic-depressive• illness. Because clinical 
depreuion ia often aaaociated ooly with feelinp of 
■adnesa or listlessness, aymptoma of manic-depres­
■ive lllneas can eo unrecoeuized. These symptoms 
include: 

• inappropriate elation 
• insomnia 
• unrealistic notions or self-attitudes 

7 4 

• dram.atically increased talking, fidgeting or 
sexual activity 

• racinc t.hou,hts 
• inability to make decisions 
• inappropriate aocial behaviors 

You a friend or someone in your family mll}' 
have clliucal depression and not even realize iL 
Sometimes, the ve.ry nature. of the diaorder can 
interfere with the ability to get help. Help is 
available. If you or someone you know shows the 
symptoms listed on this fact sheet, con.sider getting 
help from a mental health professional. 

Contact these organizations for additional infor­
mation: 

Nauonal Muital ReaUh As,ociation 
1021 Prince St.. Aleu.ndria. VA 22314 
(800) 969-NMHA (703) 684-7122 

National Dq,reui.ue and Mcmlc-Deprusiut 
Anocia.tion 
730 North Franklin. Ste. 501 
Chic:aco. IL 60610 
(312)M2.()()49 

National Foundation for Dq,ressi« Illnus 
P.O. Box 2267 
New York. NY 10116-2257 

Na.tiotuJJ AllJan,oe For The Mt11.1.all1 IU 
2101 Wileoo Blvd., Ste. 302 
Arlin,ton. VA22201 
(703) 524-7600 

Deprusion / Aware.nLS.t, &cogniti.on And 
Treat:nwnt·Program 
National Inatitute of Mental Health 
5600 Fishers Ln., Rm. 14C-02 
Roc:kville, MD 20857 
(301) 443-U40 

~ .. 11 
Meneal Health ,.,_th 



INFORMATION ON DEPRESSION 

A laul 10 millionAmuicaM MW mr,w form of 
eUnit:al cuprunon in llllY liwn a-man.th pmod. 
maJcin6 it OM of IA, moat pMJalaat illMuu in OlU' 
er,cidy tod4y. 

Iu ccuuu a,w b«u.o.d to II« largcl, biolt:ip:aJ 
and. UMmanyotlw-aeriocutll.lorrJs-,. tltpraoon 
lnoco, no«JCial, economlcor1fflCW'boundaria. Iu 
,ymptom,-whichinclud,e~~ofhope­
,...,..., and.adnaa. irritabiUty. ~CNJn6Cl in 
ltltill6and,J«pi1'6habU..concmlratioon/1MmOry 
~ ondphyaicol eomplalnu ~ a, Maa• 
adta or bad pain-a,s Uu{1 toof{ectUJWCffll of 
all &oOn'lffland 11.6 ~of allmaotOM tilMor 
OIIOIMr. 

Cluldrm cu Y0U1l8 cu /we~ been treal«l for 
ckpru,i,on, and .onw .cia&tim atilnau that cu 
many a.a 65 pm:ent of oltur AnwricaM may ~ 
IOIM form of cuprtsaion. 

TM National Mental HeaUAA#IOCiation cuwJ. 
oped thu fw::tlhfft to prouick bcuic in{onnation on 
tAt prruaknce of cupru,we duonkra. Pkaff (Hl 
,,_ to photocopy it and Man it with ot.h.m. 

DEPRESSION IN WOMEN 

Depreuivedilardenarereported toafrecttwice 
u DUI.DY women u men (25 percent oC women '91. 
11.15 percent of men). Ira not yet known whether 
t.hia difference is cauaed by aomethinJ in the bio­
lorical makeup of women that makea them mon 
likely to have depreslion, or whet.her the numben 
simply indicate that women are more likely than 
men to aeek treatment Cor depreaaion. Some lcien­
tiata believe that fewer men are diagnosed because 

Who Gets 
Depression? 

their depreuion i, m.uked behind almholiam or 
uatiaoc:ial behavior. 

DEPRESSION IN MEN 

Slishtly more than 11 percent of all American 
men willhaveaclepreuive di.torder ataome time in 
their Ii,.._ While lower than the number of women 
diqnoeed with depreuion, t1m number dramati­
callyWuatratu bowprnalentdepreuion i, in our 
aociet,- and 11 percent ii judpd by many lcien­
tiata to be w- lower than the adual number of men 
with deprwuiont 
. While women are more libly to attempt aui­

ade than men, men are twice u likely to succeed 
became they pnerally ue more lethal meana. 
Scientiata believe that auic:ide it often cauaed by 
depreuian. 

DEPRESSION AND OLDER AMERICANS 

Diacnoein, depression amoni older Ameri­
cana it extremely difficult. which accounta for the 
fact that eatimatea on how many older people have 
depreuion l'IUlp Crom 10 to 66 percent. 

Symptom, of depreaaion in apd populatiom 
are oft.en mitdi.qnoaed u thoee oC other illneuea. 
For example., memory Jou, c:onfuled thinkini or 
apath_y ia often attributed to aenility (an orpnic 
brainayndrome) when they could actually becauaed 
by ~cal depression. On the other band, early­
wakinr and reduced appetite-both 1ymptom1 of 
depreaaion-81"8 common amoni older American. 
who do not have depresaion. 

While the reaultinc confusion on how to diag­
noee depreHion in older populations a1uaes some 
mntroveray, it ia known that self-report tests from 
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this ace-fl'Oup aclmowledp more of the 1ymptoma 
oI depreuioa than any other ,roup. Older Amari• 
cana alao commit 1uic:ide at hieher ratea than any 
other U.S. population. 

Careful obaerfttim bJ a lmowled,eahle per­
lOD and a aophaticated medical evaluation may be 
neceuary to recopme depreuion in an older per-
1011. 

DEPRESSION IN CHILDREN AND 
ADOLESCENTS 

While depreuion ii known t.o a&c:t all qea of 
children-from the WrJ :,ounct.o older adoleacenta­
-lt ia often difficult t.o detect. By natun, child and 
adoleecentbehaviariaaomewhaterratic,andpeople 
this ap aren't alwaya able t.o upreu their feelinp 
and needa WrJ well 

In many cuea, depnuiw diaorden upreu 
themaelvu di&nntly in children and youth than 
in adult.a. Unable t.o cope with feeUnp of'hopeleu­
nau or pe11imi1111 and other aymptmu uaociated 
with depression, c:bildren may act out anreuiwly 
and develop a aenee oI nbelUon at lchool and at 
home. At other timea, their 1:,mptoma are dil­
miued u limply "pan of srowin, up.• 

Uke adulta, aome may •aelf-medicate• their 
i1lneu with alcohol or drup, further obecurinc the 
true nature of their probl.m. Poor performance in 
IChool. auua1 promilcuitJ, l'UDDinf awe:, and tru• 
anc,-ell usually attributed t.o~dbeh&vior'-mi,ht 
actually be warnm, liena oI depnuive diaordera. 

For more information, please call 

76 

Fortunately, the aame help available for depree. 
lion in adulta ia effective for childnn and adolea. 
centa u w.11 

Contact theae orpnizatiom for additional info. 
mation: 

National Dtpruawt and Mani.c-Ihprruiw 
Association 
730 North Franklin, Ste. 601 
Chica,o,IL 60610 
(312)642-0049 

National Foundation For Ihpreuivt llwu 
P.O. Box 2267 
New York, NY 10116-2257 

National AlUa.nce For tM Mtnlally IU 
2101 Wilaon Blvd., Ste. 302 
ArliD,toD. VA. 22201 
(703) 624-7600 

Ihpraaion/Awarenua,RecognitionAnd.Trmtmtnt 
Pn,gram 
National Inatitute of Mental Health 
5600 Fiahen Lo., Rm. 1.c-o2 
Rockville, MD 20867 
(301 )'43-4140 

J ewish Hospital's Department of Psychiatry, 

(314) 454-8560 JEWISH HOSPITAL 
M ._...,,_ ~ '71Htl~~J1. IMIU 
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CASE STUDIES 
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Mrs. L. is a 67-year-old retired woman. She was a teacher for 
30 years. At the same time she retired, her husband was 
diagnosed with terminal lung cancer. Her children are grown 
with families of their own, but live in the vicinity. Her friends 
have found her in bed in the middle of the day crying as hard 
as she could, refusing to eat, get dressed, or take a shower. 
She will not talk to her friends about the situation, because 
according to Mrs. L. "everything is just fine." 

Mr. M. is a 75 year-old retired man, whom others have labeled 
"the frowning face of the community." His children state that 
he has always been nervous and afraid to participate in social 
activities. His wife died one year ago and he claims to be 
doing just fine. He has been taking medication for his anxiety, 
but claims it doesn't work. 

Mrs. C. never married. She wears the newest styles, 
although she is 80 years old. She previously worked as a 
fashion designer before she was diagnosed with emphysema. 
She continues to smoke. She lives alone, continues to drive, 
has a relatively active social life, but little family contact. She 
smiles all the time. She is quiet, keeps a journal, and states 
that having to take oxygen with her continuously is no 
problem. 



INFORMATION ON DEPRESSION 

The Nalional Maalal Health Aaociation prt• 
pared tl&u {acuh«t lo proauk baaic in{ormationon 
lllltat'a in.ocon a.boul the came. of clinical CU/Jt"U· 
mon. 7"- lnfonnatl,on Au bffn adopt«l from 
Depleamillnw: TnatmentaB~New Hope.a 
booild from the U.S. Dtpartmoat of HeaUJ&" and 
HIUll4I& &nm. p,-_ feel t,w lo pl&otooop, and 
M/1n tl&u faeulaal"""' othua. 

A Combination of Cauw 
Molt ec:umtiata belieft that Um eauae of dini­

clll dep..-iw diaardea ii related to at least three 
&cton: pae1b. biocbemi.tz,-, and lite eveota. 
Altboap the met role played hr tbaee £actors ls 
aot ,et fully UDdentoocl. lUhltantial JJl'Oll"llla baa 
been made in treatiqthe symptom.a. ~hope 
for at leut 80 percent of those with a depreaeiw 
di.order. 

Genetic Facton 
Studies of families with histories othigh rates 

of depreuion have led ecientista to conclude that 
vu1Derabili ty to the illnesses could be inherited, or 
pawed on throuib the renes from one reneration to 
another. 

Recently, direct evidence of pnetic vulnerabil­
ity to a Hrioua form of depremon, called manic­
depressive illness baa been found: family members 
with the disorder were abowu to have pnea differ­
ent (in a specific area ot the cell) than thoee who 
were not ill 'nie illneea may serve u an indication 
of a genetic abnormality that causes the illness 
For this reuon the genes are called •genetic mark• 
era.• 

Long before sophisticated rene-mapping tech­
niques provided evidence for genetic vulnerability, 
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Causes of 
Depression 

researchwithtwinaindicatedthatinheritanceplays 
a role. Scientista have ahowu that iC one identical 
twin au!fers from depreslion, there ia a 70 percent 
likelihood that the other will also be affecteci.Amolll' 
nonidentical twina, however, the riak dec:reues to 
about 26 percenL . 

Since indeuticaJ twins have all their pnea in 
C'OTD!DOD,. and nm-identical twin, have onl,- baJf 
their eenes iP common (u in aiblinp), the rates 
attest to pnetic inwlvemenL 

Biochemical ll'aeton 
Almoet 80 ,ean qo, ec:ieDtilta abeened that 

certain medieati0D1badetrcmpiood-elteriqprop­
erties. The implication a of'theae obeervati.om-that 
mooddiaorden •ucbu depreuioncouldbe a func­
tion of'biocbemiclJ ttiaturbance-prompted clinical 
and laboratoryatudiea thatrevoJntioni* the con­
cept and treatnient of mental illneaaes 

Since then, several types of medication have 
been developed and auccessfully uaed to treat the 
aymptoma of depression, with new ones ~ de­
veloped and teated regularly. 

How these medications work ia being inten­
sively studied. Central to most theories ia the role 
of n.eurotranamitten-•chemical messengers"-that 
COllvey electrical aiinaa from one nerve cell to 
another. This chemical signaling aeta in motion 
complex interaction in the nervoua system that 
affects behavior, feelings and thougbL 

It'a now belie\led that depressive and manic 
epiaodes are uaociated with improper functionine 
of particular neurotransmitters. Originally, it was 
thought that depression was caused by deficits in 
two such neurotran.smittera-norepinephrine or ae­
rotoo.i.n-at critical locations in the nervous system, 

78 



and that mania was cauaed by an exceas of these 
neurotraumitten. 

More recently, it has beoome evident that a 
third transmitter, dopamine (and possibl.J otben), 
may a1ao be uiwlwd in mood diaordera. lt'a DOtyet 
knoWD whether thae ""biochemical duturbances'° 
arise 011 their own or whether they're cauaed by 
aome combination of atress, trauma. genetics and 
other c:onditiona. 

I.JfeEventa 
Penonal loeaes, financial problems, pbyaica.l 

illness, midlife crises, ae.x role e.xpectation.s and 
"'peychoeoc:ial" pbenooema auch as penonality, up­
brin.rinr, and negative •biulriur atyles have been 
cited as contn1>utoni to depressive illneaa. These 
fact.on, armnr outside the body and brain. are 
often called •environmental• fa.cton. 

Azqcbanp. serious loss, oratress-diwrce, the 
death of a lOTed one. the loss of a Job-can triaer 
depreuift f,;elinp In mostcuea. auch{eeliDc are 
telnporu7, but aome people-who may haw a pre­
emtinr" paetic or biochemical wln.erahllitr-de­
mop a depreuive illneu. 

Tr,in&'tosiftape.rt the environmental, bioloei­
cal and pnetic cauw of depreaaiwi illneaaee ia 
eztreme17 complex. Confusion about tenu-de­
~ frdba8• ft. depressive illM.a-edd to the 
prob1ema. 

Foreumple, depressive (eelinp and demoral­
izationarecertamlymorec:ommonamonc the poor, 
the depriftd. and tiu.e lackingaoc:iall aupporta,,et 
tt'a ootdearwhetherdep~w i11ressea are more 
prevalent among victima of such environmental 
atresson. 

On the other band, atudies ahow that women 
are at rreater risk than men for major depressi011 
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at every qe. 1n contra.at.. manic-depreuive w. 
ness-much less prevalent than~ depression­
occurs abo~t _u frequently i;n men as in women_ 
Wbetherthia is because the hiocherni•tr,'afwomen 
ii cWrerent than men. or becauae they're ■ubject to 
more environmental •U'eS;I, or for aome other rea­
aon. is not yet known. 

Contact these orianizations for additional infor­
mation: 

National lhpnuiue and Manic-Ikpreuive 
.Association 
730 North Franklin, Ste. 501 
Chicaro, ll, 60610 
(312)6'2-0049 

National Foun.datu,n For Ihprusive 1llM# 
P.O. Box 2257 
New York. NY 10116-2257 

National Alliance For ui.e MU&tall~ Ill 
2101 W"UIOD Blvd.. Ste. 302 
ArliDcton. VA 22201 
(703) 624-7600 

l)q,ra,iai/Al.oara,as.R«ognltionJ.ndTrmtment 
Pro,rram 
National Inatitute of'Me.ntal Health 
6600 Fiahen La.., Rm. 140-00 
Bockville,MD20857 
(301),US..(140 

------T May is W11,1 
Mental Health Month 



.INFORMATION ON DEPRESSION 

T Ju National Men.ta.l HeaUA· Auocialion de~l­
oped thu {advl,«l ID prouuu lxuic ~ ~ 
tJu ~toma and DCJl"ioru WTJU a ... ociat«l u,ilh 
depreaiotduordua. Pl,et;w feel~ to photocopy it 
and man it with otMn. 

RBCOGNIZINGDEPRESSIONASASERIOUS 
HEALTH PROBLEM 

Attitudes plaJ an important roJa in detennin• 
me whether the warmnc liens of depresaim are 
recopipd, Tbeidea thatdepreaioncomeefrom • 
perlOD8l --ekna,·or lack of will power ii nothing 
mare than an old wi-..' tale, but it permta. Out­
dated view such aa theae can maJr.e U dillicult for 
aomeone to acknowledge the IJJDptom.B of c:liDical 
depreuionu the warninesicna of aeerioua illnea, 
and to get the necessar,y help !or it. 

By leami.ng more about depreuive diaorden 
and their symptoms, people can recngnin aitua­
tiom (with themselves or people they know) that 
call for help from a mental health professional. 

DIFFERENT TYPES OF DEPRESSION 

Depression is used to describe several different 
types of disorders, and scientists uae many differ­
ent (and aometimes complicated) 1yatema to c:J.u. 
aify them aocording to their symptom.a, aeverity, 
causea and other characteriati.ca. The important 
thing to know is that depression can take DWl1 
forms, affecting each peraon differently, and that 
aome depressive disorders have symptom.a that are 
very different from the •,ad" behavior we normally 
associate with depression. To simplify things as 
much as possible, depressive disorders can gen.er­
ally be divided into two categories: depressive 

• • Recognizing 
• Depression 

illnesses and manic-depressive illnesses. 

'Ibin.p to Remember 

• DeprMaioniunillnesa,notapenonal ,a,ealmess 
• The symptom.a of depreuion are remgnir.able. 
• Treatment is available. 

CbJockJi.t For Depressive Dlnesa 

Check ~ aymptoml below you or aomeone you 
know bu a:perieDced for more than hfo weeks. 
a sad, mmoua, or •em.ptt" mood. 
a 1cu otintereat or pleasure in ordinary activities, 

includiuc la 
a dec:reaaed enero;Cati.fue, feeling·alowed down· 
a sleep problema (imomnia, overaleepini, etc.) 
a eatinr problema Ooss of appetite, overeating) 
a difficulty concentrating or remembering 
a inappropriate feelings of guilt or worthlessness 
a irritability 
a recurring achea and pains 
Q thoughts of death or suicide 

CheckJl.t For Manic-Depressive Illness 

These aymptoma usually appear in periods ~t 
alternate with epiBodes of symptoms on the list 
above. Again, consider seeing a mental health 
professional if lour or more persist for more than 
two weeks. 

Q excessively "high" mood 
O decreased need for aleep 
a increased energy 
Q increased talking, moving , sexual activity 
Q racing thou~ 
Q disturbed ability to make decisions 
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O over-confidence; ,randiose notions 
a beiD& easily distracted 

DEP~ON AND OTHER ILLNF.SSES 

Sometimes depression can look like other ill­
nesses with 1ymptom.l 1uch as headaches, back­
aches. joint pain. stomach problems, and other 
physical ailments. People with depression often 
focus oo these symptoms because they're easier to 
desc:nl>e than feelings of sadness, anxiety or tired­
ness.. 

Someaipaof depression~uc:hu memory lapse 
and difficulty concentrat:ill&-can mimic other dia­
ordera or medic:al problems, while other problems 
auch as alcoholism and substance abuse may actu­
alJ,y indicate an attempt to self-medicate a depres­
li9e disorder. It's alnys important to have a 
thozvu&'h medical eurninaticm to rule out other 
&ordeni before becinniog treatment for depres­
sion. 

TREATMENT IS AVAILABLE 

Depression 't 10 away by itaelf, but in most 
c:uee there ii elfectiff treatment availahl&-treat­
mat thatinman.,c:ues can rewmi ■,mptoma in a 
'"'abort weeb. Treatment wiually comes in the 
form of medication. psychotherapy, or a c:ombina­
tiaa of both. 

Medication is used to alter brain chemicals to 
imprcmi mood. aleep, energy levels and c:onoentra: 
tion. Dilferent people need different medicatiom, 
and aome need more than one to treat their depres­
aicm. Psychotherapy also comes in many forms: 
c:ocnitive therapy aim.a to help the patient rec:or· 
nize and clwi,e negative thinkinr patterns that 
can make their disorder worse; while in terperaonal 
'therapy focuaea on helping the person deal more 
etrectively with other people, because good rela­
tiomhips can help reduce the problems associated 
with. depression. 

WHERE TO GET HELP 

Many different type-1 of profesaionala in differ­
ent setting& can help treatdepreasion. The list of 
national organiutions can also provide informa. 
tion on what's available in your00111munity as well 
as additional information on depressive disorders. 

Contact these organizations for additional infor­
mation: 

Natwn.al Mtrual HtaJ.lh A.uocialion 
1021 Prinoe SL, Alex.andria., .VA 22314 
(800) 969-NMHA 
(703) 684-7722 

Nati.on.al Depreuiw tl1ld Maruc-lkpruswe 
A8sodation 
730 North Franklin, Ste. 501 
Chicago, IL.60610 
(312} 642-0049 

Natu,n,a,J. Foundation for Dq,rasiw I1lMu 
P.O. Box 2257 
New York, NY 10116-2257 

NalionalAJJi.an.« For TM Me.ntail, m 
2101 Wi1aon Blvd., Ste. 302 
~ VA 22201 
(703) 624-7600 

Deprusit,n I AwartTIUS, &cognUion And 
TMununl Program 
National In.-titute orMental Health 
5600 Fuhers Ln., Rm. UC-02 
Rockville, MD 20857 
(301) «3-4140 

____ :t 
Ma.y ia Wn, 
Mental Health Month 
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Appendix 5 

POST-TEST 

Write a paper in response to the following aspects of 
aging: 

your feelings toward the elderly population; how you would 

determine whether an elder was sad or depressed; how you 
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would determine whether the elder was in danger of harming 

himself/herself; how you would therapeutically treat a 

depressed elder; and how you would intervene with a suicidal 

elder. Substantiate your statements with material from the 

lectures and/or assigned readings. Be sure to include your 

own therapeutic philosophy. 
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