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ABSTRACT

Age and other physical attributes may affect the
presentation and management of depressive and bipolar
disorders. Three of these populations are discussed in
this paper.

In young patients, mood symptoms are less clear-cut
than in adults, and pharmacological treatment, if used,
should be prescribed at low doses, with close observation
for side effects.

In the perinatal population, the diagnosis of depression
hinges more on emotional than physical symptoms, as
the latter may be a consequence of the gravid state.
Treatment of mood disorders in this population is a
delicate balance between the timely amelioration of
harmful symptoms and the prevention of medication
side effects in the child.

In the elderly, sensitivity to the possible existence of
depression is important for those who present primarily
with chronic illnesses or recent bereavement. Mood
symptoms may masquerade as physical complaints and
medications should be used with care because of age-
retarded drug metabolism.
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INTRODUCTION
Major depressive and bipolar disorders sometimes affect patients
who, by virtue of age or other physical attributes, present with
different variants of symptoms, or require different forms
of treatment. Three special populations are discussed in this
paper:

1. Children and adolescents.

2. Women during the perinatal period.

3. Elderly patients.

It is unlikely for the full range of therapeutic options to be
provided in the primary care setting, given its restrictions in
terms of allied health resources and the need for psychotropic
medications. Most of these patients will be more effectively
managed by specialised psychiatric care providers. Nonetheless,
the following discussion may be used to facilitate the
recognition, initial treatment and psychoeducation of mood
disorders in these populations by the family physician.
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I. CHILDREN AND ADOLESCENTS

Assessment

Very young patients will probably require the presence of their
parents, while older ones may prefer a private consultation. The
style of communication should be tailored to suit the patient’s
age and attention span.

Assessment should include the patient’s parents, partly
because a positive family history of mood disorders raises the
likelihood of a diagnosis, and also because it may contribute
to a difficult home environment that is not conducive to

recovery.

Depression
As opposed to adult patients, depression in the young may
manifest as irritability (instead of tearfulness and despondency)
and failure to make expected weight gains (instead of outright
weight loss)".

In many cases, the provision of a professional listening ear
in a safe environment will prove therapeutic, as will advice
recommending regular and adequate nutrition, rest and
exercise. The next line of treatment is psychological therapy,
which usually comprises cognitive behavioural therapy, family
therapy and/or interpersonal therapy?.

Antidepressants are effective in severe cases but they must
be used with caution because of an association with suicidal
thoughts. The US Food and Drug Administration’s (FDA)
medication guide® highlights an analysis that revealed that
4% of young patients on antidepressants developed treatment-
emergent suicidal thoughts, compared to 2% on placebo®.
This finding led to black box warnings on all prescription
antidepressants and an FDA-issued public health advisory on
their safety risk in young adults up to the age of twenty-five.

These developments imposed restrictions on the management
of depression, which, by itself, definitely increases the risk of
suicide. They also caused controversy because the highlighted
analysis examined a limited number of antidepressants, and
none of the patients studied actually committed suicide.
However, these warnings serve as a timely reminder that there
are drawbacks as well as advantages to using antidepressants in
young patients. They do not mean that medication can never
be used in this population. On the contrary, it can be (and
has been) successfully employed in conjunction with cautious
measures, such as small doses, frequent follow-up and careful
observation for side effects.

There are indeed some pharmacological options — such
as tricyclic antidepressants® — that are best avoided in young
patients. Among the rest, fluoxetine has emerged as the one
FDA-approved antidepressant that produces more benefit
than harm in children. National Institute of Health and
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Clinical Excellence (NICE) guidelines recommend a starting
dose of 10mg daily, with an increase to 20mg daily after one
week if necessary, and with consideration of lower doses for
smaller children. Another FDA-approved option for patients
aged twelve and above is escitalopram (Lexapro). Patients and
their parents should be advised of the characteristic delay in
the onset of antidepressant effect, in addition to possible side
effects. Subsequent follow-up should take place every one to
two weeks for a few months, to monitor for symptom progress,
side effects and treatment-emergent suicidal thoughts.

Bipolar disorder

Bipolar disorders — especially bipolar II disorder — are more
difficult to diagnose as they may manifest as mixed or psychotic
symptoms®. There may be other explanations for disordered
mood and behaviour, such as social stressors, physical
illness, substance use, learning difficulties or attention deficit
hyperactivity disorder.

Pharmacological treatment of acute mania comprises the
same medications as in adult patients, but at lower doses and
with close observation for side effects. Patients taking atypical
antipsychotics should have their weight and prolactin levels
monitored. If possible, valproate should be avoided in young
female patients because of its possible long-term impact on
fertility’.

Il. WOMEN DURING THE PERINATAL PERIOD

Antenatal depression

Overlaps exist between depressive symptoms and the
physiological changes of pregnancy, particularly in terms
of sleep patterns, weight and energy levels. Therefore, the
diagnosis of antenatal depression, which occurs in 12.2%
of local women?, hinges largely on emotional symptoms,
such as anhedonia, negative cognition and suicidality. These
symptoms usually have multiple causes, such as the physical
demands of pregnancy, stress and anxiety from preparing
for the baby’s arrival and changes in relationship, career and
financial priorities.

A depressed mother may eat or rest poorly, default
antenatal follow-up and self-medicate with alcohol, cigarettes
or other substances. In addition, her low mood may impair
her ability to form an attachment to her unborn child.
Antenatal depression is also associated with risks of impaired
fetal growth and premature labour, and is a major risk factor
for subsequent postnatal depression9. In rare cases, a severely
depressed pregnant woman may develop psychotic symptoms
and contemplate harmful acts.

Fortunately, prompt recognition usually results in good
response to treatment. Patients with milder episodes often
recover with psychological support and therapy to help them
make sense of their difficult experience. Severely depressed
patients may benefit from treatment with antidepressants, but

these must be used with caution. Selective serotonin reuptake
inhibitors (SSRlIs), for example, have been linked to persistent
pulmonary hypertension of the newborn and neonatal
behavioural syndrome, particularly when administered in late
gestation'’. Paroxetine, in particular, should be avoided in the
first trimester because it is associated with odds ratios of 1.46
for cardiac defects and 1.24 for aggregated congenital defects'".
Antidepressants, if used, should therefore be prescribed at the
lowest dose possible, especially during early pregnancy, and
patients taking them should be reviewed regularly and often.

Postnatal depression

Although DSM-IV-TR diagnostic criteria define the onset of
postnatal depression as four to six weeks post-delivery, emerging
evidence suggests it may actually occur as soon as two weeks,
or as much as one year, after birth'%.

As with antenatal depression, its causes are multiple. A new
mother can become fatigued and overwhelmed by the burden
of infant care, especially as it may not allow her sufficient sleep.
She is also undergoing physical changes, such as hormonal and
weight fluctuations and recovery from the birthing process,
and these may affect her self-esteem and libido. At the same
time, she often has to manage shifts in her relationship, career
and financial priorities, in addition to other events that may
unexpectedly crop up, such as breastfeeding problems and
illness in the baby.

As many as two out of three mothers may experience baby
blues'®, which is a mild state of tearfulness and anxiety very soon
after giving birth, because of tiredness and self-doubt about the
new maternal role. Fortunately, this state lasts only a few days
and resolves without formal medical treatment, especially if
the mother has a supportive family.

Postnatal depression, which affects 6.8% of local mothers®, is
different from baby blues because it is more severe and of longer
duration (at least two weeks). Left untreated, it may persist and
impair the bonding between mother and baby, putting the child
at risk for behavioural and emotional problems in the future’.
Furthermore, because a depressed mother may not provide
sufficient stimulation for her child, the cognitive development
of the child may be affected. In rare cases, a severely depressed
mother may become psychotic and start having suicidal or
infanticidal thoughts. Yet, women with postnatal depression
may find it difficult to acknowledge their difficulties and their
need for help. In such cases, the use of a screening tool, such
as the Edinburgh Postnatal Depression Scale, may be helpful
in identifying and quantifying their symptoms.

Medication, when required for cases of greater severity,
should be used with caution in breastfeeding mothers as a small
percentage may be excreted into the breast milk. The milk/
plasma drug concentration ratios for tricyclic antidepressants
and SSRIs are generally low, although fluoxetine and sertraline
are exceptions'® and should be avoided if possible. Most cases
of postnatal depression respond well to supportive therapy and
low-dose antidepressants.

THE SINGAPORE FAMILY PHYsiciAN VoL37 No4 Oct-Dec 2011 : 32



Bipolar disorder

Medication is crucial in the treatment of bipolar disorder
but it may affect fertility and pregnancy. Carbamazepine and
lamotrigine are known to inhibit the desired effect of oral
contraceptives””. On the other hand, antipsychotics and some
antidepressants may cause hyperprolactinemia, and valproate, in
comparison to other mood stabilisers, increases the relative risk of
oligomenorrhea with hyperandrogenism by over seven-fold'.

When taken during pregnancy, mood stabilisers increase
the risk of fetal malformations and perinatal complications.
In particular, sodium valproate is associated with neural tube
defects and neurodevelopmental abnormalities, while lithium
carbonate is associated with Ebstein’s anomaly". Supplemental
folate, taken from the periconceptional period, reduces the
incidence of neural tube defects but does not prevent other
ill-effects'.

Unfortunately, bipolar relapse is as likely to happen during
pregnancy as in any other time, as shown by a study in which
52% of pregnant women and 58% of non-pregnant women
with the illness relapsed when taken off medication, there being
no statistical difference between the two groups”. Furthermore,
pregnant women who stop taking their maintenance mood
stabilisers experience over twice the risk of recurrence compared
to those who continue taking medication®. In addition,
stopping medication during the postnatal period results in
a 70% relapse rate, as this appears to be a time of particular
vulnerability to mood disorders".

Because of these complications, the decision regarding
management of bipolar disorder in pregnancy must be carefully
discussed with the patient and her partner. Some patients may
choose to stop taking mood stabilisers during pregnancy while
others may opt to reduce or maintain their doses. If mood
stabilisers are to be reduced or stopped, this should be done
gradually, as abrupt discontinuation (i.e. over a fortnight or
less) more than halves the time to 25% recurrence'.

Instead of mood stabilisers, antipsychotics — such as
chlorpromazine, haloperidol and quetiapine — may be used
to treat bipolar episodes*’. Reviews of small studies and case
reports support their efficacy, although the use of atypical
antipsychotics will necessitate monitoring of the patient’s
weight, blood sugar and blood pressure*. Another alternative
is electroconvulsive therapy, which is effective for the same
indications as in non-pregnant patients. Furthermore, it has
relatively few side effects and it has not been implicated as a
causal factor of congenital malformations®.

I1l. ELDERLY PATIENTS

Depression

Life events that occur with the passage of time — such as the
death of a spouse, existential issues or health problems — may
precipitate depression, as can medications such as beta-blockers
and steroids. Because situations like these are not unexpected
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in the twilight years, elderly patients may come to think that
depression is a natural part of aging, particularly if they also
happen to be socially isolated or homebound. Therefore,
sensitivity to the possible existence of depression is important
in the management of elderly patients who present primarily
with chronic illnesses or recent bereavement.

Depression may manifest in an oblique manner in elderly
patients; instead of outright sadness, they are more likely to
present with physical complaints, self-neglect, poor energy and
concentration, memory problems and feelings of hopelessness
and anxiety. It may even resemble dementia in some cases —
the term for cognitive impairment caused by depression is
pseudodementia. Unlike actual dementia, however, it is of
abrupt onset and resolves when the depression is treated.

When prescribed, medication should be initiated at lower
doses and increased more slowly to compensate for slower drug
metabolism. There is some evidence linking SSRIs to increased
incidence of bone loss* and falls, and trazodone, mirtazapine
and venlafaxine to higher risks of all-cause mortality. On the
other hand, low-dose tricyclic antidepressants showed weaker
associations with these adverse outcomes?. However, it is
difficult to apply these results to real life with absolute certainty
because such studies may suffer from the confounding effects of
depression and other medical conditions and medication.

In cases of severe depression, the patient may require
additional treatment options, such as an antipsychotic, mood
stabiliser or electroconvulsive therapy®.

Bipolar disorder

Mania in the elderly may, in addition to classical symptoms,
produce signs suggestive of neurologic impairment, confusion
and disorientation. Because of this, clinical examination and
investigations are necessary for the exclusion of dementia and
delirium.

Medication is generally crucial to the treatment of bipolar
disorder, but it can be difficult to prescribe because of the paucity
of guidelines in this particular population. As in the younger
adult population, lithium, valproate, lamotrigine, carbamazepine,
antipsychotics and antidepressants exert beneficial effects on
the relevant symptoms, and polypharmacy may be necessary,
depending on each patient’s individual presentation. However,
as in depression, starting doses should be lower and upward
titration should take place more slowly. Refractory cases may
require electroconvulsive therapy or psychotherapy®.

CONCLUSIONS

Although general concepts of management apply to the special
populations of children and adolescents; women in the perinatal
period; and the elderly, certain modifications are necessary
in order to provide treatment that is safe as well as effective.
Because of the intensity of care that is therefore required,
prompt referral to specialised psychiatric care is often beneficial,

particularly for patients who are severely unwell.
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LEARNING POINTS

¢ Mood symptoms in children are less obvious than in adults, and should be elicited using age-
appropriate communication, with parental involvement.

* In young patients, antidepressants should be used with caution because of their association with
suicidal thinking, while anti-manic agents should be prescribed at low doses in conjunction with

close observation for side effects.

¢ Perinatal depression is common, and is potentially harmful to both mother and baby.

* With psychological support and judicious pharmacotherapy, perinatal mood disorders often resolve

satisfactorily.

* In the elderly, mood symptoms may manifest as physical discomfort and neurological symptoms,
and may even be mistaken as a natural component of old age.

¢ Maedications for mood disorders in the elderly should be initiated at low doses and increased slowly

if needed.

* Mooddisorders in all these populations frequently warrant prompt referral to specialised psychiatric
care in view of the need for intensive treatment.
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