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INTRODUCTION

The elderly, defined as persons 65 years of age or older, are the fastest-growing
segment of the United States’ population.1 In 2000, the elderly population 
consisted of 35 million people, which reflects a 12% increase over the previous
decade. During the next 30 years, it is predicted that the number of elderly 
persons in the United States will more than double. Current life expectancy of
individuals reaching the age of 65 ranges from 16 to 18 years for males and
females, respectively. With the increasing number of aging individuals who are
expected to live longer than ever before, the utilization of healthcare resources is
expected to rise significantly.
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ABSTRACT ~ The elderly population is growing at a rapid rate and currently constitutes
more than 12% of the United States’ population. Within the next 30 years, the number of
elderly persons is expected to more than double, creating a concerning situation regarding
provision of healthcare services. Depression is a prevalent and underrecognized disorder in
older adults and is associated with both increased healthcare utilization and suicide.
Treatment of depression improves quality of life and reduces functional decline and suicidal
ideation. Maintenance therapy for depression is commonly overlooked and must be empha-
sized for management of depression in elderly patients. First-line treatment options include
selective serotonin reuptake inhibitors (SSRIs), one of which, paroxetine, has been studied
extensively in older adults. The findings of studies that have evaluated the efficacy of
paroxetine demonstrate successful treatment of depression and long-term relapse prevention
in this population. With the significant personal and societal burden that is associated 
with major depression in the elderly, appropriate treatment is important and must be 
incorporated into standard practices by healthcare professionals. Psychopharmacology
Bulletin. 2003;37(Suppl 1):123-134.
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DEPRESSION IN THE ELDERLY

Aside from the numerous functional and medical problems that 
commonly afflict elderly individuals, many elderly persons also experience
clinically significant symptoms of depression. In one sample population of
more than 4500 elderly persons between the ages of 65 and 100 years, the
overall lifetime prevalence of depression was 15.8%, ranging from 9.6% in
men to 20.4% in women.2 The World Health Organization predicts that
by the year 2020, depression will be the second most common cause of 
disability and premature death in countries with established economies.3

Many factors may complicate the identification and treatment of depres-
sion in older persons, including comorbid medical or neurologic illness,
ageism, cognitive decline, and bereavement.4 As a result, mood and anxi-
ety disorders in older adults frequently are treated inadequately, resulting
in continued disability, functional decline, diminished quality of life,
caregiver burden, and increased risk of hospitalization.5-7 Furthermore,
older adults with depression are high utilizers of healthcare resources. In
one study of more than 3400 elderly primary care patients, those with
depression visited their physicians more often (P<.0001), and required
more laboratory screenings (P=.008), radiologic procedures (P<.0001), and
consultations (P<.0001) than elderly patients without depression.8

Another area of concern for the elderly population is the correlation
between depression and mortality. In a study of 5201 persons, higher
baseline depressive symptoms were associated with a higher mortality
rate (relative risk, 1.43; 95% C.I. 1.23, 1.66; P<.001) when controlled for
various sociodemographic factors, clinical disease, subclinical disease
indicators, and health risk factors.9 Depression in nursing home residents
can be a particularly lethal development. In one study of 454 new 
admissions to a nursing home, 47.4% of persons with major depressive
disorder did not survive at the 1-year follow-up compared with death
rates of 24.4% of persons with depressive symptoms (ie, subsyndromal
depression) and 29.8% of those without depression (P<.05).10

Suicide is another important factor to consider in elders with 
depression. Depression is a key predictor of suicide in older adults,11 and
common precipitants of suicide are physical illness and loss.12 Individuals
aged 65 years and older account for approximately 19% of yearly suicide
deaths,13 and the rate of completed suicide is highest in Caucasian men
older than the age of 85 years (>60%).14 There is a great unfulfilled need
for adequate mental health treatment and services for the elderly.15

TREATMENT OF DEPRESSION IN THE ELDERLY

Depression is a significant problem in the elderly population and pres-
ents wide-ranging repercussions influencing physical and mental health.
It is scandalous that late-life depression remains both underrecognized
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and undertreated. In a survey of 4,559 elderly individuals, only 59.3% of
patients with lifetime major depression reported their depression to a
physician, and approximately one fourth received treatment, in the form
of psychosocial counseling.2 Less than half of elderly depressed patients
in the survey were receiving or had received any pharmacologic 
treatment, which is tragic because late-life depression is very responsive
to medication.2,16

The selective serotonin reuptake inhibitors (SSRIs) are considered 
first-line options in the treatment of depression in older patients.17,18 The
SSRIs have been shown to be superior to placebo23-25 and as effective as
the tricyclic antidepressants (TCAs) for the treatment of major depressive
disorder in older adults, but generally better tolerated.19-22

PAROXETINE TREATMENT OF LATE-LIFE DEPRESSION

In keeping with the objective of this supplement, the pertinent clinical
studies of paroxetine and paroxetine controlled-release (CR) treatment of
depression in elderly patients are reviewed herein.

ACUTE TREATMENT WITH PAROXETINE

There are a number of well-controlled, short-term studies of paroxetine
in the treatment of depression in the elderly. Methods and findings 
of double-blind comparator trials are summarized in Table 1. The find-
ings from these studies, which included nearly 1,000 patients in total,
demonstrate that paroxetine is as effective as the TCAs and fluoxetine in
treating elderly patients with depression and depressive symptoms.

TREATMENT WITH PAROXETINE CR 
A controlled-release formulation of paroxetine has been developed and

studied in older adults.31 Patients included in this randomized, controlled
trial were at least 60 years of age and had a diagnosis of major depressive
disorder and mean baseline Hamilton Rating Scale for Depression
(HAM-D) total scores of approximately 22. In addition, patients in this
study generally had chronic depression, with a mean duration of depres-
sion of at least 3 years. A total of 323 patients were randomized to receive
paroxetine CR 12.5 mg daily, paroxetine immediate-release (IR) 10 mg
daily, or placebo. After 1 week, doses were increased to a maximum of 
50 mg paroxetine CR or 40 mg paroxetine IR in 12.5-mg/day (CR) or
10-mg/day (IR) increments no more frequently than once a week, as
required and as tolerated.

In the last observation carried forward (LOCF) population, mean
HAM-D total scores at end point were 10 for paroxetine CR (P=.007 for
change from baseline to endpoint vs placebo) and paroxetine IR (P=.003
for change from baseline to endpoint vs placebo). Response, which was
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defined as a score of 1 (very much improved) or 2 (much improved) on
the Clinical Global Impressions improvement scale, was achieved by
72% of paroxetine CR patients (P<.002 vs placebo), 65% of paroxetine
IR patients (P=.06), and 52% of placebo patients. Remission, defined as
HAM-D total score of 7 or lower, was achieved by 43% of the paroxe-
tine CR group (P=.009 vs placebo), 44% of the paroxetine IR group
(P=.01 vs placebo), and 26% of the placebo group at LOCF end point.
Remission rates in the observed cases population were somewhat high-
er (Figure 1). Adverse events were reported to be generally mild, and
included somnolence, dry mouth, headache, diarrhea, nausea,
constipation, and dyspepsia. Withdrawal rates because of adverse events
were low (12.5% for paroxetine CR, 16% for paroxetine IR, 8.3% for
placebo). Notably, incidences of hypotension and insomnia, which are 
of concern in older patients, were similar between the paroxetine CR
group and the placebo group. Overall, paroxetine CR was well tolerated
and resulted in high remission rates in elderly patients with major
depressive disorder.

PAROXETINE TRIALS IN ELDERLY DEPRESSED PATIENTS

Age (y) (mean ±
Reference Study Design Duration (wk) No. of Patients SD; range)

Dunner et al, 199226 db, ac 6 271 68; >60

Geretsegger et al, 199527 db, ac 6 91 71 ± 5.9; >65

Guilibert et al, 198928 db, ac 6 79 69; >60
Hutchison et al, 199229 db, ac 6 101 72

Katona et al, 199830 db, ac 8 198 77; 59-98

Mulsant et al, 199921 db, ab 6 80 75 ± 7.4; >60

Schone & Ludwig, 199322 db, ac 6 106 74; 61-85

Adapted from Solai et al, 2001 with permission.
* Modest improvement observed for intent-to-treat patients of both treatment groups.
ac=active-controlled; AMI=amitriptyline; CLO=clomipramine; db=double-blind; DOX=doxepin;
FLU=fluoxetine; HAM-D=Hamilton Depression Rating Scale; IMI=imipramine;
MADRS=Montgomery-Asberg Depression Rating Scale; NOR=nortriptyline;
PAR=paroxetine;=indicates as effective as.

Reynolds III CF. Psychopharmacology Bulletin. Vol 37. Suppl 1. 2003.

TABLE 1
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SUICIDE PREVENTION

The relationship between paroxetine or nortriptyline treatment and
suicide risk has been studied. A post hoc analysis of 3 studies evaluated
the rates of response and improvement in suicidal ideation during treat-
ment with nortriptyline or paroxetine in 395 elderly patients with major
depressive disorder.32 The HAM-D total score was used as the primary
outcome measure of efficacy, and response was defined as a HAM-D
total score of less than 10. Patients were stratified according to suicide risk
using the HAM-D suicide item. Overall, suicidal ideation and recurrent
thoughts of death declined markedly during treatment, regardless of
baseline suicide risk. At pretreatment baseline, 77% of all patients
endorsed suicidal ideation, but by week 12, thoughts about death or 
suicide and feelings of emptiness improved significantly in both the
paroxetine and nortriptyline groups (P<.0001). Only 18% of patients in
this analysis endorsed continued suicidal thoughts.

Of those patients considered at low risk for suicide, 85% were respon-
ders to nortriptyline or paroxetine after 12 weeks of treatment, 77% of

Dosage 
(mg/day) Result Comment

PAR 10-40, PAR = DOX
DOX 75-200
PAR 20-30, PAR = AMI Severely depressed inpatients (HAM-D 
AMI 100-150 score >25). PAR higher incidence of 

anxiety, agitation; AMI higher rates of 
anticholinergic adverse events.

PAR 30, CLO 75 PAR = CLO
PAR 30, AMI 100 PAR = AMI Significantly fewer adverse effects and anti-

cholinergicity seen with PAR
PAR 20-40, PAR = IMI 75% of patients had ≥1 concurrent illness
IMI 50-100
PAR 20, NOR 50 PAR = NOR 55% of patients met criteria for major

depression with melancholic features
PAR 20-40, FLU 20 PAR = FLU* Higher response rate in PAR group accord-

ing to HAM-D and MADRS criteria
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moderate-risk patients responded, and 67% of high-risk patients
responded. Time to therapeutic response was shorter for patients at low
suicide risk, and low-risk patients were more likely to be full responders
at weeks 6 and 12 compared with moderate- or high-risk patients.32

These findings suggest that patients with suicidal thoughts or behaviors
may need longer courses of acute treatment to achieve full therapeutic
response. In addition, this analysis underscores the need for vigilance
toward suicidality and the importance of treating elderly patients with
depression to full remission.

PREVENTION OF RECURRENT DEPRESSION

Depression in late life often can be chronic and recurrent. An impor-
tant treatment goal, therefore, is to achieve and maintain full recovery
and prevent recurrent depressive episodes. Simply put, “It’s not getting
well that counts, it’s staying well.” Long-term antidepressant mainte-
nance therapy may be necessary, and psychotherapeutic interventions
can assist in sustaining remission. For example, maintenance therapy
with nortriptyline in older patients with major depression significantly
reduced recurrence of depressive episodes compared with placebo during
a period of 3 years (Figure 2).33 The combination of antidepressant 

WEEKLY REMISSION RATES ACROSS 12 WEEKS OF TREATMENT
WITH PAROXETINE CR, PAROXETINE IR, OR PLACEBO

Weekly remission rates (Hamilton Rating Scale for Depression [HAM-D] total score ≤7) across 12 weeks
of treatment with paroxetine controlled-release (CR), paroxetine immediate-release (IR), or placebo.

* Paroxetine CR vs placebo=P<.05; † paroxetine IR vs placebo=P<.01.

Reproduced with permission.31

Reynolds III CF. Psychopharmacology Bulletin. Vol. 37. Suppl. 1. 2003.
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therapy with interpersonal psychotherapy further reduced recurrence
rates and was significantly more effective than interpersonal psychother-
apy combined with placebo (P=.003), allowing approximately 80% of
patients to maintain recovery.

Follow-up analysis of a double-blind comparative trial of paroxetine
and nortriptyline demonstrated low rates of recurrence of symptoms of
major depression for both agents in older patients.34 Five of 25 patients
receiving paroxetine and 1 of 15 patients receiving nortriptyline
relapsed within 12 months. In another comparison of paroxetine and
nortriptyline maintenance therapy in the elderly, both agents again
demonstrated similar efficacy in relapse prevention over 18 months.
Of 38 patients receiving paroxetine treatment, 6 suffered a depressive
episode compared with 2 of 21 patients receiving nortriptyline. Time to
relapse for both groups also was comparable (60.3 weeks for paroxetine,
58.8 weeks for nortriptyline).35 

RECURRENCE RATES OF DEPRESSIVE EPISODES DURING MAINTENANCE THERAPY

IN ELDERLY PATIENTS WITH LATE-LIFE DEPRESSION

Reproduced with permission.33

Reynolds III CF. Psychopharmacology Bulletin. Vol. 37. Suppl. 1. 2003.

FIGURE 2
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IMPROVEMENT IN COGNITIVE IMPAIRMENT

In addition to potential relapses of depressive episodes, late-life
depression is associated with reduced quality of life and is an independ-
ent predictor of cognitive and functional decline.36 Although treatment
with SSRIs is not expected to entirely alleviate symptoms of cognitive
decline, it may reduce the severity of impairment.15 Improvement in
symptoms of depression correlates with improvement in quality of life,
and elderly patients who have recovered from depression experience
greater perceived physical and social functioning compared with partial
responders and nonresponders.37

Paroxetine improved symptoms of depression and measures of cognitive
and behavioral function as measured by the Sandoz Clinical Assessment
Geriatric Scale and Mini-Mental State Examination in a 6-week,
randomized, double-blind trial evaluating 106 elderly depressed patients.38

The findings of a 1-year, double-blind study of patients randomized to
either paroxetine (123 patients) or fluoxetine (119 patients) demonstrated
significant improvement from baseline in the Blessed Information and
Memory Test (P<.004 for paroxetine, P<.0001 for fluoxetine), Clifton
Assessment Schedule (P<.01 for paroxetine at week 6, P<.05 for fluoxetine
at week 6), and Wechsler Paired Word Test (P<.0008 for paroxetine,
P<.003 for fluoxetine).20 In another study of 29 elderly patients with
depression, treatment with 20 to 40 mg of paroxetine daily for 6 weeks
resulted in significant improvement over baseline in both parts of the Trail
Making Test (P<.002 for part A, P<.006 for part B), Digit Symbol
Substitution Test (P<.0001), and Copy Task (P<.0001).39 Such findings
demonstrate marked improvement in measures of attention and cognitive
speed with paroxetine therapy.

ADVERSE EVENTS OF CONCERN IN THE ELDERLY

Falls
Antidepressant treatment has been associated with dizziness, orthosta-

tic hypotension, extrapyramidal effects, and other adverse events that
may be associated with falls, which is an enduring worry for older
patients and their caregivers. For example, SSRI treatment has been
reported to transiently increase postural sway in older depressed patients
after a 1-week course of therapy.40 A 6-week, randomized, double-blind
study comparing paroxetine and nortriptyline found no evidence of 
postural sway for either medication.41 The lack of postural sway observed
in this study is clinically important because of the high incidence of 
falls and fractures in elderly individuals. The SSRIs and TCAs also have
been reported to cause extrapyramidal side effects. Thirty-nine patients
enrolled in a 6-week, randomized, double-blind trial comparing
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extrapyramidal signs and symptoms with paroxetine and nortriptyline
reported baseline symptoms as mild for both groups. At study com-
pletion, no significant between-group differences were observed, and 
baseline symptom scores did not increase (Figure 3).42

Weight Gain
Although the SSRIs have been reported to be associated with weight

gain during treatment,43 this issue has not been studied in elderly patients.
In the first analysis of weight change associated with antidepressant 
treatment in late life, 62 elderly patients with major depression were ran-
domized to either paroxetine or nortriptyline for a 12-week course of 
therapy.44 This study is unique in the literature because premorbid weight
and body mass index (BMI) were documented and compared with both
pretreatment and posttreatment weight and BMI. Among the patients
who completed therapy, depression severity was positively correlated with
weight loss (mean 9.7-pound loss in nortriptyline group; 1.9-pound 
loss in paroxetine group; P=.01), and pretreatment weight loss also was
significantly correlated with weight gain during treatment (8.1-pound
gain in nortriptyline group; 4.7-pound gain in paroxetine group; P=.08
for between-group differences). In both the paroxetine and nortriptyline
groups, weight that was lost during the depressive episode was regained
following treatment. Posttreatment body weight and BMI values were
not significantly different from premorbid values. Further studies are war-
ranted to assess the relationship between weight change and response sta-
tus.These findings are an important contribution to the literature because
they demonstrate that major depression in the elderly can be associated
with weight loss and that successful treatment normalizes depression-
related body weight.

CONCLUSION

Depression in late life remains of concern for the growing elderly
population because of the significant burden of disability, impaired
quality of life, healthcare resource utilization, and increased risk of
death associated with this disorder. Successful treatment is important to
maintain quality of life and functional capacity during the later years of
life. A combination of SSRIs and psychotherapy appears to be an 
effective treatment for major depression in older adults. The SSRI
paroxetine is particularly well studied in older patients in studies of
relapse prevention and studies of special populations, including patients
at risk for suicide or with cognitive impairment. In addition, studies of
paroxetine have contributed to our understanding of adverse events
associated with falls and with weight change during antidepressant
therapy in this population.
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The results from paroxetine trials strongly support first-line use 
of SSRIs in elderly patients with major depression. Reinforcement of
medication adherence must be emphasized to provide adequate 
long-term therapy for prevention of relapse and maintenance of recovery.
Such practice policies need to be disseminated to primary care providers,
rehabilitation and long-term care facilities, and other areas with many
underserved elderly. ✤

CHANGE IN EXTRAPYRAMIDAL SIGNS ON AN OBJECTIVE RATING SCALE AFTER

6 WEEKS OF TREATMENT WITH PAROXETINE OR NORTRIPTYLINE

Reproduced with permission.42

Reynolds III CF. Psychopharmacology Bulletin. Vol. 37. Suppl. 1. 2003.

FIGURE 3

0.5

1.0

0.0

1.5

0
Week

Dystonia

Nortriptyline
Paroxetine

6

0.5

1.0

0.0

1.5

0
Week

Rigidity

6

0.5

1.0

0.0

1.5

0
Week

Akathisia

6

0.5

3.0

0.0

1.0

3.5

1.5
2.0
2.5

0
Week

Total EPS

6

0.5

1.0

0.0

1.5

0
Week

Tremor

6

0.5

1.0

0.0

1.5

0
Week

Hypokinesia

6

0.5

1.0

0.0

1.5

0
Week

Hyperkinesia

6

123-134_PB SuppSpr03_Reynolds  4/22/03  7:38 PM  Page 132



PSYCHOPHARMACOLOGY BULLETIN: Spring 2003 — Vol. 37 · Suppl. 1

133
Reynolds

PAROXETINE TREATMENT OF LATE-LIFE DEPRESSION

DISCLOSURE

The author received an honorarium for participating in this program.
Dr. Reynolds serves as consultant for GlaxoSmithKline and is on the
speakers’ bureau of Forest Laboratories and GlaxoSmithKline.

ACKNOWLEDGMENT

Dr. Reynolds received support through NIMH grants P30MH52247,
R37MH43832, and R01MH37869.

REFERENCES
1. Administration on Aging. A profile of older Americans: 2002. Highlights. Available at:

http://www.aoa.gov/aoa/stats/profile/highlights.html. Accessed February 5, 2003.
2. Steffens DC, Skoog I, Norton MC, et al. Prevalence of depression and its treatment in an elderly 

population: the Cache County Study. Arch Gen Psychiatry. 2000;57:601-607.
3. Murray CJ, Lopez AD. The Global Burden of Disease: A Comprehensive Assessment of Mortality and 

Disability from Diseases, Injuries, and Risk Factors in 1990 and Projected to 2020. Cambridge, MA: Harvard
University Press; 1996.

4. Small GW. Recognizing and treating anxiety in the elderly. J Clin Psychiatry. 1997;58(suppl):41-47.
5. Gallo JJ, Rabins PV, Lyketsos CG, Tien AY, Anthony JC. Depression without sadness: functional out-

comes of nondysphoric depression in later life. J Am Geriatr Soc. 1997;45:570-578.
6. Huang BY, Cornoni-Huntley J, Hays JC, Huntley RR, Galanos AN, Blazer DG. Impact of 

depressive symptoms on hospitalization risk in community-dwelling older persons. J Am Geriatr Soc.
2000;48:1279-1284.

7. Unützer J, Patrick DL, Diehr P, Simon G, Grembowski D, Katon W. Quality adjusted life years in older
adults with depressive symptoms and chronic medical disorders. Int Psychogeriatr. 2000;12:15-33.

8. Luber MP, Meyers BS, Williams-Russo PG, et al. Depression and service utilization in elderly primary
care patients. Am J Geriatr Psychiatry. 2001;9:169-176.

9. Schulz R, Beach SR, Ives DG, Martire LM, Ariyo AA, Kop WJ. Association between depression and
mortality in older adults: the Cardiovascular Health Study. Arch Intern Med. 2000;160:1761-1768.

10. Rovner BW, German PS, Brant LJ, Clark R, Burton L, Folstein MF. Depression and mortality in nursing
homes. JAMA. 1991;265:993-996.

11. Conwell Y, Brent D. Suicide and aging I: patterns of psychiatric diagnosis. Int Psychogeriatr. 1995;7:149-164.
12. Conwell Y, Rotenberg M, Caine ED. Completed suicide at age 50 and over. J Am Geriatr Soc.

1990;38:640-644.
13. Hoyert DL, Kochanek KD, Murphy SL. Deaths: final data for 1997. National Vital Statistics Report.

DHHS Publication No. 99-1120. Hyattsville, MD: National Center for Health Statistics; 1999.
14. Hirschfeld RMA, Russell JM. Assessment and treatments of suicidal patients. N Engl J Med.

1997;337:910-915.
15. Charney DS, Reynolds CF III, Lewis L, et al. Depression and Bipolar Support Alliance consensus statement

on the unmet needs in diagnosis and treatment of mood disorders in late life. Arch Gen Psychiatry. In press.
16. Little JT, Reynolds CF, Dew MA, et al. How common is resistance to treatment in recurrent, nonpsychot-

ic geriatric depression? Am J Psychiatry. 1998;155:1035-1038.
17. Montgomery SA. Efficacy and safety of the selective serotonin reuptake inhibitors in treating depression

in elderly patients. Int Clin Pscyhopharmacol. 1998;13(suppl):S49-S54.
18. Solai LK, Mulsant BH, Pollock BG. Selective serotonin reuptake inhibitors for late-life depression: a 

comparative review. Drugs Aging. 2001;18:355-368.
19. Nyth AL, Gottfries CG, Lyby K, et al. A controlled multicenter clinical study of citalopram and placebo in

elderly depressed patients with and without concomitant dementia. Acta Psychiatr Scand. 1992;86:138-145.
20. Schneider LS, Clary C, Finkel SI, Krishnan KRR, Doraiswamy PM. Sertraline in the treatment of elder-

ly depression: results of a large, multicenter, placebo-controlled trial. Poster presented (NR 290) at the
154th Annual Meeting of the American Psychiatric Association; May 2001; New Orleans, LA.

21. Tollefson GD, Bosomworth JC, Heiligenstein JH, Potrin JH, Holman S. A double-blind, placebo-con-
trolled clinical trial of fluoxetine in geriatric patients with major depression. The Fluoxetine Collaborative
Study Group. Int Psychogeriatr. 1995;7:89-104.

22. Bondareff W, Alpert M, Friedhoff AJ, Richter EM, Clary CM, Batzar E. Comparison of sertraline and
nortriptyline in the treatment of major depressive disorder in late life. Am J Psychiatry. 2000;157:729-736.

123-134_PB SuppSpr03_Reynolds  4/22/03  7:38 PM  Page 133



PSYCHOPHARMACOLOGY BULLETIN: Spring 2003 — Vol. 37 · Suppl. 1

PAROXETINE TREATMENT OF LATE-LIFE DEPRESSION

134
Reynolds

23. Cassano GB, Puca F, Scapicchio PL, Trabucchi M, for the Italian Study Group on Depression in Elderly
Patients. Paroxetine and fluoxetine effects on mood and cognitive functions in depressed nondemented
elderly patients. Italian Group on Depression in Elderly. J Clin Psychiatry. 2002;63:396-402.

24. Mulsant BH, Pollock BG, Nebes RD, et al. A double-blind randomized comparison of nortriptyline and
paroxetine in the treatment of late-life depression: 6-week outcome. J Clin Psychiatry. 1999;60
(suppl):16-20.

25. Schöne W, Ludwig M. A double-blind study of paroxetine compared with fluoxetine in geriatric patients
with major depression. J Clin Psychopharmacol. 1993;13(suppl):34-39.

26. Dunner DL, Cohn JB, Walsh T III, et al. Two combined, multi-center double-blind studies of paroxetine
and doxepin in geriatric patients with major depression. J Clin Psychiatry. 1992;53(suppl):57-60.

27. Geretsegger C, Stuppaeck CH, Mair M, Platz T, Fartacek R, Heim M. Multicenter double blind study of
paroxetine and amitriptyline in elderly depressed inpatients. Psychopharmacology. 1995;119:277-281.

28. Guillibert E, Pelicier Y, Archambault JC, et al. A double-blind, multicentre study of paroxetine versus
clomipramine in depressed elderly patients. Acta Psychiatr Scand. 1989;80(suppl):132-134.

29. Hutchinson DR, Tong S, Moon CA, Vince M, Clarke A. Paroxetine in the treatment of elderly depressed
patients in general practice: a double-blind comparison with amitriptyline. Int Clin Pyschopharmacol.
1992;6(suppl):43-51.

30. Katona CL, Hunter BN, Bray J. A double-blind comparison of the efficacy and safety of paroxetine and
imipramine in the treatment of depression with dementia. Int J Geriatr Psychiatry. 1998;13:100-108.

31. Rapaport MH, et al. Efficacy of paroxetine controlled-release (CR) and immediate-release (IR) formula-
tions in the elderly. Presented at the US Psychiatric and Mental Health Congress; October 28-31, 2002;
Las Vegas, NV.

32. Szanto K, Mulsant BH, Houck P, Dew MA, Reynolds CF III. Occurrence and course of suicidality 
during acute therapy of late-life depression. Arch Gen Psychiatry. In press.

33. Reynolds CF III, Frank E, Perel JM, et al. Nortriptyline and interpersonal psychotherapy as maintenance
therapies for recurrent major depression: a randomized controlled trial in patients older than 59 years.
JAMA. 1999;281:39-45.

34. Walters G, Reynolds CF III, Mulsant BH, Pollock BG. Continuation and maintenance pharmacotherapy
in geriatric depression: an open-trial comparison of paroxetine and nortriptyline in patients older than 
70 years. J Clin Psychiatry. 1999;60(suppl):21-25.

35. Bump GM, Mulsant BH, Pollock BG, et al. Paroxetine versus nortriptyline in the continuation and 
maintenance treatment of depression in the elderly. Depress Anxiety. 2001;13:38-44.

36. Parmalee PA, Lawton MP, Katz IR. The structure of depression among elderly institution residents:
affective and somatic correlates of physical frailty. J Gerontol A Biol Sci Med Sci. 1998;53:M155-M162.

37. Doraiswamy PM, Khan ZM, Donahue RM, Richard NE. Quality of life in geriatric depression: a 
comparison of remitters, partial responders, and nonresponders. Am J Geriatr Psychiatry. 2001;9:423-428.

38. Geretsegger C, Bohmer F, Ludwig M. Paroxetine in the elderly depressed patient: randomized comparison
with fluoxetine of efficacy, cognitive and behavioral effects. Int Clin Psychopharmacol. 1994;9:25-29.

39. Nebes RD, Pollock BG, Mulsant BH, Butters MA, Zmuda MD, Reynolds CF III. Cognitive effects of
paroxetine in older depressed patients. J Clin Psychiatry. 1999;60(suppl):26-29.

40. Laghrissi-Thode F, Pollock BG, Miller M, et al. Comparative effects of sertraline and nortriptyline on
body sway in older depressed patients. Am J Geriatr Psychiatry. 1995;3:217-228.

41. Mamo DC, Pollock BG, Mulsant B, et al. Effects of nortriptyline and paroxetine on postural sway in
depressed elderly patients. Am J Geriatr Psychiatry. 2002;10:199-205.

42. Mamo DC, Sweet RA, Mulsant BH, et al. Effect of nortriptyline and paroxetine on extrapyramidal signs
and symptoms: a prospective double-blind study in depressed elderly patients. Am J Geriatr Psychiatry.
2000;8:226-231.

43. Michelson D, Amsterdam JD, Quitkin FM, et al. Changes in weight during a 1-year trial of fluoxetine.
Am J Psychiatry. 1999;156:1170-1176.

44. Weber E, Stack J, Pollock BG, et al. Weight change in older depressed patients during acute 
pharmacotherapy with paroxetine and nortriptyline: a double-blind randomized trial. Am J Geriatr
Psychiatry. 2000;8:245-250.

123-134_PB SuppSpr03_Reynolds  4/22/03  7:38 PM  Page 134


