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Case Study: Primary care follow-up for pneumonia
Patient - 75-year-old, African American man who had no chief complaint. “I am fine”
Family – Chief complaint: “He just sits on the couch and eats all day, refuses
psychotherapy”
■ On interview, patient reports:
– Being depressed, down, easily frustrated
– Fatigued, has low motivation, does not feel like socializing
– Disinterested in hobbies and activities
– Neglecting responsibilities and relationships

–
–
–
–
–
–
–

Last week started hearing voices
No suicidal ideations
Forgetfulness, difficulty concentrating
Frustrated about recent decrease in libido
Frustrated about recent weight gain. 20 lb in past 3 months
Concerned about recent non-injury falls. Fearful of future falls
Sleeping “too much” 12-14 hrs. per night. Does not wake up rested

Insurance: Medicare Part A (hospital), B (outpatient), D (prescriptions)

■

Physical exam WNL. No history of mental illness or psychiatric admissions

■

Current diagnoses: Osteoporosis. Peripheral Vascular Disease. Pre-Diabetes

■

History of Hyponatremia and Hypogonadism

■

Was robust and active until a recent episode of pneumonia
– Despite full recovery from pneumonia, seems to have low energy, depressed
■

stooped posture, tearful, does not make eye contact

■ Does not meet criteria for dementia or delirium
■

Pre-diabetes and peripheral vascular disease (PVD) were controlled with diet and exercise
–

A1C is now climbing (6), likely due to recently increased consumption of
refined carbohydrates and inactivity

–

PVD is exacerbating, likely due to inactivity

■

Testosterone low, but WNL for his age (on supplementation for the past 12 months).

■

All other laboratory values are normal

■

CT, MRI, and positron emission tomography (PET) scans: generalized atrophy, but no activity difference
among various brain areas. No metastasis, some subcortical infarcts

■

Current medications:

–

Aspirin 81mg; Atorvastatin [Lipitor] 40mg; Cilostazol [Pletal] 100mg, Alendronate (Fosamax Plus D)
70-2800 mg (weekly); 7.5 g of 1% testosterone gel. Recently started on Metformin 500mg.

Patient is at risk for:
■ Treatment resistant geriatric depression
■ Worsened psychosis
■ Worsened sexual dysfunction
■ Continued weight gain
■ Worsening of PVD and Osteoporosis
■ Diabetes
■ Hyponatremia
■ Neurocognitive Disorder
– Older adults with late-onset depression are more likely to have vascular risk factors
– Depression is a predictor of progression to MCI and to dementia
■

Amnestic mild cognitive impairment and incident dementia and Alzheimer’s disease in
geriatric depression. Int Psychogeriatr. Steffens et al, 2014

■ Accelerated frailty
■

Management of Frailty: A Systematic Review and Network Meta-analysis of Randomized
Controlled Trials. J Am Med Dir Assoc. Negm et al, 2019

■ Start an SSRI
– (e.g. fluoxetine [Prozac], or Vortioxetine [Trintellix])
■ Start an SNRI (e.g. venlafaxine [Effexor])
■ Start an NDRI (e.g. bupropion [Wellbutrin])
■ Start an NaSSA (e.g. mirtazapine [Remeron])
■ Start a stimulant salt or Modafinil [Provigil]
■ Start an antipsychotic (e.g. aripiprazole [Abilify])
■ Increase Testosterone
■ Start a combination of medications
■ Refer to psychotherapy
■ Initiate referral to physical therapy
■ Consider ECT or TMS

Consider Diagnosis: Geriatric Depression
■

~ 52% of patients have their first onset of depression at age 60 or older

■

Depression prevalence:
– 4.6%–9.3% in patients older than 75 years
– 27% in those older than 85 years

■ Early and late onset depression in old age: different etiologies, same phenomenology
■

Most common symptoms are atypical
– Insomnia or hypersomnia; anorexia or weight gain
– Treatment-resistant pain symptoms, headache and fatigue
– Frequent office visits or use of medical services
– Unexplained gastrointestinal symptoms
– Signs of social isolation and increased dependency

■ Elderly individuals may dismiss depression as a response to life stressors or a normal part of
aging and not seek help
– Mental health stigma is highly prevalent
Depression in older adults. Annu Rev Clin Psychol. Fiske et al., 2009.
J Affect Disord. Brodaty et al., 2001. The prevalence of mental disorders in older people in Western countries—a meta-analysis. Ageing
Res Rev. Volkert et al., 2013

Diagnosing and Treating Depression in Patients with Alzheimer’s Disease. Neurology and Therapy. Burke et al., 2019

Consider Diagnosis:

Geriatric Depression With Psychotic Feature
•

Common psychotic features
– Delusions – False, fixed beliefs
– Hallucinations – False sensory perceptions, usually auditory
■

•

These symptoms are often missed

Antidepressant medication should be given with an antipsychotic
– Risperidone, 0.75–2.25 mg/day
– Olanzapine [Zyprexa], 5–10 mg/day
– Quetiapine [Seroquel], 50–200 mg/day
■

Recommended for psychosis and agitation

– Aripiprazole [Abilify], 5-20 mg/day
■

Recommended for psychosis and vegetative symptoms

■ If initial treatment fails, treatment of choice is ECT
Using antipsychotic agents in older patients. J Clin Psychiatry, Alexopoulos, 2004

Geriatric Treatment Resistant Depression
■ At least 50% of older people fail to respond adequately to first-line
antidepressant pharmacotherapy
■ Treatment-resistant late-life depression (TRLLD) increases risk for:
–

early relapse

–

undermines adherence to treatment for coexisting medical disorders

–

amplifies disability and cognitive impairment

–

imposes greater burden on family caregivers

–

increases the risk for early mortality, including suicide.

Getting to and sustaining remission is the primary goal of treatment, yet
there is a paucity of empirical data on how best to manage TRLLD.
Treatment-resistant Late-life Depression: Challenges and Perspectives. Curr Neuropharmacol. Knochel et al., 2015

TRLLD Augmentation
■ Exercise
– Significant reduction in depressive and cognitive symptoms
■ Psychotherapy
– Following modalities have strong evidence of effectiveness
■ Cognitive & behavioral therapies (CBT)
■ Interpersonal therapy (IPT)
■ Problem-solving therapy (PST)
■ Aripiprazole [Abilify]
– Full remission 50%
■ Lithium
– Full remission 50%
– Partial response 20%
■ Stimulants – insufficient evidence
■ Testosterone – insufficient evidence
Treatment-resistant Late-life Depression: Challenges and Perspectives. Curr Neuropharmacol. Knochel et al., 2015

aripiprazole [Abilify]

Abilify is not associated with significant:
• Weight gain
• Sedation
• Increased prolactin
• QTC prolongation

■

Approved Adjunct for Major Depression
– 2-10mg when used as adjunct

■

Dose adjustment generally not necessary in elderly
patients

■

No agent has been approved for treatment of elderly
patients with dementia-related psychosis
– increased risk of death and cerebrovascular events
compared to placebo

■

Dose in the am
– Use with caution if patient is anxious
– Reduce Abilify by ½ when combining with Prozac,
Paxil, Beta Blockers
– Increase Abilify dose by ½ when combining with
Carbamazepine or antacids

Side Effects
– Dizziness, insomnia, akathisia, activation
– Nausea, vomiting
– Orthostatic hypotension, occasionally during initial
dosing
– Constipation

Lithium
■

Absorption is relatively unchanged, distribution and clearance are both affected by aging duet to:
– relative decrease in total body water
– increase in adipose tissue
– decrease in glomerular filtration

■

Elimination half-life in elderly 28-36 hrs. vs. 24 hrs. in younger people

■

Plasma levels: Recommended plasma levels 0.4 - 0.8
– Clearance declines with age. Can still be neurotoxic, e.g. delirium
– Check serum 7 days after each dose change, monitor every 3 months

■

Single nightly dose of short acting Lithium allows for kidney recovery between doses

■

Long-term (6-10 years) lithium treatment associated with gradual decline of renal functioning (eGFR) by about
30% more than that was associated with aging alone

■

Risks
–
–
–
–
–

■

Comorbid chronic kidney disease, diabetes, hypertension, heart failure
Anticonvulsants, antipsychotics, angiotensin-converting enzyme inhibitors or nonsteroidal anti-inflammatory
Multiple times a day dosing
Dietary changes (ex. low salt regiment)
Dehydration, diarrhea

May decrease suicide and suicide attempts

Psychiatric and physical outcomes of long-term use of lithium in older adults with bipolar disorder and major depressive disorder: A cross-sectional
multicenter study. J Affect Dis. Morlet, et al., 2019; Long-term lithium treatment in bipolar disorder: effects on glomerular filtration rate and other
metabolic parameters. Int J Bipolar Dis. Tondo et al., 2017; Werneke U, Ott M, Renberg ES, Taylor D, Stegmayr B. A decision analysis of long-term
lithium treatment and the risk of renal failure. Acta Psychiatr Scand 2012; 126:186–97.

Treatment
Resistant
Depression
+
Suicidality
=
Use Lithium in
Chronic
And
End Stage
Kidney
Disease

Werneke U, Ott M, Renberg ES, Taylor D, Stegmayr B. A decision analysis of long-term lithium treatment and the risk of renal failure.
Acta Psychiatr Scand 2012; 126:186–97

Testosterone
■

Emerging as an augmentation therapy for depression in hypogonadal (total testosterone 345.82 ng/dL
or less) and eugonadal men

■

Not yet recommended as an antidepressant treatment by clinical practice guidelines
– National Institute for Health and Care Excellence or by Endocrine Society
■

■

■

Randomized placebo-controlled clinical trials (RCTs) for Major Depression yielded inconsistent results
– Most beneficial for men with low testosterone and comorbid:
■ Dysthymic disorder
■ Treatment-resistant depression
■ HIV
Higher doses
– More effective for improving mood
■ After 6 weeks, maximum effect 18-30 weeks, effect demonstrated up to 36 months

Similar effectiveness in older and younger men
– Improves:
■

–
–

Lean muscle mass, muscle strengths and function; Body composition; Bone mineral density; Sexual
function; Mood

Dose not improve
■ Cognition
Increased risks of Cardiovascular events

Association of Testosterone Treatment With Alleviation of Depressive Symptoms in Men: A Systematic Review and Meta-analysis. JAMA
Psychiatry. Walther et al., 2019

Modafinil [Provigil]
Pharmacological actions distinct from those of conventional amphetamine - like psychostimulants.
– Blocks the reuptake of norepinephrine and dopamine and promotes their neuronal release
– Acts in the hypothalamus by stimulating wake-promoting areas
■

Risk of abuse, withdrawal, or side effects is smaller

■

Positive effects mainly on fatigue and sleepiness

■

Meta-analysis show significant effect of modafinil augmentation compared to placebo on fatigue and other core
depressive symptoms.

■

Usual Dosage Range
– 100-400 mg daily, I only go to 200 in the elderly
– Dividing doses and giving a second dose at noon does not appear to affect sleep architecture

■

Side effects:
– Transient ECG changes have been reported in patients with preexisting heart disease
– Rare psychiatric reactions (activation of mania, anxiety)

■

Other considerations
– Cost ~$37 with Medicare insurance
– Have to meet criteria for hypersomnia, narcolepsy, hypopnea with obstructive sleep apnea, fatigue in MS

Efficacy of off-label augmentation in unipolar depression: A systematic review of the evidence. European Neuropsychopharmacology. Kleeblatt et al., 2017

What MATTERS

Goals of Care vs Goals of Life
“Frustrated about recent decrease in libido
Frustrated about recent weight gain. 20 lb in past 3 months
Concerned about recent non-injury falls. Fearful of future falls
Sleeping “too much” 12-14 hrs. per night. Does not wake up rested”

Consider
Patient
and
Family

Goals of Care – Goals of Life. E.g. Sexuality
Most Common Antidepressant Related
Treatment-Emergent Sexual Dysfunction (TESD)
■

54% males and females experience decreased libido, 36% difficulty achieving orgasm

■

37% males erectile dysfunction

Antidepressants and TESD
■

SSRIs and SNRIs ~ 60 %

■

Mirtazapine [Remeron] ~ 25 %

■

Vortioxetine [Trintellix] ~ 10 %

■

Bupropion [Wellbutrin] ~ 10 %

TESD Expert Advice
■

Wait 2-6 weeks
– If depression/anxiety remission is achieved, try decreasing antidepressant dose
– If partial response to the initial dose or exacerbation when dose is decreased, consider adjunct
■
■

–

Males - phosphodiesterase-5 inhibitors [sildenafil (Viagra), tadalafil (Cialis), and vardenafil (Levitra)]
Males and females - Bupropion [Wellbutrin] or Buspirone [Buspar]

If therapeutic effect of the initial high dose antidepressant is marginal, consider switching
■

~ 80% improvement in sexual dysfunction when switched from SSRI to Bupropion [Wellbutrin]

Sexual dysfunction caused by selective serotonin reuptake inhibitors (SSRIs): Management. UpToDate. Hirsh et. al., 2019

Goals of Care –Goals of Life. E.g. Cognition

Medicare Part D Prescription Coverage

Racial and ethnic minority elders often experience:
• Greater burden of unmet mental health needs
• Greater stigma within their cultural groups
• Under-prescribing of psychiatric medications
• Fewer referrals to psychotherapy
Mental Health Issues in Racial and Ethnic Minority Elderly. Current Psychiatry
Reports. Nhi-Na et all., 2019

STUDIED IN ELDERLY POPULATION
• Improves processing speed and cognitive function. Fast onset 2-4 weeks
Mechanism of Action:
• Increases release of serotonin, norepinephrine, dopamine, glutamate, acetylcholine, histamine.
Reduces release of GABA
USE:
• Depression +anxiety, depression+ cognitive dulling, GAD, depression + sexual dysfunction, those
who did not respond to other antidepressants
CAUTION:
• History of seizures
• Co-administration with Bupropion results in 2x increase in serum levels of Trintellix
Common SE ~9% :
• Nausea, Dizziness, Dry mouth
Dosing:
• 5 mg to 20 mg daily
• Elderly 5 – 10mg daily
COST ~ $410 per month
With persistence and prior authorization can reduce to ~$58 for Medicare Part D
Managed Care Plans with Co-insurance ~ $179 per month.
Manufacturer sponsored financial assistance programs for patients are only available for commercial insurances

Consider
Age
Related
Changes

Medical History: Hyponatremia
• Monitor serum Na concentrations at baseline and 1 to 2 weeks
after initiation of therapy
PREVALENCE:
• Tricyclic antidepressants, 16% -33%
• SSRIs, up to 40%
• Significantly increased risk with fluoxetine, citalopram, and escitalopram
• Lower risk with paroxetine and sertraline
• SNRIs
• 20–70% for venlafaxine [Effexor]
• 11% for duloxetine [Cymbalta]
• Relative safety of use for mirtazapine [Remeron] and bupropion
[Wellbutrin] in patients who developed hyponatremia with SSRIs
• Some reports with typical antipsychotics, less common with atypical
Hyponatremia and psychotropics. Geriatric mental Health. Sahoo et al., 2016
Bupropion induced hyponatremia: A review of literature. European Psychiatry. Arts et al., 2017

MOBILITY: Falls
■ 20 to 30% of elderly experience at least one fall annually
■ Falls account for 85% of seniors’ injury-related hospitalizations
and over 30% of subsequent admissions to long-term care

■ Highest Risk medications:
–
–
–
–
–
–

Long acting benzodiazepines and sedative-hypnotics
MAOIs, SSRIs, TCAs
Anticonvulsants
Anxiolytics
Antipsychotics
Anti - arrhythmic, antihypertensives and digoxin

■ Beta blockers are NOT associated with increased risk of falling
Relationship between the use of benzodiazepines and falls in older adults: A systematic review. Diaz-Gutierrez et
al., 2017. Antidepressant Use and Recurrent Falls in Community-Dwelling Older Adults: Findings From the Health
ABC Study. Ann Pharmacother., Markum., 2016. A Systematic Review and Meta-Analyses of the Association
Between Anti-Hypertensive Classes and the Risk of Falls Among Older Adults. Drugs and Aging. Ang., 2018

Chronic Conditions: Osteoporosis
■

~200 million people are affected by osteoporosis world-wide

■

~ 9 million fractures caused by osteoporosis annually

■

~ 20% of older males and 30% of older females will experience osteoporotic fractures

■

In the USA, the number of hip fractures is estimated to triple by 2040

■

One of the major factors governing the progression of secondary osteoporosis are long-term usage of:
–

Corticosteroid, anticancer

–

Anticonvulsants, Mood Stabilizers
■

Lithium may be protective for bone health; 20% reduction in fracture risk

■

Lamotrigine has the lowest negative effect on bone health

■

Valproate Acid (Depakote) has the strongest negative effect on bone health
–

An update on the problem of osteoporosis in people with epilepsy taking antiepileptic drugs. Expert
opinion on drug safety. Miziak et al., 2019

–

Antidepressants

–

Antipsychotics
■

Aripiprazole [Abilify] and Quetiapine [Seroquel] has the lowest negative effect on bone health

■

All first-generation antipsychotics, second-generation- risperidone/paliperidone have strongest negative effect
–

–

Relationship between antipsychotic medication, serum prolactin levels and osteoporosis/osteoporotic fractures in
patients with schizophrenia: a critical literature review. Expert Opin Drug Saf. De Hert et al., 2016.

Benzodiazepines

■

Chronic Conditions: PVD
1/3 of patients with PVD experience depression

■

Depressive symptoms in PVD have been associated with:
– Worse claudication
– Decreased patency after peripheral revascularization
– Increased incidence of major amputation
– Adverse cardiac events
– Mortality

■

Possible pathophysiological mechanisms:
– Increased inflammation
– Dysregulate the metabolic system and coagulation pathway

■

Increased risk of depression in PVD patients who are:
– Female
– African Americans
– Have poor physical function
Depression exerts a negative influence on walking ability and physical function independently of peripheral arterial
disease

■

Depression and peripheral arterial disease: A call to action. Vascular News. Ramirez et al., 2019
Anxiety and depression in patients with peripheral arterial disease admitted to a tertiary hospital. J Vasc Bras. Aragao et al., 2019
Depression in patients with peripheral arterial disease: A systematic review. Eur J of Card Nurs. Brostov et al., 2017

BEST PRACTICE TRLLD

Treatment-resistant Late-life Depression: Challenges and Perspectives. Curr Neuropharmacol. Knochel et al., 2015

What initial affordable medication will you choose to treat depression and apathy and
mitigate worsening of sexual dysfunction, weight gain and future risks of hyponatremia?
■

Start an SSRI (e.g. fluoxetine [Prozac])

■

Start an SNRI (e.g. venlafaxine [Effexor])

■

Start an NDRI (e.g. bupropion [Wellbutrin])

■

Start an NaSSA (e.g. mirtazapine [Remeron])

■

Start a stimulant salt or Modafinil [Provigil]

■

Start an antipsychotic (e.g. aripiprazole [Abilify])

■

Start a combination of medications

■

Refer to psychotherapy

■

Initiate referral to physical therapy

■

Consider ECT or TMS

5 weeks follow-up
Patient’s depression/apathy had partial response to bupropion [Wellbutrin], but he is still gaining weight,
hearing voices, and has very low energy. What is an appropriate augmentation?
10 week follow-up
Partial, but incomplete response. Patient states “I can not live like this anymore.” What is your next step?

ECT in Depression
■ Response rates by age:
– < 59 : 54%
– 60 - 74 : 73%
– >75 -- 67%
■ No differences in tolerance even though older patients had more baseline cognitive impairment
and medical problems
■ Predictors of good response:
–
–

Psychotic symptoms
Neuro-vegetative symptoms (eg. catatonia, disturbance in sleep and appetite)

■ Predictors of poor response:
–
–

Physical illness during the index episode
Higher number of longer lifetime depressive episodes

■ Response to ECT and TMS is comparable in depressed patients without psychotic symptoms
■ Never a first line treatment
■

High risk in increased intracranial pressure, recent myocardial infarction, recent cerebral
hemorrhage or stroke, vascular aneurysm, retinal detachment and pheocromocytoma

Electroconvulsive therapy in the elderly. Geriatric Mental Health. Grover et al., 2017

MULTIMORBIDITY:
■ 50% of older adults have at least two chronic conditions that require management
■ Most prevalent:
– Hypertension
– Arthritis
– Cardiovascular disease
– Diabetes
– Depression
■ Multimorbidity is associated with:
– Poor health outcomes
– Increased healthcare utilization
– Disability, institutionalization and mortality
■ Somatic conditions + depression = most disabling
Associations between prevalent multimorbidity combinations and prospective disability and self-rated health
among older adults in Europe. BMC Geriatrics. Sheridan eat al., 2019
Multimorbidity combinations and disability in Older adults. J Gerontol Ser A Biol Med Sci. Quiñones ., 2016.

Polypharmacy in Multiple Chronic Conditions
■ Polypharmacy = Potentially Inappropriate Prescribing (PIP)
– High prevalence in MCC
■ 51% of older adults take 11+ prescription medications
– Odds of PIP increase by 10% with each additional medication
■ Medication related problems are more frequent in people with:
– Diabetes
– Congestive heart failure
– End-stage renal disease
– Respiratory conditions
– Hypertension
– Depression
■ Polypharmacy Increases risk of:
– Adverse drug reactions
– Healthcare utilization
– Morbidity
– Mortality
Associations Between Chronic Disease, Polypharmacy, and Medication-Related Problems Among Medicare
Beneficiaries. J Managed Care. Almadovar eta al., 2019

MEDICATIONS
“In diseases of the mind...it is an art of no little
importance to administer medicines properly;
But, it is an art of much greater importance and
more difficult acquisition to know when to
suspend or altogether omit them.”
(Phillipe Pinel, physician 1806)

Best measures must account for:
Drug-drug interactions
Disease-disease interactions
Disease-drug interactions

Reducing
Potentially
Inappropriate
Prescribing (PIP)
The 2019 American Geriatrics
Society Updated Beers
Criteria® for Potentially
Inappropriate Medication Use
in Older Adults
• https://consultgeri.org/trythis/general-assessment/issue-16

https://www.herefordshireccg.nhs.uk/your-services/medicines-optimisation/prescribingguidelines/deprescribing/748-stopp-start-herefordshire-october-2016/file

Deprescribing
• The process of withdrawal of an
inappropriate medication supervised
by a clinician.
• Guided by four Principles of
biomedical ethics:
• Beneficence
• Non-maleficence
• Autonomy
• Justice
• People are rarely updated on the
altered risks and benefits of their longterm medications as they age

Person-Centered Care Including Deprescribing for Older People Smith et all, 2019

Deprescribing Barriers
• Respecting the autonomy of older adults is complex:
• they may not wish to be active in the decision-making process
• they may have reduced cognitive function
• family members may have to step in as surrogate decision-makers
• Iterative discussions of risks and benefits of long-term medications do not
routinely take place
• Informed consent is intended as a process of information giving and
reflection, where consent can be withdrawn at any time
• Clinical guidelines are usually designed for single conditions
• Evidence base for these is taken from clinical trials using younger people
• People with multimorbidity and polypharmacy are routinely excluded
• Patients with multimorbidity and severe frailty may obtain limited benefit from
medicines treating a single condition
Person-Centered Care Including Deprescribing for Older People Smith et all, 2019

Foundations of Geriatric Drug Management:
■ Medications reconciliation, including herbs and nonprescription drugs at each visit
■ Avoid medications if benefit is marginal or if non-pharmacologic alternatives exist
■ Consider the cost
■ Start low, go slow, but get there!
–

Initiate at half the normal adult dose

–
–
–
–
–
–

Simplify the regimen
Evaluate for response frequently
Make dose changes only after steady-state achieved
Increase dose until benefit or toxicity
Reevaluate and taper as necessary
Avoid under-treatment

■ Write instructions out clearly
■ Assess for cognitive impairment frequently, status may change

Encourage the use of Medi-Sets

Encourage the use of free apps:
Eg. MedActionPlan

Summary
Comprehensive Model for Guiding
Prescribing Decisions in Geriatric Psychiatry
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RESOURCES
■

FREE Comprehensive Geriatric Assessment https://www.cgakit.com/cga---more
– Geriatric Physical Exam
– Geriatric Prescribing Guidelines and Medications Review
– Geriatric Syndromes
■

–

Proactive Care
■
■
■

–

Frailty, Falls, Incontinence, Pressure Ulcers, Sleep Disorders
Personalized Care Planning
Nutrition
Exercises for older adults

Thorny Issues
■

Elder abuse assessment, Tough Conversations, Alcohol Assessment, Hoarding in late life, Driving

■

STOPP/START
– https://www.kssahsn.net/what-we-do/ournews/events/Past%20events%202017/2016%20Stopp%20Start%20Cumbria.pdf

■

Psychiatric Medications Dosing for Elderly
– Appropriate Use of Psychotropic Drugs in Nursing Homes. Am Fam Phys. Gurvich, 2000.

■

Changes in Sexual Functioning Questionnaire Short Form (CSFQ-14)
– https://www.dbsalliance.org/wp-content/uploads/2019/02/Restoring_Intimacy_CSFQ_Handout.pdf

■

Monitor effectiveness using Epworth Sleepiness Scale
– https://www.edsandosa.com/tools-andresources/screening/?utm_medium=cpc&utm_source=google&utm_campaign=tests&utm_content=epworthsleepine
ssscale&gclsrc=aw.ds&&gclid=EAIaIQobChMI2Mzerc2V5QIVXR-tBh3IXQu3EAAYAiAAEgK82fD_BwE

