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Background: Little is known about the evolu-
tion of brain perfusion alterations in patients with
major depression, and still less about the changes
in functional neuroimage produced by different
antidepressant biological treatments.

Method: Between January 2001 and
December 2003, long-term follow-up frontal
brain perfusion was compared in 2 subgroups
of elderly patients (> 60 years) treated for severe
unipolar major depression (DSM-1V): one sub-
group of 16 patients administered electrocon-
vulsive therapy, and another of 26 patients receiv-
ing pharmacol ogic treatment. All patients were
remitters. A medication-free brain single photon
emission computed tomography was performed in
baseline conditions and after a minimum period
of 12 months of euthymia. Twenty-eight age- and
sex-matched healthy controls were also assessed.

Results: No significant differences were found
between the 2 subgroups in frontal uptake ratios
after a 12-month follow-up period of euthymia.
During the acute episode, patients presented sig-
nificant anterior hypofrontality; 12 months later
the hypofrontality had disappeared.

Conclusion: The long-term evolution of
frontal perfusion in elderly major depressives
who respond to antidepressant biological treat-
ment is essentially the same in those who receive
electroconvulsive therapy and in those who
receive medication.
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any functional neuroimaging reports have shown

abnormalities in resting-state major depressed
patients.* A number of studies have also assessed brain ac-
tivity changes after acute response to antidepressant treat-
ment in major depression.' To our knowledge, however,
no comparison of changes in functional activities pro-
duced by different antidepressant biological treatments
has been performed to date.

Theaim of this study wasto assess and compare frontal
brain perfusion at baseline and after 12 months in remis-
sion in 2 subgroups of elderly patients with severe major
depression, one administered electroconvulsive therapy
(ECT) and the other antidepressant drugs. A sex- and age-
matched subject control group was also assessed. Brain
perfusion was measured by single photon emission com-
puted tomography (SPECT).

Functional neuroimaging studies,®® structural neuro-
imaging studies,* and neuropsychological studies® have all
reported the frequent involvement of frontal areas in the
physiopathology of major depression in the elderly. For
this reason, frontal areas were chosen for examination in
the present research.

METHOD

Sample

The study was conducted at the Hospital Clinic in
Barcelona, Spain from January 2001 to December 2003.
Right-handed inpatients and outpatients with unipolar ma-
jor depression aged 60 years or over were recruited. To be
eligible for inclusion, patients had to fulfill the DSM-I1V®
criteria for a current major depressive episode. Patients
with neurologic disorders, those taking medications with
potential central nervous system side effects, and those
with uncontrolled medical illness at the time of recruit-
ment were not admitted. Psychiatric exclusion criteriain-
cluded any history of mania, hypomania or non-affective
psychosis, and current substance dependence. Similarly, in
order to reduce the chance that prior exposure to ECT
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might bias the results, patients who had received ECT
within 6 months of recruitment were also excluded.

Right-handed control subjects aged 60 or over were
recruited from patients’ families. They had no persona
history of psychiatricillness or substance abuse. The study
was approved by the ethical committee of our hospital. All
patients (or a close relative when there was doubt about
the patient’s understanding) and control subjects gave in-
formed written consent.

Clinical Assessment

Depressive symptoms were rated on the Spanish ver-
sion of the 17-item Hamilton Rating Scale for Depression
(HAM-D)."# All patients recruited had a baseline HAM-D
score of 21 or greater. We al so screened for reduced global
cognitive function using the Spanish version of the Mini-
Mental State Examination (MM SE).**

Some researchers have suggested that vascular mecha-
nisms may be the most important factors in the develop-
ment of elderly major depression.**? Following Baldwin
and Tomenson,® we quantified vascular risk factors as
follows: O, absent; 1, mild (asymptomatic): for example,
controlled hypertension or clinical evidence of arterioscle-
rosis (e.g., carotid murmur); 2, moderate (Symptomatic):
for example, poorly controlled hypertension, symptomatic
angina, or history of myocardial infarct; 3, severe (active
disease): for example, periphera vascular disease with
amputation or transient ischemic attack.

Major depression is often confused with organic cogni-
tive impairment.* In order to reduce the chance of error
in diagnosis, 2 inclusion criteria were required both for
patients and for controls during the 12-month follow-up
period: absence of dementia according to the DSM-IV
criteriaand MM SE score higher than 25.

Study Design

In order to minimize bias due to the administration
of psychotropic drugs, patients receiving pharmacologic
treatment underwent an antidepressant medication wash-
out period of at least 10 days and a benzodiazepine medi-
cation washout period of at least 2 days. Baseline clinical
assessments were then conducted, including the baseline
brain SPECT, and naturalistic treatment was started. Clini-
cal evaluations (HAM-D) were carried out fortnightly dur-
ing the first 3 months of follow-up and then on a monthly
basis. Patients were considered to be remitters when their
17-item HAM-D score was below 8 for at least 1 month.

Patients considered clinically in remission for 12
months were administered a second brain SPECT. Antide-
pressant treatment was suspended temporarily for 10 days
before performance of the in-remission SPECT. If ECT
had been administered to treat the acute depressive epi-
sode, the in-remission SPECT was performed at least 12
months after the last ECT session. Control subjects under-
went brain SPECT at only 1 timepoint.
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Table 1. Antidepressant Treatment During the Follow-Up
Period of Euthymia

Drug Remitters(N=26)  ECT Remitters (N = 16)

Dose, mg/day Dose, mg/day
Antidepressant N % Mean (SD) N % Mean (SD)
Citalopram 7 269 27.1(9.6) 0 O 0
Nortriptyline 7 269 643(19.7) 3 188 66.7(14.4)
Venlafaxine 12 46.2 206.2(33.9) 13 812 207.7(32.9)

Clinicians were blind to the functional neuroimaging
measures.

Treatment Protocol

The naturalistic treatment used complied with standard
therapeutic norms, and specifically with our hospital’s
treatment protocol for elderly major depression patients.
The antidepressants normally used were citalopram (2040
mg/day) as a selective serotonin reuptake inhibitor antide-
pressant, venlafaxine extended-release (150-225 mg/day)
as a norepinephrine and serotonin reuptake inhibitor anti-
depressant, and nortriptyline (with a blood level between
80 and 120 ng/mL ) as atricyclic antidepressant. In combi-
nation with antidepressant treatment, haloperidol (up to
4 mg/day) for management of psychotic symptoms and
lorazepam (up to 4 mg/day) for management of anxiety/
insomnia were both allowed during the first 4 weeks.

The presence of psychotic symptoms, severe psy-
chomotor retardation, agitation, suicide risk, intolerance
of pharmacologic treatment, refusal to eat, and resistance
to antidepressant treatment were the items considered
when ECT was prescribed. Subjects selected to receive
ECT underwent 3 sessions per week with a constant cur-
rent, brief-pulse device. Under a systematic protocol, all
treatment stimuli were delivered with bifrontotemporal
electrode placement. EEG and motor seizure manifesta-
tions were monitored to ensure adequate duration.™ Succi-
nylcholine (40-100 mg), atropine (0.5-1 mg), and thio-
pental (200-300 mg) were used for anesthesia. With the
exception of trazodone up to 150 mg/day for management
of anxiety or insomnia and/or haloperidol up to 4 mg/day
for management of psychotic symptoms during the first 6
ECT sessions, psychoactive drugs were not allowed during
ECT.

None of the patients in the final sample received main-
tenance/continuation ECT. After the acute treatment with
ECT, al patients were administered antidepressant drugs
(habitually, venlafaxine extended-release 150 mg/day).
During euthymia, patients in the pharmacologic treatment
subgroup received the same drug and dose as during the
acute episode (Table 1).

SPECT Procedure

A drug-free brain *“"Tc-HMPAO SPECT study was
performed in each subject. SPECT was performed using a
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Table 2. Demographic and Clinical Data of Remitter Subgroups and Controls*

Drug Remitters ECT Remitters Controls
Variable (N =26) (N =16) (N =28)
Male, N (%) 8(30.8) 5(31.3) 8(28.0)
Age y 72.19 (7.69) 72.88(7.54) 71.71 (4.75)
Age at onset, y 70.46 (6.60) 71.69 (7.24) NA
Psychotic, N (%) 2(7.7) 5(31.3) NA
Inpatient, N (%) 12 (46.2) 14 (87.5) NA
Vascular risk factor 1.23(0.59) 1.13(0.81) 1.29(0.71)
Baseline HAM-D score 31.00 (6.33) 34.06 (5.82) NA
12-month HAM-D score 3.00(1.17) 2.81(1.68) 2.14 (1.53)
Baseline MM SE score 27.19 (1.02) 26.31 (0.48) NA
12-month MM SE score 29.15(0.77) 29.44 (0.73) 29.18 (0.77)

a/alues are mean (SD) unless otherwise indicated.

Abbreviations: HAM-D = Hamilton Rating Scale for Depression, MM SE = Mini-Mental State

Examination, NA = not applicable.

rotating dual-head gamma camera (Helix, GE Medical
Systems), fitted with a high resolution fanbeam colli-
mator. Data acquisition started 20 minutes after intrave-
nous injection of 740 MBq of *™Tc-HMPAO (Ceretec,
Nycomed-Amersham). Sixty 30-second frames were
collected in a 360° circular orbit, step and shoot mode,
using a 128 x 128 matrix.

Image data were processed on an Elscint SP1 com-
puter (Apex SP-X, software version 3.12). Reconstruc-
tion was performed by filtered backprojection, using a
Metz Filter (full width at half maximum [FWHM] = 10;
power factor = 3). No attenuation correction was per-
formed. Thefinal pixel sizewas 3.9 mm and the FWHM
in the transaxial plane was 10 mm.

Semiquantitative regional cerebral blood flow (rCBF)
analysis was performed using irregular regions of inter-
est (ROIls) stored in the computer as a template. The
template was obtained from a standard T1 weighted
magnetic resonance imaging. The ROIs were placed
by the same nuclear medicine physician in ten 7.8-mm
thick oblique dlices, which were parallel to the fronto-
cerebellum plane. For each hemisphere, anterior frontal-
to-cerebellum ratios were obtained as 100 x mean counts
per pixel of anterior frontal ROIs divided by the mean
counts per pixel of cerebellum ROIs. Using the same
formula, posterior frontal ratios were also obtained. The
nuclear medicine physician was blind both to the diag-
nosis and to the timepoint. More exhaustive information
about the SPECT procedure has been described else-
where.?

Statistical Procedures

Baseline clinical and demographic data of control
subjects, ECT remitters, and antidepressant drug remit-
terswere compared using the Student t test (or the Mann-
Whitney U test for nonparametric data) for continuous
variables and the chi-square test for discrete variables.

To assess differences between controls and ECT
and antidepressant drug remitter subgroups for each
ROI, t tests were carried out. Comparisons were made
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of the pretreatment and posttreatment ratios inside each
remitter subgroup and of the posttreatment ratios of the 2
subgroups. The statistical significance level was defined
as p<.05. Significance values were adjusted by the
Bonferroni correction when comparisons were multiple.

RESULTS

Sixty-four patients were initially enrolled. Seven did
not complete the study: 3 from the ECT subgroup and 4
from the pharmacologic treatment subgroup. Two died
(one of a heart attack and the other in aroad accident), 3
did not follow the treatment, and 2 did not attend sched-
uled visits. Of the 57 patients who compl eted the study, 42
(73.7%) were considered remitters, 26 from the pharma-
cologic treatment subgroup and 16 from the ECT sub-
group. The study also included 28 age- and sex-matched
controls.

Six of the ECT remitters initially received pharmaco-
logic treatment without response or presented intolerance,
while the remaining 10 were directly prescribed ECT. The
mean number of ECT treatments was 10.0 (SD = 1.15;
range = 8-13).

A summary of the baseline and in-remission character-
istics of the final sampleis shown in Table 2. At baseline,
ECT remitters presented higher hospitalization (y* = 7.18,
df =1, p=.07) and psychotic rates (x*=3.96, df =1,
p =.047) and lower MMSE score (U =98.00, z = 3.11,
p =.002) than pharmacologic treatment responders. No
other baseline clinical difference was found between
the subgroups. In remission, no significant differencesin
clinical or demographic data were found between ECT re-
mitters, pharmacol ogic treatment remitters, and controls.

Significant differences were found between baseline
anterior frontal uptake ratiosin controls and in the patient
subgroups; both of the patient subgroups presented bilat-
eral hypoperfusion prior to treatment. In contrast, in the
posterior frontal areas, no significant differences were
found at baseline between controls and either patient sub-
group (Table 3).
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Table 3. Uptake Ratios of Pre- and Posttreatment Remitter Subgroups and Controls

Subgroup/Region Pretreatment®  Posttreatment®  Controls? t df Significance

ECT remitters (N = 16)
Left anterior frontal 94.06 (2.09) 100.42(3.02) 7.45 42 <.0001
Right anterior frontal 97.51(3.18) 101.62(3.49) 3.89 42 <.0001
Left posterior frontal 91.47 (4.90) 92.08(4.94) 0.39 42 NS
Right posterior frontal  92.11 (4.34) 92.70(4.91) 0.40 42 NS
Left anterior frontal 99.54(5.51) 100.42(3.02) 0.68 20.26 NS
Right anterior frontal 101.43 (4.44) 101.62(3.49) 0.16 42 NS
Left anterior frontal 94.06 (2.09) 99.54 (5.51) 3.72 19.22 .001
Right anterior frontal 97.51(3.18) 101.43(4.44) 2.88 30 .007

Drug remitters (N = 26)
Left anterior frontal 94.93 (3.69) 100.42 (3.02)  6.00 52 <.0001
Right anterior frontal ~ 98.29 (2.85) 101.62(3.49) 3.82 52 <.0001
L eft posterior frontal 90.27 (3.84) 92.08(4.94) 150 52 NS
Right posterior frontal  93.03 (4.85) 92.70(4.91) 0.25 52 NS
L eft anterior frontal 99.09 (6.31) 100.42(3.02) 1.00 35.31 NS
Right anterior frontal 101.18(4.62)  101.62(3.49) 0.40 52 NS
Left anterior frontal 94.93 (3.69) 99.09 (6.31) 2.90 40.35 .006
Right anterior frontal  98.29 (2.85)  101.18 (4.62) 271 41.63 .01

All values are mean (SD).

Abbreviation: NS = not significant.

Table 4. Posttreatment Uptake Ratios of Both Remitter Subgroups®

Region ECT Remitters (N =16)  Drug Remitters (N = 26) t df  Significance

Left anterior frontal 99.54 (5.51) 99.09 (6.31) 0.24 40 NS

Right anterior frontal 101.43 (4.44) 101.18 (4.62) 0.17 40 NS

@All values are mean (SD).
Abbreviation: NS = not significant.

Both subgroups of remitter patients presented asignifi-
cant increase in perfusion in the anterior frontal region
after treatment (Table 3). Similarly, in remission, no sig-
nificant differences were found in frontal brain perfusion
ratios either between the patient subgroups and controls
(Table 3) or between ECT remitters and antidepressant
drug remitters (Table 4).

DISCUSSION

The main finding of our study is that no significant
differences were found in frontal uptake ratios after a 12-
month follow-up period of euthymiabetween 2 subgroups
of elderly major depressed patients in remission, one of
which had received ECT and the other antidepressant
drugs. To our knowledge, thisisthefirst study to compare
the long-term effect of 2 different biological antidepres-
sant treatments on brain perfusion in major depressed pa-
tients. Two other important findings should be stressed.
First, we observed anterior frontal hypoperfusion during
the acute episode in both the ECT and the pharmacol ogic
treatment remitter groups. Second, anterior frontal perfu-
sion normalized after clinical remission with both anti-
depressant biological treatments.

ECT and Brain Perfusion

The functional brain effects of ECT are still a matter
of controversy. To date, few studies of the short-term

659

(£1 week) effects of ECT have been published, and
the results are contradictory: some show short-term in-
creases,"**® some show decreases,'*?' and some report
no net effect on brain perfusion/metabolism.?# Only
one study, by Awata et al.,* has reported functional brain
effectsof ECT in major depression in the mid-term; those
authors found the brain perfusion pattern to be similar
before and after ECT, aresult that was not reproduced in
our research. The 3-month study by Awata et a. is also
the only previous report of brain activity after ECT in the
elderly.

Antidepressant Drug Treatment and Brain Perfusion

Preclinical studies have shown that pharmacologic
treatment, particularly fluoxetine and tricyclic antide-
pressants, has pronounced effects on capillary permeabil-
ity, cerebral blood flow, and cerebral metabolic rate.”>*
In contrast, studies of changesin functional brain activity
following effective pharmacologic treatment of major
depression have yielded inconsistent results. Some au-
thors have argued that functional activity is decreased,
particularly in the ventrolateral and orbital cortex.?®
However, several studies have shown no change in at
least some baseline cortical abnormalities,”** though
others have found at least partia reversal of baseline
cortical deficits, particularly in the dorsolateral pre-
frontal cortex,** or complex patterns of increases and
decreases.®
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Antidepressant Drug Treatment
and Brain Perfusion in the Elderly

None of the pharmacologic studies cited have concen-
trated on long-term functional neuroimaging changes in
elderly major depression. To our knowledge, only 2 func-
tional neuroimaging studies have assessed rCBF in el-
derly major depression after treatment response.®** No-
bler et a.* found that the baseline depressed sample
presented lower rCBF in frontal, temporal, and anterior
parietal cortical regions than the control group; after 6 to
9 weeks of pharmacologic treatment, rCBF fell still fur-
ther in pharmacotherapy responders in selective frontal
and anterior temporal regions. In contrast, with a smaller
sample (N = 35) than in the present study, we reported®
that acute major depressed patients presented signifi-
cantly lower uptake in the left anterior frontal region (not
bilaterally, as in the present study) than a control group,
and that 12 months after remission the |eft anterior frontal
cerebral perfusion abnormalities had disappeared. In the
present research, carried out in a different sample, the re-
sults of the intragroup comparisons (pre- and posttreat-
ment), in both subgroups (ECT or antidepressant med-
ication) corroborate our previous results regarding the
normalization of frontal perfusion after obtaining clinical
remission.

Previous functional neuroimaging reports of elderly
major depressed patients during acute episodes (not dur-
ing remission) have shown globally decreased uptake of
the radiotracer compared with controls®; decreased up-
take in the thalamus, right posterior cingulate, right pari-
etal cortex, and right caudate®; significant reductions in
perfusion in the right and left parietal, left temporal, and
left occipital regions™; and, as in the present report, re-
duced uptake in both the left and the right anterior frontal
regions.>*

Clinical Implications of the Reversibility
of Brain Perfusion Abnormalities

Though it was not our intention to assess the etiopa-
thogeny of elderly major depression, we should mention
that the frontal functioning neurcimaging results of our
study do not support Alexopoulos and colleagues’ pro-
posa of a degenerative ischemia-type process as the
cause of elderly major depression (vascular depression).™
Alexopoulos' hypothesisis not borne out by our observa-
tion that alterations in frontal brain perfusion are revers-
ible regardless of the biological treatment used.

To explain this unexpected result, we suggest that most
studies of vascular depression are associative™* rather
than causative and that the frequently observed associa-
tion between elderly major depression and vascular dis-
ease may in fact be due to unknown confounding factors.
A vascular etiology has been proposed for late-onset de-
pression on the strength of the presence of hyperinten-
sities, though in fact the physiopathologic bases of these
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lesions have not been definitively determined in patients
with major depression.”* We should add that ours is not
the first study to obtain results that raise doubts about
the degenerative vascular hypothesis for elderly major
depression.**2%4 Qur results suggest that the pattern of
anterior frontal perfusion reflects a primary ateration of
neuronal activity, probably reversible, and that there may
not necessarily be a primary vascular substrate.

Limitations

The lack of homogeneity in the results obtained in
functional neuroimaging studies of major depression
(both during acute episode and after remission) is prob-
ably due to the wide range of methodological approaches,
statistical analyses, and demographic characteristics of
the samples in each study. Our results should be consid-
ered in the light of 2 main limitations: a relatively small
sample size and a naturalistic treatment. In addition, only
severely depressed elderly patients were included in our
sample, meaning that the results cannot be extrapolated
to the general population. Another conceivable limitation
of the study is the fact that we used family members as
controls, since atered uptake ratio may be a genetic risk
factor for depression that would obviously be overrepre-
sented in families of individuals who develop major de-
pressive episodes. However, over 50% of the controls
were spouses or in-laws, not first-degree relatives.

Finally, because of the lack of conclusive studies of the
minimum washout period needed to avoid interferences
between drug treatment or ECT and brain uptake ratios,
we cannot be entirely sure that this factor did not influ-
ence our results. However, given the similarities between
the SPECT data for both remitter subgroups, and, above
all, the similarities in the perfusion rates in controls and
remitters, our findings support the ideathat antidepressant
biological treatment does not produce aterations in fron-
tal brain activity that are able to outweigh the changes
produced directly by clinical remission.

Drug names: atropine (Atropen and others), citalopram (Celexa),
fluoxetine (Prozac and others), haloperidol (Haldol and others),
lorazepam (Ativan and others), nortriptyline (Aventyl, Pamelor,
and others), succinylcholine (Quelicin, Anectine, and others),
trazodone (Desyrel and others), venlafaxine (Effexor).

REFERENCES

1. Drevets WC. Neuroimaging studiesin major depression. In: Morihisa
MJ, ed. Advancesin Brain Imaging (Oldham JM, RibaM, series eds.
Review of Psychiatry Series, vol 20, no. 4). Washington, DC: American
Psychiatric Publishing; 2001:123-159

2. Kumar A, ThomasA, Lavretsky H, et d. Frontal white matter biochemi-
cal abnormalitiesin late-life major depression detected with proton
magnetic resonance spectroscopy. Am J Psychiatry 2002;159:630-636

3. Navarro V, Gast6 C, LomefiaF, et a. Frontal cerebral perfusion dysfunc-
tion in elderly |ate-onset major depression assessed by *™Tc-HMPAO
SPECT. Neuroimage 2001;14:202-205

4. Alexopoulos GS, Kiosses DN, Choi SJ, et a. Frontal white matter micro-
structure and treatment response of |ate-life depression: a preliminary
study. Am J Psychiatry 2002;159:1929-1932

660



Navarro et al.

10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

661

. Alexopoulos GS, Meyers BS, Young RC, et a. Executive dysfunction

and long-term outcomes of geriatric depression. Arch Gen Psychiatry
2000;57:285-290

. American Psychiatric Association. Diagnostic and Statistical Manual

of Mental Disorders, Fourth Edition. Washington, DC: American
Psychiatric Association; 1994

. Hamilton M. A rating scale for depression. J Neurol Neurosurg

Psychiatry 1960;23:56-62

. Ramos-Brieva JA, Cordero-VillafafilaA. A new validation of the

Hamilton Rating Scale for Depression. J Psychiatr Res 1988;22:21-28

. Folstein MF, Folstein SE, McHugh PR. Mini-Mental State: a practical

method for grading the cognitive state of patients for the clinician.
JPsychiatr Res 1997;12:189-198

LoboA, Saz P, Marcos G, et a. Revalidation and standardization of the
cognition mini-exam (first Spanish version of the Mini-Mental Status
Examination) in the general geriatric population. Med Clin (Barc)
1999;112:767-774

Alexopoulos GS, Meyers BS, Young RC, et al. “Vascular depression”
hypothesis. Arch Gen Psychiatry 1997;54:915-922

Krishnan KR, Hays JC, Blazer DG. MRI-defined vascular depression.
Am J Psychiatry 1997;154:497-501

Baldwin RC, Tomenson B. Depression in later life: acomparison of
symptoms and risk factorsin early and late onset cases. Br J Psychiatry
1995;167:649-652

Alexopoulos GS, Meyers BS, Young RC, et a. The course of geriatric
depression with “reversible dementia’: a controlled study. Am J Psychi-
atry 1993;150:1693-1699

Sackeim HA, Prudic J, Devanand DP, et al. Effects of stimulusintensity
and electrode placement on the efficacy and cognitive effects of electro-
convulsive therapy. N Engl JMed 1993;328:839-846

Bonne O, Krausz Y, ShapiraB, et a. Increased cerebral blood flow in
depressed patients responding to electroconvulsive therapy. J Nucl Med
1996;37:1075-1080

Milo TJ, Kaufman GE, Barnes WE, et al. Changesin regiona cerebral
blood flow after electroconvulsive therapy for depression. JECT 2001,
17:15-21

Vangu MD, Esser JD, Boyd IH, et a. Effects of electroconvulsive
therapy on regional cerebral blood flow measured by *™Technetium
HMPAO SPECT. Prog Neuropsychopharmacol Biol Psychiatry
2003;27:15-19

Henry ME, Schmidt ME, Matochik JA, et a. The effects of ECT on brain
glucose: apilot FDG PET study. JECT 2001;17:33-40

Nobler MS, Oguendo MA, KegelesLS, et a. Decreased regional brain
metabolism after ECT. Am J Psychiatry 2001;158:305-308

Nobler MS, Sackeim HA, Prohovnik |, et a. Regiond cerebral blood
flow in mood disorders, 3: treatment and clinical response. Arch Gen
Psychiatry 1994;51:884-897

Guze BH, Baxter LR Jr, Schwartz JM, et a. Electroconvulsive therapy
and brain glucose metabolism. Convuls Ther 1991;7:15-19

Yatham LN, Clark CC, ZisAP. A preliminary study of the effects of
electroconvulsive therapy on regional brain glucose metabolismin
patients with magjor depression. JECT 2000;16:171-176

Awata S, Konno M, KawashimaR, et a. Changesin regional cerebral
blood flow abnormalitiesin late-life depression following response to
electroconvulsive therapy. Psychiatry Clin Neurosci 2002;56:31-40
Freo U, Pietrini B, Dam M, et a. The tricyclic antidepressant clomipra-
mine dose-dependently reduces regiona cerebral metabolic rates for
glucose in awake rats. Psychopharmacology (Berl) 1993;113:53-59
Freo U, Ori C, Dam M, et a. Effects of acute and chronic trestment with
fluoxetine on regional glucosa cerebral metabolism in rats: implications

27.

28.

29.

3L

32.

36.

37.

39.

40.

41.

42.

for clinical therapies. Brain Res 2000;854:35-41

Ungvari Z, Pacher P, Kecskemeti V, et a. Fluoxetine dilates isolated
small cerebral arteries of rats and attenuates constrictions to serotonin,
norepinephrine, and a voltage-dependent Ca(2+) channel opener. Stroke
1999;30:1949-1954

Drevets WC. Functiona neuroimaging studies of depression:

the anatomy of melancholia. Annu Rev Med 1998;49:341-361
Reischies PM, Hedde JP, Drochner R. Clinical correlates of cerebral
blood flow in depression. Psychiatry Res 1989;29:323-326

. Hurwitz TA, Clark C, Murphy E, et a. Regional cerebral glucose

metabolism in major depressive disorder. Can J Psychiatry 1990;
35:684-6838

Martinot JL, Hardy P, FelineA, et al. Left prefrontal glucose hypome-
tabolism in the depressed state: a confirmation. Am J Psychiatry 1990;
147:1313-1317

Goodwin GM, Austin MP, Dougall N, et a. State changesin brain
activity shown by the uptake of 99mTc-exametazine with single photon
emission tomography in major depression before and after treatment.
JAffect Disord 1993;29:243-253

. Bench CJ, Frackowiak RS, Dolan RJ. Changesin regional cerebral blood

flow on recovery from depression. Psychol Med 1995;25:247-261

. Passero S, Nardini M, Battristini N. Regional cerebral blood flow

changes following chronic administration of antidepressant drugs.
Prog Neuropsychopharmacol Biol Psychiatry 1995;19:627-636

. Buchsbaum M, Wu J, Siegel B, et al. Effect of sertraine on regiona

metabolic rate in patients with affective disorder. Biol Psychiatry
1997;41:15-22

Navarro V, Gasté C, LomefiaF, et al. Normalization of frontal cerebral
perfusion in remitted elderly major depression: a 12-month follow-up
SPECT study. Neuroimage 2002;16:781-787

Nobler MS, Roose SP, Probovnik |, et a. Regional cerebral blood flow
in mood disorders, 5: effects of antidepressant medication in late-life
depression. Am J Geriatr Psychiatry 2000;8:289-296

. Upadhyaya AK, Abou-Saleh MT, Wilson K, et a. A study of depression

in old age using single-photon emission computerised tomography. Br J
Psychiatry 1990;157(suppl 9):76-81

Curran SM, Murray CM, van Beck M, et a. A single photon emission
computed tomography study of regional brain function in elderly patients
with major depression and with Alzheimer-type dementia. Br J Psychi-
atry 1993;163:155-165

Philpot MP, Banerjee S, Needham-Bennett H, et a. ®™Tc-HMPAO
single photon emission tomography in late life depression: apilot study
of regional cerebral blood flow at rest and during averbal fluency task.
JAffect Disord 1993;28:233-240

O'Brien J, Desmond P, Ames D, et a. A magnetic resonance imaging
study of white matter lesionsin depression and Alzheimer’s disease.

Br J Psychiatry 1996;168:477-485

Greenwald BS, Kramer-Ginsberg E, Krishnan KR, et a. Neuroanatomic
localization of magnetic resonance imaging signal hyperintensitiesin
geriatric depression. Stroke 1998;29:613-617

. ThomasAJ, O'Brien JT, David S, et al. Ischemic basis for deep white

matter hyperintensitiesin major depression: a neuropathological study.
Arch Gen Psychiatry 2002;59:785-792

. Dupont RM, Butters N, Schafer K, et d. Diagnostic specificity of focal

white matter abnormalitiesin bipolar and unipolar mood disorder. Biol
Psychiatry 1995;38:482-486

. Ebmeier KP, Prentice N, Ryman A, et a. Tempora abnormalitiesin

dementiaand depression: astudy using high resolution single photon
emission tomography and magnetic resonance imaging. J Neurol
Neurosurg Psychiatry 1997;63:597-604

J Clin Psychiatry 65:5, May 2004



	Table of Contents

