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Depression in Later Life
A Diagnostic and Therapeutic Challenge

RICHARD B, BIRRER, M.D., M.EH, 5t Jasephs Healthcare System, Inc., Paterson, New Jersey
SATHYA P VEMURL MD, Yuma, Arizong

Depression in elderly persons is widespread, often undiagnosed, and usually untreated. The cur-
rent system of care is fragmented and inadequate, and staff at residential and other facilities
often are ill-equipped to recognize and treat patients with depression. Because there is no reliable
diagnostic test, a careful clinical evaluation is essential. Depressive illness in later life should be
treated with antidepressants that are appropriate for use in geriatric patients. A comprehensive,
multidisciplinary approach, including consideration of electroconvulsive treatment in some cases,

Is important. The overall long-term prognosis for elderly depressed patients is good. (Am Fam
Physician 2004;69:2375-82. Copyright© 2004 American Academy of Family Physicians.)




'l :
'”‘” Depressione nel
Prevalenza

Comunita per anziani:
Depressione maggiore: 1%
Distimia: 3%
Sintomi con significato clinico: 8-15%
Tassi di prevalenza sottostimati

Medicina di base:

Sintomi con significato clinico: 17- 37%

30% di questi pz hanno depressione
maggiore

(Chiu E, Ames D. et Al, 2001)



Depressione nel
Prevalenza

Reparti ospedalieri di medicina:
Depressione maggiore: 11%
Sintomi con significato clinico: 25%

Lungodegenze.:

Depressione maggiore: 12-22%
Depressione minore: 17-30%

Careqgivers :

Sintomi con significato clinico: 25%

(Chiu E, Ames D. et Al, 2001)



Article

Major Depression in Elderly Home Health Care Patients

Martha L. Bruce, Ph.D., M.P.H.
Gail ). McAvay, Ph.D., M.S.
Patrick ). Raue, Ph.D.

Ellen L. Brown, Ed.D., M.S., R.N.
Barnett 5. Mevyers, M.D.

Denis ). Keohane, M.D., M.S.

David R. Jagoda, M.A., C.C.C.,
S.L.P.

Carol Weber, R.N., M.S.

Objective: Despite the growth of geriat-
ric horme health services, little is known
about the mental health needs of geriat-
ric patients seen in their homes. The au-
thors report the distribution, correlates,
and treatment status of DSM-IV major de-
pression in a random sample of elderly
patients receiving home health care for
medical or surgical problems

Method: Geriatric patients newlv admit-
ted to a large, traditional visiting nurse
agency were sampled on a weekly basis
over a period of 2 vears. The 539 patients
ranged in age from &5 to 102 vears; 3571
(65%) were women, and &1 (15%) were
nonwhite. The Structured Clinical Inter-
view for DSM-I Axis | Disorders was used
to interview patients and informants. The
authors reviewed the results of these in-
terviews plus the patients’ medical charts
to generate a hest-estimate DSM-IV psy-
chiatric diagnosis

Results: The patients had substantial

medical burden and disability. According
to DSM-IV criteria, 73 (13.5%) of the 539
patients were diagnosed with major de-

PTESSIon. WIOSL Of Lhese patenis 1Nes2,

7170 were experiencing their first episode

of depression, and the episode had lasted
for_more than 2 months in_most patients
M=57, 78%). Major depression was signif-
cantly associated with medical morbidity,

nstrumental activities of daily living dis-
ability, reported pain, and a past history
of depression but not with cognitive func-
tion or sociodemographic factors. Only 16
22%) of the depressed patients were re-
reiving antidepressant treatment, and
wne was receiving psyvchotherapy. Five
31%%0) of the 16 patients receiving antice-
wressants were prescribed subtherapeutic
Aoses, and two (18%) of the 11 who were
wrescribed appropriate doses reported
1wt complving with their antidepressant

IFEET.FI'I et

Conclusions: Geriatric major depression

I= twice as common in patients receiving
home care as in those receiving primary
care. Most depressions in patients receiv-
ing horme care are untreated. The poor
medical and functional status of these pa-

tients and the complex organizational
structure of home health care pose a

challenge for determining safe and effec-
tive strategies for treating depressed eld-

{Am | Psychiatry 2002; 159:1367—1374)




TABLE 3. Current Major Depression and Comorbid Medical Conditions Among 539 Elderly Home Health Care Patients

Nummber of Patients With

Comorbid Medical Condition From Patients With Major Depression® Analysis
Charlson Comorbidity Index Comorbid Condition M 2% Wald xz idf=1 p Odds Ratio  95% C

All patients 539 73 13.5
Cancer
Metastatic neoplasm 27 11.1 0.71 0.79 0.23-2.71
Monmetastatic neoplasm® : 11.3 0.35 0.75 0.42-1.36
Cerebrovascular diseased ; 15.0 0.61 1.17 0.64-2.14
Chronic pulmonary disease® 96 ' 17.7 0.1a 1.50 0.82-2.74
Congestive heart failure 16.5 0.24 1.39 0.80-2.39
Connective tissue diseasel 32 9.4 0.46 0.63 0.19%-2.13
_Mini-Mental State Examination score <24 Qi 15.6 .49 1.25 .ah—2.34
Diahetes
End-organ compromise® 50 ' 34.0 0.0001 4.1 2.13-7.91
O e oA T COTTp O Se o5 B o T 0.25-1.16
Hemiplegia 10 30.0 0.14 2.80 0.71-11.09

Liver diseasel 1 18.2 0.64 1.45 0.30-6.93
History of myocardial infarction 129 217 0.002 235 1.38-3.99
Peptic ulcer disease! 43 18.6 0.32 1.51 0.67-3.41
Peripheral vascular disease 115 217 0.004 2.18 1.28-3.73
Renal diseasel 27 ; 222 017 1.94 0.75-5.01
Any Charlson Comaorbidity Index condition 73 ' 9.h 0.28 1.58 0.6%-3.59

4 Percents are based on number of patients with comorbid condition

b 0dds ratios and p values adjusted for age and gender in a logistic regression model

© Excluding cutaneous cancers except melanoma

9 History of cerebral vascular accident and/or transient ischemic attack

® History of asthma, emphyvsema, or reactive airway disease

F History of rheumatoid arthritis, lupus, or polymyalgia rheumatica

& Bvidence of macro- or microvascular effects on the kidney, eve, brain, heart (history of a myocardial infarction), or peripheral vascular system
!‘Hismr*r of chronic hepatitis B or C or drrhosis

' History of gastrointestinal tract bleeding, perforation, or symptomatic disease requiring current treatment

I Elevated serum creatinine level secondary to renal insufficiency or dialysis




Annual Cost of Healthcare

Depression in Older Adults and
Health Care Costs

$7.000- |H None CES-D<8

$6.000 |5 Moderate CES-

$5.0001 | D=8-15
[] Severe CES-D>16
$4.000

$3.000
$2.000

$1.oooI
$O N | | |

0 (n=859)  1-2 (n=616) 3-5(n=659) 6-16 (N=423)

Levels of Chronic Disease Scol
Unutzer, et al., 1997; JAMA



'l||m| Depressione nel
Morbilita psichiatrica

Aumentato uso di alcol e sedativi
Ridotta funzione cognitiva

Compromissione di attenzione, memoria,
funzioni esecutive

Rallentamento del processamento mentale
Apseudodemenza depressi va

Esagerata compromissione se demenza e
stroke

Aumento del rischio suicidario (x 2)
Incremento del carico sui caregivers
Famiglia
Staff (es. Settings di lungodegenza)




Depressione nel
Morbidita e Mortalita Medica

Diminuita aderenza alle prescrizioni
mediche (x3):

Controlli clinici, farmaci

Esercizio, dieta, vaccinazioni
Aumento di mortalita post-IM:

hazard ratio- 4.6

Maggiore per la depressione ricorrente

(Frasure -Smith 1993, 1995)




Complex Systems Approaches to population health,
University of Michigan, Ann Harbor MI -may 30-31 2007

T~

Social and Economic Policies

Institutions (including medical care)
Neighborhoods and Communifies

g ndividual Risk Facrors
ﬁ Grenetfic/ Constituional

Parhophysiologic
Prarfways
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'|”H| isk Factors for Late-Life Depression:
Building a Conceptual Framework

= Depression Is associated with several
factors that are not mutually exclusive.

= Each factor interacts with the other to

form a complex etiological picture.

= The Biopsychosocial Conceptual Model
IS best way to view late-life depression.

= Considers the true multidimensional
nature of the disease- esp. after 65yrs
old.




Fattori biologici di rischio

Gli studi sui gemelli Ridotta increzione GH
indicano un possibile Desincronizzazione dei
contributo ritmi circadiani con
Donne/uomini 2:1 alterazione del ciclo
Modificazioni della sonno-veglia
neurotrasmissione e del Declino fisico e cognitivo
metabolismo dovute Aspetti clinici di malattie
all 0l nvecchi g fiiche

Disregolazioni ormonali Polimedicazione

(asse ipofisario e
tiroideo)




Fattori psicosocialil di rischio

Esistenza e Consistenza del supporto sociale
Autonomia ed indipendenza (funzionalita)
Residenza assistita vs. comunita

Risorse economiche disponibili/accessibili
Autopercezione di salute/benessere
Precedente depressione/dist. psichiatrici
Eventi della vita




Depressione nel
Eziopatogenesi Medica

Medical llnesses Associated with Depression Jli Medical lnesses Associated with Depression

o - 1 Metabolic- azotemia, uremia, Acid/base disturbance,
1 Genitourinary- urinary incontingnce, UT| hypoxia, hyper-fhyponatremia, hyper-/ypoglycemia,

1 Musculoskeletal- degenerative arthritis, LBP, dehydration, hyper-ypocalcemia.
osteoporosis, hip fracture, PR, Pagef's disease. » Endocrine- hyper-/hypothyroid, hyperparathyroid,

: . Diabetes, Cushing's, Addison'’s.
1 Neurological- cerebrovascular disease, TIA, strokes, fect | it UT| meningi
o : : T nrections- pneumonia, encepnalitis, Ui, meningitis,
dementia, intracranial mass, Parkinson’s disease. ' P P  Meningits

L | endocarditis, TB, brucellosis, neurosyphilis.
» Other- anemia, Vitamin Deficiencies, hematologica

S . - » Cardiovascular- CHF, MI, Angina.
or other systemic malignancy, hearing loss, vision + Pulmonary- COPD, malgnancy
l0ss, alcohol/drug abuse.

» GI- malignancy (esp. pancreas), IBS, ulcer, hepatitis.
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”“” Depressione nel |l O
Eziopatogenesi farmacologica

Alcol

Antipertensivi
calcioantagonisti, clonidina

Antineoplastici

Benzodiazepine

Narcotici

H2-R antagonisti: cimetidina

Glucocorticoidi

Digossina




'||”H| Criteri Diagnostici: DSM-IV

Depressione Maggiore: 5 sx per 2+ settimane
Umore depresso e/o anedonia
3-4 addizionali sx

Depressione Minore (Subsindromica/sottosoglia)
Distimia: lieve, moderata sintomatologia >2 anni

DIi sturbo dell 6Adattamento
Depressione con ansia

Depressione dovuta a condizione medica generale
Bipolare e/o manicale

Depressione psicotica




'l :
'”‘” Depressi one nel
Barriere alla Diagnosi

Relative al disturbo

Relative al racconto del paziente
(stigmatizzazione, cultura, farmacoterapia,
presentazione dei sintomi)

Relative al medico (stigmatizzazione, diagnosi,
tempo, servizi)




'l||m| Depressi one nel
Segni e Sintomi

Umore depressol/irritabile

Anedonia, mancanza di interesse

Sintomi vegetativi/biologici/somatici:
Astenia, disturbi dell appet
Rallentamento psicomotorio o agitazione

Sintomi psicologici:
Scarsa concentrazione, indecisione
Indegnita, colpa, ideazione suicidaria
Impotenza, disperazione, eccessivo pessimismo
Appiattimento affettivo, apatia

(Altamura C, 2006)



-un‘” Late-onset Depression
(vs. Early-onset)

Meno frequente: storia familiare di

di sturbo dell Oumor e

Piu frequente/ di maggiore entita:
Deficits al test neuropsicologici
Demenza: all oesuprdi o
Allargamento del ventricoli laterali cerebral
Compromissione uditiva heurosensoriale

Neuroimaging: iperintensita nella sostanza
bianca

(Altamura C, 2006)



'l :
'”‘” Depressione nel
Somatizzazione

Persistenti, ripetute lamentele di:
Dol ore, cefalea, nart
Sintomi Gl, perdita di peso
Sintomi vaghi, multipli e diffusi

Incapacita a identificare cause mediche

appropriate con frequenti chiamate,
visite ed esami

(Altamura C, 2006)



(da Katona e Livingston, modificato)

II”“” Sintomi anziano vs adulto

Anziano

Sintomo

Adulto

*

Umore depresso

**k*k

*k%k

Anedonia

**k*k

**

Assetto cognitivo

**

*k%k

Preoccupazioni/Apprensione

*k%k

Insonnia

**

*k%k

Agitazione

**

Pseudodemenza

Pensieri suicidari

**

**

Suicidio




-|||\H| Di stur
Per di t

ol
a

Lutto/Perdita
Puo mimare un episodio depressivo maggiore
Ti picamente ad nondateo che
pochi giorni dopo la perdita
Compromissione funzionale che tipicamente e <2
mesi

Possono scatenare un disturbo depressivo nel 10-
20% dei casi:

Prolungata compromissione del funzionamento
Significativo rallentamento psicomotorio

Sintomi psicologici persistenti: impotenza,
disperazione, indegnita, suicidalita




-||”H| Ipotesi vascolare della
Depressione

A Evidenze a supporto di questa ipotesi:
ACo-morbidita: depressione / CVD e fattori di rischio
APz con lesioni ischemiche vs. pz senza:

A Maggiore e globale compromissione cognitiva
A Maggiore apatia, rallentamento psicomotorio

A Minore agitazione, senso di colpa, insight

A Meccanismo probabile: distruzione di circuiti corticali
prefrontali (o di reti che li modulano)




Fattori che influenzano la genesi della depressione

Ereditarieta
Costituzione . influenzano lo sviluppo della personalita
Esperienze della vita

Tratti Protettivi Tratti di Vulnerabilita
Determinazione Insicurezza, dipendenza
Autostima Inflessibilita

|l ntegrit?’ O Sensibilita alla critica
Tendenza | miTenaenza al pessimismo




M
l“” Invecchiamento

Invecchiare con successo esprime la
soddisfazione della vita, che Erikson
collega al bisogno di conseguire e di
mantenere | 0Ol ntegri:t

La cosiddettan nor mal esw@dne s
vera e propria demoralizzazione che
aggrava le tante perdite che segnano
| 0et ", con | a perdit




-|||\H| Il problema della
Pseudodemenza

ne A syndrome of reversible s
cognitive problems caused by

Demenze reversibili

Pseudodemenze

Disturbi affettivi organici

Sindrome demenziale della depressione
Disturbi non cognitivi della demenza

Yousef et al,A preliminary report: a new scale toidentify the pseudodementia syndro me,int J
Geriat Psychiat,1998,13:389-399




Pseudodemenza

Caratterizzata da rapita insorgenza della perdita
di interesse, rallentamento mentale, scarsa
concentrazione, deficit della memoria e
del | 6or i1 enn apresenzao , di una
depressione grave associata ad
autosvalutazione, sentimenti di colpa, perdita di
appetito, idee suicidarie.

| deficit cognitivi rispondono bene alla terapia
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I|“ |
Depressione e Demenza

Sintomi depressivi sono presenti nel 20% circa degli anziani
(Scogin, 1994)
Su 1000 ultra-75enni, sintomi depressivi.

- nel 3.9% deil hon dementi

-nel | 6011. 8% @oesdlewWh®admeEoB)t I
In un campione di soggetti con AD
- 26% depressione subsindromica

- 11% depressione moderata (Carlson et al, 2000)




Differenze tra AD e Depressione

H| (da Bianchetti e Trabucchi, 1998, modif.)

Esordio e progressione

Esordio e progressione lenta rapida

Confabula Ha disturbi mnesici
Non ha consapevolezza Ha consapevolezza
Peggiora di sera/notte Migliora di sera
Umore incongruo Umore depresso
Segni vegetativi scarsi Segni vegetativi chiari
Non prec.psichiatrici Precedenti psichiatrici

Basso rischio suicidio Alto rischio di suicidio
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Abstract

{ Background Epidemiological smdies have shown that depression is common in instimtional setungs. However, the
sympromatology of depression in this group has not been compared to those living in the community.
' Aims To estimate the prevalence of depression and depressive symptomatology in participants living in insttutions and
compare these to people living in other settings.
Method The Medical Research Council Cognitive Function and Ageing Study (MRC CFAS) 1s a population-based cohort
comprising 13,004 individuals aged 65 and above, from five sites across England and Wales. Following screening, a stranfied
| random sub-sample of 2,640 participants received the Genatric Mental State (GMS) examination of whom 340 resided
in instmtons. Diagnoses of depression were made using the Automated Geriatric Examination for Computer-assisted
_ Taxonomy system (AGECAT; [1]).
* Results The prevalence of depression in those living in msttutions was 27.1% (93% CI 17.8-36.3) compared to 9.3% (95%
¢ CI7.8-10.9) in those living at home. Symptoms relating to depressed mood, severity of illness (e.g. wishing to be dead, future
4 looking bleak) and some non-specific symptoms wete more common in those living in residential homes. Depression was
significantly associated with younger age (F = 0.002) and high functional disability (P = 0.009) in those living in mstitutions.

¢ Conclusions Consistent with previous estmates, depression was highly prevalent in institutions, particulatly in younger
individuals with severe funcronal impairment. Those in institations report considerably more symptoms of depression.
Finding interventions which address these symptoms might improve quality of life for people in institutions, irrespective of
formal diagnoses.




Table 2. Cn:umpa nson of the prc::pu:urﬁc:n of dePres.E.ive SYIMPrOms in residents of institutions with age- and
sex-matched controls

Mot instimtonalised Instimadonalised

(n = 3387°% (r = 338% OR 95% C1
Worry il 32 1.0 7-1.a
Slowing on examination 29 55 3.0 21-44
Lack of encrgy 25 29 1.2 0.8—2.0
Loss of concentration 22 53 3.9 2.6-58
Auntonomic symptoms 21 23 1.2 0.7-2.0
Tension 1< 15 R L.5—1.5
Crylug 17 29 1.9 1.2-3.1
Monotonous voice/ expressionless face 16 36 2.9 2.0—-4.3
Slow speech 16 35 29 2.0-42
Slocping difficultics 15 22 1.6 0.9-2.8
Loneliness 15 14 R .5—-1.7
Wished to be dead 12 21 21 1.1-3258
Upset by relatdons with children or siblings 12 11 0.9 04—2.2
Severe tendency to mislay objects 11 14 1.3 0.8—2.3
Wanting to cry 11 13 1.3 07-2.3
Muddled thinking 10 35 4.7 20-74
Indecisive /slow thinking 10 19 2.2 lLd4—2a
Drepressed mood B 15 1.9 1.0-35
Looks or sounds depressed 7 22 a7 2.2-62
Funare bleak 5 14 3.2 1.4-7.1
Staying away from people 5 B 1.7 0.7-4.1
Appetite loss 5 4 0.5 0.3-2.1
Trntabilicy 3 4 1.2 04—30
Guilt and self-depreciaton 3 3 1.0 O4—2.4
Loss of interest 2 4 2.2 (Y
Weight loss 2 3 1.3 0.3i—4.5
Suicidal plan or attempt 0 1 — —

* We have included participants with a valid response to o faqs one of these items in the #. The corresponding non-institutionalised control of a missing
case 18 excluded from the analysis in this sitnation in order to ensure that the age stmcture of the remaining sample is not affected.
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Abstract

Background: The most commen gerial
systems in depression among the elderly
that urbanization promotes nucleation of
elderly. We conducted this study in K:
relationship bETWeen the ty pe of farily sy
of depression in the elderly, as well as
demographic variables.

Recenved 2
Agceptad: 2

Methods: A cross-sectional study was
Karachi, Pakistan. Questiennaire based
visiting the hospital. Depression was asse

Results: Four hundred subjects aged 65
subjects ranged from 65 to 74 years.

prevalence of depression was found to b
the following were significant (p < 0.0!
system, female sex, being single or divo
education. The elderly living in a nuclear
depression than those living in a joint fan

Conclusion: The present study founc

independent predictor of depression in Fj

population in our study was moderatel
systems towards nucleation may have a
of the elderly.

Sociodemographic variables

Q( ” W “

gure |
Comparlson of socio-demographic variables among depressed subjects in the two family systems. *Other
"sources include children, pension, other family members and charity. **Educated = Having passed more than eight grades.

Fmnancial Olhers?
Support Selfanly
P raczent
Children
Abzent

Employment hampioved) et ired

L3S
o Errplayed

Uneducaled

Education
Educaled*
L &
Marta himarried
Status 3 3
Famap

Gender
Mie
854
A 150
g5-74

B Nuclear Family System
| Joint Family System

0 10 20 30 40 50

%depressed

60




Reviews and Overviews

Prognosis of Depression in Old Age
Compared to Middle Age:
A Systematic Review of Comparative Studies

uation treatment for depress in

er people. However, older patients a

Alex ] MitChE”, M‘R"c‘Pﬂfch‘ Objective: Depression in old age hasa  co
poor long-term prognosis; equal evidence

0 ; shows that the same is true of depression
Hari SUhraII?amam’ in middle age. The authors sought to iden-
M+R+C+PS'3I’E * tifv research that has compared the prog-

nosis of depression in late life with depres-
sion in midlife under similar conditions

patients with late-onset depression are al
increased risk of medical comorbidity
Medical comorbidity is a risk factor for in-
ferior treatment response and poor anti-
depressant tolerability. Elderly patients
Method: The authors separated studies
that examined age at presentation/recruit-
ment from studies of age at first episode of

with earlv-onset depression are more
iloely to have had a higher number of prg

depression, studies that examined remis-

sion/response from those that examined PF illness

Conclusions: With control for confound-
ing variables, remission rates of depres-
sion in patients in late life are little differ-
nt from those in midlife, but relapse

Results: Evidence suggests that responi
and remission rates to pharmacotherapy
and ECT are not sufficiently different in
old-age depression and middle-age de-
pression to be clinically significant. Older
patients at study entry appear to have a
higher risk of further episodes, which in-
forms the debate about the duration of

ates appear higher. Findings underline

the importance of assessing factors re-
ted to patient age and not just to age it-
=t in evaluations of risk factors for poor
prognosis

(Am | Psychiatry 2005; 162:1588—1601)



I|||
“” Fattori di rischio suicidario

Sesso maschile

Eta molto avanzata

Malattie dolorose con perdita di speranza
Lutto/separazione

Basso livello socio-economico
Helplessness

Ritiro

Anedonia

Abuso alcoolico




..||\H| Rischio di suicidio

Negli USA, 1l 19% di tutte le morti per suicidio si
riferisce a soggetti ultra 65enni

93% dei suicidi di ultra65enni aveva comorbilita
depressione + malattia medica con dolori

M/F 4/1, con reiterazione di tentativi congrui in
caso doinsuccesso

Suicidiosubdolon | as c 1 ar ctecnicam r |
elaborate e letali




Suicide Rate by Age Per 100,000

25

=

N
2
>

=
a1
)

10%

5%

% Suicide per 100,00(

0% . . . . . . .
15- 25- 35~  45-  55-  65-  75- 85+
24 34 44 54 64 74 84
Age
Older people: 12.7% of 1999 population, but 18.8% of suicides.
(Hoyert, 1999)




M
.Hl“” PSYCHOLOGICAL AUTOPSY STUDY

DSM-III-R diagnoses of
141 (male 113) suicide victims

21- 34 35- 54 55- 74 75- 92
(n=46) (n=45) (n=36) (n=14)
* MOOD DISORDERS 14 (30%) 19 (42%) 23 (64%) 10 (71%)
* major 4% 31% A7% 579
other 25% 17% 22% 21%
* SUBSTANCE USE 70% 76% 50% 36%
DISORDER
* SCHIZOPHRENIA / 220/ 220/ 6% 0
PSYCHOSIS
OTHER AXIS | 15% 16% 20% 14%
NO AXIS | DISORDER 13% 204 8% 290

* = significant






