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MOOD :
• Mood is a pervasive and sustained feeling tone that is experienced internally and 

that influences a person's behavior and perception of the world.

• Affect is the external expression of mood. Mood can be normal, elevated, or 
depressed. 

• Depression is a serious mood disorder. It can affect the way you feel, act, and 

think. Depression is a common problem among older adults, but clinical

depression is not a normal part of aging. Ageism may influence and cause 

clinicians to accept depressive symptoms as normal in older patients



Most common mental disorders
of old age :

• Depressive disorders, cognitive disorders, anxiety disorders and alcohol use 
disorders.

• Anxiety disorders were the most prevalent disorders among those 65 years and 
older.

• Depressive disorders are one of the common psychiatric ailments seen in elderly 
population.

• (WHO): prevalence of depressive disorders among elderly is 10 to 20% .

• Prevalence in community-based studies have varied from 8.9% to 62.16% and clinic 
based studies have estimated the prevalence of depression to range from 42.4 to 72%.



INTRODUCTION:

• Depression in elderly has been shown to be associated with significant negative 
consequences ranging from poor quality of life, difficulties with activities of daily living, 
physical comorbidities, premature mortality and cognitive impairments.

• depression in elderly is associated with higher risk of suicide, more frequent 
hospitalization, higher number of consultations with the treatment agencies and family
burden , than adult population.

• The underrecognition of depression in older persons may occur because the disorder 
appears more often with somatic complaints in older. 

• Hence, it is very important to recognise depression among elderly and manage the same.



Epidemiology:
• Sex :is the twofold greater prevalence of major depressive disorder in women

than in men. 

• Marital Status :Major depressive disorder occurs most often in persons without
close interpersonal relationships or in those who are divorced or separated .

• Socioeconomic and Cultural Factors :                                                    

No correlation has been found between socioeconomic status and major 
depressive disorder.                                               

• Depression is more common in rural areas than in urban areas.                                                 

• The prevalence of mood disorder does not differ among races.                                        



Late Life Stressors 
that place older adults at risk of 
mental health disorders:

• Old age  – even though older adults are more likely to 

experience life stressors – old age is NOT a risk factor for 

an increasing risk for a mental health disorder; in fact, 

‘most’ older adults are able to cope with late life stressors 

without developing significant mental health disorders.



• Chronic physical health condition(s) such as stroke or cancer

• Death of a loved one

• caregiver stress

• Social isolation/lack or loss of social roles or support

• History of mental health problems

• Decreased cognitive functioning

• Financial constraints

• Vitamin D deficiency

https://www.nia.nih.gov/health/stroke
https://www.nia.nih.gov/health/taking-care-yourself-tips-caregivers


• Genes – people who have a family history of depression may be at higher risk

• Sleep problems

• Lack of exercise or physical activity

• Addiction and/or alcoholism —included in Substance-Induced Depressive Disorder

https://www.nia.nih.gov/health/good-nights-sleep
https://www.nia.nih.gov/health/exercise-physical-activity
https://www.nia.nih.gov/health/when-does-drinking-become-problem


Etiology :
• Psychosocial Factors (Life Events and Environmental 

Stress ):

loss of a spouse, unemployment (three times more ), 
Recent stressful events are the most powerful predictors 
of the onset of a depressive episode. 

• Personality Factors: Persons with certain personality 
disorders OCPD, histrionic, and borderline may be at 
greater risk for depression than persons with antisocial or 
paranoid personality disorder. 



Signs and Symptoms:
• Persistent sad, anxious, or "empty" mood

• Feelings of hopelessness, guilt, worthlessness, or helplessness

• Irritability, restlessness, or having trouble sitting still

• Loss of interest in once pleasurable activities, including sex

• Decreased energy or fatigue

• Moving or talking more slowly

• Difficulty concentrating, remembering, or making decisions

• Difficulty sleeping, waking up too early in the morning, or oversleeping

• Eating more or less than usual, usually with unplanned weight gain or loss

• Thoughts of death or suicide, or suicide attempts

• Pseudodementia

• If you have several of these signs and symptoms and they last for more than two weeks

https://www.nia.nih.gov/health/fatigue-older-adults
https://www.nia.nih.gov/health/good-nights-sleep


Diagnostic Challenge :

• Symptoms of depressive and physical disorders often overlap, e.g.,

➢ Fatigue

➢ Disturbed sleep

➢ Diminished appetite

• Seriously ill or disabled persons may focus on thoughts of death or 

worthlessness, but not suicide

• Side effects of drugs for other illnesses may be confused with depressive 

symptoms



• Accordingly, any elderly individual presenting with first episode depression in the late age 

must be properly evaluated for underlying physical illnesses. There is significant overlap of 

symptoms of depression and various medical illnesses and it is often difficult to segregate the 

attribution of symptoms. Symptoms such as weight loss, fatigue and insomnia may overlap 

with patients suffering from various physical illnesses.



Many physical illnesses have been shown to have high 
prevalence of depression:



DIAGNOSTIC COMPLEXITIES OF DIAGNOSING 
DEPRESSIVE DISORDERS IN ELDERLY:

• Depressive disorders in elderly can include a spectrum of disorders

• There is lack of consensus on the age cut-off used to define late onset depression, 

with some of the authors considering the age cut-off of 60 years, whereas others 

define it as experiencing first episode of depression ≥ 65 years of age

• Hence it is postulated that although the presence of standard diagnostic criteria is a 

necessary for of depression in elderly, this is not sufficient condition for diagnosis of 

depression in elderly.





Major Depressive Episode:

• Depressed mood

• Anhedonia

• Decrease or increase in appetite OR significant weight

loss or gain

• Persistently increased or decreased sleep

• Psychomotor agitation or retardation



• Fatigue or low energy

• Feelings of worthlessness or inappropriate guilt

• Decreased concentration or indecisiveness

• Recurrent thoughts of death, suicidal ideation, or suicide 

attempt



• Five or more symptoms present for ≥ 2 weeks



Minor :

• Some of the studies suggest that with increasing age prevalence of major depression 

decreases and that of minor or sub-threshold depression increases.

• In DSM-5, minor depression can be subsumed under the category of “Other specified 

depressive disorder, depressive episode with insufficient symptoms”, which is 

characterised by presence of depressed affect and at least one of the other eight 

symptoms of MDD, which is associated with clinically significant distress or 

impairment that persists for a duration of at least 2 weeks.



vascular depression:

• and newer studies based on magnetic resonance imaging (MRI) suggest that 

vascular depression accounts for upto 50% of depression in elderly.





Depression is elderly is also often associated with use of 
certain medications:

• It is important to evaluate the temporal correlation of use of medications (starting 

of medications, escalation of dose of medication) and emergence of depressive 

symptoms to make any conclusion about the association.







Atypical Presentation of Depression in Older 
Adults:

• More often report somatic symptoms

• Less often report depressed mood

• May present with “masked” depression cloaked in preoccupation with 

physical concerns and complicated by overlap of physical and emotional 

symptoms

• For those with a medical condition, depressive symptoms significantly 

reduce survival.



atypical presentation of depression:

• While assessing depression among elderly it is important to remember that many 

elderly have atypical presentation of their depression. They may present with 

chronic unexplained physical symptoms, cognitive symptoms, change in behaviour, 

anxiety and worries, irritability and dysphoria.

• While evaluating elderly patients, it must be remembered that when neurotic 

symptoms like hypochondriasis, obsessive compulsive features emerge for the first

time in life in old age, than more often than not, these are associated with 

depression.



substance use disorders:

• Elderly patients presenting with depression should also be properly evaluated for 

substance use disorders. At times, elderly patients with depression may present 

with alcohol dependence arising for the first time in the later life. A thorough history 

from the patient and an informant often provides clarity. Whenever required, 

appropriate tests like, urine or blood screens (with prior consent) may be used to 

confirm the existence of comorbid substance abuse/dependence.



Suicide:

• Elderly patients with depression are at higher risk for self-harm and completed 

suicide when compared to young adults. Depression is the most common risk factor 

for suicide in elderly. Hence, every patient must be properly evaluated for suicidal 

behaviours.

• The risk factor for suicide among elderly and those with depression include older 

age, male gender, severe anxiety, panic attacks, living alone, severe depression, 

bereavement (especially in men) and presence of comorbid alcohol misuse, physical 

pain and history of suicide attempts in the past.



Dementia:

• At times depression among elderly is often confused with dementia. Symptoms like 

apathy, loss of initiative, social withdrawal and cognitive dysfunction (poor attention 

and concentration) are present in both the disorders.

• Compared to dementia, depression often have more rapid onset, have evidence of 

mood change, diurnal variation with morning worsening of symptoms, intact

orientation, fluctuating and inconsistent cognitive deficits, may give more ‘don't 

know’ answers, significant personal distress, disturbed sleep and appetite and 

suicidal ideations.





nutritional deficiencies:

• An important aspect for evaluation of depression in elderly also involves evaluation 

for nutritional deficiencies which may be responsible for the depressive symptoms 

and correction of these may be sufficient to manage depressive symptoms.



does not have bipolar disorder:

• Before considering the diagnosis of unipolar depressive disorders, it is important to 

ascertain that patient does not have bipolar disorder as use of antidepressants in 

patients with bipolar disorder can lead to antidepressant induced switch. Elderly 

patients presenting with depressive disorders often do not come up with history of 

previous hypomanic or manic episodes. Meticulous history from the patient, family 

members, review of treatment records often provide important clues and aid in 

confirming the diagnosis of bipolar disorder.



• Depression is a truly multifactorial disorder. Given the 

importance of genetic and environmental risk factors, aging 

processes, neurodegenerative and cerebrovascular disease 

processes, and medical comorbidity.



Formulating a treatment plan:









• While assessing elderly for depression, it is important to remember that elderly patients 

often under-report their depressive symptoms and they may not acknowledge being sad, 

down or depressed. Common depressive symptoms (such as lack of enjoyment in normal 

activities, loss of interest in life, apprehension about future, poor sleep, recurrent thoughts of 

death, persistent unexplained pain, poor concentration or impaired memory) are often 

misattributed to old age, dementia or poor health. Due to this depression among elderly is 

often under-detected and untreated for a long time. Many elderly patients with depression 

often tend to report more somatic and cognitive symptoms than affective symptoms.



Indications for admission in elderly patients with depression:



TREATMENT OPTIONS FOR MANAGEMENT FOR 

DEPRESSION:

• The available treatment options for management of depression can be broadly 

categorised into antidepressants, somatic treatments and psychosocial 

interventions.



Antidepressant :

• Antidepressants are the usually preferred modality of treatment for mild, moderate, 

or severe depressive episode.









Selecting specific antidepressant:

• In general, there is no difference in the efficacy of various antidepressants in 

management of depression.

• If a tricyclic antidepressant has to be used, drugs with pronounced anticholinergic 

effects, such as amitriptyline, should be avoided. Antidepressants associated with 

side effects like hypotension, and those with highly sedating properties must be 

avoided.



• Among the cyclic compounds, desipramine is less sedating and can be taken during the 

day, and nortriptyline is less likely to cause orthostatic hypotension than amitriptyline or 

imipramine. Although MAOIs are thought to be dangerous and difficult to use, drugs 

such as phenelzine are relatively safe and effective in older patients. However, it is 

important to remember that MAO inhibitors are associated with development of 

hypotension, hypertension, and food-drug interactions. Moclobemide is well tolerated by 

older people.



• Blood pressure monitoring is necessary with venlafaxine in patients with pre-existing 

cardiovascular disease and patients taking relatively high dosages. Nefazodone works 

well in patients with anxiety and depression. Gastrointestinal symptoms side effects with 

SSRIs are well known. Among the SSRIs sertraline and citalopram have the least potential 

for drug interactions.

• A small proportion of elderly patients who are prescribed antidepressants may go on to 

develop hyponatremia.

• Accordingly, some of the authors suggest evaluating the baseline serum sodium levels in all 

elderly patients prior to initiation of antidepressants and monitoring the same during the 

initial phase of treatment.



• Antidepressants, specifically those which act on serotonergic system, decrease platelet 

aggregation and increase the risk of bleeding. Risk of serotonergic antidepressants 

associated GI bleed is high in elderly, those with history of peptic ulcers, gastritis, 

oesophageal varices, gastric or colorectal cancers, chronic alcohol use, liver disease, 

coagulopathies and concomitant use of other medications



Points to remember for prescription of 
antidepressants in elderly:



• The dose of antidepressants can be increased if patient compliance is good and 

there is no response during the initial 3 weeks of treatment.

• Improvement with pharmacotherapy can be observed after 4-6 weeks of treatment.



Psychotherapeutic interventions:

• Out of the various psychotherapeutic models used in elderly, cognitive behavior 

therapy (CBT)/Problem solving techniques, interpersonal psychotherapy (IPT), 

Brief dynamic therapy and reminiscence therapy have been found to have some 

evidence



somatic treatments :

• The various somatic treatments include electro-convulsive therapy (ECT) 

repetitive transcranial magnetic stimulation (rTMS), transcranial direct 

stimulation, vagal nerve stimulation and deep brain stimulation.



• ESTABLISH AND MAINTAIN A THERAPEUTIC ALLIANCE

• MONITOR THE PATIENT'S PSYCHIATRIC STATUS AND SAFETY

• PROVIDE EDUCATION TO THE PATIENT AND, WHEN APPROPRIATE, TO THE FAMILY

• ENHANCE TREATMENT ADHERENCE

• ADDRESS THE ISSUE OF EARLY SIGNS OF RELAPSE



6 Depression Prevention 

Strategies for Older Adults



• 1. Physical Activity

• 2. Regular Sleep Patterns

• 3. Healthy Diet

• 4. Plenty of Water

• 5. Socialization

• 6. Favorite Hobbies



psychosocial factors:

• Various psychosocial factors associated with depression among elderly include 

loneliness, poor social/family support, isolation/no social interaction, dependency, 

lack of family care and affection/lack of caregivers, insufficient time spent with 

children, stressful life events, perceived poor health status, lifestyle and dietary 

factors, lack of hobby, irregular dietary habits, substance use/smoking, lower 

spirituality and emotion-based coping.



thanks for your attention


