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epression is a chronic condition that is the most
common cause of years lost because of disability
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D
worldwide.1 Depression has been shown to be associated
with poorer physical functioning and a greater number of
employment days lost than other long-term medical con-
ditions, such as hypertension, diabetes, and arthritis.2 Na-
tional screening surveys in the United States have shown
an increase in the rate of depressive symptoms in individu-
als from the age of 65 years onward.3 These figures there-
fore indicate that the elderly subgroup of the population is
at particular risk.

Life expectancy has been steadily increasing over the
last 25 years, and, currently, over 15% of the population
are aged 65 years or older,4 equating to about 423 million
people worldwide (including developing countries). This
number is expected to increase over the coming years and,
combined with the increased risk of depression in old age,
will clearly contribute to the projected disease burden.

The management of depression in the elderly presents
a significant medical challenge. The mental health burden
will grow over time unless adequate and immediate action
is taken, in terms of improved diagnosis and increased
prescription of appropriate treatment.

PREVALENCE OF LATE-LIFE DEPRESSION

One of the largest epidemiologic studies, the Epidemi-
ologic Catchment Area Study, showed that around 15% of

individuals aged 65 years or older living in the commu-
nity experience symptoms of depression.5 However, only
1% to 2% of elderly people living in the community are
diagnosed as having major depression.5

Although major depression appears to be less common
in the elderly than in the younger population, DSM-IV di-
agnostic criteria may not be entirely appropriate for late-
life depression, as the full syndrome is rather difficult to
diagnose in older individuals.6 It has been shown that
13% to 27% of elderly residents living in the community
have subsyndromal depression or depressive symptoms
that do not meet full diagnostic criteria.7,8 Such subsyn-
dromal depression has been shown to increase substan-
tially with age.9

With regard to gender differences, elderly women ap-
pear to be at increased risk of developing depressive
symptoms compared with men. A recent study found
that the prevalence of depression in women aged over 60
years was twice that of men in the same age group.10 This
finding, however, reflects the prevalence of depression in
the general population: the DEPRES study (pan-European
survey of depression in the general population) found de-
pressive symptoms in women to be higher than in men
(10.7% vs. 5.8% overall), a female-to-male ratio of ap-
proximately 2:1.11 The question of whether men suffer
with depression to the same extent as their female coun-
terparts has yet to be answered, but studies in young adults
suggest that women tend to report a greater number of
symptoms than men at interview.12

The living environment of the elderly can strongly af-
fect the prevalence of depression. Koenig and Blazer13 re-
ported that up to a quarter (15%–25%) of residents in
nursing homes suffer from major or minor depression,
and a more recent study14 reported that as many as 47%
of nursing home residents were depressed compared with
24% of those living independently. High rates of new
depression in nursing homes have also been reported:
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around 13% of residents develop a new episode of major
depression within 1 year and a further 18% of residents
develop new depressive symptoms.13

LATE-LIFE DEPRESSION—
A COMORBID PRESENTATION

In general, depression in the elderly tends to be associ-
ated with physical illness, whereas a family history of de-
pression is more often associated with onset in younger
patients.5 However, elderly people with depression appear
to be less inclined to come forward for treatment of de-
pression than their younger counterparts; they often con-
clude that depressive symptoms are a normal consequence
of aging, socioeconomic problems, or physical illness en-
countered in late life. Primary care physicians often share
the same attitude as their elderly patients. Meldon et al.14

found that elderly patients who described their health as
poor were more likely to be depressed (51%) than those
elderly patients who reported their health to be good
or fair (19% depressed). Late-life depression is often ac-
companied by symptoms of anxiety; rates of comorbid
anxiety symptoms of 60% to 90% have been reported.15,16

The presence of anxiety is correlated with more severe
symptoms.17

The decrease in functionality expected later in life can
contribute to the underrecognition of depression in the el-
derly.6 High levels of coexisting medical disorders can
also confound the diagnosis. Both the sufferer and the
evaluating physician are often more concerned about con-
current medical conditions, and depressive symptoms
may be overlooked. The elderly will more readily report
somatic symptoms such as loss of appetite, sleeplessness,
motor retardation, fatigue, and anergia than depressed
mood. Also, depressed mood, a core diagnostic symptom
of depression, is often attributed to normal aging, and the
elderly remain reluctant to present it as a symptom. Con-
sequently, physicians do not record the symptom of de-
pressed mood, and patients fail to meet criteria for major
depression.6 Recently, Meldon et al.14 conducted an obser-
vational survey of geriatric patients who presented at an
urban, public hospital emergency department. Emergency
physicians failed to recognize depression in all those pa-
tients found to be depressed on the basis of a self-rated de-
pression scale.

Social or functional impairment needs to be present to
diagnose major depression, and this is easy to miss in those
patients who are no longer working and whose social and
functional aspirations are reduced. The failure to carefully
assess function is considered to be the major cause of the
underdiagnosis of major depression in the elderly.

Course and Treatment of Late-Life Depression
Late-life depression mostly follows a chronic course.

A first episode of depression in an elderly individual is

often predictive of a more chronic course, with late age at
onset indicative of slow recovery.18

Chronic or recurrent depression occurs in almost all el-
derly patients and, therefore, there is a need for long-term
treatment of patients with late-life depression. The likeli-
hood of receiving antidepressant treatment remains lower
in the elderly, however, than in younger adults. To place
this in context, results from the recent DEPRES study
showed that when a patient with major depression visited
the doctor, there was only a 10% chance of the patient be-
ing prescribed an antidepressant.11 In those patients in
whom depression was recognized, there was still only a
25% chance of receiving an antidepressant.11 Such a find-
ing is of concern to elderly patients, considering that de-
pressive symptoms in late life often remain undetected;
only a small fraction of elderly patients with depression
will receive appropriate treatment.

IMPACT OF LATE-LIFE DEPRESSION

Undiagnosed depression is an important source of ex-
cess disability and diminished quality of life in the el-
derly.19 Even disability resulting from milder depressive
syndromes, common in the elderly, appears to be compa-
rable with that associated with major depression.7

Late-life depression is closely linked with the inci-
dence of suicide, and research suggests that the risk of
suicide increases with age in individuals with depressive
symptoms.20 Suicide among the elderly without a diag-
nosable mental disorder appears to be rare.21

In the United States, white males appear to be at great-
est risk of suicide, and men aged 65 years or older account
for 81% of all suicides.20 Between 1980 and 1992, 74,675
suicides occurred among subjects aged 65 years or older;
of these, 4537 occurred in 1980 and 6160 occurred in
1992—an increase of 36%.22 The overall suicide rate (per
100,000) for people aged 65 years or over increased by
9% between 1980 and 1992. When age was considered,
the suicide rate among individuals aged 80 to 84 years
had increased by 35% from 1980 levels.22 In contrast, the
suicide rate among individuals aged over 85 years had in-
creased by 15%, and the suicide rate among those aged 75
to 79 years had increased by 11%, over the 12-year pe-
riod.22 Interestingly, suicide rates decreased for individu-
als aged 65 to 74 years, from 1980 levels.22

European studies also support older age and male sex
as risk factors for suicide.23–25 For example, a study in
Austria demonstrated that suicide rates for men follow a
biphasic age-related curve, with a steep increase in sui-
cide rate for men aged 65 years or more (with another ear-
lier peak suicide rate for men in their 20s).23 Similarly, in
Italy, the highest suicide rate was observed for men aged
over 65 years.24 Between 1974 and 1989, suicide rates in
Italy increased by 77% in men and by 70% in women
among the 65 years or more age group.24
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Late-life suicide victims, as do younger victims, typi-
cally contact their physician prior to their death. Accord-
ing to a recent study, approximately 40% of elderly pa-
tients with depressive symptoms who committed suicide
had visited a primary care physician during their last
week of life.26 These results suggest that the failure to
treat depression in such patients was not associated with
restricted access to primary care. The importance of late-
life suicide and depression in the primary care context is
therefore highlighted.

LATE-LIFE DEPRESSION:
THE NEED FOR EDUCATION?

Could the detection and treatment of depression by pri-
mary care physicians be improved through educational
intervention? A scheme undertaken in the island commu-
nity of Gotland, Sweden, in 1983 and 1984, sought to an-
swer this question. After physicians received education on
the detection and treatment of depression, rates of depres-
sive suicides among all suicides reported decreased from
42% (11/26) to 12% (2/17).27 Thus, the Gotland Study
provides evidence that early recognition and adequate
treatment of depression can successfully prevent sui-
cide.28 Following educational intervention, the prescrip-
tion of antidepressants also increased, and there was a
concomitant decrease in the prescription of major tran-
quilizers, sedatives, and hypnotics.29

Retrospective clinical analysis of the Gotland Study
has confirmed that the significant decrease in the suicide
rate after the program was a direct result of the effective
decrease in depressive suicides in the area served by the
participating physicians.27 Such a decrease in suicide rate,
however, appears to be time dependent, with suicide fig-
ures returning to baseline levels within 3 to 4 years of the
education program. Educational programs of this kind,
therefore, need to be repeated at timely intervals.28

Further evidence to support the results of the Gotland
Study has recently been presented, following a regional
analysis of suicide rates in Hungary. A strong, positive
correlation was found between the number of working
physicians per 100,000 inhabitants and the rate of diag-
nosed depression. High numbers of physicians and diag-
noses of depression led to a lower rate of suicide, con-
firming the importance of recognition and treatment of
depression for reducing suicide.30

Recognition of depression needs to be accompanied by
appropriate antidepressant treatment. The failure to treat
major depression even when it is recognized must there-
fore contribute to the suicide attempt and completion rate.
The treatment of depression with antidepressants needs to
be undertaken using an appropriate dose and for a suffi-
cient period of time. Evidence suggests that subtherapeutic
doses particularly of the tricyclic antidepressants, which
are very common, provide the means for completing sui-

cide without providing the possibility of proper treatment
of the depression. Teaching in the use of safer, more effec-
tive antidepressants is a necessary part of education.

ECONOMIC IMPLICATIONS
OF LATE-LIFE DEPRESSION

The interaction between depression and physical ill-
ness in the elderly is a vicious circle. Depression itself
can present with physical symptoms, and antidepressant
therapy can improve both sets of symptoms. Depression
has been shown to cause an increase in most physical ill-
nesses, and therefore depression needs to be treated as a
high priority. Frasure-Smith et al.31–33 have presented
compelling evidence that depression is the single most
important risk factor for mortality following myocardial
infarction, in both men and women. Aggressive treatment
of depression is warranted in these patients.

Failure to recognize depression in primary care may
mean that health services are used inappropriately to de-
termine another cause for the signs and symptoms pre-
sented by the patient. Also, in elderly hospitalized pa-
tients, depression is associated with increased physician
and emergency department visits,34 longer hospital stays,
and increased morbidity.35,36 Such increased morbidity
contributes to the burden upon health care resources.

Ten years ago, Koenig et al.37 found that health care uti-
lization, in terms of inpatient length of stay, was signifi-
cantly higher for elderly depressed patients than matched
controls without depression (25 vs. 16 days). A more re-
cent study has confirmed that such a trend in health ser-
vice usage continues to exist and showed that depressed
elderly medical inpatients receive no more mental health
services than nondepressed patients.38

Clearly, an increase in the number of elderly patients
diagnosed with depression and treated appropriately may
well reduce this health care burden. For example, the edu-
cational program from the Gotland Study generalized to
Sweden would have provided savings in the order of U.S.
$26 million.29

CONCLUSIONS

Depressive symptoms are highly prevalent in the el-
derly population. If current life expectancy trends con-
tinue as predicted, these full and partial symptom depres-
sions will become an increasingly important public health
issue. Late-life depression differs from depression in
younger adults in terms of presentation and frequency of
medical comorbidity. Consequently, appropriate diagnos-
tic criteria are required to allow accurate diagnosis by the
primary care physician. As late-life depression, with or
without comorbid anxiety, is a chronic and recurring con-
dition, it requires prolonged, effective treatment. Appro-
priate treatment may ease the burden that late-life depres-
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sion imposes on the individual and society in terms of
health care resources, morbidity, increased risk of suicide,
and the poorer outcome of concomitant illness.
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Discussion

Dr. Thompson: You suggested that depression symp-
toms are more common with age and increase steadily
from the age of 65. In primary care, the onset of depres-
sion and the prevalence of depressive symptoms are most
common between the ages of 18 and 44, and being over
the age of 65, retired, is actually a protective factor. So, is
it the case that as you get older, you are inevitably more
likely to become depressed?

Dr. Montgomery: No. The level of major depression is
around 1% to 2% in the elderly, which is lower than in the
younger population. However, the level of depressive
symptoms is much higher, and the question arises as to
whether the diagnostic criteria for major depressive disor-
der are appropriate in the elderly. The question of depres-
sive symptoms rather than major depression is important
in the elderly.

Dr. Salzman: If DSM diagnostic criteria for major de-
pression are used, the prevalence clearly declines from the
age of 65, which is quite surprising, since the old notion
was that depression and old age are associated. In commu-
nity, hospital, and nursing home samples, the symptoms of
depression, including dysthymia and even subsyndromal
depression, do increase with age. This suggests that diag-
nostic criteria may not be useful for identifying cases of
clinically meaningful depression in the elderly and that we
have been underestimating depression by basing our diag-
nosis on DSM diagnostic criteria. What is likely to be true
in the community is that more elderly than younger people
suffer from depressive symptoms, but they may not meet
the full criteria for depression.

Dr. Zisook: The Epidemiologic Catchment Area
(ECA) data did not show this [Robins LN, et al, eds. Psy-
chiatric Disorders in America: The Epidemiologic Catch-
ment Area Study. New York, NY: The Free Press; 1991:
60–69]. Those data showed that depressive symptoms
were more prevalent than the syndrome in late life,
but even the symptoms were more prevalent in the 18- to
45-year-old age group than in the older age group.

Dr. Beekman: The findings depend on the characteris-
tics of the sample in the study. Epidemiologic studies can
be confusing because some probability samples use the
whole elderly population, some stop with 80-year-old sub-
jects, and others have stratified sampling designs. In fact,
there are few studies that include cohorts of the very old,
for example, starting at 55 years and continuing to 95
years. A few Scandinavian studies [Beekman ATF, et al.

Br J Psychiatry 1999;174:307–311] with very old cohorts
have shown that major depression is quite prevalent
among those aged 85 or older.

Dr. Zisook: Correction for general medical health and
disability may lower the prevalence of depression in the
oldest age group. ECA data were gathered by untrained in-
terviewers who often discounted depression in people with
medical illnesses. Older people living in the community
have a variety of medical illnesses, and depressive symp-
toms may simply not be recorded in late life.

Dr. Sadavoy: We put too much effort into trying to an-
swer the question, “How many people get depressed?” It is
important, but we know the broad answer: many older
people get depressed, but mostly they fail to meet the cri-
teria we have defined for major depression. They do, how-
ever, meet many other criteria.

Dr. Salzman: How do we define depression? Asking
the question “Do you feel sad or depressed?” provides
meaningless answers in the elderly. Using other criteria,
such as “withdrawal from life” and “irritability” may give
different answers. I think that we should talk about rede-
fining what we mean by depression in late life, or very late
life, and how we account for the physical disabilities, di-
minished cognitive capacities, and the inevitability of de-
cline and death. I agree that focusing our effort on inci-
dence and prevalence is getting us nowhere.

Dr. Thompson: I agree that the Hamilton Rating Scale
for Depression and DSM criteria are not so good in the el-
derly, but I’m concerned about the idea of redefining crite-
ria to suit our objective of showing that depression in-
creases with age. In our community general practice study,
in a population of 18,500 to which self-rated scales using
symptoms rather than cutoffs were administered, preva-
lence rates for depressive symptoms remained the same
after 65 years of age. They did not increase. This may be
because the depressed elderly were not consulting physi-
cians. Unfortunately, we did not include institutions in the
sample.

Dr. Beekman: If you combine prevalence data from 14
studies across 11 European countries, you see little change
in the prevalence of depression across late life, but a rise in
the level of symptoms. It is far more interesting to look at
the patterns of risk factors affecting changes in prevalence
and the type of depression we are seeing. Across late life,
some risk factors increase, such as bereavement and
physical illness, but others decline, such as biological vul-
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Discussion

nerability; the most vulnerable people don’t live very
long. I think late-onset depression has a different pattern
of symptoms and underlying risk factors, and this may af-
fect both prognosis and treatment, although we need to
know more about it.

Dr. Zisook: We can use DSM in the elderly, if we apply
the criteria appropriately, but it would be good to have
some alternatives. Often we don’t see dysphoria in the el-
derly, but loss of interest is a common finding. We need to
consider comorbidity and disturbances in sleep and appe-
tite as symptoms of depression in later life. I think that
DSM is acceptable for assessing depression in the younger
old, but it is not so good in the very old and in the old who
are very ill. For these categories of patients, we should
look at alternatives.

Dr. Montgomery: I also think it unwise to dispense
with DSM entirely. We should talk about alternatives, some
of which you have mentioned. Should we say that the pres-
ence of depressed mood is not appropriate as an essential
criterion for diagnosis of major depression in the elderly?
This would be similar to the exception that has been made
for the diagnosis of major depression in children.

Dr. Zisook: I question the statement that the elderly fail
to endorse depressed mood. I think it depends on the lan-
guage in which we put the questions. If you ask the ques-

tions in a rapid, cross-sectional manner—“Are you de-
pressed?” “Do you have sleep problems?” etc.—then it is
true that you tend to fail to get depression endorsed. But if
you take the time to talk to patients, you can establish how
they are feeling. The key issue in diagnosis is that, in a
specialized setting we do it pretty well, but for the general
population, it is done abysmally. Investigation of depres-
sion in the elderly is rarely performed, and when it is, it is
usually undertaken in an unacceptable manner.

We also have to ask whether some of the language in-
terpretation is a cohort effect. Are we dealing with groups
of individuals who are psychologically less sophisticated
and knowledgeable? If we focus on the diagnosis and not
the population groups, we will miss the variability. Cer-
tainly in the United States and Canada there is variability
between different cultural groups in the way that language
is understood and how feeling states are understood and
expressed.

Dr. Salzman: I agree with that statement. Another fac-
tor is who is asking and who is observing. One of the
things we ask the elderly is how they are feeling, in clini-
cally relevant ways. Even an interviewer conducting a
sensitive cross-sectional analysis may not provide you
with the same level of information as a caregiver who ob-
serves the older person over a 24-hour period.


