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Objectives

Identify key life stage challenges that contribute to depression in older adults, including biological, 
psychosocial, and functional factors.

Describe the DSM-5-TR diagnostic criteria for major depressive disorder and recognize how depression may 
present differently in geriatric patients.

Utilize validated screening tools such as the Geriatric Depression Scale (GDS), Patient Health Questionnaire-
9 (PHQ-9), and Cornell Scale for Depression in Dementia (CSDD) to assess depression in older adults.

Compare the efficacy, safety, and considerations of pharmacological treatments, including SSRIs, SNRIs, and 
adjunctive medications, while recognizing potential risks in older adults.

Discuss non-pharmacological interventions such as psychotherapy, social engagement strategies, exercise, 
and emerging therapies to manage geriatric depression.



The number of geriatric psychiatrists is shrinking while the number 
of older adults grows.

The proportion of the population 
over age 65 will increase from 
12.4% of the U.S. population in 
2000 to 20% by the year 2030.

During the same time, the number 
of older adults with mental illness 
is expected to double to 15 
million.

By the year 2030 there will be 
approximately one geriatric 
psychiatrist per 5,682 older adults 
with a psychiatric disorder.



Late Life Depression
Epidemiology and Etiology 



Meet Mrs. Sufferage

Mrs. Suffrage is an 81 yo F with HTN, mycobacterial lung disease s/p 
lobectomy on 2L oxygen, and MDD recurrent in sustained remission.  
She is visiting her PCP for routine follow up and overall reports doing 
well.  She is taking her medications but is feeling more “down and 
tired” lately.  She first became depressed at age 45 after her children 
left the house.  She has been retired for over 30 years from her job as 
a relator and is quite involved in family life.  She has a supportive 
husband and adult children in town.  She has had a stable mood while 
on paroxetine for over 20 years.  Her PCP refers her to the in-clinic 
psychiatrist to establish with the behavioral health.  



Late-life depression (LLD) encompasses a wide spectrum 
marked by variability in presentation and severity of 
symptoms.



Age-, disease-, psychology-, and social-related 
etiological factors can contribute to LLD vulnerability.



The etiology of LLD disorders is multifactorial with a 
combination of biological and psychological factors 
influencing risk.



Prevalence estimates of MDD differ according 
to the source of data. 

12-month prevalence of 
MDD in a community-based 

sample of older adults 
(>65yo) is ~ 1 % - 5 %.

DSM-5 diagnosis occurs in 
4%- 5% of community 

dwelling adults. 

In hospital and long-term 
care settings up to 21% of 
hospitalized elderly meet 

criteria for MDD.



Depression and medical problems are frequently 
comorbid, and the causal pathway may be bidirectional.

Depression in 
chronic 
medical 

conditions is 
associated with 

Poorer medical 
outcomes.

Greater frequency 
of depression.

Comorbidity between major depressive disorder and physical diseases: a comprehensive review of 
epidemiology, mechanisms and management. World Psychiatry, 22: 366-387. https://doi.org/10.1002/wps.21110

https://doi.org/10.1002/wps.21110


Depression with frailty is associated with greater 
functional impairment and poorer outcomes. 

• 73% more likely to experience mobility restrictions within six years.

• 67% more likely to experience impairment in ADL’s.

Soysal P, Veronese N, Thompson T, Kahl KG, Fernandes BS, Prina AM, Solmi M, Schofield P, Koyanagi A, Tseng 
PT, Lin PY, Chu CS, Cosco TD, Cesari M, Carvalho AF, Stubbs B. Relationship between depression and frailty in 
older adults: A systematic review and meta-analysis. Ageing Res Rev. 2017 Jul;36:78-87. doi: 
10.1016/j.arr.2017.03.005. Epub 2017 Mar 31. PMID: 28366616.

Disability increase the risk for depressive symptoms.



Depressive symptoms are associated with poor performance on 
cognitive testing and cognitive impairment.

Greater impairment in 
cognition is associated with a 
poorer acute response to anti-
depressant medication.

When antidepressant 
treatment is successful, 
cognitive performance often 
improves. 

Older persons with previous 
depression may still not 
perform as well as expected 
and deficits often persist. 



Late life depression is associated with an increased 
risk of dementia with an odds ratio of ~ 2.0.

The effects of depression and 
neuropathology appear 

additive.

Depression with Alzheimer’s can 
worsen cognitive impairment 
than that of only neuropathy.

LLD in remission is associated 
with accelerated cognitive 

decline and may become a NCD.

Byers, A., Yaffe, K. Depression and risk of developing dementia. Nat Rev Neurol 7, 323–331 (2011). https://doi.org/10.1038/nrneurol.2011.60



Individuals aged 85 and above consistently exhibiting higher 
mortality rates than younger age groups. 

~50% increase in 
mortality risk in older 
adults with 
depression

Greater severity and 
duration of 
depressive symptoms 
increase mortality risk 
in elderly population.

Trends and Factors Associated With the Mortality Rate of Depressive Episodes: An Analysis 
of the CDC Wide-Ranging Online Data for Epidemiological Research (WONDER) Database. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10410604/


Adult age 70 or older have the highest 
risk for suicide in most regions of the 
world but it varies by sex.

• White

• Male

• Older (> 75 years)

Highest risk factors

• Widowed/divorced 

• Living alone

• Retired

• Poor physical health

Other risk factors

• more likely to use lethal methods

• more likely to result in death 

• less likely to express suicidal thoughts or 
history of attempts

• Less likely to receive care in mental health 
clinics

Older adults

CDC Suicide Data and 
Statistics

https://www.cdc.gov/suicide/suicide-data-statistics.html
https://www.cdc.gov/suicide/suicide-data-statistics.html


Late Life Depression
Differential Diagnosis and Clinical Course 



Mrs. Sufferage meets Dr. Blue

Two months after PCP appt, Mrs. Suffrage virtually attends an appointment 
with Psychiatrist Dr. Blue. Her depression is back. She’s eating less, sleeping 
poorly, and worried “about everything”.  Her husband is concerned saying 
“It’s hard to get her out of the house.  She’s like a different person and rarely 
laughs.”  He thinks that she needs a different medication. Mrs. Sufferage 
reluctantly agrees but is worried about changing since paroxetine always 
worked before.  Mrs. Sufferage reports no somatic complaints, is medication 
adherent, and denies issues with memory or ADL’s.  Her husband says he’s 
taken over some of her housework as his wife just does not have the energy.  
Dr. Blue decides to taper to DC the Paroxetine and starts Lexapro 10mg a 
day. Follow up visit scheduled in one month. 



The diagnosis of a mood disorder in older adults is 
made based on history, augmented with physical 
exam, and fine-tuned by laboratory studies.



Major depressive disorder can be diagnosed through 
interview for symptoms and supported by use of validated 
depression scales. 



Not all sadness is pathological.



Many older persons with depression do not meet 
criteria for MDD yet have clinically significant 
depressive symptoms.

• Subthreshold Depression 
• 2 to 3 times more prevalent than major 

depressive disorder
• Increases the risk for MDD episode

• Persistent Depressive Disorder: 
• The patient must have a depressed 

mood for at least 2 years and symptoms 
cannot be absent for greater than 2 
months

• At least 2 of the following symptoms; 
poor appetite or overeating, insomnia 
or hypersomnia, low energy/fatigue, low 
self-esteem, poor concentration, 
hopelessness

Patel RK, Rose GM. Persistent Depressive Disorder. [Updated 2023 Jun 26]. In: StatPearls [Internet]. Treasure Island 
(FL): StatPearls Publishing; 2024 Jan-. Available from: https://www.ncbi.nlm.nih.gov/books/NBK541052/ 

https://www.ncbi.nlm.nih.gov/books/NBK541052/


Major depressive disorder accounts for up to one half of all 
episodes of late onset depression. 



Individuals with late onset 
depression tend to exhibit;

• Greater medical morbidity

• More abnormalities an MRI 
(cerebrovascular disease)

• More cognitive impairment 
than those with early 
onset. 

Late onset indicates an index mood episode occurring 
after age 50 - 60 years old.

Patients with late onset 
depression are less likely to;

• Report a family history of 
mood disorders

• Have comorbid anxiety 
disorders

• Have maladaptive 
personality traits.



Older age is a risk factor for a poor course of MDD, including 
greater chronicity, longer time to remission, and greater 
depression severity.



Remission

• Increased risk of NOT achieving remission or only 
partial remission with poor social support and 
functional limitations

• When remission achieved, recurrence rates can 
approach 60% over four years.

Recurrence Increased Risk

• with residual depressive symptoms 

• earlier age of index episode 

• greater physical disability

• less support with activities

• higher perceived stress



54% of older depressed individuals have subcortical 
ischemic vascular depression.

Cerebrovascular disease can 
predispose, precipitate, or 
perpetuate a depressive episode.

White matter hyperintensities may 
be associated with treatment 
resistance.

The vascular depression hypothesis: mechanisms linking vascular disease with 
depression; Tayler et al; Molecular Psychiatry; 2013.



Late Life Depression
Management 



Mrs. Sufferage Worsens

Three months later, Dr. Blue sees Mrs. Sufferage.  Her family requested 
an urgent visit.  She is minimally conversant on the virtual platform.  
Husband and daughter report that she rarely leaves the house, has 
poor and fragmented sleep, needs strong urging to bathe with poor 
appetite and a 10-pound weight loss in the last 3 months.  She has 
episodes of uncontrollable moaning, believes the pharmacy is running 
out of medications, and is extremely worried her family is unsafe.  One 
month ago her PCP started Buspar 20mg BID and Mirtazapine 15mg 
qhs as well as increased Lexapro to 20mg.  Family reports no 
improvement.  Dr. Blue starts Quetiapine 12.5mg qhs for 
paranoia/sleep and requests in person appointment in the next week.   



Treatment options for LLD include psychotherapy, 
pharmacotherapy, and neurostimulation. 

Evidence supports several types of 
structured psychotherapy in LDD.

• Cognitive Behavioral Therapy

• Interpersonal psychotherapy

• Problem solving therapy

• “Engage”

• Supportive therapy

What are the 
benefits to 

utilizing 
psychotherapy 
in the elderly?

What are the 
barriers to 

utilizing 
psychotherapy 
in the elderly?



One study found that only one third of older patients 
with depression appear to receive antidepressant 
treatment.  

Despite the availability of a wide range of 
effective antidepressants medications 
patients with LLD are often;

• inadequately treated

• being prescribed medications at lower 
than recommended dosages

• treated for too brief a time

• not treated at all

Start low and 
go slow, but 
don’t stop 

until you get 
enough.



SSRI’s



Second Line



Treatment Resistant Depression 
typically refers to inadequate 
response to at least one (or 2, or 3) 
antidepressant trials of adequate 
doses and duration.

• TRD is not an official diagnosis in the DSM nor 
is it consistently defined.

• TRD is often called treatment refractory 
depression, difficult to treat depression, and 
chronic depression.



Treatment 
Resistant



ECT is the most effective therapy for treatment-resistant 
depression. 



Mrs. Sufferage in Crisis 

Mrs. Sufferage comes to clinic one week later with husband and daughter.  
She is frail and in distress, intermittently moaning and hand wringing.  Mrs. 
Sufferage finds it difficult to have a conversation and is unable to answer 
simple questions.  She denies active SI but sometimes wonders what’s the 
point of life living like this.  Her husband and daughter are very concerned 
reporting no improvement at home and request help.  Mrs. Sufferage and 
family discuss ECT or TMS with Dr. Blue and agree to an evaluation by ECT 
team.  Dr. Blue discontinues the Buspar, increased Quetiapine to 25mg qhs 
and puts in a referral for ECT.  Family declines option for PES evaluation and 
possible inpatient hospitalization stating “I don’t think she could handle that.  
We want to keep her home where she is safe and comfortable.”



Thank you for the opportunity to 
speak and all the care you provide. 
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