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  Depression in old age is a pathological process, not a normal reaction to growing older. The majority of people cope with ageing, and many feel happy and fulfilled. However, there is a bias among health professionals and the community in general to accept lower functioning and more symptoms in older people (Alexopoulos, 1992). Depression tends to be denied by the current generation of elderly people, many of whom were raised in an atmosphere where showing feelings was discouraged, and this adds to diagnostic difficulties. Comorbid medical conditions, the tendency of patients to somatise, cognitive deterioration, and multiple life events, often of loss (e.g. bereavement, retirement, moving to smaller housing), all further complicate the diagnostic process.
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 Depression in old age is a pathological process, not a normal reaction to growing older. The majority of people cope with ageing, and many feel happy and fulfilled. However, there is a bias among health professionals and the community in general to accept lower functioning and more symptoms in older people (Reference AlexopoulosAlexopoulos, 1992). Depression tends to be denied by the current generation of elderly people, many of whom were raised in an atmosphere where showing feelings was discouraged, and this adds to diagnostic difficulties. Comorbid medical conditions, the tendency of patients to somatise, cognitive deterioration, and multiple life events, often of loss (e.g. bereavement, retirement, moving to smaller housing), all further complicate the diagnostic process.


 Why diagnose depression

 Depression causes increased morbidity and mortality. It increases demand on relatives, social and health services. Depression usually responds well to treatment, at least initially, thus improving quality of life and possibly reducing the mortality rate. Antidepressant treatment is effective, safe (even with comorbid physical disease) and cost-effective when compared with costs of the untreated disease.




 Prevalence

 It is generally accepted that the burden of depression in the elderly is high. Despite this, the prevalence of major depressive disorder has been shown to be no higher in the elderly than in the young (1–3%), although these findings do not take into account the comorbidity of physical illness and the dementias (Reference BlazerBlazer, 1999). Sub-threshold or minor depressive disorders cause marked morbidity and mortality – but with differing terminology and definitions, it is not surprising that prevalence studies differ widely and that longitudinal and treatment studies are difficult to compare (Reference Tannock and KatonaTannock & Katona, 1995).

 ‘Caseness’ can be considered to be a level of severity of depression at which the majority of professionals would consider treatment. Such a degree of depression is seen in approximately 10–15% of community-living elderly, the prevalence rising in those attending their general practitioners (GPs) (15–30%), and those in residential (30–40%) or hospital (15–50%) care. In the elderly, a low threshold for the diagnosis of depression, leading to a trial of treatment with social or medical interventions, is often the best way of confirming the diagnosis.




 What is depression?

 It is important not to rely on categorical definitions of types of depression, as these do not fit well when superimposed on the variety of illness seen in clinical practice. The concept of a spectrum of symptoms and severity, ranging from no disease through minor or sub-threshold depression to major depressive disorder (MDD) is more applicable, and this model is becoming increasingly accepted.

 A 15-year longitudinal study (Reference Angst and MerkangasAngst & Merkangas, 1997) provides evidence for such a concept by demonstrating movement along the spectrum over time. Most sufferers with MDD also showed sub-threshold depressions; approximately a third of those with sub-threshold depression in this study went on to develop MDD, and a half of those with MDD suffered sub-threshold depression after recovery.

 There is genetic evidence supporting the concept of a depressive spectrum. Remick et al (1996), in a study of 146 consecutive patients and their relatives, found no difference in morbid risk for first-degree relatives to develop mood disorder between those with index diagnoses of major depression, minor depression (dysthymia) and double depression.

 There is a body of supporting evidence that late- and early-onset types of depression are different (Reference AlexopoulosAlexopoulos, 1989a
; Reference Conwell, Nelson and KimConwell et al, 1989). Patients with late-onset depressive disorders have an increased incidence of structural cerebral abnormalities, a decreased likelihood of a family history of depression, poor treatment response as shown by longer hospital stays and more residual symptoms, increased risk of progression to dementia, and earlier mortality. Burvill et al (1991) described increased severity and increased risk of cognitive impairment in those with late-onset depressive disorders, but the incidence of family history of depression was unchanged. However, the Royal College of Psychiatrists' Old Age Depression Interest Group (1993) study showed no difference in two-year prognosis after recovery in early- or late-onset cases.




 Stigma of diagnosis

 A surprisingly frank study with six rural family physicians in Nebraska (Reference Susman, Crabtree and EssinkSusman et al, 1995) showed that although the physicians felt they could usually recognise and treat depression adequately, they tended not to use the diagnosis of depression. This was owing to the fear that perceived stigma might threaten the doctor–patient relationship, and also compromise the future treatment of those patients who had depression recorded in their medical records.

 Elderly patients may actively deny depressed mood because of the perceived stigma both of depression itself and of the need for help with psychiatric problems. Biological features such as low appetite or poor sleep are more acceptable as reasons to request help, but may lead to unnecessary investigations and/or treatment. The elderly are more likely to seek help from physicians than from services or professionals with explicit mental health labels, and this highlights the need for primary care and general hospital physicians to be able to recognise depressive symptoms.




 Signs and symptoms

 Physical signs of ageing, such as stooped posture and lined faces, may influence the perception of elderly patients by others and result in a tendency to consider them depressed. Conversely, depressive symptoms and signs, such as complaints of pain or fatigue, may be attributed to the process of ageing or to organic disorders.


 Depression and dysphoria

 Depressed mood or sadness may not be present, the patient denying such feelings when questioned. Complaints of not coping, anxiety or irritability are more frequent (Reference ShulmanShulman, 1989). Such patients may complain of sleep or appetite disturbances, loss of energy and other somatic symptoms; usually they will acknowledge a loss of interest or pleasure in their daily activities. Because of the importance of recognising the depressive illness in such patients, depressed mood is not an absolute requirement for the diagnosis in either DSM–IV (American Psychiatric Association, 1994) or ICD–10 (World Health Organization, 1992). DSM–IV requires depressed mood or anhedonia for the diagnosis of depression. ICD–10 (mild or moderate depressive episode) requires two of: depressed mood, loss of interest and enjoyment, and increased “fatigueability”. Only a severe depressive episode requires all three. ICD–10 also allows for the diagnosis of “masked depression” with mixtures of somatic depressive symptoms and persistent pain or fatigue not due to organic causes.




 Crying

 This is rare in men in the current cohort of elderly, many of whom belong to the ‘stiff upper lip’ generation. Crying may therefore point to associated lability from cerebral ischaemia.




 Anxiety/agitation

 Nervousness, irritability, or importuning behaviour together with some degree of associated anxiety is seen in over 80% of elderly patients with depression. It is associated with lowered self-esteem and decreased ability to cope – sleep disturbance or restlessness may cause fatigue. Irritability may disrupt or strain relationships so that necessary help may be withdrawn. A sense of worthlessness and feelings of being a ‘nuisance’ or a ‘burden’ may lead to help not being requested, the need being denied by the patient or unrecognised by his or her carers.




 Low energy, fatigue

 Complaints of tiredness are common, but these may be attributed to physical disease or to sleep disturbance so that the diagnosis is missed.




 Physical retardation

 This slowing of movements, and in more severe cases slowing of thoughts, can lead to increased difficulty coping with activities of daily living, poor diet, and ultimately cessation of eating and drinking. Reduced mobility can progress to no movement at all with development of pressure sores. The condition when severe is life-threatening.




 Cognitive deficits

 These are frequently seen with depression in older people, and sometimes reach a level of severity to be considered pseudodementia. This condition is important to diagnose and treat, as the deficit is at least partially reversible, but an eight-year follow-up (Reference Kral and EmeryKral & Emery, 1989) of 44 such patients found that 89% had developed Alzheimer's disease. Deficits in language and memory processing are relatively common, often not explainable by retardation or lack of motivation. A depressed patient with memory problems often improves with cues, showing a problem accessing information rather than loss of the information. However, even mild cognitive deficits are not always fully reversible.

 Antidepressant treatment with tricyclics can precipitate acute confusion owing to the centrally acting anticholinergic side-effects of this class of drug.




 Depression and dementia

 Community studies show cases of depression to be much more common than dementia. Depression may be the presenting feature of a dementia, particularly Alzheimer's disease. Such depression is often resistant to treatment, and cognitive deficit is usually present although initially mild. Low mood is also common in the early stages of any dementia where there is insight.




 Somatisation

 Somatisation as a concept is becoming increasingly recognised. Lipowski (1988) defined somatisation as “the tendency to experience and communicate somatic distress and somatic symptoms unaccounted for by relevant pathological findings, to attribute them to physical illness, and to seek medical help for them”. Somatisation can lead to iatrogenic disease from unnecessary investigations and treatment, as well as chronicity of the underlying depressive illness. The topic was well-covered by Smith (1996) in this journal. DSM–IV allows somatic symptoms to be counted towards the diagnosis of depression if there is any possibility of psychological causation – a more accurate method than the previous requirement to attribute them to either physical or psychiatric causes.

 A further difficulty, however, is the tendency among many health professionals to attribute difficult-to-diagnose symptoms, and also any symptoms in those patients known to have a psychiatric diagnosis, to somatisation. Severe anaemia, thyroid disorders and malignancies are all seen on routine screening of psychiatric referrals – 46% of a series of 100 elderly patients with depression had a comorbid physical diagnosis (Reference Sweer, Matrin and LaddSweer et al, 1988).




 Hypochondriasis

 This is a recognised symptom of depression in the elderly population, and is also seen associated with anxiety disorders. It differs from somatisation in the attribution of normal bodily sensations to illness, and the active seeking of medical investigations and reassurance. It may be part of lifelong maladaptive behaviour. However, in this age group, rigorous steps must be undertaken to exclude physical problems before ascribing symptoms to hypochondriasis or somatisation secondary to depression. That such patients are depressed is inferred from their good response to standard treatments for depression (Reference JacobyJacoby, 1981).





Box 1.
Somatisation





Correct diagnosis and treatment would reduce the GP's workload in the medium- to long-term as the number of somatised complaints decreases with resolution of the depression







 Suicidal ideas

 Feelings of life not being worth living and wishing to die can occur in the absence of depressed mood (Reference Jorm, Henderson and ScottJorm et al, 1995). Other factors linked with the wish to die include not being married, poor subjective health, disability, pain, sensory impairment and living in a nursing home or hostel.

 Fleeting suicidal thoughts are common in the elderly, especially those who are physically ill or disabled. Suicide itself is not rare – age and physical disease being known risk factors for suicide. Coroners' figures are probably an under-estimate as not all suicides in this group are active: non-compliance with medication for physical conditions can lead to death from ‘natural causes’.




 Behavioural disturbances

 A wide variety of behavioural changes can present as signs of depression in elderly people, especially among those who are highly dependent on carers. These disturbances can take the form of refusing food, inappropriate urinary and faecal incontinence, screaming, and theatrical ‘falls’ where they throw themselves to the ground. In nursing homes, this may also be seen in violent behaviour towards carers, biting, scratching and in recent ‘falling out’ with other residents.




 Cultural context

 When the patient is from a different ethnic group than the clinician, signs and symptoms must be seen in the context of that person's cultural context. Different cultures, religions and social groupings can have unique ways of expressing distress. Further information about such norms should be sought from relatives and carers, as ignoring sociocultural differences can lead to a missed diagnosis or misdiagnosis.





Box 2.
Requirements for diagnostic interview





Privacy – patient may be ashamed of feelings or “weakness”



Appropriate timing of interview – allow for effect of diurnal variation



Suitable length of interview – rapport will take time, patient may become fatigued



Collateral information – from relatives or carers, patient may often deny problems







 Risk factors for developing depression

 The following factors are considered to be linked to the development of depression, and can be used as a means of identifying and targeting high-risk groups:



	
• physical illness, especially if painful or disabling


	
• feeling lonely (not living alone)


	
• recent bereavement or other adverse life-event


	
• hearing difficulties


	
• past or family history of depression


	
• dementia, early or retained insight


	
• medication (e.g. steroids, major tranquillisers)


	
• female gender (70 : 30 female : male ratio).









 Depression and physical disease

 Elderly physically ill patients frequently show symptoms of depression. These may be an appropriate situational response and may require only supportive treatment. However, such symptoms can persist, interfering with social functioning and even impairing recovery from the physical illness itself. Persistent depressive symptoms may respond to antidepressants and may be regarded as features of clinical depression (Reference Finch, Ramsay and KatonaFinch et al, 1992) even though they do not reach the strict diagnostic criteria of DSM–IV or ICD–10.

 Symptoms such as lack of energy, poor concentration and weight loss may be due to physical illness or ageing, not depression – even experienced clinicians may have difficulty in distinguishing physical or psychiatric causes, as required by previous DSM classifications. The DSM–IV approach has advantages with symptoms being counted towards the diagnosis of depression if there is any possibility of psychological causation. These symptoms of depression may be similar to those of a chronic illness such as cancer, and it must be remembered that depression and physical illness can coexist and may both warrant treatment.





Box 3.
Secondary handicap from untreated depression





Iatrogenic disease from unnecessary investigations and treatment



Genuine physical problems caused by, for example, self-neglect and poor diet



Residential placement owing to inability to cope with independent living because of poor concentration and low energy, low self-esteem and self-confidence and cognitive changes




 Depressive illness and feelings of worthlessness may underlie a failure to complain of symptoms of physical illness or to ask for help. The result may be non-compliance with medication and other treatments, self-neglect or non-attendance at clinics. Alternatively, lowered self-esteem and decreased ability to cope can lead to increased attendance at clinics.




 Diagnosing depression in the general hospital

 Diagnosis can be very difficult in practice. The medical ward is often noisy with little privacy and ward routines may be obtrusive making it difficult for the psychiatrist to find a suitable time to see the patient. Patients may be dysarthric or deaf, and they may be too ill to be moved to an interview room or other quiet and private situation. They may be fatigued by their illness or by its investigation, and they may be sedated and/or confused by prescribed medication.

 The choice of interviewer is crucial: a known nurse or doctor is more likely to elicit painful symptoms than a stranger. Allowing time for the interview is also important, more symptoms will be admitted if there is time for rapport to develop. Diurnal variation of mood may affect answers. An additional factor is that the elderly frequently withhold information about personal matters and feelings, so that some cases may only be identified upon repeated evaluation.





Box 4.
Requirements for screening scales for depression in the elderly





Observer-rated



Use simple, non-medical language



Administered in private in an unhurried manner



Identify at-risk patients requiring further investigation



Cost-effective where the illness has high prevalence and is followed by effective treatment




 Because of these difficulties, collateral information should be sought. Conversations with relatives and friends may establish how the patient behaved in his or her home environment rather than in the strange and possibly frightening hospital surroundings. Nursing notes often contain useful information, particularly about biological features of depression such as sleep and appetite, and also about social interaction and aggressive behaviour.

 The speciality of liaison psychiatry has two major roles: to aid in the diagnosis and treatment of psychiatric problems on medical wards; and also to educate and advise non-psychiatrically trained physicians in the recognition and treatment of such problems themselves. Psychiatric morbidity in medical wards is too high for a psychiatrist to see all the patients affected – his or her main role must therefore be educational, only taking an active part in the management of more difficult cases.


 Rating scales

 Screening scales are of most use where a condition would otherwise be at risk of being missed. In the case of depression, staff may not know how to elicit symptoms appropriately, nor what importance to attach to them in diagnosis. They may also find it difficult to ask questions about feelings or suicidal thoughts. It is important to screen for the associated symptoms of depression in the elderly, as they may not show depressed affect and will deny feeling sad.

 It becomes cost-effective to use scales if the condition to be identified is either relatively rare, but with serious consequences if missed, or more common but with an appreciable degree of morbidity. It is also necessary for a treatment to be available – there is little point encouraging staff to identify a problem if nothing can be done about it. The positive feedback for staff in seeing effective treatment and improvement in patients they have identified as depressed gives added impetus to the process.

 Depression in the elderly is thus a good example of a condition where case-finding scales are useful. It can be a difficult diagnosis with a significant morbidity and mortality if untreated.

 Meakin (1992) found that completion of pen-and-paper screening tests for depression was acceptable to the majority of the physically ill elderly. He recommended that they should be administered by staff to reduce practical difficulties such as loss of glasses, or hand tremor, etc., which might otherwise lead to non-completion. Toner et al (1988), in an out-patient sample, showed that the use of rater-administered depression scales was superior for both patient compliance and accurate diagnosis among the elderly.

 The following three screening scales are appropriate for use in most situations. They are screening scales, not diagnostic instruments, but will identify those elderly requiring more detailed interview and appropriate treatment.


 Brief Assessment Schedule (BASDEC)

 Self-assessment scales have the particular disadvantage that a patient may be limited by concentration, insight or literacy (Reference HamiltonHamilton, 1976). Observer-rated scales require considerable time and skill. The elderly, especially if cognitively impaired or physically ill, can find it difficult to complete questionnaires. This can be overcome by reading out the questions, in an unhurried manner, in a quiet environment or with the use of devices such as the BASDEC cards (Reference Adshead, Cody and PittAdshead et al, 1992). These are a set of 19 cards with statements from the Brief Assessment Schedule printed on each. The cards are presented to the patient one at a time with the instruction to place it in one of three piles: “true”, “false” or “don”t know”. Patients have to be cognitively intact and able to read the (large) script. It has been printed in various languages and has obvious advantages for the deaf.




 Geriatric Depression Scale (GDS)

 The GDS has been recommended by the Royal College of Physicians, British Geriatric Society and the Royal College of General Practitioners as a suitable scale to screen for depression. It has been extensively validated in both 15- and 30-item formats. It is a self-rating scale that can also be given by interview.

 The 30-item scale was initially validated in psychiatric patients and non-depressed community subjects aged 55 years and over (Reference Yesavage, Brink and RoseYesavage et al, 1983). It has also been validated in nursing homes, but showed poor sensitivity until those with cognitive impairment were excluded.

 The 15-item scale was validated against the 30-item scale in 18 normal and 17 depressed or dysthymic subjects aged 55 years or more, using a cut-off of ≥6 (Reference Sheik, Yesavage and BrinkSheik & Yesavage, 1986).

 Both the 15- and 30- item scales contain one item on the subjective feeling of energy, but otherwise manage to avoid somatic questions. However, as many as ten questions from the 30-item and five from the 15-item scales can be considered to measure anhedonia, which has been shown by Silverstone (1991) to be non-specific, sometimes occurring in the physically ill in the absence of depression.

 Thus, although it is a standard scale for use in the community, it can be difficult to use in the general hospital. Questions such as “Do you think it is wonderful to be alive right now?” and “Do you feel pretty worthless the way you are now?” can be unacceptable to acutely ill patients – for example, just after a stroke – or to their primary nurses, thus leading to non-completion of the screen.




 Evans Liverpool Depression Rating Scale (ELDRS)

 The ELDRS has been developed for use in physically ill people, and is designed for ease of use by non-psychiatrically trained staff. It was the first specific screen for depression in this population. It includes collateral information and also enquires into suicidal thoughts – an important area often untouched in general-hospital clerking. All questions refer to the previous four weeks, so that in acute wards the scale is investigating mood prior to admission, reducing the likelihood of diagnosing and perhaps initiating treatment for brief reactive depressions owing to the admission itself or its consequences.

 The ELDRS is not designed to be a measure of severity. It has been validated in hospitals and nursing homes, against other scales (the Hamilton Rating Scale for Depression; the Montgomery–Åsberg Depression Rating Scale; the Geriatric Mental State Schedule/AGECAT), psychiatric interview and by treatment response (Reference EvansEvans, 1993; Evans et al, 1995).




 Dexamethasone suppression test (DST)

 The DST has been claimed to provide a specific laboratory test for melancholia (Reference CarrollCarroll, 1982), but several factors interfere with the test and give false positive results. These include serious medical illnesses (especially diabetes), severe infections, significant weight loss, some drugs (e.g. benzodiazepines) and withdrawal from alcohol or psychotropic drugs (Reference Murphy, Herbst and PaykelMurphy, 1989). Fifty per cent of dementia sufferers also have a positive test. Dexamethasone may not be fully absorbed during the test in elderly people, leading to spuriously high results. The uses of the DST in the elderly, especially those who are physically ill, are therefore few.








 Conclusion

 Depression is a pathological process at any age. It presents in many ways in elderly people, reflecting the increasing diversity found with ageing. Depression is easily overlooked or considered an understandable reaction in those with comorbid physical illness or loss. Somatisation, communication difficulties and dementing illnesses add to problems of identifying those in need of treatment.

 Elderly patients may be reluctant to divulge private matters or feelings and so need repeated evaluation. Primary care and general hospital staff are often reluctant to question sensitive emotional topics. These difficulties can be lessened by the use of appropriate screening scales. Such scales should not be given in isolation: a support service for both the identified patient and the staff involved should be in place before a screening programme is commenced.

 Aids to the diagnosis are speed of onset of symptoms, tending to come on over months rather than years (compared with chronic disease or dementia), and the presence of dysphoria and/or anxiety may be found rather than overt depressed mood. Information from a relative or carer often clarifies areas of uncertainty.

 Failure to identify and treat depression increases both morbidity and mortality in elderly populations. It increases demands on relatives, health and social services. Treatment is available. When required, antidepressant treatment is effective and safe even with comorbid physical disease. Patients usually respond to treatment, although this may take longer than in a younger adult (up to 8–12 weeks), improving their quality of life and possibly reducing morbidity and pressure on formal and informal carers.




 Multiple choice questions



	
1. Depression in the elderly:



	
a is rare


	
b may present as a physical problem


	
c must have depressed mood for diagnosis


	
d is rarely comorbid with physical illness


	
e is reactive so requires only social treatment.






	
2. The dexamethasone suppression test:



	
a is a specific test for depression in the elderly


	
b can give a false negative in patients with diabetes


	
c is frequently positive in dementia


	
d may be positive in severe infections


	
e may be affected by concomitant medication.






	
3. Regarding depression and dementia:



	
a dementia is more common than depression in community living elderly


	
b dementia may present as depression


	
c depression may be owing to insight into cognitive problems


	
d treatment of the depression may improve cognition


	
e depression may lead to early residential placement.






	
4. Regarding signs and symptoms of depression:



	
a active suicidal plans are rare.


	
b wishing to die is always associated with depressive illness.


	
c associated features of anxiety are common.


	
d depression may be actively denied.


	
e elderly men find it easy to express their feelings.






	
5. Depressive illness:



	
a should not be treated unless it reaches ICD– 10 criteria


	
b can worsen prognosis of comorbid physical illness


	
c always needs antidepressant treatment


	
d minor depression rarely progresses to major depression


	
e comorbid physical illness should be actively sought.











MCQ answers




[image: ]


	
1
		
2
		
3
		
4
		
5
	
	
a
	
F
	
a
	
F
	
a
	
F
	
a
	
F
	
a
	
F

	
b
	
T
	
b
	
F
	
b
	
T
	
b
	
F
	
b
	
T

	
c
	
F
	
c
	
T
	
c
	
T
	
c
	
T
	
c
	
F

	
d
	
F
	
d
	
T
	
d
	
T
	
d
	
T
	
d
	
F

	
e
	
F
	
e
	
T
	
e
	
T
	
e
	
F
	
e
	
T














   
 References
  
 

 Adshead, F., Cody, D. & Pitt, B. (1992) BASDEC: a novel screening instrument for depression in elderly medical in-patients. British Medical Journal, 305, 397.CrossRefGoogle Scholar


 
 

 Alexopoulos, G. S. (1989a) Biological abnormalities in late-life depression. Journal of Geriatric Psychiatry, 141, 25–34.Google Scholar


 
 

 Alexopoulos, G. S. (1989b) Late-life depression and neurological brain disease. International Journal of Geriatric Psychiatry, 4, 181–190.CrossRefGoogle Scholar


 
 

 Alexopoulos, G. S. (1992) Geriatric depression reaches maturity. International Journal of Geriatric Psychiatry, 7, 305–306.CrossRefGoogle Scholar


 
 

 American Psychiatric Association (1994) The ICD–10 Classification of Mental and Behavioural Disorders. Washington, DC: APA.Google Scholar


 
 

 Angst, J. & Merkangas, K. (1997) The depressive spectrum: diagnostic classification and course. Journal of Affective Disorders, 45, 31–40.CrossRefGoogle ScholarPubMed


 
 

 Blazer, D. (1999) EURODEP Consortium and late life depression. British Journal of Psychiatry, 174, 284–285.Google Scholar


 
 

 Burvill, P. W., Hall, W. D., Stampfer, H. G.
et al (1991) The prognosis of depression in old age. British Journal of Psychiatry, 158, 64–71.Google Scholar


 
 

 Carroll, B. J. (1982) The dexamethasone suppression test for melancholia. British Journal of Psychiatry, 140, 292–304.Google Scholar


 
 

 Conwell, C., Nelson, J. C., Kim, K. M.
et al (1989) Depression in late life: age of onset as a marker of subtype. Journal of Affective Disorders, 17, 189–195.Google Scholar


 
 

 Evans, M. E. (1993) Development and validation of a screening test for depression in the elderly physically ill. International Clinical Psychopharmacology, 8, 329–331.Google Scholar


 
 

 Evans, M. E., Burgess, H. & Gore-Rees, E. (1995) Long-term care: reducing morbidity in residents and staff. Psychiatric Bulletin, 19, 612–615.Google Scholar


 
 

 Finch, E. J. L., Ramsay, R. & Katona, C. L. E. (1992) Depression and physical illness in the elderly. Clinics in Geriatric Medicine, 8, 275–287.Google Scholar


 
 

 Hamilton, M. (1976) Comparative value of rating scales. British Journal of Clinical Psychology, 3 (suppl.), 58–60.Google ScholarPubMed


 
 

 Jacoby, R. J. (1981) Depression in the elderly. British Journal of Hospital Medicine, 25, 40–47.Google ScholarPubMed


 
 

 Jorm, A. F., Henderson, A. S., Scott, R.
et al (1995) Factors associated with the wish to die in elderly people. Age and Ageing, 24, 389–392.Google Scholar


 
 

 Kral, V. A. & Emery, O. B. (1989) Long term follow up of depressive pseudodementia of the aged. Canadian Journal of Psychiatry, 34, 445–446.Google Scholar


 
 

 Lipowski, Z. J. (1988) Somatisation: the concept and its clinical applications
American Journal of Psychiatry, 145, 1358–1368.Google Scholar


 
 

 Meakin, C. J. (1992) Screening for depression in the medically ill. The future of pencil and paper tests. British Journal of Psychiatry, 160, 212–216.Google Scholar


 
 

 Murphy, E. (1989) Depression in the elderly. In Depression: An Integrative Approach (eds Herbst, K. & Paykel, E.) Oxford: Heinemann Medical.Google Scholar


 
 

 Old Age Depression Interest Group (1993) How long should the elderly take antidepressants? A double-blind placebo-controlled study of continuation/prophylaxis therapy with dothiepin. British Journal of Psychiatry, 162, 175–182.Google Scholar


 
 

 Remick, R. A., Sadovnick, A. D., Lam, R. W.
et al (1996) Major depression, minor depression, and double depression: are they distinct clinical entities?
American Journal Medical Genetics (Neuropsychiatric Genetics)
67, 347–353.Google Scholar


 
 

 Sheik, J. & Yesavage, J. A. (1986) Geriatric Depression Scale: Recent evidence and development of a shorter version. In Clinical Gerontology: A Guide to Assessment and Intervention (ed. Brink, T. L.) pp. 165–173. New York: Hawthorn Press.Google Scholar


 
 

 Shulman, K. (1989) Conceptual problems in the assessment of depression in old age. Psychiatric Journal of the University of Ottawa, 14, 364–371.Google Scholar


 
 

 Silverstone, P. H. (1991) Is anhedonia a good measure of depression?
Acta Psychiatrica Scandinavica, 83, 249–250.Google Scholar


 
 

 Smith, G. C. (1996) The management of somatisation. Advances in Psychiatric Treatment, 2, 241–248.Google Scholar


 
 

 Susman, J. L., Crabtree, B. F. & Essink, G. (1995) Depression in rural family practice. Easy to recognise, difficult to diagnose. Archives of Family Medicine, 4, 427–431.CrossRefGoogle ScholarPubMed


 
 

 Sweer, L., Matrin, D. C., Ladd, R. A.
et al (1988) The medical evaluation of elderly patients with major depression. Journal of Gerontology, 3, M53–M58.CrossRefGoogle Scholar


 
 

 Tannock, C. & Katona, C. L. E. (1995) Minor depression in the aged: concepts, prevalence and optimal management. Drugs and Ageing, 6, 278–292.Google Scholar


 
 

 Toner, J., Gurland, B. & Teresi, J. (1988) Comparison of self administered and rater administered methods of assessing levels of severity of depression in elderly patients. Journal of Gerontology, 43, 136–144.CrossRefGoogle ScholarPubMed


 
 

 World Health Organization (1992) International Classification of Diseases and Related Health Problems (10th revision) (ICD–10). Geneva: WHO.Google Scholar


 
 

 Yesavage, J. A., Brink, T. L., Rose, T. L.
et al (1983) Development and validation of a geriatric depression screening scale: a preliminary report. Journal of Psychiatric Research, 17, 37–49.Google Scholar




 

         
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 
 	34
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
34




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Martínez‐Bisbal, M. C.
Arana, E.
Martí‐Bonmatí, L.
Mollá, E.
and
Celda, B.
2004.
Cognitive impairment: classification by 1H magnetic resonance spectroscopy.
European Journal of Neurology,
Vol. 11,
Issue. 3,
p.
187.


	CrossRef
	Google Scholar






2004.
Examination Notes in Psychiatry 4th Edition.
p.
205.


	CrossRef
	Google Scholar






Martínez-Bisbal, M.C.
Arana, E.
Martí-Bonmatí, L.
Martínez-Granados, B.
and
Celda, B.
2006.
Deterioro cognitivo: clasificación mediante espectroscopia de resonancia magnética de protón y contribución de la imagen convencional.
Radiología,
Vol. 48,
Issue. 5,
p.
301.


	CrossRef
	Google Scholar






Cheng, Jackie Y.W.
Ng, Emil M.L.
and
Ko, John S.N.
2007.
Depressive symptomatology and male sexual functions in late life.
Journal of Affective Disorders,
Vol. 104,
Issue. 1-3,
p.
225.


	CrossRef
	Google Scholar






Amore, M.
Tagariello, P.
Laterza, C.
and
Savoia, E.M.
2007.
Beyond nosography of depression in elderly.
Archives of Gerontology and Geriatrics,
Vol. 44,
Issue. ,
p.
13.


	CrossRef
	Google Scholar






Fayed, Nicolas
Dávila, Jorge
Oliveros, Antonio
Castillo, Julio
and
Medrano, Jaime J.
2008.
Utility of Different MR Modalities in Mild Cognitive Impairment and Its Use as a Predictor of Conversion to Probable Dementia.
Academic Radiology,
Vol. 15,
Issue. 9,
p.
1089.


	CrossRef
	Google Scholar






van't Veer-Tazelaar, Petronella J. (Nelleke)
van Marwijk, Harm W.J.
Jansen, Aaltje P.D. (Daniëlle)
Rijmen, Frank
Kostense, Pieter J.
van Oppen, Patricia
van Hout, Hein P.J.
Stalman, Wim A.B.
and
Beekman, Aartjan T.F.
2008.
Depression in old age (75+), the PIKO study.
Journal of Affective Disorders,
Vol. 106,
Issue. 3,
p.
295.


	CrossRef
	Google Scholar






Pocinho, Margarida T. S.
Farate, Carlos
Dias, Carlos A.
Lee, Tina T.
and
Yesavage, Jerome A.
2009.
Clinical and Psychometric Validation of the Geriatric Depression Scale (GDS) for Portuguese Elders.
Clinical Gerontologist,
Vol. 32,
Issue. 2,
p.
223.


	CrossRef
	Google Scholar






Tajalizadekhoob, Yaser
Sharifi, Farshad
Fakhrzadeh, Hossein
Mirarefin, Mojde
Ghaderpanahi, Maryam
Badamchizade, Zohre
and
Azimipour, Solaleh
2011.
The effect of low-dose omega 3 fatty acids on the treatment of mild to moderate depression in the elderly: a double-blind, randomized, placebo-controlled study.
European Archives of Psychiatry and Clinical Neuroscience,
Vol. 261,
Issue. 8,
p.
539.


	CrossRef
	Google Scholar






Gerst, Kerstin
Miranda, Patricia Y.
Eschbach, Karl
Sheffield, Kristin M.
Peek, M. Kristen
and
Markides, Kyriakos S.
2011.
Protective Neighborhoods: Neighborhood Proportion of Mexican Americans and Depressive Symptoms in Very Old Mexican Americans.
Journal of the American Geriatrics Society,
Vol. 59,
Issue. 2,
p.
353.


	CrossRef
	Google Scholar






M.D., Ki Dong Ko
Ph.D., Young Tae Cho
M.D., Sung Il Cho
PhD.
M.D., Joo Hon Sung
PhD.
M.D., Be Long Cho
PhD.
M.D., Ki Young Son
and
M.D., Ho Chun Choi
2012.
Association of Health Risk Behaviors with Mental Health among Elderly Koreans.
Journal of the Korean Geriatrics Society,
Vol. 16,
Issue. 2,
p.
66.


	CrossRef
	Google Scholar






Casey, David A.
2012.
Depression in the elderly: A review and update.
Asia-Pacific Psychiatry,
Vol. 4,
Issue. 3,
p.
160.


	CrossRef
	Google Scholar






Mora, Pablo A.
Beamon, Teerah
Preuitt, LeAnn
DiBonaventura, Marco
Leventhal, Elaine A.
and
Leventhal, Howard
2012.
Heterogeneity in Depression Symptoms and Health Status Among Older Adults.
Journal of Aging and Health,
Vol. 24,
Issue. 5,
p.
879.


	CrossRef
	Google Scholar






Tomita, Andrew
and
Burns, Jonathan K.
2013.
Depression, disability and functional status among community‐dwelling older adults in South Africa: evidence from the first South African National Income Dynamics Study.
International Journal of Geriatric Psychiatry,
Vol. 28,
Issue. 12,
p.
1270.


	CrossRef
	Google Scholar






Ishikawa, Motonao
Yamamoto, Naomune
Yamanaka, Gaku
Suwa, Kuniaki
Nakajima, Shun
Hozo, Reiko
Norboo, Tsering
Okumiya, Kiyohito
Matsubayashi, Kozo
and
Otsuka, Kuniaki
2013.
Disaster-related psychiatric disorders among survivors of flooding in Ladakh, India.
International Journal of Social Psychiatry,
Vol. 59,
Issue. 5,
p.
468.


	CrossRef
	Google Scholar






Chi, Mei-Ju
Yu, Erica
Liu, Wen-Wei
Lee, Mary Chaling
and
Chung, Min-Huey
2014.
The bidirectional relationship between myocardial infarction and depressive disorders: A follow-up study.
International Journal of Cardiology,
Vol. 177,
Issue. 3,
p.
854.


	CrossRef
	Google Scholar






Sarin, Kamna
P, Punyaapriya
Sethi, Sanjoni
and
Nagar, Itisha
2016.
Depression and Hopelessness in Institutionalized Elderly: A Societal Concern.
Open Journal of Depression,
Vol. 05,
Issue. 03,
p.
21.


	CrossRef
	Google Scholar






Spyrou, Ioanna-Maria
Frantzidis, Christos
Bratsas, Charalampos
Antoniou, Ioannis
and
Bamidis, Panagiotis D.
2016.
Geriatric depression symptoms coexisting with cognitive decline: A comparison of classification methodologies.
Biomedical Signal Processing and Control,
Vol. 25,
Issue. ,
p.
118.


	CrossRef
	Google Scholar






Lee, Eun Sung
2017.
Exploring the Performance of Stacking Classifier to Predict Depression Among the Elderly.
p.
13.


	CrossRef
	Google Scholar






Nagaratnam, Nages
Nagaratnam, Kujan
and
Cheuk, Gary
2017.
Geriatric Diseases.
p.
1.


	CrossRef
	Google Scholar





Download full list
















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Diagnosis of depression in elderly patients








	Volume 6, Issue 1
	
Mavis Evans and Pat Mottram

	DOI: https://doi.org/10.1192/apt.6.1.49





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Diagnosis of depression in elderly patients








	Volume 6, Issue 1
	
Mavis Evans and Pat Mottram

	DOI: https://doi.org/10.1192/apt.6.1.49





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Diagnosis of depression in elderly patients








	Volume 6, Issue 1
	
Mavis Evans and Pat Mottram

	DOI: https://doi.org/10.1192/apt.6.1.49





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















