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Abstract

Depression is a common mental illness in older adults and with the projected increase in population 
of older adults, depression in older adults is likely to result in greater demands on mental and physical 
healthcare services and also increased healthcare costs. Depression in older adults is under-reported, 
under-diagnosed and under-treated; it is associated with increased disability, increased mortality and 
poorer recovery from physical illness. The presentation of depression in older adults is often significantly 
different from younger adults and presents a diagnostic challenge to clinicians. This article provides an 
overview of depression in older adults, highlighting the salient features in its presentation and manage-
ment.

Introduction

By 2030, depression is projected to be one of the leading causes of disease burden and the major contrib-
utor to healthcare costs (1). By the early 2030s, the proportion of older adults aged 65 - 84 is projected to 
increase by 39% and the proportion of those over the age of 85 years is projected to increase by 106% (2). 
In this context, depression in older adults is therefore likely to result in a greater demand on healthcare 
services and increased healthcare costs.

Depression is one of the most common mental illnesses seen in older adults with only dementia being 
more common. Depression in older adults or ‘depression in later life’ has been traditionally defined as 
depression occurring in adults over the age of 65. It is under-reported, under-diagnosed and also under-
treated. It is associated with increased disability, increased mortality and poorer recovery from physical 
illness.

Depression in older adults might be a depressive disorder that appears for the first time in this period 
or a relapse of a recurrent depressive disorder which started much earlier in life. The term ‘late-onset 
depression’ has been used for depression that manifests its first episode in those over 65. Quite a signifi-
cant proportion of cases of depression in older adults are de novo presentations and are associated with 
vascular risk factors, cognitive deficits and structural changes in the brain with a further postulation that 
late-onset depression could be a prodrome of dementia (3, 4).

Late-onset depression differs from depression appearing in earlier years in its clinical presentation, aeti-
ology, response to treatment and prognosis (5). The reasons underpinning these differences are not yet 
clear; they could be the result of the changes seen with ageing, or ‘late-onset depression’ may represent a 
different type of affective disorder in older adults.

How common is depression in older adults?

In England and Wales, the prevalence of depression in older adults was found to be 8.7% in 2007 (6). Lup-
pa et al. established a point prevalence of 7.2% in a meta-analysis (4, 7). The point prevalence was previ-
ously reported as having been between 1% and 4% (8, 9).

The prevalence of depression in older adults also varies by the type of residential setting. The highest 
rates are seen in those who are in long-term institutional care and in hospital inpatients (10% to 50%); in 
comparison the rates are between 5% and 10% in community-dwelling older adults (10, 11).
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Subclinical depression/subthreshold depression is 2 - 3 times more prevalent than clinical depression in 
older adults (12, 13).

Which older adults are more likely to develop depression?

As in the case of younger people with depression, the presence of a family history and adverse events 
in the personal history are linked to an increased risk of developing depression but the genetic links are 
thought to be less strong in ‘late-onset depression’.

Increasing age results in significant physical health changes and psychosocial factors that have the poten-
tial to precipitate and maintain the depression. In addition, with increasing age, there are often complex 
multiple healthcare needs resulting in polypharmacy, and depression is an adverse effect of several medi-
cations. Some of these factors have been highlighted below:

Physical

•	 Chronic diseases, especially those that cause disability and pain (malignancy, congestive cardiac 
failure etc.)

•	 Organic brain disease (cerebrovascular disease, stroke, Parkinson disease, dementia)

•	 Endocrine diseases (thyroid disease, hypercalcaemia, vitamin B12 deficiency, folic acid deficiency)

•	 Sensory impairments (hearing and visual impairment)

•	 Insomnia

Medication 

•	 Beta blockers (e.g. propranolol)

•	 Anti-Parkinson drugs (e.g. levodopa, methyldopa)

•	 Benzodiazepines

•	 Hormones (e.g. steroids, levonorgestrel, finasteride)

•	 Stimulants (e.g. methylphenidate, modafinil)

•	 Proton pump inhibitors

•	 Antivirals (alpha-interferon, beta-interferon)

•	 Others (alcohol, cannabis)

Psychosocial

•	 Role transition (lack of purpose, loss of identity, retirement, dependence, being a carer)

•	 Bereavements (siblings, friends and especially spouse)

•	 Loss of income and consequent financial difficulties

•	 Social isolation (living alone, reducing social circles, relocation, institutional care)

•	 Health-related anxieties

Older adults who develop a first episode of depression in later life (late-onset depression) have been 
found to have a greater degree of white matter hyperintensities on MRI imaging and these changes are 
thought to be associated with vascular risk factors such as diabetes mellitus, obesity, hypercholesterolae-
mia, hypertension, smoking, etc. and are linked to cerebrovascular disease - leading to the use of the term 
‘vascular depression’ (15-17). This is characterised by cognitive impairments and significant difficulties 
with motivation, apathy and executive function difficulties that are thought to be related to the organic 
structural changes associated with changes to neuronal circuits particularly of those involving frontal 
lobes (16).

The incidence of depression is higher in women than in men, in line with what is seen in younger adults, 
but the male-female difference closes with increasing age (3, 18). Women are more likely to experience 
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recurrent episodes of depression; they are more likely to seek help and to access healthcare (19, 20).

As already stated, subthreshold depression is more prevalent than clinical depression in older adults. Sub-
threshold depression is a risk factor for a depressive episode. It is estimated that up to 10% of older adults 
with subthreshold depressive symptoms develop a clinical depressive disorder per year (13).

Depression has an association with a subsequent diagnosis of dementia and equally people with de-
mentia are at higher risk of developing depression compared to those without (21). It is estimated that 
late-onset depression may increase the risk of subsequent dementia two-fold (22, 23). Depression can 
present with a syndrome which closely mimics dementia (pseudo-dementia) and it is estimated that up 
to 1 - 5% of referrals for cognitive impairment to memory clinics may be accounted for by depressive 
pseudo-dementia. Similarly about 20 to 30% of people with dementia may also develop depression (24). 
The incidence is higher with vascular dementia and Parkinson disease dementia. Hypercortisolaemia, 
hippocampal volume loss, cerebrovascular disease and neuroinflammation have all been proposed to 
explain the association of depression and dementia but no firm conclusions have been drawn.

Key risk factors for depression in older adults (25):

•	 older age

•	 female gender

•	 single/widow/widower

•	 chronic medical comorbidity

•	 psychosocial stressors

•	 brain white matter changes

Do older adults with depression present differently from younger adults?

The International Classification of Diseases (ICD-10) describes three core symptoms of depression: low 
mood, anhedonia and reduced energy. Other symptoms include reduced concentration and attention, 
reduced self-esteem and self-confidence, ideas of guilt and unworthiness, pessimistic views of the future, 
ideas or acts of self-harm or suicide, disturbed sleep and diminished appetite. For a diagnosis of clini-
cal depression, the symptoms should be present for at least two weeks and should not be attributable 
to psychoactive substance use or an organic mental disorder. The severity of the depressive episode is 
classified as mild (2 core symptoms), moderate (≥ 2 core symptoms + 3 to 4 other symptoms) or severe (3 
core symptoms + 4 other symptoms). However, depression in older adults presents differently compared 
to depression in middle age and younger adults (26).

Of the core symptoms, complaints of low mood and reduced energy are less frequent. Often, subjec-
tive complaints of low mood are not experienced and older adults instead describe a lack of feeling or 
emotion (3, 18, 27-29). Similarly complaints of fatigue and tiredness are more common than reduction in 
energy levels (27, 28).

Older adults with late-onset depression have a higher rate of cardiovascular diseases and white matter 
abnormalities in the brain. They also have a greater degree of executive dysfunction, suicidal ideation, 
psychomotor changes and decreased empathy, but lower rates of family history of depression (25). Older 
adults with depression often present with irritability; agitation is a part of the depressive symptomatol-
ogy that is not seen as often in younger adults (18). The psychological symptoms of dementia such as 
impairments in concentration and attention, and reduced motivation, are more common than in younger 
adults (30).

Depression is often identified by family and carers as a problem with memory and dementia is a signif-
icant differential diagnosis. The term ‘pseudo-dementia’ is used to describe the presence of cognitive 
deficits in a functional mental illness (31, 32) and ‘depressive pseudo-dementia’ is a frequent outcome of 
assessments in memory clinics. It is recognised as a reversible cognitive disorder. Cognitive deficits are 
frequently seen in depression in older adults (18, 33) and these cognitive deficits are patchy across few 
domains in comparison to the global impairment seen in a neurodegenerative dementia.
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The term ‘vascular depression’ has been used to describe a depressive syndrome characterised mainly by 
amotivation and apathy. This is a frequent presentation of clinical depression especially when it is asso-
ciated with significant cerebrovascular/white matter changes in the brain (34, 35). Other core features of 
depression in older adults include executive dysfunction (‘depression - executive dysfunction syndrome’) 
and psychomotor retardation both of which are related to organic changes especially in the frontal lobe 
(36, 37).

Due to a combination of cognitive deficits, executive dysfunction, psychomotor retardation, and other 
factors, depression in older adults is associated with significant functional impairments leading to loss of 
independence, disability, isolation and withdrawal from normal routines (18, 38, 39). Similar mechanisms 
are also thought to be responsible for the self-neglect which is another feature of depression in older 
adults.

Somatisation, hypochondriasis, incontinence, food refusal, weight loss and increase in falls are also asso-
ciated more with depression in older adults (40, 41). Often these symptoms make it more difficult for the 
underlying depression to be identified and treated.

Delusions (particularly nihilistic and delusions of poverty) are more common than in younger adults with 
depression.

Why is it difficult to diagnose depression in older adults?

Depression in older adults is under-reported and under-diagnosed. A variety of factors contribute to this. 
As highlighted earlier, the presentation of depression in older adults is significantly different and the diag-
nostic criteria used for depression in the ICD-10 or DSM (Diagnostic and Statistical Manual) do not have 
the specific criteria for depression in older adults. Symptoms such as somatisation, hypochondriasis, psy-
chomotor retardation, cognitive impairment and anxiety often mask the underlying depression leading 
to the diagnostic difficulties.

With symptoms not conforming to the core criteria of depression as specified in the ICD-10, the presence 
of vague symptoms such as fatigue, insomnia, reduced appetite etc. can be easily attributed to physical 
illness by patients and clinicians (18, 28, 42). They may be easily overlooked (43) or attributed to normal 
ageing (23).

Older adults are less likely to recognise, report or seek help for depressive symptoms from healthcare 
professionals (18, 30, 44, 45).

The common differential diagnosis for depression in older adults is dementia and depression often pre-
sents as apparent dementia (depressive pseudo-dementia). In depressive pseudo-dementia, the history 
of mood disturbance usually precedes cognitive symptoms; there is an unwillingness to answer questions 
rather than a failure of memory as in dementia patients. As already stated, the deficits are often partial 
rather than the global deficits seen in dementia. A trial of antidepressant therapy may sometimes be ap-
propriate and helpful. Depression in older adults has a higher incidence in those with dementia and can 
coexist, and in this context make it more difficult to diagnose due to difficulties in communicating these 
symptoms (28, 46). 

Key interventions in managing depression in older adults

Due to the complex comorbidity and overlap of symptoms with physical illness, careful history-taking 
with information from collateral sources is recommended. Any underlying physical cause should be ex-
plored as a first step and baseline investigations should include full blood count, urea and electrolytes, liv-
er function tests, thyroid function tests, vitamin B12 level, folic acid level, fasting glucose and bone profile.

The NICE guidelines CG90 provide a good summary of the interventions that can be offered as a stepped 
care model and these recommendations are also valid for depression in older adults too (47).

Social interventions to address social isolation such as attendance at a day centre, befriender services, 
introduction to local community events, and structured exercise programs have all been noted to be 
helpful especially in mild-to-moderate depression. Correcting sensory impairments and improving mobil-
ity and independence using appropriate aids such as hearing aids, spectacles, mobility aids, occupational 
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therapy input etc. can go a long way in addressing social isolation, as well as improving self-confidence 
and self-esteem.

Psychological intervention, particularly cognitive behavioural therapy, is equally effective in older and 
younger adults with depression (48) and should be offered where appropriate. Combined pharmacolog-
ical therapy and psychological therapy is more effective than psychological therapy on its own for older 
people with depression (49).

Selective serotonin reuptake inhibitors (SSRIs) are the antidepressants of choice for depression in older 
adults as they are safer than other antidepressants (50). Of the SSRIs, citalopram, escitalopram and ser-
traline are preferred choices as most common drug interactions are mediated by cytochrome P450 and 
these drugs do not inhibit this enzyme system to the same marked degree as some other SSRIs. The risk 
of adverse effects can be minimised further by starting at a low dose and titrating the dose slowly (fol-
lowing the “start low, go slow” mantra of prescribing in the elderly). The therapeutic effect can be often 
delayed in older adults compared to younger adults and can take up to 10 - 12 weeks for start of action 
(51). Hyponatremia is a recognised adverse effect of most antidepressants in older adults, including SSRIs, 
although SSRIs are generally safer than other antidepressants. Hyponatremia is more common with 
increasing age, female gender, low body weight, presence of renal failure and with concomitant prescrip-
tion of diuretics. Older adults are also at risk of increased upper and lower gastrointestinal bleeds. The 
increased risk, especially with concomitant use of nonsteroidal anti-inflammatory drugs, can be reduced 
with the prescription of a proton pump inhibitor.

For more resistant depression, combination antidepressants, lithium augmentation, and antipsychotic 
augmentation are all valid strategies as in younger adults. However, the increased incidence of cere-
brovascular incidents and increased mortality with antipsychotic use in dementia patients needs to be 
considered carefully. Electroconvulsive therapy (ECT) remains an effective option for severe and resistant 
depression.

Older adults have proportionally higher completed rates of suicide and the risk of suicide increases with 
resolution of some of the depressive symptoms. Compared to younger adults, a higher proportion of acts 
deemed as ‘deliberate self-harm’ incidents may actually be failed suicidal attempts. If there is a history of 
such incidents it is necessary to undertake periodic review of the risks, especially around suicidal ideation, 
plans and intentions.

The optimum duration of continuing treatment for older adults remains unclear (52) but it can be any-
where between 6 and 36 months (52). NICE recommends at least six months of therapy for an episode of 
depression and continuation for at least 2 years if there are risks of relapse (47).

When should a referral to secondary care be considered?

The NICE guideline CG90 gives the framework for a stepped care approach to managing depression with-
in the NHS. The following should prompt a clinician to refer to specialist secondary care mental health 
services with respect to depression in older adults (47):

•	 inadequate response to initial interventions

•	 moderate-to-severe depression needing specialist opinion

•	 severe and complex depression

•	 risk to life (suicidal ideations/intentions/plans)

•	 severe self-neglect

•	 presence of psychotic symptoms

•	 complex psychosocial symptoms

Risk factors for suicide in older people include the following (1, 53):

•	 older age

•	 male sex
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•	 social isolation

•	 bereavement

•	 history of previous attempts

•	 evidence of planning

•	 chronic painful illness or disability

•	 drug and alcohol use

•	 sleep disorders

What is the prognosis for older adults with depression?

Generally, long-term follow-up studies suggest that older patients who developed depression and recov-
ered in the first few months fall into three groups: 20 – 33% remain completely well for three years, 33 - 
40% suffer further depressive disorders with complete remissions and the remaining 33% develop a state 
of being a chronic invalid punctuated by depressive disorders (54, 55).

Older patients with depression have a higher mortality than matched controls (56, 57). Compared to de-
pression in mid-life, depression in older adults was associated with higher rates of relapse (58), slower rate 
of recovery (27), and an equal rate of remission (58).

Factors that predict a better prognosis for depression in older adults include: onset before the age of 70; 
short duration of illness; good previous adjustment; absence of disabling physical illness; and good recov-
ery from previous episodes. The prognosis is not as good for people with a higher severity of depression 
at baseline, a family history of depression, comorbid anxiety, physical comorbidity, and organic cerebral 
pathological changes (53, 58-60).

Proportionally, compared to other age groups, more people aged over 65 commit suicide (1) and depres-
sion is the leading cause of suicide in older adults (43, 61). Older adults who attempt suicide are more 
likely to succeed than younger people and even if they survive, the prognosis is worse for older adults (1). 
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