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Elderly women
and late life depression

Depression is more common in the elderly and studies suggest that twice as many women
are likely to be affected by depression than men. There is also evidence that depression can
exacerbate the course or initiate the onset of serious and disabling medical conditions. In this
article, Professor Dora Kohen discusses depression in women and reviews the effect of some
common co-morbidities on depression in the elderly female population.
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epression is one of the most common
psychiatric conditions seen in older
people, affecting between 15 and 20 per
cent of the elderly population1,2. The prevalence
increases with age reaching its peak in the over
65 years population. It is also known to be more
common in women with some studies estimating
that it affects twice as many women as men3.
In elderly patients, depression not only
interferes with the ability to function and enjoy
once pleasurable activities, but it also affects the
ability to remain independent in the community
necessitating the assistance of primary care and
community services.
This article discusses the assessment and
management of depression in elderly women and
the impact on gender specific co-morbidities.

Assessment and diagnosis
The diagnosis of depression in elderly women is
not an easy task. Older depressed women could
experience atypical depressive symptoms whereas
others may suffer from the biological symptoms of
depression without showing low mood.
Depression is primarily a mood disturbance but
in the elderly woman the biological signs of loss of

sleep and appetite, change in weight,
lack of personal hygiene, self harming thoughts
and cognitive decline may precede any changes
of mood.
There is also evidence that depression can
exacerbate the course or initiate the onset of
serious and disabling medical conditions. These
factors all add to the under-recognition of late
life depression. Therefore, the assessment of any
complaint or medical condition in the elderly
female population should include an assessment
of mood, self harming thoughts and depressive
symptomatology.

Common co-morbidities in the
female population
Mild cognitive impairment in
depression
Mild Cognitive Impairment (MCI) is associated
with a number of depressive symptoms including
mild memory impairment and learning deficits.
It is an established complaint in elderly women
who suffer from possible affective disorder. The
patient may lack concentration and attention and
may be too depressed to remember daily activities.
Standardised assessment tools for depression and
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Table 1.

Management of
depression in women

1. Treatment of depression will improve disability
2. Treatment of depression should be a
combination of pharmacotherapy and supportive
psychotherapies
3. Pharmacotherapy should continue for at least six
months after the symptoms have disappeared
4. Slow gradual decrease of the medication will
help counteract any discontinuation symptoms.

dementia would help to evaluate the symptoms
and form a basis for follow up assessments.
Criteria for amnestic MCI are memory
complaints from an informant, impaired memory
functions, preserved cognitive functions and
absence of dementia4. Although the clinical
picture may come across as cognitive decline, low
mood would respond to treatment and several of
the symptoms would improve as the depression
improves. Pseudo-dementia is a term commonly
used for depressive symptoms that present as
dementia. If cognitive decline is associated
with depression, rigorous treatment will resolve
the problem5.

Neuro-degenerative disorders
Depression is also a common neuro-psychiatric
symptom among female patients with neurodegenerative disorders. Different forms of
dementia including Alzheimer’s disease, multiinfarct and Lewy body dementia, cerebrovascular
accidents (i.e. stroke and Parkinson’s disease) are
all associated with increased rates of depression.
It is well established that including
antidepressants in the management of the
medical condition not only will improve mood
but will also improve the medical condition
and the performance of the patient. It will also
decrease disability6,7.

Endocrinological problems
Three per cent of women in England have
diagnosed diabetes and the proportion increases
with age to approximately 10 per cent over the
age of 75 years8. All endocrinological problems,
such hypo- or hyper- thyroidism, diabetes, B12
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deficiency and others are associated with increased
rates of depression. Low mood can be the first sign
of these conditions9,10.

Depression and coronary
heart disease
It is estimated that 1.1 million women in the UK
have Coronary Heart Disease (CHD)11. The cooccurrence of CHD and depression in women is
also common12. There are complex interactions
where depression may increase the risk of heart
disease while patients with heart disease will have
a higher risk of becoming depressed13.
Research findings show that both minor and
major depression have significant effects on the
pathogenesis and prognosis of heart disease14.
The fact that patients with untreated depression
are more likely to develop ischaemic heart
disease and patients with heart disease are more
likely to develop depression show the complex
interaction between the two clinical diagnosis and
the importance of recognising and treating them
simultaneously.
In these patients, depression is also
associated with biological conditions such as
hypercholesterolaemia and atherosclerosis. At the
same time depression may increase the risk of
smoking, excessive alcohol intake and also lead
to poor adherence to medical treatment, which
in turn will increase the severity of the
cardiological condition.

Depression and chronic
obstructive pulmonary disease
Chronic Obstructive Pulmonary Disease (COPD)
affects 13 per cent of women over 65 years of age15.
Besides contributing to mortality, COPD increases
morbidity, disability and the need for primary care
input. There is an increased rate of major clinical
depression in patients with a diagnosis of COPD
with around 30 per cent of the population with
COPD having a diagnosis of depression16.
Depression reduces adherence to medical and
psychiatric treatment therefore the treatment
of the depressed patient with COPD must be
comprehensive and include assessment for
mood disorder and antidepressant treatment
when necessary.

Optimal treatment can be offered following
a full assessment of women over 65 years,
which should include information on medical
conditions, social needs, support system and
also the patient’s daily activities.

Treatment of late age depression
in women
Optimal treatment can be offered following a
full assessment of women over 65 years, which
should include information on medical conditions,
social needs, support system and also the patient’s
daily activities. Most of the cases of depression
can be treated successfully with medication,
psychotherapy or a combination of both.
Patients with mild to moderate depression
will benefit from supportive therapies, anxiety
management techniques and from increased
social support.
However, women with severe depression
will need pharmacotherapy in the form of antidepressants such as selective serotonin reuptake
inhibitors, serotonin-norepinephrine reuptake
inhibitors and at times tricyclic antidepressants.
Frequent assessment of the condition and six
weekly follow up will give a good understanding
of the necessary augmentation strategies that
may also be needed such as lithium, valproate,
carbamazepine, sleeping tablets, anxiolytics, betablockers and sometimes low doses of antipsychotic
medication. In addition, treatment of depression
will help in resolving the disability that led to inpatient treatment in many instances17.
Elderly women are sensitive to higher doses of
medication and may show frequent side effects. It
is important therefore to alert carers and family
to any possible side effects to avoid dizziness,
falls or any other problems that may lead to
non-adherence with the treatment. Depression
is a relapsing condition and women show more
frequent relapses than men. It is important to
continue with the treatment for at least six months
after the symptoms have been treated.
It is also important to decrease the medication
gradually to eliminate any possible discontinuation
symptoms. Sudden decrease and cessation of the
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medication may lead to symptoms of irritability,
dizziness, palpitation, tremor, lack of sleep and
gastrointestinal problems, which do not allow the
patient to terminate the treatment.
It is important to gradually decrease and stop
the antidepressant after at least three months.

Prognosis
The prognosis of depression in elderly females
depends on early and appropriate treatment,
adherence with treatment, absence of any physical
illness, and the presence of a well established
support system. Continuing stressors and life
events, history of or present substance abuse,
untreated medical conditions, a progressive
dementing condition will also all contribute to a
relapsing depressive disorder.

Conclusion
Depression is a treatable disorder, which increases
in frequency and even severity with older age. It is
well established that it is strongly associated with
medical conditions that tend to mask the signs
and symptoms of depression leaving the patient
to suffer unnecessarily. It is very important to
recognise the signs of depression and treat the
patient appropriately.
Medical conditions respond to treatment
more favourably when treatment for depression is
established appropriately. Training in recognition
of mood disorders may enhance the well being of
the medically ill ■ GM
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Key points
>

Depression is a treatable disorder that
increases in frequency and even severity
with older age.

>

Depression can be masked and can
present as cognitive decline or pseudodementia.

>

Any assessment of cognitive decline
should include a rigorous assessment of
mood.

>

Depression is closely linked to medical
conditions and can exacerbate the
physical illness.

>

Most of the cases of depression can
be treated successfully with medication,
psychotherapy or a combination of both.
> It is important to gradually decrease
and stop the antidepressant after at least
three months.
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