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Depression in late life
MAry PAT BuTler, MPHIl, BSC, DIP PROF. STuDIES, CERT BT, RPN, RgN,  
lECTuRER, DEPARTMENT OF NuRSINg AND MIDWIFERY, uNIVERSITY OF lIMERICK 

P
ractice nurses have a considerable contribution 
to make in detecting depression in older adults 
who are regular attendees to general practitioner 
surgeries. It is well established that depression is the 
most common psychiatric disorder affecting older 

people living at home. Of relevance, is that one in seventeen 
older people have dementia, one in twenty-five delirium, 
while, one in seven have depressive disorders.1,2 Depression 
is also 2 to 3 times more common in patients with chronic 
medical conditions. In particular, in patients with the 3 C’s – 
cardiovascular disease, central nervous system disorders (e.g., 
stroke, dementia, Parkinson’s disease) and cancer.3 Although 
depression in late-life is highly treatable at primary care level, 
it is often undetected or ineffectively treated.4 untreated, 
depression can cause substantial functional impairment5 

and increase the risk of late life suicide.6 Practice nurses who 
manage chronic diseases are therefore ideally placed to 
improve detection and significantly contribute to depression 
management. 

risk factors for depression in late life
No single theory has adequately explained the cause 
of depression in later life. However, from a primary care 
perspective, it is imperative to understand that late life 
depression is often associated with medical conditions either 

as a precursor or, as a consequence. For this reason, practice 
nurses should have a high index of suspicion for depression 
in older patients attending for outpatient appointments. It’s 
also worth noting that a number of biopsychosocial risk factors 
infer vulnerability for depression including: neurochemical and 
structural brain changes, medical illness, functional decline 
and disability, caregiver strain, death of a spouse or other 
loved one, social isolation, stressful life events and perceived 
uncontrollability over events.7-9 

challenges in differentiating depression from other co-
morbidities 
The hallmark of depression among older people is that its 
symptoms may be masked or misattributed to physical 
illness and vice versa. It is also important to note that rates of 
depressive symptoms escalate with increasing co-morbidity.10 

Medical co-morbidity
Post stroke depression may occur in the context of vascular 
and organic brain changes and the psychological sequelae 
associated with loss of function. Post stroke depression affects 
30-50% of patients in the first year11 and is difficult to assess 
because of the presence of aphasia, cognitive impairment, and 
emotional liability. To determine if depression is present in post 
stroke, the following core features are indicators to watch for:11
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•	 persistent sadness
•	 loss of interest in activities previously enjoyed
•	 feelings of hopelessness, worthlessness and a burden on 

caregiver 
•	 lack of motivation
•	 death wish and suicidal ideation

In coronary heart disease, depression has been shown to 
be an independent risk factor, while the disease itself also 
contributes to the development of depression.12 In patients 
with cancer, symptoms of depression such as loss of energy, 
tiredness and loss of appetite can easily be attributed to the 
effects of cancer or chemotherapy. Taken together, these 
presentations suggest that unique patient factors must be 
carefully explored to determine the mental and physical health 
status of the older person. 

Dementia and depression
Depression is frequently masked in cognitive impaired 
conditions such as Alzheimer’s disease. Depression occurs 
in 27-53% of people with mild Alzheimer’s and in 36-68% of 
those with moderate to severe presentations.13 Depression 
and dementia share common symptoms including anorexia, 
fatigue, insomnia, weight loss, agitation and psychomotor 
retardation but can be differentiated by the following features: 
•	 recent functional and behavioural changes including sad 

downcast mood
•	 sleep changes or increased irritability, with symptoms worse 

in the morning
If depression is suspected, practice nurses can augment 

their clinical assessment with the use of the Cornell Scale for 
Depression in Dementia.14

Bereavement 
Bereavement is a significant risk factor for depression among 
the elderly.7 Based on the DSM-IV criteria, where depression 
follows bereavement, a diagnosis of a major depressive 
disorder is not made until two months after the loss. Symptoms 
that distinguish a major depressive episode from a grief 
reaction include:15 
•	 feelings of guilt and worthlessness 
•	 death wish and thoughts of suicide 
•	 psychomotor retardation 
•	 marked functional impairment 

•	 hallucinatory experiences 
While it is important not to pathologize normal 

bereavement, it is equally important to diagnose and treat 
grief-related major depression, which can be persistent and 
gravely disabling and may even be life threatening in the 
absence of treatment.16 Social isolation has also been correlated 
with loneliness and this increases the risk of late life depression, 
while social support acts as a buffer. Therefore, strengthening 
social supports can be a protective factor. 

Assessment 
Differentiating between feeling down and clinically 
significantly depressive features is crucial. There is a set 
of symptoms and criteria that must be present to make 
a diagnosis of a depressive episode (see table 1). The 
predominance of somatic symptoms, in particular, aches and 
pains and complaints of poor memory and concentration are 
key indicators. An older depressed person is also much less 
likely to report low mood and instead may present with anxiety 
and irritability. More commonly reported symptoms are loss 
of interest and enjoyment in living, hopelessness about the 
future, disturbed sleep, fatigue and psychomotor retardation. 
Subthreshold or minor depression, that is depression that does 
not meet the full criteria for major depression, is particularly 
common in late life. It is also important to assess for minor 
depression (see Table 1) and intervene appropriately as it is 
associated with functional impairment and distress comparable 
to major depression.17 Older patients are also not likely to 
volunteer feelings of depression. It is therefore important, 
particularly in the context of chronic medical illness, to ask the 
older person about depression. Asking two simple questions is 
a time-saving approach that can detect depression: 18 
1. during the past month, have you often been bothered by 

feeling down, depressed or feelings of hopelessness? 
2. during the past month have you often been bothered by 

little interest or pleasure in doing things? 
A ‘yes’ response to either question, is considered a positive 

test for depression that requires further assessment. A ‘no’ 
response to both questions suggests that depression is highly 
unlikely.19 This approach has been favourably endorsed by 
primary care nurses given its simplicity and usefulness to 
everyday practice.20 

Once depression is detected a more detailed exploration 
is then warranted so that a person centred care plan can 
be developed in the context of prescribed treatment. A 
comprehensive biopsychosocial assessment is required to 
determine the precipitating, predisposing and maintaining 
factors and the severity of symptoms in order to devise an 
intervention plan. gathering this information should be 
undertaken in a systematic way using a semi-structured 
interview to explore the person’s full history and mental state 
and covering the core elements outlined in Table 2. 

In conducting the interview, explore rather than ask ‘yes 
or no’ questions as a person may not attribute low mood, or 
changes in functioning, to depression. Start broad and ask 
how life has been since last contact and how they are coping 
with physical health problems. Determine if the degree of 
disability is disproportionate to an existing medical condition 
and explore any changes in feelings and behaviour. Check 
for any recent changes in sleep, appetite, energy or activity 
levels. Note any reduction in pleasure activities and enquire 
about supports. Find out if there is a death wish or if suicidal 
thoughts are present. Establish the range, duration and severity 
of symptoms (outlined in Table 1) and current functioning. 
Observations of general behaviour, appearance and speech 
e.g. avoiding eye contact, slow speech, excessive movement 

observations of general 
behaviour, appearance 
and speech e.g. 
avoiding eye contact, 
slow speech, excessive 
movement [agitation] or 
slowed up, may provide 
objective evidence of 
depression.
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[agitation] or slowed up, may provide objective evidence of 
depression. A useful way to support the clinical interview is to 
use a well validated assessment measure such as the geriatric 
Depression Scale.21 

An important factor related to depression are the risk factors 
for suicide in later life, which include being male, single, 
living alone, recently widowed, feeling hopeless, depressed, 
physical disability, prior suicide attempts, and alcohol abuse.6 
Older patients who show any signs of depression or distress 
should be asked about psychological symptoms, including 
suicidal ideation. The enhancement of social connectedness is 
recommended as a suicide risk minimisation measure22 which 
is an intervention that could also be supported by the practice 
nurse. 

evidenced based treatment approaches
Pharmacological treatment 
There are several classes of antidepressants agents which 
have similar efficacy in the treatment of late life depression.23 
However, selective serotonin reuptake inhibitors (SSRIs) are 
usually the first-line antidepressant for older adults because 
they are better tolerated and have a safer side effect profile. 
It is important, however, to note that SSRIs are associated 
with particular adverse effects in the elderly which include 
hyponatraemia, increased risk of falls, platelet dysfunction 
and increased bleeding tendency.24 Antidepressants generally 
take 4-6 weeks for a therapeutic response at an optimal 
dose. If there is no improvement after this time, the chances 
of recovery are considered unlikely and a change to another 
antidepressant is recommended.25 Overall treatment response 
is between 40 and 50% after a first trial of an antidepressant. 
Of those who do not respond, half may improve if switched to 
an alternative antidepressant and about a quarter tend to have 
a poor response.24 guidelines for the management of late life 
depression in primary care, recommend that antidepressants 
should be continued for at least 12 months after remission of a 
first onset of depression and for 36 months in cases of recurrent 
depression at a dosage that proved to be initially effective. 
long-term maintenance treatment is recommended for those 
with multiple past episodes, poor health, chronic disability or 
severe social difficulties.26 

Psychotherapeutic interventions
There are number of well-established evidence based 
psychotherapy approaches for treating late life depression27 
(see Table 3). Others include, cognitive bibliotherapy, brief 
psychodynamic therapy, and life review therapy.27 Based 
on what we know about the efficacy of psychotherapeutic 
interventions when used with the elderly, it must be 
communicated that age per se should not be a barrier to 

receiving psychological therapy. Interventions such as problem 
solving and behavioural therapy, especially activity scheduling 
have real merit as effective therapeutic strategies for primary 
care nurses. 

conclusion
Depression in late life frequently occurs in the context of 
other medical illness, can be difficult to diagnose and may 
go unrecognised. Older depressed persons can benefit from 
effective treatments but first depression must be detected. 
Practice nurses are in a unique position to assess patients 
for symptoms of depression and make appropriate referral 
to the gP. Practice nurses can also support the management 
of depressive disorders by taking a person centered, bio 
psychosocial approach to assessment of older persons and 
monitoring treatment response across a range of domains. 

Table 1. Diagnostic criteria: DsM-Iv-Tr: (American 
Psychiatric Association 2000)15

1. Depressed mood
2. loss of interest or pleasure in nearly all activities 

(anhedonia)
3. Sleep disturbance
4. Appetite disturbance
5. Decreased energy, tiredness and fatigue
6. Poor concentrating or indecisiveness
7. Feelings of worthlessness or inappropriate guilt
8. Psychomotor agitation or retardation
9. Recurrent thoughts of death or suicidal ideation

A major depressive episode is indicated if:
•	 five or more of these nine symptoms are present most 

of the day nearly every day for a consecutive two week 
period

•	 either 1 (depressed mood) or 2 (loss of interest and 
pleasure) must be present

•	 significant distress or impaired social and occupational 
functioning is evident. 

A major depressive episode is classed as mild, moderate 
or severe. Severity is judged on the number and severity 
of symptoms and the degree of functional disability and 
distress. 

Minor depression or subthreshold depression is 
indicated if: 
•	 at least two but fewer than five depressive symptoms, 

including 1 or 2, are present for a two week period and 
symptoms cause significant distress or impairment 
in social, occupational or other important areas of 
functioning 

Table 2. elements of a clinical interview

Presence of ICD – 10 criteria for clinical depression 
Number, duration and severity of depressive symptoms 
Impact of symptoms daily living activities.
Family and past history of depression or other psychiatric 
illness
Previous treatment and response 
living circumstances 
Relationships and social supports, 
Co-morbid medical illness 
Changes in social and occupational functioning,
Recent stressors and coping mechanisms, 
Alcohol/substance use/abuse 

Practice nurses are 
in a unique position 
to assess patients for 
symptoms of depression 
and make appropriate 
referral to the gP.
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Table 3.

Intervention Brief description 

cognitive 
Behavioural 
Therapy (cBT)

CBT is based on the premise that how one thinks influences how one feels. The purpose of CBT is to change 
the thinking and behaviours that cause or maintain depression. Techniques used include activity scheduling, 
goal setting, and identification, monitoring and challenging core beliefs

Behavioural 
Therapy (BT) 

BT is based on the premise that depression results from lack of positive reinforcement achieved through 
pleasant and or, master events. Key techniques involve exploring the person’s current daily activity schedule, 
making a connection between pleasant or mastery activities and mood. gradually introduce activities into 
routine schedule with a view to increasing pleasant activities.

Interpersonal 
Psychotherapy 
(IPT)

IPT is concerned with current interpersonal relationships and focuses on areas such as adapting to role 
change, interpersonal conflict or unresolved brief. The approach taken is to help the patient explore options, 
enhance communication where there are interpersonal difficulties and help to develop coping skills.

Problem solving 
Treatment (PsT) 

PST is based on the premise that increased vulnerability to depression can occur where there are deficiencies 
in social problem solving skills. PST uses a structured systematic approach that involves working sequentially 
through a series of steps such as: 
1. define exactly the problem
2. set an achievable goal
3. generate a list of solutions
4. evaluate each solution in terms of terms of pros and cons 
5. select the most feasible solution,
6. make an action plan to implement the solution 
7. review progress and reinforce all efforts 
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