Late Life Depression

Learning objectives to meet the goals of knowledge to practice:

U Increase awareness of a serious mental health issue affecting
many older people

u dispel common myths about late life depression

u provide information on treatments
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What is Late Life Depression?

U a common serious mental health issue affecting an older adult
U early-onset depressionwho has experienced depression in their earlier years
U late-onset depressionwhose depression appears in their later years

U late life depression is often undiagnosed and untreated

U a consequence of misdiagnosed late life depression is SUICIDE
U completed acts of suicide are more common in later life than at other ages

U It i1s caused by changes in brain chemicals
U may be triggered by biological, psychosocial and/or social factors
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Myths & Facts

Myth # 1: Late life depression is a normal part of aging
Fact: Late life depression IS NOT a normal part of aging

Myth #2: Late life depressionuncommon in older people

Fact: Depression is the most comnmantal iliness in older
people, however it is also frequently misdiagnosed and
undertreated

Myth #3: There is no correlation between depression and dementic

Fact: Depressionoften masks dementia similarly dementia
often masks depression.
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Triggers for
Late Life Depression

Acute life eventsz Feelings of guilt Pain

spousaldeath

Alcohol Financial problems Physical illness

Caregiving Non-prescription Poor selfesteem
medications

Cognitive impairment  Ongoing problems Prescription

medications

Cumulative losses Associated new Social Isolation

diseases
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Does depression present the same for all
age groups?

Typical Older  Younger
Symptom People People
Anxiety a
Appetite Z a a
Constipation = Cognitive problems can mask
Fatigue 5 5 depression_ and be_r_nisdiagnos_ed
Irritalbility 5 as d_ementla or delirium, resulting
Loss of Libido 5 5 in mistreatment.

Outcome for severe depression
Pain a can be suicide!
Poor Concentration a a
Poor Memory a
Restlessness a
Sl eep v Z & &
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S &S AND DX

Manifestations of late life depression

Array of Physical Agitation
Symptoms

Feelings of Guilt
Sadness

Hopelessness Irritability

Loneliness Worthlessness

Diagnostic Challenges in Seniors
The absence of depressed mood

Significant cognitive impairment

Those who are recently bereaved

High complaints of somatic or physical
problems
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What are the signs?
A dishevelled appearance
A dejected facial expression

Dressed in sombre colours
Fidgety, agitated, restless, crying
Not engaging In conversation
Poor grooming

Slow movements
(few gestures; hunched posture)

Unftzer, J. (2007).
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Older People and Alcohol

U Older people who have problems with alcohol consumption are
at a higher risk of developing late life depression

{ Serotonin Levels
Exaggeration of Feelings
Self medication

Side effects ——
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Assessment/Screening Tools

Geriatric Depression Scale (GDS)

Geriatric Depression Scaleshort

SELFCARE seHrating scale

Brief Assessment Schedule Depression Cards (BASDEC) for hospitalized patients

Cornell Scale for Depression in Dementia ( for patients with moderate to severe
dementia)

Hamilton Depression scale
Beck Depression Inventory
ZungDepression Rating Scale

Cornell Scale in Dementia or the Hamilton Rating Scale are interviewer
administered instruments; the Cornell should be administered by the primary care
giver.



Types of Depression & Treatment Options

Adjustment Disorder with Depressed mood specific reaction to an identifiable stressor or negati
event.

Treatment: supportive psychosocial interventions or psychotherapy

Minor Depressive Disorder- depressive episode of at least 2 wedilksation and few of the required
depressive symptoms of a major depressive episode.

Treatment: less than 4 weeks duration treat with supportive psychotherapy or psychological
interventioni more than 4 weekispharmacological treatment or evidenced based psychotherapy

Dysthymic Disorder i depressedhood for most of the day, more often than not for a duration of at
least 2 years. Indicated by either subjective account or observations by others.

Treatment: pharmacological therapy with or without psychotherapy. Periodic reassessment to m
response will be needed if usipgychotherapy alone.
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Major Depressive Disorder ( Single/recurrentmild to moderatg - common type of clinical
depression exhibiting a depressed mood or a loss of interest or pleasure in daily activities
consistently for at least a 2 week penwdich is accompanied by physical symptoms

Treatment: pharmacologically using antidepressants or with psychotherapy or combinaktiotho

Major Depressive Disorder (Single/recurrentseverewithout psychosis)
Treatment: combination of antidepressants and concurrent psychotherapy

Major Depressive Disorder(Single/recurrent; severe with psychotic episoddsallucinations
and/ordelusions
Treatment: combination of antidepressant plus antipsychotic medication
*side effects of prolonged use of older antipsychotic medications
- high risk oftardivedyskinesia& parkinsonism; cardiovascular & cerebrovascular

Goal of therapy: Remission of depressive symptoms
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