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A depressive condition in the general elderly population is
amajor public problem due to their high occurrence and high
somatic comorbidity. Furthermore, the prognosis of these
depressive states is poor. According to many epidemiological
studies, major depression occurs in 1% to 3% of the elderly
patients [1; 2]. Moreover, from 8% to 16% patients have
clinically significant depressive symptoms [1; 3]. Prevalence
estimates for DSM-IV major depression criteria in adults aged
65 to 100 years in the community were reported about 3% in
men and 4% in women [4]. In the primary medical care about
5% to 10% of older patients have major depression. Recent
meta-analysis on median prevalence rate of depression in el-
derly population across India has been estimated about 21.9%
[5]. Stress and core family pattern are some of the important
psycho-social risk factor for the development of depression,
which differ grossly between urban and rural areas.

In Ukraine, the health of the population under the age
of 70 years, more than 18% of the daily need of social
assistance, 82% regularly take medications, among people
older than 80 years, 20% required a specialized psychiatric
care [6]. In general, the health of the elderly population in
Ukraine is gradually getting worse: the prevalence of dis-
ease among people older than working age has increased
over the last decade by almost a third. And if the mortality
of elderly people from all external causes of Ukraine is not
very different from the EU countries, this figure is higher
than the result of suicide in the EU is 1.6 times, as a result
of murders — more than 7 times [7; 8]. The highest suicide
rate is observed at the age of 80—84 years and males aged
and elderly mortality due to suicide is 45 times larger than
the female. Medical and psychological research in Ukraine
indicate that the leading determinant of suicide among the
elderly is their social isolation: almost half of those who
commit suicide are living alone [9; 10].

Depression is a common but underdiagnosed and un-
dertreated condition in older adults. Studies of depressed
elderly adults indicate that those with depressive symp-
toms (with or without depressive disorder), have poorer
functioning, in some cases worse than people with chronic
medical conditions such as heart and lung disease, arthritis,
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hypertension and diabetes [11]. In addition to poor function-
ing, depression increases the perception of poor health, the
utilization of medical services, and health care costs [12].

Patients with depression and poorly controlled diabetes,
coronary heart disease, or both have an increased risk of
adverse outcomes and high health care costs. According to
single-blind, randomized, controlled trial in 14 primary care
clinics in an integrated health care system in Washington
State, involving 214 participants with poorly controlled di-
abetes and/or coronary heart disease and coexisting depres-
sion (in compared with usual care) an intervention involv-
ing nurses who provided guideline-based, patient-centered
management of depression and chronic disease significantly
improved control of medical disease and depression [13].
Depressive symptoms are an independent risk factor for
mortality in the elderly. Elderly depressive men and el-
derly without chronic diseases seemed to have a greater
mortality risk [14].

However, some studies provide that treatment of major
depression can extend life. The biological, social, psycholog-
ical, and behavioral links between depression and mortality
provided strong rationale to examine whether improved
management of depression can decrease mortality in older
adults (fig. 1) [15]. PROSPECT and other studies show
that treatment of major depression in primary care reduc-
es symptoms of depression, induces remission, improves
quality of life, and reduces functional impairment. Resent
study found: a 24% lower mortality risk was seen after a
median of 98 months among patients with major depres-
sion in practices provided with resources for depression
care management compared with usual care. The decline
in mortality was across all causes of death, but with fewer
deaths from cancer among people with major depression in
intervention practices [16].

A depression care manager working with primary care
physicians to provide algorithm based care for depres-
sion can mitigate the detrimental effects of depression on
mortality.

Depression and anxiety are common in elderly peo-
ple with chronic diseases. They are often associated with
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Fig 1. Adjusted hazard ratios (95% CIl) for specific causes of

death comparing major depression with no depression within

intervention or usual care practices. Data from PROSPECT

(1999-2008) [16].

increased disability and health-care utilization and with poor
health status. Comorbid untreated anxiety and/or depression
tend to persist, have relapsing courses, and are associated
with increased vulnerability to social isolation, low self-es-
teem and confidence, nonadherence to medical treatment,
and increased mortality [17].

We provide the pilot study of for psychiatric disorders’
screening in 162 patients with chronic noninfectious diseases
in primary health care using Hospital Anxiety and Depres-
sion Scale (HADS), including. 26.5% men above 55 (43
patients) and 40.1% women above 55 (65 patients). In the
group of men above 55 level of subclinical anxiety is 44.4%,
of depression is 22.2%, and level of clinical depression is
16.7%. In age group of women above 55 subclinical anxiety
and depression is 14.3%, symptomatic anxiety is 14.3%, and
depression is 57.1%. This data provides evidence of mental
disorders (depression and anxiety) in a significant number
of patients in general health care [18].

However, study determination the correlation of late-
life depression with mild cognitive impairment (MCI) and
dementia in a multiethnic community cohort revealed the
association of depression with prevalent MCI and with
progression from MCI to dementia, but not with incident
MCI [19], suggests that depression accompanies cognitive
impairment but does not precede it.

In German study [20], the general evaluation of depres-
sion among a large sample of non-demented individuals
(75 years of age and older) living in private households
in Germany, was substantial: 36.8 per 1,000 person-years
in men and 46.0 in women. The incidence increased from
35.4 per 1000 person-years between the ages of 75 and 79
to 75.2 for subjects 85 years and older. This should alert
general practitioners to look for signs and symptoms of
depression particularly among the oldest individuals. The
depression rating was significantly higher for subjects 85
years and older and for those with mobility impairment,
vision impairment, mild cognitive impairment, subjective
memory impairment and current smoking. The investigators
note, to prevent late-life depression, it is important to call
more attention to the impact of functional and cognitive
impairment. The preceding findings suggest that depression
in elderly community subjects is a serious problem. Probably
fewer than 20% of cases are detected or treated . Even among
those patients, the effectiveness of interventions appears to

be modest . Escalating health care costs and shrinking health
care resources challenge health care professionals to find
more effective and less expensive approaches to depression
in the elderly.

According to data of St. Vincent’s Health Emergency
Department, a significant proportion of elderly patients have
preexisting conditions including depression, which associat-
ed with social isolation, physical and mental health problems,
and barriers to accessing community services [21]. Patients
aged 65 years and over were screened for depression using
a short form of the Geriatric Depression Scale (GDS-15).
Approximately one in four participants experienced mild
to moderate depression that was related to medical factors
and associated reduced mobility. This study suggests that an
assertive outreach program, with the inclusion of community
intervention and links to social supports and services, could
improve the management of depression in the elderly and
associated health outcomes.

Treatment of elderly patients with major depression rep-
resents a different set of challenges for the physician than the
treatment of young adults. Elderly patients may have more
comorbid medical illnesses, take more medication, have
slower drug metabolism than younger patients. Cognitive
impairment, lack of social support, transportation difficul-
ties, financial limitations and disabilities can be barriers for
elderly patients receiving treatment. These clinical problems
indicate the likelihood that the elderly are excluded from
clinical trials, which leads to a lack of data on the basis of
processing information. For this reason, the research team
convened in 2001 to address some of the clinical issues
related to the treatment of late-life depression. The team
sent a written survey of 50 national experts about treatment
options for elderly patients, and a consensus was reached
on most of the experts presented variants. Evidence-based
treatment strategies prefer the experts were then developed
to assist physicians in the treatment of elderly patients with
depression [15].

Diagnosis Treatment

Dysthymic disorder Antidepressant + psychotherapy

Unipolar nonpsychotic
major depression

Antidepressant + psychotherapy;
ECT if depression is severe and
unresponsive to antidepressants

Antidepressant + an atypical
antipsychotic; ECT

Unipelar psychotic
major depression

Delusional disorder Antipsychotic

Fig. 2. Consensus treatments for late-life depression
(Alexopoulos G.S., 2001).

According to expert consensus, patients with 1 episode
of major depression should be treated with antidepressants
for at least 1 year; if they have had 2 episodes, they should
be treated for 1 to 3 years, and longer than 3 years if they
have had 3 or more episodes. The challenge in geriatric
depression is to get patients to adhere to treatment.

Many factors influence to treatment adherence in older
adults. They are cognitive impairment, complex dosing
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regimens, adverse side effects, a lack of understanding of
depressive symptoms, cost, lack of family support, and the
stigma associated with depression. The clinician should an-
ticipate and directly address nonadherence behavior and help
the patient develop a method of monitoring his or her own
adherence. Other ways to improve treatment adherence are
assessing the patient for cognitive or physical impairment,
involving family members in the treatment plan, maintaining
frequent patient contact, and providing clear and easy-to-un-
derstand information regarding the patient’s diagnosis and
treatment regimen [22].

Consensus guidelines recommend an antidepressant plus
psychotherapy for the treatment of unipolar nonpsychotic
geriatric depression, and recent evidence has supported this
recommendation. The consensus also was that the treatment
for dysythmic disorder or persistent minor depression should
consist of an antidepressant combined with psychotherapy,
or possibly either an antidepressant or psychotherapy alone.
The preferred treatment strategy for unipolar nonpsychotic
major depression of any severity was an antidepressant plus
psychotherapy, although ECT was also considered for severe
depression unresponsive to antidepressants. The SSRIs were
considered the preferred antidepressant class. The preferred
psychotherapies were CBT, supportive psychotherapy, PST,
and IPT. In addition, the Expert Consensus Guidelines af-
firmed that psychosocial interventions such as family coun-
seling and visiting nurse services are integral components
of treatment programs for patients with late-life depression,
along with careful screening and treatment for comorbid
medical conditions that might contribute to or even cause
patients’ depression.

The guidelines recommend CBT, supportive psycho-
therapy, PST, and IPT as the preferred psychotherapeutic
techniques for treating older patients with depression. What
is more, CBT, PST, and the combination of an antidepressant
and IPT were efficacious in the acute treatment of geriatric
depression, with CBT and IPT combined with an antide-
pressant having the largest evidence base. Cuijpers and
colleagues [23] found no significant differences in efficacy
between CBT and other types of psychotherapy.

Since the publication of the guidelines, a type of prob-
lem-solving psychotherapy has been developed for patients
with depression and executive dysfunction [24]. The goal
of this therapy is to maximize the patient’s ability to adapt
to their environment. Specifically, patients are taught how
to identify problems and define them concretely, set goals,
generate solutions, evaluate these solutions, implement
the best solution, and then verify the effectiveness of the
solution. These problem-solving skills have been adapted
to directly address symptoms of depressed patients with
executive dysfunction, such as lack of energy, psychomotor
retardation, and reduced insight. In addition, therapists make
changes in patients’ physical environments to accommodate
disabilities and instruct patients’ caregivers on how to help
with tasks that the patients themselves are unable to perform.
Maximizing patients’ problem-solving skills and creating a
favorable ecosystem reduces their experience of stress and
may facilitate their recovery from depression.
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Drug therapy in the opinion of experts is mandatory for
geriatric depression. Meta-analysis confirmed that antide-
pressants are more efficacious than placebo for late-life de-
pression. In addition, evidence suggests that antidepressants
may have a protective effect against suicide in those aged
65 years or older [25].

The antidepressants preferred by the experts for all types
of depression were SSRIs, with sertraline and citalopram
rated highest for efficacy and tolerability, followed by parox-
etine, which was another first-line option. Studies published
since the guidelines have had mixed results on the efficacy
of these agents in older patients. The experts also recom-
mended the SNRI venlafaxine as first-line pharmacotherapy.
Direct comparisons13—15 between venlafaxine and SSRIs
so far have shown no differences in remission rates in the
geriatric population. Since the publication of the guidelines,
another SNRI, duloxetine, has shown good tolerability and
significant improvement in depressive and pain symptoms
versus placebo in older patients with major depression [26].

Augmentation therapy of antidepressants with atypical
antipsychotics in geriatric depression has still not been sys-
tematically investigated. The use of atypical antipsychotics
has been associated with increased mortality in older patients
with dementia, but illness and other medication factors may
confound these findings [27] The mechanism by which
atypical antipsychotic drugs might increase mortality in
elderly patients with dementia is not well understood, and it
is unclear whether the lower dosages used in augmentation
therapy for geriatric depression will substantially increase
mortality [28]. The experts recommended caution when
using atypical antipsychotic agents; for example, olanzapine
and clozapine should be avoided in those who are obese or
diabetic, and olanzapine and ziprasidone should be avoided
in those with QTc prolongation or congestive heart failure
[29]. However, atypical antipsychotics likely increase appe-
tite and weight and may be beneficial in elderly patients who
are emaciated because of depression or anorexia related to
depression and perhaps exacerbated by comorbid medical
illnesses. Placebo-controlled trials [30] demonstrated the
efficacy of aripiprazole augmentation of antidepressants for
adults with treatment-resistant depression.

The STAR*D study [31], which had a relatively small
older population, found that bupropion and triiodothyro-
nine were effective as augmentation to antidepressants in
treatment-resistant major depression. Studies of this kind
specifically for geriatric psychiatry are needed to provide a
variety of augmentation therapies for this population. How-
ever, additional studies on geriatric depression are needed,
particularly in regard to treatment strategies for patients with
treatment-resistant depression.

So, elderly depression mainly affects those with chronic
medical illnesses and cognitive impairment, causes suffering,
family disruption, and disability, worsens the outcomes of
many medical illnesses, and increases mortality. Ageing-re-
lated and disease-related processes increase vulnerability
to depression. Psychosocial adversity-economic impover-
ishment, disability, isolation, relocation, caregiving, and
bereavement-contributes to physiological changes, further
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increasing susceptibility to depression or triggering depres-
sion in already vulnerable elderly individuals. Treatment
with antidepressants is well tolerated by elderly people and
is, overall, as effective as in young adults. Evidence-based
guidelines for prevention of new episodes of depression
are available as are care-delivery systems that increase the
quality of diagnostics, and improve the treatment of late-
life depression.

Consensus guidelines recommend an antidepressant plus
psychotherapy for the treatment of unipolar nonpsychotic
geriatric depression. Combining psychotherapy and antide-
pressants to treat both mild and severe geriatric depression
continues to be first-line treatment. Psychotherapy is effi-
cacious for treating late-life depression and may especially
help with medication adherence and relapse prevention.
Certain psychotherapies, such as CBT, IPT, and PST, have
the most evidence of efficacy in treating depression in older
adults, but additional controlled trials are needed to deter-
mine which types of psychotherapy work best for which
patients. An antidepressant plus an atypical antipsychot-
ic is the first-line recommendation for geriatric psychotic
depression. Additional studies are needed in the elderly
population to determine safe and efficacious strategies for
late-life depression.
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DEPRESSION IN ELDERLY PATIENTS
0. O. KHAUSTOVA

Summary. Late-life depression negatively affect patients with chronic non-communicable diseases, increase cognitive impairment, are the causes
of suffering and disability, worsens the prognosis of many systemic diseases and increases mortality. In turn, negative life events, disability, isolation
contributes to pathological processes, increasing the susceptibility to depression or triggering depression in vulnerable older people. This is a problem for
many countries , including Ukraine. The results of our pilot study also confirm the importance of the problem of depression in the elderly. Evidence-based
guidelines to prevent new episodes of depression, quality of diagnosis and improve the treatment of late-life depression are available. For the treatment
of geriatric unipolar nonpsychotic depression are recommended antidepressants plus psychotherapy . Antidepressant plus atypical antipsychotics is the
first-line recommendation for geriatric psychotic depression. The combination of psychotherapy and antidepressant medication for the treatment of
both mild and severe geriatric depression continues to be a first-line therapy. Psychotherapy is an effective treatment for depression in old age and can
especially help with medication compliance and prevention of relapse. More research is needed in the elderly to determine the safest and most effective
strategies for late-life depression .

Keywords: depressiom, anxiety, comorbidity, somatics, diagnosis, treatment

JENPECCHSA Y TOXKUJIBIX TAIIUEHTOB
E. A. XavcroBa

Pestome. Jlenpeccun m1o3aHEro Bo3pacTa HEraTHBHO BIMSIOT HA MAIIHEHTOB C XPOHHYECKNMH HEHH(EKIIHOHHBIMH 3a00JICBAHUSMH, YCHUINBAIOT KOT-
HHUTHBHBIC HAPYLICHNUS, SBILIIOTCS IPHYNHAMY CTPAJaHUH H HHBAIUIH3AINH, YXY/IIAI0T IPOrHO3 MHOTUX COMaTHIECKHX 3a00/IeBaHUIT H yBEIIMINBAIOT
CMEPTHOCTE. B cBOIO 04epes, HeraTHBHbIC KU3HEHHBIC COOBITHS, HHBATUAHOCTD, H30JAIMSA CIIOCOOCTBYET IAaTOIOTMIECKUM IIPOLIECCaM, YBEIUIHBAs
CKJIOHHOCTb K JIENPECCUH MIIM MHUIIHUPYS] ISIPECCHIO Y YSI3BUMBIX NMOKHIIBIX JIIofiel. DTa pobiaema akTyallbHa /Ul MHOTHX CTPaH, BKJIIouas YKpauHy.
PesynbraTsl HamIero MMJIOTHOTO MCCIECIOBAHUS TAKXKE TOATBEPIKAAIOT aKTyalbHOCTh MPOOJIEMBI ISIPECCHHN Y OXKIIBIX Jrofiell. Pa3paboTaHs! HayqHO
000CHOBaHHBIC PEKOMEHIAMHU AT MPEIOTBPAICHIS HOBBIX SIIHM3010B JCIPECCHH, IOBBIIICHNS Ka4eCTBa JUATHOCTUKH M YTydIICHHs JICUCHUS JIe-
[IPECCHH IO3/IHEr0 Bo3pacTa. J{jist iedeHns: MOHOHOIOMSIPHOM HENICUXOTHYECKOI repruaTpuueckoll IeMpeccHn PeKOMEH Ty 0TCsl aHTHIENPECCAHTHI ILTI0C
NICHXOTEpanust. AHTHICIPECCAHT IUIIOC aTUIIMYHBIC aHTUIICHXOTHKH SIBIISICTCS IIEPBOI JIMHUM PEKOMEHIAIHN IS TePHATPUISCKUX IICHXOTHIECKHX
nenpeccuil. CoueTanue ICHXOTEPANUH M aHTHACIPECCAHTOB [UIS JICUCHHUS KaK JIETKOH, TaK U TSDKEION repuaTpHIeCKOl JepecCHt IPOTOIKAeT ObITh
riepBoi JinHuK Tepanuu. Ilcuxorepanust sipiasercs 3QpGEKTHBHOI /151 JISUSHUS IENPECCHUH TO3/IHEr0 BO3PACTa U MOXKET 0COOEHHO TOMOYb C COOMIONCHHEM
IpHeMa JICKapCTB H MPO(PUIAKTHKOI pernanBoB. HeoOX0oaNMbI JOMOIHUTENBHEIE HCCIIEIOBAHMS Y TIOXKIIIBIX JIFOICH TS ONpeeNIeH s Oe30IIacCHBIX
3¢ EKTUBHBIX CTPATErHil IS IETIPECCHH TTO3THEr0 BO3PACTa.

KimroueBble ciioBa: fenpeccusi, TpeBora, KOMOpOU/IHbIe 3a00IeBaHMs, HEHH(PEKIIMOHHBIE OOJIE3HH, IHArHOCTHKA, JICUCHUE

JEINPECIA Y JITHIX HAHIEHTIB
0. O. XavcToBa

Pesrome. Jlenpecii mi3HbOro BiKy HEraTHBHO BIUIMBAIOTH HA MAL[ICHTIB i3 XpPOHIYHUMH HE1H(EKIIHHNMHI 3aXBOPIOBAHHSIMH, [IOCHIIIOIOTH KOTHITHBHI
MOPYILCHHS, BUSABIISIOTHCS IPUUMHAMH CTPAXKJaHb Ta IHBAJIU3AL1 , OTIPIIYIOTh IPOTHO3 0ararb0X COMaTHYHMX 3aXBOPIOBAHb 1 301IBLIYIOTH CMEPT-
HICTb. Y CBOIO Yepry, HeraTHBHI KUTTEBI MOJAIT, IHBAJIIIHICTb, 130JI11isl CHPHSIOTH MATOJIOTIYHUM HPOIIecaM, 301IbIIYIOIN CXUIBHICTD 10 Aenpecii abo
IHILIFOFOUM JICTIPECIF0 Y BXKE BPA3IMBHX JIIOJEH moxminoro Biky L{s mpoGiema akTyalbHa [uts 6ararbox KpaiH, BKIFOUaroun Ykpainy. Pesysnbsrarn Hamoro
MIOTHOTO JAOCIIKEHHS TAKOXK i ATBEPIKYIOTh aKTyaJIbHICTh IPpo0IeMu Jienpecii y JiTHIX Jrozeit. Po3pobieHo HaykoBO 0OTrpyHTOBaHI peKOMEHAALT
JULsE 3a1001IraHHsT HOBHM €I1i30/1aM JIeTipecii, IMiABUILEHHS SIKOCTI IarHOCTHKHU Ta MOKPAILEHHS JIIKyBaHHsI Jierpecii Mi3HbOro BiKy. J{yist IiKyBaHHS YHIIO-
JISIPHOT HETICHXOTHYHOI TepiaTpHYHOI Aenpecii peKOMEHYFOThCsl aHTH/ICTIPECAHTH IUTFOC ICUXOTEpaItis. AHTH/ICTIPECAHT ILTIOC aTHIIOBI QHTUIICHXOTHKH
€ TIePLIOIO JIHIE€I0 PEKOMEHIALIT IS TepiaTpUYHUX MICUXOTUYHKX Jenpeciit. [ToeqnanHs necuxoreparnii Ta aHTHICTIPECAHTIB JUIS JIiIKyBaHHS SIK JICTKOT,
TaK i CKJIaHOI repiaTpuvHOi aenpecii mpogoBKye OyTH mepioro jiHiero Teparii. [Icuxoreparist € eheKTHBHOIO TSl JIIKyBaHHS ACTPECii Mi3HBOTO BiKy
i MoK OCOOJIMBO JIOMIOMOTTH 3 JIOTPHUMAHHSIM MPUHOMY JIIKIB 1 TpO(iIaKTHKO pennanBiB . HeoOXiaHI 01aTKOBI JOCIIPKEHHS Y JIITHIX JIFOACH JUts
BHU3HAYCHHs O€3MEYHUX 1 e)eKTUBHUX CTPATEriil UIsi IeTpecii Mi3HbOTO BiKY .
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