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Is depression among older adults symptomatically different than younger adults? Is
it more common or chronic or difficult to treat? Is depression in late life more likely
to be attributed to psychological problems? Twenty-years ago, Dan Blazer, a pioneer
known for his groundbreaking work on depression in older adulthood, conducted an
important review of the existing literature to refute five commonly held beliefs about
depression in late life. Now, two decades later, we call upon selected articles that are
representative of our current knowledge to provide an update and identify research
priorities.The research consensus spanning the past 20 years suggests that when com-
pared with their younger counterparts, depression in older adults is not more common
and is not more often caused by psychological factors. Although some studies have
suggested that depression in late life may be symptomatically different and charac-
terized by a more somatic presentation, there is insufficient empirical evidence to
conclude that depression presents differently across adulthood. Overall, older adults
respond to psychological interventions as well as younger adults, although evidence
suggests that antidepressants are less efficacious in late life. Finally, compared with
middle-aged adults, depression in older adults is associated with a more chronic course
(i.e., higher rate of relapse), which is likely moderated by medical comorbidity. This
special article summarizes our current understanding of the nature and treatment
of late-life depression and highlights areas of inquiry in need of further study. (Am J
Geriatr Psychiatry 2018; 26:107–122)
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Highlights
• Compared to younger adults, is MDD in older adults symptomatically different, more

common, difficult to treat, chronic, and more often caused by psychological factors?
• MDD is less common in late-life, but has a more chronic course than younger adults.

Older adults with subclinical depression report functional impairment similar to MDD.
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• Depression in late-life may be symptomatically different but more research is needed
to separate impact of medical comorbidity.

• Older adults respond to treatment as well as younger adults; antidepressants may be
less efficacious in late-life, while older age is a favorable predictor of ECT response.

• While older adults may benefit from enhanced ability to regulate emotions, research
suggests that several age-related biological processes contribute to MDD in late-life.

Twenty years ago, Dan Blazer,1 a pioneer known for
his groundbreaking work on depression in late life,2

challenged five commonly held myths and misconcep-
tions about major depressive disorder (MDD) in older
adulthood. Blazer’s paper considered several complex
issues including whether depression in older adult-
hood is symptomatically different, more common, more
chronic, more difficult to treat, and more often caused
by psychological factors than depression at younger ages.
The goal of the current article is to revisit, unpack, and
update these core issues and highlight priorities for
future investigation. To provide comprehensive cover-
age, articles were selected according to the following
search strategy. Titles and abstracts from two data-
bases, MEDLINE and PSYCINFO, were reviewed from
1997 to June 2017, with keywords depression, depressive
disorder, major depressive disorder, geriatric aging, and late-
life. Among them, work published in English on the
diagnosis, etiology, prevalence, incidence, prognosis, and
management of late-life depression were selected. A
focus was placed on empirical studies, meta-analyses,
and authoritative reviews. Reference lists of the iden-
tified papers were examined for further leads. The final
selection of articles was based on relevance as judged
by the authors.

MYTH 1: DEPRESSION IN LATE LIFE IS
SYMPTOMATICALLY DIFFERENT FROM

DEPRESSION AT YOUNGER AGES

It has long been debated whether the somatic, cog-
nitive, and emotional symptoms associated with
depression present differently across the lifespan. As
Blazer1 noted, many believe late-life depression (defined
as depression in those aged ≥65 years) is character-
ized by more frequent somatic symptoms and cognitive
impairments and less frequent emotional symptoms.
Twenty years ago, based on the best available evi-
dence (i.e., a study comparing symptoms of MDD

among younger and older adult inpatients3 and
community-based studies showing that adults of all
ages report similar depressive symptoms on the Center
for Epidemiologic Studies of Depression Scale4 that
result in similar factor structures),5,6 Blazer1 con-
cluded that somatic and emotional symptoms
associated with depression present similarly across
adulthood.

Over the past two decades, research has continued
to examine whether phenomenological differences in
depression emerge during older adulthood.7–12 Age-
based differences in depression is important to
understand as variations in clinical presentations could
contribute to misdiagnosis or incorrect treatment.12,13

One approach to examining the phenomenology of de-
pressive symptoms across adulthood is to compare
depressive symptoms in younger and older adults di-
agnosed with MDD according to diagnostic criteria
outlined in major classification systems (e.g., Diagnos-
tic and Statistical Manual for Mental Disorders).14

Hegeman et al.7 conducted a meta-analysis of 11 studies
that compared depressive symptoms endorsed by
younger (aged <40 to 65 years) and older (aged 50–
70 years) adults on the Hamilton Rating Scale for
Depression,15 a clinician-administered assessment of
depressive symptomology. Among older adults, hy-
pochondriasis, general and gastrointestinal somatic
symptoms, and agitation were more commonly en-
dorsed, whereas guilt and loss of interest in sex were
less commonly endorsed. Although some symptom-
atic differences were identified across age groups,
Hegeman et al.7 acknowledged several methodolog-
ical issues that limit possible conclusions. First, data
on comorbid physical problems were typically not avail-
able and were therefore not adjusted. Comorbid
physical problems could account for the elevated
somatic symptoms among older adults. Similarly, age
of onset and chronicity of depression were not ac-
counted for, which could influence the clinical
presentation of depression. A large proportion of
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participants were severely-depressed inpatients, which
limits the generalizability of results to community
samples. When one study examining psychotic de-
pression was removed,16 differences between younger
and older adults were no longer significant for general
and gastrointestinal somatic symptoms and loss of in-
terest in sex. Finally, hypochondriasis and general
somatic symptoms were moderately heterogeneous,
which indicates that results across studies were not con-
sistent for these symptom categories.17 These limitations
temper the study’s conclusion that depression in older
adults is symptomatically different from younger
adults.8,12

In a subsequent study, Hegeman et al.9 examined
baseline data from the Netherlands Study of Depres-
sion in Older Persons (NESDO),18 a multisite cohort
study. The effect of chronic somatic diseases and aging
on depressive symptoms were evaluated in depressed
(N = 300) and nondepressed (N = 129) older adults. De-
pressive symptoms were assessed using the Inventory
of Depressive Symptomatology-Self Report.19 Partici-
pants were classified by age (age ≤70 years = younger
old, age ≥70 years = older old) and by number of
chronic somatic diseases (0–1, ≥2). In the depressed
group, more chronic somatic diseases were associ-
ated with more severe somatic symptoms. Older age
showed a trend toward less severe somatic symp-
toms (p = 0.145). In the nondepressed group,
individuals with more chronic somatic diseases showed
a trend toward more severe somatic symptoms (p =
0.065) and older age was associated with more severe
somatic symptoms. These results suggest that older age
and chronic somatic diseases are not uniquely related
to elevated somatic symptoms in depression. Hegeman
et al.9 contend that the severity of depressive symp-
toms may be overestimated in older adults because of
comorbid physical problems and underestimated in the
oldest old because of a tendency to under-report de-
pressive symptoms.

Additional studies that have examined symptom-
atic age differences in depression have arrived at
inconsistent conclusions,8,10–12 likely attributable to meth-
odological reasons (e.g., variability in sample
characteristics, confounding variables, and cross-
sectional design). Schaakxs et al.8 used data from the
Netherlands Study of Depression and Anxiety
(NESDA) and the NESDO to compare depressive
symptoms among younger (N = 1,026; age 18–59 years)
and older (N = 378; age ≥60 years) adults with MDD

on the Inventory of Depressive Symptomatology-
Self Report.19 Older age was positively associated with
the somatic/vegetative cluster of symptoms, includ-
ing early morning waking, loss of interest in sex, sleep
problems, psychomotor retardation, other bodily symp-
toms, and aches and pains (B = 0.23, p < 0.001).
Although some cognitive symptoms (e.g., pessimism
about the future) and mood (e.g., reduced pleasure or
enjoyment) were associated with older age, the cog-
nitive (B = −0.04, p < 0.004) and mood (B = −0.20,
p < 0.001) clusters of symptoms were negatively as-
sociated with older age. Results remained after
adjusting for number of chronic diseases. Schaakxs
et al.8 suggest that elevated somatic/vegetative symp-
toms in the elderly could explain why late-life
depression is underdiagnosed.20

A recent retrospective study examined the relation-
ship between core depressive symptoms and age.
Wilkowska-Chmielewska et al.10 reviewed records of
younger (N = 130; age <44 years), middle-aged (N = 241;
age 45–64 years), and older (N = 149; age >64 years)
adult inpatients diagnosed with a depressive episode
to investigate if depressive symptoms differed by age
of hospitalization. Insomnia, difficulty falling asleep,
decreased appetite and body weight, and memory im-
pairment were more common in older adults.
Complaints of somatic symptoms and hypochondria-
sis increased with age. The retrospective design did
not allow for information regarding other psychiat-
ric diagnoses or health status to be examined or
controlled. Although some depressive symptoms were
more common in the elderly, the authors concluded
that age did not have an impact on the core symp-
toms of depression (e.g., depressed mood, psychomotor
retardation, diminished energy, difficulty concentrat-
ing, and difficulty making a decision) required for
diagnosis.

An alternative approach to examine whether de-
pression is symptomatically different in older
adulthood is to compare depressive symptoms in older
adults with early versus late onset MDD. This method
examines differences in depressive symptoms accord-
ing to timing of the first depressive episode rather than
current age, which avoids confounding older age with
greater likelihood of having more depressive epi-
sodes during their lifetime.12,13 Wilkowska-Chmielewska
et al.10 reviewed records of adult inpatients with early
(N = 33; age <44 years), mid (N = 52; age 45–64) years,
and late onset (N = 28; age >65 years) of a depressive
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episode. A late-onset depressive episode was associ-
ated with increased somatic complaints and decreased
activity compared with early-onset depressive epi-
sodes and increased interpersonal sensitivity compared
with early-onset and mid-onset depressive episodes.
The authors concluded that age of onset does result in
some (nevertheless few) phenomenological differences.

Alvarez et al.11 examined differences in depressive
symptoms reported by adult inpatients who were
divided into groups based on their current age (18–
60 or >60 years) and whether they had early-onset
(N = 31; age <60 years) or late-onset (N = 30; age >60
years) MDD with melancholia, with or without psy-
chotic features. Although symptomatic differences
across groups were not found for the HDRS,15 the Ham-
ilton Anxiety Scale,21 or the Widlöcher Depression
Retardation Scale,22 older adults with late-onset de-
pression reported lower anger and irritability on the
Schedule for Affective Disorders and Schizophrenia.23

Although this was a single, cross-sectional study with
a small sample size, the homogeneous sample does
suggest that the symptoms of melancholic depres-
sion generally tend to present similarly regardless of
the age at which the disorder develops.

Grayson and Thomas12 conducted a systematic
review of 14 studies that compared depressive symp-
toms among older adults with early (N = 23,745; age
<50 to 60 years) and late-onset (N = 11,191; age >60 to
65 years) MDD. One of the reviewed studies found that
hypochondriasis, somatic delusions, and gastrointes-
tinal symptoms were more common in late-onset
depression,24 but this association was not consis-
tently found across studies. Depressive symptoms were
more severe in late-onset depression; this finding might
be because participants were severely depressed in-
patients, however. Large-scale epidemiological studies
have found that depressive symptoms are typically less
severe in older adults than younger adults,25 which sug-
gests that severely depressed inpatients may not be the
most representative sample. Consequently, the authors
concluded that depressive symptoms did not signifi-
cantly differ in older adults with early-onset versus late-
onset MDD.

Although the literature has identified some age-
related symptom discrepancies in depressive disorders,
findings have generally been inconsistent across studies.
Some cohort studies found that older adults en-
dorsed elevated levels of somatic symptoms,7,8 whereas
another cohort study failed to find such differences.9

Other work has found some symptomatic differ-
ences based on age of onset, although the authors
suggested that these difference were not clinically
meaningful to the diagnosis of depression.10–12 There
are some data to suggest that somatic symptoms may
be more prevalent in older adults,7,8,10–12 although only
Schaakxs et al.8 found this result after adjusting for the
presence of chronic diseases.

Compared with the studies reviewed by Blazer1 20
years ago, the current literature has advanced, and in-
cludes findings that reflect diverse samples of older
adults. Despite this substantial increase in research in-
vestigating the phenomenological differences of
depressive symptoms across adulthood, a clear and
consistent message has not yet emerged. There is cur-
rently insufficient empirical evidence available to
conclude that phenomenological differences that have
an impact on clinical diagnostic decision-making for
depression exist among younger and older adults.26

Future research should aim to overcome several
methodological limitations associated with the current
literature. For example, only a limited number of the
studies reviewed recruited samples including the oldest
old, or individuals over the age of 85 years. Although
these samples may be more challenging to recruit for
because of physical and cognitive limitations and social
and cultural barriers,27 it is important investigate de-
pressive symptoms across the entire lifespan. In
addition, a significant portion of the studies reviewed
focused on severely depressed inpatients rather than
community samples that may be more representative
of the population. Only one of the studies reviewed
controlled for comorbid physical illness, which is a
major confounding factor. Depression in older adult-
hood is associated with increased rates of medical
comorbidities.28 More high-quality research that evalu-
ates current symptoms, comorbid physical illnesses,
depressive symptom severity, age of onset, and chro-
nicity of depression at multiple time points is needed
to assess if systematic differences in the presentation
of depression exist across age groups and if these dif-
ferences are clinically meaningful.

Finally, our understanding of the phenomenology
of depression in older adulthood has been constrained
by the research community’s reliance on diagnostic cri-
teria outlined in the Diagnostic and Statistical Manual
for Mental Disorders (DSM).14 The DSM-5 states that de-
pressive symptomatology differ across the lifespan;
however, with the exception of permitting “irritable
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mood” to substitute for depressed mood in children
and adolescents, criterion symptoms are assigned sim-
ilarly across the lifespan. Reliance on the DSM
categorical approach likely obscures heterogeneity and
possible age-related depressive subtypes. For example,
a DSM diagnosis of depression requires that an indi-
vidual experience depressed mood and/or loss of
interest or pleasure, which may be problematic given
longitudinal research that suggests that older adults
are less likely to endorse sadness.29 If distinctive fea-
tures of depression in older adulthood exist, it is likely
that older adults with “non–DSM-defined depres-
sion” are not represented in research that compares
symptom profiles. Similarly problematic is the DSM-5
requirement that comorbid symptoms be recently ex-
acerbated in order to count toward a diagnosis of
depression. This may differentially impact older adults
who are more likely to have comorbid medical prob-
lems and fail to accurately attribute symptoms to MDD.

MYTH 2: DEPRESSION IS MORE
COMMON IN LATE LIFE THAN AT

YOUNGER AGES

Aging is associated with unique challenges includ-
ing changes in independence, financial status,
interpersonal relationships, and physical and cogni-
tive abilities. In light of these challenges, it is often
assumed that MDD in older adulthood is more prev-
alent than at younger ages. Blazer1 reviewed evidence,
including results from large epidemiological studies
of community samples, on the prevalence rates of clin-
ical depression in older adults ranging from 0.6% to
2%, which were significantly lower than estimates for
younger adults.

In line with prior findings, the notion that older
adults experience elevated levels of depression con-
tinues to remain a myth. Although older adults
experience clinically significant depressive symp-
toms (8%–16% estimated prevalence rate)30 and
subclinical depression (10%–50% estimated preva-
lence rate depending on setting),31 the literature has
consistently shown that the prevalence and inci-
dence rates for the clinical diagnosis of MDD in older
adults is significantly lower than younger and middle-
aged adults.

The prevalence rate (i.e., proportion of the popula-
tion who have a condition during a specific period of

time) of depression in older adults has been investi-
gated for the past six decades. Beekman et al.32

completed a systematic review of to assess the world-
wide prevalence rate of depressive disorders in older
adults (age >55 years). Prevalence rates varied when
assessing for the presence of any clinically signifi-
cant depressive symptoms, ranging from 2.4% in Japan
to 35% in China. Prevalence rates were more consis-
tent, however, when studies specifically assessed for
MDD. The prevalence of MDD ranged from 0.4% in
Japan to 10.2% in Australia, which was the only study
that reported a prevalence rate above 5%. Excluding
this study, the weighted average prevalence rate for the
remaining 16 studies was 1.77%.

Recent reports of prevalence rates for MDD con-
clude that the disorder occurs less frequently in older
adults. Although community-based samples of older
adults above the age of 55 or 65 years report 12-
month prevalence rates ranging as high as 4%33–35 and
8.7%,36 respectively, the majority of studies report prev-
alence rates at or below 2.6%.25,37–44 Despite different
prevalence rates, the aforementioned studies found that
older participants had a lower prevalence of MDD com-
pared with younger and middle-aged counterparts in
the sample as well as most recent estimates of prev-
alence rates for younger (10.4% 1-year prevalence rate)
and middle-aged (7.7–9.4% 1-year prevalence rate)
adults.25 There is no support for the claim that com-
pared with younger adults, MDD is more prevalent in
community-dwelling older adults.

A subset of older adults reside in long-term care fa-
cilities such as nursing homes, assisted living facilities,
continuing care retirement communities, hospice care,
and home care. In 2011, just 6.4% of older adults (age
≥65 years) in the United States were receiving long-
term care.45 Systematic reviews report prevalence rates
of MDD that range from 5% to 25% in these settings,46,47

with a median prevalence rate of 10%.46 The preva-
lence of depression is higher in older adults living in
long-term care facilities compared with those living in
the community, although it is only slightly higher than
middle-aged adults and comparable to younger adults.25

Although prevalence rates are more commonly re-
ported, they can be greatly influenced by the chronicity
of a disorder.48 This is an important issue, because de-
pression is marked by elevated rates of relapse and
recurrence. Incidence rates (i.e., number of new cases
in a given time period) may provide a better measure
of the association between depression and aging as they
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account for chronicity. Incidence rates for the first onset
of depression have generally been lower in older adults
compared with younger (1.9% 1-year incidence rate,
3.2 per 1,000 risk-years) and middle-aged (1.6% 1-year
incidence rate, 1.9–5.4 per 1,000 risk-years) adults.37,49

Community-based studies completed in the United
States that report percentages range from 1.2% 1-year
incidence rate for individuals over the age of 55 years49

to 3.28% 3-year incidence rate for individuals over the
age of 60 years.50 Older adults who receive long-term
care have slightly higher rates that range from 4.7%
6-month incidence rate51 to 6.4% 1-year incidence rate.52

Community-based studies that have reported person-
time incidence rates (i.e., number of new cases that
occur within the amount of time that the sample was
at risk for developing the disease of interest) report a
greater range of incidence values depending on the
study’s parameters. Eaton et al.37 obtained the lowest
incidence rate using the Diagnostic Interview
Schedule.53 Over the course of 23 years, incidence rates
for older adults from the United States over the age
of 65 years reduced from 0.9 per 1,000 person-years
between 1981 and 1993 to 0 per 1,000 person-years
between 1993 and 2004. Murphy et al.54 found a steady
incidence rate in two cohorts from Canada using the
DePression and AnXiety (DAPX) interview.55 The in-
cidence rates for older adults over the age of 55 years
was 4.7 per 1,000 person-years between 1952 and 1970
and 3.9 per 1,000 person years between 1970 and 1992,
yielding a combined incidence rate of 4.5 per 1,000
person-years. Using a semi-structured psychiatric in-
terview, Luijendijk et al.56 found that the incidence rate
for MDD and dysthymia was 2.1 per 1,000 person-
years in older adults (age ≥55 years) from the
Netherlands. Norton et al.57 found that the incidence
rate for MDD was 10.51 per 1,000 risk-years in older
adults from the United States aged 65 to 100 years. This
rate is relatively higher than other studies, possibly
because MDD was assessed using multiple approaches
beyond a structured interview, including antidepres-
sant use and postmortem informant interviews.
Although incidence rates generally decreased over time,
there were no significant differences when compar-
ing age groups.

Although incidence rates of depression generally
appear lower for older adults compared with younger
and middle-aged adults, it is important to note that
higher incidence rates have been found when assess-
ing for the new onset of depressive disorders other than

MDD such as dysthymia, minor depression, and MDD
not otherwise specified (MDD-NOS). Luijendijk et al.56

obtained a relatively low incidence rate of 7.0 per 1,000
person-years, which remained stable when examin-
ing incidence rates for depressive disorders across age
groups. Norton et al.57 found an incidence rate of 23.5
per 1,000 risk-years. Relative risks for developing a de-
pressive disorder (i.e., MDD, subclinical depression,
bereavement, dysthymia, and dysphoria) did not sig-
nificantly differ between age groups.

Conversely, Palsson et al.48 found significantly greater
incidence rates for depressive disorders (i.e., MDD, dys-
thymia, and MDD-NOS) that increased with age in a
Swedish cohort. The overall incidence rate for partici-
pants aged 70 to 85 years was 22.6 per 1,000 person-
years. When comparing age groups, incidence rates
appeared to increase with every age increment, peaking
at 59.9 per 1,000 person-years for participants aged 81
to 83 years. The elevated rates reported in this study
likely reflect the impact of dysthymia, which was the
most frequently made diagnosis during the follow-
up period.

The empirical evidence continues to find that older
adults report lower prevalence and incidence rates of
MDD than younger counterparts. Although older adults
are less likely to experience MDD than younger adults,
higher incidence rates of other depressive disorders
(i.e., dysthymia, minor depression, MDD-NOS) have
been reported and have important clinical implica-
tions. Older adults with clinically significant depressive
symptoms or subthreshold depressive syndromes
report levels of impairment in physical, social, and role
functioning similar to MDD.58 This finding has signif-
icant clinical relevance and underscores the importance
that healthcare providers are able to detect and ag-
gressively treat subclinical depressive syndromes in
older adults.

MYTH 3: DEPRESSION IS MORE
CHRONIC IN LATE LIFE THAN IN

YOUNGER PERSONS

Depression in older adulthood is often associated
with known prognostic factors, such as physical illness,
cognitive impairment, and lack of social support, which
makes it reasonable to speculate that depression during
this period is more chronic or prone to relapse. Twenty
years ago, Blazer1 conducted a review of several
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longitudinal studies59–61 and concluded that the course
of depression among older adults was similar to that
among younger adults. The relationship between the
course of depression and age is complex and few meth-
odologically rigorous studies have conducted direct
comparisons between middle-aged and older adults.10

To clarify the prognosis of depression among older
adults, Mitchell and Subramaniam13 conducted a sys-
tematic review to compare relapse and recurrence of
depression in older adulthood to those with depres-
sion in middle adulthood. Studies were included if they
compared depression in late life with depression in
midlife. Regarding relapse and recurrence, one incep-
tion cohort design that examined the effect of
randomized maintenance treatment on relapse to de-
pression in patients older than 59 years of age was
identified.62 Participants received acute treatment (i.e.,
combination of nortriptyline and interpersonal psy-
chotherapy) followed by randomized maintenance
treatment (i.e., nortriptyline, interpersonal psycho-
therapy, or placebo) to prevent recurrence. Higher age
at study entry was associated with greater relapse such
that patients aged 70 years and older had a higher and
quicker rate of recurrence than those aged 60 to 69
years. Although the authors did not specifically control
for clinical variables that have been previously asso-
ciated with greater relapse (e.g., number of previous
episodes, age at index depressive episode, and medical
comorbidity), analyses showed that none of these
factors predicted relapse.62

The National Institute for Mental Health Collabora-
tive Depression Study utilized a large-scale 15-year
prospective design to examine time until recurrence
in participants (age 17–30, 31–50, 51–64, and 65–79
years) who had recovered from depression.63 The
median time to recovery was similar across groups; the
median time to recurrence, however, was shortest for
the oldest participant group (age 65–79 years). This
finding might be because older adults were more likely
to have greater number of past episodes, because in-
clusion criteria required that all participants have a
diagnosis of recurrent depression.

More recently, data from the NESDO was used to
examine the course and outcomes of depressive dis-
orders in adults over 60 years of age.64 A total of 378
depressed patients (i.e., DSM-defined MDD, dysthy-
mia, or minor depression) from specialized mental
health facilities and 132 nondepressed adults partici-
pated in assessments every 6 months during the 2-year

follow-up period. Of the 285 persons who were de-
pressed at baseline, almost half (48.4%) also suffered
from a depressive disorder 2 years later. Only 19% of
individuals who were depressed at baseline were in
complete remission. Almost two-thirds (61%) of de-
pressed individuals at baseline had a chronic course,
and 20% had an intermittent course (i.e., one assess-
ment period without depressive symptoms). Results
were compared with results from NESDA,65 a simi-
larly designed longitudinal study that examined relapse
to depression among adults aged 18 to 65 years. In that
study, about 80% of the purely depressed patients
reached remission within 2 years, and only 50% of those
with a comorbid anxiety disorder reached remission.
In the NESDO study, only 36.8% of the depressed
persons had a comorbid anxiety disorder; neverthe-
less, comorbidity was not a predictor of depressive
diagnosis at follow-up. Comijis et al.64 concluded that
their results confirm the poorer prognosis of depres-
sion in terms of chronicity among older adults. Several
determinants of the poor prognosis were identified and
included baseline severity of depression, comorbid dys-
thymia, younger age of onset, and presence of chronic
diseases.

As participants in the NESDO study were recruited
from specialized mental health facilities, findings may
not be generalizable to community-dwelling older
adults. A recent systematic review examined the prog-
nosis of depression in older adults (age ≥55 years) in
general practice and the community.66 Studies were in-
cluded if they enrolled patients with clinically
significant symptoms of depression or a depressive dis-
order diagnosis and provided at least one follow-up
assessment. Regardless of the follow-up period or how
depression was defined at baseline, results revealed that
20% to 50% of patients developed a chronic course.

In comparison, the Netherlands Mental Health
Survey and Incidence Study (NEMESIS) provided data
on the course of depression in the general popula-
tion aged 18 to 64 years.67 The NEMESIS study is a
prospective, psychiatric epidemiological survey con-
ducted in the Dutch adult general population with three
waves (1996, 1997, and 1999). A total of 4,796 respon-
dents participated in structured clinical interviews at
all three waves. The study identified new episodes of
major depression (N = 273) by including participants
who endorsed a diagnosis of MDD at time 2 but denied
a diagnosis of MDD at time 1. Results revealed that
76% of patients with depression recovered within 12
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months. Determinants of persistence were severity of
depression and comorbid dysthymia.

When Licht-Strunk et al.66 assessed studies that
allowed for examination of course (i.e., designs with
more than two measurements), they found that about
one-third of depressed older adults (≥55 years) devel-
oped a chronic course and another third had a brief
period of remission. Evidence for a strong associa-
tion between prognostic factors and poor outcome were
found for higher age, chronic somatic comorbidity,
greater functional impairment, higher baseline depres-
sion, and external locus of control.

Findings from the systematic review13 and more
recent longitudinal studies64,66 support the notion that
depression in older adulthood is associated with a
worse trajectory—likely moderated by depression se-
verity, number of previous episodes, and medical
comorbidity. Licht-Strunk et al.66 found strong evi-
dence that older age, presence of chronic somatic
diseases, higher baseline depression level, and an ex-
ternal locus of control were associated with poor
outcome in two high-quality cohort studies. Similar-
ly, Comijis et al.64 found that patients with more severe
depression at baseline, comorbid dysthymia, younger
age of onset, and chronic physical diseases were more
likely to have a poor outcome at 2-year follow-up.

MYTH 4: DEPRESSION IN LATE LIFE IS
MORE DIFFICULT TO TREAT THAN
DEPRESSION AT YOUNGER AGES

Reduced confidence in treatment efficacy for de-
pression in older adults may contribute to delayed
referral and treatment-seeking.68 Fortunately, a large
body of literature supports the efficacy of treatment
for depression including psychotherapy, pharmaco-
therapy, and electroconvulsive therapy (ECT) for older
adults. A recent meta-analysis found that psycholog-
ical treatments of depression in older adults have a
moderate to high effect on depression that were durable
for at least 6 months.69 Subgroup analyses confirmed
the effectiveness of cognitive behavior therapy (CBT),
life-review therapy, and problem-solving therapy, al-
though non-directive counseling was found to be less
effective. Additional work supports these findings but
notes that the magnitude of the effect depends on the
type of control; specifically, that change associated with

supportive therapy or placebo plus clinical manage-
ment are considerable.70

An area that has received less attention is whether
depression in late life is equally responsive to treat-
ment than at younger ages. Although there is a paucity
of research that directly compares the association
between treatment outcome and age, a recent study
examined the effectiveness of CBT for depression in
older versus younger veterans.71 A large number
(N = 864) of older (N = 100) and younger (N = 764)
highly depressed veterans received 12 to 16 sessions
of CBT-Depression, a treatment protocol developed for
veterans and military service members to treat de-
pression. Both younger and older adults experienced
significant equivalent reductions in depressive symp-
toms. The magnitude of the effect was identical for both
groups (d = 1.01). Using a similar design, Karlin et al.68

demonstrated equivalent effectiveness of acceptance
and commitment therapy for depression in a sample
of older and younger adults.

Using an alternative strategy to compare treatment
efficacy, Cuijpers et al.72 conducted a meta-regression
analysis of 112 studies to examine the relative efficacy
of psychotherapy for depression in younger and older
age groups. A total of 7,845 depressed participants
(N = 4,588 in the experimental group, N = 3,257 in the
control group) were included in analysis. Results in-
dicated that a variety of types of psychotherapy (i.e.,
CBT, problem-solving therapy, interpersonal psycho-
therapy, and behavioral activation) for depression appear
to be as effective in older adults as younger adults.72

In recognition of the particularly chronic nature of
depression in older adulthood, research has begun to
examine the efficacy of interventions designed to target
and reduce depressive relapse. Mindfulness-based cog-
nitive therapy73 is an effective therapy that aims help
patients become aware of, and respond more effec-
tively to, negative thinking patterns that otherwise
increase vulnerability to depression.74 High-quality
studies are needed to bolster the emerging evidence
for the efficacy of mindfulness-based cognitive therapy
among older adults.75–79

Research also supports the efficacy of antidepres-
sants compared with placebo for the treatment of MDD
in older adults.80–82 These largely positive findings are
attenuated or indeterminate for certain subgroups of
older adults (e.g., nursing home residents who are typ-
ically older, with more medical comorbidity, functional,
and cognitive impairment).83 There is also insufficient
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evidence for the efficacy of antidepressants for older
adults with depression and comorbid dementia.84–86

Although antidepressants are efficacious for
community-dwelling older adults with depression, ev-
idence suggests that this efficacy is reduced in
comparison with younger adults.87,88 Nelson et al.87 con-
ducted a meta-analysis of 10 acute-phase, double-
blind, randomized, placebo-controlled trials of second-
generation antidepressants for the treatment of
depression among participants aged 60 years and older.
Second-generation antidepressants were modestly more
efficacious than placebo, although the response rate
(44.4%) was lower than the reported response rates
(53.8%) in a meta-regression for adults younger than
65 years.89 The efficacy of both first- and second-
generation antidepressants for the treatment of MDD
in adults was further examined in a meta-analysis and
meta-regression of placebo-controlled randomized
trials.88 Older adults (age ≥55 years) had significantly
higher response rates to antidepressant therapy than
placebo. Meta-regression analyses indicated that the rate
of response to antidepressants was significantly higher
among adults younger than 50 years compared with
studies on older adults (age >65 years). Sub-analyses
revealed that for older adults (age >65 years), antide-
pressants were no more effective than placebo. Results
suggest that, although antidepressants for older adults
are efficacious, the response rate may be lower than
those reported for adult samples (i.e., age <65 years).
Research should continue to consider moderators of
lowered treatment response in older adults, includ-
ing sociodemographic and clinical factors (e.g., male
sex, older age, and longer duration of depressive
episode),90 and aspects of executive functioning.91

The use of other classes of medications, such as
anticonvulsants and antipsychotics, in combination with
antidepressants has been explored as second-line treat-
ments for treatment-resistant depressed older adults.
Support for lithium augmentation in treatment-resistant
late-life depression exists; nevertheless, older adults have
had poorer tolerance of this class of medication.92,93

Therefore, the use of antipsychotics in this population
has been explored. Lenze et al.94 conducted a large,
multisite double-blind placebo-controlled random-
ized clinical trial of aripiprazole augmentation in older
adults with treatment-resistant depression. Older adults
(age >60 years) had significantly higher remission rates
with aripiprazole and antidepressant therapy than
placebo—a finding that remained stable over the 12-

week continuation period. Although promising, more
research is needed on the efficacy, safety, and tolerability.

Beyond the acute treatment phase, risk of relapse and
recurrence raise concerns about durability of antide-
pressants treatment response. A recent meta-analysis
of eight double-blinded randomized controlled trials
found support for continuation treatment with anti-
depressants (tricyclic and selective serotonin reuptake
inhibitors) compared with placebo for MDD in older
adults.95 Despite this evidence, additional research is
needed with longer follow-up periods96 and to compare
the efficacy of long-term treatment outcomes for older
patients and between both age groups.

It is widely agreed that ECT is an efficacious treat-
ment of depression in older adults.97,98 Compared with
antidepressant treatment, ECT is associated with a faster
rate of remission.99 Older adults, as compared with
younger adults, may experience greater benefit, such
as rapid remission100 and lower re-hospitalization
rates.101 Data from a prospective randomized multi-
center clinical trial found that patients older than 46
years had a superior treatment response compared with
younger counterparts.102 Moreover, the effect of age on
depressive symptoms remained significant after ad-
justment for psychosis status, initial severity, and
number of previous episodes. Additional prospec-
tive studies provide further support that older adults
may experience a superior response to ECT com-
pared with younger counterparts.103

In contrast, several retrospective studies have not pro-
vided support for older age as a clinical predictor of
treatment response to ECT.104–106 Birkenhager et al.107

used a retrospective design to compare the efficacy of
ECT for depression among older adults (>65) and
younger adults (18–45 and 45–64 years). ECT was equally
efficacious for all patients, such that age did not in-
fluence treatment response. Nonetheless, the authors
speculated that the failure to find an effect for age was
likely because of the small number of patients in-
cluded in the 18- to 45-year-old group.107 In a
retrospective chart review study, Sphashett et al.108 found
that older age and despondency predicted ECT treat-
ment outcome in the nonpsychotic depressed group.
Similarly, older age alone predicted treatment re-
sponse to ECT among individuals with depression with
psychotic features. Overall, ECT is efficacious among
older adults and older age is generally regarded as a
favorable predictor of treatment response.109 With respect
to relapse and recurrence, research has examined the
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efficacy of maintenance ECT.A recent systematic review
suggests that, if following a fixed treatment schedule,
maintenance ECT is comparable in efficacy to contin-
uation psychopharmacology for this age group.110

Evidence clearly indicates that treatment of the acute
phase of depression is not more difficult to treat in
older adulthood than at earlier ages. With the excep-
tion of a possible reduced response to antidepressants,
older adults do not differ from adults at earlier stages
in life in terms of acute response to treatment. None-
theless, given the increased likelihood of relapse and
recurrence to depression among older adults, main-
taining remission status represents a significant
challenge, which requires close monitoring and pos-
sible maintenance treatment.

MYTH 5: DEPRESSION IN LATE LIFE IS
MORE OFTEN CAUSED BY

PSYCHOLOGICAL FACTORS

Too often, depression in late life is perceived as an
expected psychological reaction to the challenges as-
sociated with aging. Older adults are commonly
portrayed as depressed, lonely, and preoccupied by im-
pending disability and death. This fosters the idea that
older adulthood is an inherently depressogenic stage
of life. Interestingly, among the many factors that con-
tribute to late-life depression, psychological factors may
actually be more protective in later stages of life.111

Older adults may benefit from several psychological
and social factors that may protect against depressive
disorders in later life compared with earlier stages in
life.111 Results from longitudinal studies have revealed
that older age is related to increases in subjective
well-being112 and decreases in negative affect.113

Blanchflower and Oswald114 examined the relationship
between age and well-being using combined data from
500,000 Americans and Europeans over more than three
decades. Findings, which were robust against cohort
effects and accounted for select confounding factors (e.g.,
income and marital status), revealed that subjective hap-
piness and well-being follows a U-shape, with middle-
adulthood being associated with the lowest levels.

Several theories have been offered to account for the
finding that older adults report high levels of
well-being.115 The socioemotional selectivity theory sug-
gests that self-regulation of emotional functioning is
spared from age-related decline, if not enhanced.116 Ac-

cording to this theory, older adults are more mindful
of their finite existence and therefore motivated to pursue
emotionally meaningful goals as they age.117 The “posi-
tivity effect,” or developmental shift among older adults
to favor positive material, is thought to facilitate emotion
regulation117 and may be account for age-related differ-
ences in psychopathology.115 An alternative theory
proposes that adverse life events (e.g., death of a spouse)
are considered “on time” events that commonly and
expectedly occur during this stage of life. Older adults
may be more likely to anticipate the occurrence of
adverse events and rehearse the experience in their
mind, which may lessen the psychological and emo-
tional impact of the event.111 Nonetheless, similar to other
periods across the lifespan, stressful life events, which
are more commonly bereavement, illness, or disability
in older adulthood, interact with biological, social, and
psychological vulnerability factors (e.g., degree of per-
ceived control, helplessness, burdensomeness, and a
ruminative coping style)118 to predict depressive
symptoms.119,120 There is insufficient evidence to indi-
cate that the impact of the stressor differs by age.120

In line with the equifinality of depression, several
age-related biological processes significantly contrib-
ute to the incidence and recurrence of depression in
older adulthood.121,122 The three major etiological hy-
potheses that have been proposed123 for understanding
the biological mechanisms associated with depres-
sion in older adulthood are 1) the “vascular hypothesis,”
which implicates the involvement of white matter
hyperintensities,124 2) the “inflammatory hypothesis,”
which suggests that depression is associated with age
related increases in inflammation,125 and 3) the “de-
generative hypothesis,” which suggests that depression
is a prodromal marker of cognitive impairment and
dementia.126 These hypotheses are not mutually ex-
clusive and likely implicate the overlapping role of
inflammation.123

The vascular depression hypothesis maintains that
cerebrovascular disease, including small vessel isch-
emic change, may predispose, precipitate, or perpetuate
depressive symptoms in late life.124,127,128 A large body
of work suggests that vascular lesions in the deep white
matter tracts disconnect prefrontal cortical regions from
striatal and limbic areas and this disruption contrib-
utes to the development of depressive symptoms (see
Rutherford et al.122 for a review).

The inflammation hypothesis proposes that meta-
bolic, rather than vascular, processes lead to changes
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in the function of cognitive and emotion neural net-
works. Although inflammation is implicated in
depression across the lifespan, aging and related disease
processes may contribute etiologically to at least some
of the depressive syndromes in late life by contribut-
ing to metabolic changes, or increasing abnormalities
in brain structures relevant to depression.125 Older
adults are in a chronic state of neuroinflammation char-
acterized by continuous production of proinflammatory
cytokines (e.g., interleukins, colony-stimulating factor,
and tumor necrosis factor-alpha). Neuroinflammation
has been hypothesized to induce stress-reactive hor-
monal and brain neurotransmitter changes similar to
those found in depression. Cytokines alter produc-
tion, metabolism, and transport of neurotransmitters
that synergistically affect neural activity in mood-
relevant brain regions.129 Cumulative data indicate that
proinflammatory cytokines are associated with the
future development of clinically significant depres-
sion among older adults.129

Neuroinflammation may also account for the rela-
tionship between depression and neurodegenerative
diseases, such as Alzheimer disease. Indeed, depres-
sion may represent an early symptom, risk factor, or
prodrome of dementia.121,126 The exaggerated release
of proinflammatory cytokines can lead to neuronal
damage.130 Specifically, increases in proinflammatory
cytokines interfere with anti-inflammatory and im-
munosuppressant regulation, leading to cognitive
impairments associated with neurodegeneration123 and
decreased neurogenesis in selected brain areas includ-
ing the hippocampus,131 where reduced hippocampal
volume is one of the early brain changes associated
with dementia.132

Advances in the field of geriatric psychiatry have con-
firmed that late life depression is a product of a
complex interaction of biologic, psychological, and
social factors.121,133 Nonetheless, many continue to
believe that depression in older adulthood is a nor-
mative aspect of achieving advanced age. Unfortunately
for caregivers and older adults with depression, this
mentality may impede treatment-seeking.

CONCLUSIONS

The goal of this special article was to provide a 20-
year update on the status of five commonly believed
myths about depression in older adulthood.1 Results

reveal that important advances have been made toward
our understanding of depression in older adulthood.
With respect to the belief that depression is symptom-
atically different in older adults, research continues to
examine this question. Currently, there is some evi-
dence that the phenomenology of depression differs
in older adults compared with younger adults. More
specifically, somatic symptoms may be more preva-
lent in the elderly and individuals with late-onset
depression.7,8,10–12 Nevertheless, there is not a prepon-
derance of high-quality evidence to suggest that these
symptomatic differences are either consistent across
different samples or clinically meaningful.26 More-
sophisticated research with careful symptom
assessment is needed clarify the influence of comorbid
medical condition and aging on depression.

In line with findings from 20 years ago, MDD in
older adulthood remains less common in younger and
middle adulthood. Twelve-month prevalence rates for
MDD in older adults range from 0.3% to 10.2% com-
pared with the most recent estimates of 10.4% in
younger adults and 7.7% to 9.4% in middle-aged
adults.25 The person-time incidence rates range between
0 and 10.51 per 1,000 risk-years compared with avail-
able estimates of 3.2 per 1,000 risk-years in younger
adults and 1.9–5.4 per 1,000 risk-years in middle-
aged adults.37 Importantly, others have argued that
the presence of subclinical levels of depressive
symptoms, which are more prevalent in the elderly
(10%–50% prevalence in older adults compared with
14.22%–15.96% prevalence in younger and middle-
aged adults),134 have a significant impact on functioning
and warrants clinical intervention.

Although prevalence and incidence rates do not
differ based on age, this does not appear to be the case
regarding the course of depression. Older adults with
a history of MDD have a greater likelihood of expe-
riencing a recurrence in older adulthood. Results of a
systematic review13 and findings from more recent lon-
gitudinal studies65,66 indicate that depression in older
adulthood is associated with a worse trajectory that is
likely is moderated by depression severity, number of
previous episodes, and medical comorbidity. Fre-
quent relapse and recurrence associated with increased
mortality underscore the looming public health im-
plications of depression in older adulthood.

Efforts to evaluate interventions for depression in older
adults has continued throughout the past 20 years. Ev-
idence suggests that various types of psychotherapy are
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equally effective for adults, both older and younger.68,71,72

Despite reported efficacy of antidepressants for MDD
in community-dwelling older adults, there is evidence
to suggest that the response rate is lower compared with
adults aged 65 years and younger.87,88 Moreover, certain
subgroups of older adults (e.g., nursing home resi-
dents, comorbid dementia patients, and treatment-
resistant patients) are more challenging to treat. Research
supports the efficacy of electroconvulsive therapy in the
treatment of depression in older adults. Results from a
randomized multicenter clinical trial102 indicate that older
adults may have a superior response to ECT than younger
adults. Although some retrospective studies have not
found a superior response to ECT among older adults,
age is generally regarded as a favorable predictor of re-
sponse to ECT.108

Finally, significant advances in our understanding
of the link between depression and several age-
related pathophysiological processes (i.e., cardiovascular,
neuroanatomical, endocrine, and inflammatory or
immune)121–125 strongly refute the belief that that de-
pression in older adulthood is primarily due to
psychological reasons. Similar to younger adults, older
adults may experience depression as a result of an in-
teraction between stressful life events and psychological
vulnerability, although there is also evidence to suggest
that older adulthood might be associated with the pres-
ence of protective psychological factors. Research
suggests that older adults tend to shift focus toward
more positive material and this may result in spared
or enhanced emotion regulation.117

Despite important advances in our understanding
and treatment of depression in older adults, late-life
depression remains a serious public health issue as-
sociated with high levels of morbidity, mortality,135–137

and health care costs that are 50% higher than for

nondepressed older adults.137 Moreover, despite the
availability of effective assessment tools and treat-
ments, older adults with depression are nonetheless
underdiagnosed and undertreated.138

This article spans several issues central to depres-
sion and aging, yet there are several important areas
that warrant more attention and should be priori-
tized moving forward. Efforts should be made to
disentangle the complex relationship between age-
related pathophysiological processes, medical
comorbidity, and depression.139 Relatedly, rigorous pro-
spective longitudinal research is needed to clarify
potential mechanisms that may account for the strong
association between depression and risk for dementia.126

Prevention efforts should be supported as an alter-
native strategy for reducing the burden of depression
in older adults.140 Prevention of MDD is one of the grand
challenges in global mental health and is particularly
important for older adults.141 Promising prevention in-
terventions have targeted high-risk older adults, including
those in nursing homes142 as well as primary care pa-
tients with subthreshold symptoms,143 with macular
degeneration,144 and following surgery for a hip
fracture.145 Successful prevention efforts will likely cap-
italize on their ability to identity risk algorithms for a
variety of biological and behavioral vulnerability factors.146

Finally, to stem depression’s pernicious course, older
adults require tailored psychosocial interventions that
target depression and comorbid physical illness and
depressive relapse. Successful dissemination will
require scalable intervention strategies that harness
novel service delivery approaches (e.g., peer support
workers and Web-based telehealth) to target mental
health disparities among older adults.147
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