


e | |
@ ASUNET

a—_k!-él%u“ ila glaall ag _\,.':

ity | o | A
¢ @ ASUNE T




@ ASUNET

dmaladl cila glaall 4802

s g LA g a3 A Balal) oif andial) Al ik

Gt gl (98 Caae ) A8 @f‘ié;’:ﬂ bAA (5

@ ASUNET

Jld) e L!::a.a emﬁm o Jadal
0 40-20 (3o A gl 15 Au93a 20 — 15 (bl ada o A

To be kept away from dust in dry cool place of
15 — 25¢ and relative humidity 20-40 %







@ ASUNET

ot | b et
8 ASUNET

2__.__\,1—?-: | Cila }'l‘z"*"' ‘ ‘5\-\-'-




-

| 'T : Faculty of Medicine

-y | Tanta University

DEPRESSION IN THE ELDERLY
CLINICAL AND PSYCHOSOCIAL STUDY

TEIBSIS
Submitted for the Partial Fulfiliment of Master Degree

In | |
NEURO-PSYCHIATRY

| By
Mohamed Nemr Ibrahim Osman

% (M.B./B.CF.,)

i Supervisors (S

- e
4
é g?\
1
=

S Pr O_f. Dr.
. Abdo El-Sayed El-Do/éf RS
| (o N,
Prof. and Head of Neuropsychiatry D%pan‘ngent :

" Ahmed Abd El-Rahman Moubarak Do)
AR 1
% Prof. of Neuropsychiatry wenett
/\C/\\J Faculty of Medicine
Tanta University \a\o\c« (< e

};,JI_.,{_)D,,_(_C/ j,SJJI_,L_,)ﬂw WIC‘PUJCJ—@-*—P‘

FACULTY OF 'Y OF MEDICINE
FASINE sl
/}SJ “"’M/‘ AR A UNIVERSTEY - /5 .
/OM ’L"\'f“/ CUL/_/J "J}‘"’ 6_///”/9 /\P—-—?"?—ﬂ ! e £ Q._S_/w-.:‘,u‘)
99 S ot
=

(“"1
\°\°\°\/'§\’0"\/)’B'>:



Q0% 904 0.0:0 9.0'a 9.0
L Pes-r 1ig ﬁ.:c L]
SSOReBOBsIONSIOTS
by Y
Oe e

&

P00 0 00 es0erOenOer0er0eso e :
U ey > LS LS
c:le)s
b ..0..&.0. 4 b
Olop Ole v 0le




Jo

My Parents



ACKNOWLGDGEIMISNT

~ First, I wish to express my deepest gratitude and deepest
thanks to ALLAH whose maginificient help is the first factor in
everything Ican do in my [ife.

I would like to express my sincere appreciation and deepest
gratitm{e to Prof. Dr.Abd El- Sayed El-Dod, Professor and
Chairman of ﬂ\[europsycﬁiahy Department, Faculty of Medicine,

. Tanta University, for constant encouragement, generous help,

valuable advice and unlimited effort to accomplish this thesis,

I want also to express my thanks and great appreciation to
Prof. Dr. Ahmed Abd El-Rahman Moubarak Professor
of Q\[europsycﬁiatry Department, Faculty of Medicine, Tanta
University, who proposed the subject of the thesis and sacrified his
time and energy for continous supervision.

Finally, my deepest gratitude is offered to all members of

Neuropsychiatry Department and to everyone who helped and
advised me during this work,



INTRODUCTION

AIM OF THE WORK ... 5
REVIEW OF LITERATURE
EPIIEMIOIOQY v sarosesssmsssmsssosoeesssse e 6
Etiology of depression in the elderly - 9
Clinical picture e ——————— 20
Diagnostic evalution - _ 30
Differential diagnosis 33
Course and prognosis 36
Treatment st e 38
SUBJECTS & METHODS 45
RESULTS - 54
DISCUSSION - 70
SUMMARY AND CONCLUSION - 83
REFERENCES romsmmssisssosssssssssin 87
APPENDIX e ' 114

ARABIC SUMMARY



R

o ey AR A S s e
% . T e X
Rt e A T T




INTRODUCTION

Nowadays people live twice as long as they did at the
beginning of this century (Hidayat et al., 1983).

Demographic changes in industrialized countries have
produced a steady increase in those aged 65 years and over
(Hauser, 1986). They also have led to an interest in the
characterisltics of that group of population especially their mental
health problems which are considered a main cause of disability in
old age. Depression was reported by several studies to be the most
frequent psychiatric problem and the single commonest symptom
found in older people (Rashed et al., 1982, Blazer et al., 1987).
Interest in depression stems not only from this prevalence but also
frqm the problems in the treatment and from concern that
'depressive ililness may present as dementia. (Dewey et al.,, 1993).
Okasha (1988) attributed the Increasing rates of depression all oﬁer
the world to the following reasons:

1- Life expectancy is increasing,.

2- More acute and prolonged psychosocial stresses.

3- Traditional protective mechanisms of families and groups are
breaking down.

4- Increased morbidity of medical disorders, associated with

depressive symptoms in about 20%.

B+ Increased use of variety of medications and alcohol which may

predispose to depression.
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The age at onset can be defined as the age at which the
patient first developed definite major affective symptoms or as the
age at first hospitalization (Loranger et al., 1978). Mixed age studies
of depression usually consider an onset less than age 30-40 years to
be " early"(e.g. Winokur et al., 1979: Price et al., 1987). The data of
the study of Weissman et al. (1984) suggested that it may be useful
to redefine that early-onset major depression as an onset age of
<40 years. Where as most studies of geriatric depression employ
age 50-60 years to delineate early-onset from late-onset (e.g. Brown
et al., 1984; Meyers et al,, 1985).

Cole (1983) found a distinction between early-onset
depression, that is the first ever episode occurring before the age
of 60 years, and late-onset depression, the first episode occurring
after the age of 60 years.

Classic psychiatric teaching have stated that clinical
depressions are related to aging in two ways. First the incidence
and prevalence of clinical depressive disorders increase with age,
and second, the clinical characteristics of depressive disorders vary
with age. There are systematic relationships between age and
precipitating events, premorbid personality  features, and
characteristic symptoms, such as appetite changes, sleep

disturbance and bodily complaints (Klerman, 1989).

Although figures have varied across different studies, at least
15% of 65 years of age or older probably have some depressive
symptoms, while 5% of primary care patients may suffer from a

major depressive disorder. Thus, such patients are not uncommon
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in the offices of both the primary care physician and the
psychiatrist (Jerome, 1996).

In addition to the mental suffering, several studies have shown
that depression is a risk factor for subsequent morbidity, excessive
health carel costs, and in some instances actual mortality. For
example, Rovner et al., (1991) reported that major depressive
disorder occurred in 12.6% of new admissions to nursing homes.
Further more, major depressive disorder was a risk factor for
mortality 1 year later. The actual likelihood of death increased by
59% for such patients compared with their non-depressed
counterparts in the same kind of 'setting. Frasure-Smith et al.,
(1993) reported that survival 6 months after a myocardial
infarction differed in patients diagnosed with major depressive
disorders compared with those without this comorbid condition
and that major depressive disorder is an independent risk factor

for mortality at 6 months.

Robinson et al., (1989) conducted a 2-year prospective study
of stroke patients and found that the presence or development of
depression following stroke interacted with indices of impairment
to complicate recovery. Finally, a study of health care utilization
among depressed versus non-depressed geriatric medical
inpatients found tflat in the second 6 months of a 1- year follow up,
patients with continuing and new episodes of depression spent a
greater number of days in the nursing home compared with non-

depressed and remitted patients (Rapp et al., 1991).
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Although the link between depression and poor medical
outcomes are not yet clearly understood, it is never the less
important to explain whether treatment of depression improves
medical outcomes in geriatric patients. Thus, it is important to
diagnose and to treat depression in late life not only because of the
mental suffering alleviated but also because of the potential for

reducing suffering from medical conditions (Jerome, 1996).

The cognitive impairment that often occur with depression
may be so marked in elderly person that he or she may actually
seem demented (Anthony, 1996). Untreated or undertreated
depression in the elderly enhances the probability of suicide (Fitten
et al., 1989). Saltin (1984) stated that although the elderly account
for 11% of the population, they account for 25% of the suicide. It
was found that 75% of successful suicides have seen a physician
within one month of death. It appears that physicians may be
sought as potential rescuers. This makes it important that the
physician carefully Inquire about vague complaints in an elderly
patient making an unexpected office visit and consult with a
specialist if in doubt over a patient's mood (Fitten et al., 1989,
Anthony, 1996). Depression is found to be responsible for the
highest suicide rates in the age groups above 55 years rising
progressively from 32 per 1000 in the age group between 40-50 to
48 per 1000 in the group above 74 years.

From the above, it is obvious that studying the problem of

depression in the elderly is important in psychiatric health care.
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