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The Diagnosis and Treatment 
of Depression in Dementia
BBrriiaann  DDrraappeerr,,  MM..BB..BB..SS..,,  FF..RR..AA..NN..ZZ..CC..PP..

F or many years, the problem of
accurate diagnosis of depression

among elderly patients with cognitive
impairment has focused on patients
with major depression who are misdi-
agnosed as having dementia—cases
of so-called depressive pseudode-
mentia. Yet the more common, and
possibly more difficult, predicament
for the clinician is making the diagno-
sis of depression for the patient with
established dementia. This difficulty
is often exacerbated when a diagnosis
is needed for an institutionalized pa-
tient with severe dementia, yet reli-
able information about subjective af-
fective symptoms is lacking due to the
patient’s cognitive status. This paper
discusses ways to improve diagnostic
accuracy in treating patients with de-
pression and dementia and reviews
treatment options for these patients.

Diagnostic issues
Variability of prevalence rates
The problems of diagnosis are reflect-
ed in the wide variation in prevalence
rates of depression among patients
with dementia reported in the world
literature. Reported rates of depres-
sive symptoms for these patients
range from 0 to 86 percent, although
the mean rate for actual depressive
disorders has been calculated as 19
percent (1). Lower rates have been
reported in community samples com-
pared with clinical samples (2).

One reason for the variation lies in
the interpretation of symptom pat-
terns, partly due to the considerable
overlap in the symptoms and behav-
iors of depression and dementia. Ap-
athy, sleep and appetite changes, poor
concentration, psychomotor changes,
loss of interests, social withdrawal,
self-neglect, irritability, and anxiety
can occur in both conditions. To ex-
amine the impact that this overlap
might have on scores obtained on the
21-item Hamilton Rating Scale for
Depression (3), three psychiatrists
from our department who are experi-
enced in treating depression in de-
mentia estimated that only three
items could be attributed to depres-
sion only—depressed mood, guilt,
and suicidal ideation.

Disagreement also exists between
self-report ratings of depression and
observer-rated depression—for ex-
ample, in cases where persons with
cognitive impairment underreport
symptoms and caregivers misat-
tribute dementia symptoms to de-
pression (4,5). To complicate matters,
there is no certainty that the depres-
sion syndrome seen among elderly
persons with dementia is the same as
the depression experienced by elder-
ly persons who are not demented.

Behavioral disturbances that may
be due to depression among elderly
persons with dementia include vocal-
ly disruptive behavior, aggression, re-
fusal to eat, agitation, and uncoopera-
tiveness (6,7). Yet these behaviors
may themselves be due to numerous
other problems.

Improving diagnostic accuracy
Several reasons to improve diagnostic
accuracy in cases of depression in de-
mentia can be given. Research sug-
gests that depression causes excess

disability among patients with de-
mentia and that this additional dis-
ability can be reversed with success-
ful treatment of the depression (8).
Further, depression causes subjec-
tive distress in many people with de-
mentia. Finally, caregivers are more
likely to be psychologically distressed
and have difficulties coping when
caring for a person who is depressed
or behaviorally disturbed (9). Prema-
ture institutionalization may result.

To improve diagnostic accuracy,
the clinician first needs to be sensi-
tive to the possibility that depression
may develop at any stage of the
course of dementia. The risk of de-
pression is increased among patients
with vascular and Lewy-body demen-
tias and among those with a history or
family history of depression (1). Life
events involving loss may precipitate
depression among elderly persons
with dementia, as they may among
those without dementia.

Education of family and profes-
sional caregivers about changes in
mood and behavior that are associat-
ed with depression may assist in
identification. In particular, a rela-
tively sudden decline in function
over a few weeks requires explana-
tion. Of course, other conditions be-
sides depression, most notably deliri-
um, may be responsible for such
changes.

As yet there is no proven gold
standard for diagnosing depression
in dementia, although several tools
are useful. The judicious considera-
tion of all sources of information is
required to assist in diagnosis. Both
the Neuropsychiatric Inventory (10),
which contains a depression sub-
scale, and the Cornell Scale for De-
pression in Dementia (11) use the
best available information from in-
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terviews with the patient and the re-
ports of caregivers. The use of self-
report scales, such as the Geriatric
Depression Scale (12), and patient
interviews without other collateral
information is problematic when
the patient has moderate to severe
cognitive impairment. Misdiagnosis
can occur in both directions—tran-
sient states of dysphoria can be la-
beled as a depressive syndrome due
to an inaccurate longitudinal report,
and persistent depressive syn-
dromes may be minimized by pa-
tients’ poor recall of their effects on
themselves.

What are the most reliable clinical
indicators of depression among pa-
tients with dementia? The answer
may depend on the severity of the
dementia. Among patients with mild
cognitive impairment, depression
probably differs little from that seen
among elderly patients without de-
mentia. Among some patients, de-
pression may occur in the context of
psychological adjustment to the diag-
nosis of dementia, although insight
has not been found to be a reliable
marker for depression. Thoughts of
death and suicidal ideation are usual-
ly part of a depressive syndrome war-
ranting treatment (13).

Among patients with moderate to
severe dementia, symptoms that have
a predominantly affective quality—
guilt, hopelessness, helplessness,
worthlessness, sadness, unhappiness,
and mood-congruent delusions—
should be given greater weighting in
the assessment. However, at the level
of moderate to severe dementia, be-
havioral disturbances, including agi-
tation, vocal disruption, and refusal
to eat, are often the presenting prob-
lem, even though accompanying de-
pressive symptoms are usually pre-
sent. When the clinician is in doubt,
a clinical trial of antidepressant ther-
apy may be warranted.

Treatment
Given the uncertainties of diagnosis,
a higher proportion of treatment fail-
ures than would otherwise be expect-
ed is likely to occur. Caregivers
should be suitably informed of the
prognosis, including the degree of
improvement that is likely to occur
with treatment response.

Psychosocial treatments
The decision about which therapeutic
approach to take should generally fol-
low the same principles as those used
in treating elderly patients without
dementia. For treatment of mild to
moderate depression associated with
adjustment to the diagnosis of de-
mentia for a patient with good insight,
supportive psychotherapy alone or in
combination with antidepressants
should be considered (14).

However, few psychosocial treat-
ments for depression among patients
with dementia have been studied.
One exception is a recent controlled
trial of behavioral treatments using
pleasant events and problem solving

for patients living in the community
and their caregivers (15). The inter-
vention was associated with a signifi-
cant improvement in depressive
symptoms among both the patients
and the caregivers, and the improve-
ment was maintained for six months.
The study results imply that treat-
ment for the caregiver may be as im-
portant as treatment for the patient.

Physical treatments
Patients who meet criteria for major
depression, particularly with melan-
cholia, and those with atypical de-
pression, should be considered for
antidepressant therapy. The choice of
antidepressant should largely be
based on tolerability.

Limited evidence from controlled
trials and case reports suggests that
SSRIs such as citalopram are effec-
tive in reducing depressive symptoms
and improving associated behavioral
disturbances, including agitation, irri-
tability, and restlessness among pa-
tients with dementia (16,17). Sertra-
line has been reported to improve
symptoms of food refusal and affec-
tive symptoms among patients with
severe dementia for whom use of tra-
ditional diagnostic criteria for depres-
sion is not possible (7). Tricyclics may
be effective, but they have been re-
ported to have adverse cognitive ef-
fects (18).

Among patients with severe de-
pression, particularly with psychosis,
electroconvulsive therapy (ECT)
should be considered. The outcome is
similar to that found in the treatment
of elderly persons without dementia,
although patients with dementia may
experience increased post-ECT con-
fusion (19).

Other pharmacological agents
could be used to treat depressive
symptoms. Anticonvulsants such as
carbamazepine, valproate, and gaba-
pentine have long been used in treat-
ment of bipolar disorder and have
been found to reduce agitated behav-
iors among patients with dementia
(20), although their usefulness in the
treatment of depressive disorders is
uncertain. Some reports have sug-
gested that antidementia drugs may
improve neuropsychiatric symptoms
that include anxiety and apathy
among patients with Alzheimer’s dis-
ease (21). Again, it is unclear at this
stage if such improvement is simply a
general effect that ameliorates sub-
syndromal depressive symptoms or
whether the drugs have a role in the
treatment of comorbid depressive
disorders. Psychostimulants have
been recommended, particularly for
patients for whom apathy is the main
problem, but controlled trials are
lacking. It has been suggested that
treatment response is usually noted
within a few days.

Treatment resistance
Whatever approach is used to treat
the depression, treatment resistance
should be managed in the same fash-
ion as it is among elderly patients
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without dementia. Response to anti-
depressants may be slower, so an ade-
quate trial duration at a therapeutic
dosage of at least six to eight weeks is
required. The cases of patients who
fail to respond should be reviewed to
reaffirm the diagnosis before em-
barking on a second therapeutic trial.
The combination of antidepressants
with psychosocial therapies involving
the caregiver may be the most effec-
tive approach, although controlled
studies are lacking.

Conclusions
The diagnosis of depression among
patients with dementia is a challenge
to most clinicians due to the variabili-
ty of symptom patterns, differences
between self-report and observer rat-
ings, and the frequency of atypical
cases. Depression should be treated,
because it causes patients excess dis-
ability and suffering and is associated
with distress among caregivers.

Psychosocial treatments, often in-
volving the caregiver, are indicated
for patients with mild to moderate
depression, while the choice of anti-
depressants for treatment of more se-
vere depressions should be based on
how the patient tolerates the drug.
Treatment resistance is common, and
serial treatments involving combina-
tions of psychosocial and physical
treatments may be required. ♦
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