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The Epidemiology of Common Late-Life
Mental Disorders in the Community:
Themes for the New Century
JJoosseepphh  JJ..  GGaalllloo,,  MM..DD..,,  MM..PP..HH..
BBaarrrryy  DD..  LLeebboowwiittzz,,  PPhh..DD..

As the American population
ages, dementia, depression,
and other mental conditions

of the aged will demand more atten-
tion to minimize their effects on dis-
ability, the use of health care services,
and the quality of life for older adults
and caregivers. Given the effects of

depression, problems of cognitive
functioning, and other mental disor-
ders on everyday functioning, under-
standing the factors associated with
preservation of mental health into
late life assumes great importance as
an issue for public health.

The purpose of this paper is to pre-

Objective: The prevalence and incidence of the major mental disorders
of late life that are common in the community and in primary health
care are reviewed. Methods: Community-based studies in English that
included older adults were identified through MEDLINE searches and
were reviewed. Results: As the population ages, dementia, depression,
and other mental conditions of the aged will demand more attention
from clinicians and investigators to minimize their effects on disability,
the use of health care services, and the quality of life for older adults
and caregivers. Up to 15 to 20 percent of older adults have significant
depressive symptoms, and it is estimated that as many as 45 percent of
persons age 85 years and older have significant cognitive impairment
and dementia. Other mental-health-related conditions, such as anxiety
disorders, alcohol abuse, and prescription medicine misuse, are also
important considerations but have not been as well studied as depres-
sion and dementia. Because an increasing proportion of older adults
are members of minority groups, clinicians need to increase their
awareness of how cultural factors relate to risk for mental disorders in
late life. Conclusions: Attention to three themes may help clinicians
and investigators meet the challenge of treating the common mental
disorders of later life: the effect of these disorders on functioning, pre-
vention of the consequences of mental disorders, and integration of
mental health care and primary health care services. (Psychiatric Ser-
vices 50:1158–1166, 1999)

sent estimates of the prevalence and
incidence of common mental disor-
ders of late life, focusing on commu-
nity studies. However, were we to re-
strict our attention to a list of specific
mental disorders, we might lose sight
of important phenomena. For exam-
ple, much disability may be associat-
ed with depressive symptoms that do
not meet standard criteria for major
depression. Similarly, impairment
secondary to the misuse of prescrip-
tion psychotropic medicines by older
persons is an important issue that has
not been well studied. Our aim, then,
is to highlight critical themes in the
epidemiology of common mental dis-
orders in late life that are especially
pertinent for health service planners
and providers as we face the chal-
lenges of aging in the new century.

Epidemiological concepts
Prevalence refers to the proportion of
the population that meets criteria for
a disorder within a specified time. Be-
cause duration of illness may be af-
fected by treatment and other factors
that influence the course of disease
after onset, prevalence rates may be
affected by these factors as well.

In contrast, incidence is the rate at
which a disorder arises among per-
sons who were previously unaffected.
Because incidence studies require
that a cohort of individuals who are
determined to be free of the disorder
are reassessed after a follow-up inter-
val to determine who has developed
the disorder, they are generally more
difficult to carry out. Thus incidence
rates are harder to obtain than preva-
lence rates. Prevalence estimates are
useful in assessing the need for health
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services, and estimates of incidence
are helpful in assessing risk factors,
with implications for prevention of
disorders. For example, if depression
is found to be more prevalent among
women than among men, this finding
does not mean that women are at in-
creased risk for depression—the du-
ration of depression could be longer
among women than among men.

Interventions that diminish the du-
ration of disease or that delay its onset
will decrease prevalence rates, but so
will rising mortality from the condi-
tion. In addition, selection of study
samples from among individuals who
present to specialized health services
may be convenient, but such studies
may yield biased estimates of risk be-
cause factors not associated with the
onset of the disorder may influence
presentation to the health services.
Because older persons are less likely
than younger persons to receive treat-
ment from mental health specialists,
the study of samples derived from the
community, including primary health
care settings, assumes particular im-
portance for understanding mental
disorders among older people.

We note that epidemiological stud-
ies differ in whether adults age 65
years and older are included in the
study sample. Some studies focus on
older adults but do not use standard-
ized psychiatric interviews to obtain
estimates of prevalence or incidence.
Other studies employ standardized
interviews but do not include older
adults; an example is the National Co-
morbidity Survey, which did not in-
clude adults age 55 and older (1).

This review focuses on community
studies identified through MED-
LINE that were written in English,
that included substantial numbers of
persons age 65 years and older, and
that employed standardized assess-
ment procedures. Goldberg and Hux-
ley (2) set forth a conceptual frame-
work, including factors associated
with vulnerability and resiliency, that
emphasizes common mental disor-
ders. We will not cover all the condi-
tions mentioned in the fourth edition
of the American Psychiatric Associa-
tion’s Diagnostic and Statistical Man-
ual of Mental Disorder (DSM-IV),
but we will focus attention on select-
ed conditions and behaviors that are

the most common and potentially
preventable causes of disability
among community-dwelling elderly
persons. For example, we will not dis-
cuss schizophrenia, manic-depres-
sion, or psychosis, although we realize
that they are important conditions in
other contexts.

Mood disorders
Estimates of the prevalence of major
depression in samples that include
older adults range widely, depending
on the definition and procedure used
for counting a case of depression (3).
Table 1 summarizes estimates from
several studies using a variety of diag-
nostic criteria (4–16). With the ex-
ception of studies in Hobart, Tasma-
nia (10), and Gothenberg, Sweden
(15), investigations that have used
DSM criteria for major depression
have found prevalence rates of about
5 percent or less among older people.
Estimates derived from use of stan-
dardized assessments that rely on
DSM criteria suggest that the preva-
lence of depression declines with
age. Using data from psychiatric in-
terviews of adults in the Baltimore
Epidemiologic Catchment Area
(ECA) study, Romanoski and col-
leagues (17) showed that major de-
pression declined, while other de-
pression syndromes increased with
advancing age.

In comparing studies, estimates are
likely to differ because of differences
in settings, sampling processes, and
methods for ascertaining diagnoses.
Estimates based on symptom scales,
such as the Center for Epidemiologi-
cal Studies Depression Scale, are
consistent with the clinical impres-
sion that the prevalence of depression
increases with advancing age. Esti-
mated rates of significant depressive
symptoms of about 15 percent among
community samples of elderly per-
sons have been reported (see Table
1). Estimated rates of depressive
symptoms among physically ill older
adults in primary care settings may be
substantially higher.

Incidence studies that have been
carried out using DSM criteria mirror
the same pattern of decline with ad-
vancing age as reported from preva-
lence surveys (18,19). The 13-year
follow-up of the participants of the

Baltimore ECA sample revealed that
the life course distribution of the inci-
dence of DSM major depression ap-
peared to be bimodal, with a primary
peak in the fourth decade and a sec-
ondary peak in the sixth decade (19).
The National Comorbidity Survey
also showed an upward shift in onset
of major depression among women
age 50 to 54 years, the oldest age
group studied (1). In Sweden, Hag-
nell and colleagues (20) reported that
rates for new cases of depression
were highest in the older age groups
and that rates of depression had in-
creased between 1947–1957 and
1957–1972. A study in Stirling Coun-
ty in Canada using 16-year follow-up
data reported declining incidence
rates of depression with age (21).

Prospective studies reveal an in-
creased risk of major depression
among women compared with men,
consistent with findings based on
prevalence surveys (18,20,22). Other
risk factors for depression in late life,
based on results of prospective stud-
ies, include widowhood (23–26),
physical illness (25,27), educational
attainment less than high school
(22,28), impaired functional status
(29), and heavy alcohol consumption
(30). Prevalence estimates from the
ECA program were consistent with
lower prevalence of major depression
among African Americans than among
whites (31,32). Incidence of major
depression over the course of a one-
year follow-up was higher among
whites compared with minorities,
even adjusting for age, gender, level
of educational attainment, employ-
ment, marital status, and neighbor-
hood characteristics (22). Careful at-
tention to measurement issues relat-
ed to depression among older adults
may clarify the extent to which re-
ported differences in risk according
to ethnicity reflect differences in di-
agnostic practices (33).

Much of the disability attributed to
depression may be associated with
depressive symptoms that do not
meet criteria for major depression
(34). Several studies that employed a
measure of depression that did not
meet the standard DSM criteria for
major depression are listed in Table 1.
Inspection of the estimates for minor
depression reveals that a significant
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additional number of older adults
would be identified as having a de-
pressive disorder, consistent with
studies finding that patients with mi-
nor depression tend to be older and
more physically ill.

Age may be one crucial variable that
influences presentation, expression,
and recognition of depression, which
may also reflect differences in etiology
of depressive symptoms. Based on the
13-year follow-up of older adults in the
Baltimore ECA sample, persons with
depressive symptoms without sadness
(hopelessness, worthlessness, thoughts
of death, wanting to die, or suicide)
were at increased risk for functional
impairment, cognitive impairment,
psychological distress, and death over
the next 13-year interval (7). In anoth-
er prospective cohort study that used
performance measures of functioning,
older adults with depressive symptoms
were found to be at increased risk for

functional decline over a four-year fol-
low-up period (35).

Depressive symptoms in older per-
sons are an important risk factor for
development of cognitive impairment
as well as functional decline (36,37).
A common pathophysiologic process,
such as vascular lesions, may be a fi-
nal common pathway for develop-
ment of depression and dementia.
More studies of the phenomenology
of depression and of the relationship
between depression and anxiety, cog-
nitive functioning, and physical ill-
ness would help clarify how depres-
sion presents among older adults.

Suicidal behavior
Suicide rates increase with advancing
age and appear to be rising among re-
cent cohorts of older persons. Be-
cause national statistics generally do
not include subtle forms of suicide,
such as cases of nursing home resi-

dents who stop eating, estimated
rates are probably conservative.

Depression is the psychiatric con-
dition most often linked to suicide
among older adults. In a study that
used psychological autopsy to investi-
gate all suicides within a geographical
region, Conwell and coworkers (38)
found that with increasing age, de-
pression was more likely to be unac-
companied by other psychiatric con-
ditions such as substance abuse. Al-
though thoughts of death may be de-
velopmentally expected in older
adults, suicidal thoughts are not.
Based on data from a stratified sam-
ple of older primary care patients,
Callahan and colleagues (39) estimat-
ed the prevalence of suicidal ideation
to be between .7 and 1.2 percent. Un-
fortunately, no demographic or clini-
cal variables distinguished depressed
suicidal patients from depressed non-
suicidal patients.

TTaabbllee  11

Prevalence estimates of major and minor depression among older adults in community settings1

Prevalence estimates
per 100 subjects

Age Major de- Minor de-
Study N subjects (years) Location Criteria pression pression

Blazer and Williams, 1980 (4) 997 ≥65 Durham-Piedmont, North DSM 3.7 11
Carolina

Copeland et al., 1992 (5) 1,070 ≥65 Liverpool, England AGECAT2 11.3 10.7

Copeland et al., 1987 (6) 445 ≥65 New York City AGECAT 16.2 14.1

Copeland et al., 1987 (6) 396 ≥65 London AGECAT 19.4 13.2

Copeland et al., 1987 (6) 396 ≥65 London DSM 4.6 8.1

Gallo et al., 1997 (7) 1,612 ≥50 Baltimore Epidemiologic DSM 1.7 15.8
Catchment Area (ECA) study

Heeren et al., 1992 (8) 1,259 ≥85 Leiden, the Netherlands DSM 3.7 na

Kay et al., 1964 (9) 297 ≥65 Newcastle upon Tyne, Clinical 10 16.2
England interview

Kay et al., 1985 (10) 274 ≥65 Hobart, Tasmania DSM 10.2 19

Kivela et al., 1988 (11) 1,529 ≥60 Finland DSM 3.7 23.2

Lindesay et al., 1989 (12) 890 ≥65 London Short-CARE3 4.3 9.2

Lobo et al., 1995 (13) 1,080 ≥65 Zaragosa, Spain AGECAT 4.8 na

Myers et al., 1984 (14) 2,110 ≥65 New Haven, Baltimore, DSM .8 1.5
and St. Louis ECA studies

Skoog, 1993 (15) 347 ≥85 Gothenburg, Sweden DSM 13 6.6

Van Ojen et al., 1995 (16) 4,051 ≥65 Amsterdam AGECAT 11.7 na

1 Adapted from Tannock and Katona (2)
2 Automated Geriatric Examination for Computer Assisted Taxonomy
3 Short form of the Comprehensive Assessment and Referral Examination
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Skoog and associates (40) inter-
viewed 494 adults age 85 years and
older living in Gothenberg, Sweden,
and found a one-month prevalence of
any suicidal thoughts of 9.6 percent
among men and 18.7 percent among
women. In the Gothenberg study, sui-
cidal ideation was strongly associated
with depression. Only 6.2 percent of
the participants who did not meet cri-
teria for depression or anxiety en-
dorsed any suicidal thoughts, while
almost half of the persons who met
criteria for depression did.

Older adults use more lethal meth-
ods in attempting suicide than do
younger persons. Older men, espe-
cially older white men, appear to have
the highest rates of completed sui-
cide. Because suicide among older
adults appears to be strongly related
to depressive symptoms, efforts to ad-
dress increasing suicide rates will re-
quire innovation to deliver effective
treatment for depression to older
adults. Several studies that are testing
interventions based in primary care
settings are under way.

Anxiety and mixed
anxiety-depression
In his 1965 book, The Clinical Psychi-
atry of Late Life, Post (41) observed
that depression in older people was
likely to remain unrecognized when
presenting as “an exacerbation of anx-
ious, hypochondriacal, phobic, or ob-
sessional propensities.” Symptoms of
anxiety occurring alone or with de-
pression are important but under-
studied phenomena. Phobic anxiety
disorders were among the most com-
mon mental disturbances in late life
in the ECA study (32). Community-
based prevalence estimates have sug-
gested that about 5 percent of adults
age 65 years and older meet criteria
for an anxiety disorder (42,43).

However, worry or nervous tension,
rather than specific anxiety syn-
dromes such as panic disorder, may
be more important for older people.
Prevalence studies of panic disorder
and obsessive-compulsive disorder in
older samples revealed low rates of
less than .5 percent (6,12,42–44). The
prevalence of generalized anxiety dis-
order among older adults is higher,
ranging from 1.1 percent (44) to 17.3
percent (15). Anxiety symptoms that

do not meet criteria for specific syn-
dromes are reported for up to 17 per-
cent of elderly men and 21 percent of
elderly women (45).

Incidence studies paint a different
picture, with findings of a very low
rate of development of new cases of
DSM-IV anxiety disorders among
older persons in the community. For
example, in a study in Lundby, Swe-
den, the estimated incidence of any
anxiety disorder (panic disorder
with and without agoraphobia, gen-
eral anxiety disorder, and anxiety
disorder not otherwise specified)
was 0 in persons age 65 years and
older (46). In the 13-year follow-up
of the Baltimore ECA study, no new

cases of panic disorder, with or with-
out agoraphobia, occurred among
persons who began the follow-up in-
terval age 65 years and older (47).
Incidence rates for obsessive-com-
pulsive disorder, estimated from the
one-year follow-up of the five ECA
sites, declined with age among men,
but a slight upturn in incidence was
noted among older women (18). In
the 13-year follow-up of the Balti-
more ECA study, the incidence rate
for obsessive-compulsive disorder
among women age 65 years and old-
er was .94 per 1,000 person-years of
follow-up and was 0 among the old-
er men, again revealing a pattern of
increasing incidence with age for
women (48).

Low rates of anxiety disorders
among older people should not be in-
terpreted to mean that anxiety disor-
ders and symptoms are not significant
in this age group. Anxiety disorders,
especially their co-occurrence with
depressive symptoms, have clinically
relevant implications. For example,
physicians may focus on anxiety
symptoms and may fail to consider
depression with the result that pa-
tients with both anxiety and depres-
sive symptoms are more likely to re-
ceive a benzodiazepine than to re-
ceive treatment for depression (49,
50). A recent National Institute of
Mental Health workshop on anxiety
in late life called for additional work
on understanding this critical area of
comorbidity and the influence of age
on the presentation and course of
anxiety.

Alzheimer’s disease and
other dementia syndromes
Alzheimer’s disease and other de-
mentia syndromes are among the
most devastating of all illnesses. Al-
though early dementia may be diffi-
cult to distinguish from normal aging,
diagnostic criteria have undergone
considerable refinement in the past
decade. Prevalence rates of Alz-
heimer’s disease vary widely. Studies
by Pfeffer and colleagues (51), Evans
and associates (52), and Skoog and
others (53) have estimated that ap-
proximately half of older adults age
85 years and older are demented;
other studies have produced esti-
mates of less than 10 percent (27).

Although the risk of Alzheimer’s
disease may plateau at the oldest
ages, advancing age has been the
characteristic most clearly related to
this disorder. Based on an analysis of
more than 45 prevalence studies car-
ried out between 1945 and 1985,
Jorm and colleagues (54) developed
the following rule of thumb: the
prevalence of dementia doubles with
every five years of age, reaching 11
percent at age 80 to 84 years, 21 per-
cent at age 85 to 89 years, and 39 per-
cent at age 90 to 94 years. Incidence
studies have revealed a similar age-
related pattern of increased inci-
dence (55–58).

The prevalence of Alzheimer’s dis-
ease may be higher among women,
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but this difference may reflect the
longer survival of women compared
with men. Studies of the incidence of
Alzheimer’s disease do not show
marked differences in incidence rates
between women and men (59). Esti-
mates of the prevalence of dementia
and Alzheimer’s disease among U.S.
minority groups reveal substantial
disease burden on the African-Amer-
ican and Hispanic communities, with
rates of Alzheimer’s disease several
times higher than among whites (60,
61). There is a pressing need for more
studies of Alzheimer’s disease and
other mental disorders of late life
among the growing populations of
older persons among African Ameri-
cans, Hispanics, and other minority
groups in the U.S.

In addition to advancing age, sever-
al other personal characteristics have
been explored as risk factors for onset
of Alzheimer’s disease and other de-
mentias, including family history of
dementia, Parkinson’s disease, or
Down’s syndrome; head trauma; hy-
pothyroidism; and depression. Re-
cent years have seen the realization
that the apolipoprotein E (APOE)
genotype may be one of the most in-
fluential characteristics associated
with risk of Alzheimer’s disease. Sev-
eral studies have now established the
relationship between APOE and both
sporadic and familial forms of
Alzheimer’s disease (62) and possibly
vascular dementia as well (63–67).
However, the association between
APOE and Alzheimer’s disease may
be attenuated among African Ameri-
cans (61,68,69) and Nigerians (70).

Vascular factors have long been
thought to influence mental health in
late life. The realization that most de-
mentia appeared to be related to neu-
ropathologic changes described by
Alzheimer in 1906 largely discredited
the notion of “atherosclerotic demen-
tia.” However, recent evidence has
rekindled interest in the role of vas-
cular factors in dementia (71), includ-
ing Alzheimer’s disease (72–74). Vas-
cular dementia—that is, dementia
thought to be the result of strokes or
cerebrovascular disease—may be
more common than previously appre-
ciated (75).

Environmental influences on the
development of Alzheimer’s disease

must be important because some sub-
jects with the high-risk APOE geno-
type do not develop dementia, twins
have remained discordant for Alz-
heimer’s disease for many years, and
APOE may wane in importance as a
risk factor among the very old (76).
The significance of genotype should
not deter a search for the environ-
mental influences that may interact
with genotype in determining the on-
set of Alzheimer’s disease. Estrogen,
nonsteroidal anti-inflammatory drugs,
and other substances may be protec-
tive, and a number of trials are under
way or planned to determine whether
any of these substances will delay the

onset of Alzheimer’s disease. Despite
gains in understanding the role of
genotype in development of this dis-
order, there is still a compelling need
to understand the potentially modifi-
able environmental and personal fac-
tors related to the development of
cognitive impairment.

Use of alcohol
Alcohol consumption is common
among older adults. Ten to 20 percent
report daily use of alcohol (77). In a
survey of residents of a retirement
community, almost half reported
some alcohol consumption, and 15
percent reported consumption of one
to six drinks each week (78). Among

5,065 adults age 60 years and older
screened in primary care practices in
Wisconsin, 10.5 percent of the men
and 3.9 percent of the women report-
ed problem alcohol use (79).

However, the proportion of older
persons who meet criteria for alcohol
abuse or dependence appears to be
much smaller. In the ECA study, for
example, the one-month prevalence
of alcohol abuse or dependence was
1.93 percent for men and .4 percent
for women age 65 years and older
(32). Grant and colleagues (80) re-
ported similar figures from the Na-
tional Health Interview Survey—2.77
percent for men and .37 percent for
women age 65 years and older. Inci-
dence rates for alcohol abuse or de-
pendence appear to show an upturn
with age, but only among men (18).

Alcohol consumption has been as-
sociated with cognitive impairment.
In one study, patients age 40 to 50
years who reported use of alcohol for
five years or more were more im-
paired on several measures of cogni-
tive functioning, but this study was
cross-sectional in design (81). Men
with a history of heavy drinking, in
contrast to men without such a histo-
ry, recalled fewer words at a follow-up
interview three years later, but ap-
peared to lack insight into any impair-
ment (82). Deficits associated with al-
cohol consumption were found to
generalize to multiple domains such
as verbal and nonverbal ability, mem-
ory, and perceptual motor skill (83).
Chronic alcohol exposure was associ-
ated with memory loss even among
older alcoholics who do not have Kor-
sakoff’s syndrome (84).

In a meta-analysis of case-control
studies, findings on the relationship
of alcohol consumption and dementia
were essentially negative (85). How-
ever, if case-control studies fail to
show alcohol consumption as an envi-
ronmental risk factor for Alzheimer’s
disease, it may be because the popu-
lation under study is heterogeneous
in genetic susceptibility. Nonetheless,
it is premature to rule out any risk
factor or to draw causal inferences
from cross-sectional studies.

In longitudinal studies, Hebert and
associates (86) found no excess risk of
alcohol use for new cases of Alz-
heimer’s disease in East Boston.

The misuse 

of prescription 

medicines and its 

effect on the mental 

status of older adults is a

poorly studied but possibly 

important source of 

preventable delirium 

and depression.



PSYCHIATRIC SERVICES ♦ September 1999   Vol. 50   No. 9 11116633

However, Saunders and colleagues
(30) did find a relationship in a Liver-
pool sample. They reported that men
with a history of heavy drinking were
five times as likely to be rated as de-
mented and four times as likely to be
diagnosed as depressed. Although the
study included a three-year follow-
up, the results were based on retro-
spective review of alcohol consump-
tion earlier in life. Similarly, although
a history of depression was not found
in early life among the alcohol users,
this finding could reflect failure to re-
call episodes of depression. The rela-
tionship between chronicity, dura-
tion, frequency, timing, and quantity
of alcohol consumption early in life
and cognitive impairment in late life
is not clear and remains an area for
future investigation.

Misuse of prescription medicines
The misuse of prescription medicines
and its effect on the mental status of
older adults is a poorly studied but
possibly important source of pre-
ventable delirium and depression.
Misuse of prescription medications
by older persons may also be linked to
clinicians’ difficulties in diagnosing
depression and other disorders in this
population.

Community surveys have revealed
that the prevalence and duration of
the use of psychoactive medicines in-
creases with advancing age and with
the number of reported health prob-
lems despite the potential for adverse
reactions and polypharmacy among
the elderly. Data from the National
Survey of Psychotherapeutic Medi-
cine Use suggested that long-term
users of medicines tended to be older
(71 percent were age 50 years and
older) and were more likely to report
use of general medical services (87).
Another survey found that 25 percent
of community-dwelling older adults
took psychotherapeutic medicines
regularly (88). Older adults were
more likely than younger adults to
have attempted suicide using pre-
scription medicines, especially ben-
zodiazepines and analgesics (89).

Although older adults are frequent
consumers of psychoactive medi-
cines, to what extent can this use be
characterized as inappropriate? The
concepts of prescription medicine

“misuse” and “nonmedical use” are
central to understanding possible ef-
fects on adults in later life. Nonmed-
ical use is a form of misuse that is de-
fined by the World Health Organiza-
tion as “use of a prescription drug,
whether obtained by prescription or
otherwise, other than in the manner
or for the time period prescribed, or
by a person for whom the drug was
not prescribed” (90).

Several indicators of misuse that
have been gleaned from the literature
are summarized in the accompanying
box. By these criteria, significant pro-
portions of community-dwelling old-
er adults appear to misuse psychoac-
tive medicines. A survey of 559 older
adults in New Zealand estimated that
7 percent of the sample were taking
two or more psychoactive medicines
(91). Kail (92) found that in most
studies, women outnumbered men in
the use of psychoactive medicines by
about two to one, but the extent to
which this ratio reflects the greater
prevalence and incidence of psychi-
atric disorders, especially depression,
among women is unclear. Studies of
the use of psychoactive medicines
from the ECA study have found that
use is associated with female gender
(93,94), use of health services (93),
use of illicit substances (95), function-
al impairment (94), and increased age
(93,96).

Community surveys typically have
limitations in measurement of psychi-
atric disorders, in ability to relate
medicine use to symptoms, in ac-
counting for characteristics that may
influence the use of medicines, and in
consideration of the consequences of

medicine use. In addition to psy-
choactive medicines such as benzodi-
azepines, medications prescribed for
medical conditions may result in
mental status changes to which con-
comitant alcohol use may contribute.
The complex interplay of mental dis-
orders, medical conditions, and the
use of powerful psychoactive sub-
stances by older persons presents a
significant challenge for the health
care services.

Looking toward
the 21st century
To meet the challenge of treating
mental disorders in the aging popula-
tion, we consider three themes for
the future: a focus on function, pre-
vention of the consequences of men-
tal disorders, and integration of men-
tal health care and primary health
care services.

An important backdrop for these
themes is the increasing proportion of
older adults who are members of mi-
nority groups. Early on in the new
century, older African Americans and
Hispanic Americans will outnumber
older whites in the United States.
This demographic shift will have
widespread implications for assess-
ment and treatment of mental disor-
ders among the aged. We need to im-
prove our understanding of how cul-
tural factors relate to risk factors, pre-
sentation to primary care physicians,
and acceptability of treatment for old-
er persons with mental disorders.

The first theme—a focus on func-
tion—requires that the full spec-
trum of depressive symptoms and
comorbidity be examined in relation

IInnddiiccaattoorrss  ooff  ppoossssiibbllee  mmiissuussee  ooff  pprreessccrriippttiioonn  mmeeddiicciinneess

Use of a medicine prescribed for another person
Use for which the medicine was not intended
Simultaneous use of alcohol
Use of drugs from the same classification or with similar pharmacologic

effects
Use in the context of potential adverse interactions with drugs or nutrients
Use when the indication is no longer present
Premature discontinuation
Inappropriate dose
Feeling of dependence
Use resulting in adverse consequences attributable to the medicine
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to function and quality of life. In
other words, the field must move
from a preoccupation with counting
“cases” to more fundamental ques-
tions of how a “case” is to be de-
fined. Future investigations will
have to examine a range of symp-
toms and dimensional approaches to
understand risk and how disorders
might be prevented.

This rigor is not merely an academ-
ic exercise. An older patient may seek
care for mental distress, often with
accompanying physical illness and
typically in the primary care setting,
but may not meet standard criteria
for a psychiatric disorder. How then is
a psychiatric disorder to be defined in
primary care? Development of new
types of classification of mental disor-
ders and new approaches to treat-
ment may be necessary (97). The fo-
cus should be on enhancing function-
ing and quality of life and on how ap-
propriate mental health care can be
made available to previously under-
served persons.

A second theme concerns ways to
promote well-being and prevent the
adverse consequences of the mental
disorders of late life. Studies in which
pharmacotherapy is used to slow the
progression of Alzheimer’s disease are
already under way. A multisite inves-
tigation is examining the effects of
training in memory, reasoning, and
other abilities on prevention of func-
tional decline in older adults at risk.
Control of cardiovascular risk factors
may diminish the impact of vascular
dementia. Conditions that exacerbate
cognitive impairment, such as the im-
moderate use of alcohol or the pre-
scription of offending medicines, may
be preventable. Understanding and
addressing the psychological aspects
of physical illnesses might result in
prevention of disability from depres-
sion and may make the difference be-
tween dependence and indepen-
dence.

A third theme is the organization of
health care services to meet these
challenges. Despite suggestions that
persons with mental disorders in the
U.S. bypass the general medical sec-
tor and seek care directly from a spe-
cialist in mental health care, data
from the ECA studies indicate that
persons with incident mental disor-

ders tend to first seek care from a
general physician (98). Elderly per-
sons with mental disorders may be es-
pecially unlikely to bypass the gener-
al medical sector.

The ECA data suggest that com-
pared with persons age 45 to 64,
adults age 65 years and older were .39
times as likely (95 percent CI=.23 to
.64) to have reported a visit with a
professional in the mental health sec-
tor and .24 times as likely (CI=.06 to
.91) to report a visit in the mental
health sector that bypassed the gener-
al medical sector altogether (98). The
general medical sector may be even
more important as a venue for mental
health care for African Americans
than for whites (99). Rabins (100) re-
formulated estimates derived from
prevalence studies of the Baltimore
ECA study and concluded that unmet
need for mental health services in-
creases with age, with up to 63 per-
cent of adults age 65 years and older
having an unmet need for mental
health care.

A major challenge in the next cen-
tury will be to create a health care
system that integrates primary health
care and mental health care for older
persons. Powerful disincentives miti-
gate against providing mental health
services within primary care, not the
least of which is the managed care
environment that may discourage co-
operation between sectors. To in-
crease the effectiveness of treatment
for older adults with mental disor-
ders, mental health clinicians may
need to make additional efforts to
maintain rapport with staff in the pri-
mary care practices that serve these
patients. Creating a bridge of mutual
understanding across specialties,
with advocacy for integration of men-
tal health into a general medical
framework, will be a key element in
enhancing the overall health and
functioning of older persons in the
next century. ♦
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