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Life Course: Developmental
and Transitional Events

Nisha Mehta-Naik

Introduction

A life transition is defined by a significant shift in
social circumstances, which is often accompa-
nied by a period of emotional and social instabil-
ity as one moves from one life stage to another
[1]. Although life transitions can often be per-
ceived as planned events that carry a positive
connotation, such as marriage and joining the
workforce, many life transitions are marked by
unpredictability and upheaval. Nonetheless, all
life transitions can result in a disruption of social
networks, coping skills, finances, and health [1].
As a result, success in life transitions requires
individuals to demonstrate resilience by cultivat-
ing new coping skills, utilizing different social
supports and accepting a change in identity [1].
Some research suggests that such transitions
could be risk factors for depression in older
adults [2]. Although each older adult has a unique
experience of aging, as a group, the geriatric pop-
ulation shares several life transitions such as
retirement, bereavement, relocation, changes in
the caregiver role, and changes in medical health.
Some of these topics—including caregiver stress
and psychological factors affecting medical con-
ditions—will be featured in subsequent chapters.
This section will highlight two key geriatric life
transitions: retirement and bereavement.

Retirement

Retirement has been defined in multiple ways.
Feldman defines retirement as the “exit from labor
force taken by individuals after middle age and
taken with the intention of reduced psychological
commitment to work thereafter [3].” This defini-
tion indicates that retirement is an individual and a
deliberate decision. Sociologist Angela M. O’Rand
states that retirement is an “age-related and perma-
nent transition from an income status based on
employment to one based on transfers and assets at
the end of the work career” which highlights a shift
from depending on individual income to larger
economic institutions [4]. Such definitions of
retirement suggest that this life transition is abrupt,
marked by the single decision to retire from the
workforce. Organizational psychologists Wang
and Shultz suggest that retirement can also be a
dynamic process often involving multiple, step-
wise decisions resulting in a gradual transition out
of the workforce through part-time work and alter-
nate work opportunities [S]. Strict definitions of
retirement often do not capture the conditions sur-
rounding retirement—namely, if retirement was
voluntary, involuntary, or regulatory/statutory—
retirement that is mandated at a set age [6]. The
lack of standard definitions of retirement highlights
that there are key differences in how individuals
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experience retirement, the retirement decision-
making process, and how retirement is studied by
different professional groups.

Despite the significance of this life transition,
there is little conclusive data regarding impact of
retirement on one’s emotional and physical well-
being [6]. Limitations of research include lack of
universal definitions regarding retirement, as
well as a difference in conditions surrounding
retirement. A population’s outlook on retirement
may be impacted by national policies on retire-
ment, insurance, and pension, thus making it dif-
ficult to generalize results to an international
population [7]. As women historically com-
prised of a lower portion of the labor force, there
is limited data regarding women’s experience of
retirement, as well as that of dual-income house-
holds [8].

In this section, trends in American retirement,
data regarding impact of retirement on health, as
well as psychosocial interventions to improve
retirement experiences will be reviewed.

Trends in American Retirement

Older adult participation in the American labor
force (including full-time and part-time employ-
ment) notably decreases between ages 60 and 70.
Per 2010 US Census data, 60% of men in the
60—64 age group are engaged in the workforce,
though only 36.5% of older men in the 65-69
age group are employed [9]. Similarly, female
participation decreases from 50.7% in the 60—-64
age group to 27% in the 65-69 age group.
Following age 69 years, the workforce participa-
tion decreases by approximately 10-12% every
5 years [9].

Patterns of retirement behavior have changed
significantly over the course of the twentieth and
twenty-first centuries. While approximately 10%
of women over age 65 maintained employment
from 1950 to 1990, older male rates of employ-
ment steadily decreased over the majority of the
twentieth century [9]. Approximately 45.8% of
American men over age 65 maintained employ-
ment in 1950, but only 15% of older men
remained active in the workforce by 1993 [9].
The development of Social Security, as well as
the strengthening of pension programs, has con-
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tributed to increased older adult retirement in the
twentieth century.

The twenty-first century was marked by a
rebound in older adult engagement in the work-
force—with 22.1% of men and 13.8% of women
over the age of 65 maintaining employment in
2010 [9]. Multiple hypotheses have been offered
to explain why older adults are remaining in the
workforce at increasing rates, namely, decreased
financial security in light of the 2007-2009 eco-
nomic recession [10], as well as the decreased
quality and availability of pension programs [11],
rising age of Social Security eligibility [11], and
increased life expectancy [11].

Retirement and Health

Different studies have investigated the relation-
ship between retirement and health, and the
available data is varied. We will review some of
the key international studies that shed light on
this topic in the next few paragraphs.

Much of the literature suggests that retirement
is associated with an improvement in both physi-
cal and mental health. Depressive symptoms, as
measured by the quantity of antidepressant pre-
scriptions distributed to a Finnish cohort, were
noted to decrease following retirement [12]. Data
from the Whitehall II study, a large longitudinal
prospective study conducted in England, corrob-
orated these findings. Self-report of general men-
tal health improved for all employees following
statutory retirement, though most noticeably for
those of higher socioeconomic status [13].
Similar findings regarding a decrease in depres-
sive symptoms following retirement were noted
in a Canadian population study [14] as well as a
Swiss population study [15]. The GAZEL proj-
ect, a French longitudinal prospective cohort,
demonstrated evidence of decreased sleep distur-
bances in the years following statutory retirement
[16]. It seems that affective and anxiety symp-
toms surrounding retirement may peak when
individuals are in the process of preparing for
retirement and upon initiation of retirement itself.
A series of interviews demonstrated that many
individuals experienced pre-retirement anxiety in
the setting of uncertainty and change, followed
by post-retirement satisfaction and happiness as
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they adjusted to a new phase of life [17]. In spite
of a significant shift in identity during the process
of retirement, a study of American individuals
found that self-esteem remained steady before
and after retirement [18].

Many studies also suggest that retirement is
correlated with improvements in physical health.
Further data from the GAZEL cohort demon-
strated that the chronic disease prevalence was
not impacted by retirement itself, but rather by
normal aging [19]. Moreover, self-report of phys-
ical and mental fatigue decreased following
retirement. GAZEL cohort data also found a
decreased prevalence of headaches [20],
increased physical activity [21], and decreased
report of “suboptimum health” following retire-
ment [22]. Several studies have noted that the
level of somatic complaints [23] and self-report
of health [24] do not change significantly for
individuals following retirement when compared
to age-matched adults who remained in the
workforce.

Despite  overwhelming data supporting
improvements in mental and physical health fol-
lowing retirement, some data suggests that retire-
ment is correlated with worse health outcomes.
One study found that early retirement was corre-
lated with higher prevalence of depression and
anxiety [25]. Although a study of the Swiss
Household Panel found that the majority of indi-
viduals experience improvements or stability in
self-reported general health and mood following
retirement, the study also notes that approxi-
mately 25% of individuals experience worsening
of mood and anxiety following retirement [15].
Additional data from the GAZEL cohort sug-
gested that the prevalence of heavy alcohol con-
sumption increased around the retirement period
[26]. Although many studies suggested that
retirement was correlated with an increase in
physical activity, one study found that the loss of
physical activity related to work commutes was
not compensated for by recreational physical
activity in retirement [27].

Several studies emphasize that individual char-
acteristics, and external factors which exist prior
to retirement may impact one’s experience of
retirement. Data from the GAZEL cohort found
that the presence of Type A and aggressive per-
sonality traits prior to retirement is correlated

with worsened mood following retirement [28].
Results from the Whitehall II study propose that
hardship faced in the workplace in the years prior
to retirement including workplace satisfaction
and perceived workload is correlated with symp-
toms of depression post-retirement [29]. Such
data highlights the complexity of this life transi-
tion and the multitude of factors that influence
individual retirement experiences.

Psychosocial Interventions

Although many older adults seem to thrive both
physically and mentally after retirement, avail-
able data suggests that many older adults expe-
rience worsening mood and physical health
correlated with retirement. Several interven-
tions have been proposed to help older adults
transition to retirement, focusing on reshaping
older adults’ social identities following retire-
ment by providing new responsibilities, foster-
ing environments that promote socialization,
and helping structure time. Several initiatives
encouraged older adults to serve as mentors to
young adults [30] or adopted grandparents [31]
(Foster Grandparent Program) to young adults
and children and were noted to have positive
effects.

Future Directions

Despite European studies regarding retirement
demonstrating overall improvements in mental
and physical health following this life transition,
there is limited data regarding the American
experience of retirement. As the average age of
retirement rises in the United States and pension
plans and benefits diminish, it is possible that
Americans will experience increased stress in the
setting of retirement. Further research on health
outcomes following retirement in the United
States would help elucidate this effect. Although
retirement has commonly been perceived as a
positive life transition, there remains a subset of
individuals who struggle with this change.
Incorporating aspects of positive psychiatry and
interpersonal psychotherapy may alleviate dis-
tress related to retirement.



Bereavement

The death of a loved one and the subsequent
mourning of loss is a process that impacts the
geriatric population immensely. Loss is an inevi-
table part of life for older adults—the average life
expectancy in 2009 was found to be 75 years for
men and 80.9 years for women [32].
Approximately 28.1% of individuals over age 65
are widowed, and 59.6% of individuals over age
85 are widowed [32]. The prevalence of spousal
loss is higher in women—39.9% of women over
65 and 72.9% of women over 85 are widows
[32]. This data does not encapsulate other major
losses that older adults face including but not
limited to the death of parents, friends, siblings,
and in rarer circumstances children.

Despite the universality of bereavement, indi-
viduals seem to have varied responses to loss
ranging from exhibiting minimal psychiatric
symptoms to experiencing significant dysfunc-
tion. Psychiatrists and psychologists have long
discussed the range of responses to loss, often
wondering where to draw the fine line between
expected bereavement and a pathological
response to loss. In the classic paper Mourning
and Melancholia [33], Freud defines mourning as
“the reaction to the loss of a loved person, or to
the loss of some abstraction which has taken the
place of one, such as one’s country, liberty, an
ideal and so on [33].” In this statement, Freud
highlights that mourning is a process of coming
to terms with object loss. He draws the distinc-
tion between mourning and melancholia, noting
that “although mourning involves grave depar-
tures from the normal attitude to life, it never
occurs to us to regard it as a pathological condi-
tion and to refer it to medical treatment. We rely
on mourning being overcome after a certain lapse
of time, and we look upon any interference with
that process as useless or even harmful [33].”
Psychoanalyst Otto Kernberg questioned whether
the mourning process is a time-limited one as
Freud proposed or a lifelong process that “may
bring about a permanent alteration of psychologi-
cal structures that affect various aspects of the
mourning persons’ lives [34].”

The dialogue regarding the course of expected
bereavement and defining its pathological vari-
ants has continued in the twenty-first century
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with the DSM-5 and the decision to remove the
bereavement exclusion from diagnostic criteria
of major depressive disorder [35]. The next sec-
tion will explore the complexities of categorizing
pathological vs. non-pathological bereavement,
biological responses to grief, and management of
bereavement.

The Biology of Loss

Bereavement is not only a psychological and
social process but also a physiological one.
Widowhood has been correlated with increased
morbidity and mortality from a broad range of
health conditions—including increased risk of
mortality from accidents, strokes, heart disease,
and cancer [36]. Although the etiology of
increased morbidity and mortality is unclear,
there are known endocrine and immunologic
changes associated with bereavement [37]. The
acute period following spousal loss has been
associated with decreased T lymphocyte activity
[38], decreased NK cell reactions [39], and
increased neutrophil count [40]. Widows and
widowers were found to have elevations in corti-
sol levels 2 weeks and 6 months after loss of a
spouse [41]. Research has also demonstrated that
there is increased heart rate and elevated blood
pressures in the period following significant loss
[42]. Such neuroendocrine and immunologic
changes represent a physiologic response to the
stress of acute grief, which may have downstream
effects [37].

Current Categorization
of Bereavement

The clinical range of responses to loss has most
recently been separated into three distinct catego-
ries by Zisook and Shear: uncomplicated grief,
complicated grief, and grief-related major
depression [43].

Uncomplicated grief is a fluctuating and
dynamic process, which for some does not come
to a complete resolution. Individuals will have
varying responses to loss, ranging from minimal
psychological distress to time-limited significant
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dysfunction. Zisook and Shear describe that
uncomplicated grief usually begins with a phase
of “acute grief,” during which an individual
experiences heightened sadness and psychologi-
cal pain and increased longing for the lost indi-
vidual [43]. Symptoms of depression are often
present during this acute period including low
mood, anhedonia, and diminished motivation and
focus although individuals do not meet full crite-
ria for a major depressive episode. As acute grief
fades, individuals face a period of “integrated
grief.” This phase is characterized by holding
onto memories of lost loved ones and continuing
to miss them without any concomitant changes in
functioning [43].

Although many individuals experience depres-
sive symptoms in the context of bereavement,
most do not meet criteria for a major depressive
episode. However, a subset of individuals experi-
ence “grief-related major depression”— a major
depressive episode in the setting of loss and
bereavement [43]. While the precise prevalence
rates of bereavement-related depressive episodes
are unclear, one study found that 7.7% of all
depressive episodes in a population were related
to bereavement [44]. Depressive episodes in the
setting of bereavement when compared to gen-
eral depressive episodes have been correlated
with lower rates of suicidal ideations and feelings
of worthlessness [44]. Individuals with
bereavement-related depression often report
decreased need for sleep, rather than increased
need for sleep [44]. Additionally, those who
experienced a grief-related depressive episode do
not carry an increased risk of subsequent depres-
sive episodes [44].

Complicated grief is defined as a syndrome of
prolonged and intense grief that is associated
with substantial impairment in work, health, and
social functioning [43]. When compared to its
normal variant, complicated grief is marked by
ongoing distress, persistent guilt for finding
enjoyment in the absence of deceased loved
one, and inability to come to terms with the loss
[43]. The prevalence of complicated grief has
been estimated to be approximately 2.5 [45] to
5.0% [46] in the general population and is esti-
mated to occur in approximately 10% [43] to
25% [46] of those grieving a loss. Complicated
grief has been associated with increased comor-

bidity with major depressive disorder and anxi-
ety disorders [46]. However, complicated grief
can occur in the absence of comorbid major
depressive episode. Ages between 75 and
84 years, the loss of a child or spouse, and
female gender have been correlated with
increased prevalence of complicated grief [46].
Unexpected loss, death of a loved one who
passed away in an inpatient facility, and
increased time spent with loved ones in the
week prior to their death were also found to
carry increased risk of complicated bereave-
ment [45].

Management of Bereavement

Appropriate categorization of a patient’s response
to grief is critical, as specific interventions—and
in some cases no intervention—have been found
to be effective for uncomplicated grief,
grief-related major depression, and complicated
bereavement.

No intervention has been found to be helpful
in managing uncomplicated grief. Although
individuals may continue to miss the deceased,
they are able to find enjoyment in activities and
report less psychological distress within
6—18 months of a significant loss without any
intervention [47].

Grief-related major depression improves with
psychotherapy and antidepressants. Several small
studies have demonstrated improvements in
depressive and grief symptoms with the use of
antidepressants [48, 49]. One study found that
interpersonal psychotherapy when combined
with nortriptyline was more effective than nor-
triptyline alone in the treatment of grief-related
major depression [49].

Many interventions have been proposed for
the treatment of complicated bereavement.
There is little data to support the use of antide-
pressants or other psychiatric medications in the
treatment of complicated grief [50]. Cognitive
behavioral therapy [51], interpersonal psycho-
therapy [52], and behavioral activation [53]
have all demonstrated some efficacy in treating
complicated grief. However, complicated grief
therapy, a therapy which incorporates strategies
from exposure therapy, motivational interview-



ing, and interpersonal therapy, has been found
to be the most effective in reducing symptoms
of complicated grief [52]. Complicated grief
therapy has specifically been found to alleviate
symptoms of complicated grief among older
adults [54].

Bereavement and Suicidality

Bereavement is correlated with an increased
prevalence of suicidal ideations and suicide
attempts. Widowed individuals had higher rates
of suicidal ideations than non-widowed individu-
als [55]. Rates of suicidal ideations were higher
in those who had high scores on the Beck
Depression Inventory [55]. In another study,
complicated grief was associated with passive
suicidal ideations in 65% of individuals and 38%
of individuals admitted to self-injurious behavior
[56]. In the same study, 9% of individuals suffer-
ing from complicated bereavement had attempted
suicide [56]. Given the concern for suicidality in
the setting of bereavement—particularly grief-
related depressive episode and complicated
bereavement—psychiatrists should take more
initiative in evaluating and treating the pathologi-
cal variants of depression.

Summary

Bereavement is a psychological, social, and
physiological process associated with changes in
acute immune, cardiovascular, and endocrine
function. Bereavement can be differentiated into
three categories: uncomplicated grief, compli-
cated grief, and grief-related major depression.
Uncomplicated grief does not benefit from treat-
ment. However, research suggests that compli-
cated grief improves with psychotherapy,
particularly ~ complicated  grief  therapy.
Furthermore, grief-related major depression can
improve with antidepressant use and with psy-
chotherapy. Appropriately diagnosing and treat-
ing pathological variants of bereavement are
critical, as complicated grief and grief-related
major depression are associated with increased
risk for suicide.
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Introduction

Demography is defined as the analysis of the popu-
lation size and its structure especially in relation to
its determinants, fertility, mortality, and migration
[1]. Demography also identifies many major social
and policy issues including the growth of the popu-
lation, the challenges of an aging population, and
the implications of migration on the population.
The World Health Organization (WHO) defines
epidemiology as the study of the distribution and
determinants of health-related states or events
(including disease) and the application of this study
to the control of diseases and other health problems
[2]. According to Morris, epidemiology may be
further defined as the study of health and disease of
populations in relation to their environment and
ways of living [3]. It provides the facts about com-
munity health; it describes the nature and relative
size of the problems to be dealt with, and “maps”
are produced of such scales as are required or pos-
sible. The main function of epidemiology is to dis-
cover groups in the population with high or low
rates of diseases, so that causes of disease and rea-
sons for freedom from disease can be postulated.

The Aging Population

In late life, the epidemiology of psychiatric disor-
ders is the study of the distribution of psychiatric
symptoms and disorders and the variables that
affect their distribution [4]. In 2010, approximately
40 million persons aged 65 years and older lived in

the United States, accounting for 13% of the popu-
lation. With the aging of the baby boomer cohort
(those born between 1946 and 1964), the size of the
elderly population is projected to reach 72.1 mil-
lion by the year 2030 and 88.5 million by 2050
accounting for an estimated 20.2% of the total pop-
ulation [4, 5]. The current older population of the
United States is predominantly female and white.
In 2010, women accounted for 57% of the popula-
tion aged 65 years and older and 67% of those aged
85 years and older [4].

Life expectancy in the United States was
80.9 years for women and 76.0 for men [4].
According to Blazer, life expectancy at age 65 is
15.5 years for men and 19.1 years for women, so
reaching age 80 is becoming the usual rather than
the exceptional event [6]. The life expectancy for
people 80 years old and older is greater in the
United States than in Sweden, France, England,
and Japan and is increasing. It is estimated that
the number of people older than 65 years with
psychiatric disorders in the United States will
increase from about 4 million in 1970 to 15 mil-
lion in 2030 [7].

Psychiatric Disorders Among
Older Adults

The National Institute of Mental Health (NIMH)
Epidemiologic Catchment Area (ECA) study
used the Diagnostic Interview Schedule (DIS)
based on DSM-III as the case-identification
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instrument to report on the 1-month prevalence
rates of mental disorders from five sites across
the United States [8]. The investigators found
that for individuals aged >65 years, the preva-
lence of psychiatric according to the DIS was
12.3%. Jeste and colleagues consider this as
underestimation of the prevalence of psychiatric
disorders among older adults secondary to fac-
tors such as misattribution of psychiatric symp-
toms to cognitive impairment, physical disorders,
or normal aging, lack of age-appropriate diagnos-
tic criteria, and the underreporting due to forget-
fulness and social stigma [7]. They opined that
the “real” prevalence of psychiatric disorders
other than dementia in elderly persons to be at
least 25% higher than what is reported in the
ECA study.

The ECA study found that the prevalence of
alcohol abuse/dependence was 0.9% among
older adults with it being more common among
men (1.8%) than among women (0.3%) [8].
The prevalence of schizophrenia was found to
be 0.1% for both sexes, and the prevalence of
schizophreniform disorder was 0.0%. The prev-
alence of affective disorders was 2.5%; 3.3% in
women and 1.4% in men. Dysthymia was found
to be more common (1.8%) than major depres-
sive episode (0.7%) and manic episode at
(0.0%). Anxiety disorders were the most preva-
lent disorders at 5.5%; 6.8% and 3.6% in
women and men, respectively. The prevalence
of phobia was 4.8%, obsessive-compulsive dis-
order was 0.8%, and panic disorder was 0.1% in
both sexes. The prevalence of somatization dis-
order was 0.1% and antisocial personality
0.0%. Cognitive impairment increased with
age; it was seen in 2.9% of individuals
65-74 years in age, 6.8% of individuals
75-84 years in age, and 15.8% of individuals
>85 years in age. Higher rates of almost all
psychiatric disorders were found in younger
age group individuals with the exception of
severe cognitive impairment. Excess mortality
(from suicide or physical comorbidity) in early
life among individuals with schizophrenia,
depression, substance dependence, and other
psychiatric disorders was thought to be an
important reason for the lower prevalence of
serious mental illness among older adults when
compared to younger adults [7].
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Shapiro et al. reported that the most common
diagnoses for women were phobias and affective
disorders, whereas for men the predominant dis-
order was substance abuse and/or dependence
[9]. The total rates of psychiatric disorders drop
after the age of 45 years and particularly so after
age 65 years with the exception of cognitive
impairment.

The Australian National Mental Health and
Well-Being Survey by Trollor et al. described the
1-12-month prevalence of mental disorders, their
demographic correlates, and their impact on ser-
vice utilization and disability among individuals
>65 years [10]. The Composite International
Diagnostic Interview (CIDI) was used to deter-
mine the presence of mental disorders using the
International Classification of Diseases (ICD-10)
and the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-1V)
diagnostic criteria. About 12.9% of the individu-
als met the criteria for a psychiatric disorder in
the past 1 month, and 15.8% of the respondents
met the criteria for a psychiatric disorder in the
past 12 months. The most prevalent diagnostic
category was cognitive impairment, followed by
anxiety disorders and personality disorders.
Major depression and generalized anxiety disor-
der (GAD) were the two most common individ-
ual ICD-10 defined 12-month diagnoses. Older
women were more than twice as likely as older
men to have experienced ICD-10 major depres-
sion and GAD in the preceding 12 months. The
12-month prevalence for major depression was
(ICD-10, 2.4%; DSM-1V, 2.2%). The reported
prevalence rate of cognitive impairment (7.4%)
was based on the mini-mental state examination
(MMSE) score and was greater than the 1-month
prevalence data from the ECA study (4.9%). An
association was noted between cognitive impair-
ment and a higher prevalence of affective disor-
ders. After cognitive impairment, anxiety
disorders were the most prevalent diagnostic
group in this survey. There were no significant
differences in the overall rates of mental health
disorders between males and females. However,
there were specific sex differences in the rates for
certain diagnostic groups like affective disorders
where major depression was twice as prevalent
among elderly females when compared to elderly
males. There was also a marked female predomi-
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nance for GAD. Male predominance was noted
for substance use disorders, particularly alcohol
abuse and dependence. Marital status was associ-
ated with affective disorders with those individu-
als who had never married being twice as likely
to experience an affective disorder. In addition,
those individuals with a physical health disorder
were more than twice as likely to experience a
mental health disorder. Lastly, among those indi-
viduals experiencing a mental health disorder
within the past 12 months, only one-quarter had
consulted a mental health professional. Even
among those with multiple disorders, only about
one-third had consulted a mental health
professional.

Nationally representative data for community-
dwelling older Americans had been limited until
the ECA study from the 1980s comprehensively
investigated rates of psychiatric disorders among
a representative sample of older Americans from
multiple communities [8]. The National
Comorbidity Study Replication (NCS-R) is the
most current nationally representative study of
the epidemiology of psychiatric disorders in the
United States [11]. Among the NCS-R respon-
dents, there were 1461 individuals who were
>65 years in age. The mean age of the partici-
pants was 74 years. Approximately 58% of the
participants were women, 70.5% had 12 or more
years of education, 54.3% were married, and
82.8% were non-Latino White. A total of 22.8%
of all respondents received a diagnosis of at least
one DSM-1V disorder. Among older adults, 8.5%
of the individuals met the criteria for a psychiat-
ric disorder. The 12-month prevalence was 7.0%
for anxiety disorder, 2.6% for mood disorders,
and 0% for any substance abuse disorder. Specific
phobia was the most common diagnosis for the
whole sample (8.7%), and for those individu-
als > 65 years in age, the rate was 4.7%.
Regardless of age, women had a higher rate of
any psychiatric diagnoses. Among older adults,
women were four times more likely to have a
psychiatric diagnosis than men (12.6% vs. 2.9%).
The lifetime prevalence for any DSM-IV disor-
der among older adults was 20.9%. The most
prevalent diagnosis across all age groups was
MDD (16.6%), with 9.3% for older adults meet-
ing the criteria for MDD. Respondents aged
75 years and older were less likely than those
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aged 65-69 years to be diagnosed with a lifetime
anxiety disorder, with no significant difference in
those aged between 70-74 and 65-69 years.
Individuals aged 65 years and older had lower
rates of 12-month and lifetime mood, anxiety,
and substance use disorder diagnoses when com-
pared with that of younger and middle-aged
adults. Those aged 75 years and older had the
lowest prevalence particularly for lifetime psy-
chiatric disorders. Within the last 12 months,
8.5% of older adults were diagnosed with at least
one psychiatric disorder. Specific phobia was the
most prevalent 12-month diagnosis (4.7%), fol-
lowed by social phobia (2.3%) and MDD (2.3%).

The study by Rovner found that among nurs-
ing home residents, the prevalence of psychiatric
disorders was approximately 75% [12]. Primary
degenerative dementia accounted for 56% of the
cases followed by vascular dementia (18%) and
Parkinson’s dementia (4%).

In the next section of the chapter, we describe
the epidemiology of some common psychiatric
disorders among older adults in greater detail.

Cognitive Disorders

The H70 study or the Longitudinal Gerontological
and Geriatric Population Study in Gothenburg,
Sweden, was a comprehensive population study
that was started in 1971 [13]. This study found
the prevalence of dementia at age 70 to be 6.6%
in men and 3.1% in women. The prevalence of
severe dementia increased from 1% at age
70 years to 2% at age 75 years and 7% at age
79 years. The prevalence of mild to moderate
dementia increased from 2% to 4% and 9%,
respectively. Almost one-third of the 85-year-
olds had dementia (30%), and the prevalence
rates were similar between men and women. The
prevalence of dementia increased in women but
not in men from age 85 to 88 years. The increase
was attributed to higher rates of new cases in
women. Individuals with Alzheimer’s disease
(AD) and vascular dementia (VD) had a higher
prevalence of white matter lesions than did non-
demented subjects. The 7-year survival rate in
85-year-olds was higher in women (35%) than in
men (20%).

One community-based study showed that the
estimated annual incidence of AD in the popula-
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tion was 0.6% for persons aged 65-69 years,
1.0% for persons aged 70-74 years, 2.0% for per-
sons aged 75-79 years, 3.3% for persons aged
80-84 years, and 8.4% for persons aged 85 years
and older [14]. This incidence is approximately
14 times higher among persons older than
85 years of age when compared with those
between 65 and 69 years of age.

It is estimated that 5.4 million people or 22.2%
of the population of the United States in 2002
aged 71 years or older have cognitive impairment
without dementia [15]. Prominent subtypes
included prodromal AD (8.2%) and cerebrovas-
cular disease (5.7%). Among participants who
completed follow-up assessments, 11.7% of indi-
viduals with cognitive impairment but without
dementia progressed to dementia annually,
whereas those with subtypes of prodromal AD
and stroke progressed at annual rates of 17 to
20%. The prevalence of dementia in the United
States among individuals aged 71 and older was
13.9%. Dementia prevalence increased with age
from 5.0% among those aged 71 to 79 years to
37.4% of those aged 90 and older.

Evans et al. sampled 467 residents 65 years of
age and older of a defined community. Of those
with probable AD, 26% had severe cognitive
impairment, 51% moderate cognitive impair-
ment, and 23% mild cognitive impairment [16].
Among those 65-74 years old, the prevalence
rate of probable AD was 3.0%. For those
75-84 years of age, the prevalence rate of prob-
able AD was 18.7% and among those 85 years or
older, it was 47.2%. Conditions other than AD
that caused moderate to severe cognitive impair-
ment including multiple cerebral infarcts, alco-
hol-induced dementia, Parkinsonian dementia,
depression, psychosis, mental retardation, and
subacute combined degeneration, were uncom-
mon in this community sample. Of the 113 per-
sons with moderate to severe cognitive
impairment and a probable diagnosis, 84.1% had
AD alone. Approximately 8.8% had only a cause
of dementia other than AD, and 7.1% had both
AD and another cause of dementia. The overall
estimate of AD prevalence of 10.3% among
those over the age of 65 years in this study was
somewhat higher than reported in previous
reports.
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Prevalence and incidence rates of mild cogni-
tive impairment (MCI) vary as a result of differ-
ent diagnostic criteria as well as different
sampling and assessment procedures [17]. The
results of the Leipzig Longitudinal Study of the
Aged (LEILA 75+) showed that the prevalence
rates of MCI ranged from 3 to 20%. Rates of con-
version to dementia over 2.6 years ranged from
23% to 47%. The study stated that people with
MCI develop dementia at a rate of 10-15% per
year, while the rate of healthy controls is 1-2%
per year. The pre-dementia syndrome identifies
conditions with age-related deficits in cognitive
functioning. There are age-associated memory
impairment (AAMI), aging-associated cognitive
decline (AACD), age-related cognitive decline
(ARCD), and mild cognitive impairment (MCI).
The prevalence of AAMI among people aged 65
and older ranges from 7% to 38.4% [18]. People
who meet AACD criteria show more extensive
cognitive impairment. In another study, the prev-
alence of AACD was 26.6% in people aged 60
and older [19]. The incidence rate of pre-demen-
tia syndromes appear to be increasing with age
and is higher in subjects with less education.
MCI is a prodromal phase of dementia, particu-
larly AD type. Annual conversion rates of demen-
tia for subjects classified according to the AAMI
criteria vary from 3% to 24%. The individuals
who meet the AACD criteria are more homoge-
nous than those characterized by the MCI criteria
and progressed to dementia at a rate of 28.6%
over a 3-year follow-up period, contrary to the
idea that AACD is a stable, non-pathologic entity.
Approximately 28% of subjects with ARCD
developed dementia after 2 years. Furthermore,
15% of subjects aged 65 years and older in age
and 15 to 25% of subjects 75 years and older in
age who are classified as having minimal demen-
tia developed clinical dementia after 1 year.
Annual conversion rates for pre-dementia syn-
dromes to dementia vary between 4% and 40%.
The annual conversion rates for MCI to AD vary
between 10% and 15% per year.

An epidemiologic study by Ganguli et al.
showed that among individuals with a diagnosis
of MCI, 27% developed dementia over the next
10 years [20]. Over each 2-year interval, MCI
persons showed increased risk for dementia:
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11.1-16.7% progressed to Alzheimer disease,
and 0-5.0% progressed to other dementias. Over
the same time intervals, 11.1-21.2% of those
with MCI remained at the MCI stage, and 33.3—
55.6% no longer had MCI.

Anxiety Disorders

Anxiety disorders are one of the most common
psychiatric disorders in the elderly, yet there are
very few studies about epidemiology of these dis-
orders. Smalbrugge et al. found that the preva-
lence of anxiety disorders among nursing home
residents varied between 0% and 20% [21]. A
Dutch community-based study found the overall
prevalence of anxiety disorders among elderly to
be 10.2%. Female sex, living without a partner,
low level of education, somatic comorbidity,
functional impairments, psychiatric comorbidity,
and loneliness were found to be associated with
anxiety disorders among the community-dwelling
older adults. Phobias were the most prevalent
anxiety disorder at 3.6%, followed by panic disor-
der at 1.5%, and generalized anxiety disorder at
1.2%. Approximately 29.7% of the individuals
had one or more anxiety symptoms. A mini-men-
tal state examination score of greater than 23,
depression, stroke, more than 6-year education,
impaired vision, pain, negative life events in the
past year, serious functional impairments, loneli-
ness, and perceived inadequacy of care were sig-
nificantly associated with anxiety symptoms [21].

Two studies by Grant et al. showed that the
prevalence of social anxiety disorder (SAD) in
national and international epidemiologic surveys
conducted since the early 1980s have varied
widely [22, 23]. Overall, the 12-month and life-
time prevalence of SAD among all age groups
were noted to be 2.8 and 5.0%, respectively. For
ages > 65 years, the 12-month and lifetime prev-
alence of SAD were 1.6 and 3.0%, respectively.
The onset of SAD was typically during child-
hood and adolescence, and the onset after the age
of 24 years was relatively uncommon. Among
those individuals with SAD, in the prior
12 months, 13.1% had an alcohol use disorder,
5.5% had a drug use disorder, and 27.1% had
nicotine dependence. Among those with lifetime
history of SAD, 48.2% had an alcohol use disor-
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der, 22.3% had a drug use disorder, 33.0% had
nicotine dependence, 54.1% had any other anxi-
ety disorders, 56.3% had a mood disorder, and
55.4% had a personality disorder. Bipolar I disor-
der was more strongly associated with SAD than
either major depressive disorder, bipolar II, or
persistent depressive disorder. The association of
12-month SAD with GAD was somewhat greater
than with panic disorder and specific phobia.
Avoidant personality disorder was more strongly
related with SAD than any other personality dis-
order. Over 80% of individuals with SAD
received no treatment [22, 23].

Depressive Disorders

Depression is a common and disabling psychiat-
ric disorder in later life [24]. Results from the
National Epidemiologic Survey on alcoholism
and related conditions showed that being female,
Native American, middle-aged, widowed, sepa-
rated, divorced, and of low-income group
increased the risk of becoming depressed [25].
Being of Asian, Hispanic, or Black race decreased
the risk for being depressed. The Australian
Longitudinal Study of Ageing by Anstey et al.
showed that the prevalence of depression in resi-
dential care facilities was 32% when compared to
14.4% in the community [26]. Functional impair-
ment and cognitive decline were associated with
increasing risk of depression in late life. Blazer
et al. reported that the prevalence of major
depression in the community-dwelling elderly to
be less than 5% [27]. The prevalence of primary
depressive disorder was reported at 1.8% and of
secondary depressive disorder at 1.9%.
Approximately 13.5% of older adults followed
by a traditional visiting nurse agency were diag-
nosed with major depression [28]. Of these, 71%
of the individuals were experiencing their first
episode of depression, and the episode had lasted
for more than 2 months in 78% of the individuals.
Approximately 22% of the depressed individuals
were receiving antidepressant treatment, but
none were receiving psychotherapy.
Approximately 31% of individuals receiving
antidepressants were prescribed subtherapeutic
doses, and 18% who were prescribed appropriate
doses reported not complying with their antide-
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pressant treatment. Teresi et al. found that 14.4%
of nursing home residents met the criteria for
probable and or definite major depressive disor-
der [29]. The estimate for significant depressive
symptomatology among these individuals was
44.2%.

The AGED (Amsterdam Groningen Elderly
Depression) study showed prevalence of major
depression among elderly nursing home residents
to be 8.1% and the prevalence of minor depres-
sion to be at 14.1% [24]. Approximately 24% of
the individuals suffered from subclinical depres-
sion. Risk indicators for major depression were
found to be pain, functional limitations, visual
impairment, stroke, being lonely, the lack of
social support, negative life events, and per-
ceived inadequacy of care [24]. Another study
found that 40% of institutionalized older adults
met the criteria for depression [30]. Approximately
12% of these individuals met the DSM-III-R cri-
teria for major depression, and almost half of
them suffered significant cognitive deficits [30].

Data from the West Friesland Study showed
that the prevalence of major depression among
older adults consulting their general practitioner
in the Netherlands was 13.7%, and the preva-
lence for minor depression was 10.2% [31].
Patients with major depression were younger and
more often female than those with minor depres-
sion. Only 22.9% of the individuals with major
depression were treated with antidepressants. In
the Aging, Demographics, and Memory Study
(ADAMS) where the participants were aged
>71 years, the overall prevalence for depression
was 11.19% [32]. The prevalence of depression
was similar for men and women. Whites and
Hispanics had nearly three times the prevalence
of depression when compared to African-
Americans. Dementia diagnosis and pain sever-
ity were associated with increased depression
prevalence, while black race was associated with
lower rates of depression. The H70 study found
that the prevalence of depression among 70- to
74-year-old women was 12% when individuals
with dementia were included in the denominator
and 13% when they were excluded [13]. Among
the 85-year-old women, the prevalence of depres-
sion was 13% when individuals with dementia
were included in the denominator and 19% when
demented were excluded.
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Depression in old age may also be a symptom
of incipient dementia [13]. The elderly have a
disproportionally high rate of suicide worldwide,
with a peak above the age of 80 [13]. There is
also a greater degree of lethal intent. Among
mentally healthy 85-year-olds, only 4% had
thought during the last month that life is not
worth living, 4% had death wishes, and 1% had
thought about taking their lives. None had seri-
ously considered suicide. Among those individu-
als with mental disorders 29% had thought that
life is not worth living, 28% had death wishes,
9% had thought about taking their lives, and 2%
had seriously considered suicide [13].

Substance Use Disorders

Large-scale US and international surveys con-
ducted in the early 1980s using the DSM-III cri-
teria showed that among individuals 65 years
older, the 12-month prevalence of alcohol abuse
was 1.2%, and alcohol dependence was 0.2%
[33]. The 12-month prevalence for any alcohol
use disorder in this age group was 1.5%. The life-
time prevalence of alcohol abuse and dependence
among individuals 65 years older was 12.7% and
3.4%, respectively; for any alcohol use disorder,
it was 16.1%. The 12-month alcohol abuse
remained strongly and significantly associated
with substance use disorders (OR > 1.8). The
12-month alcohol dependence remained strongly
associated with substance use disorders, specific
phobias, and bipolar disorders but with lower
ORs and was significantly associated with histri-
onic and antisocial personality disorders. Mean
ages for onset of alcohol abuse and dependence
were 22.5 and 21.9 years, respectively. Hazard
rates for onset of both disorders peaked at
19 years and decreased thereafter. The duration
of alcohol use disorder was often chronic with a
mean of nearly 4 years for alcohol dependence.
Men were at greater risk of alcohol use disorder
than women. African-Americans and Asians
were at lower risk than Caucasians for alcohol
abuse and dependence.

Blazer and Wu in their two studies evaluated
the epidemiology of substance use disorders
among middle-aged and older adults [34, 35]. In
the first study, they reported that the number of
older adults needing treatment for SUD is esti-
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mated to increase from 1.7 million in 2000-2001
to 4.4 million in 2020 [34]. In the two large sur-
veys, Epidemiologic Catchment Area (ECA
study) and the National Comorbidity Study
Replication (NCS-R), the prevalence of drug use
was very low among middle-aged and older
adults. In the ECA study, 7% of individuals
45-64 years and 1.6% of individuals >65 years
in age had a lifetime prevalence of illegal drug
use. Active use of illegal drugs occurred in 0.8%
of subjects 45-64 years and 0.1% of individu-
als > 65 years in age. In another study of older
adults who were referred to a hospital substance
abuse consultation service, older adults when
compared to younger adults were more likely to
use alcohol and less likely to be injection drug
users and users of heroin, cocaine, or multiple
substances. Nearly 60% of subjects used alcohol
during the past year, 2.6% used marijuana, and
0.41% used cocaine. Both alcohol and drug use
were far more frequent in subjects 50 to 64 years
in age and among men. Drug use in contrast to
alcohol use was not associated with the level of
education but was more common among those
who were not married and among those with
major depression. The prevalence of drug abuse
or dependence in the >50 age group was very
low at only 0.33% for any abuse or dependence,
0.12% for marijuana abuse or dependence, and
0.18% for cocaine abuse or dependence, respec-
tively. Nevertheless, the use of marijuana
approached 4% in the 50-64 age groups in com-
parison to 0.7% in the >65 age group.

Psychotic Disorders

Psychotic symptoms are reported to be uncommon
among older adults, although they are substantially
more common among individuals with dementia
[13]. The prevalence of schizophrenic and paranoid
syndromes are 0.5, 1.7, and 2.5% at 70, 75, and
79 years, respectively. It was noted that 10% of
non-demented 85-year-olds had psychotic symp-
toms, and 7% had paranoid ideation during the pre-
ceding year. Hallucinations were found in 7% and
delusions in 6%. Hallucinations, delusions, and
paranoid ideation at age 85 were each related to an
increased incidence of dementia from 85 to
88 years, but only a minority of those individuals
with these symptoms developed dementia.
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There are only a limited number of studies
about epidemiology of psychosis among the
elderly. In a study done by Christenson et al. in a
community sample of elderly individuals in San
Francisco, the investigators found that 17% of
those rated as psychiatrically impaired had symp-
toms of suspiciousness and 13% had delusions
[36]. When the entire sample was considered,
2.5% showed suspiciousness, and 2% had para-
noid delusions. In the community-based elderly
population, the prevalence of generalized persecu-
tory ideation was 4%. There were no significant
differences in age, sex, race, or education between
individuals who exhibited persecutory ideations
versus those who did not exhibit these symptoms.
Sensory and cognitive impairments appeared to be
significant risk factors for developing persecutory
ideations in this study.

According to Meesters et al., the estimated pro-
portion of individuals developing schizophrenia
after the age of 40 years is thought to be 23.5%
[37]. On a lifetime basis, the risk of developing
schizophrenia for men relative to women is esti-
mated to be 1.32. In this study, the estimated
1-year prevalence of all disorders (schizophrenia,
schizoaffective disorder, or delusional disorder)
was 0.71%. The prevalence was 0.55% for schizo-
phrenia, 0.14% for schizoaffective disorder, and
0.03% for delusional disorder. Estimated preva-
lence of schizophrenia in women aged 60—79 years
was higher than in women aged 80 years and
older. Estimated prevalence of schizophrenia was
higher in women than in men for age groups
60-69 years and 70-79 years. Delusional disorder
was found only in women aged 70 years and
older. With regards to age of onset, the estimated
I-year prevalence of late-onset schizophrenia
(LOS) was 0.14% and that of very late-onset
schizophrenia (VLS) was 0.05%. Among indi-
viduals aged 40 years or older who developed
schizophrenia, 76.5% were women. This figure
rose to 92.9% for those individuals who devel-
oped symptoms of schizophrenia after 60 years of
age. Delusional disorder was found only in
women aged 40 years or older at onset. Individuals
with LOS have better premorbid social function-
ing and display less executive impairment and
higher levels of everyday functioning. Also, affec-
tive flattening and social withdrawal were reported
to be less prominent in LOS individuals.
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A study by Ostling and Skoog reported that the
prevalence of psychotic symptoms in the elderly
might be underrated because of reluctance to
report psychotic symptoms [38]. In a study of
non-demented individuals aged 85 years living in
a community or in institutions in Gothenburg,
Sweden, psychotic symptoms were identified in
10.1% of the individuals. Hallucinations were
seen in 6.9% of the participants, delusions in
5.5%, and paranoid ideations in 6.9%. Individuals
with hallucinations had an increased frequency
of depressed mood, anxiety, irritability, suicidal
ideation, and paranoid personality traits. These
symptoms were often associated with major
depressive syndrome, disability in daily life, and
visual deficits. Individuals with delusions had an
increased frequency of depressed mood, blunted
affect, and paranoid personality traits and were
associated with disability in life. Individuals with
paranoid ideation had an increased frequency of
depressed mood, irritability, and paranoid per-
sonality traits and were associated with visual
deficits and myocardial infarction. Among indi-
viduals with hallucinations or delusions, 20.0%
were prescribed neuroleptics, 17.1% antidepres-
sants, 22.9% anxiolytics or sedatives, and 37.1%
any psychotropic drug. No individuals with para-
noid ideation without concomitant hallucinations
or delusions were prescribed neuroleptics. The
3-year mortality rate was increased in women
with hallucinations (40.0%) and paranoid ide-
ations (36.8%) when compared to women with-
out these symptoms. Hallucinations, delusions,
and paranoid ideation were not associated with
mortality in men. In addition, hallucinations,
delusions, and paranoid ideation were each
related to an increased 3-year incidence of
dementia from 85 to 88 years. Sensory impair-
ments were associated with late life psychosis
and paranoid symptoms.

The study by Ostling et al. on cognitively
intact individuals aged 70 and above found that
the cumulative incidence of psychotic symptoms
during the 3.6-year follow-up period was 4.8%
[39]. The incidence rate for schizophrenia was
0.03/1000 person-years and for delusional disor-
der was 0.16/1000 person-years. The investiga-
tors found a double mortality risk in individuals
aged above 70 years with psychotic symptoms at
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baseline during the 3.6-year follow-up period. In
this study 8% of non-demented 70-year-olds
developed first-onset psychotic symptoms during
a 20-year follow-up period. There were no signifi-
cant sex differences in the incidence of first-onset
psychotic symptoms in the study. The cumulative
incidence for hallucinations and delusions among
individuals with probable Alzheimer’s disease
was 51% in 4 years. Hallucinations were in most
cases visual. Delusions were related to an
increased risk for developing dementia at a later
time period. Approximately 60% of individuals
with hallucinations, 30% with delusions, and 45%
of those with any psychotic symptom developed
dementia.

Conclusions

Epidemiology of psychiatric disorders in late life
indicates that with the exception of cognitive dis-
orders, these disorders are more common among
younger adults. Cognitive impairment is the most
prevalent diagnostic category followed by anxiety
disorders among older adults. The prevalence of
dementia is noted to increase with age.
Alzheimer’s disease is the most common form of
dementia. The rate of conversion of mild cogni-
tive impairment to dementia is approximately
10—15% per year. Phobias and affective disorders
are more common among elderly women, and
substance use disorders are more common among
elderly men. Phobia is the most common anxiety
disorder among older adults. Depression is a com-
mon psychiatric disorder in late life, and it is more
prevalent among females and Caucasian and
Hispanic races. Psychotic symptoms are uncom-
mon among the elderly but are often seen in indi-
viduals with dementia especially women. The
most common psychotic symptoms are visual hal-
lucinations and persecutory delusions. Alcohol
use disorders are more common in elderly men,
and its rate of onset decreases with age. Illicit
drug use appears to be rare among the elderly. The
elderly also have higher rates of suicides espe-
cially among older Caucasian men. Knowledge of
epidemiologic data regarding psychiatric illness
among the elderly can aid in the appropriate plan-
ning and treatment of these disorders.
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