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A literature review

Psychiatric disorders in late life
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Summary

Psychiatric disorders in the elderly population are common, with an esti-

mated 12-month prevalence of around 25% [1]. Many of them are unrecog-
nised, wrongly or un-treated, and associated with poor health out-
comes. Keeping these challenges in mind, the epidemiological evidence

available so far has to be interpreted with some caution. Nonetheless, there

is no doubt that the demographic trend will lead to a significant increase of

psychiatric disease in old age in the upcoming decades. The aim of the pre-

sent article is to describe the current prevalence of mental disorders in the

elderly.
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Introduction

The proportion of elderly people throughout the in-
dustrial countries has tripled and life expectancy has
doubled during the past 120 years. Consequently, qual-
ity of life and the expected span of healthy life-years in
people aged >50 years are continuously expanding to
an unprecedented extent [2, 3]. The increasing groups
of young elderly (<75 years) and older (>75 years) people
willlead to an increase in the absolute numbers of old-
er people with psychiatric diseases during the upcom-
ing years. This demographic explosion with an initial
focus on the younger elderly will challenge healthcare
systems owing to increasing rates of substance- and
non-substance-related addiction disorders, affective
disorders, schizophrenia, somatisation disorders, au-
tism spectrum disorders, eating disorders, attention
deficit / hyperactivity disorder and personality disor-
ders. Dementia and assisted suicide rates will subse-
quently rise with higher age. Thus, the epidemiology of
psychiatric disorders in old age may depend on the de-
velopment of healthcare systems, cultural influences
and socioeconomic factors.

Increasing age leads to: (1) somatic and cerebral poly-
morbidity, (2) overlapping of somatic and psychiatric
symptoms, (3) symptom shift from mental to somati-
sation complaints and (4) social as well as psychologi-
cal changes in this population. The study evidence pre-
sented here has therefore to be interpreted throughout
with some caution. Uncertainty remains as to: (a)
whether lower rates of psychiatric disorders in old age
reflect a true decline in psychiatric disorders, or (b) if

they result either from methodological biases, or (c)
from the inadequacy of current diagnostic instru-
ments in detecting and diagnosing mental disorders in
old age [4-6].

Methods

We conducted a literature review via a pubmed.gov
search in August 2021. As a first step we used the MeSH
terms “prevalence, epidemiology, mental or psychiat-
ric diseases, old age” or “elderly”. In a second step we
introduced the terms of the diagnostic entities dis-
cussed here. As filter “age 50 plus and 65 plus” were
used. Additional sources were used: (1) from the litera-
ture that has been extracted by this strategy, such as
cross references, or (2) in a further step by hand search
in textbooks.

Disease groups

Dementia and related disorders

Dementia is one of the 10 leading contributors to the
disability adjusted life year burden among people aged
260 years according to the World Health Organization
(WHO) Global Burden of Disease Report [7, 8].

The age-specific prevalence almost doubles every 5
years, from 1.5% in persons aged 60—69 years to 40% in
nonagenarians. The global crude prevalence is estimat-
ed to be around 5.9% in Europe, 6.4% in the Americas,
4.7% in Asia (with considerable variation between sub-
regions) and 4.6% in Africa. In Europe, the number of
people with dementia is expected to increase from 10.5
million in 2015 to 18.7 million in 2050, which is equal to
a 78% proportionate increase of cases [9]. More recent
pooled meta-analyses estimated the standardised
prevalence of dementia in Europe to be between 7.1%,
[6, 4] and 7.3% [9-11]. The distribution of the various
prevalent dementia disorders in Europe is 61% Alzhei-
mer disease, 27.6% vascular dementia and 11.1% others
[12]. The point prevalence of frontotemporal dementia
accounts for, on average, 2.7% of all dementia cases
(range 0-9,1%) in subjects 265 years and 10.2% (range
2.8-15,7%) in subjects <65 years in studies analysed in a
systematic review [13].

The annual incidence rate for dementia due to Alzhei-
mer disease in community settings (aged 60+) has
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been estimated (by meta-analysis) to be about
15.8/1000 (confidence interval [CI] 12.9-19.4%) and dou-
bles every 6.3 years [9, 14]. Peak numbers are reached
between 80 and 89 years of age and then decline with
increasing age. However, there is large variation be-
tween pertinent reports of incidence measures [12]. Re-
cent evidence is pointing to stabilising and/or decreas-
ing dementia incidence in western high-income
countries, without allowing robust conclusions [15].
People who are experiencing a noticeable decline in
cognitive abilities that does not substantially interfere
with activities of daily function are classified as having
mild cognitive impairment and are at elevated risk of
developing Alzheimer disease or other types of de-
mentia. Some authors believe that mild cognitive im-
pairment might be a mandatory transition to clinically
overt dementia. Meta-analysis estimates of the inci-
dence of mild cognitive impairment per 1000 person-
years were 22.5 (age 75-79 years), 40.9 (80-84 years) and
60.1 (85+ years) [16]. Overall prevalence in the elderly
population has been estimated as 25% in community
samples. For this population, stable disease rates have
been reported as 59% (42-77%), the reversion rate as
26% (15-37%), rate for conversion into overt dementia
25% (17-32%) and Alzheimer disease rate 19% (14-24%)
in arecent meta-analysis [17].

In the absence of any treatment option to cure Alzhei-
mer disease and related dementias, there is increasing
evidence that the implementation of preventive meas-
ures might represent an effective strategy to slow
down dementia risk. Meanwhile, the WHO has
launched the first-risk reduction guidelines for cogni-
tive impairment and dementia [9, 18, 19].

Delirium

Delirium is an acute and very common condition in
old age, with cognitive and attentional impairment.
This condition can be easily misinterpreted and over-
looked, with fatal outcome, especially if not treated ad-
equately.

The prevalence in community settings depends on
age with 1-2% at age >65 years, rising up to 10% >85
years [20-23]. During presentation in emergency de-
partments, delirium was diagnosed in 8-17% of older
patients. In intensive care units (ICUs) a 50% preva-
lence and 82% incidence of delirium have been report-
ed [24, 25].

In at-risk populations such as people with dementia,
delirium is observed in 22%, in nursing home residents
up to 70% [21, 26, 27]. However, very large studies (n
>10,000) reported a prevalence of full delirium of 7%
and 2% and subsyndromal states of 32% and 40% re-
spectively [28, 29]. Factors that influence these preva-
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lence rates are age, assessment tools, population, ob-
servation period and difficulties in establishing a firm
diagnosis.

Delirium in old age is consistently associated with (1)
meaningful long-term negative cognitive outcomes
(including elevated risk for dementia), (2) an odds of 2.4
for (re-)institutionalisation, (3) persistent impairment
of functional recovery and (4) high mortality rates (2-
to 4-fold increased risk) (e.g., after cardiac and non-car-
diac surgery, ICU treatment) as compared with popula-
tions without delirium [24, 30, 31].

There are several non-modifiable risk factors such as
age, cognitive impairment, multi-morbidity, chronic
renal or hepatic disease, male sex and a history of de-
lirium, stroke, fall or gait disorders. Yet, potentially
modifiable risk factors should be systematically mini-
mised, among those sensory impairment, intercurrent
illness (e.g., dehydration, infections), immobilisation,
polypharmacy and certain medications, metabolic de-
rangement, environmental conditions, pain, emotion-
al distress and sleep deprivation [32, 33]. First data
point out very high rates of delirium in cases of severe
illnesses for all ages (60-70%) in patients who are hos-
pitalised due to COVID-19 [24, 34-36].

Addiction

Alcohol-associated disorders

The epidemiology of substance abuse disorders in old
age is strongly influenced by cohort effects that exhibit
specific characteristics, which societies and addiction
medicine have to account for. E.g., during the econom-
ic crisis in Europe at the end of the 2000s, the relative
risk for problematic alcohol consumption increased
significantly by a factor of 1.55 (95% CI1.08-2.23) [37].
The 12-month prevalence of alcohol-associated disor-
ders in people >65 years varies widely and is estimated
to be between 0.5% and 8.5%, subthreshold alcohol-as-
sociated disorders are diagnosed in 5.2% of study popu-
lations, and binge-drinking in men is observed in
14% and in women in 3% [5, 6, 38-40]. The prevalence of
problematic alcohol consumption behaviour in a co-
hort of >75-year-old non-demented people was esti-
mated at about 6,5% in the German population [41]. In
nursing homes, the estimated prevalence of alcohol as-
sociated disorders is between 8% and 53%, and between
0% and 31% [42, 43]. Problematic alcohol consumption
decreases with age [44].

Results of “Swiss Suchtmonitoring” indicate an in-
crease of daily alcohol consumption with increasing
age, from 0.3% in 15- to 19-year-old subjects, to 22.2% in
65- to 74-year-olds and 26.6% in people aged >75 years
(average in adult population 9.4%). Hence, binge-drink-

EMHMedia

See: http://emh.ch/en/services/permissions.html



REVIEW ARTICLE
|

ing clearly decreases with growing age, to 5.1%/3.8% at
65-74/275 years vs 6.4% in the entire adult Swiss popu-
lation [45]. Cognitive disturbances occur independent-
ly of age and disease duration [46, 47]. Further data
point to an elevated risk for cognitive disturbances and
neuropsychiatric complications in patients aged >64
years by a factor of 5, as compared with younger sub-
jects [48].

Drug-associated disorders: benzodiazepines and
related z-substances, opioid drugs, illicit drugs,
nicotine

Benzodiazepines are primarily prescribed to elderly
people to manage anxiety, sleep disorders and demen-
tia-associated behavioural problems. Their frequent
use sharply contrasts with low to questionable empiri-
cal evidence for their efficacy, particularly in the treat-
ment of anxiety disorders and dementia. Data from
large epidemiological cohorts are scarce and report
12-month prevalences for drug abuse or dependency in
the elderly population of 0.2% and 1.5%, respectively
[38, 40]. Reports that address illicit drug abuse reveal
inconsistent results between 0% and 0,9% [6, 39)]. The
estimated number of unreported cases of legal drug
abuse is considered to be very high.

A continuously rising intake of sleep medication, tran-
quilizers and potent analgesics with growing age is ob-
served. The 30-day prevalence of 4.1%/1.8% between 15
and 19 years substantially increases to 18.4%/13.5% in
elderly persons over 74 years [45].

Nicotine dependency is reported to account for 0.4% to
6.6% of the study cohorts that have been evaluated (in
various age groups >55 years) and might show a de-
crease with age [38-40, 49]. The rate of consumption of
tobacco in the Swiss adult population is lowest for peo-
ple >65 years. Yet strong nicotine dependency predom-
inately appears in the very old population aged 75+ and
96% of daily smokers in this age group do not intend to
stop smoking [45].These data are important, as stop-
ping smoking in elderly people still leads to a reduc-
tion of nicotine-associated morbidity, raises life expec-
tancy and strengthens quality of life.

Non-substance-associated dependencies: geriatric
gambling disorders

The extensive number of social factors that might be
associated with gambling in older people include being
male, parental gambling, having a limited and fixed in-
come, loss of a partner, living alone, loneliness, smaller
and less satisfying social network, comorbid physical
and mental health problems and many others [50]. It is
further noteworthy that no study has addressed the
role of neurocognitive impairment in gambling disor-

Published online first — please cite as: Swiss Arch Neurol Psychiatr Psychother. 2022;173:w10097. doi: 10.4414/sanp.2022.w10097

Published under the copyright license “Attribution — Non-Commercial — NoDerivatives 4.0”. No commercial reuse without permission.

170

ders of the elderly, which is crucial for the interpreta-
tion of study results.

The estimated 12-month lifetime rates of current path-
ological gambling among older adults as extracted
from empirical studies ranged from <1% to 10.4% [51-
55]. This wide range may be explained by the fact that
surveys were conducted in very different settings, and
by the use of divergent diagnostic criteria, definitions
and assessment tools, which make it difficult to com-
pare study results [56]. More recent data from a popula-
tion-based German study revealed an overall preva-
lence rate of 2.1% (age 35-74 years), with a lower rate in
the elderly population of 1.3% (60-69 years) and 1.4%
(70-79 years) as compared to younger adults, with 3.1%
(40-49 years) and 2.1% (50-60 years) prevalence rates
[57]. Comparisons of prevalence rates suggest that gam-
bling disorders among older adults were lower than
those among younger adults [51].

The presence of comorbid mental disorders is high, up
to 70.2% for anxiety, mood and substance abuse disor-
ders in subjects >55 years [58]. Depending on the sam-
ple, 13.4% of subjects report onset of pathological gam-
bling at >55 of age [59]. Data from Finland (2011-15)
indicate that women’s gambling, at-risk and problem
gambling have increased. During recent years [60] pa-
tients with Parkinson disease are frequently treated in
old age psychiatry settings. They showed an overall
point prevalence of gambling / compulsive disor-
ders / behaviour between 4.9% and 6.1%, which re-

mained remarkably stable over a period of 2 years [61].

Schizophrenia spectrum

Suspiciousness is a common condition and reported to
occur in more than 13% of the elderly population [62-
65]. Psychotic symptoms and delusions are likewise ob-
served frequently in the elderly non-demented popu-
lation, in 10.1% of people with 85 years and 7.4% with 95
years; 2.4% fulfilled the full ICD-10 diagnostic criteria
for schizophrenia in the latter group [62, 63].

The concept of late-onset psychotic disorders is cloudy
and heterogeneous. However, much Anglo-Ameri-
can research relies on the definition of late-onset
schizophrenia as a clinical manifestation at >40 years
of age and very late-onset schizophrenia-like psycho-
sis as a clinical manifestation >60/65 years [66—68]. The
age-associated clinical presentation does not justify a
clear-cut diagnostic separation [69].

Results of a population-based cohort study of 3 million
people in Sweden revealed an incidence of very late on-
set schizophrenia-like psychosis of 37.7 per 100,000
person-years at risk, with evidence that rates increased
more with age for women [70]. Rates were higher
among migrants, for those with low income, death of a
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Table 1: Prevalence of different psychiatric conditions.

Prevalence
12 month estimation: *

Dementia [9-11]

5-7,5% >60Y

Age-specific prevalence is believed to double every five years (40%
in nonagenarians). Implementation of preventive measures might
represent a strong strategy to slow down dementia risk during life
time.

Delirium(20-23)

Age-depended prevalence in community
settings: 1-2% >65Y, 10% >85Y

In clinical settings, nursing homes and risk populations, higher
prevalence rates are observed. Untreated delirium is consistently
associated with negative outcome. Modifiable risk-factors should
be minimized.

AddictionAlcohol associated disorders
(5, 6, 38, 40, 47, 49, 124)

0,5-8,5% >65Y

Daily alcohol consumption is increasing with age.

Drug associated disorders (38, 40)

0,2-1,5% >65Y

Intake of sleep medication, tranquillizers, potent analgesics is rising
with age by factor >4. Very old smokers are not motivated to stop
smoking.

Gambling disorders (51-55, 61)

1-10%

Presence of co-morbid mental disorders and Parkinson disease is
high.

Schizophrenia spectrum (62, 63, 70, 83)

Incidence Very Late Onset Schizophrenia
(VLOS)*: 0,4% >60Y

Psychotic symptoms/delusions are age dependent, 10,1 % for 85
years, 7,4% for 95 years.VLOS risk is associated with lower socio-
economic status. Paranoid syndromes are common and heteroge-
nous by origin.

Mood Disorders Bipolar disorder(BD)
(6,39, 49, 84-87, 159)

1% >65Y 5-10% thereof with first mani-
festation in old age

Substantial conversion from unipolar to bipolar | disorder has been
described in old age. Secondary mania tends to occur more com-
monly in older patients.

Depression (6, 38-40, 49, 84, 93, 94, 97,
99, 100)

7% (major depression) — 14% >75Y
(highly different results depending on
used variables)

Growing age bears a high risk for chronic or intermittent disease
course.Late onset depression is reported to occur in 52% /71 %,
depending on the population that has been investigated.

Anxiety disorders(5, 6, 38-40, 49, 84, 101-
104, 108, 109, 112, 113)

4-17% >60Y

43% report a late onset disease (>50Y). AD are a hidden co-morbid-
ity in many psychiatric and somatic diseases, with important impact
on outcome.

Somatization disorders (116, 117, 119)

4-10% adult population

Women are of higher risk than men and minorities, refugees seem
to be more afflicted in relation to the established population. Exten-
sive overlap of somatic symptoms in somatic disorders and SD is
challenging.

Eating disorders (120-123, 125, 126)

3-4% >60Y

Knowledge about ED in old age is rare. ED in old age seem to be a
domain of women, as it is the case in younger individuals. Anorectic
symptoms might be flawed by psychiatric co-morbidity.

Personality Disorders (128-131)

9-15% >50Y, possibly decreasing with
growing age.

Obsessive-complusive PD seem to be most prevalent. The physio-
logic aging process might mimic symptoms of PD.

Autism spectrum disorders (135, 136) 1-2% >60Y Demasking of ASD-like symptoms due to changing social environ-
ment or disease might occur in old age.
Attention deficit hyperactivity disorder | 2-5% >60Y Symptoms of ADHD only partially persist to oldest age and should

(ADHD) (138, 140, 141, 143, 145, 146)

be reviewed thoroughly.

Suicide (149, 152)

17% of suicide victims world wide are
>65Y.

Assisted suicide >65Y increased by factor 6,8 (female) 8,5 (male)
during the past two decades, whereas non-assisted suicide de-
creased.

* rounded values are used. In order to obtain a comprehendible brief overview, outlier data have not been illustrated in these tables

onset schizophrenia (>40 years) was 86% with age of
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partner or of a child in infancy, without partner or
child, or with a child who had a psychotic disorder.
These incidences appear higher than results from ear-
lier studies [71-80].

One explanatory factor for these discrepancies might
be the difference in life expectancy between the
younger and elder cohorts under investigation. On the
other hand, among first admission medical records
from patients with schizophrenia, 1.3% inpatients de-
veloped their first psychotic symptoms at the age of
40-59 years and 0.7% at the age of >60 years [81]. In a re-
port from 1988, the weighted mean proportion of late

onset before 60 years and 14% with onset after the age
of 60. In other words, onset in the fifth decade repre-
sent 13%, in the seventh decade 7%, and 3% thereafter
[82].

Patients with an F2 spectrum diagnosis have been
mostly excluded from epidemiological prevalence
studies owing to the nature of the disease. Late onset
schizophrenic spectrum presentations feature a con-
siderable body of paranoid and other syndromes that
require scrupulous differential diagnosis for possible
underlying somatic (organic) causes [83].
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Mood disorders

Bipolar disorder

The 12-month prevalence of bipolar disorders has been
estimated in representative cohort studies to be 4.7%
[49], and with rates of 0,.9%/0.3%/0.2% [39, 84, 85] or 0%
in smaller studies [6]. In 5-10% of all bipolar patients,
the first episode is considered to occur at >50 years of
age [86, 87]. The prevalence of mania in the elderly pop-
ulation has been considered to decrease with increas-
ing age [88]. More recently, evidence for a substantial
conversion from a unipolar disorder to a bipolar I (1%
per year) or II (0.5% per year) disorder has been de-
scribed [89]. However, bipolar disorders seem to occur
slightly less commonly than in younger patients, as
shown in a large public health database [90].

Late onset mania in bipolar patients has been reported
to account for 44% of psychiatric inpatients in an un-
representative study [86]. Late life mania could be
primary (early and late onset bipolar disorder) and
secondary (due to underlying somatic illness or medi-
cation), which tends to occur more commonly in older
patients. However, data that may serve as a diagnostic
specifier are lacking [17, 91]. Prevalence data from bipo-
lar patients in nursing homes are difficult to analyse,
owing to the paucity of data [92].

Depression

The definition of depression in old age comprises dif-
ferent types of depressive episodes: age of onset >60
years, first manifestation of a depressive disorder, re-
current depression, or chronic disease. Depressive
mood disorders in the old population are frequently
associated with a high burden of impaired quality of
life and a very high risk for suicide, as well as mortali-
ty not associated with suicide. The 12-month preva-
lence for major depression at age >75 years has been re-
cently estimated to be about 7.3%, and for depressive
symptoms in a dimensional view to be about 17.1% [93].
A second large meta-analysis revealed a prevalence of
19.5% in the population aged >50 years [94]. According
to epidemiological studies from the last 10 years, the
12-month prevalence of major depression in the elderly
ranges between 2.4% and 10.2% (for any depressive dis-
order 2.4-12,4%) [6, 38-40, 49, 84]. After the age of 70
years, the prevalence of major depression seem to slow
down [84], but with a high risk for a chronic or inter-
mittent course in 40% [93].

Depressive syndromes that do not fulfil diagnostic cri-
teria seem to accumulate in the elderly population and
are defined as “subthreshold” depression. This may be
explained by a variable clinical presentation of depres-
sion, with an emphasis on somatic complaints and
symptoms. Within the elderly population, a peak of de-
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pressive episodes around retirement might be duetoa
profound change of role in society. Loss of authority
during the last period of professional life, loss of social
prestige, challenges in partnership, an “empty nest”
situation at home and first experiences with limita-
tions of physical fitness may all contribute to the risk
of developing depression during this period.
Frequently, a first episode of depression in old age is as-
sociated with structural abnormalities of the brain,
such as microangiopathiclesions or hippocampal atro-
phy, which are considered to be morphological corre-
lates with an increased risk for developing dementia
[95]. Nursing-home populations have a high proportion
of residents who suffer from depression [96].

The difference between early onset (first major depres-
sive episode before 60 years) and late onset (>60 years)
has been highlighted in several studies. Phenotypical-
ly, early and late onset are similar in their clinical pres-
entation; however the difference should be considered
when it comes to aetiological background. A positive
psychiatric family history, dysfunctional relationship
on the maternal pathway and personality abnormali-
ties are reported to be more common in early onset
than late onset depression [97]. In contrast, factors
such as pain, disability, a poor physical condition and
low social support seem to be predisposing to late on-
set depression in an elderly population [98]. Evidence
from the Australian study that was cited above showed
that 52% of a geriatric in- and out-patient sample from
a mood disorders unit had their first onset at age of 60
years or older [97]. In a further study, 71% of an old age
population from a home care nursing unit developed
their first depressive episode at age >65 years [99, 100].

Dysthymia

The 12-month prevalence of dysthymia is 0.8% to 3.7%
in the elderly population [6, 38-40]. The large differ-
ences between these studies indicate significant meth-
odological questions, which make it difficult to direct-
ly compare results. The proposed use of age-adapted
assessment instruments such as the CIDI65+ would
substantially reduce possible bias and lead to more
concise results for older cohorts [5].

Anxiety spectrum disorders in late life:

neglected emotional distress in old age

Anxiety disorders represent the most prevalent group
of mental diseases across the life span. Despite differ-
ent prevalence rates, these data point consistantly to a
prominent and pervasive role of anxiety disorders in
older adults, even into the oldest years. The distribu-
tion of relevant anxiety symptoms in the elderly popu-
lation is wide, with a prevalence between 15% and 52%
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[101]. In contrast, the diagnostic criteria of anxiety dis-
orders are fulfilled significantly less frequently.

In population-based studies from the past 20 years, the
overall 12-month prevalence of any anxiety disorder
was between 4.1% and 17.1%, with a tendency to decline
with increasing age [5, 6, 38-40, 49, 84, 102]. Prevalence
rates dropped by 40% to 47% and 20% to 12.4% within
the lifespan investigated [5, 40]; nevertheless relapse
rates and persistence of anxiety disorders are consid-
ered to be high [4].

Age of onset for generalised anxiety disorder in older
adults shows a bimodal distribution with 57% report-
ing early onset (<50 years) and 43% reporting a late on-
set (>50 years) [103], with a decrease starting in the fifth
life-decade [104]. Recent studies point to persistence in
one third of anxiety disorders (30% over a period of
3 years) [38]. Psychiatric and somatic comorbidities are
considered to be frequent. Generalised anxiety disor-
der has been reported to be a protective factor in acute
coronary syndrome [105, 106]. Anxiety is common in
geriatric psychiatric units (up to 65%), regardless of the
primary diagnosis and might be a hidden comorbidity
in many psychiatric disorders [107]. Weighted 12-month
prevalence estimates for generalised anxiety disorder
between 0.7% and 3.1% have been reported [5, 38, 39].
The 12-month prevalence of specific phobias was esti-
mated to be within a range of 5.3% to 12.8% [38, 40, 49,
84]. Agoraphobia accounted for »1% to 10.4% and social
phobias varied between 1.2% and 5.1% of the elderly
population (>55/>65 years) [5, 6, 38-40, 49, 84, 108, 109],
with severe depression, trait anxiety and poor visuo-
spatial memory as risk factors [110]. Women have been
found to suffer from social phobias more than twice as
often as men [111]. Phobic objects in the elderly include
natural environment > animals > blood-injections-in-
juries > situational modalities.

Panic disorders were diagnosed in 1.1% to 3.8% for cur-
rent as well as for 12-month prevalence [5, 6, 38—40, 49,
84,112, 113].

Lower prevalence rates have been found for posttrau-
matic stress disorder (PTSD) and obsessive compulsive
disorder, at 0.7% to 2,1% and 0.8% respectively [5, 6, 39,
61, 84, 114]. To establish a diagnosis of PTSD in late life is
associated with a set of certain impediments. Elderly
people might be strongly influenced by external trig-
gers, such as health threats in terms of physical prob-
lems, domestic as well as urban violence and accidents,
or war images presented in the mass-media [105]. Even
though prevalence data on PTSD in late life are limited,
certain predictable risk factors have been identified
and explored. For instance, neuroticism, poor self-rat-
ed health and adverse childhood events have been
identified as high-risk factors that eventually may lead
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to a de novo PTSD diagnosis in old age [101]. Core re-
sults from a population-based study in a German pop-
ulation aged 60-85 years showed 1-month prevalence
rate of 4.0% for PTSD, and 12.2% fulfilled criteria for
partial PTSD [115]. A possible gender-specific predispo-
sition remains debatable, since inconclusive results
have been reported so far [5], in contrast to a female-
gender proclivity to be diagnosed with PTSD [101].

Somatisation disorder

Despite of inconsistent epidemiological data, there is
currently less doubt that the prevalence of somatisa-
tion disorder in people >65 years is in the same range
as in younger adults [116, 117]. Available data indicate a
prevalence in the population ranging between 4% and
10%. This is in contrast to prevalence rates of 26—-35% or
50% among the patients presenting with somatisation
disorders to general practitioners and in specialised
practice, respectively [116, 118]. In psychotherapeutic
and psychosomatic contexts even >70% of the patients
would display a somatisation disorder, which may re-
flect the extensive use of healthcare providers by these
patients [116]. However, these results have to be inter-
preted with caution, because in clinical practice other
psychiatric diagnosis are weighted as more important
and/or would explain somatisation disorder-like
symptoms sufficiently. Independently from age, wom-
en are reported to suffer more frequently from somati-
sation diorders (by a factor of 1.5-3:1) than the male
population; the same may be the case in ethnic minor-
ities or refugees in relation to the established popula-
tion [116]. It is of particular interest for the old age
multi-morbid population, that the diagnosis of a soma-
tisation should be made thoroughly and promptly-
which is a diagnostic and therapeutic challenge in dai-
ly practice, due to the extensive overlap of somatic
symptoms in somatic disorders and somatisation dis-
order [119].

Eating disorders

Among a community sample of 60- to 70-year-old
women (n = 475), the prevalence for any eating disorder
was 3.8%, 15 of them with an unspecified eating disor-
der, 2 with bulimia and 1 anorexia; 4.4% reported sin-
gle symptoms of an eating disorder [120]. A recent
study in older women (n = 118; >65 years old) reported a
comparable prevalence for eating disorders of 3.25%
(binge-eating 1.7%) and 18.9% for picking/nibbling; no
case of anorexia nervosa was detected [121]. Picking/
nibbling is associated with difficulties in weight main-
tenance, as known from bariatric medicine. Eating dis-
orders are associated with comorbid psychiatric disor-
ders, such as major depression [122]. Although some
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authors claim anorexia nervosa is the most common
eating disorder among older people [123], current evi-
dence is not sufficient to clarify this question, despite
the apparent female preponderance in this age group.
On the other hand, body dissatisfaction in elderly
women seems to be common [124]. Eeating disorder
should be part of routine differential diagnosis in old
age, particularly in conjunction with weight loss,
weight phobia, vomiting or metabolic disturbances
[120, 125, 126].

Personality disorders

Knowledge about personality disorders in old age has
influence on the diagnosis of psychiatric and somatic
comorbidities as well as on psychotherapy planning
and outcome [127]. The prevalence of personality disor-
ders has been reported in a few recent studies, which
revealed greatly different results, making comparisons
difficult.

In a community-dwelling US sample aged 50+ (n
=16,884), the general prevalence was determined to be
10.6%, with the highest rate (6.5%) for obsessive-com-
pulsive personality disorder [128]. Using a comparable
methodological approach, another community-based
study of people aged 50+ in the US (n = 12,312) revealed
a general prevalence rate of 14.5%, again with obsessive
compulsive diorder, at 6.5%, being most prevalent vari-
ant. However this study included schizoptypal, narci-
sistic and borderline personality diorders, which was
not the case in the previous investigation [129]. Split-
ting into age subgroups revealed a peak value in the
young-old (55-65 years) of 18.1%, and lowest values in
the old-old (75-84 years) as well as in oldest-old (85+
years) of 10.4% and 107%, respectively. A methodologi-
cally different and small community dwelling study
from central Africa (n =1772 Central African Republic, n
=912 Republic of Congo) found a prevalence rate for de-
pendent personality disorder (with normal cognitive
status) of 12.7% [130]. The high rate of dependent per-
sonality disorder is mainly attributed to cultural fac-
tors, according to the authors.

A lower prevalence rate of personality disorder of 8.2%
has been found in a further communitybased study in
the St. Louis area in the US [131]. A methodologically
very different approach investigated the prevalence of
personality disorders in a sample of older people aged
55+ who lived in nursing centres or senior citizen clubs
in France (n = 83) and revealed a general personali-
ty disorder odds of 57.8% [132]. Despite the different
methods that have been used and the discrepancies in
the results, it seems clear that personality disorders
are highly prevalent in late life. This knowledge em-
phasises the need to integrate the hypotheses of sec-
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ondary structural deficits in therapeutic evaluations
invery old people, which are not primarily due to early
development deficits but to factors that are associated
with the ageing process (social cognition, self and af-
fect perception, affective regulation) [133]. Given the
high impact of personality disorders on daily life and
therapy, clinicians should be aware of them and their
diagnosis.

Autism spectrum disorders

A first diagnosis of autism spectrum disorders (ASDs)
in elderly people is very difficult and makes it difficult
to collect epidemiological data. Hence, a raising aware-
ness for ASD at older age is evident [116, 134-136]. De-
spite a lack of specific epidemiological data, the proba-
ble prevalence of ASDs at >60 years of age is currently
estimated to be 1-2% [136], which is higher than for
schizophrenia disorders or epilepsy. ASDs are part of
the neuronal and mental development disorders with
aclinical core syndrome of deficits in social perception
and cognition, deficits in communication and stereo-
types, routines, special interests and restricted behav-
iour [137]. In cases of socially well compensated clinical
presentations of high-functioning persons, unmask-
ing of ASD-like symptoms in higher age through
changing social environment or disease may occur
and lead to overt social problems and diagnostic chal-
lenges. Especially mood disorders and incipient organ-
ic impairment have to be assessed [137]. Admission of
patients with ASD to nursing homes requires expand-
ing knowledge for the nursing and medical staff, who
are not well prepared to take care of this vulnerable
population.

Attention deficit hyperactivity disorder

According to meta-analytic reports, prevalence rate of
attention deficit hyperactivity disoder (ADHD) in
childhood and adolescence is estimated to be 3.4-7,2%
[138] and considered to decrease to 2.5-5% in adulthood
[139,140]. In two thirds of patients with ADHD, impair-
ment of daily living competences and symptoms
partially persist up to the oldest age [141, 142]. First diag-
nosis of ADHD in old age is considered to be a method-
ologically challenging research field, because one has
to evaluate typical symptoms of childhood or youth,
which might date back 80 years or more. Studies from
the Netherlands, Sweden and Australia have now re-
ported prevalences for ADHD in old age within a range
between 2.2% and 4.8% [143-145]. In Germany the prev-
alence at 60-99 years of age has been estimated re-
cently to be 3.7% [146]. This research is of great concern,
because as knowledge about ADHD expands in the
general population, a growing body of elderly patients
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ask for modern psychotherapeutic and psychopharma-
ceutic interventions [147].

Suicide

Suicide in old age is reported to be associated with high
levels of lethal intent and a decline in non-fatal suicid-
al behaviour [148]. According to WHO reports, world-
wide 700,000 people per year die by suicide. Around
17% of these are aged 65 years and over, whereas this
age group represents around 8% of the population
[149]. Depression and social isolation are the most con-
sistent findings as risk factors for suicidal behaviour in
old age [148]. Further reports identify certain risk
groups, such as patients who are hospitalised with ad-
justment disorders or who suffer from dementia [150].
The latter might be at risk particularly in the early stag-
es, in the context of establishing a dementia diagnosis
or inrelation to depressive plus cognitive disorder [151].
In Switzerland the relative suicide rate increases with
age in men from <20 (15-24 years) up to 25-40 (65—
74 years) and 70-100 (>85 years) per 100,000, and in
women from <5 (15-24 years) up to <20 (>65 years) per
100,000 people. The absolute number of suicides in old
age (excluding assisted suicide) considerably decreased
between 1995 to 2018 by about one third in men and
roughly half in women. Suicide rates are consistently
higher in men than women, which is in accordance
with world wide data [149, 152]. In contrast, registered
assisted suicide rates at ages >65/<65 years between
2003 and 2018 increased by factors 6.8/2.7 in the female
population and by factor 8.5/3.6 in the male popula-
tion, respectively. In 2018, 598/79 women and 431/68
men aged >65/<65 years, respectively, decided on assist-
ed suicide [152]. These data indicate that assisted sui-
cide is a domain of the elderly population in Switzer-
land. Critically high rates of close persons (20%),
such as family members or friends, whoattended an
assisted suicide experienced symptoms of full or sub-
threshold post-traumatic stress disorder [153].

Consequences of psychiatric disorders in
old age

Despite a considerable variability between studies, at-
tention may be drawn to the fairly high lifetime preva-
lence of mental disorders, which suggests that older
people carry disease burden into their later years, pos-
ing a risk for persisting or recurrent disease episodes
and comorbidities with somatic and other mental ill-

nesses [94]. Whereas prevalence of highly problematic
alcohol consumption decreases with age, various con-
cerns have been raised about potentially increasing
rates among the aging baby-boomer generation [94],
which, however, still has to be demonstrated empiri-
cally. The Swiss Suchtmonitor suggests high daily alco-
hol consumption habits with increasing age [47].
Taking into account the demographic change during
the upcoming 40 years, dementia, substance abuse,
anxiety and mood disorders might represent the most
challenging mental disorders worldwide. Health ser-
vice needs and barriers to service use in the elderly
population to decrease psychiatric burden require
clarification. Discrepancies in prevalence of mental
disorders between the elderly and younger age groups
should be explained, for example, by introducing sys-
tematically cognitive functioning as a variable in lon-
gitudinal studies.

Apart from these questions, there is overwhelming ev-
idence that mental disorders in late life are associated
with a bunch of high risks: social deprivation paired
with loneliness, poor quality of life, disability, in-
creased use of health and home care system, decline in
cognition, increased risk for somatic disorders, chro-
nicity and recurrence, suicide, increased over-all mor-
tality [154]. The greatest potential risk of developing
mental disorders (particularly affective disorders) was
noticed in elderly with non-marital status [6].

The Swiss National Dementia Strategy was launched in
2015 and might be an exemplary initiative thatled toa
favourable development of dementia care projects in
Switzerland [155]. Development of specific treatment
guidelines for mental diseases in old age represents a
further successful strategy to strengthen the available
professional knowledge in the field of psychiatric dis-
eases in old age [156-158].
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