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Abstract 

Background: 

Depression frequently impacts older adults, yet it often goes unnoticed, significantly affecting their overall health 

and quality of life.  Unlike in younger individuals, depression in the elderly may show up as physical complaints, 

cognitive problems, or anxiety, which complicates diagnosis due to similarities with other medical or age-related 

issues. 

Methods: 

This review highlights recent findings on how often depression occurs among older adults, its symptoms, challenges 

in identifying it, and current treatment options. It also examines connections with dementia, suicide risk, and 

available therapies. 

Results: 

Depression in older adults is frequently overlooked because its symptoms can be unusual or may coincide with 

other medical or cognitive problems. Depression late in life is closely linked to an increased likelihood of disability, 

higher suicide rates, and a greater chance of developing dementia. Research indicates that psychotherapy, 

medication, and electroconvulsive therapy can be effective treatments. Nonetheless, it is important to tailor 

treatment plans to reflect everyone’s physical changes and present health status. 

Conclusions: 

Better recognition and personalized treatment approaches for depression in older adults can notably improve 

outcomes, reduce suffering, and help prevent suicide. Greater awareness among healthcare professionals and routine 

use of screening and evidence-based treatments are crucial for tackling this urgent public health problem. 

Keywords: late-life depression, elderly; diagnosis; treatment; psychotherapy; pharmacotherapy; 

electroconvulsive therapy; dementia; suicide prevention 

 

Introduction 

The World Health Organization (WHO) now reports that unipolar 

depression is the leading cause of illness and disability across the globe, 

affecting about 16% of people at some point in their lives. In older adults, 

depression rates are even higher ranging from 20.3% in those with normal 

cognition to 65.1% in individuals with dementia [2]. Depression later in 

life brings serious declines in quality of life, greater dependence, 

increased use of healthcare services, and a greater risk of early death, 

especially from heart disease and suicide [3,4]. Although depression 

significantly affects both individuals and society, it frequently goes 

undiagnosed and untreated in older adults. This often happens when 

depression shows up with physical symptoms instead of emotional ones, 

leading it to being confused with other illnesses or just considered part of 

getting older.  Using only benzodiazepines to treat anxiety-related 

symptoms without addressing underlying depression can further mask the 

problem and introduce additional dangers, such as cognitive decline, falls, 

and dependency [6]. Diagnosing depression in older adults is even harder 

due to widespread multimorbidity, overlapping cognitive decline, 

multiple medications, and stressors like bereavement, loss of 

independence, or financial hardship [7]. Importantly, depressive 

symptoms in older adults are frequently mistaken for a normal aspect of 

aging, which can result in postponing or missing out on appropriate 

treatment [8].  Many older patients do not directly report feeling 

depressed, instead of coming to doctors with vague physical complaints, 

tiredness, or memory issues that can hide an underlying mood disorder. 

Neurobiological changes associated with aging may also alter the clinical 

expression of depression, reduce the prominence of classical features such 

as sadness or guilt and increase the prevalence of psychomotor 
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retardation, anxiety, and cognitive symptoms. Notably, untreated 

depression in this population confers a substantial risk of suicide, 

particularly among older men a demographic with among the highest 

suicide rates globally [9]. 

Given its high prevalence, diagnostic complexity, and profound 

consequences, late-life depression warrants focused clinical attention. 

Timely diagnosis and appropriate management including psychotherapy, 

pharmacotherapy, and electroconvulsive therapy can significantly reduce 

morbidity and improve functional outcomes. This review examines the 

distinctive clinical features, diagnostic challenges, epidemiological 

context, and therapeutic approaches relevant to depression in the elderly. 

Definition of a Major Depressive Episode and Specific Features in 

Older Adults 

The diagnosis of a major depressive episode is clinical and relies on 

standardized criteria, primarily those outlined in the International 

Classification of Diseases, 11th Revision (ICD-11), and the Diagnostic 

and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) 

[10,11]. Both classifications require core symptoms: persistent low mood 

and/or anhedonia every day for at least two weeks, leading to significant 

distress or impairment.   

Major depressive episodes, as defined by standard diagnostic criteria, 

require the presence of at least five symptoms over a two-week period, 

including either depressed mood or loss of interest or pleasure. Additional 

symptoms may include significant weight change, sleep disturbances, 

psychomotor changes, fatigue, feelings of worthlessness or excessive 

guilt, diminished concentration, and recurrent thoughts of death or 

suicide. In older adults, it is crucial to recognize that these symptoms may 

present differently, with somatic complaints or cognitive impairment 

sometimes overshadowing mood-related indicators. Careful assessment is 

therefore essential to differentiate depression from medical comorbidities 

and age-related cognitive decline. Severity is mild, moderate, or severe 

based on the number, intensity, and impact of symptoms on daily life. 

In older adults, however, the clinical presentation often diverges from that 

seen in younger individuals. Classical affective symptoms such as sadness 

and guilt may be less prominent or even absent, contributing to under-

recognition. The common assumption that sadness, pessimism, or social 

withdrawal are normative aspects of aging is erroneous and may delay 

diagnosis [12]. 

Depression in the elderly frequently manifests through nonspecific or 

somatic complaints, including chronic fatigue, cognitive concerns, 

feelings of loneliness, diffuse physical pain, unexplained weight loss, and 

gastrointestinal symptoms. Additional warning signs may include refusal 

of food or medication, neglect of personal hygiene, and increased 

consumption of alcohol or benzodiazepines (13). Symptom presentations 

are heterogeneous and may include psychomotor retardation, marked 

anxiety, or delusional themes related to incurability, harm, or financial 

ruin. In “masked” depressions, behavioral disturbances irritability, 

hostility, regression, hypochondriasis—can obscure underlying affective 

symptoms. 

Cognitive impairment is common and may precede, accompany, or follow 

depressive episodes. These cognitive symptoms are associated with 

poorer treatment response and worse functional outcomes (13). 

Depression also co-occurs frequently with neurological disorders such as 

stroke, Parkinson’s disease, and dementia, making it challenging to 

distinguish mood-related symptoms from those of neurodegenerative 

disease. 

Cerebrovascular disorders have been associated with cases of depression 

that begin after the age of 65.  Subcortical white matter lesions may 

disrupt fronto-subcortical circuits involved in mood regulation, 

contributing to the subtype known as “vascular depression” (16). These 

patients often present with executive dysfunction and have comorbid 

cardiovascular risk factors, including hypertension, dyslipidemia, and 

atrial fibrillation [17]. This neurovascular hypothesis highlights the 

importance of evaluating underlying medical and neurological conditions 

in the assessment and management of depressive symptoms in late life. 

Epidemiological Data 

Epidemiological findings in late-life depression vary widely due to 

differences in diagnostic criteria, assessment tools, and study designs 

[18]. The absence of a universally accepted definition of depression in 

older adults further complicates prevalence estimates. Evidence also 

suggests that symptom profiles may differ significantly from those in 

younger populations, potentially representing clinical subtypes 

influenced by age-related neurobiological changes. 

Depression is consistently underdiagnosed and undertreated in this 

population, with 60%–70% of cases going unrecognized. The prevalence 

of major depressive episodes in community-dwelling older adults ranges 

between 1% and 4%. Broader estimates including minor and subthreshold 

depression—range from 8% to 16% in individuals aged ≥65, rising to 

12%–15% in those over 85 years. 

Recent research also highlights the impact of social factors on the 

development and course of depression in older adults. Social isolation, 

bereavement, and loss of meaningful roles after retirement can exacerbate 

vulnerability to depressive episodes. Additionally, cultural attitudes 

towards mental health and aging may influence whether individuals seek 

help, potentially contributing to under-recognition and undertreatment. 

Recognizing these contextual factors is essential for developing 

comprehensive prevention and intervention strategies tailored to the 

unique needs of the elderly population. 

Rates are significantly higher in institutionalized settings, ranging from 

10% to 45%, depending on assessment method. In primary care, 15%–

30% of elderly patients present with clinically significant depressive 

symptoms, yet many remain undiagnosed. Among elderly psychiatric 

inpatients, prevalence may reach 35% [19]. 

Semiology of Depression in Older Adults 

Although core depressive symptoms occur across all age groups, their 

expression in older adults is often atypical or muted. Somatic complaints 

frequently predominate and may obscure the underlying mood disorder 

[20]. Older adults may report low mood; however, anhedonia is often the 

more reliable diagnostic marker. Additional affective symptoms include 

pervasive fatigue, apathy, hopelessness, self-directed anger, and 

pessimism. Although a reduction in interests may be a normal aspect of 

aging, diminished enjoyment in fundamental activities such as eating 

warrants assessment for potential depression (21).  Psychomotor 

retardation is common but can be difficult to assess because of age-related 

mobility limitations. Patients frequently report difficulties with 

concentration, slowed thinking, and altered perception of time. Somatic 

symptoms gastrointestinal complaints, musculoskeletal pain, 

cardiovascular symptoms, headaches are highly prevalent (22). Fatigue is 

one of the most disabling symptoms. Hypochondriacal concerns often 

focus on cardiovascular, urinary, or gastrointestinal systems and may 

become delusional in severe cases, such as Cotard’s syndrome (23). 

Cognitive disturbances frequently accompany depressive symptoms and 

complicated differentiation from early dementia (24). Depression impairs 

attention, encoding, retrieval, and explicit memory, whereas implicit 

memory typically remains preserved. Unlike patients with Alzheimer’s 

disease, who often lack awareness of deficits, depressed patients may 

express deep concern about memory decline (25). 

Sleep disturbances and anxiety are common. Anxiety is often severe, 

pervasive, and without clear external triggers. Behavioral manifestations 

restlessness, moaning, irritability, aggression—may be distressing for 

caregivers (26). Additional presentations include phobic symptoms, 

functional neurological symptoms (conversion), food refusal, social 

withdrawal, mutism, and substance misuse (27). 
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Suicidal ideation is common but frequently overlooked. Older adults have 

a suicide rate more than twice that of the general population, with the 

highest rates among men over 85 years [28]. Clinicians must 

systematically inquire about suicidal thoughts. 

Although reductions in libido are common with age, a sudden decline in 

sexual interest should prompt evaluation for depression [29]. 

Diagnostic Challenges in Late-Life Depression 

Furthermore, the diagnostic process is complicated by the tendency for 

both patients and health professionals to attribute depressive symptoms to 

physical illness or normal aging, rather than recognizing them as a distinct 

mental health disorder. This misattribution can delay appropriate 

intervention and exacerbate the severity of depression. The lack of 

standardized screening protocols in many healthcare settings also 

contributes to underdiagnosis, as subtle presentations may be missed 

during routine assessments. Late-life depression is frequently 

underdiagnosed and insufficiently treated [30].  Approximately 80% of 

initial presentations occur in primary care settings, yet only 4%–14% of 

older adults with depressive symptoms receive a formal diagnosis, despite 

15%–30% presenting with clinically relevant symptoms [31]. 

A key barrier is the persistent misconception that depression is a normal 

part of aging [32]. Additional diagnostic challenges include:  

-High prevalence of somatic comorbidities with overlapping symptoms 

(fatigue, anorexia, sleep disturbances, psychomotor slowing) 

-Adverse effects of polypharmacy mimicking depressive symptoms [33] 

-Cognitive impairment limiting communication 

-Atypical symptom presentation 

-Stigma reducing disclosure of emotional distress 

Clinicians must maintain a high index of suspicion when somatic or 

affective complaints appear disproportionate to situational stressors or 

when treatment responses are inadequate. Early detection and 

intervention are crucial to reducing morbidity, functional decline, and 

mortality [34]. 

Depression and Dementia: Diagnostic and Clinical Interactions 

Distinguishing between depression and dementia in older adults is 

particularly challenging [35]. Late-life depression is increasingly 

recognized as both a risk factor for dementia and a prodromal symptom, 

especially for Alzheimer’s disease and vascular dementia [36]. 

Conversely, depressive symptoms are common in various dementia 

syndromes, including Parkinson’s disease dementia, dementia with Lewy 

bodies, frontotemporal dementia, and Alzheimer’s disease [37]. 

Shared neuroanatomical substrates, including disruptions in fronto-

subcortical circuits, cerebral atrophy, periventricular ischemia, and white 

matter lesions, contribute to overlapping clinical features [38]. 

Patients with dementia typically show executive and short-term memory 

deficits, often accompanied by anosognosia. Patients experience 

intermittent mood changes but still find pleasure in activities.    

Antidepressants do not improve cognitive function in these cases (39). 

Accurate differentiation between depressive and dementing disorders is 

crucial for guiding treatment and prognosis. Clinicians should pay close 

attention to symptom chronology, the presence of neurovegetative signs, 

and response to therapeutic interventions. Collaboration with caregivers 

and informants often clarifies subtle cognitive or mood changes, aiding 

diagnosis. 

Depressive pseudodementia is a condition caused by depression that leads 

to significant problems with cognition, such as difficulties in paying 

attention and concentrating.  These symptoms set it apart from other types 

of cognitive impairment. Symptoms such as low mood (often worse in the 

morning), anhedonia, sleep disruption, and appetite changes are common. 

Cognitive impairment typically improves with antidepressant treatment, 

helping differentiate it from neurodegenerative disorders (40). 

Longitudinal follow-up and comprehensive neuropsychological 

assessment are often necessary to establish an accurate diagnosis. 

Vascular Depression 

Forty years ago, post-stroke depression was considered the only true form 

of depression in older adults.   The concept of vascular depression has 

since gained acceptance as a distinct subtype arising within two years of 

a cerebrovascular event or in association with chronic ischemic lesions. 

Lesions in the left prefrontal cortex and other regions involved in mood 

regulation are associated with increased prevalence and greater severity 

of depression, as well as poorer response to conventional antidepressants 

[43]. Chronic vascular lesions often correlate with psychomotor 

retardation, anhedonia, and functional decline, with fewer psychotic 

features or guilt-related themes. 

Frontal lobe involvement frequently leads to dysexecutive syndrome 

characterized by impaired planning, problem-solving, and cognitive 

flexibility accompanied by marked apathy and psychomotor slowing, 

with less overt sadness [44]. 

Suicide Risk 

Suicide is the ninth leading cause of death among individuals aged 65–

84. Although older adults attempt suicide less frequently than younger 

individuals, the lethality of attempts is markedly higher, with a 

completion ratio of approximately 4:1 compared to 200:1 in individuals 

under 25 [45]. 

Elderly men, especially those over eighty-five, exhibit the highest suicide 

mortality rates, partly due to the use of more lethal methods. 

Approximately 75% of suicide deaths occur during the first depressive 

episode, and 60% of individuals have seen a healthcare professional 

within the month prior to suicide [46]. 

Risk factors include insomnia, hopelessness, agitation, psychosis, alcohol 

use, chronic pain, terminal illness, social isolation, and previous suicide 

attempts[48]. Neurobiological changes in the aging brain, particularly 

prefrontal cortex alterations, may increase vulnerability [47]. 

Early detection and initiative-taking management of depression are 

essential to reducing suicide-related mortality. 

Treatments for Depression in the Elderly 

Management of late-life depression requires a multimodal approach 

involving psychotherapy, pharmacotherapy, and electroconvulsive 

therapy (ECT) [49]. Treatment selection depends on symptom severity, 

comorbidities, access to care, and patient preference. 

Psychotherapy 

Psychotherapy is the preferred first-line treatment for mild to moderate 

depression in older adults. Mobility limitations and logistical challenges 

may impede access. Psychotherapeutic interventions aim to reduce 

symptoms, improve lifestyle, and decrease social isolation. Physical 

activity has also shown antidepressant benefits [50]. 

Combined psychotherapy and pharmacotherapy produce superior 

outcomes compared to monotherapy [51]. 

Pharmacological Treatments 

Pharmacotherapy in older adults requires careful dosing because of age-

related changes in pharmacokinetics and pharmacodynamics, including 

reduced renal and hepatic function, altered drug distribution, and 

polypharmacy interactions [52]. Monotherapy with short half-life agents 

is preferred. 
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Antidepressants: 

Efficacy is like that seen in younger adults, but results may be less 

favorable if dosing is too low or treatment duration is insufficient [53]. 

The starting dose should be reduced by half and then increased 

gradually.  If no improvement occurs after four weeks, switching agents 

may be appropriate. Treatment should continue for at least 12 months 

after remission [54]. 

SSRIs: 

First-line agents. Avoid fluoxetine (long half-life) and paroxetine 

(anticholinergic effects). Sertraline is often preferred. Monitor for 

hyponatremia, akathisia, parkinsonism, and bradycardia (55–57). 

SNRIs: 

Second-line agents (duloxetine, venlafaxine). Avoid uncontrolled 

hypertension or arrhythmias. Duloxetine is advantageous in comorbid 

neuropathic pain [58]. 

Tricyclic antidepressants (TCAs): 

Reserved for resistant cases. Effective but limited by anticholinergic and 

cardiovascular risks [59]. 

Atypical antidepressants: 

Mirtazapine is useful when sedation or weight gain is desired [60]. 

Bupropion can help with apathy and slow movement, and people with 

Parkinson's disease generally tolerate it well [61]. 

Augmentation strategies: 

Atypical antipsychotics (aripiprazole, quetiapine, risperidone) may 

potentiate antidepressant effects [62]. Other augmentation options include 

olanzapine–fluoxetine combinations, thyroid hormones, lithium, and 

pramipexole [63,64]. 

Esketamine: 

Effective for treatment-resistant depression, with similar outcomes in 

adults ≥65 years. Start at 28 mg and titrate to 84 mg. Contraindicated in 

recent cardiovascular events or cerebrovascular disease [66]. 

Depression in dementia: 

While antidepressants may offer benefits, tricyclic antidepressants 

(TCAs) should be avoided because of their anticholinergic side effects. 

Despite available treatments, antidepressant efficacy in the elderly 

remains insufficiently documented, as few controlled trials include older 

adults [67,68]. A large proportion of cases are treated as treatment-

resistant depression [69]. 

Selecting medications to treat depression in individuals with dementia 

should consider their cognitive abilities, existing health issues, and side 

effects. SSRIs, or selective serotonin reuptake inhibitors, are commonly 

prescribed since they usually have fewer side effects. However, it is 

important to monitor patients closely to prevent issues such as 

hyponatremia and falls. If depression is very serious or doesn't improve 

with first-line treatments, other drugs such as mirtazapine or bupropion 

might be considered.  It is essential to keep track of how these drugs affect 

appetite, sleep patterns, and physical movement. 

Non-pharmacologic interventions, such as structured psychotherapy and 

caregiver support, play a pivotal role in managing depression in patients 

with dementia. Approaches like cognitive-behavioral therapy, 

reminiscence therapy, and environmental modifications can reduce 

depressive symptoms and improve quality of life. It is crucial to involve 

family members and caregivers in the treatment plan, as their support can 

enhance adherence and facilitate early recognition of symptom changes. 

Electroconvulsive Therapy (ECT) 

ECT is highly effective in late-life depression, with higher remission rates 

than in younger adults. This approach is recommended for individuals 

experiencing severe, psychotic, or treatment-resistant depression, and 

when medication cannot be tolerated.  ECT is safe even in individuals 

over eighty-five and those with cerebrovascular comorbidities. 

Maintenance ECT reduces relapse rates and avoids complications of 

polypharmacy (71). 

Discussion 

Depression in older adults is common, often presents atypically, and leads 

to increased morbidity, functional decline, and mortality. Despite its 

prevalence in primary and geriatric care, late-life depression is frequently 

overlooked and undertreated. The findings of this review highlight the 

complex and multifactorial nature of depression in the elderly, 

encompassing biological, psychological, and social determinants. 

One of the principal challenges identified is the atypical symptomatology 

in older adults. Compared with younger populations, depressive episodes 

in later life are more likely to present with somatic complaints, cognitive 

impairment, psychomotor retardation, and anxiety, while sadness, guilt, 

or overt dysphoria may be less prominent. These differences contribute to 

diagnostic delays and misattribution of symptoms to normal aging or 

chronic medical conditions. Furthermore, cognitive symptoms complicate 

the distinction between depression, mild cognitive impairment, and early 

dementia. Increasing evidence supports the notion that late-life 

depression, particularly late-onset forms, is both a risk factor for and a 

prodrome of neurodegenerative disorders. Recognizing this bidirectional 

relationship is essential for both early intervention and longitudinal 

monitoring. 

Another important theme emerging from literature is the role of vascular 

pathology in geriatric depression. The “vascular depression” hypothesis, 

supported by neuroimaging and clinical data, links cerebrovascular 

lesions particularly within frontostriatal circuits to depressive syndromes 

characterized by apathy, executive dysfunction, and reduced response to 

traditional antidepressants. This underscores the need for integrated 

management strategies that address both psychiatric and cardiovascular 

risk factors, including hypertension, diabetes, dyslipidemia, and atrial 

fibrillation. 

Suicide risk remains a critical concern in this population. Older adults 

have the highest suicide completion rates of any age group, particularly 

men over 85. Disproportionate lethal methods, severe medical 

comorbidities, social isolation, and reduced help-seeking behaviors all 

contribute to this elevated risk. The fact that most older adults who die by 

suicide have had recent contact with healthcare services highlights the 

urgent need for improved screening, early diagnosis, and initiative-taking 

intervention. 

Managing depression in older adults requires a personalized approach that 

considers changes in their bodies due to aging, multiple medications they 

may be taking, and other existing health issues.  Psychotherapy remains a 

first-line intervention for mild to moderate depression, but access barriers 

including mobility limitations, sensory deficits, and caregiver dependence 

often reduce uptake. Pharmacotherapy is effective but requires careful 

dosing, slow titration, and vigilant monitoring for adverse effects such as 

hyponatremia, orthostatic hypotension, and cardiac conduction 

abnormalities. Selective serotonin reuptake inhibitors remain the 

preferred option, although alternative classes such as serotonin-

norepinephrine reuptake inhibitors, mirtazapine, and bupropion may be 

appropriate depending on clinical features. In cases of treatment-resistant 

depression, augmentation strategies and newer therapies such as 

esketamine offer promising alternatives, although evidence in older adults 

remains limited. 

Electroconvulsive therapy continues to demonstrate robust efficacy and 

safety in older populations. Unlike in younger adults, age is not a limiting 

factor and may even predict better treatment response. ECT is 
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recommended early when patients have psychotic depression, are at 

elevated risk of suicide, experience significant impairment in daily 

functioning, or cannot tolerate medication. 

Overall, the literature emphasizes the importance of a comprehensive, 

multidisciplinary approach to the diagnosis and management of 

depression in older adults. The integration of medical, psychiatric, 

cognitive, and social assessments is key to improving outcomes. Future 

research should prioritize well-designed clinical trials involving older 

participants, particularly those with medical comorbidities and cognitive 

impairment, who remain underrepresented in current evidence. A better 

understanding of the neurobiological underpinnings of late-life 

depression, especially vascular and neurodegenerative mechanisms, may 

guide the development of more targeted and effective therapies. 

Conclusion 

Depression in older adults is a prevalent, complex, and often 

underdiagnosed condition that significantly affects quality of life, 

functional capacity, and mortality. Its atypical clinical presentation, 

frequent overlap with cognitive impairment, and high burden of medical 

comorbidities make early recognition particularly challenging. Effective 

management requires a comprehensive and individualized approach that 

integrates psychosocial, medical, and pharmacological strategies. 

Psychotherapy, appropriately selected antidepressants, and 

electroconvulsive therapy each play important roles, although treatment 

must be tailored to age-related physiological changes and the risks 

associated with polypharmacy. Additionally, addressing the stigma 

associated with mental health issues in older adults remains crucial. Many 

individuals may hesitate to seek help due to fear of being judged or 

concerns about burdening their families. Educational initiatives targeting 

both healthcare professionals and the public can help foster a more 

supportive environment, encouraging timely identification and treatment 

of depressive symptoms. Obstacles to achieving optimal care go beyond 

clinical or biological reasons; they also involve stigma, low levels of 

mental health literacy, and a lack of adequate training for healthcare 

professionals in identifying depression among older adults. Additionally, 

disparities in access to specialized geriatric mental health service 

particularly in rural or underserved areas further hinder timely 

identification and treatment.  

In summary, depression in older adults is a multifaceted condition that 

demands vigilant recognition and tailored interventions. Timely 

identification, thorough assessment of contributing factors, and an 

individualized treatment plan encompassing both pharmacological and 

non-pharmacological strategies are crucial in reducing disease burden and 

improving quality of life. Collaboration among primary care, psychiatry, 

neurology, and social services remains essential to address the unique 

challenges faced by this population. Ongoing education for clinicians and 

caregivers, along with enhanced access to mental health resources, will 

further support successful management and recovery in late-life 

depression. 

Addressing these systemic issues is crucial for improving detection rates 

and ensuring equitable mental health support for older adults. 

Collaborative care models, which incorporate mental health specialists 

into primary care settings, have demonstrated effectiveness in improving 

outcomes for older adults with depression. Greater awareness among 

healthcare providers, systematic screening, and improved access 

to geriatric mental health services are essential to reducing the substantial 

burden of late-life depression. Future research should focus on better 

characterizing its neurobiological mechanisms, refining diagnostic tools, 

and expanding evidence-based treatment options specifically validated in 

older populations. 
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