
R E V I E W

The Anatolian Journal of Clinical Investigatio n

1 9 7

Yafllı nüfusun giderek artmasıyla birlikte demans ve
depresyon baflta olmak üzere mental hastalıklar, sa¤lık
profesyonellerinin ilgilendi¤i primer hastalıklar olarak
kabul edilmektedir. Depresif durumlar demanslı hasta-
larda %50’ye varan de¤iflik yo¤unlukta gözlenebilmek-
tedir. Bu gözden geçirme çalıflmasının amacı, demansa
k o m o r b i d depresyonu bulunan hastalarda kullanılan
antidepresanların klinik olarak tatmin edici etkisinin
olup olmadı¤ını arafltırmaktır. Demansın etyolojisi,
tanısı, do¤al süreci, bakıcılar üzerine etkisi veya de-
mansta depresyonun tedavisi ve di¤er demans tiplerinin
farklılı¤ı ve prognozu tam olarak anlaflılamamıfltır. So-
nuç olarak çeflitli antidepresan ilaçlar demanslı hastalar-
da kullanılmaktadır. Depresyonlu demans hastalarında
bu ilaçların nasıl kullanılaca¤ı üzerine sınırlı sayıda veri
v a r d ı r . Bununla birlikte ilaç etkileflimlerini de hesaba
katarak spesifik serotonin gerialım inhibitörleri’nin non
farmakolojik yaklaflımlarla birlikte tercih edilmesinin
depresif demans hastalarının ifllevselli¤ine faydalı olabi-
lece¤i kanaati oluflmufltur. Ancak yaflamın son döne-
mindeki demanslı hastalardaki depresyonun yaygınlı¤ı,
tanısı, etyolojisi ve tedavisi üzerine daha fazla arafltırma
yapılması gerekmektedir.

Anahtar sözcükler: Demans; depresyon; tedavi.

As the elderly population is growing, mental diseases,
particularly dementia and depression are assumed to be
the primary diseases that health professionals are going
to deal with. Depressive expressions of variable intensity
may be observed in approximately 50% of dementia pa-
tients. This review aims to determine whether antidep-
ressants are clinically effective and satisfactory for the
treatment of patients diagnosed as having depression
and also diagnosed as having dementia. Etiology, diag-
nosis, natural progression, impact on caregivers or effi-
cacy of any treatment for depression in dementia, and
also its diversity and prognosis in other types of demen-
tia is not fully understood. As a conclusion; various an-
tidepressant drugs have been used for treatment of de-
mentia. There is rare data on how to use antidepres-
sants in dementia patients with depression. However,
keeping their drug interactions in mind, we believe that
use of SSRIs together with non-pharmacologic measu-
res will be beneficial to prevent capacity loss in depressi-
ve dementia patients. However further investigation in-
to the prevalence, diagnosis, etiology and treatment of
depression among dementia patients at end of life is ne-
cessary. 
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As the elderly population is growing, mental
diseases, particularly dementia and depression are
assumed to be the primary diseases that health
professionals are going to deal with.( 1 ) C o m m u-
nity studies show mild dementia in 2.6-20% and

severe dementia in 1.3-6.2% of the individuals
over 65.( 2 ) Incidence of major depression is re-
ported between 1 and 10%.( 3 ) These figures are
increased among the residents of social instituti-
ons, individuals with medical diseases or demen-
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t i a . Incidence of depression may be as high as 13-
50% among the residents of social institutions.( 4 - 6 )

In our country major depression is observed in 6-
35% of the general population over 65, but its
frequency increases up to 10.2-48.1% among the
residents of social institutions.( 7 - 1 1 )

Depressive expressions of variable intensity
may be observed in approximately 50% of demen-
tia patients.( 1 2 ) In one study on dementia patients,
this rate was reported to be as high as 86%.( 4-6 )

These figures range from 17 to 31% in Alzhei-
m e r’ s Disease (AD).( 1 2 ) Depression is observed in
25% of the patients with cerebrovascular diseases.
In addition to AD or cerebrovascular syndrome,
depression may be observed in 50% of the pati-
ents with Parkinson disease. Inconsistency betwe-
en the results of these studies may be explained
by evaluation of patients in different stages of the-
ir disease, by use of different diagnostic criteria
for either AD or depression and various clinical
methods to evaluate mood alterations.( 1 2 )

The neurobiological basis of depressive
symptoms in AD is not fully understood, but
functional defects of noradrenergic and seroto-
nergic systems are considered in the etiology. It is
well known that locus ceruleus and raphe nucleus
is affected in AD. Limbic structures and dorsola-
teral frontal regions involved in the pathophysio-
logy of depression are also affected in AD. Pre-
sence of positive family history for depressive di-
sorders in the AD patients that experienced dep-
ression suggests that hereditary factors may play
role in determination of which A D patient will
develop depressive symptoms by time.( 1 3 ) A d d i-
tionally, reduction of cortical cholinergic neurons
constitutes one of the main reasons that are re-
cognized to cause cognitive deficits in AD and
dementia with Lewy bodies. Most of these indivi-
duals show depressive and extrapyramidal
symptoms due to degeneration of serotonergic,
noradrenergic and dopaminergic neurons.( 1 4 )

This review aims to determine whether anti-
depressants are clinically effective and satisfactory
for the treatment of patients diagnosed as having
depression and also diagnosed as having demen-
t i a .

Two psychiatrists evaluated available evidence
from a structured literature using Medline (Pub-
med) from 1990 to 2007. Keywords was demen-
tia, depression and treatment in the searching.

D I A G N O S I S

Clinical picture of “complicated dementia”
where dementia is associated with mixed agitation
and depression is described as a subgroup. These
patients deteriorate with rapid decrease in functi-
onality and loss of cognitive function accompani-
ed by social isolation. Expanding medical comor-
bidities; and need for major psychiatric treatment
increase the costs. It is essential to describe this
subgroup for depiction of treatment guide and
drug combinations in complicated dementia.( 1 5 )
High response rates to medical or electroconvul-
sive therapy (ECT)( 1 4 ) underlines the importance
of diagnosis of these patients. But diagnosis is not
always straightforward in these patients. Depressi-
on may exhibit different symptoms in dementia
patients. For example, persisting pain in dementia
patients living in the institutions has been found
to be associated with depression.( 1 6 )

Higher rates of depression are reported among
dementia patients attending psychiatry centers
and patients with mild to moderate dementia.
Depressive symptoms can be better recognized by
using expressions of the patients’ relatives rather
than the subjective evaluation of the intervie-
w e r.( 1 2 ) As dementia progresses, development of
symptoms such as difficulties of language and
communication, apathy, and agitation obscure
the diagnosis.( 1 7 ) In this case, measurement tools
are required to determine depression in dementia
patients. Scales that uses self-report such as Geri-
atric Depression Scale that is widely used in the
clinical practice has limited efficacy due to recal-
ling problems in dementia patients.( 1 8 ) C o r n e l l
Depression Scale in Dementia developed by Ale-
xopoulos et al.( 1 9 ) better recognizes depressive
symptoms of dementia patients by using informa-
tion both from the patient and the caregiver.
Symptoms related to mood, behavioral changes,
physical findings, cyclic functions and intellectual
changes are assessed in the scale.( 2 0 )

D I F F E R E N T I A L  D I A G N O S I S

Depression is the primary disease that must be
considered in differential diagnosis. Depressive
manifestations together with symptoms and signs
of dementia (pseudo dementia) may cause diffi-
culties in diagnosis. Vegetative characteristics of
both diseases are similar, but symptoms such as
loss of interest, lack of energy, difficulty in con-
centration, agitation and retardation observed in
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early stage A D disease may lead to misdiagnosis
of depression. Sadness or sorrow mood and men-
tal status was found to be more helpful to discri-
minate depressive dementia patients from depres-
sive patients. Discrimination of dementia from
depression is summarized in Ta b l e 1.( 2 1 ) T h e r e
is history of depressive epizode, complain of cog-
nitive disorder and loss of short-long term me-
mory in depression. The other discrimations are
in Ta b l e 1 .

Apathy also seen in frontal lobe syndrome may
be diagnosed as delayed depression.( 1 2 ) Apathy or
psychomotor retardation may be caused by vario-
us medical situations. Carcinoma, cardiac disease,
cerebrovascular insufficiency, endocrinopathy
(particularly thyroid disease), chronic infection
and advanced anemia must be investigated especi-
ally in patients with resistant depression.( 2 2 ) A d-
verse effects of some drugs may also mimic dep-
ression. 

T R E ATM E NT  ACCO RD IN G TO EV I D E N C E - BA SED  MED ICI NE

Although frequently coexists, depression in de-
mentia patients is not recognized, and certainly
not treated.( 2 3 ) Treatment of these patients is of
vital importance. If untreated, their morbidity
and mortality rates are increased.( 1 7 ) Their impai-
red cognitions further deteriorate. Social isolation
develops and their quality of life diminishes. Rate
of admission to social institutions or hospitals is
increased. Workload on caregivers is amplified
thereby increasing the incidence of depression
among the caregivers. These patients are usually
mistreated because they cannot be recognized.
Anxiolytics and hypnotics rather than antidepres-
sants are used in these patients.( 2 4 )

Treatment includes assessment of exogenous
factors and consideration of some other points.
For example correction of environmental conditi-
ons, treatment of underlying diseases if present,
review of drugs used for other systemic disease,
cessation of unnecessary medication (anticholi-
nergic, tricyclic antidepressives, benzodiazepines
etc.) may be required. It is not possible for de-
mentia patients to achieve their treatment by
themselves. In USA 28% of the elderly are hospi-
talized for drug-related problems.( 2 5 ) Worst asso-
ciation between drug and injury is established
between psychotropic drugs and hip fractures.( 2 6 )
Thus instruction of caregivers about drugs and
the treatment is crucial. 

Mild depressive symptoms do not require
psychotropic; they should be used in conjunction
with non-pharmacologic approaches in presence
of moderate to severe symptoms. And there is no
obligation that all patients with symptoms receive
drug medication. But if medication is going to be
used, basic principle should be “start with low
dose, increase steadily, but treat with effective do-
s e s ”.( 1 7 )

Various antidepressant drugs have been used
for treatment of AD. The limits for using anti-
depressant treatment constitute a special conside-
ration for these patients. However there is scarce
data on how to use antidepressants in dementia
patients with depression.( 2 4 )

Studies on antidepressants have yielded conf-
licting results. Some studies reported no superio-
rity of antidepressants over placebo. For example,
a meta-analysis of 6 studies, three of which were
double-blind placebo-controlled studies, showed
“poor evidence” for efficacy of antidepressants in

Table 1. Discrimination of Dementia and Depression.

Pr i m a ry Depre s s i o n Pr i m a ry Dement i a

History of depressive episode Usually positive Usually negative

Family history History of depression (+) History of dementia ( + )

O n s e t A c u t e I n s i d i o u s

Sundowner sy n d r o m e A b s e n t P r e s e n t

Complain of cognitive disorder P r e s e n t A b s e n t

R e s p o n s e I don’t know Close to truth

M e m o r y Short-long term memory equally affected Short-term memory more affected

Praxia and recognition N o r m a l D e f i c i e n t



d e m e n t i a.( 2 7 ) But study was not large enough.
Imipramine was found to be ineffective in these
p a t i e n t s.( 2 8 ) Double-blind placebo controlled
study of fluoxetine has also showed discouraging
r e s u l t s.( 2 9 ) Two studies on sertraline that have be-
en implemented on different time periods also yi-
elded negative outcomes.( 3 0 , 3 1 ) A serotonin no-
radrenaline reuptake inhibitor (SNRI) drug ven-
lafaxine is accepted as drug of choice together
with SSRIs for geriatric depression,( 3 2 ) but a re-
cent double-blind, randomized, placebo control-
led study lasted for 6 weeks showed no superio-
rity of venlafaxine over placebo in dementia pati-
ents with depression. But relatively short study
period, inhomogeneous types of dementia, small
number of cases and low dose of drug are the
shortcomings of this study.( 3 3 )

Despite these negative results, majority of the
depressive dementia patients respond to antidep-
ressant treatment. Deprenyl used for AD patients
(irrespective to their mood); has led to improve-
ment in anxiety/depression, activation, anergy,
hostility and impaired cognition subscales of
Short Psychiatric Evaluation Schedule.( 1 3 ) A do-
uble-blind placebo-controlled study on clomipra-
mine 25 to 100 mg/day in 24 AD patients sho-
wed statistically significant improvement in these
p a t i e n t s.( 3 4 ) Especially studies showing efficacy of
SSRIs are gaining importance. Citalopram has be-
en shown to be effective on agitation, anxiety and
depressive symptoms in 10-20 mg doses.( 3 5 )

Another study has proved benefit of citalopram
on depressive dementia.( 3 ) There are studies that
proved the efficacy of sertraline which is another
SSRI. In a double-blind randomized controlled
study, 95 mg/day sertraline treatment for 12 we-
eks showed significant improvement over placebo
on 44 patients with A D and Major Depressi-
o n.( 3 6 ) Another study on sertraline showed that
this psychotrophic agent corrected refusal of nut-
rition and affective symptoms.( 3 7 ) A n t i d e m e n t i a
drugs have been shown to be effective especially
in neuropsychiatric symptoms of apathic AD pati-
e n t s,( 3 8 ) and their use is recommended in demen-
tia patients with major apathy despite lack of con-
trolled studies. An international, double blind
controlled study on moclobemide demonstrated
positive effects in 400 mg/day dose.( 1 ) More than
half of depressive patients with dementia living in
the institutions have used various antidepressants
and obtained some benefit.( 1 5 ) There are also se-

veral comparative studies. In a study that compa-
red fluoxetine and amitriptyline similar efficacy
was observed but fluoxetine was better tolera-
t e d.( 3 9 ) Another study that compared paroxetine
and imipramine showed similar efficacy( 4 0 ) but pa-
roxetine was better tolerated.

Recently there are several studies on a multi-
purpose drug ladostigil. This drug has been
shown to selectively inhibit butirylcholinesterase,
acetylcholinesterase, monoaminoxidase (MAO)-
A, MAO-B enzymes and improve forgetfulness
and produce anxiolytic, antidepressive effect on
rats. This drug is supposed to be beneficial for
depression associated with dementia in the futu-
r e.( 4 1 )

ECT may be used in patients with psychotic
depression associated with dementia although
there is risk of confusion after ECT.( 1 2 , 4 2 , 4 3 ) But it
has to be compared with medical treatment and
its long term results, long-term efficacy and pos-
sible long-term side effects on cognitive function
need to be determined.

P S YC H OT ROPI C T R E ATM E NT I N SPECI F IC 

M E D I CAL SIT UAT I O N S

Psychopharmacology is the most active branch
for research and development in clinical medici-
ne. Discovery of a new psychoactive drug each
day further puts emphasis on this field. Limited
development has been achieved in pharmacology
between 1960 and 1980, but there is an outburst
of information in the recent years and everyday a
new drug is discovered and introduced for treat-
ment. Preference of a drug for any psychiatric di-
sorder not only involves prescription of any drug,
but the drug that effects physical function, mental
status, family relations, and professional life and if
present other physical disorders; or drug that
show interaction with the drugs for these disor-
ders is selected.( 4 4 ) Table 2 describes some specific
medical situations and risk of the antidepressant
and anxiolytic-hypnotic drugs that may be
u s e d.( 4 5 ) It is essential to prefer the antidepressant
with least side effect according to specific conditi-
on of each patient. Forexample if the patient has
epilepsy venlafaxine should not be preferred. The
other information about this subject in Ta b l e 2 .

D RUG INT E R ACT I O N S

Drug-drug interactions continue to be misun-
derstood by most clinicians. Drug interactions

2 0 0
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Table 2. Risk of Psychotrophic Agents According to Medical Situations.

E L D E R LY PAT I E NTS
Low Risk Medium Risk High Risk

A n t i d e p r e s s a n t s M i r t a z a p i n e M A O - I n h Tricyclics 
M o c l o b e m i d e M i a n s e r i n
S S R I s R e b o x e t i n e
V e n l a f a x i n e T r a z o d o n e

Anxiolytics, Hypnotics A l p r a z o l a m P r o p r a n o l o l Long acting 
B u s p i r o n e b e n z o d i a z e p i n e s
L o r a z e p a m

CA R D I OVA S C U LA R D I S E A S E S
A n t i d e p r e s s a n t s M i r t a z a p i n e M A O - I n h Tricyclics 

S S R Is M o c l o b e m i d e V e n l a f a x i n e
T r a z o d o n e R e b o x e t i n e
M i a n s e r i n e

Anxiolytics, Hypnotics B e n z o d i a z e p i n e s Beta-blockers 
B u s p i r o n e Chloral Hydrate

DIA B ETES MELLIT U S
A n t i d e p r e s s a n t s S S R I s F l u o x e t i n e MAO-Inhibitors 

V e n l a f a x i n e M i r t a z a p i n e
T r a z o d o n e M i a n s e r i n e
M o c l o b e m i d e T r i c y c l i c s
R e b o x e t i n e

Anxiolytics, Hypnotics B e n z o d i a z e p i n e s B e t a - b l o c k e r s
B u s p i r o n e

E PIL E P S Y
A n t i d e p r e s s a n t s S S R I s V e n l a f a x i n e Maprotiline 

M o c l o b e m i d e T r a z o d o n e
R e b o x e t i n e M i r t a z a p i n e
M A O I - I n h M i a n s e r i n e

T r i c y c l i c s
Anxiolytics, Hypnotics B e n z o d i a z e p i n e s B u s p i r o n e

B e t a - b l o c k e r s

G LAU CO MA
A n t i d e p r e s s a n t s V e n l a f a x i n e S S R I s Tricyclics 

M o c l o b e m i d e M i r t a z a p i n e
MAOIs Trazodone

Anxiolytics, Hypnotics B e n z o d i a z e p i n e s

LIVER DISEASES
A n t i d e p r e s s a n t s M i a n s e r i n e Mirtazapine M A O I - I n h i b i t o r s

P a r o x e t i n M o c l o b e m i d e
Reboxetine 
S S R I s
T r a z o d o n e
Tricyclics 
V e n l a f a x i n e

Anxiolytics, Hypnotics L o r a z e p a m B u s p i r o n e B e n z o d i a z e p i n e s
Clomethiazole Propranolol HD
Propranolol LD

RENAL FA I LU R E
A n t i d e p r e s s a n t s M i a n s e r i n e M A O - I n h F l u o x e t i n

Moclobemide Mirtazapine V e n l a f a x i n e
T r i c y c l i c s Reboxetine 
T r a z o d o n e S S R I s

Anxiolytics, Hypnotics Some Benzodiazepines B e n z o d i a z e p i n e s B u s p i r o n e
B e t a - b l o c k e r s
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may be further complicated by genetic differences
in metabolic capacity. Patients who routinely re-
quire long-term treatment for depression have an
increased likelihood of experiencing a drug-drug
interaction since they will take over-the-counter
and prescription medications for intercurrent
and/or co-morbid illness. Antidepressants can be
the object of drug interactions when their meta-
bolic pathways are affected by other substances,
or they can precipitate interactions by inhibiting
enzyme pathways. Clinicians can improve the
short- and long-term outcomes of patients with a
depressive disorder by considering the possibility
of drug-drug interactions both before prescribing
a specific antidepressant and while monitoring for
response, adverse effects and patient complian-
c e.( 4 6 )

Some points to consider for drug interactions:

1. A psychotrophic drug with the least side ef-
fects should be preferred.

2. Metabolism of other drugs that will be used
concomitantly should be known. 

3. Least effective dose should be used. 

4. Drugs that have proven to be effective in
the past should be preferred. 

5. Treatment should be as simple as possible.

6. Polypharmacy should be avoided. 

7. If drugs will be changed, one drug must be
changed at a time. 

Usually SSRIs are preferred for dementia pati-
ents in depression.( 4 7 ) Although one SSRI may be
more efficacious or better tolerated by elderly pa-
tients than another, existing data do not support
such claims. However, other distinguishing featu-
res may influence the choice of agent. For examp-
le, fluoxetine, fluvoxamine and paroxetine are
more likely to be involved in significant drug-
drug interactions than are citalopram or sertraline
( T a b l e 3). In contrast to the other SSRIs, fluoxe-
tine has a half-life well in excess of 1 day, which
can be an advantage when weaning the patient off
therapy in that it may reduce the incidence of dis-
continuation symptoms, but a significant disad-
vantage if the patient cannot tolerate the drug or
experiences an adverse drug-drug interaction.( 4 8 )
SSRIs may inhibit some CYP 450 enzymes and
demonstrate high binding for plasma proteins.
Table 3 presents the list of enzymes in cytochro-
me P-450 system inhibited by SSRIs.( 4 7 ) S S R I s
may increase the blood levels of some drugs meta-
bolized by these enzymes. 

As a conclusion; etiology, diagnosis, natural
progression, impact on caregivers or efficacy of any
treatment for depression in dementia, and also its
diversity and prognosis in other types of dementia
is not fully understood. Various antidepressant
drugs have been used for treatment of dementia.
There is rare data on how to use antidepressants in
dementia patients with depression. However, kee-
ping their drug interactions in mind, we believe
that use of SSRIs together with non-pharmacolo-
gic measures will be beneficial to prevent capacity
loss in depressive dementia patients. However furt-
her investigation into the prevalence, diagnosis,
etiology and treatment of depression among de-
mentia patients at end of life is necessary.

Table 3. Enzymes of Cytochrome P-450 System Inhibited by SSRIs.

Dru g 2 D 6 2 C 1 9 1 A 2 3 A 4 2 E 1 2 C 9

Fluoxetine +* +* + +*

Citalopram +

Fluvoxamine +* +* +* + +*

Paroxetine +* + + +

Sertraline + + +

*: Represents higher inhibition.

2 0 2



Depression in Dementia and Therapeutic Approaches: A Review

2002;17:464-72. 
25. Col N, Fanale JE, Kronholm P. The role of
medication noncompliance and adverse drug reactions in
hospitalizat ions of the elderly. Arch Inter Med
1 9 9 0 ; 1 5 0 : 8 4 1 - 5 .
26. Ray WA, Griffin MR, Schaffner W, Baugh DK,
Melton LJ 3rd. Psychotropic drug use and the risk of hip
fracture. N Engl J Med 1987;316: 363-9.
2 7 . Bains J, Birks JS, Dening TR. The efficacy of
antidepressants in the treatment of depression in dementia.
Cochrane Database Syst Rev 2 0 0 2 ; ( 4 ) : C D 0 0 3 9 4 4 .
2 8 . Reifler BV, Teri L, Raskind M, Veith R, Barnes R,
White E, et al. Double-blind trial of imipramine in
A l z h e i m e r’s disease patients with and without depression.
Am J Psychiatry 1989;146:45-9. 
2 9 . Petracca GM, Chemerinski E, Starkstein SE. A
double-blind, placebo-controlled study of fluoxetine in
depressed patients with Alzheimer’s disease. Int
P s y c h o g e r i a t r 2 0 0 1 ; 3 : 2 3 3 - 4 0 .
3 0 . Lyketsos CG, Sheppard JM, Steele CD, Kopunek S,
Steinberg M, Baker AS, et al. Randomized, placebo-
controlled, double-blind clinical trial of sertraline in the
treatment of depression complicating Alzheimer’s disease:
initial results from the Depression in Alzheimer’s Disease
study. Am J Psychiatry 2000;157:1686-9.
3 1 . Magai C, Kennedy G, Cohen CI, Gomberg D. A
controlled clinical trial of sertraline in the treatment of
depression in nursing home patients with late-stage
A l z h e i m e r’s disease. Am J Geriatr Psychiatry 2000;8:66-74.
3 2 . Alexopoulos GS, Katz IR, Reynolds CF 3rd,
Carpenter D, Docherty JP. The expert consensus
guideline series. Pharmacotherapy of depressive disorders
in older patients. Postgrad Med 2001;Spec No
P h a r m a c o t h e r a p y : 1 - 86.
3 3 . de Vasconcelos Cunha UG, Lopes Rocha F, Avila de
Melo R, Alves Valle E, de Souza Neto JJ, Mendes Brega
R , et al. A placebo-controlled double-blind randomized
study of venlafaxine in the treatment of depression in
dementia. Dement Geriatr Cogn Disord 2007;24:36-41. 
3 4 . Petracca G, Tesón A, Chemerinski E, Leiguarda R,
Starkstein SE. A double-blind placebo-controlled study of
clomipramine in depressed patients with Alzheimer’s
disease. J Neuropsychiatry Clin Neurosci 1996;8:270-5.
3 5 . Pollock BG, Rosem J, Mulsant BH, et al. Treatment
of behaviors in dementia with citalopram. APA New
R e s e a r c h 2000;281:5-16. 
3 6 . Lyketsos CG, DelCampo L, Steinberg M, Miles Q,
Steele CD, Munro C, et al. Treating depression in
Alzheimer disease: efficacy and safety of sertraline therapy,
and the benefits of depression reduction: the DIADS.
Arch Gen Psychiatry 2003;60:737-46. 
3 7 . Volicer L, Rheaume Y, Cyr D. Treatment of
depression in advanced Alzheimer’s disease using
sertraline. J Geriatr Psychiatry Neurol 1 9 9 4 ; 7 : 2 2 7 - 9 .
38. Levy ML, Cummings JL, Kahn-Rose R.
Neuropsychiatric symptoms and cholinergic therapy for
A l z h e i m e r’s disease. Gerontology 1999;45 Suppl 1:15-22.
3 9 . Taragano FE, Lyketsos CG, Mangone CA, Allegri RF,
Comesaña-Diaz E. A double-blind, randomized, fixed-
dose trial of fluoxetine vs. amitriptyline in the treatment of
major depression complicating Alzheimer’s disease.
Psychosomatics 1997;38:246-52.
4 0 . Katona CL, Hunter BN, Bray J. A double-blind
comparison of the efficacy and safely of paroxetine and
imipramine in the treatment of depression with dementia.

elderly population: A cross-sectional field survey in an
elderly population of over 65 years. Nöropsikiyatri Arflivi
1992;19:15-20. 
9 . Kurto¤lu D, Rezaki SM. Huzurevindeki yafll›larda
depresyon, biliflsel bozukluk ve yeti yitimi. Türk Psikiyatri
D e r g i s i 1 9 9 9 ; 1 0 : 1 7 3 - 9 .
1 0 . Maral I, Aslan S, ‹lhan MN, Y›ld›r›m A, Candansayar
S, Bumin A. Depresyon yayg›nl›¤› ve risk etmenleri:
huzurevinde ve evde yaflayan yafll›larda karfl›laflt›rmal› bir
ç a l › fl m a . Türk Psikiyatri Dergisi 2 0 0 1 ; 1 2 : 2 5 1 - 9 .
1 1 . Demet MM, Taflk›n EO, Deniz F, Karaca N, ‹çelli ‹.
Manisa huzurevlerinde kalan yafll›larda depresyon
belirtilerinin yayg›nl›¤› ve iliflkili risk etkenleri. Türk
Psikiyatri Dergisi 2002;13:290-9. 
12. Benjamin J. Sadock, Vir ginia Sadock, Delirium,
dementia, and amnestic and other cognitive disorders,
Kaplan & Sadock’s Comprehensive Textbook of
Psychiatry, 7th ed. 2 0 0 0 ; 1 : 8 5 4 - 9 2 3 .
13. J.L. Cummings, UCLA School of Medicine, Los
Angeles, California, translate editor: S. Kara-Sevin, Uzm
Dr, Hacettepe University Psychiatry Departmant, Ankara,
Alzheimer Hastal›¤› ve Di¤er Demanslarda Davran›flsal
Bozukluklar›n Tan›nmas› ve Tedavisi, Dementia Update.
American Academy of Neurology 49th Annual Meeting,
April 12-19, 1997 Boston, MA: 1997, American Academy
of Neurology Press, USA. 1997;240:87-106. 
14. Weinstock M, Gorodetsky E, Poltyrev T, Gross A,
Sagi Y, Youdim M. A novel cholinesterase and brain-
selective monoamine oxidase inhibitor for the treatment
of dementia comorbid with depression and Parkinson's
disease. Prog Neuropsychopharmacol Biol Psychiatry
2003;27:555-61. 
1 5 . Bartels SJ, Horn SD, Smout RJ, Dums AR, Flaherty
E, Jones JK, et al. Agitation and depression in frail nursing
home elderly patients with dementia: treatment
characteristics and service use. Am J Geriatr Psychiatry
2 0 0 3 ; 1 1 ; 2 3 1 - 8 .
16. Gallagher RM, Verma S, Mossey J. Chronic pain.
Sources of late-life pain and risk factors for disability.
G e r i a t r i c s 2 0 0 0 ; 5 5 : 4 0-7 .
1 7 . Eker E. Demansta davran›fl ve psikolojik semptomlar.
Türkiye Klinikleri Dahili T›p Bilimleri Dergisi Psikiyatri
2 0 0 5 ; 1 ( 2 9 ) : 1 7 - 2 5.
1 8 . Logsdon RG, Teri L. Depression in Alzheimer’s
disease patients: caregivers as surrogate reporters. J Am
G e r i a t r S o c 1 9 9 5 ; 4 3 : 1 5 0 - 5 .
1 9 . Alexopoulos GS, Abrams RC, Young RC, Shamoian
CA. Cornell Scale for Depression in Dementia. Biol
P s y c h i a t r y 1988;23;271-84. 
2 0 . Amuk T, Karada¤ F, O¤uzhano¤lu N, O¤uzhano¤lu
A . Reliability and validity of the Cornell Scale for
Depression in Dementia in an elderly Turkish population.
Turk Psikiyatri Derg 2003;14:263-71.
21. Ellison JM, Sivrio¤lu EY. Antidepressant treatment of
geriatric depression. Int Drug Thr Newsl 2003;38:9-16.
22. Eker E, Noyan A. Yafll›da depresyon ve te d a v i s i. K l i n i k
P s i k i y a t r i 2 0 0 4 ;7(Ek 2):7 5 - 8 3 .
23. Burrows AB, Morris JN, Simon SE, Hirdes JP, Phillips
C. Development of a minimum data set-based depression
rating scale for use in nursing homes. Age Ageing
2000;29:165-72. 
24. Evers MM, Samuels SC, Lantz M, Khan K, Brickman
AM, Marin DB. The prevalence, diagnosis and treatment
of depression in dementia patients in chronic care facilities
in the last six months of life. Int J Geriatr Psychiatry

2 0 3



2 0 4

I n t J G e r i a t Psychiatry 1998;13:100-8.
4 1 . Weinstock M, Luques L, Bejar C, Shoham S.
Ladostigil, a novel multifunctional drug for the treatment
of dementia co-morbid with depression. J Neural Transm
S u p p l 2 0 0 6 ; ( 7 0 ) : 4 4 3 - 6 .
4 2 . Nelson JP, Rosenberg DR. ECT Treatment of
Demented Elderly Patients with Major Depression: A
Retrospective Study of Efficacy and Safety. Convuls Ther
1991;7:157-65. 
4 3 . Rao V, Lyketsos CG. The benefits and risks of ECT
for patients with primary dementia who also suffer from
depression. Int J Geriatr Psychiatry 2000;15:729-35.

4 4 . Çetin M. Drug interactions in psychiatric pr a c t i c e.
Bulletin of Clinical Psychopharmacology 1 9 9 9 ; 9 : 7 8 - 9 2 .
4 5 . Bazire S. Psychotropic drug di r e c t o r y. Printed in the
UK by The Bath Press, Bath. 2005;207-55. 
4 6 . Ereshefsky L, Jhee S, Grothe D. Antidepressant drug-
drug interaction profile update. Drugs R D 2005;6:323-36.
4 7 . Eflkazan E. Pharmacokinetic characteristics of
antidepressant treatments in elderly pa t i e n t s. T ü r k i y e
Klinikleri J Int Med Sci 2005;1:32-7.
4 8 . Solai LK, Mulsant BH, Pollock BG. Selective
serotonin reuptake inhibitors for late-life depression: a
comparative review. Drugs Aging 2 0 0 1 ; 1 8 : 3 5 5 - 6 8 .

The Anatolian Journal of Clinical Investigatio n


