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Introduzione

• In recent years, there has been a growing 
awareness of the mental health needs of people 
65 years and older

• Depression is the most common mental 
disorders experienced by older adults

• With the demographic shift toward an ageing 
population it will further increase what will be a 
high demand for health and social care



Prevalenza

• Community dwelling  15% depressive symptoms; 3% 

major depression

• Acute hospital settings  20-30% depressive symptoms

• Nursing homes  15% major depression; 40-60% 

depressive symptoms

• Rehabilitation ward 29.5% depressive symptoms 

(Diamond et al., 1995)





Pazienti CdC “Ancelle della Carità” stratificati per 

presenza-assenza sintomi depressivi (n=615) 

Luglio 2008-Giugno 2009

 Assenza sintomi 
depressivi 

(n= 321) 
52.2% 

Presenza sintomi 
depressivi  

(n=294) 
48.8% 

Presenza sintomi 
depressivi severi 

(n=95) 
15,5% 

    
Età 79.2 ± 6.8 81.2 ± 7.5 81.7 ± 7.2 
Sesso femminile 224 (69.8) 226 (76.9) 77 (81.1) 

Living alone 111 (36.9) 129 (44.9) 41 (45.1) 

BMI 25.5 ± 5.6 24.4 ± 6.0 24.7 ± 5.7 

Albumina 3.4 ± 0.5 3.5 ± .05 3.5 ± 0.4 

CIRS comorbidity 3.4 ± 1.7 3.8 ± 1.6 3.7 ± 1.7 

CIRS severity 1.7 ± 0.3 1.7 ± 0.3 1.7 ± 0.2 

MMSE 24.0 ± 4.4 23.0 ± 4.1 21.9 ± 4.1 

Demenza 59 (18.4) 76 (25.9) 25 (26.3) 

Delirium 24 (7.5) 36 (12.2) 9 (9.5) 

Barthel pre-amm 87.8 ± 15.7 81.9 ± 17.1 81.3 ± 14.7  

Barthel ingresso 63.0 ± 22.5 59.1 ± 23.5 62.8 ± 22.6 

Barthel dimissione 82.5 ± 19.9 78.4 ± 19.7 80.2 ± 17.1 

FIM ammissione 85.3 ± 22.2 78.2 ± 22.0 79.4 ± 20.1 

FIM dimissione 99.9 ± 20.8 94.8 ± 19.5 95.9 ± 18.5 

Minuti fkt 1456.4 ± 645.7 1502.8 ± 702.7 1556.7 ± 730.6 

Partecipazione media 4.6 ± 0.9 4.4 ± 0.8 4.3 ± 0.9 

Durata degenza 26.7 ± 11.4 30.7 ± 12.4 31.9 ± 12.3 
 

 



Quale prevalenza?

• Difference in the mood disorder studied

• Use of various depression rating scales

• Use of different cut-off

• Different timing of evaluation

• Different criteria for patients’ enrolment

• Different examiners



Principali strumenti di screening del 

paziente anziano 

• BDI

• HAM-D

• Zung Self-Rating Depression Scale

• Hospital Anxiety and Depression Scale 

(HAD)

• Geriatric Depression Scale



2 item GDS:

1. Si è sentito spesso abbattuto e triste recentemente?

2. Si sente un inutile così come è oggi?

Arch Phys Med Rehab, 2005



Riconoscimento sintomi depressivi 

nell’anziano - Problematicità

Overlapping symptoms of depression/ symptoms caused by 
a physical illness

Underestimation and underrecognition by medical staff

Diagnosis often relies of patients’ self-evaluation

Underestimation and underrecognition of the phenomenon 
by the patient



“…Older patients are less likely to report 

depressive symptoms, may view depression 

as a moral weakness or character flaw, not 

an illness, and may be more likely to ascribe 

symptoms of depression to a physical 

illness…”

Ell K, Home Health Care Service Quarterly, 2006



Arch Phys Med Rehab, 2002
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Sintomi depressivi e Rehabilitation Impairment Category

Luglio 2008-Giugno 2009



i.e. asthma, heart disease, arthritis, back problems, diabetes and COPD



Am J Respir Crit Care Med, 2008

491 soggetti ricoverati e seguiti mensilmente per 1 anno

Symptom based exacerbation peggioramento (almeno 48 ore) di almeno 

1 sintomo tra: aumento nella quantità di espettorato, cambiamento di colore 

dell’espettorato, aumento della dispnea

Event based exacerbation peggioramento di un sintomo + cambiamento 

di almeno un farmaco previsto nella terapia  

Ospedalizzazioni 





Possible mechanisms explaining the effect of 

depression on COPD exacerbation





Int J Geriatr Psychiatry 2008

173 older in-patients > 23 MMSE

Clinical features + HADS + MADRS + kind of religion + 3 dimensions of 

religion
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Depressione e riabilitazione –

stroke

• PSD  prevalence estimated around 30-35%, 
ranging from 20 to 60%

• The peak prevalence of PDS appears to be from 
3 to 6 months after stroke, and subsequently it 
declines to about 50% of the inizial rate at 1 year

• PSD seems to be more frequent in aphasic 
patients and in in-patient rehabilitative settings
(probably because of their disability)

Lenzi et al., Rev Neurol 2008



• PSD pathophysiology is still debated
– Biological hypothesis

– Psychosocial hypothesis

Treated patients with PSD showed significanltly better rehabilitation 
outcome then untreated ones (mainly fluoxetine and nortriptyline 
within one month after stroke)

However, only a minority of patients with PSD are 
diagnosed, and even fewer are treated, mainly because 
of the high frequency of contraindications, adverse 
effects, and drug interaction.

Depressione e riabilitazione –

stroke

Paolucci et al., Acta Psychiatr Scan 2005



Arch Phys Med Rehab, 2005

Objective: to examine and compare the prevalence and functional impact of 

depressive symptoms for older adult stroke and non-stroke rehabilitation 

inpatients.

stroke  31.8%

Non stroke  31.5%





Rehabilitation outcome in stroke and non 

stroke patients

Bellelli e Trabucchi, 2009



Possibili effetti dei sintomi depressivi sul 

processo riabilitativo

• Riduzione della motivazione, apatia e scarsa 

energia (Gantner et al., Int J Psychiatry in Med, 2003)

• Il pessimismo induce il paziente a ritenere inutili 

gli sforzi che il trattamento riabilitativo comporta 

e ne riduce l’impegno (Gantner et al., Int J Psychiatry 

in Med, 2003)

• Condizionamento del terapista sulla 

progettazione dell’intervento riabilitativo 

esercizi riabilitativi a minore complessità ed 

intensità (Bellelli e Trabucchi, 2009)



J Behav Med, 2004







1385 pazienti

Mean LOS 30 + 20 gg.

HADS + MMSE



Multivariate regression  admission HADS depression diagnosis predictive of change in 

mobility score  Depression and cognitive factors could affect the evolution of functional 

ability, and so indirectly affect reahabilitation LOS



• Patients with depression, apathy, or cognitive impairment who received 
rehabilitation in an IRF (inpatient rehabilitation facility) had similar 
outcomes as nondepressed, motivated and cognitively intact elderly of 
the same facility and significantly better functional outcomes then 
similarly patients at a SNF (skilled nursing facilities)



JAGS, 2005



JAGS, 2005



“…It is coinceivable that depressed patients 

can acheive similar levels of functional 

recovery as long as they affort the support 

and encouragement of an intensive 

inpatient rehabilitation program…”

Diamond et al., Am J Phys Med Rehab 1995
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Possibili effetti del trattamento riabilitativo 

sui sintomi depressivi

• Azione neurotrasmettitoriale cambiamenti del livello di 

endorfine nel sangue

• Azione funzionale miglioramento nella disabilità con 

conseguente miglioramento dell’umore

• Azione psicosociale potenziamento capacità di coping 

e miglioramento dell’autoefficacia, > opportunità di 

socializzazione e riduzione del senso di isolamento 

sociale

JAGS 2006



Objective: to evaluate the relationship between change in depressive symptoms and in-

hospital physical rehabilitation in elderly women.

Arch Phys Med Rehab 1996



“…It could be hypothesized that functional improvement in patients with slight disability 

cannot modify their quality of life; on the contrary, patients with a high level of 

disability at hospital admission obtained, after physical treatment, a dramatic 

improvement of their physical performance and quality of life…”.



Arch Intern Med, 1999



JAGS 2006



Terapia farmacologica

Alexopoulos et al., Postgrad Med 2001



Socio-demographic, clinical, pyhisical characteristics and long-term functional 

outcome of HF patients, according to the presence of absence on DS at baseline

Characteristics Hip fracture patients p 

 Without depressive 
symptoms 

(n=136) 

With new-onset 
depressive symptoms 

(n=102) 

 

    
Female gender n, (%) 116 (85.3) 90 (88.2) .323 

Living alone n, (%) 48 (35.3) 44 (43.6) .124 

Age, years 80.0 ± 7.2 81.0 ± 7.1 .297 

MMSE 24.3 ± 3.6  23.3 ± 4.5 .071 

Demented n, (%) 43 (31.6) 39 (38.2) .177 

Delirium during RACU stay n, (%) 28 (20.6) 26 (25.5) .230 

BMI 23.5 ± 4.7 23.7 ± 5.1 .778 

Barthel Index pre-fracture 92.3 ± 13.5 88.3 ± 14.3 .029 

Barthel Index on admission 38.7 ± 13.8 34.0 ± 14.5 .010 

     Motor sumscore on admission 5.2 ± 5.0 4.6 ± 5.6 .579 

Barthel Index at discharge 78.5 ± 18.8 75.1 ± 19.3 .170 

     Motor sumscore at discharge 29.4 ± 8.9 27.6 ± 9.4 .125 

Change in motor sumscore 24.2 ± 8.5 22.7 ± 8.9 .195 

CCI 1.5 ± 1.3 1.9 ± 1.8 .095 

Albumin serum levels 2.8 ± 0.3 2.8 ± 0.3 .538 

Number of drugs 4.8 ± 2.1 5.6 ± 2.6 .015 

Lenght of RACU stay 26.2 ± 10.5 27.8 ± 7.9 .202 

Functional decline (motor sumscore) at 1 year n, (%) 58 (43.9) 65 (65.0)  .001 
 

 



Independent predictors of functional gain after in-hospital rehabilitation

Predictors OR 95% CI p-value

Age 0.9 0.86 – 0.97 .004

Gender -- -- --

Living alone -- -- --

Dementia -- -- --

Depressive symptoms -- -- --

BMI -- -- --

Barthel pre-admission 1.1 1.04 – 1.11 < .0001

Number of drugs -- -- --

Albumin serum level -- -- --

CCI 0.7 0.06 – 0.09 .013



Independent predictors of 1 year functional decline in motor sumscore

Predictors OR 95% CI p-value

Age 0.9 0.88 – 0.99 .029

Female gender -- -- --

Living alone -- -- --

Dementia -- -- --

Depressive symptoms 0.4 0.18 – 0.96 .039

BMI -- -- --

Barthel at discharge -- -- --

Number of drugs -- -- --

Albumin serum levels -- -- --

CCI 0.7 0.49 – 1.00 .048



Conclusioni

• La prevalenza di sintomi depressivi in riabilitazione è 

molto elevata,e probabilmente ancora sottostimata

• La presenza di sintomi depressivi in riabilitazione 

sembra avere un impatto sullo stato funzionale, 

osservabile particolarmente nel lungo termine

• Educare il paziente depresso rendendolo 

consapevole delle possibili conseguenze 

• Educare il personale riabilitativo al 

riconoscimento/gestione della sintomatologia 

depressiva



Future directions

• Rilevazione realistica dei disturbi depressivi in 

riabilitazione

• Necessità di supportare con ulteriori dati l’efficacia 

dell’attività fisica (trattamento riabilitativo) sulla 

depressione

• Monitoraggio degli effetti a lungo termine dell’attività 

fisica sulla sintomatologia depressiva


