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Abstract 

Background: Late-onset depression is different from early-onset depression in its sociodemographic and clinical 
characteristics and risk factors. This study aimed to demonstrate the differences in sociodemographic characteristics 
as well as clinical presentation between late-onset depression (after the age of 60 years) and early-onset depression 
(before the age of 45 years) and to determine the sociodemographic risk factors for late onset depression. Fifty-five 
patients between 18 and 45 years of age (group 1) and 55 patients aged 60 years and above (group 2) diagnosed for 
the first time with major depressive disorder were compared regarding sociodemographic and clinical characteristics. 
They were recruited from the psychiatric clinic at Sohag University Hospital. All participants were subjected to a Struc-
tured Clinical Interview for DSM-IV (SCID-IV), sociodemographic data form, Beck Depression Inventory-Second Edition 
(BDI-II), and Apathy Evaluation Scale (AES).

Results: The patients in group 2 were more commonly single (29%), employed (74.54%), living in rural areas (56.36%), 
and had high school education (41.81%). While the patients in group 2 were more commonly widows (18.18%), 
unemployed (61.81%), had less than high school education (47.27%), and had chronic diseases (78.81%). Significant 
risk factors for late onset depression are being widow, unemployed, having low socioeconomic status, and having 
a chronic medical disease. Patients with late-onset depression were more commonly presented with apathy, cogni-
tive impairment, and somatic symptoms, as well as sleep disturbance (mean±SD 57±6, 70.9%, 61.81%, and 81.81%, 
respectively) than early-onset depression (mean±SD 49± 4, 47.27%, 36.36%, and 70.9%, respectively).

Conclusions: Cases with late onset depression are featured by being unemployed, widow, having low socioeco-
nomic status and low educational level, suffering from a chronic medical condition and living in an urban area. In 
late onset depression, somatic symptoms, apathy, sleep disturbances, as well as cognitive impairment are prevalent 
presenting symptoms.
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Background
Major depressive disorder (MDD) is still a difficult health 
issue throughout the life cycle [1]. Early onset depression 
(EOD) and late onset depression (LOD) are significant 
public health problems as well as a burden on patients 
and their families [2]. LOD is a highly pervasive affec-
tive condition among the elderly [3]. According to WHO, 

about 5.7% of adults older than 60 years have depres-
sion [4]. Studies done in Egypt found that the prevalence 
of depression in elderly above 60 years is about 45% of 
elderly [5, 6].

Age differences exist in many aspects in MDD 
patients [7]. In numerous studies, the term late onset 
depression refers to depressive disorders that manifest 
during the age of 60 or beyond for the first time [8]. 
Aging is usually featured with a decline in mental and 
physical health as well as elevated risks for depression 
and social isolation [9]. In terms of aetiology, clinical 
presentation, prognosis, and responsiveness to therapy, 
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depression that appears for the first time in old age dif-
fers from depression that appears in early life [10].

The elderly differ from young people in terms of main 
features, including their lifetime burden and chronic-
ity of depression as well as their constellation of risk 
factors and comorbidities. LOD is likely induced by a 
combination of risk factors, such as environmental, 
physiologic, medical, behavioral, and psychosocial fac-
tors [11].

Taking in consideration the high prevalence of depres-
sion in elderly and its impact on physical health, adher-
ence to medication, and overall quality of life, we 
considered the present study to highlight this important 
problem.

Aim of the work
This study aims to demonstrate the differences in soci-
odemographic characteristics as well as clinical pres-
entation between late-onset depression (after the age of 
60 years) and early onset depression (before the age of 
45 years), in addition to determining LOD sociodemo-
graphic risk factors.

Methods
This cross-sectional study included fifty-five MDD 
patients aged 18–45 years (group 1) and 55 patients aged 
60 years and above (group 2), assuming that age 60 being 
the lower limit of elderliness [12]. The sample size was 
calculated using Epi info sample size calculation software 
with confidence interval 90% and prevalence of depres-
sion as 10%. Calculated sample size was 98.

The included patients were diagnosed for the first time 
with major depressive disorder after a clinical interview 
depending on DSM-5 diagnostic criteria and application 
of Beck depression inventory-second edition. Partici-
pants were gathered from the psychiatric clinic at Sohag 
University Hospital from January 2021 to October 2021.

Participants provided full-informed consent to be 
enrolled in this study. In addition, the Faculty of Medi-
cine’s local ethical committee approved this study.

Inclusion criteria
Aging between 18 and 45 years (group 1), aging > 60 
years (group 2). We limited the age of the first group 
to age of 45 years (although the most accepted age for 
demarcation between early onset and late onset depres-
sion is 60 years) to ensure the clear demarcation between 
early and late onset group without overlap and diagnosed 
with major depression according to DSM-5 diagnostic 
criteria and BDI-II.

Exclusion criteria
History of other psychiatric disorders, severe or acute 
unstable medical illness, or having an intellectual 
impairment.

Tools
The sociodemographic data form (to obtain participants’ 
sociodemographic data such as sex, age, marital status, 
residence, occupation, socioeconomic status, educational 
level, and presence of chronic medical illness (ischemic 
heart disease, diabetes mellitus, hypertension, cerebro-
vascular stroke, renal, hepatic, pulmonary, or rheumato-
logical diseases).

Family socioeconomic status scale is designed by Abd 
El-Twab [13] to assess the socioeconomic status of the 
participants. It consists of 4 items: parents’ job and level 
of education, income of the family, and life style. It pro-
vides an overall score as well as an individual score for 
every item. The overall score is divided into three catego-
ries: high, moderate, and low.

In Structured Clinical Interview for DSM-IV-Clinician 
Version (SCID-CV) (First et al.) [14], we utilized the Ara-
bic version (El Missiry et al.) [15] to exclude other psychi-
atric disorders.

Beck Depression Inventory-Second Edition (BDI-II) is 
a 21-item test that is developed to assess symptoms of 
depression over the last 2 weeks. The BDI-II is consid-
ered one of the most utilized depression instruments due 
to its shortness, convenience of administration, and rea-
sonably solid psychometric features. Scoring: Items are 
rated on a 0–3 scales, resulting in a score range of 0–63, 
with higher scores indicating more severe depression. 
Scores ranging from 29 to 63 denote severe depression, 
20 to 28 moderate depression, and 14 to 19 mild depres-
sion, whereas 0 to 13 denote minimal depression [16].

Apathy Evaluation Scale (AES): AES focuses on the 
hobbies and occupations of the patients in their daily 
lives as well as their enjoyments and measures the losses 
in these areas. The scale has 18 items with scores that 
vary between 18 and 72 to evaluate the indifference in 
behavioral, cognitive, and emotional areas in the past 4 
weeks. The scale has both a self-report form and a clini-
cian form; the clinician form of the scale was used in our 
study [17].

Statistics
We used SPSS version 22 (Statistical Package for the 
Social Sciences version Inc., Chicago, IL, USA) package 
software. Quantitative data were presented in the form 
of means and standard deviations. Qualitative data were 
presented in the form of frequencies and percentages. 
The comparison of mean values was performed utilizing 
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unpaired t tests. A comparison between categorical vari-
ables was done by chi-square test. Multivariate logistic 
regression was used to assess the risk factors for late life 
depression. A P value less than 0.05 is considered statisti-
cally significant.

Results
Table 1 shows that there were no substantial differences 
between both study groups with respect to sex or soci-
oeconomic status. There is a significant statistical dif-
ference between early and late-onset depression groups 
regarding educational level, residence, marital status, 
employment, and presence of chronic medical illness, 
where the patients of the first group were more com-
monly single (29%), employed (74.54%), live in rural areas 
(56.36%), had high school education (41.81%), and were 
free from chronic medical illness (87.27%), while subjects 
in group 2 were more commonly widow (18.18%), unem-
ployed (61.81%), had less than school education (47.27%), 
and had chronic diseases (78.81%).

Table  2 shows that elderly depressed patients dem-
onstrated significantly higher scores (mean±SD 57 ± 
6) on the apathy scale than younger depressed patients 
(mean± SD 49 ± 4). Patients with low mood were more 
common in group 1 (81.81%) than in group 2 (70.9%).

Psychomotor retardation was more prevalent among 
group 2 (65.45%) than group 1 (30.9%), but agitation 
was more prevalent among group 1 (61.81%) than 
group 2 (41.81%). Cognitive impairment and somatic 
symptoms were more common in group 2 (70.9% and 
61.81%, respectively) than group 1 (47.27% and 36.36%, 
respectively). Sleep disturbance was more common in 
group 2 (81.81%) than group 1 (70.9%). There were no 
substantial differences between group 1 and group 2 
regarding guilt feeling, social isolation, suicidal idea-
tion, and appetite changes.

Table  3 shows that being a widow, being unem-
ployed, having a low socioeconomic status, and having 
a chronic medical illness are all significant risk factors 
for LOD.

Table 1 Sociodemographic characteristics of early (group 1) and late onset depression (group 2)

P value of 0.05 or less is considered significant

Item Group 1 (N=55) Group 2 (No=55) P value

Age (mean ± SD) years 37 ± 6 years 67 ± 4 years

Gender N % N % 0.063

 Male 20 36.36% 18 32.72%

 Female 35 63.64% 37 67.27%

Education 0.041*

 Illiterate 3 5.45% 7 12.72%

 Less than high school 18 32.72% 26 47.27%

 High school 23 41.81% 15 27.27%

 College 11 20% 7 12.72%

Residency 0.001*

 Rural 31 56.36% 18 32.72%

 Urban 24 43.63% 37 67.27%

Marital status 0.003*

 Single 16 29% 3 5.45%

 Married 30 54.54% 36 65.45%

 Divorced 5 9.09% 6 10.9%

 Widow 4 7.27% 10 18.18 %

Employment 0.001*

 Employed 41 74.54% 21 38.18%

 Unemployed 14 25.45% 34 61.81%

Socio economic status 0.073

 Low class 35 63.63% 39 0.9%

 Middle class 14 25.45% 12 21.81%

 High class 6 10.9% 4 7.27%

Chronic disease 0.0001*

 Yes 7 12.72% 43 78.81%

 No 48 87.27% 12 21.81%
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Discussion
Depression is a leading cause for disability and contrib-
utes significantly to the global disease burden. Com-
parative data on adults’ and older adults’ depressive 
disorders is scarce in Upper Egypt.

Our results revealed that low education (47.27%) 
and illiteracy (12.72%) are more common in late-onset 
depression, aligning with the results of Schlax et al. [18] 
and Park et al. [19].

Consistent with the findings of Kim et al. [20] and El-
Gilany et  al. [5], our study demonstrated an elevated 
prevalence of LOD in urban areas (67.27%) and this 
may be explained by lack of social networks in urban 
rather than rural areas. Nevertheless, Li and colleagues 
[21] illustrated that LOD symptoms are more prevalent 
in villages compared to cities since cities have easier 

access to health care, better community-level infra-
structure, and higher income.

This work revealed that widowed with LOD (18.18%) 
are more common than widowed with EOD (7.27%) 
while unmarried with EOD (29%) are more frequent than 
unmarried with LOD (5.45%), which is consistent with 
the results obtained by Guo and his colleagues [22], who 
concluded that the old depressed widowed scored higher 
in depression scales than others. However, these results 
could be explained by the nature of the age groups in 
general, as widowed people are more common in old age 
and unmarried people are more common in young ages.

We found that unemployment is more prevalent among 
elderly depressed subjects (61.81%) compared to young 
subjects (25.45%), which can be attributed to the age of 
retirement (60 years), which is consistent with the find-
ings of Latif [23] who confirmed that retirement harms 
mental health by increasing the symptoms of depression. 
Nonetheless, Mandal et  al. [24] indicated that retiring 
improves elderly Americans’ mental health.

Our results revealed that low socioeconomic status is 
more prevalent among old depressed patients (70.9%) 
than young depressed patients (63.63%), which is in 
agreement with Domenech-Abella et  al. [25] and Abdo 
et al. [6], who stated that low household income is a sig-
nificant predictor related to old age depression. Dome-
nech-Abella et al. [26] added that financial difficulties in 
childhood are a risk factor for depression throughout life, 
even in late life. Our findings revealed that the comor-
bidity of chronic medical diseases such as diabetes mel-
litus, hypertension, ischemic heart disease, and stroke 
represent a higher risk for depression among older adults 
(78.81%) than young adults (12.72%). Individuals with 
LOD usually suffer from severe medical comorbidities 
as well as poor adherence to treatment, as reported by 
Papadopoulos et  al. [27] and Hall et  al. [28], who dem-
onstrated that chronic medical illnesses are pervasive in 
old adults who have depression. Furthermore, Arean and 
Reynolds [29] illustrated that many psychosocial stress-
ors (particularly ischemic heart diseases and stroke) are 
considered risk factors for depression in old seniors. 
However, Groeneweg-Koolhoven et  al. [30] stated that 
patients with early and LOD revealed similar predispos-
ing risk factors.

The present study revealed that low mood is a more 
prevalent symptom among patients with EOD (81.81%) 
than patients with LOD (70.9%), which is similar to the 
results of Groeneweg-Koolhoven et al. [30]

Our results revealed that apathy was highly related to 
age, as patients with LOD demonstrated higher scores on 
the apathy scale (57±6) than patients with EOD (49±4), 
which is compatible with Groeneweg-Koolhoven et  al. 
[30], who observed that apathy as a symptom is more 

Table 2 The clinical presentation of patients with EOD (group I) 
and LOD (group 2)

P value of 0.05 or less is considered significant

Group (I) Group (II) P value

Apathy (anhedonia)
Mean ± SD

49 ± 4 57 ± 6 0.027*

BDI-II scores N=55 % N=55 % 0.078

 Mild 3 5.45% 2 3.63%

 Moderate 11 20% 9 16.36%

 Severe 41 74.54% 44 80%

Low mood 45 81.81% 39 70.9% 0.039*

Psychomotor retardation 17 30.9% 36 65.45% 0.0001*

Agitation 34 61.81% 23 41.81% 0.001*

Cognitive impairment 26 47.27% 39 70.9% 0.0001*

Guilt feeling 25 45.45% 25 45.45% 0.063

Somatic symptoms 20 36.36% 34 61.81% 0.0001*

Social isolation 13 23.63% 15 27.27% 0.371

Suicidal ideation or attempt 8 14.54% 7 12.72% 0.158

Sleep disturbance 39 70.9% 45 81.81% 0.039*

Appetite changes 32 58.18% 33 60% 0.093

Table 3 Multivariate logistic regression in LOD

P value of 0.05 or less is considered significant

Variable Odds ratio P value

Age 0.77 0.43

Sex 1.07 0.09

Education 0.9 0.27

Residency 0.66 0.63

Marital status 4.2 0.02*

Employment 5.2 0.003*

Socioeconomic status 4.4 0.01*

Presence of chronic diseases 6.3 0.002*
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common in old adults with depression (74.5%) than 
young adults with depression (53.5%). Additionally, 
Pimentel et  al. [31] observed that apathy is frequent in 
LOD and is related to poor outcomes.

Our findings suggest that psychomotor retardation is 
a more common presentation among old seniors with 
depression (65.45%) than young adults with depression 
(30.9%) which is consistent with the results of Aziz and 
Steffens [1], who demonstrated that psychomotor retar-
dation is a prominent feature in the elderly with depres-
sion. The current study found that cognitive impairment 
was more common among depressed elders (70.9%) 
than patients with early-onset depression (47.27%), 
which aligns with the results of Morimoto et al. [32] and 
Hashim et al. [33], who stated that cognitive disturbance 
is a common symptom in depressed old seniors, on the 
other side, Alexopoulos [34] cited that age-related cog-
nitive impairment and arteriosclerosis in older adults 
increase the vulnerability to depression. However, age-
related cognitive decline is pervasive in older adults. 
Byers and Yaffe mentioned that [35] when depression 
appears in old age, it is difficult to differentiate it from 
dementia since both illnesses have comparable symptom 
profiles, particularly when depression impairs cognition 
and is reported as pseudodementia.

In this study, we found that somatic symptoms were 
a common presenting symptoms among patients with 
LOD (61.81%) than patients with EOD (36.36%), which 
is compatible with the results of Morin et  al. [36], who 
observed that somatic manifestations were common 
presenting symptoms in older adults with depression, 
particularly in family practice clinics. However, physi-
cal diseases with somatic complaints are common in the 
aged population.

Our results revealed that sleep disturbance is much 
more common among depressed old seniors (81.81%) 
than depressed young patients (70.9%), which aligns with 
the results of Naismith et al. [37] and El-Gilany et al. [5], 
who reported that depression in older adults is associ-
ated with neuropsychological dysfunction and sleep 
disturbance. Nevertheless, Naismith et  al. [38] stated 
that sleep-wake disturbance in older people is a risk fac-
tor for depression onset and recurrence. However, sleep 
disturbance is a frequent complaint in old adults with-
out depression. This piece of work focuses on late onset 
depression that goes unrecognized by some physicians 
[39]. Physicians should screen elderly patients for depres-
sion, especially those who are widow, unemployed, with 
low socioeconomic status or have chronic medical ill-
ness. According to our findings, we should suspect major 
depression in elderly with multiple unexplained somatic 
symptoms after exclusion of organic causes. This will 
save time and money for the patients that are managed in 

wrong ways. Also, the presence of somatic complaints is 
considered a bad prognostic factor in geriatric depression 
[39]. As insomnia is common presenting symptom in 
geriatric depression, psychiatrists should tailor the treat-
ment to manage insomnia. In elderly patients presented 
with cognitive decline, we should put major depression in 
differential diagnosis as cognitive complaint is a common 
presenting symptom in late onset depression.

Strengths
Comparative studies on symptoms and risk factors of 
depression in young and old adults are limited in Upper 
Egypt. Patients recruited were unselected and came ran-
domly from the psychiatric clinic. Our work yields clini-
cal insights and provides a direction for future studies on 
depression across the life span.

Limitations
As the study is cross-sectional, we did not conclude a 
cause-effect relationship. There is a possibility of report-
ing bias as cognitive impairment and sleep disturbance 
could be a symptom or a cause of depression. It is unclear 
if these results can be generalized to a population of old 
and younger adults due to limited number of patients.

Conclusions
We conclude that sociodemographic characteristics of 
depression in old adults include widow, unemployed 
patients with low education, low socioeconomic status, 
living in urban areas, and commonly having medical 
comorbidities. The common presenting symptoms in old 
adults with depression are apathy, psychomotor retarda-
tion, somatic symptoms, cognitive impairment, and sleep 
disturbance.

Recommendations
All patients with LOD need a diagnostic work-up of 
somatic and psychosocial risk factors. Proper manage-
ment of risk factors of depression in the elderly may 
ameliorate the symptoms with functional and cognitive 
recovery. Future studies in larger samples would eluci-
date the generalization of these results.
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