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 I am happy to know that the 14’h Annual National Con-
ference of the Indian Association for Geriatric Mental Health — 
“GERON 2018” will be held at Imphal with the theme “Geriatric 
Care: Need for Integration” under the banner of Indian Associa-
tion of Geriatric Mental Health on 8`h-9” September, 2018 and a 
Souvenir is being brought out to commemorate the occasion.
 It is a well known fact that the life expectancy of a person 
in today’s world has become much higher than in the past and 
India is no exception. The geriatric population who are sixty years 
and above in the country is increasing very fast and hence, the 
pressing need for meaningful engagement with the issues relating 
to their welfare. Though India has a rich tradition of respecting 
and taking due cue of the elders, these old values have been fac-
ing gradual erosion because of globalisation and modernisation. 
Incidents of elder abuse are coming to light more frequently and 
the gap in the care facility provided to the elders has been widen-
ing. These are not healthy signs and IAGMH Conference which is 
being organised carries much importance. It is the platform where 
specialists in the field of mental health, exchange ideas and share 
experiences to effectuate proper care of the senior citizens. It is 
heartening that IAGMH is also handing out several Awards for 
research works and activities of excellence in the field of mental 
health.
 I wish the Conference a grand success

PREFACE

MESSAGE

Dr. Najma Heptulla
Govenor of Manipur

Dr. Najma Heptulla

August 29, 2018
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 It gives me immense pleasure to learn that the Indian 
Association of Geriatric Mental Health is organising 14” Annual 
National Conference of the Indian Association of Geriatric Mental 
Health —’GERON 2018’ with the theme “Geriatric Care : Need for 
Integration” on September 8 and 9, 2018 at Imphal and a souvenir 
is being brought out to mark the occasion.
 It is indeed true that old age is a critical phase and elderly 
people need care and sensitivity. Multiple physical and mental 
problems adversely affect the ageing population. In the face of fast 
increasing geriatric population and ever declining concern and 
care for the elderly in the country, the theme of the Conference 
could not have been more aptly timed.
 I hope that such Conferences would be a platform where 
Delegates, Experts, Medical Professionals would be engaging in 
productive discussions to improve the well being of the elderly in 
the country.
 I extend my warm greetings to all those who are associated 
with Indian Association of Geriatric Mental Health and wish the 
Conference a grand success.

PREAMBLE

MESSAGE

CHIEF MINISTER 
MANIPUR

(N. Biren Singh)

August 6, 2018
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 I am glad to learn that the 14th Annual National Conference 
of the Indian Association of Geriatric Mental Health-”GERON 
2018”, is going to be organised at Imphal on 8th and 9th September 
2018 at Hotel Grande Chingmeirong, under the banner of Indian 
Association of Geriatric Mental Health’ (IAGMH).
 Socio-demographic profile of the elderly persons and 
their mental and physical health has become a new concern of 
the present age. Being one of the voluntary organisations which 
is looking after the welfare of the elderly persons and their socio-
economic problems, IAGMH has contributed significantly in 
bringing up the status of the elderly people and their wellbeing.
 I extend my gratitude and warm regards to all the medical 
fraternities specially the members of the Indian Association 
of Geriatric Mental Health, (IAGMH)’ on the occasion of its 
140, Annual National Conference of the ‘Indian Association of 
Geriatric Mental Health-”GERON 2018”
 I wish the 14th Annual National Conference a grand 
success.

PROLOGUE

MESSAGE

(L. Jayantakumar Singh)

Manipur Secretariat South Block
Imphal

0385-2451077

PROLOGUE

L. Jayantakumar Singh
Minister : Law & Legislative 
Affirs, Health & F.W., Art & 

Culture, CADA
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 I am glad to learn that GERON 2018, the 14th Annual 
National Conference of Indian Association for Geriatric Mental 
Health (IAGMH) is being organized at Hotel Classic Grande, 
Chingmeirong, Imphal East on 8th and 9th Sept, 2018.
 Geriatric population is increasing very fast and they have 
multiple problems. They would require inputs from different 
departments. The need of the hour is to provide integrated service 
preferably under the same roof. In this regard, the theme of the 
conference “Geriatric Care: Need for Integration” is very apt and 
it might lead to initiation of better geriatric care in the region. 
One more area of concern is the growing issue of “loneliness” 
of the older persons and “elder abuse”. Legislation alone is 
not the answer to these issues, all of us have to introspect and 
acknowledge that “we must treat our elder generation the way 
we would like our younger generation treat us when we grow 
old”
 I would like to congratulate Dr. R. K. Lenin Singh, 
Organizing Secretary and his team for the hard work and 
dedication for the cause.
 Wishing the conference a grand success.

MESSAGE

Prof. A. Santa Singh
Director, RIMS 
Imphal West, Manipur

04-09-2018
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 It gives me immense pleasure to know that the “Indian 
Association of Geriatric Mental Health Integration (IAGMH)’ is 
organizing the 14th Annual National Conference of the Indian 
Association of Geriatric Mental Health - “GERON 2018” on 8th to 
9th September, 2018 at “Classic Grande, Chingmeirong, Imphal” 
with a publication of a Souvenir.
 I am sure the scientific deliberations and interactions 
among the delegates with eminent resource persons during the 
conference shall definitely provide ideas to improve geriatric care 
services jointly to all states of the India,
 I wish the conference a grand success

PRELUDE

MESSAGE

(Prof. Th. Bhimo Singh)

Prof. Th. Bhimo Singh
Director, JNIMS, 
Porompat, Imphal East

01-09-2018
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Dr. R.K. Lenin Singh,
Prof. and Head,
Department of Psychiatry,
RIMS, Imphal (Manipur)

Dear Prof. Lenin Singh,

 Kindly accept my heartiest congratulations and felicitations 
for organizing the 14th Annual National Conference of the Indian 
Association of Geriatric Mental Health – GERON 2018 on 8th - 
9th of Septmber, 2018 at Imphal, Manipur.  I am very happy to 
note that the Organizing Committee has decided to release the 
Souvenir of GERON 2018 on this occasion.
 The theme of GERON 2018 reflects the urgent need to 
integrate geriatric care, including geriatric mental health care, 
with the general health care policies and delivery systems.  
Mental health care of the elderly cannot be addressed properly 
in isolation of the general medical – surgical care.  It calls for high 
standards of collaborative care.  Moreover, much of the mental 
health problems of the elderly are preventable by providing 
adequate health care in the spring years of life.
 Imphal, the capital city of the state Manipur abounds in 
natural beauty, classical traditions and valour of its ethnic people. 
I am sure the delegates  attending GERON 2018, apart from 
enjoying the academic feast of the Conference, shall also find time 
to savour the beauty and flavours of Imphal and places around it.

(Ajit Avasthi)
President, IAGMH

FOREWORD
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 We are glad that, GERON 2018 ,the 14th Annual 
Conference of Indian Association of Geriatric Mental Health is 
being organised at Imphal, Manipur   on 8th &9th September 
2018.
 I, on behalf of IAGMH, would like to welcome al the 
delegates to take full participation and make the conference a 
grand success and enjoy the hospitality of the north easternmost 
state of the country.
 We would like to congratulate the Organising committee 
GERON 2018 for their hard work.
 Wishing GERON 2018 a grand success.

Dr. O. P. Singh
Hony. Gen. Secretary
IAGMH

BEST WISHESBEST WISHES 
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MESSAGE from Organising Chairperson, GERON 2018

Dr. N. Heramani Singh
Professor and former Head of
Dept. of Psychiatry, Regional
Institute of Medical Sciences
(RIMS), Imphal and President,
Indian Psychiatry Society,
Manipur State Branch
Mobile no: 9612950024
nheramani@yahoo.co.in

 On behalf of the Organising Committee of the 14th 
Annual National Conference of Indian Association for Geriatric 
Mental Health, I extend a warm welcome to all the delegates 
from different parts of the country and abroad. I feel proud of 
hosting this kind of National Conference (GERON 2018) for the 
first time here in Manipur. We express our immense pleasure 
and gratitude to Indian Association for Geriatric Mental Health 
for giving us such a rare opportunity to organise this National 
Conference (IAGMH – GERON 2018 on 8th and 9th September) 
at Manipur which is the easternmost tiny and potential state of 
the country. The theme of the conference “Geriatric Care: Need 
for Integration” is a very meaningful and appropriately chosen in 
view of the elder abuse which is on the rise due to globalisation 
and modernisation and changing attitude for giving care to our 
senior citizens.
 Moreover, older patients with psychiatric disorder do not 
fit easily into a single diagnostic category because they experience 
multiple symptoms that affect both physical and psychiatric 
functioning. A syndromal approach to manage seniors is always 
necessary by joining hands of all the stakeholders. All these issues 
will be elaborately highlighted in the scientific deliberations from 
the resource persons and active participations from the delegates.
To make this conference a success one is the credit of sincere 
and tireless effort of the Organising Committee and enthusiastic 
participation of the delegates. I render my heartiest thanks to all 
the Subcommittee members for their immense contributions.
 Once again, I, on behalf the Organising Committee 
warmly welcome all the resource persons and delegates for active 
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MY PRIVILEGE

Please accept my heartiest greetings.
 I am privileged to be your host. It was our dream to invite 
you as a delegate of a national event to our small state – for which 
we are proud of. We have gifted the game of polo to work. We are 
very proud of our cultural heritage, dance and our contribution to 
the nation in sports, theatres etc.
 Personally, I learned a lot working with the stalwarts in 
the field of Psychiatry from different parts of country. I truly 
love the experience. It will be a stepping stone for us for future 
academic activities.
 We tried our best for your comfortable stay and smooth 
academic programme. Please enjoy your short stay in Imphal.
Thank you on behalf of my whole team for your kind participation.

Dr. R. K. Lenin Singh
Organising Secretary
GERON 2018
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GERIATRIC CARE: NEED FOR INTEGRATION

EDITORIAL

Integrated care for geriatric mental health

Shyamanta Das, RK Lenin Singh
 
 Schizophrenia, schizoaffective disorder, bipolar disorder, 
and treatment refractory depression constitute the serious 
mental illnesses (SMI).[1] The geriatric population with SMI is 
increasing.[2] To make matters complicated, they suffer from 
other chronic medical conditions. These include cardiovascular 
disease,[3] diabetes, chronic obstructive pulmonary disease, 
obesity, and tobacco use.[4] In addition, many medical diseases 
go unrecognised.[5] Ultimate consequences are higher mortality, 
increased morbidity, greater institutionalisations, and more costs 
in this group of individuals. Thus, for proper care of the geriatric 
people with SMI, the need is to have an integrated care. And these 
cares have to be evidence-based.[1]
 Helping Older People Experience Success (HOPES) is 
such an approach.[6] This integrated health management not only 
addresses SMI but also chronic medical conditions like monitoring 
blood pressure, checking hearing and vision, etc.[7] Another 
such approach is the Functional Adaptation Skills Training 
(FAST). Here, the target population is those with schizophrenia 
spectrum disorder or psychotic mood disorders and there is less 
use of emergency medical services in the participants.[8] A third 
integrated treatment programme, Cognitive-Behavioural Social 
Skills Training (CBSST) is for the elderly with schizophrenia[9] or 
schizoaffective disorder.[10]
 All these programmes are group-based and show the 
feasibility of the same. Individuals having disabilities in physical or 
cognitive aspects are accommodated. Age-appropriate techniques 
are used for the required needs of the elderly. Improvement in 
social functioning and the ability to live independently in the 
community are the hallmark outcomes of these approaches in the 
elderly with SMI.[11]
 Moreover, certain self-management programmes 
integrated both physical and mental health.[12] This type of 
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medical and psychiatric programmes for individuals with SMI 
are:[13] the Health and Recovery Peer (HARP) programme, 
Targeted Training in Illness Management (TTIM), and 
Integrated Illness Management and Recovery (I-IMR). Adults 
with schizophrenia and bipolar disorder having comorbid 
hypertension, arthritis, and heart disease showed benefit from 
the HARP programme.[14] Adults with schizophrenia and major 
depressive disorder having comorbid diabetes mellitus showed 
improvement from TTIM.[15] Older persons with SMI and chronic 
health conditions participating in I-IMR not only improve in self-
management of psychiatric illness and diabetes but also there is 
less hospitalisations.[16,17]
 As psychiatric and medical illness co-occur commonly 
in geriatric population, integrated medical and psychiatric care 
is the call of the hour.[1] There is evidence for such integrative 
services in elderly in the form of mental health in primary care- 
for substance,[18] for suicide,[19] and for mood.[20] Under the 
circumstances, behavioural health homes appear as promising 
avenues. In this concept, people with SMI having chronic health 
conditions are delivered integrative primary healthcare.[1] 
Primary Care Access, Referral, and Evaluation (PCARE)[21] and 
Primary and Behavioral Health Care Integration (PBHCI)[22] 
are examples of successful implantation of this kind of model. 
Therefore, a way forward seems to be enrolment of individuals 
with SMI in behavioural health homes and addition of self-
management techniques.[21-24]
 Advances in health technology in the form of telehealth 
interventions has the potential of achieving promising outcomes, 
e.g. in persons with SMI and co-occurring diabetes.[25,26] 
Additionally, mobile and online technologies in the forms of 
smartphone and social media have capacity to improve psychiatric 
and medical conditions in this population.[27,28] PeerTECH[28,29] 
is such an example for successful implementation of combining 
peers with technology while delivering services to the elderly 
with SMI and medical comorbidity like cardiovascular disease, 
obesity, or diabetes.[30] People in the geriatric age group having 
mental and physical health concerns can be benefitted from 
social media like Facebook and Twitter, integrated within the 
collaborative care model from a community of peers.[31,32]
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 An interesting piece of work was carried out here in India; 
Rajasthan, to be specific.[33] Thirty per cent of 201 participants 
with SMI were 50-year-old or more. More than 70% has a mobile 
phone. Interest was shown by more than 80% to receive by phone 
mental health services. Similar reports about the use of mobile 
phone and mobile technology by elderly for chronic medical 
conditions as well as co-occurring mental and physical health 
needs are available from other low- and middle-income countries 
(LMIC) like Bolivia, China, Brazil, and Peru.[34-36]
 Adapting this kind of potential solutions from LMIC 
for addressing the shortfalls in geriatric mental health services 
in developed economies is known as reverse innovation.[37] 
To increase awareness of geriatric mental health and to engage 
family members in the support of elderly with psychiatric needs 
are some other examples of such innovation.[38]
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CHAPTER I

Healthy ageing

Athokpam Ranita Devi, Kh. Robindro Singh

 We all desire for a long and healthy life. We cherish the 
life of those people who lived a healthy life without any disease 
or infirmity. But this rapidly changing world is making our health 
at risk. Environmental pollutions, psychosocial unrest, violence, 
economic instability all contribute to the myriad of health issues. 
There is concern for healthy diet, healthy lifestyle, healthy 
workplace, and very importantly healthy ageing.
 As each one of us would pass through the process of 
ageing sooner or later, we should inculcate habits and lifestyles 
which can bring about healthy ageing. So, what can be the 
possible determinants for healthy ageing? Does it depend on 
the environmental factors or do physical and mental disorders 
play any major role? There are various complex definitions of 
healthy ageing as per WHO and other researchers but in order 
to understand healthy ageing we need to remember the basic 
definition of health given by WHO- “Health is a state of complete 
physical, mental, and social well being, and not merely the 
absence of disease or infirmity”1 . Physical and mental disorders 
depend on the genetic, biological and environmental and other 
modifiable factors etc. Even though we could not do much about 
the genetic predisposition we certainly can change the modifiable 
factors to help reduce certain disorders. Moreover one should also 
try to maintain the functional ability in order to achieve healthy 
graceful ageing.
Functional ability encompasses broadly as follows:
o one should be able to do his/her daily routine,
o maintain self-sufficiency including adequate mobility,
o should be able to learn and make decisions ,
o maintain healthy relationships and
o able to contribute something to society.
 The capability of a person’s ability to see, hear, think 
logically, memorize and walk etc. is categorized as intrinsic capacity 
of an individual. In short it is the physical and mental capacities 
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a person possesses. Whereas environmental factors includes 
his friends, home environment, family members, relationships, 
workplace etc. the interaction between the environmental factors 
and the intrinsic capacity will determine his functional ability 
which in turn affects a person’s healthy ageing.
 As we have discussed earlier ageing well is influenced by 
fixed (genetic) and modifiable factors. Functional status is a major 
independent risk factor for dependency, institutionalization and 
mortality in older populations. As compared to communicable 
diseases the disease burden (measured by the DALYs) for non-
communicable diseases is huge. In olden days communicable 
diseases in all the age group were of great concern. Nowadays 
with the advancement of medical science, non-communicable 
diseases such as diabetes, hypertension, cancers, stroke, arthritis 
is the major public issue. While old age is not usually devoid of 
ill health, age-related impairment, limitation and restrictions that 
contribute to frailty can be modified2-3. The clinician has a key 
role in ameliorating age-related and pathological changes4.
 The evidence base shows that the impact of many non 
communicable diseases can be ameliorated by lifestyle changes5, 
notably physical activity and dietary modification, and obesity, 
tobacco, alcohol, salt, blood glucose and blood pressure reduction. 
Proactive management may include conducting – and acting upon 
– a health assessment, assessing factors such as dementia, falls, 
immunization status, continence, oral health, hearing and vision. 
In their review, Stuck et al noted that such assessments need to be 
regularly reviewed and that assessments appear more beneficial 
for the ‘young old’ (65−74 years) and those with a lower mortality 
risk6. A later review confirmed the benefits of assessment7, 
reporting reductions in nursing home admission, falls and physical 
function decline following complex community interventions. A 
systematic approach with appropriate intervention and follow-
up is needed to promote health and reduce functional decline8. 
For example, a consultation with a patient who is sedentary and 
obese, and has diabetes and poor eating habits, may result in 
referral to a dietitian. The feedback from the consultation with the 
specialist can then be discussed with the patient, key messages 
reinforced and the next steps determined with them.
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 Mental health problems are such as depression, insomnia, 
anxiety disorders, dementia etc. are also very common in old age. 
Proper medications and other psychotherapeutic approaches 
should be made available to the elder community. Completed 
suicide rates in elderly male living alone is very high as reported. 
Proper care and assistance should be given to prevent suicide. 
Suicide risk assessment to be done whenever deemed necessary. 
Elder abuse should also be kept in our mind while dealing with the 
elderly and extending treatment and help should be prioritized. 
Problem of polypharmacy to be dealt seriously and side effects of 
medications should be made aware from the treating physicians.
Some simple tips for healthy ageing are regular health check-
up, proper medications, regular exercise, nutritious diet, staying 
connected with friends and family members, proper planning for 
retirement and joining a support group etc.
 To conclude, we should aim not only for longevity but also try 
to achieve quality of life as we grow older. It would be right to 
mention that an integrated care system for older adults for a 
healthy ageing is the need of the hour.
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CHAPTER II

Early interventions in anxiety disorder in 
elderly

Maheshwar Nath Tripathi, Indira Sharma

INTRODUCTION
 Until the last decade, anxiety disorders were a relatively 
unrecognized public health problem among older adults. Recent 
emerging data have suggested a high prevalence and significant 
impact of anxiety in later life. Elderly may experience anxiety 
more commonly than other age groups for different reasons: with 
growing age they experience more losses, more pain and chronic 
conditions, are often on multiple medications that might escalate 
anxiety. It is also challenging to get an accurate diagnosis of the 
problem in this stage of life. In later life, emotional disorders are 
seldom causes for referral to a psychiatrist, although this may 
be largely because of non-presentation by patients and lack of 
recognition or referral by general practitioners.
MAGNITUDE OF THE PROBLEM
Epidemiology of anxiety in the elderly: Indian studies
 After 1985, 6 Indian studies addressed psychiatric and anxiety 
disorders in subjects aged 60 and above. 
 Bhogale and Sudarshan (1993) described the diagnostic 
profile of 238 elderly outpatients attending the psychiatric 
clinic of two general hospitals in Karnataka. They observed that 
anxiety reaction accounted for 3% of subjects, and that obsessive-
compulsive disorder formed <1 % of the sample.[1]
 Prasad et al (1996) studied 265 elderly outpatients at a tertiary 
care mental hospital in Bangalore. They observed that neurotic 
disorders accounted for 17% of the sample; some of these patients 
may have had anxiety disorder, though the number was not 
specified. [2]
 Pereira et al (2002) studied 698 geriatric patients attending a 
psychiatric hospital in Goa. They observed that nearly 9% of the 
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patients had neurotic, stress-related, and somatoform disorders 
(ICD-10, World Health Organization, 1992); of these, a little over 
a third were diagnosed with mixed anxiety and depression. [3]
 Singh et al (2004) described 181 geriatric outpatients 
presenting at the psychiatric clinic of a teaching general hospital 
in Chandigarh. They found that nearly 16% of patients had ICD-
10 neurotic, stress-related, and somatoform disorders; there was 
no mention of the proportion of subject with specific anxiety 
disorders.[4]
 Tiple et al (2006) described the psychiatric morbidity in 
patients in Varanasi. They found that nearly 5% of geriatric 
patients (n=84) in the psychiatry outpatient department of a 
general hospital had GAD; the corresponding figures for subjects 
in other categories were reported, but could have been of doubtful 
reliability because of the very small sample sizes in the respective 
groups.[5]
 The only population-based study was reported by Tiwari and 
Srivastava (1998). These authors identified 488 elderly subjects in 
a rural region of Uttar Pradesh. Nearly 9% of the subjects were 
diagnosed with ICD-9 (World Health Organization, 1977) anxiety 
neurosis. [6]
 It should be kept in mind that anxiety is a result of inadequate 
coping and inadequate support in the face of stress; therefore, as 
stress is low and support is high in elderly subjects in the average 
Indian household, the prevalence and magnitude of anxiety 
disorders in the elderly may be lower in India than in the West. 
Epidemiology of anxiety in the elderly: Western studies
 Community prevalence rates for anxiety disorders in older 
adults range from 3.5% to 10.2%, suggesting a higher prevalence 
than late-life depression. Of all the anxiety disorders in later life, 
generalized anxiety disorder (GAD) is one of the most frequently 
diagnosed, with community prevalence ranging from 1.9% to 
7.3%.[7,8,9] GAD also seems to be the most frequently diagnosed 
anxiety disorder in primary care, where older adults most often 
present for assistance, with rates ranging from 3.1% to 11.2%.
[10,11] Anxiety symptoms that do not necessarily meet criteria for 
a psychiatric diagnosis occur even more often, with rates as high 
as 15% to 20% in general community and primary care samples 
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and over 40% in patients who have disability or chronic medical 
illnesses. [12,13,14,15]
 Anxiety symptoms and disorders are associated with 
decreased physical activity and functional status, poor self-
perceptions of health, and increased loneliness. Anxiety in elderly 
also is associated with increased physical disability, and decreased 
quality of life.[16,17,18,19] 
REASONS FOR LATE DIAGNOSIS
Anxiety a natural reaction to life situations
 Despite the high prevalence and significant impact on 
quality of life, anxiety symptoms and disorders frequently remain 
unrecognized and under-treated among older adults. One of the 
primary reasons that anxiety disorders in the elderly may be 
under diagnosed is the fact that the symptoms of these disorders 
can mimic the symptoms of other issues that can occur with the 
process of aging (e.g. bereavement, infirmity, dependence, sensory 
deficits, and isolation). Elders can abuse or neglect themselves 
by not caring about their own personal health and well-being.
[16]Some clinicians may conclude that anxiety or avoidance is 
an inevitable or adaptive response to aging and therefore not 
pathological; in many cases, this conclusion may be inaccurate.
To date, no geriatric-specific anxiety disorders have been included 
in the diagnostic nomenclature.
Anxiety a natural reaction to physical comorbidity
 Attribution of anxiety as inevitable or adaptive/natural 
response to a comorbid physical condition may also muddy 
the diagnostic waters.  Clinician may also attribute symptoms 
to realistic, age –appropriate health problems, worries, or fears. 
Elder self-neglect can lead to illness, injury or even death
Focus on physical illness rather than mental illness
 Anxiety disorders often co-exist with other psychiatric and 
medical disorders.[20,21] The recognition of anxiety in older 
patients is complicated by the presence of coexistent medical 
illness and treatments as well as a symptom presentation 
characterized more often by a somatic picture and the reluctance 
to acknowledge psychological difficulties.[22] This may take 
the focus away from psychological symptoms that can help to 
diagnose an anxiety disorder. 
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Physical illnesses/medical conditions causing anxiety
 Anxiety typically accompanies serious physical illness, 
particularly when the conditions are chronic, or associated with 
pain and are possibly terminal.[21,23] Endocrine, cardiovascular, 
pulmonary, and neurologic disorders are most probable, but other 
medical conditions also may produce anxiety as a response to a 
physiologic stressor.[22] Because the incidence of general medical 
illness increases with age, the prevalence of these syndromes also 
increases. Disentangling the symptoms (physical illness from 
psychological) may be difficult, and treatment for one disorder 
may worsen the other.
Anxiogenic effect of certain drug combination
 The elderly are particularly susceptible to neuropsychiatric 
complications of medications with susceptibility attributable to 
both frequency of exposure and to sensitivity.[24] Elderly are very 
likely to be on some or multiple medications. The study of drug 
use in general medical clinic revealed that the average number 
of medication per person was 3.2; in person over 65 of age, the 
average number was 5.0 medications.[25] The adverse reaction 
rate of drugs increases with the number of medications the person 
is taking. Diagnostic issues are complicated by lack of awareness 
of anxiogenic effect of certain medications, which can cause or 
contribute to anxiety-like symptoms.
Anxiety in elderly may have different aetiologies
 Anxiety in late life stems not only from inborn, childhood, 
and adult origin but also may be triggered by social isolation, 
migration, trauma (including crime), illness in   the spouse, and 
bereavement. It is associated with stroke, cardiac arrhythmias 
failure, and angina, COPD, dementia, Parkinson’s disease, 
malignancy, depression, malnutrition, and alcohol abuse. Thus 
late-onset anxiety may share criteria for early-onset anxiety but 
may have different aetiologies. In later life, emotional disorders 
are seldom causes for referral to a psychiatrist, although this may 
be largely because of non-presentation by patients and lack of 
recognition (weak interview skills for interviewing elderly) or 
referral by general practitioners, which leads to another reason 
for serious underestimate of elderly anxiety.
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Symptom complexity
 In late-onset anxiety several new studies point to the 
complexity of somatic and psychiatric symptoms. In United 
States study of 2091 patients in 15 primary care clinics, different 
screening instrument were applied.[26] Comorbidity was found 
in the majority of cases between diagnoses of depression, GAD, 
and somatization. Severe anxiety was almost four times more 
common among patients who had gastrointestinal symptoms 
than those who did not.[27] In another United States primary 
care study, patients reporting pain (headache, muscle pain, 
stomach pain) were likely to have GAD, panic disorder, or major 
depression.[28]
DIFFERENT FORM OF ANXIETY DISORDER IN ELDERLY
Panic disorder
 Although panic disorder may have a geriatric onset, more 
often panic disorder in the elderly represents the persistence of a 
disorder with an onset in young adulthood into later life, especially 
when inadequate or appropriate treatment has occurred during the 
intervening years. Sheikh reported that panic disorder may occur 
de novo at an older age, but that late-onset conditions generally 
are characterized by fewer panic symptoms, less avoidance, and 
lower score on somatization measures compared with younger 
cohort. The incidence of associated agoraphobia may be higher 
than in younger age group. [29]
Social phobia and specific phobias
 Generally, social phobia is chronic and persists into later life.
[22] Fear of crime and fear of dying are two specific phobias that 
are more likely to occur in older as opposed to younger patients.
[30,31] Fear of fall and fear of dark another common phobia in 
clinical practice.
Post-traumatic stress disorder
 PTSD also may develop in older adults. The fragility of the 
autonomic nervous system in older persons may account for 
the development of anxiety after a major stressor. Because of 
concurrent physical disability, older persons react more severely 
to posttraumatic stress disorder (PTSD) than younger persons. 
One difference reported for older patients was the tendency to 
re-experience the trauma less frequently but to display more 
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symptoms of hyperarousal. PTSD of the chronic type acquired at 
a younger age also may extend into later life.[32]
Obsessive-compulsive disorder
 Obsessions and compulsions may appear for the first time 
in older adults, although older adults with obsessive-compulsive 
disorder (OCD) usually had demonstrated evidence of the disorder 
(e.g., being orderly, perfectionist, punctual, and parsimonious) 
when they were younger. [30]
Acute stress disorder
 These acute reactions last less than 1 month and occur in 
response to an identifiable stressor. In older versus younger adults, 
such disorders may surface more frequently with somatic “target 
symptoms”. Such response to stress ultimately may develop into 
a more persistent disorder such as a GAD, panic, phobic, or PTSD. 
Anxiety disorder caused by General Medical Condition and 
substance-induced Anxiety disorder:
 General medical condition may masquerade as somatic 
manifestation of anxiety.[23] Endocrine, cardiovascular, 
pulmonary, and neurologic disorders are most probable, but 
other medical conditions also may produce anxiety as response to 
a physiologic stressor. Because the incidence of general medical 
illness increases with age, the prevalence of these syndromes also 
increases. In some cases, anxiety secondary to a general medical 
condition or substance abuse may mask a delirium.[33]
 Alcohol and drug abuse and dependence, as well as toxicity 
from prescription medications, are common in older adults 
presenting with anxiety. Withdrawal from sedative hypnotic 
agents, caffeine, or nicotine also may produce significant anxiety 
as can many medications such as sympathomimetic compounds, 
theophylline, thyroid replacement therapies, steroids, neuroleptics 
agents, psychostimulants, antidepressants, and numerous over-
the-counter agents. Thus, the clinical evaluation must include a 
through drug history, including alcohol or substance use.
Generalized anxiety disorder
 Of all the anxiety disorders in later life, generalized anxiety 
disorder (GAD) is one of the most frequently diagnosed, 
characterized by pattern of excessive worrying over simple, 
everyday occurrences and events.
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WHY TALK OF EARLY TREATMENT?
Complications if untreated
 Well established fact is coexisting anxiety and depression 
typically represents a more severe disorder than depression 
alone. Because onset is often early in life, older adults with anxiety 
disorders have usually experienced a chronic course. Distress and 
impairment associated with these disorders can be substantial. 
Suicide may be one consequence. [34]
 Alcohol and drug abuse and dependence, as well as toxicity 
from prescription medications are common in older adults 
presenting with anxiety. Older patients may abuse anxiolytics 
to ally chronic anxiety or to ensure sleep. [28] Benzodiazepines 
can affect cognitive functioning and psychomotor performance, 
leading to an increased risk of hip fractures caused by falls, a 
decreased ability to drive, and an increase in memory problems.
Older person with anxiety may misuse over-the-counter 
substances, including nicotine and caffeine. Over-the-counter 
analgesics are used by 35% of older persons and 30% use laxatives.
Losses if untreated
 Among older people, anxiety symptoms and disorders are 
associated with decreased physical activity and functional status, 
poorer self-perceptions of health, decreased life satisfaction, and 
increased loneliness, even with adjustments for demographic 
variables and severity of chronic disease. Anxiety in later life also 
is associated with increased physical disability, decreased quality 
of life and increased service use. Rates of coexistent depressive 
disorders are high, and anxiety has been associated with increased 
mortality in men.[16-22]
Intensification of physical illness
 GAD is associated with a number of somatic diseases. 
Several modern studies have shown elevated risks of lethal and 
non-lethal cardiac events in patients, particularly men, who have 
cardiovascular disease and who also suffer from GAD/ anxiety/ 
or depression and vice versa.[35,36] It is important to screen for 
anxiety symptoms to enable anxiolytic interventions in patients 
who have cardiovascular disease. Such interventions may prevent 
cardiac events and prolong life, as well as providing symptomatic 
relief. Regrettably, there are no published controlled trials to 
support this assumption.



19

GERIATRIC CARE: NEED FOR INTEGRATION
 Anxiety including GAD, is a risk factor for cardiovascular 
and pulmonary disease, diabetes, and brain injury.
 Among the 41 000 patients in the united States diagnosed 
annually with primary brain tumours, as many as  one half may 
develop GAD and /or depression.[37] Less than half these cases 
receive anxiolytic/ antidepressant therapy. Psychiatric referral 
should be routine for such patients. According to a literature 
review, 25% of patients who have a traumatic brain injury (TBI) 
have GAD, with a temporal onset that suggests causality. [38]
GAD had a negative impact on recovery. 
 The association between type 1 and type 2 diabetes and 
anxiety was examined in a literature review.[21,39] Anxiety 
diagnoses were associated with hyperglycemias.
Patients who have chronic obstructive pulmonary disease have 
increased rates of GAD and panic disorder. [40,41]
Poor compliance to medication and non-medication advice
 In general, elderly have compliance problems with 
medications, both underusing and overusing them, and taking 
medications prescribed for someone else. As many as 75% of 
elders living  at home  are noncompliant with medications, and 
medication non-compliance rises with the number of medications 
and the disability of the patient.[42] In addition, elders tend to 
take medications that had been prescribed previously but are 
no longer necessary, and tend to “shop around”, obtaining and 
ingesting medications from various physicians often without the 
knowledge of other prescribing physicians.
MANAGEMENT
Approach to treatment
 A careful family history of anxiety or other psychiatric 
disorders often is overlooked but frequently is very helpful. 
Mental status examination should seek to identify cognitive, 
behavioural, and psychological symptoms of anxiety as well as the 
physiologic or somatic sign and symptoms. Rating scales, such as 
Hamilton Anxiety Scale, the Zung Anxiety Scale, the Beck Anxiety 
Inventory, and the State Trait Anxiety Inventory, are often useful 
in documenting the clinical course.[43] Routine laboratory tests 
as well as thyroid function tests, vitamin B12 levels, folate levels, 
and drug and pattern of alcohol use are quite useful in ruling out 
the medical causes of anxiety.
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Clinical management
Pharmacological management
Regulatory agencies advise caution in treating elderly patients 
with medications because of the risk of interaction with other 
medications and an impaired drug metabolism caused by kidney 
and hepatic disease. Anxiety in older adults has traditionally 
been treated pharmacologically, often with benzodiazepines.
[30] However, the clinical recommendations for pharmacologic 
treatment actually have been much broader, including suggestions 
to consider serotonergic antidepressants, buspirone, and 
venlafaxine. Further clinical recommendations are often derived 
from clinical trials with younger adults, even though outcome 
data from these studies may not generalize to older samples, given 
the differential pharmacokinetic properties of medications, the 
greater potential impact of adverse events among older patients, 
and the increased frequency of coexistent medical problems that 
complicate treatment. 
Benzodiazepines: Clinical recommendations for the use of 
benzodiazepines with older adults suggest that lower doses of 
compounds with shorter half-lives be used over a briefer interval 
than might be the case for younger patients.[44]
 Lorazepam (half-life 15 hr), oxazepam (half-life 8 hr), 
and alprazolam (half-life 12 hr), have the advantage of having 
virtually no important pharmacologically active metabolites. 
Lorazepam and oxazepam may be preferable in that they are 
inactivated by direct conjugation in the liver, a mechanism that 
is not significantly affected by aging.[45] Lorazepam has added 
clinical utility because it the only benzodiazepine that is absorbed 
reliably when given intramuscularly.[43]
 Side effects of clonazepam include liver enzyme abnormalities, 
which necessitates periodic liver enzyme determination. 
Clonazepam with its longer half- life (18hr) and slower clearance 
is less likely than alprazolam to produce accidental or precipitous 
withdrawal syndromes.
Antidepressants: The effectivness of various antidepressants in 
treating anxiety in older patients is similar to that in younger 
patients. Early studies supported the efficacy of TCA and 
benzodiazepines as well as monoamine oxidase inhibitors.[46,47] 
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More recently, selective serotonin reuptake inhibitor (SSRI) 
medications appear to represent the first-line acute treatment for 
geriatric anxiety. No maintenance studies have been performed.
[30]
Non-pharmacological treatment
 Psychotherapy, behaviour technique, and other psychological 
approaches have been used alone or in combination with 
pharmacologic treatment for anxiety in geriatric patients. 
Numerous reports have published the significant benefits and 
efficacy of cognitive behaviour therapy in younger patients.
[30]Cognitive behaviour therapy may serve as an alternative to 
pharmacologic treatment in patients who cannot tolerate or will 
not take drug and have minimal cognitive or memory deficits.
 CBT, supportive psychotherapy and insight oriented 
psychotherapy are major psychotherapeutic approaches in GAD 
and panic disorder. Other psychotherapeutic interventions 
shown effective for GAD, panic disorder, phobias, and OCD 
in younger patients also suggested for geriatric patients.
[30] Alternatives to cognitive-behavioral therapy (CBT) and 
combinations of pharmaco- and psychotherapy have not been 
investigated. Activities that increase flexibility, strength, and 
cardiovascular endurance are preferred. Regular exercise, which 
is reported to be an effective nonpharmacologic treatment for 
stress, anxiety, and insomnia or sleep disturbance in younger 
patients is recommended.  Attention to proper diet, social, and 
other meaningful activities also may be helpful.[30]

REFERENCES
1. Bhogale GS, Sudarshan CY. Geriatric patients attending a 

general Hospital Psychiatry Clinic. Indian J Psychiatry 1993; 
35: 203-205.

2. Prasad KMR, Sreenivas KN, Ashok MV, Bagchi D. 
Psychogeriatric patients - a sociodemographic and clinical 
profile. Indian J Psychiatry 1996; 38:178-181.

3. PereiraYDS, Estibeiro A, Dhume R, Fernandes J. Geriatric 
patients attending tertiary care psychiatric hospital. Indian J 
Psychiatry 2002; 44: 326-331

4. Singh GP, Chavan BS, Arun P, Lobraj, Sidana A. Geriatric 



22

GERIATRIC CARE: NEED FOR INTEGRATION
out-patients with psychiatric illnesses in a teaching hospital 
setting - a retrospective study. Indian J Psychiatry 2004; 
46:140-143.

5. Tiple R Sharma SN, Srivastava AS. Psychiatric morbidity in 
geriatric people. Indian J Psychiatry 2006; 48: 88-94.

6. Tiwari SC, Srivastava S. Geropsychiatric morbidity in rural 
Uttar Pradesh. Indian J Psychiatry 1998;40:266-273.

7. Bland RC, Newman SC, Orn H. Prevalence of psychiatric 
disorders in the elderly in Edmonton. Acta Psychiatr Scand 
Suppl 1988;338:57–63.

8. Beekman AT, Bremmer MA, Deeg DJ, et al. Anxiety disorders 
in later life: a report from the Longitudinal Aging Study 
Amsterdam. Int J Geriatr Psychiatry 1998;13(10):717–26.

9. Blazer D, George LK, Hughes D. Anxiety in the elderly: 
treatment and research. In: Salzman C, Lebowitz BD, editors. 
The epidemiology of anxiety disorders: an age comparison. 
New York: Springer Publishing Company; 1991. p. 17–30.

10. Wittchen HU, Kessler RC, Beesdo K, et al. Generalized anxiety 
and depression in primary care: prevalence, recognition, and 
management. J Clin Psychiatry 2002;63(Suppl 8):24–34.

11. Tolin DF, Robison JT, Gaztambide S, et al. Anxiety disorders 
in older Puerto Rican primary care patients. Am J Geriatr 
Psychiatry 2005;13(2):150–6.

12. Himmelfarb S, Murrell SA. The prevalence and correlates 
of anxiety symptoms in older adults [part 2]. J Psychol 
1984;116:159–67.

13. Mehta KM, Simonsick EM, Penninx BW, et al. Prevalence 
and correlates of anxiety symptoms in well-functioning older 
adults: findings from the health aging and body composition 
study. J Am Geriatr Soc 2003;51(4):499–504.

14. Kunik ME, Roundy K, Veazey C, et al. Surprisingly high 
prevalence of anxiety and depression in chronic breathing 
disorders. Chest 2005;127(4):1205–11.

15. Brenes GA, Guralnik JM, Williamson J, et al. Correlates of 
anxiety symptoms in physically disabled older women. Am J 
Geriatr Psychiatry 2005;13(1):15–22.

16. Tripathi MN, Srivastava AS, Oodun RN. Issues of elder abuse. 
Dysphrenia. 2012;3 (1): 11-13.



23

GERIATRIC CARE: NEED FOR INTEGRATION
17. Bourland SL, Stanley MA, Snyder AG, et al. Quality of life in 

older adults with generalized anxiety disorder. Aging Ment 
Health 2000;4(4):315–23.

18. Stanley MA, Diefenbach GJ, Hopko DR, et al. The nature 
of generalized anxiety in older primary care patients: 
preliminary findings. Journal of Psychopathology and 
Behavioral Assessment 2003;25(4):273–80.

19. Wetherell JL, Thorp SR, Patterson TL, et al. Quality of life 
in geriatric generalized anxiety disorder: a preliminary 
investigation. J Psychiatr Res 2004;38(3):305–12.

20. Srivastava AS, Mara B, Pandey S, Tripathi MN, Pandit B, 
Yadav JS. Psychiatric morbidities in postpartum females: a 
prospective follow-up during puerperium. Open J Psychiatry 
Allied Sci. 2015;6:101-5.

21. Srivastava AS , Nair A, Singh SK, Tripathi MN, Pandit B, 
Yadav JS. Study on psychiatric morbidities in patients with 
newly (recently) detected type 2 diabetes mellitus. Open J 
Psychiatry Allied Sci. 2016;7:132-6.

22. Blazer D, George LK, Hughes D. Anxiety in the elderly: 
treatment and research. In: Salzman C, Lebowitz BD, editors. 
The epidemiology of anxiety disorders: an age comparison. 
New York: Springer Publishing Company; 1991. p. 17–30.

23. Srivastava AS, Shukla A, Pandey S, Asthana AK, Tripathi 
MN, Pandit B, Yadav JS. Psychiatric morbidities in patients 
of carcinoma cervix. Open J Psychiatry Allied Sci. 2017;9:55-8.

24. McConnell H, Duffy J: Neuropsychiatric aspects of medical 
therapies. In Coffey CE, Cummings JL (eds): Text book 
of Geriatric Neuropsychiatry. Washington DC, American 
Psychiatric Press, 1994, pp 549-574.

25. Stewart RB, Hale WE: Acute confusional state in older adults 
and the role of polypharmacy. In omen GS (ed): Annual 
review of public health. Palo Alto, Annual Reviews, 1992, 
pp415-430.

26. Lowe B, Spitzer RL, Williams JBW, et al. depression, anxiety 
and somatization in primary care: syndrome overlap and 
functional impairment. Gen Hosp Psychiatry 2008; 30:191-
199.

27. Mussell M, Kroenke K, Spitzer RL, et al. Gastrointestinal 



24

GERIATRIC CARE: NEED FOR INTEGRATION
symptoms in primary care: prevalence and association with 
depression and anxiety. J Psychosom Res 2008;64: 605-12.

28. Means_christensen AJ, Roy-Byrne PP, Sherbourne CD, et 
al. Relationships among pain, anxiety, and depression in 
primary care. Depress Anxiety 2008;25:593-600.

29. Sheik JI. Is late-onset panic disorder a distinct syndrome? 
Presented at the 146th Annual Meeting of the American 
psychiatric Association, San Francisco, May 1993.

30. Sadock BJ, Sadock VA. Synopsis of Psychiatry 10th edition, 
Publisher Wolters Kluwer, Lippincott Williams and Wilkins.

31. Clarke AH, Lewis MJ. Fear of crime among the elderly. British 
journal of Criminology 1982; 22:49-62

32. Kuch K, Cox BJ. Symptoms of PTSD in 124 survivors of the 
Holocaust. Am J Psychiatry 1992; 149:3337-3340.

33. Tueth MJ. Anxiety in the older patients: Differential diagnosis 
and treatment. Geriatrics 1993;48:51-54.

34. Allgulander C. Generalized Anxiety Disorder: Between Now 
and DSM-V. The Psychiatric Clinics of North America Sep 
200932;3:611-628.

35. Fasure-Smith N, Lesperance F. depression and anxietyas 
predictors of 2 year cardiac events in patients with stable 
coronary artery disease. Arch Gen Psychiatry 2008;65:62-71.

36. Goodwin RD, Davidson KW, Keyes K. mental disorder and 
cardiovascular disease among adults in the United States. J 
Psychiatr Res 2009; 43: 239-246.

37. Arnold SD. Forman LM , Brigidi BD , et al. Evaluation and 
characterization of generalized anxiety and depression in 
patients with primary brain tumors. J Neurooncol 2008; 
10:171-81.

38. Rogers JM, Read CA . Psychiatric comorbidity following 
traumatic brain injury. Brain Inj 2007;21:1321-33.

39. Anderson RJ, Grigby AB, Freedland KE, et al. Anxiety 
disorder and poor glycemic control: a meta-analytic review 
of the literature. Int J Psychiatry Med 2002; 32: 235-47.

40. Brenes GA. Anxiety and chronic obstructive pulmonary 
disease; prevalence, impact and treatment. Psychosom Med 
2003; 65 : 963-70.

41. Harter MC , Conway KP, Merikangas KR. Associations 



25

GERIATRIC CARE: NEED FOR INTEGRATION
between anxiety disorders and physical illness, Eur Auch 
Psychiatry Clin Neurosci 2003;253:313-20. 

42. Marsh CM. Psychiatric presentations of medical illness. The 
Psychiatric Clinics of North America 1997,20;1:181-204.

43. Sheikh JI. Anxiety and panic disorder. In Buss EW, Blazer DG 
(eds): Textbook of Geriatric Psychiatry, ed2. Washington DC, 
American Psychiatric Press, 1996; p279.

44. Sheikh JI, Cassidy EL. Treatment of anxiety disorders in the 
elderly: issues and strategies. J Anxiety Disord 2000;14(2):173–
90.

45. Barlow DH, Gorman JM, Shear MK , et al. Cognitive-
behavioral therapy , imipramine, or their combination for 
panic disorder: a randomized controlled trial. Jama 2000; 
283(19):2529-36.

46. Moroz G, Rosenbaum JF. Efficacy, safety, and gradual 
discontinuation of clonazepam in panic disorder: a placebo-
controlled, multicenter study using optimized dosages. J Clin 
Psychiatry 1999;60(9):604-12.

47. Moran MG, Thompson TL II, Nies AS. Sleep disorders in the 
elderly. Am J Psychiatry 1988; 145:1369-1378.



26

GERIATRIC CARE: NEED FOR INTEGRATION
CHAPTER III

Current understanding of the neurobiology of 
vascular depression

Samrat Singh Bhandari, Sanjiba Dutta

BACKGROUND
 The demography of the world population is showing a trend 
towards greying with decrease in birth rate and increase in life 
expectancy. India which is also showing the ‘greying’ of the 
population, though a slower rate, will have a huge problem in 
planning for the policy makers in view of the enormous size of 
this group of population [1]. Depression is common in the elderly 
population; prevalence of depression has been found to be high both 
in the community and medical settings in India. A high prevalence 
of physical illnesses was also found among the depressed elderly 
which includes musculoskeletal system, cardiovascular system 
and ophthalmic system [2]. Late Life Depression (LLD) is the 
term commonly used for depression in the age group above 60 
years. This elderly group may have and early onset depression 
(EOD) if there is history of past episode of depression which had 
happened before entering the sixties. In comparison to EOD, 
LOD is said to have poor prognosis, more chance of treatment 
non-response and is associated with cognitive impairment[3,4]. 
The role of genetic predisposition for mood disorder does not 
hold true for LLD and is replaced by association with structural 
abnormalities in the brain. Neuroimaging studies reveals LOD is 
associated with White Matter Hyperintensities(WMH) which are 
the areas of increased intensities, which becomes apparent in T2 
weighted Magnetic Resonance Imaging (MRI) [5]. These WMH 
are seen in people with cerebrovascular risk factors particularly 
hypertension[6]. Alexopoulos et al. in 1997 proposed the 
hypothesis for “Vascular Depression” (VaDep) which suggest that 
cerebrovascular disease including small vessel ischemic changes 
can predispose, precipitate or perpetuate depression among the 
elderly[7].
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HOW VaDep DIFFERS FROM NON VaDep IN CLINICAL 
PRESENTATION?
 In the elderly, VaDep differs clinically from the non VaDep. 
The clinical presentation which favours VaDep is psychomotor 
retardation, apathy, impairment in executive function, anhedonia, 
reduced information processing speed, visuospatial deficit and 
poor insight. There is higher prevalence of cardiovascular illness 
esp. hypertension, more chances of progression to dementia in 
VaDep as compared to non VaDep [7,8,9,10]. Older adults with 
non VaDep have more chance of having other psychiatric illness 
or family history of psychiatric illness. They report more about 
suicidal ideation and as compared to VaDep, which may not fulfil 
the DSM criteria for depression, non VaDep fulfils the criteria for 
depression. Functional disability is seen more in VaDep [7,8].
WMH AND VaDep
 Brain white matter is sensitive to slightest ischemia and 
vascular dysregulation. Deficit in regulatory mechanism 
may impair the regional cerebral blood flow which results in 
WMH[11]. These WMHs represent increased “tissue proton 
density” which is associated with edema or vacuolation. Gliosis is 
also represented by WMH as the myelinated neurons are replaced 
by astrocytic processes which results in increased water content 
in the tissue[12]. These WMHs are found more in LOD, and with 
hypertension when compared to the controls[13]. Lesions in the 
white matter results is disruption in tracts connecting frontal and 
subcortical region which alters the circuit’s function involved in 
the regulation of mood whereas lesions in the gray matter indicates 
disruption in structures and thus alter the function of subcortical 
function involved in the regulation of mood which explains 
the ‘vascular depression’ hypothesis [10] and the subsequent 
‘subcortical ischaemic depression’ hypothesis[14].
STRUCTURAL CHANGES IN THE BRAIN
 The microstructure of the white matter can be mapped in 
vivo by diffusion tensor imaging (DTI) by quantifying water 
diffusion in the neural fibers[15]. DTI studies have found reduced 
movement of water, myelin integrity and axon integrity in the 
dorsolateral prefrontal cortex (DPFC) and the uncinate fasciculus 
(UF) in patients with LOD[16,17]. This finding supports the 
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idea that the disruption of fronto-subcortical-limbic network 
contributes to the pathology of LOD. There is cortical thinning and 
volume reduction in the fronto-subcortical-limbic structures in 
LOD when compared to same age group health controls [18]. The 
deficit in DPFC inhibition over the limbic structures may result in 
limbic overactivity and consequent negative emotions[19]. Non-
functioning or changes in the structure of the orbitofrontal cortex 
may result in the characteristic state of depressed mood and 
disturbs the ability to interrupt ‘persevarative melancholic thought 
and anxious response to ordinarily nonthreatening stimuli’[20]. 
The rostral part of the anterior cingulate cortex (ACC) in the 
processing of motivational and emotional information and control 
the emotional responses and changes in this part of the cortex 
may result in apathy or affective instability[21]. The hippocampus 
which is a part of the medial temporal lobe and which plays and 
important role in the inhibition of the hypothalamic-pituitary-
adrenal axis has been found to be smaller in size in EOD when 
compared to the healthy control[18].
NETWORKS INVOLVED IN LOD
 Evidence from the functional and structural studies reveals 
dysfunction of several networks in LOD which includes the default 
mode network (DMN), the frontolimbic (affective) network, 
the cognitive control network(CCN) and the corticostriatal 
networks[22]. 
 The DMN is a spatially distributed regions in the brain 
showing correlated and synchronized activity patterns. The 
activity of the DMN is highest at rest and decreases during goal-
directed or mentally focused tasks[23,24]. The medial prefrontal 
cortex (mPFC), the posterior cingulate cortex, the precuneus and 
the medial temporal lobe constitutes the DMN. Accumulating 
evidences suggest that DMN is involved in self-referential 
processing, autobiographical memory retrieval, future planning 
and theory of mind[25]. There is failure in deactivation of DMN 
during cognitive or emotional tasks in depression[26] on the other 
hand, overactivity may result in depressive ruminations [27].
 The CCN is a frontoparietal circuit comprising DLPFC, 
the dorsal ACC (dACC) and the posterior part of the parietal 
cortex[28]. The CCN is involved in executive decision making, 
working memory and task switching. The cognitive impairment 
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seen in depression is believed to because of the dysfunction of 
CCN. The superior longitudinal fasciculus connects frontal, 
parietal, occipital and temporal lobes in the CNN. In LOD, the 
white matter integrity of the superior longitudinal fasciculus is 
disrupted[22,29]. 
 The affective/frontolimbic network consists of amygdala, 
subgenual ACC, the Orbitofrontal cortec (OFC), the hypothalamus 
and the nucleus accumbens. This network is involved in emotional 
processing and mediation of motivated behaviour[30,22]. In LOD, 
consistent evidence of reduction in volume of amygdala and OFC 
has been found. Disruption of the uncinate tract which connects 
different limbic structure is also found in LOD[22,29].
 Corticostriatal circuits are neural network connecting the 
regions in the frontal lobe, basal ganglia and thalamus. Each loop 
in this circuit mediates specific behaviour- motor, executive and 
emotional[32,33]. Impairment in the circuit activation response 
during emotional and executive behaviour has been found to be 
linked to LOD. This explains the executive dysfunction seen in 
LOD. Also as this circuit also plays an important role in award 
processing, dysfunction in the loops of the circuit may result in 
apathy and anhedonia[22].
GENES INCREASING VASCULAR RISK FOR DEPRESSION
 Number of literature has examined for genetic influences in 
LOD which includes reports on role of polymorphism in brain 
derived neurotropic factor (BDNF), apolipoprotein E (ApoE), 
serotonin-transporter-linked polymorphic region (5-HTTLPR) 
genes among others[34]. In this area there are number of reports 
associating LOD with genetic polymorphism increasing vascular 
risk.
 Mutations in NOTCH 3 gene on chromosome 19 may 
lead to inheritance of small artery disease called Cerebral 
Autosomal Dominant Arteriopathy with Subcortical infarcts and 
Leukoencephalopathy (CADASIL) which results in progressive 
degeneration of the vascular smooth muscle cells, thickening and 
fibrosis of the vascular wall. This alteration has been hypothesized 
as a reason for ischemic brain events which subsequently leads to 
migraine, subcortical vascular events, mood disturbance, apathy 
and cognitive impairment[35].
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 The angiotensin-converting enzyme (ACE) have variant with 
insertion or deletion (I/D) of a DNA fragment. The D-allele is 
associated with expression of ACE[36], and higher activity in the 
plasma is associated with hypertension, ischemic heart disease 
and lacunar infarcts[37]. The D-allele has been found to be a 
genetic risk factor for VasDep and also has a role in disturbance 
in the DMN[38].
ROLE OF IMMUNE SYSTEM IN LOD
 Aging drastically affects the peripheral and central nervous 
system (CNS) immune responses and communication between 
periphery and the CNS. As a result, immune stimulation produces 
discordant CNS inflammatory responses in elderly population. 
These changes results in a proinflammatory state characterized 
by impairment of the microglia and increased secretion of 
inflammatory proteins[39]. This proinflammatory state affects 
the monoamine neurotransmitter pathways[40]. This state leads 
to upregulation of tryptophan-degrading enzyme indoleamine 
2,3-dioxygenase (IDO) resulting decreased serotonin and 
increased synthesis of detrimental tryptophan catabolite which 
promote hippocampal damage[41]. In addition to depressed 
mood, cognitive impairment, inflammatory cytokines are 
associated with depression and mortality[39]. 
CONCLUSION
 A number of emerging evidences has shown vascular 
depression as an entity which has definite biological correlates. 
Still it has to gain a place in the classification system followed 
in psychiatry. This needs consensus in criteria to differentiate 
from the depression in elderly without vascular risk factors. The 
evidences so far will help us in concentrating on prevention and 
to view depression in old age as an organic phenomenon at the 
first sight.
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CHAPTER IV

Depression and dementia

Th. Bihari Singh

INTRODUCTION
 Depression, cognitive disturbances, and dementia are 
some of the commonest mental disorders in the elderly in 
India. While depression is quiet prevalent in old age at about 
10-20%, the prevalence of dementia is lower at about 3%. The 
prevalence of milder cognitive disturbances is possibly higher 
at 10-15% depending on the definitions of normal senescence 
to mild cognitive impairment (MCI). The presence of comorbid 
depression or other physical disorders may cause these prevalence 
rates to vary depending on whether the cognitive dysfunction is 
reversible or permanent. In the next 5-10 years, India will have the 
largest population of elders in the world next only to China. This 
complex and rather fickle relationship among these three mental 
disorders would be very challenging for any physician dealing 
with elders.
DEFINITIONS
 A depressive episode or disorder is diagnosed according to 
ICD-10 as a syndrome in the presence of any two of the following: 
depressed mood, loss of interest and enjoyment, and reduced 
energy for at least a period of 2 weeks. Late life/ Late onset 
Depression (LOD) has been variously defined as a depressive 
variously defined as a depressive syndrome occurring for the first 
time after 45-65 years of age.
 MCI or minor neurocognitive disorder has been used for an 
intermediate state between normal cognitive aging and dementia. 
The precise definition of this potential pre-dementia syndrome 
continues to evolve. MCI has been further divided into amnestic 
and non-amnestic types: single domain and multi-domain. The 
amnestic type is purported to be a precursor of Alzheimer’s 
Disease (AD) with conversion rates of 10-15% every year.
Dementia is a syndrome due to acquired disease of the brain 
in which there is a progressive deteriorating disturbance of 
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multiple cortical functions such as memory, thinking, orientation, 
comprehension, calculation, language and judgement in the 
presence of clear consciousness, sufficient to impair personal 
activities of daily living. The commonest type of dementia 
encountered in clinical practice is AD followed by vascular 
dementia as the next single most frequent cause
EPIDEMIOLOGY
 Approximately, half of the patients with LOD have 
generalised cognitive impairment. Deficits in executive function 
and information processing have been described to be typical of 
LOD.
 Both community- and hospital-based studies have shown 
this wide range of prevalence rates for depression among 
individuals with MCI, between 9 and 68%. Across the subtypes of 
MCI (amnestic vs. non-amnestic; vascular vs. non-vascular), the 
findings are inconclusive. The incidence of depression as observed 
in longitudinal studies has been 12 and 30 per 100 person years in 
hospital and community studies, respectively.
The prevalence of depression in dementia has been reported to be 
20-60%. The prevalence of major depression decreases as severity 
of dementia increases. Vascular and mixed subtypes of dementia 
have a higher prevalence of depression as compared to AD.
CONCEPTS OF PSEUDO DEMENTIA, VASCULAR 
DEPRESSION, AND APATHY
 From the clinical standpoint it is necessary to identify the 
cognitive impairment in depressed patients. Certain clinical 
features that were believed to be characteristic of depressive 
pseudo dementia were: higher subjective cognitive complaint 
scores, difficulties with concentration and recent memory, poor 
effort on examination, provision of “I don’t know” answers, 
and inconsistency in sequential performances. This cognitive 
impairment was considered reversible on treatment with 
antidepressants or electroconvulsive therapy. These distinctions 
were, however, not borne out on objective research – patients with 
dementia being equally likely to give “I don’t know” answers 
and subjective memory complaints in persons with early stage 
dementia.In addition, the persistence of cognitive impairment 
in a subset of patients after depression was treated prompted 
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commentaries such as these being cases of mistaken identity or 
“pseudo-pseudo dementia”.
 Another concept that is relevant in the context of this complex 
relationship is that of vascular depression. It was hypothesised 
that cerebrovascular disease may predispose, precipitate, or 
perpetuate some geriatric depressive syndromes. The interaction 
and co-morbidity of depression and cerebrovascular disease 
have been difficult to disentangle. This subset of LOD has greater 
overall cognitive impairment, apathy, psychomotor retardation, 
lack of insight, and disability.
 Apathy as a neuropsychiatric symptom may be noted in both 
dementia and depression. Hence, distinguishing isolated apathy 
from its presentation as a symptom of depression in the context 
of dementia becomes clinically important. As the severity of 
dementia increases, the prevalence of apathy increases while that 
of depression decreases.
RATING SCALES FOR ASSESSING DEPRESSION IN MCI/
DEMENTIA AND VICE-VERSA
 The Neuropsychiatric Inventory is the most extensively used 
in literature with excellent psychometric properties. Other rating 
scales used are Geriatric Depression Rating Scale, Cornell Scale for 
depression, Hamilton Depression Rating Scale, Beck Depression 
Inventory, Dementia Mood Assessment Scale, and Centre for 
Epidemiological Studies for Depression Scale.
The Mini Mental State Examination (MMSE) is frequently used 
as a bedside screening tool for cognitive disorders. Cognitive 
Screening Battery and Addenbrooke’s Cognitive Evaluation have 
been developed in the Indian context for detection of dementia 
and differentiation from depression.
BIOMARKERS
 Biomarkers in late life mental disorders have involved 
structural and functional neuroimaging, genomics, CSF studies, 
neurophysiologic studies, and plasma analysis. 
 Apolipoprotein E gene (APOE-4) is a major risk factor for 
dementia; however, its association with depression has been 
inconsistent in studies.
 Frontal and right parietal white matter hyperintensities 
are reported as the strongest structural correlates of apathy and 
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depression in AD. Grey matter changes in LOD involve smaller 
volumes of frontal, temporal, inferior parietal areas, cingulum, 
parahippocampus, and putamen.
TREATMENT
 The treatment of depression occurring in patients with 
dementia has involved use of antidepressants. RCTs have evaluated 
the use of Imipramine, Citalopram, Fluoxetine, Sertraline, and 
Moclobemide with beneficial results. Observations suggest 
that antidepressant treatment may reduce cognitive decline in 
depressed older AD patients. Augmentation of cholinesterase 
inhibitors with SSRI may improve global functioning in patients 
with dementia. Non-pharmacological management of depression 
in cognitively impaired involves both patient focused and family/ 
caregiver interventions and these methods are effective.
MECHANISMS UNDERLYING THE RELATIONSHIP
 There is growing body of evidence to suggest that depression 
may be a risk factor for the development of dementia. Lifetime 
history of depression is a risk factor for both AD and vascular 
dementia. The other way this relationship is construed is that 
depression may represent a predementia syndrome or an 
early manifestation of underlying neurodegenerative disease. 
Depression could also be a reaction or a psychological response 
to the diagnosis of cognitive impairment. Depression can unmask 
clinical cognitive symptoms. All of these hypotheses are not 
mutually exclusive and multiple types of interaction may be 
involved.
CONCLUSION
 It is not yet clear how depression and dementia are related to 
each other. A complex interaction exits as per available evidence-
base. The elderly population is growing. So, there is tremendous 
public health implications of this area. Understanding the 
mechanisms for their association is the need of the hour.
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CHAPTER V

Neurocognitive disorders

N. Heramani Singh

 Neurocognitive disorders encompass cognitive disorders- 
delirium, dementia, and other cognitive disorders designated 
in early DSM editions as organic mental disorders. “organic” 
mental disorders were conceptualised as the product of structural 
or physiological changes in brain tissue. By contrast, functional 
disorders were presumed to result from aberrations in processes 
that were entirely mental. It has become increasingly evident that 
the line between organic and functional disorders is unclear and 
that many functional disorders such as schizophrenia are in fact 
related to abnormalities of brain development and structure.
DELIRIUM
 Delirium is a state of altered consciousness and cognition, 
usually of acute onset and brief duration. The hallmark of delirium 
is impaired attention. Many persons remain oriented to time, place 
and person but demonstrate impairment on tests of sustained 
attention such as digit span and months of year in reverse. Sleep-
wake disturbances are common, as are reduced or increased 
psychomotor activity. Misidentifications, illusions, and visual 
hallucinations are also frequent. Delirium is common in general 
hospital patients. The onset of delirium was post-operative in 96% 
of patients and generally resolved within 48 hours. Predisposing 
factors were older age, cognitive impairment and pre -existing 
brain disease. there is also evidence that the apoprotein E £4 allele 
increases susceptibility to delirium.
MILD COGNITIVE IMPAIRMENT
 Individuals with MCI have complaints of poor memory, 
normal activities of daily living and normal general cognitive 
function; show objective evidence of abnormal memory function 
for age; and do not meet criteria for major neurocognitive 
disorder but are at increased risk. Many persons with MCI 
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have early Alzheimer’s disease. The definition of MCI has been 
expanded to include amnestic and non-amnestic type, with the 
former likely progressing to Alzheimer’s disease (approx. 50% in 
5 years) and later to other neurocognitive disorders. The risk of 
progression from MCI to Alzheimer’s disease is increased with 
the accumulation of brain amyloid detected on PET scanning and 
with low hippocampal volume on MRI scan.
ALZHEIMER’S DISEASE
 It is highly prevalent, occurring most commonly as the 
sporadic form. Its prevalence increases with age; among 
individuals with the disease an estimated 13% in age group 65-
74 years, 44% are 75-84 years and 38% are 85 years or above. 
The two major risk factors for Alzheimer’s disease are age and 
carriage of the £4 allele of the cholesterol-transporting molecule 
apolipoprotein E. the histopathology of the disease includes 
extracellular neuritic plaques with an amyloid core surrounded 
by dystrophic neuritis and intracellular tangles consisting of 
phosphorylated tau protein. This pathology usually appears first 
in the medial temporal lobes and later involves the parietal and 
frontal lobes. The clinical illness usually manifests in the late 60’s 
or early 70’s with impairment of short-term memory that may or 
may not be noticed by the patient. In addition to impaired recent 
memory, common additional findings on mental examination 
are reduced attention, verbal fluency, word finding, ideational 
dyspraxia, constructional dyspraxia, and impaired abstract 
reasoning. Neuropsychiatric symptoms in early disease tend 
to be apathy and depression; psychotic symptoms may occur 
in mid-stage disease. CT scan may show reduced hippocampal 
volume and slightly enlarged ventricular temporal horns. SPECT 
scan shows frequently reduced temporoparietal blood flow. The 
findings of combined low cerebrospinal fluid Aβ42 and high 
phosphorylated tau protein is confirmatory.
FRONTOTEMPORAL LOBAR DEGENERATION
 FTLD is the leading cause of dementia in adults younger 
than 60 years. The term FTLD is applied to a number of disease 
states- including Pick’s disease, corticobasal degeneration, and 
progressive supranuclear palsy- in which first symptoms are 
language or behaviour impairment. Some individuals have 
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mutations in the genes for tau (leading to the term taupathies) 
and progranulin protein.
Behavioural variant
 The prototypical behaviour variant of FTLD is caused by Pick’s 
disease and presents as personality changes with progressive 
impairment of judgement, loss of social graces, disinhibition, 
stimulus boundedness and a craving for sweets.
Language variant
 This variant requires that the most prominent feature is 
difficulty with language, that the language impairment is the 
principal cause of impaired daily activities, and that aphasia is 
the most prominent deficit at symptom onset and for the initial 
stages of the disease. The language variant includes the semantic 
dementia variant and progressive nonfluent aphasia. A third 
language variant, not contained in DSM-5 has been proposed and 
named the logopenic/phonological variant. It is characterised 
by impaired single-word retrieval in spontaneous speech and 
writing and impaired repetition of sentences and phrases.
LEWY BODY DISEASE
 Lewy bodies are round, often haloed cytoplasmic inclusions 
composed largely of alpha synuclein, leading to designation of 
lewy body disease as a synucleinopathy. Often indistinguishable 
from Alzheimer’s disease, Lewy body disease has certain key 
features that aid in the diagnosis. They include the sudden onset 
of visual hallucinations, which frequently remit and recur. There 
are marked fluctuations in sensorium with episodes of confusion 
lasting days or weeks followed by relative clarity for equal 
periods of time. Mild parkinsonism occurs early on. REM sleep 
behaviour disorder is a frequent concomitant and often precedes 
the cognitive symptoms. Functional brain imaging frequently  
shows low blood flow or low metabolic activity in occipital 
lobes. Further confirmation of Lewy body disease is low levels of 
dopamine transporter in the basal ganglia as shown with SPECT 
or PET imaging.
CEREBROVASCULAR DISEASE
 Neurocognitive disorder associated with vascular disease 
is diagnosed when the patient has cognitive impairment 
with evidence on imaging, history or clinical examination of 
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cerebrovascular disease that is judged to be responsible for 
the cognitive impairment. Memory impairment, if present, is 
characteristically of the non-amnestic type, with impaired initial 
registration and recall and often with impaired remote memory. 
There may be focal neurological signs consistent with stroke and 
brain imaging evidence of cerebrovascular disease including 
multiple large vessel infarcts or a single strategically placed 
infarct, as well as multiple basal ganglia and white matter lacunes, 
extensive periventricular white matter lesions, or combinations of 
these.
OTHER NEUROCOGNITIVE DISORDERS
 Other DSM-5 categories of neurocognitive disorders include 
those due to traumatic brain injury, substance or medication use, 
HIV infection, prion disease, Parkinson’s disease, Huntington’s 
disease, another medical condition, or multiple etiologies, as well 
as unspecified neurocognitive disorder.
Neurocognitive disorder associated with traumatic brain injury is 
on the rise particularly in young and middle aged. Advances in the 
treatment of head wounds have led to a substantial increase in TBI 
survivors after both closed and open head injuries with outcomes 
ranging from complete recovery to major neurocognitive disorder.
A common cause of mild neurocognitive disorder is postoperative 
cognitive dysfunction, which usually clears by 3 months after 
surgery, but many persons still report cognitive deficits after 6 
months.
 Still another major neurocognitive disorder, the senile 
squalor syndrome, consists of self-neglect or neglects of one’s 
surroundings accompanied by hoarding and social isolation. The 
place of residence is disorganized, dirty and filled with useless 
objects or materials.
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CHAPTER VI

Delusional disorder in elderly

Prosenjit Ghosh

NOSOLOGY
 Modern history of delusional disorder dates back to the 
description of 19 cases of Paranoia by Kraepelin. Fish(74) noted 
that English speaking Psychiatrists use Paranoid as synonymous 
to Persecutory whereas it should mean Delusional. Kraepelin 
described 4  subtypes of paranoia -  erotomania, paranoid jealousy, 
megalomania and a  possible hypochondriac form. Kraepelian 
view of Paranoid Disorder was not accepted everywhere and 
most of the English speaking Psychiatrists did not accept this as a 
separate illness. 
 WINOKUR  re-described  Paranoia as Delusional Disorder. 
MUNRO wrote extensively on a series of patients with  MHP. 
By 1982 Winokur, Kendler and Munro concluded that despite 
much confusion since Kraepelin’s death PARANOIA existed and 
is much less rare , readily diagnosable and treatable than earlier 
believed. DSM IIIR revived Paranoia as Delusional Disorder 
….1987. ICD 10 (1992) and DSMIV (1994) gave official recognition 
to Delusional Disorder that resembles largely with the Kraepelian 
Paranoia.
EPIDEMIOLOGY
 Significant  under-reporting of paranoid ideation is likely 
because elderly psychotic individuals are often socially isolated 
and suspicious about revealing their concerns. Nosological 
incosistencies, lack of functional impairment, difficulty in 
differentiating DD from Delusions in other disorders, relative 
infrequency have all led to lack of large population based studies. 
Until recently, there were only two general population studies on 
the prevalence of delusional disorders----Kendler 82 , Copeland 
98. 
 The rate for inpatient admissions was reported as 0.3-0.5% 
----Winokur 1977 and as 1-4% in a subsequent literature review-
----Kendler 1982. A German study of hospital statistics  reported 
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.5% prevalence of DD----Michael Soyka  2011. Indian Studies on 
outpatients  --- Srinivasan .5%  1994 ,  Hebbar 1% 1999. The lifetime 
morbid risk of DD in the general population has been estimated 
to range from 0.05 to 0.1 percent-----Manschreck TC 2000. Perälä 
et al 2007  examined a nationally representative sample of 8028 
persons in Finland and reported a prevalence rate of 0.18% for 
DD. 
DEMOGRAPHY
 Perala et al reported a later age of onset for DD…………2007. 
Yamada et al (1998) reported the oldest age at onset for the 
persecutory type and the youngest for the somatic type. Tandon 
et al.(76) found majority of patients with delusional parasitosis  
were over 50 years of age. Average age of onset is earlier for men 
(40 to 49 ) than for women (60 to 69).
 Munro and Mok (1995) in a meta-analysis of DD, female 
to male ratio of  3:2. Recent studies have reported that for DD 
first admissions females outnumber males…………Stephen et al 
2000. The HADES Study did not find any significant differences 
in gender distribution in the DD patients (51.2% males vs 48.8% 
females). Hebbar  et al reported Male to female gender ratio was 
1.3:1. Grover et al reported female preponderance (56%) ……2007. 
32% DD cases were found to be never married  compared to 50-
69% patients with schizophrenia------Mental Health Statistics 
Canada.
 A broken home situation was found to be less frequent in 
patients with DD than in patients with PS --------HADES. Family 
History of mental illness was less in DD -------HADES. The DD 
cases were reported to be more educated than Schizophrenia 
cases ---Kendler 82. Winokur also reported the DD cases to have 
a satisfactory work history compared to the cases suffering with 
schizophrenia-----1977. Kendler also reported that cases of DD 
were more likely to be foreign born ------------1984. Most common 
precipitating factors in DD group were social isolatioand 
conflict with conscience ---------------Retterstol, 1966. Premorbid 
personality in DD ----Hypersensitive, Avoidant, Obsessive and 
Dependant ………………….. Retterstol 1966 & Tandon 1976.
CLINICAL MANIFESTATIONS
 Social isolation has been cited as a factor that may predispose 
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a vulnerable elderly person to persecutory ideation----Herbert  et 
al 1966. Weeks, concluded that social isolation and loneliness lead 
to negative interpretations of the actions and intentions of others-
---Int J Gr Psy 94. Sensory loss, has been proposed in a number 
of studies as a possible aetiological factor in the emergence of 
Delusions ---Almeida et al BJP 95. Role of antidopaminergic 
function of estogen -----Hafner et al 1998. Catalano et al studying 
genotype of DD, found that involvement of genetic variation in 
the Dopamine D4 receptor gene confirmed susceptibility to DD-
------Biological Psychiatry  1993. Psychodynamically, Defensive 
response to profound threat to self.
 Non bizarre delusions, ie involving situations that occur in 
real life of at least-- 1 month’s duration (DSM V) / 3 month’s (ICD 
10). Absence of--- First Rank symptoms, Formal thought disorder, 
Gross behavioral abnormalities, marked social/occupational 
impairment. Delusions constitute the most conspicuous or the 
only clinical characteristics. Depressive symptoms may be present 
intermittently.Transitory hallucinations related to delusional 
theme may be present. Usually it is a Monomania ---Delusions 
have a single theme   Munro 1999. Delusions are encapsulated 
also called Partition Delusions ----Roth 1955. It is a Primary 
disorder. Without much deterioration in Personality, Affect, 
General reasoning and absence of Negative symptoms.
 Kraepelin believed that Persecutory type was most common 
followed by Delusions of Jealousy, Grandeur and Eroticism. 
Munro worked extensively on Hypochondriacal Delusions and 
at present both ICD 10 and DSM V recognized this as DD Somatic 
type. ICD 10 also includes Late Paraphrenia under PDD and BDD 
under OPDD. Munro and his colleagues strongly advocated for 
including DMIS in DD. Delusion of Infestation is particulary 
prevalent in Indian Patients.  Hebbar  et al 1999, reported .5% cases 
of  Delusional Parasitosis,  21 out of 4234 Psychiatric outpatients. 
Srinivasan et al. 1994, has found similar prevalence of  19 out of 
4200 outpatients.
Persecutory
 This is the commonest type --- querulous paranoia, litigious 
paranoia. Individual is convinced that he/she is being harmed. 
Patient believes that he is conspired against & harassed or bodily 
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injured, spied or followed or poisoned by others. Associated with 
querulousness,irritability, anger or even Homicide. Resentful, 
may resort to legal methods in order to be redressed. Pearlson et 
al. defined the classical Persecutory Delusion in elderly as “the 
delusion that people, gas, electricity, or some other force was 
entering their home from a neighbouring dwelling” ……1989. 
Common among Minority community and Immigrants.
Jealous
 Jealousy is as old as Mankind. Feelings of Jealousy can fall on a 
continum from normal Jealousy to Delusional Jealousy. Thresholds 
being in part, socially determined ------------------------Kaplan & 
Sadock’s X edition. Commonest Delusion of Jealousy ----Delusion 
of Infidelity. Association with Cocaine/Alcohol ----Kraepelin, 
Langfeldt, Shepherd. Forensic aspect of Delusion of Jealousy is 
important. Mowat 1966, reported that 12% males and 15% females 
of criminally insane murderes had Delusion of Jealousy. Freud---
-Unconscious homosexual feelings basis for Delusion of Jealousy. 
Some amount of infidelity may be there but magnitude of the 
response and the “Evidence” accumulated may be Delusional in 
nature.
 One of the causes of sexual jealousy is the old age of the 
husband---- De Silva and De Silva 1999. Bhugra  points out that 
both males and females are prone to jealous feelings and behavior. 
Insecurity, inadequacy, dependence, and past experiences also 
play a key role----------Int  Rev Psychiatry 1993. Somasundaram, 
studied 41 murderes who killed their wives and found 17 had 
Delusion of Jealousy-----------IJP 1970. Kala et al, studied Fifty 
cases of Delusion of Jealousy and found ----32% had onset after 
50 years, 50% had onset after 20 years of marriage, Females 
outnumbered males, Devrani or Devar were usually suspected, 
34% had sexual maladjustment before the onset------------1981. 
Vauhkonen found more than 50% of the patients had a history of 
sexual dysfunction------1968.
Somatic
 This is the only type of DD that was not described by 
Kraepelin. Theme of Delusions are Hypochondriacal or Somatic in 
nature. Munro did seminal work on series of patients and termed 
the illness as MHP ----------Arch. Derma 78, B J H M 80, C J P 82. 
Three types ---- Delusion of Infestation, Dysmorphic Delusion 
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and Delusion of body odor (Delusional Halitosis). These patients 
rarely present for Psychiatric evaluation. These patients are more 
often encountered by specific specialists. Delusional parasitosis 
is seen more frequently in the elderly population, especially in 
females--------Prakash et al IJP 2012. 
 Delusional Parasitosis is characterized by the unshaken belief 
of being infested by a Parasite -----EKBOM Syndrome. Parasites 
may be macro parasites like helminthes or smaller parasites like 
virus or bacteria -------------- Claude C   2005. Tactile hallucinations 
of crawling or burrowing into skin --Tucci V  2009. Discrete bruises, 
nodular pruritis, ulcers, and scars are frequently produced by 
patient trying to extract the parasite----Alves CJ  2010.They may 
even bring dust, fibers, scab, or debris excoriated from the skin 
as evidence for inspection in, for example, a matchbox, often 
called as “match-box sign.” --------------- Tucci V  2009. Tandon et 
al studied 48 patients with delusional parasitosis and reported 
that 79% had onset after 50 years and male to female ratio 5:7 
…….IJP 90. Illness  was predominantly present in farmers 39.6% 
and labourers 16.6% the disease was distinctly more common in 
the illiterate 81.2%---Tandon. Commonest personality traits were 
---Obsessional and Hysterical.
 Srinivasan reported Seven cases of Delusional Parasitosis  
in whom there was a predominant involvement of nine orifices 
- eyes, ears, nostrils, mouih, anus and urethra --------IJP  1993. 
Influence of the Hindu religious and cultural belief system  
attaches special significance to these orifices with respect to 
physical, mental and spiritual well-being. Kiev pointed out that 
the secondary features of psychiatric illness, such as the content 
of delusions and hallucinations, are frequently determined 
culturally ------------------------Transcultural Psychiatry  1972. For 
the Hindu, the body is a “dwelling with nine doors“ comprising 
the nine orifices, called NAVADWARAS .The orifices are portals 
of communication between body, the soul, and the surrounding 
physical and spiritual world. The nine organs’ religio-cultural 
significance is reflected in the Hindu everyday activities. It is 
argued that such a deeply entrenched religio-cultural belief and 
practice system as that of the Hindu can find expression in the 
production of a psychopathological symptom----Rao  A.V. 1982
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 Erstwhile ‘dysmorphophobia’, now body dysmorphic 
disorder (BDD) is manifested by the preoccupation with physical 
appearance consisting of an imagined defect. If  the preoccupation 
with an imagined defect in appearance is held with a delusional 
intensity ---DD . A continuum exists between preoccupation and 
delusion---Phillips  1966. One of Freud’s patients was known as the 
‘Wolfman’ and he was preoccupied with imagined defects on his 
nose……….Freud 1959. They  spend many hours focusing on their 
physical features and engaging themselves in time-consuming 
behaviors e.g. Shaving.Typically think about their perceived 
deformity for at least an hour ---Phillips 2000. Comparing, 
Excessive Grooming, Camouflaging, Dieting, Surgeries.
 “Delusion of pregnancy” is described as delusional disorder 
somatic type. A review by Bera and Sarkar reported 84 cases 
of Delusion of Pregnancy with about 1/4th cases with onset 
after 50 years  -------J Psychol Med 2015. A case of Delusion of 
Pregnancy in a 70 year old male after a homosexual encounter 
who believed that he was getting converted into a female, started 
noticing bodily changes such as enlargement of his breasts, trying 
to hide them by wearing loose clothes, would repeatedly check 
his body parts in mirror ---------------- Bhagyashree et al IJP  2017. 
Psychodynamically, development of delusion of pregnancy 
in man has been construed as man’s expression of frustrated 
creativity, his deep-rooted infantile envy of his wife’s ability to 
bear a child and dramatic expression of identification with his 
mother ------- Jacobson E. 1967
 Delusions of foul body odors also known as olfactory reference 
syndrome fall under the category of delusional disorder, somatic 
type. Misinterpret others’ behaviors, e.g. sniffing, touching nose 
or opening a window, as being referential to an unpleasant body 
odor which in reality is non-existent and cannot be detected by 
other people. For the sufferer, the odour can come from any 
part of the body, starting from mouth to anus, including nose, 
genitals as well as groin, armpits, feet. The character of the odor 
may be reported as similar to bodily substances, e.g. feces, flatus, 
urine, sweat, vomitus or alternatively it may be an unnatural, 
non-human or chemical –ammonia, garbage, rotten onions and 
burning fish -------- Begum M et al Psychological Med. 2011.
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Erotomanic
 Enoch and Trethowan have shown, cases of apparent 
Erotomania have been described since classical times -------------
------- 1979. Kraepelin’s typical patient was a middle aged female 
disappointed in love. Kretschmer developed this stereotype of old 
maids developing a Psychosis due to unrequited love and Hart 
termed “Old Maid’s Insanity”. The Psychiatrist most identified 
with Erotomania is de Clerambault. Erotomanic Delusions in 
men are more dangerous and they are more likely to act out their 
Delusions --------------------- Goldstein 1987. Cases of Homosexual 
Erotomanic Delusions also reported ---- Dunlop 88. The term 
erotomania is used to designate the delusion that a person of 
higher social standing loves the patient.
 A retrospective study reported only one case of erotomania 
out of 349 patients in a psycho geriatric unit at Hong kong. This 
was a 76 year old widow with a delusion that a male cotenant 
in the old age home was in love with her ------------------ Helen 
1994. This disorder is most often seen in female patients that 
are shy, dependent, and sexually inexperienced. The object of 
the delusion is typically a male who is unattainable due to high 
social or financial status, marriage, or disinterest ------ Segal 1989. 
Men are more likely to exhibit violent and stalking behaviors 
--- Jordan. Denial is common. There is refusal to accept the fact. 
The fact is the delusional object may be married; the same can be 
even unavailable or may be uninterested. Imaginary or deceased 
phantom lover is another possibility.
Grandeur
 Delusions of inflated worth, power, knowledge, identity, 
or special relationship to a deity or famous person ---------- Shiv 
Gautam 2018. This is not common. Hebbar et al reported no case 
of Delusion of Grandiosity out of 45 cases of PDD ----------- IJP 
1999. Also known as Megalomania, Ambitious paranoia, Folie des 
Grandeurs.
COURSE AND OUTCOME
 In the first phase of the HADES study, all consecutive cases of 
PDD treated as inpatients at the Martin Luther University Halle-
Wittenberg, Germany, between 1994 and 2008 were identified. 43 
patients fulfilled the inclusion criteria during the study period. 
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Follow-up investigations took place at 10.8 ± 4.7 years after onset 
of the disorder or 6.6 ± 3.8 years after the index hospitalization. At 
the time of follow-up, only 7 patients refused consent, 3 had died, 
and the remaining 33 subjects were interviewed. DDs showed a 
remarkable diagnostic stability over time. Only 7 patients (21.2%) 
of the DD group shifted into schizophrenia or schizoaffective 
disorder during a period of 10.8 years. All patients with syndrome 
shift but one were men; females showed a higher diagnostic 
stability.
 73% patients with DD did not have subsequent hospitalisation. 
Much more patients with DD were employed, and they had 
significantly lower rates of early retirement due to their mental 
disorder. Most patients with DD (88.5%) retained their autarky. 
The outcome parameters are significantly more favorable for 
DD than for PS patients. Generally, mean outcome was more 
favorable for DD than for PS. Social disability was significantly 
more pronounced for PS. DD patients had significantly lower 
score on DAS global score.
DIFFERENTIAL DIAGNOSIS
 DD being uncommon and possessing some characteristics 
of the full range of paranoid illness, it is clearly a diagnosis of 
exclusion.To diagnose delusional disorder the clinician must rule 
out delirium, dementia, psychotic disorders due to general medical 
conditions or substance use, schizophrenia, mood disorders with 
psychotic features, significant  organic brain syndrome ----- Naresh 
Nebhinani  JGMH 2014. Psychosis can occur from either medical 
disorder or substance. In such circumstances, management and 
prognosis changes dramatically. Therefore, secondary causes of 
psychosis need to be ruled out. Varity of medical diseases can 
present with delusions in elderly.  The temporal pattern of the 
symptoms onset remains the most important factor in making the 
diagnosis.
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Treatment of seniors

N. Heramani Singh

 Older patients with psychiatric disorders do not fit easily 
into the diagnostic categories of DSM-5 because they experience 
multiple symptoms that affect both physical and psychiatric 
functioning. A syndromal approach to managing seniors had 
been described below.
ACUTE CONFUSION
 Acute confusion or delirium is a transient neurocognitive 
disorder characterised by acute onset and global impairment 
of cognitive function. They present with decreased ability to 
maintain attention and have difficulty shifting attention from one 
set of stimuli to another. Disorganised thinking, rambling speech 
and decreased consciousness are present. Emotional problems 
like anger, irritability fear and anxiety may be the presenting 
problem. Some patients may be apathetic and withdrawn. Sleep 
disturbance is typical. Acute confusion typically has fluctuating 
course and lasts few hours but possibly weeks. Estimated to occur 
in 15 -20% of medical and surgical inpatients.
Treatment
Prevention
 Prevention in this case is the best cure. Activities that help 
prevent acute confusion are:
1. Early mobilization
2. Minimise use of psychoactive drugs; non-pharmacological 

approaches
3. Interventions to prevent sleep deprivation
4. Communication methods to orient patient
5. Adaptive equipment like eyeglasses and hearing aids for 

visual and hearing impairment
6. Early correction of volume depletion

CHAPTER VII
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General therapy
1. Establishment of adequate airway and close monitoring of 

vital signs and level of consciousness 
2. All medications that are not crucial should be discontinued
3. When precipitant of the confusion is identified, therapy can 

be started
4. Laboratory tests should be ordered as indicated, including 

thyroid profile, drug levels, toxicology screen, ammonia and 
cortisol levels, ECG, and neuroimaging

5. Confused older patient should be maintained in a quiet, 
simply furnished, well-lit room; lights should be left on all 
night

6. Close family member should frequently orient the patient to 
time, place and person

7. All medical procedures should be explained
8. Restraints should be kept to a minimum
9. Behavioural agitation can be managed with low dose 

antipsychotics like haloperidol, olanzapine or risperidone
MEMORY LOSS
 Memory loss is a frequent concern and spans a wide range of 
severity. Late-life memory loss is usually accompanied by decline 
in other cognitive functions like language, spatial orientation, 
judgement, executive function and abstract thought.
Differential diagnosis of memory loss
 Mild or major neurocognitive disorder associated with  
-  Alzheimer’s disease, Vascular disease, Lewy body disease, 
Parkinson’s disease , Frontotemporal disease, Traumatic brain 
injury, HIV, Substance and medication use, Huntington’s disease, 
Prion disease, and Acute confusion.
Diagnostic work-up
 History should be obtained from both family members 
and the patient. The nature and severity of memory loss along 
with the chronological account of onset and specific behavioural 
changes. Medical history should include inquiry into systemic 
diseases, trauma, surgery, psychiatric problems, diet, alcohol and 
drug use. Family history should include memory loss in relatives. 
Physical examination should include thorough neurological 
examination. Thorough mental status examination is necessary. 
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Standardised mental status examinations, such as Mini Mental 
Status Examination and Montreal Cognitive Assessment provide 
quantitative means of documenting memory loss. Performance 
on short screening and in-depth neuropsychological testing 
provides a baseline from which decline in function or response to 
therapeutic intervention can be determined.
 Routine laboratory investigation is essential with special 
focus on findings that could contribute to memory loss, such as 
hypothyroidism, anaemia, and vitamin deficiencies. MRI or CT 
brain has become a routine initial evaluation of memory loss.
Treatment
1. Most pharmacological therapies include cholinesterase 

inhibitors, donepezil, galantamine, rivastigmine and tacrine.
2. Memantine (NMDA receptor antagonist) has been approved 

for treatment of moderate to severe AD.
3. Other strategies used frequently are NSAIDs in low doses, 

estrogen replacement therapy and antioxidants such as 
Vitamin E.

4. Ancillary treatments include diet, exercise, and cognitive 
stimulation along with careful control of blood pressure, 
cholesterol, blood glucose, etc.

5. Psychotropic medications are used to treat neuropsychiatric 
symptoms like aggression, anxiety, depression, psychosis 
and severe agitation. Olanzapine, quetiapine and risperidone 
are preferred at present.

6. Agitation and anxiety can be treated by anti-anxiety 
agents (low-dose benzodiazepines), anticonvulsants 
(carbamazepine), lithium, beta blockers and occasionally low 
dose antidepressants.

7. Behavioural management: 
• Family and physician should develop behaviours such as 

familiar routines and consistent repetition of instructions that 
promote both patient and family security.

• Families can substitute for the patient’s lost abilities by 
performing tasks for the patient, like putting out clothes in 
the morning.

• One means to compensate for loss of impulse control is by 
distraction, by engaging in conversation or household tasks.
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8. Management of memory loss should include review of 

patient’s environment for safety in order to prevent accidents, 
falls, or wandering.

9. Family care and support is the most important long term 
component for management. Educating the family about 
expected progression of memory loss and the accompanying 
behaviours is a must. Families must also be monitored for 
caregiver stress.

INSOMNIA
 Most frequent in elderly population than any other age 
group. Most common causes of sleep disturbance in older adults 
are:
• Insomnia disorder
• Obstructive sleep apnoea hypopnea
• Central sleep apnea
• Restless leg syndrome
• Circadian rhythm sleep-wake disorder
• Secondary causes of insomnia: secondary to medication use; 

anxiety disorders; mood disorders; neurocognitive disorders; 
comorbid physical illness (e.g., congestive heart failure, 
COPD, nocturia)

 Sleep changes characteristic in late life include decreased 
total sleep time, frequent arousals, increased stage 1 and 2 sleep, 
decreased stage 3 and 4 sleep, decreased REM latency, decreased 
REM sleep, redistribution of sleep across the 24-hour day.
Diagnostic workup
• Screening questions
• Medical history
• Psychiatric history
• Report on all medications and frequency of use
• Polysomnography
• Previous treatments of insomnia
Treatment
 The cornerstone of effective treatment is management of 
underlying causes of sleep disturbance and improved sleep 
hygiene
Sleep hygiene in older adults
1. Initiate sleep at the same time each night
2. Use the bed for nighttime sleeping, not for daytime napping
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3. Avoid alcohol and caffeine during evenings
4. Eat a moderate evening meal at least 2-3 hours before bedtime 
5. Limit fluid intake for 2-3 hours before bedtime
6. Keep bedroom temperature cool
7. Use “whitenoise” to overcome disruptive nighttime sounds
8. If unable to sleep, get out of bed and engage in some 

nonstimulating activity, such as reading or listening to music
Pharmacotherapy
• If the patient is taking medications that adversely affect sleep 

(long-term sedative-hypnotics), the medications should be 
discontinued gradually.

• If sleep disturbance is due to medical problem, then 
management with medications can assist with sleep.

• Low dose antidepressants like trazodone (25-50mg) or 
doxepin (25mg) may be preferable to using a long-term 
benzodiazepine if chronic use is indicated.

• Short to medium acting benzodiazepines such as zolpidem 
(5mg) and temazepam (15mg) are preferred as sedative 
hypnotic. Zaleplon (5mg) can be used in people who wake 
up in the night.

ANXIETY
 In older persons, it is frequently secondary to physical illness 
such as:
• Hyperthyroidism
• Cardiac arrhythmia
• Pulmonary emboli
• Hypoglycaemia
• Medications – caffeine, over-the-counter sympathomimetic 

drugs, anticholinergic agents, withdrawal from anxiolytic 
agents

Treatment
1. Non-pharmacological therapies – relaxation training, 

biofeedback, cognitive restructuring
2. Benzodiazepines are the cornerstone of pharmacological 

therapy
3. Shorter acting drugs like alprazolam (0.25mg), oxazepam 

(15mg) and lorazepam (0.5mg) given 2-3 times a day are 
preferred agents.
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4. Antidepressants (SSRIs and SNRIs) may be effective in some.
5. Beta blockers such as propranolol (10mg twice daily) should 

be used with caution.
SUSPICIOUSNESS AND AGITATION
 The predominant delusions encountered in elderly are 
persecutory delusions and somatic delusions. Decreased cognitive 
functioning is the most common cause of suspiciousness and 
agitation. Many different disorders may lead to suspiciousness, 
delusions, and agitation – 
• Schizophrenia disorder
• Late-onset delusional disorder
• Organic delusional syndrome
• Delirium
 Sensory deprivation and social isolation may also contribute 
to suspiciousness. Complete psychiatric evaluation needs to be 
done.
Treatment
• Ensure safe environment
• Hospitalization may be necessary in some. Therapeutic 
alliance needs to be established. The cornerstone of treatment is 
antipsychotics. Medication most frequently used are:
1. Risperidone (1-3 mg/day)
2. Olanzapine (5-15 mg/day)
3. Quetiapine (50-150 mg/day)
4. Haloperidol (0.5-2 mg/day)
• If the target symptoms do not change then the medication 

should be discontinued
Suggestions for preventing aggressive and violent behaviour in 
older adults
Psychologically disarm the patient by helping him or her to 
express his or her fears
Distract the attention of the older patient
Provide directions to the patient in simple terms
Communicate clearly and concisely
Avoid arguing and defending
Avoid threatening body language or gestures
Remain at a safe distance from the patient until help is available
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DEPRESSION
Depression is one of the more common and second most disabling 
of the geriatric psychiatry syndromes (after memory loss).
Characteristics of older adults with depression 
• Do not complain about depression spontaneously
• Lose but rarely gain weight
• Complain of insomnia but rarely of sleeping too much
• Complain of problems with concentration and memory loss
• Test positive for impairment on psychological testing
• Suffer from anhedonia
• May exhibit psychotic symptoms more frequently than 

middle-aged adults
Diagnostic work-up
 Patient’s history and a collateral history from a family 
member are keys to making diagnosis of depression in late life. 
Thorough mental status examination and psychological testing 
will help differentiate depression from dementia.
Laboratory work-up
• Routine – complete blood count, urinalysis, thyroid function 

tests, Vitamin B12 and folate assay, VDRL, Chemistry screen 
(sodium, potassium, chloride, blood urea nitrogen, calcium, 
glucose creatine), electrocardiogram

• Elective – polysomnography, MRI/ CT brain, screening for 
HIV

Treatment
 It involves pharmacotherapy, ECT, psychotherapy and work 
with the family.
Antidepressant therapy for older adults, with typical starting 
dosages
Selective serotonin reuptake inhibitors
• Fluoxetine 10 mg/ day
• Sertraline 50mg/ day in divided doses
• Paroxetine 10mg/ day
• Citalopram 10 mg/ day
• Escitalopram 10 mg/ day
Serotonin-norepinephrine reuptake inhibitors
• Venlafaxine 37.5 mg/day
• Duloxetine 20 mg/day
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Tricyclic antidepressants
• Nortriptyline 50-75 mg at bedtime
• Desipramine 50-75 mg at bedtime
Other medications
• Trazodone 50 mg at bedtime
• Bupropion sustained release 100 mg once or twice daily
 Cognitive and behavioural therapies including interpersonal 
psychotherapy is effective in major depression without 
melancholia.
 Magnetic seizure therapy and repetitive transcranial magnetic 
stimulation may be used for treatment-resistant depression.
SUBSTANCE USE
 Substance use problems in later life are emerging public health 
concerns. All drugs can be abused but 2 categories of substance 
use are of particular concern: alcohol use and non-prescription 
use of prescription medications.
Common signs and symptoms of substance use disorders in 
older adults
• Unexplained anxiety
• Blackouts, dizziness
• Mood swings
• Falls, bruises, burns
• Memory loss
• Poor hygiene
• Sleep problems
Risk factors for substance use disorders in older adults
• Male sex for alcohol, female sex for psychoactive medications
• Reduction in role obligations
• Loss of social and occupational roles
• Widowhood
• Reduced physical function
• History of substance use problems
• Encouragement of family and friends
• Exposure to substances, such as readily available medications
• Comorbid psychiatric conditions such as depression
Treatment
• Detox and withdrawal
• Brief interventions (especially for alcohol problems)
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• Group sessions with focus on cognitive therapy and self-
management approaches
• Twelve-step programs
• Pharmacotherapy
 i. Disulfiram
 ii. Acamprostate
 iii. Naltrexone 
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CHAPTER VIII

The octopus approach to pain management in 
genarians

Chayanika Choudhury

 In our gerontological leaves of wisdom, the aged was called 
the “Vriddha” (advanced).
Vriddhas are described in ancient literature as:
1. Tapo-vraddha: advanced in penance
2. Kala-vraddha:  advanced in age
3. Jnana-vraddha: advanced in knowledge
4. Dhana-vraddha: advanced in wealth (1)
 The ancient scriptures have revered the old for they glisten 
with wisdom. But present youth-oriented society have developed 
negative attitude towards ageing and the aged have to face 
criticism for their natural course of ageing. 
 The change in the demography of the elderly in the more 
developed countries has caused major concern. With better health 
care infrastructure, the blessing of longevity of life has taken the 
course of a curse for the elderly without a long term planning of 
addressing the after effects of the attaining ‘the mark’. Old age also 
brings up various issues of physical and mental health leading to 
‘thwarted belongingness and perceived burdensomeness.’(2)
 There is increase in the number of elderly people between 
1991 and 2001 as per reports and it has been predicted that 
the number would near 324 million by 2050 labelling India as 
“Ageing Nation” with 7.7% of its population being more than 
60 years old.(3) The developing countries witness a fast rise of 
ageing population owing to the previous explosive demographic 
growth and fertility. With the age of globalization, the upsurge of 
noncommunicable diseases has become a major determinant of 
disability and mortality.(4)
 The challenges of the elderly segment differs in every part of 
the globe. Every passing decade of life brings on new ailments out 
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of which pain is the most common of all. “Pain” comes wrapped 
as a hidden gift with the slowly gripping frailty syndrome which 
snatches them of their vitality. The ever rising prevalence of 
chronic pain syndrome including arthritis, joint and other bone 
disorders, cancer pain etc in the elderly cripples them physically 
and mentally. The pain is usually accepted as a part and parcel of 
their ageing and remains underreported affecting their quality of 
life. Chronic geriatric pain is an unpleasant sensory and emotional 
experience associated with actual or potential tissue damage 
affecting their activities of daily living (ADL) and ambulation. 
 In the search of reduction or relief from the pain some resort 
to intake of opioid analgesics and face the fatal addiction cycle. 
Almost 6-9% older adults use opioids chronically for pain. Women 
in old age complain more frequently of pain than men. The 
current trend of prescribing long term opioids among community 
physicians is quite striking. The risks of using opioids include 
overdose, fractures following fall, respiratory insufficiency, 
addiction and drug interactions. It is of paramount necessity to 
understand the age related changes in pharmacokinetics of opioid 
absorption, distribution, metabolism and absorption.
 CYP3A4 function reduces with age resulting in decreased 
systemic clearance and increased elimination half life. Especially, 
the clearance of oxycodone and buprenorphine declines with age.
WHO has developed a Three –Step ‘ladder’ for cancer pain. 
Prompt administration of the drugs should be in the order: 
nonopioids (aspirin and paracetamol) if necessary, mild opioids 
(codeine) and then the last resort of strong opioids (morphine).(6)  
The American Geriatric Society recently recommended to prefer 
opioids over NSAIDS in moderate to severe pain.
 As per 2015 American Geriatrics Beers Criteria, opioids and 
other agents that affects CNS (Benzodiazepine receptor agonist, 
SSRI etc) have strong drug interactions and increase the risk of 
delirium. The most notorious being Meperidine (neurotoxic 
metabolite) causing 2 times more risk of causing delirium.(7)
 It is the need of the hour to take up an octopus approach to 
the pain management in elderly. The old requires a multi prong 
management from the recovery of pain or to maintain in the 
level so that it doesn’t hinder functional ability. Healthy ageing 
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requires that the elderly can avail the facilities of the population at 
large and their additional care should be available within hand’s 
reach.
 Firstly, the assessment of the severity of pain can be pivotal 
in the management of it. Facial expressions speak a lot of the 
severity of the pain. Visual Analogue Scale is a simple tool for 
the doctors to assess the degree of pain and the discomfort of the 
patient even for patients who cannot express verbally. A verbally 
administered numeric scale ranging from 0-10 Numeric Distress 
scale can also be used in day to day practice.
 Education of the patient and care giver is essential to improve 
the management and bringing out a favourable outcome. The 
education should essentially include information about the nature 
of pain, the cause of it, dos and don’ts, use of medications and 
non-pharmacological modalities available. Both one-on-one and 
group programs can be beneficial. Caregiver education is vital in 
providing the basic care of dispensing medication and keeping a 
hawk eye on overdose which can boost the physical and mental 
health of the elderly and makes a stronger bond in the family 
members without creating a sense of burden.
 The physicians should have personal formulary of opioids 
rather trying out and learning the caveats of all. Opioids in 
which detailed efficacy studies have been conducted should 
be prioritized (tramadol, oxycodone, morphine). Lower doses 
should be initiated than that in the young and it should be 
carefully titrated. Long acting opioids should be avoided in 
elderly in the initiation of therapy. Once the stabilization phase is 
reached, maintenance should be considered in extended release 
formulations with immediate release opioids for breakthrough 
pain. Cross tolerance must be taken into consideration if switching 
of opioids if necessary. The conversion factor 50 mg tramadol = 10 
mg oxycodone = 10 mg oral morphine equivalents (OME) can be 
used to convert between opioids.
 Osteopathic manipulative treatment (OMT) is the new age 
non pharmacological aid for pain. The aim is to release tension in 
muscles and ease the pain. Chiropractors mainly focus on spinal 
manipulation treatment which can help in the relieving lower 
backache to a great extent along with medications. A study done 
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on patients >50 years with pneumonia says with OMT the hospital 
stay was reduced by 1.1 days.(9)
 Evidence exists that regular physical activity reduce pain and 
enhance functional capacity of older adults with persistent pain 
and help prevent further injuries.
 Also, acupuncture and transcutaneous electrical nerve 
stimulation have been used with modest success for management 
of persistent pain in older adults.
 Lastly, spiritual dimension takes the centre stage for many 
patients with persistent pain. Pain is perceived by many as penance 
in old age. Aligning with the osteopathic tenet, “A person is the 
product of dynamic interaction between body, mind, and spirit,” 
appropriate counseling or referral to clergy may be helpful in the 
management of pain and develop healthy coping strategies.
 The holistic approach to pain management supports the 
necessity of integrated care of the elderly to achieve the goal of 
a supportive and healthy ageing. Immediate proper primary 
care can ensure good geriatric health. The care based on the “felt 
needs” of the community can be brought to doorstep by mobile 
medical units. Such initiatives have been started by premier 
NGOs like Help Age India for screening and early management. 
Community based services can help as an aid in conducting 
health camps, promoting knowledge on food and nutrition and 
benefits of physical exercises. It is the need of the hour for the 
trained specialists of the society to make arrangements in every 
small sphere to ease the living of the aged. Being the segment 
of a fast growing population, the small initiatives now will help 
thread the lacunae together.
 Awareness and action goes hand in hand in building up a 
secure and hopeful future where we all have to live in one day.
As quoted in Atharva Veda –
 “O Mankind! I enjoin on all of you to be mutually helping 
one another, to be united in your mind and to have common ideal 
of life for benefitting one another. Like the enlightened persons 
whoever take care of immortal principle (in their life) may the 
friendly feelings amongst you increase morning and evening.”
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CHAPTER IX

Elder abuse

Priyam Sharma

 In the first week of July the news of suicide by an elderly 
couple in the Shivsagar district of Assam shook the entire nation. 
The couple, stated the five suicide notes addressed to different 
people, had been going through mental trauma. Their son, who 
is an ONGC employee, was neglecting his parents, especially his 
ailing mother. He refused to help them when they were financially 
broken and didn’t have money even to buy insulin. It was one of 
the several cases of elder abuse that were reported in last 2-3 years 
and these were just the tip of iceberg.
 WHO has defined elder abuse as a single or repeated act, or 
lack of appropriate action, occurring within any relationship where 
there is an expectation of trust, which causes harm or distress to 
an older person. “This type of violence constitutes a violation of 
human rights and includes physical, sexual, psychological, and 
emotional abuse; financial and material abuse; abandonment; 
neglect; and serious loss of dignity and respect” [1].
 Globally, the aging population is increasing and as a result 
cases of elder abuse are on the rise. In a recent study by Yun Y 
et al, the prevalence rate for overall elder abuse in community 
setting was found to be 15•7%. It was 11•6% for psychological 
abuse, 6•8% for financial abuse, 4•2% for neglect, 2•6% for 
physical abuse, and 0•9% for sexual abuse [2]. The rates are much 
higher in institutional settings such as hospitals, nursing homes, 
and other long-term care facilities than in community settings 
[3]. A 13-year follow-up study found that victims of elder abuse 
are twice more likely to die prematurely than people who are not 
victims of elder abuse [4]. 
 Any form of elder abuse can be regarded as a stressful life 
event that can have negative effects on older adults’ physical and 
mental health. Mental health issues are often present in victims of 
elder abuse and abuse in turn results in mental health issues.
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 Elder abuse is associated with two categories of risk factors, 
namely victim factors and perpetrator factors. By studying the 
traits of abused older adults, researchers found that psychological 
distress has been associated with an increased risk of elder abuse 
[5,6]. In a community-based cohort study, clinical depression 
was found to be significantly associated with elder abuse cases. 
According to Dong et al., loneliness was also associated with an 
increased risk of elder abuse [7].
 In addition, sociodemographic characteristics affect the 
association between psychological distress and elder abuse. In a 
study of the urban Chinese population it was found that among 
older adults with depression, those who were older and less 
educated may have an increased risk of abuse [8]. Gender may also 
have an impact on the association. Female patients with dementia 
are more likely to be victim of elder abuse. Studies have reported 
that stress, anxiety and depression among caregivers often result 
in a lack of confidence in their caregiving skills which in turn 
increases the use of abusive acts to manage these difficulties. 
Poor psychological health including depression and anxiety are 
common among elder abuse perpetrators. In the United States, 
studies show that caregivers with depression are more likely to 
be physically and verbally abusive. Caregivers play a significant 
role in elder abuse, and hence more attention should be paid to 
caregiver stress and its effects on elder abuse. Drug or substance 
misuse is also common among elder abuse perpetrators. Studies 
have also shown that abusers are likely to be dependent on the 
victims for emotional and financial support, housing, and/or 
other assistance [9]. 
 Compared to physical health outcomes, the impact of elder 
abuse on psychological well-being may be even more devastating, 
and elders often take a long time to recover from the victimization 
[10]. Depression, anxiety and posttraumatic disorder were found 
to be the most prevalent psychological consequences of elder 
abuse. Case-control studies demonstrated that both depression 
and dementia are common among abused older patients referred 
to a public geriatric clinic [11].
 The level of psychological distress differs according to the 
frequency and type of abuse and violence [12]. Older women 
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experiencing repeated psychological abuse or multiple types of 
elder abuse were more likely to present depression or anxiety 
[13]. The impact of abuse on psychological well-being also varies 
according to the type of abuse. More specifically, verbal abuse was 
shown to be the strongest predictor of older adults’ psychological 
distress. Emotional abuse is also significantly associated with 
higher levels of psychological distress than physical abuse [14].
Indian culture has always been respectful and supportive of 
elders. In India, it was considered that elder abuse was not a 
problem. The thought was that this is something prevalent is 
western world only. However, of late cases of all kinds of elder 
abuse are increasing in different parts of our country. Nuclear 
families are increasing and life styles are changing. As a result, 
there is challenge to the coping used by both young and old in the 
family. More often the behaviour by the younger family members 
which would have been considered normal in western world, is 
experienced as abnormal by the older family members.
As the incidents of elder abuse is increasing worldwide appropriate 
measures should be taken for its prevention, keeping in mind the 
sociocultural background of the particular society. Increase in 
awareness is necessary for its prevention and detection. Mental 
health professionals should remain alert and should look for it 
whenever they come across suspected cases of elder abuse.
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CHAPTER X

Memoirs of Mrs. Mathiurongliu Gangmei

K G Akham

 Enhance only by the nature beauty, showing in every 
creations from the tiniest to the biggest that, how much the 
creator loved His creation was naked to the eyes of every human 
who care to ponder, just a second ponder. Trees and plants had 
started giving birth to a new green shoots, when a little baby girl 
named MATHIURONGLIU GANGMEI was blessed to a beloved 
couple Mr. TADONANG KAMEI and Mrs. BANRUGANGLIU as 
a second daughter, MEIREILUNGLIU being the eldest. It was the 
month February and year 1903 which was to be remembered by 
the people as the birthday of the longest living woman.
 The 115th years SUPERCENTENARIAN of Mrs. 
MATHIURONGLIU GANGMEI of MAKHUAM-3 VILLAGE, 
MARANGJING, NONEY DISTRICT, MANIPUR, INDIA was 
celebrated on the 9th May 2018 at her resident.
 Sadly, the creator chose to take away her mother, when 
she was only an infant, so she grew up in the loving care of her 
grandmother Mrs. Lubonliu, who never leaves her, until she 
was grown up enough to take care of herself. Untouched by the 
outside world the native people of Makhuam village lived in 
harmony with the nature. But the Thadou-Kuki civil war (1917-
19) compelled  some of the villagers to flee to Kharam village 
which was about 3 kilometers from her village, she stayed there 
as a refugee along with her elder sister until it was safe enough for 
them to return to their native, she was then 14 years old.
 In that period the maturity of a girl was counted when they 
reach 25 years. So in 1927, when she was running 24 years she 
got married to Mr. LANGANG RIAMEI. And in 1929, after two 
years of her marriage, she gave birth to ZAKHAOLIU, her eldest 
daughter.
 At the eve of the Second World War 1942, Mrs. Mathiurongliu 
already had three daughters (1) Zakhaoliu (2) Lupalungliu (3) 



70

GERIATRIC CARE: NEED FOR INTEGRATION
Makulanliu. The eldest was old enough to do all the household 
chores like fetching water, collecting firewood, cooking etc, as 
he was already 13 years old. Before the youngest daughter Mrs. 
Meiduanlungliu (Meithiamnei) was born, the couple already had 
seven children, but unfortunately four died in their infant so, it 
was not recorded. After a happy staying together for about 28/29 
years her husband Mr. Langang expired in 1955.
 After struggling for 4/5 years as a single parent to her 
four children, she got married again to Mr. POUHOULUNG 
GANGMEI and was blessed with two children again. The eldest 
being was called Mr. KAGUICHANG GANGMEI (1960) and his 
younger sister named as Miss MAJABAMLIU GANGMEI (1963), 
who denied everything that the world could provide and instead 
dedicated her life to serve and live only for her mother, who 
became widow again in her old age in 1989, shortly after three 
months of their conversion to Christianity.
Mrs. MATHIURONGLIU GANGMEI WAS, IS AND WILL
 Mathiurongliu Gangmei is a kind of woman who never talks 
much and never interfere in the business of others. So she hasn’t 
done any wrong to others and do not intent to do so. She lived her 
way sincerely and simply accepting what the day brings, never 
complaining about black or white. She was as simple as that…..
 In those days people drink rice brew (make from rice powder 
and paddy sapling) instead of water so they got up at the first 
cock crow, when it was still dark, and pound the rice for making 
rice brew, fetched water, cooked their food, ate and taking rice-
brew they will leave for their field (Jhumming cultivation), where 
they toil the whole day regaining energy only from the rice-brew, 
and  few minutes before dusk they return back home. Their daily 
life circle was so closely associated with the nature.
 She prefers green vegetables to red meat. She is so small in 
structure yet healthy enough, not to get sick.  Up to 80 years; she 
could still work to her wishes.
 In 2009, at Makhuam (Marangjing) Get-Together Celebration, 
she could still walk from her resident to the Village church 
compound to meet her friends, relatives who came to attend the 
celebration. And after that there was no record of her going out 
beyond her resident but could still help herself at home without 
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being served. And as days turns to week, weeks to month, 
months to year, she became bed ridden. And that was that, when 
her youngest daughter Miss Majabamliu Gangmei became her 
shadow.
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CHAPTER XI

Polo (Sagol Kangjei)

Yumnam Sana Devi
 

 Sagol kangjei,Polo game had been  the indigenous game 
of Manipur played since time immemorial.There are several 
mythological books supporting the antiquity of this game. 
According to Kangjeirol, a treaties on Manipuri Polo, king 
Kangba who reigned Manipur much earlier before the birth of 
the Christ introduced Sagol Kangjei,that is the”Polo” game. The 
book Kangjeirol writes “During a festival known as Ukrong 
Hongba, Kangba, the king of Manipur showed a skill of dribbling 
a bamboo root club by his walking stick on the ground. He 
asked his subjects to play this game on horseback next the day. 
Accordingly, his subordinate officers along with common men, 
after having lunch thrown by the king, came out in new dress to 
the venue of the festival with their ponies and started playing the 
game as introduced by the king. The game was witnessed by the 
queen,Leima Tanu Sana sitting under a royal canopy amidst huge 
crowd. Deriving from the name of the king Kangba the game 
was known as Sagol Kangjei. Sagol means horse or Pony. Kangjei 
means Kangba’s stick.
 There is an account of a Polo match between the friends of 
Ngonda Lairen Pakhangba wo ascended the throne of Manipur 
in 33 A.D, written in the Royal Chronicle of Manipur, Cheitharol 
Kumbaba.
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 The game was born in Manipur,spotted by civilization and 
made popularize by the Britishers under the sun.In the strange 
game of hockey on horseback, the Britishers equally saw the 
potential of a latent sporting possibility. They saw, they learnt and 
the first Polo Club of the world was born at Cachar in 1859. When 
the Marques of Ripon,earlier the viceroy of India, said “it is a 
small State (Manipur), probably until these events took place very 
little known to your Lordships, unless, indeed, some of you may 
have heard of it as the birth place of the Game of Polo,” during the 
house of Lords,procedings of the British parliament, on 22nd June 
1891,where he paid a glowing tribute to the Manipuri pioneers of 
polo.
 The Guinness Book of Records in its 1991 edition on page 
288 writes “Polo: Origins: Origins of Polo can be traced to origins 
in Manipur State,India c. 3100 B.C. when it was played as Sagol 
Kangjei”.
 The earliest club was the Cachar Club founded in 1859 in 
Assam, India. The oldest Polo Club in the world still in existence 
is the Calcutta Polo Club (1862). The game was introduced in 
England from India in 1869 by the 10th Hussars at Aldershot, 
Hants and the earliest match was the one between the 9th Lancers 
and the 10th Hussars at Hounslow Health, Greater London in July, 
1871. The earliest international match between England and the 
USA was in1886. The game’s governing body is the Hurligham 
Polo Association, which drew up the first English rules in 1875.
 Polo is played with seven players on each side. The players 
are mounted on ponies which are not more than 4-5 feet height. 
Each player has a polo stick made of cane. The ball used in the 
game is made of bamboo root. The ball is hit hard by the players 
into the goal. Today the game played in two different form the 
PANA, original Manipuri style and Polo, the International style.
 The game of Polo is interwoven with the ancient cult of 
Manipuris. Some ritual meanings are attached to it. There is 
certain period in a year when the Polo game is forbidden to play. 
It cannot be played in the period of ‘Laicheppa’ (June or July) 
to ‘Lai Lengkhatpa’ (September or October) in a year. Thus, the 
Manipuri Polo season starts from October and ends in the month 
of June of the next year which covers eight months in a Polo.
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 Today, the Manipur Polo International held every year from 
November 22 to 29 and organised by the Manipur Horse Riding 
and Polo Association (MHRPA)-having become a part of the 
Manipur Sangai Featival-is becoming one of the most important 
calendar polo events in the world. The top-playing nations are 
UK, USA, Germany, Australia, Brazil, Kenya and of course the 
host-nation, India.
 Manipuri pony is a typical animal (one of the four recognised 
Indian breeds of the horses of the World) with a height between 
11 and 13 hands high (1 hh 4inches), short back, good shoulder 
and well developed hind quarters.It is a sure footed and sturdy, 
alert head, deep girth, high set tail and long endurance animal.
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