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80-year-old inpatients treated for major de­
pression with ECT with patients who re­
ceived non-ECT treatment.

A precondition for recovery from any
illness is survival. When considering the
prognosis of depression in patients over 80,
one must keep in mind that 6.6% of the
general population over age 80 will not
reach the age of 81. By comparison, expec­
tation of death in an average person be­
tween ages 50 and 51 is only 0.5%.'

Recovery is also related to the intrinsic
mortality of the primary illness, in addition
to the mortaliry of any coexisting illness.
Major depression is a common disorder

Effects ofMedical Comorbidity on
Post-Treatment Survival

Electroconvulsive Therapy for
Major Depression in the Oldest Old

ThiS study was designed to examine the
long-tenn outcome of individuals with

major depression who were over age 80 at
the time of psychiatric inpatient hospitaliza­
tion. After we reviewed the clinical and
epidemiologic literature on depression in
the elderly, it became clear that there is a
lack of available infonnation on the mortal­
iry and survival of this "old-old" group fol­
lowing hospimlizarion for major depression.
Our primary objective was to add to the
clinical knowledge of the outcome of ECT
treatment in the very old and to help to
enable predictions on the likelihood of re­
covery. \Ve compared the survival rme of

This is a longitudinal study of 65 patients who were 80 year.;
old or older at the time they were hospitalized for depression.
Thirty-seven were treated with ECT and 28 with medication.
~uTViual after 1;--2, anQ3 year.; in the ECTgroup u:>a:s@0%,
54.1%, and 51.4%, respecti'J!l.' ~ruiual after 1, 2, and 3 year.;
in the non-ECTgroup was .4% 90.5%, and 75.0%, respec­
tively. The relatiuely high mortality rate in the ECTgroup in this
studysuggests thatpatients ouer80 who undergo ECThaue more
severephysical illness than those who can be treatedsuccessfully
with medication. Medical comorbidity is a major determinant
oflong-term outcome ofdepression in the oldest old.
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ECT in the Oldest Old

This is in contrast to Alexopoulos et al.:'
who found medical problems arising during
ECf to be significantly more common in
those over age 65. We conclude that ECf is
effective and useful in patients over age 80
with the same margin of safety as in youn­
ger populations, as long as anention is
given to the optimal management of com­
orbid medical illness. People over age 80

\

can be treated successfully and safely with
ECf.

In addition, and contrary to Babigian
and Gunmacher,1Il who found that women
aged 75 years treated with ECf had substan­
tially decreased mortality compared with

.age-matched· non-ECf-treated groups, we
found increased mortaliry in the ECT­
treated group. The increased mortality in

(

our study can be viewed as a reflection of
the prevalence of severe physical illness in
the group of patients who received ECf.
The small number of patients in this study
did not allow for calculation and compari­
son of cause-specific deaths in proportion
to the standard, nondepressed population.
AI! deaths, rather than cause-specific deaths,
were included for estimation of relative sur·
vival. It would be important to establish
whether treatment of depression with ECT
has a positive effect on the mortality from
and comorbidity of medical diseases.

The number of patients suffering from
"first episode of depression" at the index
admission V$. a histoxy of "recurrent depres­
sive episodes" was not ascertained, and this
may identify patients with more refractory
depressive disorders. It is also unclear how
many of the index admissions and readmis­
.sions were preceded by :lpparent or occult
medical illness. In some cases, the physical

illness was manifest, but in others, an un­
derlying problem, such as an occult cancer,
may have increased the severity and refrac­
toriness of depression before the medical
illness was apparent.

In this study the suryival characteristics
varied with the type of treatment, which is
not to say that the treatment directly af­
fected survival. The variance is a function of
the clinical heterogeneity of our patient
population and it appeared that the non­
ECf group had the same survival rates as
the general population. The psychiatric fol­
low-up data, while limited, show that those
patients 'who did not die had a reasonable
chance of rfIDaining in the community and
avoiding rehospitalization for "recurrent de­
pression.

It became clear during the initial data
collection of the non-ECf group that the
survival characteristics of both groups could
not be reliably compared because the ECT
group was, in general, a sicker group. The
high mortality rate in the ECf group sug­
gests that patients over 80 who are referred
for ECT have more physical illness and
depressive symptomatology caused by
physical distress than those who can be

Isuccessfully treated with medication. These

Ipatients deserve particularly close follow-­
• up because they are at a higher risk forI life-threatening physical illness. In addition,

J

further ECT outcome studies in this age
group must give meticulous attention to
~edical c~orb~ty as a prognostic factor.

711 is article was presented by Dr. Kroessler at
the Fifth COllgress of Ihe flltemat;olla/ Psy­
chogeriatric Association, tlugust 18-23,
]99]. ;11 Rome, fla/y.
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