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Abstract  Review Article 
 

Depression is a common but often underdiagnosed co-morbidity in patients with dementia, leading to significant 

negative impacts on quality of life, cognitive decline, and caregiver burden. Due to overlapping symptoms and 

communication difficulties, diagnosis presents a formidable challenge in the primary care setting. This review outlines 

the epidemiology, clinical presentation, and diagnostic hurdles of depression in dementia, with a focus on practical, 

primary care-centric approaches. It discusses the application of validated screening tools, clarifies clinical features that 

distinguish depression from apathy, and details the role of the multidisciplinary team. This review provides a practical 

framework for Primary Care Physicians, including a clinical algorithm and a toolkit of screening instruments, to improve 

diagnostic accuracy and patient outcomes. 
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INTRODUCTION 
Depression is one of the most common mental 

health conditions that can complicate dementia [1, 2, 7]. 

In primary care, where most patients with Dementia are 

first assessed, diagnosing depression can be challenging. 

Many symptoms demonstrate a significant overlap with 

cognitive impairment [3, 8]. These symptoms include 

apathy, reduced motivation and impairment of 

concentration. The consequences of unrecognised 

depression remain significant. It has been shown to 

worsen cognitive decline, increase admission rates as 

well as diminishing overall patient wellbeing [1, 4]. 

Primary Care Physicians provide a crucial input in the 

early recognition of dementia. 

 

PATHOPHYSIOLOGY 

The relationship between depression and 

dementia remains bidirectional. Depression may be a risk 

factor as well as a symptom in Dementia [4]. Chronic 

depression may contribute to hippocampal atrophy [5], 

neuroinflammation and neurodegeneration [14]. In 

patients with Alzheimer's disease, neurochemical 

imbalances involving serotonin, noradrenaline and 

dopamine systems may be affected [6]. Furthermore, 

psychosocial factors such as the loss of independence, 

loneliness and caregiver stress worsen vulnerability to 

depression [12, 13].  

CLINICAL PRESENTATION AND DIAGNOSIS 

Depression in dementia varies from usual 

depressive symptoms in working age adults [6, 7]. 

Features frequently include symptoms such as sadness, 

loss of interest, weight change, fatigue, irritability and 

apathy. However, verbal expressions of sadness may be 

missing, and symptoms such as agitation or psychomotor 

slowing may predominate. Apathy is a frequent 

cofounder, characterised by a lack of motivation without 

sadness. Whilst apathy reflects diminishment of 

initiative, depression usually also include emotional 

distress and guilt [7]. 

 

Practical Questions for Clinical Assessment 

A key task for the PCP is to differentiate these 

presentations. When taking a history from a caregiver, 

consider asking targeted questions: 

• To differentiate from apathy: "Have you 

noticed if their low mood seems to lift during 

activities they used to enjoy, even for a short 

while?" A positive response may point more 

toward depression. 

• To probe for core depressive symptoms: 

"Beyond a lack of motivation, have you seen 

signs of sadness, tearfulness, or expressions of 

worthlessness?" 
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Diagnostic challenges are significant and 

include symptom overlap, communication barriers, 

caregiver bias, and time constraints. A structured 

multidisciplinary team (MDT) approach is therefore 

essential to improve diagnostic accuracy [8].  

 

A Primary Care Toolkit for Screening 

While a detailed history is the cornerstone of 

diagnosis, validated screening tools can structure the 

assessment. The following table provides a practical 

overview: 

 

Tool Administration 

Time 

Best For... Scoring & 

Interpretation 

Key Pitfall 

Cornell Scale 

(CSDD) [9] 

~10-20 min Patients with moderate to severe 

dementia, as it relies heavily on 

caregiver input. 

19 items, score >10 

suggests probable 

major depression. 

Requires a reliable 

caregiver; may not 

capture subjective 

distress. 

Geriatric 

Depression 

Scale (GDS-15) 

[9] 

~5-10 min Patients with mild cognitive 

impairment or early-stage 

dementia who can reliably self-

report. 

15 yes/no questions, 

score >5 suggests 

depression. 

Not suitable for 

patients with 

significant cognitive 

deficits. 

PHQ-9 ~5 min Use with caution. Can be a useful 

starting point in very early 

dementia, but loses validity as 

cognitive impairment worsens. 

Standard scoring. Lacks validation in 

moderate-to-severe 

dementia 

populations. 

 

A Practical Diagnostic Algorithm for Primary Care 

The following algorithm provides a structured 

pathway for PCPs when depression is suspected in a 

patient with dementia. 

1 Trigger: Patient with known dementia presents with 

behavioural or mood changes (e.g., apathy, 

agitation, social withdrawal, tearfulness). 

 

2 Initial Assessment & Triage: 

◦ Rule out Delirium: Is the change acute? Is 

there a fluctuating course? Screen for 

underlying infection, metabolic disturbance, or 

medication side effects [10, 11]. 

◦ Gather Collateral History: Interview a 

reliable caregiver to understand the nature, 

duration, and severity of the symptoms. 

 

3 Screen for Depression: 

◦ Select an appropriate tool based on the patient's 

cognitive state (see Toolkit table). 

◦ Administer the CSDD with a caregiver or the 

GDS-15 if the patient can self-report. 

 

4 Synthesize and Differentiate: 

◦ Positive Screen: Does the clinical picture align 

with depression (e.g., persistent sadness, 

anhedonia, guilt) or could it be pure apathy or 

another neuropsychiatric symptom? [7] 

◦ Negative Screen: Consider other causes. Could 

the symptoms be a direct manifestation of 

dementia progression? Are there unaddressed 

psychosocial stressors? 

 

5 Action and Referral: 

◦ Clear Evidence of Depression: Initiate 

management (see principles below) and/or refer 

to specialist mental health services. 

◦ Uncertain Diagnosis: Refer to a geriatric 

psychiatrist or neuropsychologist for a 

comprehensive evaluation. 

◦ Caregiver Distress Identified: Refer the 

caregiver to support services, irrespective of the 

patient's diagnosis [12, 13]. 

 

The Role of Primary Care and the MDT 

Primary care physicians can provide a central 

role towards recognising the early behavioural or 

emotional changes associated with depression. Key 

emphasis should be placed on providing ongoing 

continuity of care through regular follow ups, as 

depressive symptoms may often fluctuate with disease 

progression.  

 

Coordinating the Multidisciplinary Team 

Optimal diagnosis and management depend on 

the PCP's collaboration within the wider MDT. The PCP 

acts as a central coordinator: 

• Referral to Geriatric Psychiatry: For 

diagnostic clarification, complex 

psychopharmacology, or when severe 

symptoms are present. 

• Engaging Neuropsychology: To formally 

assess cognitive function and help differentiate 

symptoms from cognitive decline. 

• Involving Social Work/Care Navigators: To 

assess caregiver burden, connect the family 

with support programs, and address 

environmental stressors [12, 13]. 

• Liaising with Nursing (Community or 

Facility): To monitor symptoms, medication 

adherence, and the effectiveness of 

interventions in the patient's living 

environment. 
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Providing education to carers and family is 

crucial for early detection and adherence to care plans 

[11].  

 

Initial Management Principles in Primary Care 

While detailed treatment is beyond this review's scope, 

PCPs can initiate foundational management steps: 

1. Prioritize Non-Pharmacological 

Interventions: Before prescribing, strongly 

consider and promote structured exercise, 

music therapy, social engagement programs, 

and behavioral therapies. 

2. Address Contributory Factors: Ensure pain is 

well-managed, review medications for 

depressive side effects, and optimize 

management of other chronic conditions. 

3. Approach Pharmacotherapy with Caution: 

If antidepressants are necessary, start with a low 

dose and titrate slowly (e.g., SSRIs like 

citalopram or sertraline). Be mindful of side 

effects and monitor for efficacy over several 

weeks. Consult guidelines like NICE for 

detailed recommendations [11]. 

4. Assess and Support the Caregiver: Caregiver 

burden is strongly correlated with patient 

depression severity. Routinely assess caregiver 

wellbeing and offer formal support programs to 

prevent burnout [12, 13]. 

 

Future Directions 

Research remains ongoing on biomarkers, 

inflammatory markers and digital monitoring may 

improve early recognition of depression within dementia 

in the future [14]. Remaining aware of the evolving 

research and integrating these approaches will support 

primary care physicians in early diagnosis and 

management. 

 

Learning Outcomes 

After reading this article, PCPs will be able to: 

• Distinguish apathy from depression in dementia 

using specific clinical cues. 

• Select the correct screening tool based on 

cognitive severity. 

• Apply a structured diagnostic algorithm in 

primary care. 

• Identify when to refer and how to engage MDT 

resources. 

 

CONCLUSION 
Diagnosing depression in dementia remains 

complex but essential. Primary care physicians, through 

structured assessment, use of validated tools, and 

collaboration, can substantially improve patient 

outcomes. Through the leveraged use of practical toolkit 

of screening instruments and following a clear diagnostic 

algorithm, and acting as the central coordinator of the 

multidisciplinary team, PCPs can improve detection and 

wellbeing for this cohort of patients. This proactive 

management also provides critical support to the families 

and caregivers who are integral to their care. 
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