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Pas	de	conflit	d’intérêt	en	lien	avec	ce3e	présenta5on	



Vigne3e	clinique	
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Retour sur la dépression et les symptômes 
anxieux du sujet âgé


• Dépression	
•  prévalence	

•  2-3	%	EDM	-	9%	EDm	selon	critères	DSM	IV	
•  Au	moins	15	%	de	symptômes	dépressifs	significa5fs		

•  Manifesta5ons	polymorphes	
•  Formes	Hos5les,	hypochondriaques,	délirantes	

•  Troubles	anxieux	
•  troubles	anxieux	9	%,	TAG:	3-7%,	symptômes	anxieux	modérés	30	%	
•  40	à	90	%	des	dépressions	ont	une	comorbidité	anxieuse	

(Etude	ESPRIT,	Ritchie	2004;	Sjöberg	2017;	Van	der	veen,	2015;	Zhang,	2015;	Etude	EURODEP,	Braam,	2014;	Bierman,	2005;	beekman,	1997)	



Dépression à début tardif


•  Favorisée	par	des	facteurs	psycho-socio-environnementaux,	par	le	
mauvais	état	de	santé	et	la	diminu5on	de	l’autonomie	

• ParRcipaRon	fréquente	de	de	facteur	neurologiques	
•  Immuno-inflammatoires	
•  Cérébro-vasculaires	(i.e.	Dépression	vasculaire)	
•  Neurodégénéra5fs	

•  Lien	étroit	en	MA	et	dépression	/	anxiété	
•  30	à	60%	de	dépression	dans	la	MA	avérée	
•  Dépression:	FDR	/Prodromes	de	MA	

[	Alexopoulos,	1997;	Benoit,	2003;	Green,	2003;	Fujishiro,	2019]	
	



Dépression et anxiété dans les  α-synucléopathies


• Maladie	de	Parkinson		
•  Phase	d’état:	prévalence	dépression	13	à	50	%		
•  Mode	d’entrée	dépressif	chez	1/3	des	pa5ents	(3	à	5	ans	avant	le	diagnos5c)	
•  Dépression	=	Facteur	de	risque	de	la	MP	?			

• Démence	à	corps	de	Lewy		
•  Les	critères	diagnos5c	mineurs	de	(suppor5ve	clinical	features)		incluent	
dépression	et	anxiété		

•  Phase	d’état:		prévalence	dépression	/	anxiété	40	à	80%	
•  Phase	prodromale	:	études	Cas	/Témoins	

•  Atcd	dépression:	 	MCL	>	MA;	MCL	>	contrôles	
•  Atcd	anxiété:	 	 	MCL	=	MA;	MCL	>	contrôles	

	

[Jacob,	2010;	Aarsland,	2012;	Mckeith,	2017;	Boot,	2013]	



[Chiu,	2016]:	Comparaison	SCPD:	MCL	(N=	250),	MA	(N=	500),	PDD	(N=125)	

Prévalence	des	SCPD:	
DCL	>	MA	=	PDD	
	
Prévalence	dépression:	
DCL	>	MA=PDD	
	
Prévalence	Anxiété:	
Pas	de	différence	
	
	
	

		

MCL: des symptômes dépressifs plus fréquents 
que dans la MA




MCL: des symptômes dépressifs plus sévères 
que dans la MA


N	=	71	MCL	(MMS=15,	77	ans)	
N	=	241	MA	(MMS=	17.5,	77	ans)	
	
	
	
Critères	
diagnosRcs	

MCL	 MA	 p	

NIMH-dAD	 43.7%	 33,2%	 p=	0.105	

DSM	IV	
dépression	
majeure	

19,7%	 8,7%	 p=	0.03	

DSM	IV	
dépression	
mineure	

31,6%	 28,2%	 p=	0,5	

[CHIU,	2017]	



Comparaison de la prévalence et sévérité des 
SCPD entre MCI-AD et MCI-DLB


We hypothesised that MCI-LB would be associated with worse
attention/executive and visuospatial function, and better memory
than MCI-AD. We found evidence of worse attention and visuo-
spatial function in the MCI-LB group, in keeping with the cogni-
tive profile seen in established DLB (Metzler-Baddeley, 2007).
MCI-LB cases also scored more poorly on tests of verbal fluency
(both category and letter fluency). Verbal fluency performance is
related to verbal ability and executive control (Shao et al. 2014).
There was no difference in language function measured by the
ACE-R or the Graded Naming Test between MCI-LB and
MCI-AD, suggesting that the impairments in verbal fluency seen
were due to greater executive dysfunction in the MCI-LB group.

There was no difference between the MCI-LB and MCI-AD in
tests of memory. Indeed, almost 40% of the MCI-LB group scored
>2 S.D. below the mean in Rey AVLT delayed recall. This is in
keeping with previous reports of significant memory impairment
in MCI-LB (Yoon et al. 2015; Kemp et al. 2017). This illustrates
an important clinical point. Though non-amnestic MCI has a
higher chance of converting to DLB than amnestic MCI, a sub-
stantial proportion of DLB cases will have an amnestic MCI in
their prodromal period, which is typically multi-domain
(Ferman et al. 2013). This may be particularly true in Memory
Clinic cohorts, where amnestic problems are the usual reason
for referral into these services.

Three other studies have compared cognitive test scores in
MCI-LB and MCI-AD (Cagnin et al. 2015; Yoon et al. 2015;
Sadiq et al. 2017). Direct comparisons between the studies are dif-
ficult as different cognitive batteries have been used. The most
consistent domain that differed between MCI-LB and MCI-AD
was a visuospatial function. All the studies, including this paper,
also found some differences in executive function, though not
necessarily on every executive function test. Findings in attention
and memory domains are less consistent between the studies.

The heterogeneity of cognitive impairment observed in
MCI-LB and MCI-AD was reflected in the poor discriminant

ability of four cognitive tests (ACE-R fluency and visuospatial,
DV mean time and angle task) to differentiate between MCI-LB
and MCI-AD in a post-hoc analysis. Thus, though a pattern of
prominent executive and visuospatial dysfunction is supportive
of a diagnosis of MCI-LB, it is not sufficient to warrant a diagno-
sis of MCI-LB in isolation. This illustrates the supportive role of
neuropsychological assessment in the diagnosis of MCI-LB in
combination with a thorough clinical assessment for other fea-
tures associated with Lewy body disease.

Strengths and limitations

This is the largest cohort of MCI-LB subjects published to date.
All subjects had a thorough clinical and neuropsychological
assessment. This supported the accurate clinical diagnosis,
which was confirmed by a three-rater panel. The gold standard
for diagnosis will always be post-mortem brain examination. As
MCI-LB is an evolving concept, postmortem data will take
some time to emerge. Until then, data from well characterised
clinical cohorts will be the primary source of new knowledge on
of the prodromal stages of DLB.

Consensus criteria for the diagnosis of MCI-LB are in develop-
ment (McKeith et al. 2017). Subjects in this study were cate-
gorised as MCI-LB based on the presence of core clinical
symptoms and abnormal FP-CIT SPECT imaging. The finding
of a DLB pattern of cognitive impairment and associated neuro-
psychiatric symptoms in the MCI-LB group gives supporting evi-
dence for this method of categorisation. FP-CIT SPECT is not yet
licensed for use in MCI but has high sensitivity and specificity for
DLB confirmed by autopsy (Thomas et al. 2017). It is reasonable
to expect that the specificity would also be high in MCI-LB.

Subjects were recruited to this study on the basis of suspected
symptoms of Lewy body disease. After a thorough clinical assess-
ment, the diagnostic panel found that some participants did not
have any core diagnostic symptoms of DLB and fulfilled criteria

Table 2. Neuropsychiatric inventory results

% with each symptom NPI severity score

MCI-AD
%

MCI-LB
% p

MCI-AD
Median (IQR)

MCI-LB
Median (IQR) p

Delusions 0 15 0.16 0 (0–0) 0 (0–0) 0.07

Hallucinations 26 33 0.59 0 (0–1) 0 (0–1) 0.49

Non-visual hallucinations 5 10 1 –

Agitation/aggression 16 41 0.06 0 (0–0) 0 (0–2) 0.06

Depression/dysphoria 37 54 0.22 0 (0–1) 1 (0–2) 0.24

Anxiety 11 46 0.01 0 (0–0) 0 (0–2) 0.02

Elation/euphoria 0 3 1 0 (0–0) 0 (0–0) 0.49

Apathy/indifference 21 54 0.02 0 (0–0) 1 (0–4) 0.02

Disinhibition 21 21 1 0 (0–0) 0 (0–0) 0.89

Irritability/lability 21 28 0.75 0 (0–0) 0 (0–1) 0.64

Aberrant motor behaviour 5 13 0.65 0 (0–0) 0 (0–0) 0.41

Sleep 26 59 0.02 0 (0–1) 3 (0–4) 0.02

Appetite/eating disorders 32 39 0.61 0 (0–1) 0 (0–4) 0.36

MCI-AD n = 19, MCI-LB n = 39. Chi-squared/Fisher’s Exact tests for symptom rates, Mann–Whitney U Test for severity scores

2388 Paul C Donaghy et al.
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Dépression et pathologie à corps de Lewy: 
données anatomopathologiques 

•  Etude	anatomopathologique	ancillaire	de	Cohorte	Rush	Memory	and	Aging	
Project	(N=1533	par5cipants,	550	décès)	

•  Inclusion	de	124	sujets	sans	démence	au	moment	du	décès;	dépression	évaluée	
par	la	CES-D	peu	de	temps	avant	

•  Objec5f:	établir	un	lien	entre	la	localisa5on	et	la	densité	des	corps	de	Lewy	avec	
l’intensité	et	les	caractéris5ques	cliniques	des	symptômes	dépressifs	pré-
mortem.		

	
CorrélaRon	significaRve	entre	la	densité	en	corps	de	Lewy	dans	3	noyaux	du	tronc	
cérébral:	

•  Locus	coeruleus	(noradrénergique)	
•  Noyau	dorsal	du	raphé	(Sérotonine)	
•  Substance	noire	(Dopamine)	

	et	l’intensité	des	symptômes	dépressifs	(symptômes	somaRques	+++)	
	 (Wilson	RS,	2013)	

	



Clinique des symptômes anxio-dépressifs 
dans la DCL

•  Impact	de	la	personnalité	pré-morbide:	risque	majoré	si	haut	niveau	de	névrosisme	
•  Augmenta5on	de	la	vulnérabilité	au	stress:	FE	et	défaut	de	contrôle	émo5onnel	
•  Intrica5on	++	avec	les	symptômes	anxieux	
•  Dis5nguer	les	syndromes	dépressifs	et	les	réacRons	dépressive	(phase	de	confusion)	
•  Problème	du	diagnos5c	différen5el	avec	l’apathie	
	

•  PrésentaRon	parfois	«très	psychiatrique»	
•  Délirante	(persécu5on,	jalousie,	incapacité;		situa5on	de	post	deuil	avec	hallucina5on	du	défunt)	
•  Mélancolique	(torpeur	confusionnelle)	
•  Hypochondriaque		

•  Les	symptômes	dépressifs	peuvent	cons5tuer	un	mode	d’entrée	venant	masquer	les	symptômes	
cogni5fs	à	risque	de	retard	diagnos5c	et	de	prescrip5on	inappropriée	

•  EvoluRon	persistante	chez	75	%	des	pa5ents	

[Jurek,	2018;	Tabata,	2017;	Yamane,	2011;	Fritze,	2011,	Ballard,	2003]	



•  RéacRonnelle	au	vécu	délirant	

•  Angoisse	latente	d’évolu5on	fluctuante	
•  Angoisse	sans	objet	avec	manifesta5ons	physiques	
•  Sensa5on	de	mal	être	intérieur	impossible	à	verbaliser	
•  Instabilité	psychique	
•  Angoisse	d’abandon	/	Sollicita5ons	répétées	entourage	

•  ManifestaRons	somatoformes	

•  Angoisse	aigue	avec	dérégula5on	émo5onnelle	
•  A3aque	de	panique,	détresse	émo5onnelle	
•  Souvent	associée	à	une	désorganisa5on	de	la	pensée	
•  Prise	de	conscience	aigue	de	la	perte	de	contrôle	cogni5f	?	
•  Sur-risque	suicidaire	?	Raptus	anxieux	dans	les	phases	de	confusion	?	

	

Clinique des anxiétés dans la DCL


[Jurek,	2018;	Tabata,	2017;	Yamane,	2011;	Fritze,	2011,	Ballard,	2003;	Onoy,	2010	]	



Comportements suicidaires dans les maladie 
neurodégénéra+ves 


• Peu	de	données	sur	les	comportements	suicidaires		
•  Fréquence	des	idées	de	mort	(≠	idées	suicidaires)	
• Risque	suicidaire	>	début	de	maladie:	rôle	de	impulsivité,	défaut	
d’inhibi5on		?		

• Risque	suicidaire	<	si	détériora5on	cogni5ve	évoluée:	trouble	de	
mémoire	et	de	planifica5on	?	

	

[revue	Haw,	2009]	



Suicide et MCL ?


Mr. Williams was given a clinical diagnosis 
of PD and treated for motor symptoms. 
The report confirms he experienced 
depression, anxiety and paranoia, which 
may occur in either Parkinson's disease or 
dementia with Lewy bodies. 
 
The autopsy indicated the presence of 
“diffuse Lewy body dementia” in the brain 	

Robin	William	

h3ps://www.lbda.org/go/robin-williams-and-
lewy-body-demen5a	



Prévalence des comportements suicidaires 
selon le type de démences


in FTD and AD. Using the Neuropsychiatric Inven-
tory, one study found that older patients (≥ 50
years) with FTD had a much higher occurrence and
severity of anxiety symptoms than those with AD.9

In contrast, a different study that used the Behav-
ioral Pathology in Alzheimer's Disease Rating Scale
observed that older adults with FTD had a lower
occurrence of anxiety symptoms, including phobia
symptoms, than those with AD.18 Furthermore,
other studies found that older adults with VD3 and
LBD19,20 were more likely to have depressive symp-
toms and higher occurrence of psychosis symptoms
than those with AD, respectively. These mixed find-
ings may be due to the use of various symptom
inventory measures and examination of different
patient samples. Because our study examined disor-
ders based on diagnostic codes in a large healthcare
system, our findings may be more representative of
differences in the occurrence of psychiatric disor-
ders across dementia subtypes.

Furthermore, we observed that the occurrence of
suicidal behavior during FY 2012−2013 was highest
in FTD and lowest in AD. Patients with FTD had the
highest 2-year prevalence of suicidal ideation (4%),
with 10% of those reporting ideation also having a
suicidal plan/attempt. Those with AD had the lowest
prevalence of suicidal behavior (< 1%). Only a few
prior studies have examined suicidal behavior in
dementia, and none to our knowledge have assessed
it across dementia subtypes. Although some studies
have found a low prevalence of suicidal ideation in
overall dementia,21−23 most are based on nonclinical
assessments of various definitions of suicidal behav-
ior in small patient samples. This limits the compari-
son of suicidal ideation and the investigation of more
serious suicidal behavior across dementia subtypes.
Thus, using a standardized and reliable national sui-
cide tracking system, our findings highlight that the
occurrence of suicidal ideation and plan/attempt dif-
fers significantly across dementia subtypes, with the

FIGURE 3. Two-year prevalence of any suicidal behavior across dementia subtypes in older patients (≥50 years) during fiscal years
2012−2013 (N = 56,296). Any suicidal behavior included any suicidal ideation and plan/attempt. Pearson’s x2 test was p<0.001 for
any suicidal behavior across dementia subtypes. Error bars indicate 95% confidence intervals.
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Etude	sur	registre1,	N=	56	296	sujets	
NaRonal	paRent	care	data-base	
NaRonal	suicide	prévenRon	applicaRon	network	

	
AD=	30	578	
VD=	17924	
MD=	3419	
LBD=	3194	
FTD=	1181	
	
Comportement	suicidaire	=	
Idées	suicidaires	ou	planifica5on	
suicidaire	ou	tenta5ve	de	suicide		
	

DFT	>	MCL	>	MA	

Suicide	dans	la	MCL		=	O,8%	de	la	mortalité	totale	2	
Risque	augmenté	au	moment	de	l’introduc5on	/	arrêt	L-DOPA	ou	agoniste	dopaminergique	?	3		

	[Lai,	2018;	Armstrong,	2019;	Shepard,	2019]	
	



Manifesta+ons affec+ves prodromales de la DCL ? 


Chronologie	d’appariRon	des	symptômes	dans	
les	pathologie	à	corps	de	Lewy	(Mckeith,	2016)		

Pure	Psychiatric	PresentaRon		
(Kobayashi,	2014)	

	
•  MCL	sans	symptôme	cogni5f	ou	moteur	
•  Anomalies	à	la	scin5graphie	cardiaque	MIBG	
•  Phénotype	dépressif	/	halluciné	/	délirant	
	



ScinRgraphie	cardiaque	MIBG	
	
•  Permet	d’évaluer	l’innerva5on	sympathique	

cardiaque	post	synap5que	
•  Recapture	du	MIBG	perturbée	dans	les	

pathologies	à	corps	de	Lewy	(MCL	/	MP)	
•  Marqueur	précoce	de	l’a3einte	nerveuse	

périphérique	
•  Faux	posi5fs:	diabète	/	insuffisance	cardiaque	
•  Sensibilité	77%;	Spécificité	94%	

	
	
[Komatsu,	2018]	[Donaghi,	2014]	

Progression	des	lésions	dans	la	MCL	
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Scin+graphie MIBG: biomarqueur précoce ? 




Caractéris+ques cliniques des dépressions 
tardives avec scin+graphie au MIBG posi+ve

•  Série	de	81	pa5ents	>	60	ans	hospitalisé	en	psychiatrie	pour	un	EDM	à	
début	tardif	(Critère	CIM	X,	HDRS	>20),	sans	diagnos5c	antérieur	de	MP	ou	
de	démence		

•  Dont	51	ont	bénéficié	d’une	scin5graphie	au	MIBG:	
•  N=14	sujet	MIBG	posi5f		
•  N=	37	sujet	MIBG	néga5fs		

•  Au	moins	17	%	des	EDM	à	début	tardif	pourrait	être	en	lien	avec	une	
pathologie	à	corps	de	Lewy.	

•  RalenRssement,	agitaRon	et	anxiété	somaRque	significaRvement	plus	
marqués	chez	les	sujets	EDM	MIBG	+			

[Takenoshita,	2019]	



Dépression tardive: intérêt de recherche des symptômes 
suggérant une entrée possible dans une MCL ?


Dépression	à	
début	tardif:	

intérêt	
d’évaluer	les	
symptômes	
associés	?	

Syndrome	
dysautonomique		

Evalua5on	
cogni5ve	

Fluctua5on	
a3en5onnelle	

TCSP	

olfac5on	

Symptômes	
psycho5ques	
mineurs	

[McKeith,	2019]	



Exposi+on aux psychotropes chez des résidents de maison de 
retraite en fonc+on du  

nombre de critères majeurs de la MCL


•  Inclusion	de	650	résidents	
• Dans	40	maison	de	retraite	
• Moyenne	d’âge:	86	ans	
•  74	%	souffrant	d’un	TNCM	

[Zahrovic,	2018]	

20	%	



medical lists for 576 (94%), hospital medical records for
594 (97%) and completed questionnaires for all resi-
dents. The mean age was 86 (± 6.9) years and 76% were
women; 74% of residents had a dementia diagnosis
(Table 1).
The number of different DLB signs, from the ques-

tionnaires, were used to create two groups: residents
with 0–1 DLB signs and those with 2–4 DLB signs. In
an earlier study of the same population, we reported that
84% had 0–1 and 16% had 2–4 main clinical features of
DLB [29]. The residents with 2–4 DLB signs had the fol-
lowing dementia diagnoses: AD in 19%, DLB/Parkinson’s
disease with dementia (PDD) in 17%, dementia not
otherwise specified (NOS) in 16%, vascular dementia
(VaD) in 13%, AD mixed dementia (AD-MIX) in 12%
and no diagnosis in 23%. Finally, 22 of the residents
were already diagnosed with DLB/PDD, 20 (91%) of
these were classified within the 2–4 DLB signs group
(Table 1).

Psychotropic medication
We found the usage of any psychotropic medication in
86% of residents. All four psychotropics (N05A, N05B,
N05C and N06A) were found in 6%, three in 17%, two
in 31%, and one in 32% of residents. We found the usage
of anxiolytics in 58%, hypnotics/sedatives in 41%, anti-
depressants in 50% (Table 2). In addition, anti-dementia
medication in 33% of residents (Table 3).
Usage of antipsychotics was found in 22% of the study

population, most prevalently risperidone (10%) followed by
haloperidol (7%) and other atypical antipsychotics (cloza-
pine, olanzapine and quetiapine) (2%) (Table 2). There was
no difference in antipsychotic treatment according to sex
or dementia diagnosis (yes/no). However, the age groups
showed differences where younger residents (≤85 years)

had significantly more frequent usage of antipsychotics
compared with those ≥86 years (Tables 2 and 3). Further-
more, the usage of antipsychotics increased with the in-
creasing number of main DLB signs from 25% to 43%
(Fig. 1). Comparing all residents, those in the 2–4 DLB
group had the highest usage of any antipsychotics (32%)
and the highest usage of haloperidol (14%) (Table 2).
Of the participants with a dementia diagnosis, 45%

had treatment with some anti-dementia medication.
None of the residents without a dementia diagnosis had
anti-dementia medication (Table 3). Younger residents
(aged ≤85 years) had significantly higher usage of some
anti-dementia medication (43%) compared with those
aged ≥86 years (26%) (Table 3).
Comparing the 0–1 DLB and 2–4 DLB groups, there

were no differences in treatment with any cholinesterase
inhibitors (ChEI). However, higher usage of memantine
was seen in the 2–4 DLB group (Table 3). In the group
with 2–4 DLB signs, 37% were undergoing anti-
dementia treatment, while 62% of those already with a
diagnosis for DLB/PDD were undergoing anti-dementia
treatment.

Discussion
In this study, geographically covering all 40 NHs in the
third largest city in Sweden, we found an increasing
usage of antipsychotics with the increasing number of
DLB signs. Furthermore, residents with two or more
main clinical DLB features were also receiving more an-
tipsychotics and less anti-dementia medication com-
pared with the rest of the NH residents. Finally, almost
40% of the residents with 2–4 DLB signs had either de-
mentia NOS or no dementia diagnosis, thereby being at
risk for unsuitable treatment.

Fig. 1 Antipsychotic treatment in relation to the number of clinical DLB features. *The total number of residents with clinical features of
dementia with Lewy bodies (DLB) and antipsychotic treatment. The DLB signs are: visual hallucinations, parkinsonism, fluctuating cognition, and
rapid eye movement sleep behaviour disorder. P-value < 0.001
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Exposi+on psychotropes chez des résidents de 
maison de retraite avec symptômes de MCL


[Zahrovic,	2018]	



IACE	

• Meilleure	efficacité	dans	la	MCL	vs	MA	

• Améliora5on	globale	des	SCPD	
•  Hallucina5ons,	Délire,	Apathie,	Anxiété	
•  Devraient	être	le	traitement	de	première	inten5on	pour	les	
hallucina5ons		

	
• Rivas5gmine	=	Donezepil	>	Galantamine	

[Wild, 2003; Stinton, Méta-Analyse 2015] 



An5dépresseurs	

•  Dépression	MA	à	Efficacité	déba3ue		1	
	
•  Dépression	Maladie	de	Parkinson	2	

•  Meilleure	efficacité	des	TC	…	
•  Effets	favorable	des	IRS	/	IRSNA	
•  Agoniste	dopaminergique	(Pramipexole)	?	

	

•  Dépression	MCL	?	
•  Peu	de	données	
•  Traitement	à	adapter	à	la	clinique,	si	dépression	à	phénotype	psychiatrique,	
meilleure	efficacité	

•  En	pra5que:	IRS,	Mirtazapine	

[1	Méta-analyse:	Thompson,	2007;		Sepehry,	2012]	

[2	méta-analyses:	Liu	2013,	Zhuo	2017]	



Et	la	sismothérapie	?	

• Meilleur	niveau	de	preuve	dans	le	traitement	de	la	dépression	
•  Indica5ons:	

•  Dépression	résistante	
• Mauvaise	tolérance	des	traitement	psychotropes	
•  Risque	vital	
•  Personne	âgée	



•  Série	de	cas	
•  14	pa5ents	diagnos5c	MCL	possible	/	probable	
•  Dépression	résistante	au	traitement	médicamenteux	

[Takahashi, 2009] 

TMS (N=6), HAM-D: 24 à 11 Sismo (N=8), HAM-D: 38 à 15 

Bonne	efficacité	et	bonne	tolérance	de	la	TMS	et	de	la	sismothérapie	



Conclusion


• Dans	la	MCL	les	symptômes	anxieux	et	dépressifs	sont	plus	intenses,	
plus	précoces,	plus	sévères,	plus	résistants	

• Phase	d’état:	révéla5on	possible	de	la	maladie	par	un	épisode	
dépressif	majeur	

•  Suicide:	augmenta5on	du	risque	en	cas	de	raptus	anxieux	?	
• Phase	prodromale:	certaines	dépressions	à	début	tardif	semblent	en	
lien	avec	une	α-synucléopathie	débutante.	Intérêt	d’évaluer	les	
symptômes	associés	?	

•  Traitement:	Intérêt	des	IRS/IRSNA,	pas	de	CI	à	la	sismothérapie	

	


