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Data on the prevalence of psychiatric disorders in late life are lacking. The present study addresses this gap in the literature by examining
the prevalence of the broadest range of psychiatric disorders in late life to date; comparing prevalences across older adult age groups using
the largest sample of adults aged 85+; and exploring gender differences in the prevalence of psychiatric disorders in late life. Using data from
Wave 2 of the National Epidemiologic Survey on Alcohol and Related Conditions, we examined the prevalence of past-year mood, anxiety,
and substance use disorders, and lifetime personality disorders in a nationally representative sample of 12,312 U.S. older adults. We strati-
fied our analyses by gender and by older age groups: young-old (ages 55-64), middle-old (ages 65-74), old-old (ages 75-84), and oldest-old
(ages 85+). The proportion of older adults who experienced any past-year anxiety disorder was 11.4%, while the prevalence of any past-year
mood disorder was 6.8%. A total of 3.8% of older adults met criteria for any past-year substance use disorder, and 14.5% of older adults had
one or more personality disorder. We observed a general pattern of decreasing rates of psychiatric disorders with increasing age. Women expe-
rienced higher rates of mood and anxiety disorders, while men had higher rates of substance use disorders and any personality disorder. Gen-
der differences in rates of most psychiatric disorders decreased with increasing age. These data indicate that psychiatric disorders are preva-
lent among U.S. older adults, and support the importance of prevention, diagnosis, and treatment of psychiatric disorders in this population.
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We are in the midst of a global demographic shift in pop-
ulation aging, a trend that is the first of its kind in the evo-
lution of the human species (1). In the U.S., the proportion
of adults aged 65 years and older is projected to increase
from 13% of the population in 2010 to 16% by 2020. Fur-
thermore, the gender gap in life expectancy, with women
living longer than men, is narrowing over time (1).

There is current debate in the literature regarding wheth-
er prevalence rates of psychiatric disorders increase or
decrease in later life. Extant epidemiologic research has
primarily focused on trends of psychiatric disorders across
the entire adult lifespan, and results have been mixed with
respect to the effect of age on the prevalence of disorders.

Research studies using primarily smaller, community-
based samples have found that rates of mood disorders
increase across the adult lifespan (2-4), while other studies
have observed a U-shaped relationship, with the highest
prevalence of these disorders among younger and older
adults, compared to middle-aged adults (5-7).

In contrast, other studies have shown a reversed U-
shaped relationship between age and well-being across the
adult lifespan, with increased well-being in young and older
adults and decreased well-being in middle-aged adults (8,9).
In line with this finding, the literature provides the strongest
support for decreased prevalence of mood, anxiety, and sub-
stance use disorders in late life (10). This trend of decreased
prevalence of psychiatric disorders is corroborated by data
from the U.S. Epidemiologic Catchment Area Survey,
which indicated a linear decrease in DSM-III psychiatric
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disorders (excluding dementia) across the adult lifespan
(11). Further, data from the National Comorbidity Survey -
Replication (NCS-R) revealed that the prevalence of past-
year and lifetime DSM-IV mood, anxiety, and substance use
disorders were lower for older adults (65+) compared to
younger age groups (ages 18-64) (12).

Data from the National Epidemiologic Survey on Alco-
hol and Related Conditions (NESARC) demonstrated simi-
lar trends when comparing the prevalence of personality
disorders among older and younger adults (13). Data from a
Canadian population-based sample further supports a pat-
tern of decreased rates of major depression, bipolar disor-
der, social phobia, agoraphobia, and panic disorder in late
life (14).

Research focused on examining trends of psychiatric dis-
orders among older age groups is limited. Specifically, there
is a significant dearth of epidemiological research that exam-
ines demographic trends of psychiatric disorders across late-
life age groups, as several extant data sets do not have ade-
quate sample sizes, particularly of the oldest-old segment of
the population (aged 85+).

In a recent study exploring the prevalence of a broad
range of psychiatric disorders across older adult age groups,
Byers et al (15) found a general decline in the prevalence of
DSM-IV past-year mood and anxiety disorders among indi-
viduals aged 55+ who participated in the NCS-R. While
informative in characterizing the prevalence of mood and
anxiety disorders in older adults, the prevalence of past-year
substance use disorders and lifetime personality disorders,
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and gender-stratified analyses were not reported in this
study. Furthermore, the sample size of older adults in the
oldest-old age group (85+) was small (N=122).

A small body of research has examined gender differen-
ces across late-life psychiatric disorders. Existing data is lim-
ited to depression, with the majority of studies indicating
that gender differences in the prevalence of this disorder
(i.e., higher rates in women) decrease with increasing age
(16-20).

To address these gaps in the literature, we analyzed data
from a large, nationally representative study of the U.S. adult
population. Our aims were: a) to examine the prevalence of
the broadest range of psychiatric disorders in the literature to
date, including mood, anxiety, substance use, and personality
disorders, as well as mental health-related quality of life
among adults aged 55+; b) to compare the prevalence of psy-
chiatric disorders across older adult age groups, including the
largest extant sample of community-based older adults aged
85+; and c) to examine the relationship between gender and
prevalence of late-life psychiatric disorders.

METHODS
Sample and procedure

We analyzed data from Wave 2 of the NESARC, con-
ducted by the National Institute on Alcohol Abuse and
Alcoholism between 2004 and 2005. Wave 2 was a follow-
up survey to Wave 1, which was conducted between 2001
and 2002. We chose to analyze data from Wave 2 because
the first wave did not assess post-traumatic stress disorder
(PTSD) or borderline, schizotypal, and narcissistic person-
ality disorders.

Wave 2 of the NESARC surveyed a nationally representa-
tive sample of community-dwelling American adults aged
20 years and older residing in the U.S., including the District
of Columbia, Alaska, and Hawaii. The sample excluded
adults who were deceased, deported, institutionalized, or
on active military duty. The response rate was 86.7%, which
was the proportion of Wave 1 participants who responded
in Wave 2, resulting in a total sample size of 34,653. Consis-
tent with prior geropsychiatry research (21-23), we restrict-
ed our analyses to older adults aged 55+, which resulted in
a subsample of 12,312 respondents. We compared young-
old (55-64; N=5,135), middle-old (65-74; N=3,634), old-
old (75-84; N=2,673), and oldest-old (85+; N=870) age
groups.

Trained lay interviewers from the U.S. Census Bureau
with at least five years of experience conducted face-to-face
lay interviews, and all participants provided written informed
consent. The U.S. Census Bureau and the U.S. Office of Man-
agement and Budget reviewed the research protocol and
provided full ethical approval. A more detailed description of
methodology and sampling procedures of the NESARC can
be found elsewhere (24-26).

Assessments
Psychiatric disorders

The NESARC used the Alcohol Use Disorders and
Associated Disabilities Interview Schedule IV (AUDA-
DIS-1IV), a reliable and valid instrument designed for lay
interviewers to assess DSM-IV psychiatric disorders. The
reliability for the AUDADIS-IV ranges from good to excel-
lent across all assessed psychiatric disorders, as detailed
elsewhere (26,27).

We examined past-year diagnoses of mood (i.e., major
depression, dysthymia, and mania or hypomania), anxiety
(i.e., panic disorder with and without agoraphobia, social
phobia, specific phobia, generalized anxiety disorder, and
PTSD), and substance use (i.e., alcohol abuse and depen-
dence, drug abuse and dependence, and nicotine depen-
dence) disorders. In addition to examining these psychiatric
disorders individually, we also generated any mood, anxiety,
and substance use categories to assess the prevalence of
being diagnosed with at least one psychiatric disorder with-
in each category. We analyzed nicotine dependence individ-
ually and did not include it in the any substance use disorder
category.

Wave 2 of the NESARC included all ten DSM-IV person-
ality disorders: borderline, antisocial, avoidant, dependent,
obsessive-compulsive, paranoid, schizoid, histrionic, schiz-
otypal, and narcissistic. In light of empirical support for the
classification of personality disorders into clusters A, B, and
C using the AUDADIS-IV (28), we further categorized per-
sonality disorders into DSM-IV cluster A - odd or eccentric
disorders (i.e., paranoid, schizoid, and schizotypal), cluster
B - dramatic, emotional, or erratic disorders (i.e., antisocial,
borderline, histrionic, and narcissistic), and cluster C — anx-
ious or fearful disorders (i.e., avoidant, dependent, and
obsessive-compulsive). We also included an any personality
disorder category.

Finally, we created a continuous number of psychiatric
disorders variable based on number of diagnosed mood,
anxiety, substance use, and personality disorders.

Socio-demographic variables

We included the following socio-demographic variables:
age, gender, ethnicity, education, household income, and
marital status. We categorized age into four groups (young-
old, middle-old, old-old, and oldest-old), as indicated above.
We further categorized ethnicity (White, Black, American
Indian/Alaska Native, Asian/Native Hawaiian/Other Pacif-
ic Islander, and Hispanic), education (less than high school,
high school, some college or higher), household income
($0-$19,999, $20,000-$34,999, $35,000-$59,999, and
$60,000+), and marital status (married or living with
someone as if married, widowed/separated/divorced, never
married).
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Table 1 Socio-demographic variables in 12,312 adults aged 55 years and older by DSM-IV psychiatric disorders

Any past-year Any lifetime
Any past-year Any past-year substance use personality
mood disorder  anxiety disorder disorder disorder
N (weighted %) N (weighted %) N (weighted %) N (weighted %) N (weighted %)

Gender

Male 4938 (45.01) 248 (4.49) 417 (7.90) 345 (6.62) 868 (16.79)

Female 7374 (54.99) 666 (8.64) 1092 (14.24) 105 (1.40) 1045 (12.68)

¥2 (dfy 58.59 (1)*** 64.49 (1)** 92.43 (1)%** 29.23 (1)%**
Ethnicity

White (non-Hispanic) 8117 (79.25) 567 (6.53) 950 (11.10) 321 (3.91) 1154 (13.67)

Black (non-Hispanic) 2268 (8.90) 158 (6.56) 295 (12.59) 70 (3.59) 441 (19.36)

American Indian/Alaska Native (non-Hispanic) 207 (2.26) 24 (9.75) 36 (15.86) 8 (2.95) 54 (23.99)

Asian/Native Hawaiian/Other Pacific Islander (non-Hispanic) 232 (3.24) 16 (5.83) 17 (7.74) 3(1.74) 23 (9.45)

Hispanic 1488 (6.34) 149 (9.48) 211 (13.59) 48 (3.25) 241 (17.67)

¥ (df) 2.47 (4) 3.37 (4)* 0.87 (4) 5.89 (4)***
Education

Less than high school 2867 (19.69) 261 (7.97) 370 (12.79) 82 (2.91) 431 (14.75)

High school 3780 (31.83) 256 (6.35) 475 (11.45) 117 (3.07) 524 (13.12)

Some college or more 5665 (48.48) 397 (6.56) 664 (10.78) 251 (4.53) 958 (15.37)

¥2 (df) 2.67 (2) 2.38(2) 8.83 (2)** 3.49 (2)*
Household income

$0-$19,999 4197 (26.36) 407 (9.63) 585 (13.51) 99 (2.36) 705 (16.61)

$20,000-$34,999 2786 (22.48) 194 (6.61) 335 (11.51) 71 (2.35) 411 (13.34)

$35,000-$59,999 2642 (24.09) 180 (6.49) 301 (10.87) 133 (5.00) 405 (14.52)

$60,000+ 2687 (27.06) 133 (4.38) 288 (9.69) 147 (5.15) 392 (13.50)

$2 (dD) 11.16 (3)*** 4.33 (3)** 11.72 (3)%** 3.81 (3)*
Marital status

Married/cohabiting 6180 (64.22) 358 (5.39) 611 (10.09) 233 (3.90) 886 (13.66)

Widowed/separated/divorced 5347 (31.44) 489 (9.46) 763 (14.15) 183 (3.23) 886 (15.93)

Never married 785 (4.35) 67 (7.76) 85 (10.57) 34 (5.19) 141 (17.22)

¥2 (dfy 20.19 (2)%** 14.09 (2)%%* 2.14 (2) 4.62 (2)*

*p<0.05, **p<0.01, ***p<0.001

Mental health-related quality of life

We derived a mental health component score (MCS-12)
from the Short-Form Health Survey (SF-12, 29) as a mea-
sure of mental health-related quality of life, with higher
scores indicating better mental health-related quality of
life. Prior research indicates that the MCS-12 has good reli-
ability and validity. Specifically, scores on the MCS-12 cor-
relate strongly with scores on the MCS-36 and have high
test-retest reliability (r=0.76) (29).

Statistical analysis

We conducted cross-tabulations to compare the weight-
ed prevalence of socio-demographic variables across the
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any disorder categories (i.e., any mood, anxiety, substance
use, and personality disorders). We then conducted chi-
square analyses to evaluate whether socio-demographic
characteristics differed among disorder categories. We also
conducted cross-tabulations and chi-square analyses to es-
tablish the prevalence of all psychiatric disorders across the
older adult age groups (i.e., young-old, middle-old, old-old,
and oldest-old), and the presence of significant differences
among these groups. We further stratified these prevalence
estimates by gender.

We conducted bivariate and multivariate logistic regres-
sions to examine the relationship between each older adult
age group and the any psychiatric disorder categories, with
older adults aged 85+ serving as the reference group. We
report unadjusted logistic regression models, as well as
models adjusted for socio-demographics.
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Table 2 Prevalence of DSM-IV psychiatric disorders and mental health-related quality of life among adults aged 55 years and older

Total Age 55-64 Age 65-74 Age 75-84 Age 85+
N (weighted %) N (weighted %) N (weighted %) N (weighted %) N (weighted %) 22 (df)
Mood disorders
Major depression 751 (5.63) 420 (7.41) 184 (4.58) 107 (3.87) 40 (4.23) 13.06 (3)*
Dysthymia 138 (0.94) 87 (1.34) 27 (0.67) 17 (0.54) 7(0.77) 4.80 (3)*
Mania or hypomania 207 (1.49) 131 (2.27) 49 (1.26) 23 (0.53) 4 (0.50) 10.24 (3)*
Any mood disorder 914 (6.77) 518 (9.02) 228 (5.68) 128 (4.48) 40 (4.23) 17.28 (3)%**
Anxiety disorders
Panic disorder 185 (1.35) 120 (2.02) 34 (0.91) 23 (0.77) 8 (0.74) 6.10 (3)**
Social phobia 205 (1.45) 129 (2.14) 42 (1.08) 28 (0.83) 6 (0.49) 11.14 ()%
Specific phobia 766 (5.79) 432 (7.74) 200 (4.91) 106 (3.84) 28 (3.12) 12.84 (3)***
Generalized anxiety disorder 353 (2.80) 206 (3.73) 84 (2.28) 45 (1.78) 18 (2.20) 5.11 (3)**
Post-traumatic stress disorder 484 (3.48) 281 (4.67) 109 (2.75) 80 (2.59) 14 (1.76) 10.31 (3)%**
Any anxiety disorder 1509 (11.39) 831 (14.81) 379 (9.45) 239 (8.40) 60 (7.15) 18.76 (3)***
Substance use disorders
Alcohol abuse/dependence 418 (3.48) 283 (5.58) 93 (2.39) 40 (1.73) 2 (0.06) 34.06 (3)***
Any drug abuse/dependence 50 (0.42) 42 (0.84) 7 (0.19) 0 (0.00) 1(0.10) 7.93 (3)***
Any substance use disorder 450 (3.75) 308 (6.07) 99 (2.57) 40 (1.73) 3(0.15) 39.24 (3)*H*
Nicotine dependence 1123 (9.29) 710 (14.02) 310 (8.49) 90 (3.15) 13 (1.36) 4347 (3)%**
Personality disorders
Borderline 449 (3.16) 278 (4.66) 106 (2.54) 53 (1.58) 12 (1.19) 13.82 (3)%**
Antisocial 176 (1.64) 119 (2.59) 43 (1.34) 12 (0.59) 2(0.13) 19.96 (3)***
Avoidant 172 (1.30) 111 (1.95) 38(0.94) 15 (0.58) 8(0.87) 6.67 (3)***
Dependent 37 (0.26) 22 (0.36) 8(0.14) 6 (0.24) 1(0.19) 155 (3)
Obsessive-compulsive 779 (6.53) 401 (7.64) 219 (6.33) 118 (4.90) 41 (5.39) 5.53 (3)**
Paranoid 339 (2.30) 197 (3.17) 90 (2.02) 39 (1.24) 13 (1.34) 7.84 (3)%**
Schizoid 286 (2.20) 157 (2.83) 73 (1.80) 49 (1.77) 7 (1.13) 4.60 (3)**
Histrionic 105 (0.70) 59 (0.89) 29 (0.67) 11 (0.39) 6 (0.58) 3.13 (3)*
Schizotypal 364 (2.40) 222 (3.53) 74 (1.53) 53 (1.69) 15 (1.05) 11.97 (3)***
Narcissistic 566 (3.91) 303 (4.90) 148 (3.43) 88 (2.95) 27 (2.61) 5.95 (3)%*
Any cluster A 809 (5.56) 458 (7.52) 200 (4.40) 121 (4.03) 30 (2.75) 15.10 (3)%**
Any cluster B 1013 (7.51) 579 (10.17) 265 (6.57) 137 (4.75) 39 (3.93) 20.42 (3)***
Any cluster C 890 (7.36) 471 (8.87) 242 (6.89) 131 (5.34) 46 (5.97) 7.97 (3)%**
Any personality disorder 1913 (14.53) 1018 (18.14) 519 (13.24) 294 (10.36) 88 (10.67) 20.49 (3)***
Number of mental disorders (mean, SE) 0.84 (0.02) 0.50 (0.02) 0.36 (0.02) 0.30 (0.03) Wald F=108.32%**
Mental health-related quality of life (mean, SE) 52.12 (0.18) 52.99 (0.20) 51.93 (0.24) 50.89 (0.52) Wald F=7.09%**
#p<0.05, **p<0.01, ***p<0.001
We analyzed data using SUDAAN 10.0.1 (30), which RESULTS

employs the Taylor Series Linearization method (31) for
variance estimation to account for the complex sampling
design of the NESARC. We applied appropriate weighting
and stratification variables to these data to ensure generaliz-
ability to the U.S. adult population. The statistical weights
adjusted the data for socio-demographic variables, response/
non-response, and oversampling of Blacks and Hispanics
based on the 2000 Census.

Table 1 presents cross-tabulations and results of chi-square
analyses of socio-demographic characteristics and weighted
DSM-IV prevalence of any past-year mood, anxiety, and
substance use disorder, and any lifetime personality disor-
der. The prevalence of disorders differed significantly by
gender, ethnicity, education, household income, and marital
status. Specifically, women had significantly higher rates of
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Table 3 Odds ratios of having a diagnosis of any DSM-IV past-year mood, anxiety, and substance use disorder and any lifetime per-
sonality disorder among young-old, middle-old, and old-old adults compared to the oldest-old (85+) reference group

Unadjusted odds ratios (95% CI)

Adjusted odds ratios (95% CI)

Middle-old
(65-74) adults

Young-old
(55-64) adults

Old-old
(75-84) adults

Middle-old
(65-74) adults

Old-old
(75-84) adults

Young-old
(55-64) adults

Any mood disorder  2.25 (1.54-3.28)%**

2.26 (1.65-3.09) %

1.36 (0.92-2.02)
1.36 (0.98-1.87)

Any anxiety
disorder

Any substance
use disorder

41.96 (10.42-168.96)*** 17.14 (4.05-72.60)***

Any personality
disorder

1.85 (1.36-2.52)%** 1.27 (0.92-1.74)

1.06 (0.68-1.67)
1.19 (0.84-1.68)

0.96 (0.69-1.36)

4.11 (2.77-6.10)%*
3.38 (2.43-4.70) %

2.01 (1.35-2.99) %
1.77 (1.26-2.47)**

1.30 (0.82-2.05)

1.38 (0.97-1.97)

11.47 (2.73-48.15)** 38.09 (9.62-150.85)*** 16.49 (3.95-68.88)*** 11.23 (2.71-46.62)**

2.25 (1.63-3.09)*** 1.44 (1.04-1.99)* 1.03 (0.73-1.45)

*p<0.05, **p<0.01, ***p<0.001

any past-year mood and anxiety disorder, whereas men
had significantly higher rates of any past-year substance use
disorder and any lifetime personality disorder.

Table 2 shows weighted prevalences of DSM-1V psychi-
atric disorders among subgroups of older adults aged 55+.
The prevalence of any past-year mood disorder was 6.8%,
the most prevalent of which was major depression (5.6%).
A higher proportion of older adults reported any past-year
anxiety disorder (11.4%), the most prevalent of which was
specific phobia (5.8%). The prevalence of any past-year
substance use disorder among older adults was 3.8%. A
total of 14.5% of older adults met criteria for at least one
personality disorder, the most prevalent of which was ob-
sessive-compulsive personality disorder (6.5%).

Chi-square analyses indicated that, with the exception of
dependent personality disorder, all past-year and lifetime
psychiatric disorders differed significantly across late-life
age groups. We observed an overall pattern of decreasing
rates of mood, anxiety, substance use, and personality dis-
orders with increasing age. We noted slight, non-significant
upturns in prevalence rates of past-year major depression,
dysthymia, generalized anxiety disorder, and any drug
abuse/dependence as well as several lifetime personality
disorders from ages 75-84 to ages 85+. The mean number
of psychiatric disorders decreased significantly throughout
the older adult lifespan, with adults aged 55-64 having the
highest number of comorbid disorders. There was a signifi-
cant difference in mental health-related quality of life across
late-life age groups, with a pattern of higher quality of life
among adults aged 55-74, and lower quality of life among
adults aged 75-85+.

Table 3 presents unadjusted and adjusted logistic regres-
sion models examining odds ratios of any DSM-IV past-year
mood, anxiety, and substance use disorder and any lifetime
personality disorder. Results of these analyses revealed that,
as age increased, the odds of mood, anxiety, substance use,
and personality disorders decreased. This relationship was
especially pronounced for young-old (55-64) and middle-old
adults (65-74), who, in adjusted models, had significantly
greater odds of having any past-year mood disorder, anxiety
disorder, and substance use disorder, and any lifetime
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personality disorder compared to the oldest-old adult age
group (85+).

Table 4 displays weighted prevalence estimates of DSM-
IV past-year psychiatric disorders by gender and late-life
age group. Across the older adult lifespan, from the ages of
55 to 84, women had higher prevalence rates of past-year
mood and anxiety disorders. Men had higher rates of all
past-year substance use disorders across this age range in
addition to any personality disorder. We observed an overall
pattern of narrowing gender differences in the prevalence of
psychiatric disorders with increasing age. Figure 1 illustrates
this pattern for any past-year mood and anxiety disorders.
When examining the oldest-old (85+) age group, the previ-
ously observed gender differences in prevalence estimates
among adults ages 55-84 dissipated, and in some cases,
reversed. Specifically, for adults 85 years and older, men
had higher prevalence rates of all past-year mood disorders,
as well as past-year PTSD and any anxiety disorder.

DISCUSSION

To the best of our knowledge, this is the largest and most
comprehensive study of the prevalence of psychiatric disor-
ders in U.S. older adults to date. The large sample size
allowed us to examine, for the first time, gender differences
in the prevalence of psychiatric disorders across older adult
age groups. The primary contribution of this paper is that it
supports the view that disorders become less prevalent
across age among older adults, with a leveling off among the
oldest age group and a narrowing of gender differences with
increasing age.

Our findings regarding the prevalence of psychiatric dis-
orders among older adults are consistent with previous re-
search (15,32). Our pattern of results demonstrating a de-
crease in the prevalence of psychiatric disorders across the
older adult lifespan is supported by previous epidemiologi-
cal research showing a decrease in psychiatric disorders
across both the adult lifespan and specifically among late-
life age groups (11-15). However, to the best of our knowl-
edge, the current study is the first to identify a leveling off in
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Table 4 Prevalence of DSM-IV psychiatric disorders by gender among adults aged 55 years and older

Total 55-64 65-74 75-84 85+
N (weighted %) N (weighted %) N (weighted %) N (weighted %) N (weighted %)
Men Women Men Women Men Women Men Women Men Women
Mood disorders
Major depression 197 (3.62) 554 (7.27) 110 (4.59) 310(10.05) 44 (2.36) 140(6.38) 31(293) 76(4.55) 12(4.70) 28(3.98)
Dysthymia 40 (0.61) 98 (1.20) 22(0.82) 65(1.83) 6(0.31) 21(0.97) 8(0.41) 9 (0.64) 4 (1.37) 3(0.45)
Mania or hypomania 69 (1.42) 138 (1.56) 45(2.09) 86 (2.44) 15(1.00) 34 (1.47) 7(0.47) 16 (0.57) 2(1.27) 2 (0.09)
Any mood disorder 248 (4.49) 666 (8.64) 142(5.84) 376(12.00) 58(3.16) 170(7.72) 36(3.24) 92(5.37) 12(4.70) 28(3.98)
Anxiety disorders
Panic disorder 47 (1.01)  138(1.62)  33(1.60) 87 (2.41) 8(0.49) 26 (1.25) 4(0.49) 19(0.97) 2 (0.63) 6 (0.80)
Social phobia 66 (1.23) 139 (1.62) 40(1.80) 89(245) 14(0.80) 28(1.31) 11(0.81) 17 (0.85) 1 (0.09) 5(0.70)
Specific phobia 185 (3.75) 581 (7.46) 113(5.34) 319(9.99) 43 (2.47) 157 (6.88) 22(2.04) 84(5.12) 7(3.12) 21(3.12)
Generalized anxiety 88 (1.51)  265(3.85) 54(2.10) 152(5.26) 20(1.01) 64(3.32) 10(0.82) 35(2.47) 4(1.64) 14 (249
disorder
Post-traumatic stress 140 (2.38) 344 (4.38)  82(3.12) 199 (6.12) 30(1.47) 79(3.79) 21(1.74) 59(3.20) 7 (3.39) 7 (0.92)
disorder
Any anxiety disorder 417 (7.90) 1092 (14.24) 243 (10.76) 588 (18.60) 100 (5.56) 279 (12.61) 56 (4.73) 183 (11.01) 18 (7.51) 42 (6.96)
Substance use disorders
Alcohol abuse/dependence 326 (6.23) 92 (1.22) 211(8.96) 72(2.42) 81(4.80) 12(043) 32(3.42) 8(0.53) 2(0.16) 0 (0.00)
Any drug abuse/dependence 33 (0.65) 17 (0.24)  29(1.24) 13 (0.46) 3(0.22) 4(0.17) 0 (0.00) 0 (0.00) 1(0.29) 0 (0.00)
Any substance use disorder 345 (6.62) 105 (1.40) 227 (9.64) 81(2.72) 83(5.00) 16(0.60) 32 (3.42) 8(0.53) 3 (0.45) 0 (0.00)
Nicotine dependence 534 (11.09) 589 (7.82) 349 (16.39) 361 (11.80) 146 (9.46) 164 (7.70) 34 (3.20) 56 (3.12) 5(2.11) 8(0.96)
Personality disorders
Borderline 195 (3.33) 254 (3.03) 116(4.71) 162 (4.62) 49 (2.51) 57 (2.56) 25(1.70) 28(1.49) 5 (1.66) 7 (0.95)
Antisocial 142 (3.16) 34(0.40) 91(452) 28(0.78)  38(2.80) 5(0.15) 11(1.14) 1 (0.20) 2(0.37) 0 (0.00)
Avoidant 47 (0.93)  125(1.60) 30(1.28) 81(259) 13(0.91)  25(0.96) 2(0.20) 13 (0.86) 2 (0.60) 6(1.01)
Dependent 8(0.11) 29 (0.38) 6(0.16) 16 (0.55) 1(0.03) 7 (0.23) 1(0.13) 5(0.31) 0 (0.00) 1(0.29)
Obsessive-compulsive 335(7.06) 444 (6.10) 173 (7.78) 228(7.50) 89 (6.51) 130(6.19) 58(6.43) 60(3.80) 15(5.94) 26(5.11)
Paranoid 116 (2.11) 223 (2.46) 73(2.96) 124(3.36) 27 (1.52) 63 (2.42) 13(0.93) 26 (1.46) 3(2.28) 10(0.86)
Schizoid 127 (2.60) 159 (1.87) 66(2.96) 91(2.71) 34(2.18) 39(1.49) 24(244) 25(1.29) 3(2.20) 4 (0.58)
Histrionic 47 (0.73) 58 (0.67)  30(0.96) 29(0.82) 9(0.46) 20 (0.84) 5(0.51) 6(0.30) 3(1.04) 3(0.34)
Schizotypal 158 (2.49) 206 (2.32) 102(3.81) 120(3.27) 40(1.89) 34(1.25) 14(0.84) 39(2.30) 2(0.18) 13 (1.50)
Narcissistic 299 (5.49) 267 (2.61) 162 (6.85) 141(3.07) 80(4.87) 68(2.26) 43(3.36) 45(2.66) 14(4.94) 13(1.41)
Any cluster A 338(5.95) 471(5.24) 198(7.92) 260(7.14) 88(4.69) 112(4.16) 45(3.94) 76 (4.09) 7(2.88) 23(2.68)
Any cluster B 525(9.99) 488 (5.47) 291(12.85) 285(7.53) 145(8.78) 117 (4.59) 68(5.72) 68(4.01) 21(7.17) 18(2.25)
Any cluster C 361 (7.58) 529 (7.17) 190 (8.54) 281(9.18) 98(7.09) 144 (6.72) 58(6.43) 73(4.56) 15(5.94) 31(5.98)
Any personality disorder 868 (16.79) 1045 (12.68) 466 (20.26) 550 (16.09) 240 (15.05) 276 (11.58) 126 (11.71) 167 (9.35) 36 (14.53) 52 (8.66)
Number of mental disorders 0.84 (0.04) 0.85(0.03) 0.48 (0.03) 0.52(0.03) 0.34 (0.03) 0.37 (0.03) 0.38 (0.07) 0.26 (0.03)

(mean, SE)

the prevalence of specific psychiatric disorders among the
oldest-old age group.

The overall pattern of decreased rates of psychiatric dis-
orders with increased age can be explained by the socioe-
motional selectivity theory (SST) (33), and the leveling off
in prevalence rates among adults aged 85 and older can be
explained by the strength and vulnerability integration theo-
ry (SAVI) (34). SST posits that older adults adopt a limited
perception of time and a present-focused state of awareness,

seek the fulfillment of emotionally meaningful goals, and
select the company of familiar social partners, which de-
creases the likelihood that stressful social situations will
occur, and increases the likelihood of experiencing positive
emotions (33). Building on the components of SST, SAVI
suggests a pattern of increased positivity and well-being
until approximately the late 60s and a slight decrease there-
after (34). The slight decrease in well-being may be attribut-
able to older adults’ decreased physiological tolerance to
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stress, which can result in compromised immune function-
ing when strategies associated with the aforementioned
strengths are not applied successfully (34). These theories
support the pattern of results observed in this study whereby
prevalence rates of psychiatric disorders decline throughout
the late-life span, until approximately the age of 85+, where
a slight, albeit non-significant increase in prevalence of sev-
eral psychiatric disorders was observed. Given medical
advances and increases in life expectancy rates, it is possible
that the vulnerabilities described in SAVI are occurring at a
later age for older adults. It could also be the case that older
adults who are experiencing more of the vulnerabilities of
old age do not participate in survey research such as the
NESARC due to illness and institutionalization.

SST and SAVI support the current study’s finding of de-
creased mental health-related quality of life among older
adults aged 75-85+. The pattern of narrowing gender differ-
ences in the prevalence of psychiatric disorders with
increasing age can also be explained by SAVI, with both
genders experiencing similar vulnerabilities with increasing
age. Furthermore, the decreased gender gap in life expectan-
cy suggests that more men are now living into older age, in-
creasing the likelihood that they will experience the vulner-
abilities of old age.

Results of this study must be viewed in light of several li-
mitations. First, the NESARC is a survey of community-
dwelling individuals and our findings do not generalize to
institutionalized older adults. Second, as is typically the case
in epidemiologic surveys, psychiatric disorders were not
diagnosed using hierarchical rules. As a result, it is possible
that prevalence rates were inflated based on DSM-IV crite-
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ria. Third, given the recently published DSM-5, the diagnos-
tic criteria for several of the DSM-IV psychiatric disorders
examined in the current study have been modified to vari-
ous extents. The most prominent change that may affect
current findings is the removal of PTSD from the anxiety
disorders category and its inclusion in the revised trauma
and stress-related disorders category, which would affect
our prevalence estimate for any anxiety disorder.

Notwithstanding these limitations, findings of this study
make a unique contribution to the literature by highlighting
the prevalence of mood, anxiety, substance use, and personal-
ity disorders in addition to mental health-related quality of
life across the older adult lifespan, and by examining differen-
ces in prevalence of these disorders by late-life age groups and
gender. Given the relatively high rates of psychiatric disorders
among older adults and the leveling off in prevalence rates in
older adults ages 85+, these results underscore the impor-
tance of prevention, diagnosis, and treatment of psychiatric
disorders in this population.

Future research is needed to further examine the reasons
why the prevalence of psychiatric disorders decreases across
late-life age groups. Moreover, additional research is needed
to examine gender-specific psychiatric comorbidity profiles,
as well as to develop and evaluate personalized treatments
for the oldest-old age group of adults (85+).
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