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Dear Editor,

One of the most common psychiatric disorders in the
elderly is a depressive disorder. However, depression was
seeninold age; dueto agitation, hypochondriac complaints
and cognitive disorders are different from other periods
of depression. (1,2) Therefore, there may be occasional
errors in diagnosis and treatment. In this case, both the
patient and the social cost and dysfunction may increase.
It is evident that the most important confounding factor in
elderly patients is changes in cognitive functions for the
clinicians. (3) Therefore, it may be thought that the most
important differential diagnosis of depression in elderly
patients is dementia. (4) Although the decline in cognitive
function with age is considered normal, it is important to
determine where depressive disorder or dementia begins
(2,9).

In this article, we present a patient who was a diagnosis
of dementia under follow-up for two years and had no
benefit from treatment. After the evaluation of the patient
by psychiatry, we aim to attend that diagnosed depression
and the dramatic improvement with vortioxetine.

A 50-year-old, married, graduated university, work
as a teacher woman with a 2-year history of memory
impairment presented with worsening forgetfulness,
confusion, reduced speech, lack of enjoyment. She had
used memantine 5 mg / d and donepezil 10 mg / d for
two years, recommended by the neurologist for treatment
of dementia. The patient's Mini Mental State Examination
(MMSE) score (20/30) represented a deterioration in two
years. Also, her Hamilton Depression Scale (HAM-D)
and Hamilton Anxiety Scale (HAM-A) scores were 17/53
and 13/56, respectively. The patient had without a family
history of dementia. There was no organic pathology
such as neurological diagnosis, laboratory findings,

addictions that could explain the patient's complaints.
After a detailed psychiatric examination, her treatment of
dementia stopped because it was thought no effective.
The patient was diagnosed with depressive disorder
and a multimodal antidepressant; vortioxetine 10 mg
/ d was started and titrated 20 mg / d after two weeks.
After six weeks of control, we learned that the patient's
complaints were significantly reduced and she felt better.
No side effects were seen in the patient. Such that, her
MMSE, HAM-D and HAM-A scores were 27/30, 11/53
and 6/56, respectively. All tests at the 12th week of the
follow-up were within normal range, and the patient had
no complaints.

In the presented case, although the patient was treated
for two years with the diagnosis of dementias, the
cognitive function of the patient did not change. It is
noteworthy that the diagnosis of the patient was changed
to depression and that the patient's symptoms were over
with vortioxetine 20 mg/day. The temporal relationship
between the regression of the patient's complaints and the
diagnosis of depression may suggest that the diagnosis
of the patient is wrong. In elderly patients with clinical
practice, depression and dementia are two diagnoses that
are often miscible due to similar symptoms such as decline
cognitive function and amnesia. (5,6) In fact, because of
clinical and organic similarities, even common diagnoses
have been tried to be developed. (5) Therefore, clinicians'
difficulty in diagnosis and treatment can be considered
normal. However, considering the patient's, it can cause
both time loss and irreversible results even malpractice
may be acceptable. In the present patient, we think that
the patient presented with the loss of time. Two years
later, the patient's dramatic recovery with antidepressant
treatment supports the previous false diagnosis.
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Recent studies on animals and humans show that
vortioxetine has a positive effect on specific cognitive
functions. (7) It is suggested that this different effect is
due to a different mechanism of action and multimodal
activity compared to other antidepressants. (8) The patient
presented here was the reason we preferred vortioxetine
because we thought it would improve cognitive function.
In accordance with the literature, depressive symptoms of
the patient were regressed after the patient began to use
this agent. Therefore, cognitive functions also improved.

At this point, a detailed anamnesis is important in the
distinction between dementia and depression. Because
depression is different from the dementia with the history
of the disease, no progressive memory loss, learning to be
robust, and the difficulty of remembering the patch style. In
cognitive dementia, chronic, progressive and progressive
cognitive impairment is observed. Each dementia has its
specific cognitive profile. In particular, there is difficulty
in learning new information. Loss in near memory is
noticeable, memory shows a sequential deterioration
leading to the nearest to the oldest. (9)

As a result, clinicians should be more careful in
distinguishing between dementia and depression,
which will increase the quality of treatment for patients
and prevent unwanted outcomes. Neurologists and
psychiatrists should not refrain from consulting each
other when necessary. Itis clear that vortioxetine improves
cognitive functions in depressive disorder, but further and
controlled studies are needed for the effect of vortioxetine

on the destruction of the cognitive functions of dementia.
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