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  Abstract
  BackgroundDepression is the most common mental disorder in the community-dwelling elderly.

AimsTo determine the three-year prognosis of depression in a cohort of 127 community-dwelling elderly subjects and identify factors relevant to outcome.

MethodThe subjects, diagnosed depressed at year 0 using the GMS–AGECAT package, were followed up three years later. A number of factors were investigated for an association with recovery from, or persistence of, depression.

ResultsAt follow-up, 30.2% of the depressed subjects had died, 34.9% had persistent or relapsed case-level depression, 24.5% had other case- or subcase-level mental illness and 10.4% had recovered completely. Physical ill-health, bereavement and positive family history of depression were associated with poor outcome, whereas treatment with antidepressant medication significantly improved prognosis.

ConclusionsLate-life depression in community-dwelling subjects is a chronic condition. However, the positive response to antidepressant medication suggests that it should be vigorously treated.
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 Factors reported to be associated with a poor prognosis in late-life depression include female gender, living alone, negative life-events, physical ill-health and poor social support. Late-life depression has also been suggested to be a prodromal feature of dementia (Reference BurnsBurns, 1990; Reference Jorm, van Duijn and ChandraJorm et al, 1991). The assumption of a poor prognosis for late-life depression has lead to pessimism regarding its treatment, which is reflected in low treatment and referral rates in primary care (Reference MacDonaldMacDonald, 1986; Reference Banerjee, Shamash and MacDonaldBanerjee et al, 1996).

 In 1997 our group reported on the prevalence of mental disorders in the community-dwelling elderly in Dublin (Reference Kirby, Bruce and RadicKirby et al, 1997). We identified 127 cases of depression, giving a prevalence rate of 10.3%. The aims of the present study are as follows: to report on the three-year outcome of the depressed cohort; to identify factors associated with the persistence or remission of depressive states; to examine the effect of treatment with antidepressant medication on outcome; and to test the hypothesis that depression in the elderly is a risk factor for the subsequent development of organic cognitive impairment.




 METHOD


 GMS—AGECAT

 The Geriatric Mental State (GMS) (Reference Copeland, Kelleher and KellettCopeland et al, 1976; Reference Gurland, Fleiss and GoldbergGurland et al, 1976) is a semi-structured interview designed for the detection of psychiatric disorders (functional and organic) in the elderly. The data obtained from the GMS provide a standardised psychiatric diagnosis when the computerised system AGECAT (Automated Geriatric Examination for Computer Assisted Taxonomy) (Reference Copeland, Dewey and Griffiths-JonesCopeland et al, 1986) is applied.

 Subjects are awarded a score representing the level of confidence in the diagnosis for each psychiatric syndrome. Subjects with diagnostic confidence levels of 1 and 2 are classified as sub-cases (i.e. symptoms do not reach case criteria), and scores of 3 or above are classified as cases. These classifications approximate closely to the diagnoses of psychiatrists (Reference Copeland, Dewey and Griffiths-JonesCopeland et al, 1990). Depression is defined as either ‘neurotic’ (DN3-DN5), with symptoms characteristic of neurotic, reactive depression or dysthymic mood, or ‘psychotic’ (DP3-DP5), with symptoms characteristic of psychotic, endogenous depression or major affective disorder (Reference Copeland, Dewey and WoodCopeland et al, 1987). The GMS—AGECAT has been modified for use in the community (Reference Copeland, Dewey and WoodCopeland et al, 1987); and this version was used in the present study.




 Sample selection and follow-up

 The original ‘year 0’ (baseline) sample was selected by contacting all individuals aged 65 years and over on the practice lists of seven general practitioners (GPs) located within the catchment area of St James's Hospital, Dublin, Ireland, and inviting them to participate in the study. A total of 1232 elderly individuals consented to interview, of whom 127 (10.3%) were diagnosed with depression (Reference Kirby, Bruce and RadicKirby et al, 1997).

 In the first stage of the year 3 follow-up study, GPs involved in the prevalence study were contacted by letter or telephone and their consent to continued participation was reaffirmed. Deaths and changes of address in the depressed cohort were recorded.

 Subjects were sent a letter which explained the purpose of the reassessment and stated a day on which the interviewers would call. A telephone contact number was provided in order to enable subjects to arrange an alternative interview time or have any queries answered regarding the survey. Subjects who did not answer the door to the interviewer were contacted again by letter. Failure to make contact after two visits was deemed a refusal.

 The GMS—AGECAT (community version) was administered by a trained interviewer (research nurse) who had also conducted the baseline interviews. Subjects with comorbid case-level diagnoses of organic disorder and depression at baseline were excluded from follow-up. In all cases the AGECAT diagnosis was validated by a psychiatrist using DSM-IV criteria (American Psychiatric Association, 1994). The outcome measures described are death, persistent or relapsed case-level depression, current case-level organic disorder, currently ‘well’, and other psychiatric diagnoses at year 3, at both case and sub-case level.




 Instruments

 Basic socio-demographic data were collected by using the minimum data set devised for the Ageing in Liverpool: Health Aspects (ALPHA) study (details available from the first author upon request). Social network type was identified on the basis of the answers to eight questions in the minimum data set mentioned above (Reference WengerWenger, 1997). A modified version of the List of Threatening Events (LTE; Reference Brugha, Bebbington and TennantBrugha et al, 1985) was used to identify serious life events in the preceding two years. The version used here covers six serious events.

 Patient-reported chronic medical conditions were recorded on the basis of a checklist devised for the Medical Outcomes Study (Reference Wells, Stewart and HaysWells et al, 1989). Disability was measured by using a five-point scale modified from the Older Americans Resources and Services (OARS) programme (Reference FillenbaumFillenbaum, 1985). An observer- and self-rated global illness severity scale, also from the OARS, was used. Details of medication usage were recorded, as was personal and family history of psychiatric illness, specifically depression.




 Statistical analyses

 Using data from the follow-up interviews, a backwards stepwise multivariate logistic regression analysis was performed on the persistent/relapsed depressed group and the recovered group. The dependent variable was a diagnosis of depression or recovery at the follow-up interview. The factors investigated for an association with recovery were: age, gender, physical health status, functional impairment, treatment with antidepressant medication, bereavement, social network, and family history (first-degree relative) of depression. All factors were entered initially, then the least significant variables were removed, one at a time, until only significant factors (P <0.05) remained. All analyses were performed with Datadesk 5.0 software (Data Description Inc, Ithaca, NY).






 RESULTS

 Nineteen subjects (14.9%) declined to participate in the follow-up interviews, two subjects (1.6%) had moved and were untraceable. Follow-up information was therefore available on 106 initially depressed subjects. Table 1 shows the outcome of diagnostic cases of depression after three years.





Table 1 Three-year outcome of diagnostic cases of depressive disorder
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	Year 0 AGECAT diagnosis	Year 3 AGECAT diagnosis (n (%))
		Dead	DP3-DP4	DN3-DN4	Organic cases	Other cases	Well	Sub-cases
	DP3-DP4 (n=8)	2 (25)	0 (0)	0 (0)	0 (0)	0 (0)	0 (0)	6 (75)
	DN3-DN4 (n=119)	30 (30.6)	7 (7.6)	30 (30.6)	2 (2.0)	3 (3.1)	11 (11.2)	15 (15.3)
	Total cases (n=127)	32 (30.2)	7 (6.6)	30 (28.3)	2 (1.9)	3 (2.8)	11 (10.4)	21 (19.8)




 Of the total number of depression cases, 30.2% were dead, 34.9% had persistent or relapsed case-level depression, 1.9% had developed organic caseness, 2.8% had developed anxiety neurosis, 19.8% had sub-case-level mental illness (8.5% sub-case depression and 11.3% other sub-case syndromes), while only 10.4% had recovered completely (i.e. were free from case- or sub-case-level mental illness). Table 2 shows the gender breakdown of subjects at follow-up. The mean age of subjects at follow-up was 75.2 years (range 68-91, s.d.=6.75).





Table 2 Three-year follow-up diagnosis by gender
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	Year 3 diagnosis	Males (n(%))	Females (n(%))	Total (n(%))
	Cases			
	Depression			
	Psychotic	1 (0.9)	6 (5.7)	7 (6.6)
	Neurotic	15 (14.2)	15 (14.2)	30 (28.3)
	Total	16 (15.1)	21 (19.9)	37 (34.9)
	Anxiety neurosis	0 (0)	3 (2.8)	3 (2.8)
	Organic	0 (0)	2 (1.9)	2 (1.9)
	All cases	16 (15.1)	26 (24.5)	42 (39.6)
	Sub-cases			
	Depression	5 (4.7)	5 (4.7)	10 (9.4)
	Anxiety neurosis	3 (2.8)	6 (5.7)	9 (8.5)
	Phobic neurosis	0 (0)	1 (0.9)	1 (0.9)
	Obsessional neurosis	0 (0)	1 (0.9)	1 (0.9)
	All sub-cases	8 (7.5)	13 (12.3)	21 (19.8)
	Well	2 (1.9)	9 (8.5)	11 (10.4)
	Dead	23 (21.7)	9 (8.5)	32 (30.2)
	All subjects	49 (46.2)	57 (53.8)	106 (100)




 In the recovered group (i.e. those with case-level depression at baseline who were ‘well’ or had sub-case-level depression or neurosis at follow-up), 62.5% either were on antidepressant medication currently or had received a course of it in the intervening three years, with 15% of treated individuals receiving sub-therapeutic dosages (defined, for this age-group, as less than 75 mg/day amitriptyline equivalent). Twenty-two per cent were taking or had been prescribed benzodiazepines, two of whom had comorbid anxiety symptoms.

 In the relapsed/persistently depressed group (i.e. those with case-level depression at both year 0 and year 3), 38% were currently being treated with antidepressants, or had been so treated in the three-year period, with 29% of treated individuals receiving sub-therapeutic dosages, while 59% were taking or had been prescribed benzodiazepines, all of whom had comorbid anxiety symptoms, which reached case level in five subjects (Table 3).





Table 3 Use of antidepressant and benzodiazepine medication in the relapsed/persistent v. recovered groups
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	Medication	Relapsed/persistent (n=37)	Recovered (n=32)
	Antidepressants
	Current	11	8
	Previous	3	12
	Total	14 (38%)	20 (62.5%)
	Benzodiazepines
	Current	20	5
	Previous	2	2
	Total	22 (59%)	7 (22%)




 Four of the eight subjects with an initial diagnosis of psychotic depression received antidepressant treatment, compared with 30 of the 119 (25%) subjects with neurotic depression — a non-significant difference (P=0.12). The main types of antidepressants prescribed were selective serotonin reuptake inhibitors and tricyclic antidepressants.

 Of the eight risk factors studied, four were significantly associated with prognosis following multivariate analysis (Table 4). The persistently depressed/relapsed group had significantly more chronic medical conditions than the recovered group (P=0.0001). Bereavements in the two years prior to the follow-up interview were significantly more common in the persistent/relapsed group than in the recovered group (P < 0.01). The recovered group were significantly more likely to have received treatment with antidepressant medication (P < 0.05). A family history of depression was significantly more common in the persistent/relapsed group than in the recovered group (P < 0.001).





Table 4 Multivariate logistic regression analysis of putative risk factors for the persistence of depression after three years
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	Risk factor	d.f.	
F
	
P

	Age	1	0.64	0.42
	Gender	1	0.65	0.053
	Bereavement	1	10.8	<0.01*

	Social network	1	2.4	0.126
	Number of chronic medical conditions	1	16.6	0.0001*

	Functional level (ADL score)	1	3.6	0.062
	Antidepressant medication	1	6.0	<0.05*

	Family history of depression	1	13.0	<0.001*





 The persistent/relapsed group was more functionally impaired than the recovered group, but this difference did not reach significance (P=0.06). No significant difference was demonstrated between groups for age, gender or social network type.




 DISCUSSION

 Post (Reference Post1972) defined the outcomes of depression as one of the following: complete recovery with no relapse; relapse with subsequent recovery; residual symptoms but no longer meeting criteria for caseness; persistent depression at case-level severity. Our three-year follow-up data can only distinguish between those currently depressed at case-level and those currently recovered, so our currently depressed group combines both persistent and relapsed cases, and our currently recovered group includes both fully recovered cases and those who have relapsed and subsequently recovered.


 Outcome

 The outcome for depression cases is poor, with 70% of cases either dead or suffering from case-level mental illness at three years. Of those still alive after three years, one half were still suffering from case-level depressive disorder. Indeed, this may well be an underestimate, as it is likely that there are even higher depression rates in those who decline follow-up interviews (Reference Kessler, McGonagle and ZhaoKessler et al, 1994). Although there was substantial attrition due to mortality in the cohort (30%), loss of subjects owing to refusal or untraceability (16%) compares satisfactorily with the figure of 13% reported by Copeland et al (Reference Copeland, Davidson and Dewey1992), who reported follow-up data on a similarly sized cohort of subjects with depression over a comparable time period in the community.

 The mortality rate for elderly people with depression is reported to be greater than that expected in the general population (Reference MurphyMurphy, 1983). Our mortality rate of 30% at three years is similar to that reported by other authors over a similar time period (21.7% reported by Henderson et al (Reference Henderson, Korten and Jacomb1997), 23.4% by Copeland et al (Reference Copeland, Davidson and Dewey1992) and 38.2% by Forsell et al (Reference Forsell, Jorm and Winblad1994). It appears that the excess mortality may not be directly due to depression itself, but to the excess of physical ill-health in individuals with depression (Reference Prince, Harwood and ThomasPrince et al, 1998). The relationship between depression and mortality remains ambiguous and warrants further investigation.

 Maintenance rate for depression was 50%. Four community studies with similar follow-up periods have reported maintenance rates between 20% and 85% (Reference Ben-Arie, Welman and TegginBen-Arie et al, 1990; Reference Copeland, Davidson and DeweyCopeland et al, 1992; Reference Forsell, Jorm and WinbladForsell et al, 1994; Reference Henderson, Korten and JacombHenderson et al, 1997).

 As studies use different diagnostic criteria for diagnosing depression, direct comparisons are difficult. Despite the relatively favourable outcome (20% maintenance rate) reported by Henderson et al (Reference Henderson, Korten and Jacomb1997), our study and the other studies cited above suggest that depression afflicting elderly persons in the community is indeed a chronic condition.

 In our analysis we have attempted to account for as many factors as possible which could potentially have an effect on prognosis; cases of comorbid depression and cognitive impairment were excluded from the follow-up group, and information was gathered regarding disability, physical illness, life events, social factors, drug treatments for depression and personal and family history of psychiatric disorder, specifically depression.




 Medication usage

 The rates of drug treatment for depression have been described in three previous longitudinal community studies (Reference Ben-Arie, Welman and TegginBen-Arie et al, 1990; Reference Copeland, Davidson and DeweyCopeland et al, 1992; Reference Forsell, Jorm and WinbladForsell et al, 1994). Rates of treatment with antidepressant medication vary from 4% at the time of the baseline interview (Reference Copeland, Davidson and DeweyCopeland et al, 1992) to zero at three-year follow-up (Reference Ben-Arie, Welman and TegginBen-Arie et al, 1990; Reference Forsell, Jorm and WinbladForsell et al, 1994), with only 17% receiving antidepressants at some time during the follow-up period (Reference Forsell, Jorm and WinbladForsell et al, 1994).

 Our higher figure of 40% of depressed individuals receiving antidepressants currently or during the three-year follow-up period is encouraging. It is probably best explained by our policy of contacting GPs at baseline with a recommendation for treatment following the detection of cases of depression warranting intervention.

 Antidepressant medication significantly increased the likelihood of recovery over three years, contradicting the view that milder depressive syndromes in the community-dwelling elderly are not amenable to treatment. It must be pointed out, however, that this was not a randomised controlled trial — information on medication usage over the three-year period was collected retrospectively from subjects and their GPs, and so the relationship between antidepressant therapy and outcome should be interpreted with some caution.

 Our finding that twice as many individuals in the persistent/relapsed group received sub-therapeutic doses of anti-depressant medication as did treated individuals in the recovered group suggests that inadequate treatment regimes may be at least partly responsible for treatment failures. Subjects with psychotic depression were twice as likely as those with neurotic depression to be treated with antidepressants (50% v. 25%). Although this difference was not statistically significant because of the small number of cases of psychotic depression, it suggests that the more serious forms of depression are more likely to be recognised and treated in the primary care setting.

 In the persistent/relapsed group, subjects were 1.5 times more likely to be prescribed a benzodiazepine than an antidepressant (59% v. 38%), particularly in the presence of comorbid anxiety symptoms. This finding highlights the difficulty faced by primary care physicians in distinguishing between depression and anxiety as a primary diagnosis when symptoms of both are present.

 Two previous prospective interventionist studies have reported positive outcomes for the treatment of depression in the elderly living at home, using a variety of treatment techniques (Reference Blanchard, Waterreus and MannBlanchard et al, 1995; Reference Banerjee, Shamash and MacDonaldBanerjee et al, 1996), although neither study demonstrated a significant effect for antidepressant medication. Our study appears to show a significantly better prognosis for those treated with anti-depressant medication relative to the untreated group — the first demonstration, to our knowledge, of such an effect in a community-based population. Treatment in all cases was initiated by the GP (either independently or at our suggestion) and not, as in previous studies, by a psychogeriatric team (Reference Banerjee, Shamash and MacDonaldBanerjee et al, 1996) or nurse practitioner (Reference Blanchard, Waterreus and MannBlanchard et al, 1995): specialist intervention in those studies may have been at least partly responsible for the positive treatment effects demonstrated. We argue that there is a definite role for antidepressant medication, at adequate doses, in the treatment of late-life depression in the primary care setting.




 Prognostic factors

 In keeping with the findings of our study, many community surveys have highlighted the important role of physical ill-health in the genesis and persistence of depression in the elderly (Reference Henderson, Korten and JacombHenderson et al, 1997; Reference Prince, Harwood and ThomasPrince et al, 1998). This finding is in agreement with a large body of evidence from hospital-based research supporting such an association (Reference PostPost, 1972; Reference MurphyMurphy, 1983).

 A smaller number of community studies have examined the role of life events as a predictor of depression prognosis in the elderly. In keeping with the findings of our study, Green et al (Reference Green, Copeland and Dewey1994) reported that bereavement was significantly more likely in the relapsed/persistently depressed group than in the recovered group at three years. Harlow et al's (Reference Harlow, Goldberg and Comstock1991) sample of bereaved widows also showed a consistent association between poor health and higher levels of depressive symptoms after bereavement.

 The role of social support as a prognostic factor for depression is still widely debated. We used an operationalised procedure for the identification of social network type, which was based on the number and frequency of contacts with family, friends and neighbours and participation in clubs and groups. This provides a more objective measure of social support, relatively free from the bias of a subjective report of satisfaction or dissatisfaction with one's social network. The fact that we did not find a relationship between social network and prognosis may be explained by the fact that our subjects were drawn from an inner-city community with largely integrated social networks characterised by considerable support from family and friends. Hence, the low prevalence of high-risk social networks for depression (e.g. local self-contained, family-dependent and private restricted social networks) in our sample population may explain our failure to detect a difference in network type between the recovered and depressed groups.

 Henderson et al (Reference Henderson, Korten and Jacomb1997), also using standardised scales for assessing social support in a large community sample, reported that lower social support was predictive of higher depression scores on follow-up 3-4 years later, but between-group comparisons at 3-4 years in the depressed and recovered groups were not specifically made. Green et al (Reference Green, Copeland and Dewey1994) also failed to find a difference in frequency of contact with siblings, children, relatives and others between relapsed and recovered depression sufferers at three years.

 The relevance of family history of depression to prognosis has been addressed infrequently in community surveys of older individuals. The Dutch study of van Ojen et al (Reference Van Ojen, Hooijer and Bezeme1995) reported an association between family history of mental problems and the various subtypes of late-life depression. We chose to examine family history rather than personal history of depression, as many of the individuals diagnosed with depression at baseline failed to report a history of depression when re-interviewed at follow-up.

 Our finding of a significant association between a positive family history of depression and persistence of symptoms at follow-up suggests that both intrinsic factors (genetic predisposition) and extrinsic factors (physical ill-health, bereavement etc.) independently contribute to the prognosis of late-life depression.

 The effect of a positive family history of depression may be explained in part by the age of onset of the first depressive illness. Of those with a positive family history and persistent or relapsed depression, eight out of 16 (50%) had early-onset depression (first episode when aged less than 40 years) compared with one out of five (20%) in the recovered group. Early age of onset has previously been reported to be associated with a poorer prognosis than later-onset cases (Reference Brodaty, Harris and PetersBrodaty et al, 1993).




 Is depression a risk-factor for dementia?

 Only two subjects (1.9%) with depression at baseline had developed dementia three years later. This result does not support the findings, largely in referred series, that depression is a risk factor for the subsequent development of dementia (Reference BurnsBurns, 1990; Reference Jorm, van Duijn and ChandraJorm et al, 1991). Our negative finding is in agreement with the community studies of Copeland et al (Reference Copeland, Davidson and Dewey1992) and Henderson et al (Reference Henderson, Korten and Jacomb1997).






 Clinical Implications and Limitations


 CLINICAL IMPLICATIONS



	
▪ Depression in community-dwelling elderly people appears to be a chronic condition.


	
▪ Physical ill-health, bereavement and a family history of depression contribute independently to a poor prognosis.


	
▪ Treatment with antidepressant medication may significantly improve prognosis, although the observed relationship is an indirect one.







 LIMITATIONS



	
▪ The predictive prognostic value of risk factors measured at baseline was not assessed.


	
▪ The AGECAT interviewer at three-year follow-up was aware of the baseline diagnosis.


	
▪ Changes in caseness between baseline and follow-up should be interpreted cautiously because of the long interval between interviews; specifically, the diagnosis of depression at follow-up did not distinguish between those who had relapsed and those who were continuously depressed.















 
 Footnotes
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 Table 1 Three-year outcome of diagnostic cases of depressive disorder
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 Table 2 Three-year follow-up diagnosis by gender
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 Table 4 Multivariate logistic regression analysis of putative risk factors for the persistence of depression after three years

 

 

       
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 
 	48
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
48




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









2000.
Current Awareness.
International Journal of Geriatric Psychiatry,
Vol. 15,
Issue. 9,
p.
873.


	CrossRef
	Google Scholar






Patmore, Charles
2001.
Can Managers Research their own Services? An Experiment in Consulting Frail, Older Community Care Clients.
Journal of Integrated Care,
Vol. 9,
Issue. 5,
p.
8.


	CrossRef
	Google Scholar






Darkins, Adam
2001.
Program Management of Telemental Health Care Services.
Journal of Geriatric Psychiatry and Neurology,
Vol. 14,
Issue. 2,
p.
80.


	CrossRef
	Google Scholar






Spear, Jon
2002.
How long should older people take antidepressants to prevent relapse?.
Revista Brasileira de Psiquiatria,
Vol. 24,
Issue. suppl 1,
p.
70.


	CrossRef
	Google Scholar






Berardi, Domenico
Menchetti, Marco
De Ronchi, Diana
Rucci, Paola
Leggieri, Giuseppe
and
Ferrari, Giuseppe
2002.
Late‐Life Depression in Primary Care: A Nationwide Italian Epidemiological Survey.
Journal of the American Geriatrics Society,
Vol. 50,
Issue. 1,
p.
77.


	CrossRef
	Google Scholar






Scazufca, Marcia
and
Matsuda, Cintia MCB
2002.
Revisão sobre a eficácia de psicoterapia vs. farmacoterapia no tratamento de depressão em idosos.
Revista Brasileira de Psiquiatria,
Vol. 24,
Issue. suppl 1,
p.
64.


	CrossRef
	Google Scholar






Patmore, Charles
2002.
Morale and quality of life among frail older users of community care: Key issues for the success of community care.
Quality in Ageing and Older Adults,
Vol. 3,
Issue. 2,
p.
30.


	CrossRef
	Google Scholar






Gastó, C.
Navarro, V.
Catalán, R.
Portella, M. J.
and
Marcos, T.
2003.
Residual symptoms in elderly major depression remitters.
Acta Psychiatrica Scandinavica,
Vol. 108,
Issue. 1,
p.
15.


	CrossRef
	Google Scholar






Oldehinkel, Albertine J.
van den Berg, Marjan D.
Bouhuys, Antoinette L.
and
Ormel, Johan
2003.
Do depressive episodes lead to accumulation of vulnerability in the elderly?.
Depression and Anxiety,
Vol. 18,
Issue. 2,
p.
67.


	CrossRef
	Google Scholar






Rigaud, A.-S.
Bayle, C.
Latour, F.
Lenoir, H.
Seux, M.-L.
Hanon, O.
Péquignot, R.
Bert, P.
Bouchacourt, P.
Moulin, F.
Cantegreil, I.
Wenisch, E.
Batouche, F.
and
de Rotrou, J.
2005.
Troubles psychiques des personnes âgées.
EMC - Psychiatrie,
Vol. 2,
Issue. 4,
p.
259.


	CrossRef
	Google Scholar






Rigaud, A.-S.
Bayle, C.
Latour, F.
Lenoir, H.
Seux, M.-L.
Hanon, O.
Péquignot, R.
Bert, P.
Bouchacourt, P.
Moulin, F.
Cantegreil, I.
Wenisch, E.
Batouche, F.
and
de Rotrou, J.
2005.
Troubles psychiques des personnes âgées.
EMC - Psychiatrie,
Vol. 2,
Issue. 4,
p.
1.


	CrossRef
	Google Scholar






Ayalon, Liat
Areán, Patricia A.
and
Alvidrez, Jennifer
2005.
Adherence to Antidepressant Medications in Black and Latino Elderly Patients.
The American Journal of Geriatric Psychiatry,
Vol. 13,
Issue. 7,
p.
572.


	CrossRef
	Google Scholar






McCrae, N.
Murray, J.
Banerjee, S.
Huxley, P.
Bhugra, D.
Tylee, A.
and
Macdonald, A.
2005.
‘They’re all depressed, aren’t they?’ A qualitative study of social care workers and depression in older adults.
Aging & Mental Health,
Vol. 9,
Issue. 6,
p.
508.


	CrossRef
	Google Scholar






Adamson, Joy A.
Price, Gill M.
Breeze, Elizabeth
Bulpitt, Christopher J.
and
Fletcher, Astrid E.
2005.
Are Older People Dying of Depression? Findings from the Medical Research Council Trial of the Assessment and Management of Older People in the Community.
Journal of the American Geriatrics Society,
Vol. 53,
Issue. 7,
p.
1128.


	CrossRef
	Google Scholar






Chin, Ai‐Vyrn
O'Connell, Henry
Kirby, Michael
Denihan, Aisling
Bruce, Irene
Walsh, J. B.
Coakley, David
Lawlor, Brian A.
and
Cunningham, Conal
2006.
Co‐morbid and socio‐demographic factors associated with cognitive performance in an elderly community dwelling Irish population.
International Journal of Geriatric Psychiatry,
Vol. 21,
Issue. 12,
p.
1150.


	CrossRef
	Google Scholar






Periyakoil, Vyjeyanthi S.
Johnson, Steven
and
Yeo, Gwen
2008.
Physician Assistant.
p.
526.


	CrossRef
	Google Scholar






Fuller-Thomson, Esme
and
Battiston, Marla
2009.
Remission From Depressive Symptoms Among Older Adults With Mood Disorders: Findings of a Representative Community Sample.
Journal of Gerontological Social Work,
Vol. 52,
Issue. 7,
p.
744.


	CrossRef
	Google Scholar






St. John, Philip D.
and
Montgomery, Patrick R.
2009.
Do depressive symptoms predict mortality in older people?.
Aging & Mental Health,
Vol. 13,
Issue. 5,
p.
674.


	CrossRef
	Google Scholar






Gallagher, Damien
Mhaolain, Aine Ni
Greene, Elaine
Walsh, Cathal
Denihan, Aisling
Bruce, Irene
Golden, Jeannette
Conroy, Ronan M.
Kirby, Michael
and
Lawlor, Brian A.
2010.
Late life depression: a comparison of risk factors and symptoms according to age of onset in community dwelling older adults.
International Journal of Geriatric Psychiatry,
Vol. 25,
Issue. 10,
p.
981.


	CrossRef
	Google Scholar






Sanchez, R.L.
Reddy, A.P.
and
Bethea, C.L.
2010.
Ovarian steroid regulation of the midbrain corticotropin releasing factor and urocortin systems in macaques.
Neuroscience,
Vol. 171,
Issue. 3,
p.
893.


	CrossRef
	Google Scholar





Download full list
















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Three-year prognosis of depression in the community-dwelling elderly








	Volume 176, Issue 5
	
Aisling Denihan (a1), Michael Kirby (a2), Irene Bruce (a1), Conal Cunningham (a1), Davis Coakley (a3) and Brian A. Lawlor (a3)

	DOI: https://doi.org/10.1192/bjp.176.5.453





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Three-year prognosis of depression in the community-dwelling elderly








	Volume 176, Issue 5
	
Aisling Denihan (a1), Michael Kirby (a2), Irene Bruce (a1), Conal Cunningham (a1), Davis Coakley (a3) and Brian A. Lawlor (a3)

	DOI: https://doi.org/10.1192/bjp.176.5.453





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Three-year prognosis of depression in the community-dwelling elderly








	Volume 176, Issue 5
	
Aisling Denihan (a1), Michael Kirby (a2), Irene Bruce (a1), Conal Cunningham (a1), Davis Coakley (a3) and Brian A. Lawlor (a3)

	DOI: https://doi.org/10.1192/bjp.176.5.453





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















