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General Introduction

General Introduction

This thesis evaluates a group intervention develdpethe prevention and treatment
of late life depression. In this time and age madylts will have had some experience
with depression, either by knowing a relative,rideor colleague who was depressed,
or by having lived through it themselves. Althougte public is relatively well
informed about depression, many still find it haodunderstand how debilitating a
depressive episode is. Being disabled becausepbiysical ailment (a broken leg or
pneumonia) might be much easier to comprehend amsnd seem to imply a
personal weakness. This is especially true forotder generation, who grew up when
less was known about depression. Effective pharlogmal and psychological
treatments have been developed to ease the bufdem acute depressive episode.
Over the years treatment-seeking rates have beesased, especially for the middle-
to-older adult and the young elderly (Bristow & teat 2002). However, in a
longitudinal community study in the NetherlandseBman, Deeg, Braam, Smit and
van Tilburg (1997) found that elders with major minor depression were not
adequately treated despite the fact that they vgeen regularly by their general
practitioner (GP). Antidepressants and communityntade health services were
underused, whereas medical health services weressixely used (Beekman et al.,
1997).

The likely reason is that the symptoms are nobgeized for what they are by
the depressive elderly person him/herself or by/hbkis family or medical
professionals. Symptoms such as memory loss andiiethexecutive functioning are
seen as part of the normal aging process or begjnementia. Feelings of sadness
and lack of enjoyment are labelled as grief; gowdr loss of physical faculties, loss of
partner, loss of peers. Furthermore, the olderrigidgrew up in a time when
depression as such was not recognised and onerged niot to give in to a negative
mood. They may not insist on being treated forrtfe@lings of misery.

In this chapter, section 1 will deal with depressiits course, risk factors and
prevalence in the elderly; section 2 will focusamative and preventive interventions
in the elderly. Because the subject of this redeproject was the effectiveness of the
Coping With Depression (CWD) course as it is predicdy the community mental
health care system in the Netherlands, sectionll3escribe in more detail the CWD
course and the common practice of the preventiopadments of the Dutch
community mental health centres (CMHCSs) in recngitand enrolling participants
than is done in chapters 3 and 4, which concerreffeetiveness of the CWD course
and the predictors of treatment outcome. The chagnels with an outline of the
chapters of this thesis.

1. Depression in the elderly

1.1 Diagnosis

Depression is a serious mental illness which léstsat least two weeks and is
characterised by a profound sad mood and lack jofyerent (anhedonia) (American



Chapter 1

Psychiatric Association, 1994). Apart from theseecoharacteristics, a depressed
patient suffers from a range of cognitive, behaaliand somatic complaints (see table
1). A distinction is made between major depressionl subthreshold, minor or
subclinical depression when high levels of depwessymptoms are reported, but not
all criteria for diagnosis of major depressive dis (MDD) according to the
diagnostic and statistical manuafl mental disorders- 4" edition (DSM-IV; APA,
1994) are met.

It is generally thought that subthreshold depresgi®D) is more prevalent in
primary care and community populations, whereas MBDfound more in the
specialty mental health sector (Pincus, Davis & Meén, 1999). A problem is the
great variation in criteria sets used to diagnbese so-called ‘minor forms’, with the
result that prevalence rates vary greatly dependimghe set used. The criteria sets
used by most authors include the two core symptsathess and anhedonia and a
clinical criterion stating that it causes clinigaignificant distress or impairment in
social, occupational or other important areas ofcfioning (Pincus et al., 1999).
DSM-IV includes Minor Depression under the DepressDisorder not otherwise
specified (NOS). Minor Depression is diagnosed waeteast two but less than five
depressive symptoms are present during a two wee&dy with no history of a major
depressive or manic episode or Dysthymia, whictclpdes intermingling with an
incomplete recovery from a major depressive episBgsthymia is another DSM-IV
disorder often considered to be a form of minorrdegion. Dysthymia differs from
MDD in the severity and duration of the symptombe Bad mood is present most of
the time and has been present during at least éaosy Other diagnoses are based on
the severity of the symptoms and the use of sangequestionnaires (Feldman,
Robins & Jaffe, 1998). Well-known are the Beck Dgsion Inventory (Beck, Ward,
Mendelson, Mock & Erbaugh, 1961), the Hamilton RgtScales for Depression and
Anxiety (Hamilton, 1967) and the Center for Epidelogic Studies Depression Scale
(CES-D; Radloff 1977). The latter was used in #&earch reported in this thesis. The
number of symptoms reported during the previouskwisesummed; a sum score
above 15 is an indication of a clinically relevaetpression in the general population
(Radloff, 1977; Beekman et al. (1997a).

Large studies like the Medical Outcomes Study (M@D&]Is et al., 1989), and in
the Netherlands the Groningen Longitudinal Agingdyt(GLAS; Ormel et al., 1998),
showed that the impact of MDD or subthreshold degios (SD) on the quality of life
was greater (more dysfunction, poorer health peéime@nd well-being) than that of
chronic medical conditions like heart-lung diseasesonary conditions, diabetes, and
hypertension (Ormel et al, 1998). Furthermore, eggipbn is considered an
independent risk factor for the onset of cardiouémcdiseases (CVD) (Fraser-Smith
& Lespérance, 2006; Kooy, et al., 2007). In pasemith established CVD, depression
increases the risk of mortality and cardiac evéRtaser-Smith & Lespérance, 2006).
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Table 1.Major Depressive Disorder and Dysthymia according to DSM-1V

Major Depression Dysthymia
Core symptoms Depressed mood Depressed mood
Loss of interest (anhedonia)
Additional Changes in weight or appetite Appetite change
symptoms Change in sleep pattern Change in sleep pattern
Psychomotor agitation or retardation
Loss of energy Loss of energy

Feelings of guilt or worthlessness  Feelings of worthlessness

Loss of concentration/indecisivenesd.oss of concentration/indecisiveness
Feelings of hopelessness

Thoughts of death, suicidality

Time criteria
Continuity  Most of the day Most of the day
Every day Most days
Duration At least 2 weeks Two years
Symptom score  Both core symptoms + 3 additionalCore symptom + 2 additional
symptoms symptoms
One core symptoms + 4 additional
symptoms

Apathy, which is part of the depression syndronag, lze an early sign of dementia
in the elderly (Onyike et al., 2007). However sitalso considered a distinct syndrome,
(Marin, Butters, Mulsant, Pollock & Reynolds, 200@}h its own pathogenesis,
treatment and prognosis, in non-demented eldeiilyk@rs, van der Mast, Stek,
Westendorp & Gussekloo, 2006). Feil, Razani Boarelaesser (2003) found that
apathy was related to executive functioning in demented older depressed
individuals

1.2 Course of depression

The onset of the first depressive episode can lmappany age from childhood to old
age, but the common age of onset lies before 8géRirke, Burke, Regier & Rae,
1990). Depending on the study depression is defaiseldte onset depression when the
first episode occurs after the age of 55, 60 orl6% large representative sample of
community-living elderly aged between 65 and 84ttef Amsterdam Study on the
Elderly Amsterdam Study of the Elderly (AMSTEL; v@jen, Hooijer, Lindeboom &
van Tilburg, 1995), 31% reported the first onsdiveen 50 and 65 and 14% reported
the onset after 65. Results from clinical studiesnparing early onset depression

11
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(EOD) with late onset depression (LOD) have suggktitat EOD is associated more
with genetic vulnerability and personality disorderhereas vascular diseases and
white matter lesions in the brain are implicated.®D (Ernst, 1997; Murata et al.,
2001). Recent prospective studies argue againstsdhealled vascular depression
hypothesis. Generalized atherosclerosis precedgst@ decline, but not depression
(Vinkers et al., 2005).

Symptoms can differ by age and by age of onsetalstudy of lifetime
symptomatology of depression in the elderly, Hedocgkler, and Papassotiropoulos
(2000) found that loss of interest, thought disordend tiredness were more
characteristic for the younger elderly, but did depend on age of onset. Low spirits
and feelings of worthlessness are more freque®0OD, but did not depend on age.
However, in a recent community-based study in amgagpopulation in the
Netherlands no clear differences were found inl@giy and phenomenology between
early and late onset depression (Janssen, BeelGoamjs, Deeg & Heeren, 2006). In
a prospective population-based study of the vedy tile Leiden 85-Plus study, no
relationship was found between depression and larsdiseases either (Vinkers et
al., 2005).

Longitudinal research has shown that depressianriscurrent disease in which
acute depressive episodes are followed by periédsomplete or partial recovery
(Juddet al, 1999; Mueller et al, 1999). The mean duratiora afepressive episode is
between four and six months and most people (88xgver without treatment within
two years (Coryell et al., 1994). This leaves assamitial minority of 15% for whom
the depression is chronic as defined by DSM-IV, lasting more than two years. The
chance of the recurrence of a new depressive episduigh too. Mueller et al. (1999)
conducted a 15- year observational follow- up stadg found that 85% of the 380
subjects had a new depressive episode within 155 yddollow- up. The mean time to
a recurrence was 145 weel@®(= 160). The individual rate of recurrence incresase
with the number of episodes (Kessing, Hansen, Asater & Angst, 2004), and
Kruijshaar et al. (2005) have estimated that thanrée time prevalence is around 7-
8 episodes. In late life remission rates hardffedifrom those in mid-life depression,
but relapse rates appear to be higher in olderopsrgMitchell & Subramanaim,
2005). In other words, depression can often beidered a lifelong condition.

1.3 Risk factors

A wide range of socio-demographic, psychosocial #éindss-related variables have
been identified as risk factors for incidence, sitye course and remittance of
depression. The most striking is the gender diffeee epidemiological community
surveys have shown that women suffer twice as @ftemen from depression (Blazer,
Kessler, McGonagle, & Swartz, 1994; Weissman & @ifs1995). This difference in
prevalence remains in old age, although it becdesspronounced (Stek, Gussekloo,
Beekman, van Tilburg, & Westendorp, 2004).

12
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Reviewing the literature on risk factors for degies among community living
seniors Cole and Dendukuri (2003) concluded thatdement, sleep disturbance,
disability, prior depression, and female genderensignificant risk factors for the
incidence of depression. Risk factors for the fiegtisode differ from those for
recurrent episodes. Major negative life events aseociated with first episodes
(Kessler, 1997) regardless of age of onset (Scheateal., 2000). Residual symptoms
and the number of previous episodes are the gte@kdactors for a recurrence (Judd
et al., 1998; Kessler, 1997). Gender specific fasitors were found in the AMSTEL
study (Schoevers et al., 2003). In women a pershigtbry of depression and
functional disability (activities of daily living)were risk factors for relapse or
chronicity, while in men these were loss of spoasd instrumental disability (i.e.
instrumental activities of daily living). In oldeadults, Beekman et al. (1995)
compared risk patterns for minor and major depoessthey concluded that a history
of previous episodes is the largest risk factor fwgjor depression, while minor
depression seemed more of a reaction to life stteasmon to aging, particularly
deteriorating physical health (Beekman et al., B)9Debate is going on whether SD
and MDD are placed on a continuum, or that undeimiee similar phenomenological
expression lay different mechanisms (Geiselmannatd®, 2000). It has been well-
demonstrated that untreated subclinical depressienrisk factor for a MDD a year
later, especially if it is coupled with a negatlife event (Beekman et al., 1995).

Whether age itself is a vulnerability factor is rad¢ar. Schoevers et al. (2000)
concluded that the effect of age disappeared wlhkeer gotentially relevant factors
were controlled for. On the other hambthermund and Brandstéadter (2003) found in
their longitudinal study assessing depression sgmgtin six age cohorts that from
the age of 66, both men and women report more dsjpesymptoms.

Depression and cognitive decline are highly coteelaln the Leiden 85-Plus
study, a prospective population-based study of tery old, generalized
atherosclerosis was related especially with menhasg. In this prospective study it
was found that depression followed cognitive dexlibut did not predict cognitive
decline (Vinkers, Gussekloo, Stek, Westendorp & dar Mast, 2004). Poor daily
functioning and institutionalisation were signifitacharacteristics for the incidence of
depression in the very old. Just as in the younlgbthe remission rates were poor and
relapse rates were high (Stek et al., 2006).

Another category of prognostic factors is formed dggnitive vulnerability
markers. One of these is autobiographical memoegifipity (AMS), which is the
ability to remember personal events with contextuttail (Tulving, 2000).
Autobiographic memory is part of the episodic meyngystem (Tulving, 2000). The
Autobiographical Memory Test (AMT; Williams & Broaent, 1986) is a task used to
measure it. Studies comparing younger depresseltsadith healthy adults showed
that the former did significantly worse on recallispecific memories (Brittlebank,
1983; van Vreeswijk & de Wilde 2002; Williams, 1996t was found that these
patterns persisted once a patient had remitted Kiviger, Pachinger, Leibetseder, &
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Fartacek, 2000; Nandrino, Pezard, Poste, Reveileei®eaune, 2002; Park, Goodyer,
& Teasdale, 2002; Spinhoven et al., 2006; Williarh896). These findings suggest
AMS is not mood- state dependent but an endurirayasiteristic of people with
lifetime depression. AMS showed prognostic propsrtdy predicting the persistence
of an acute depression. However, it did not prediapse/recurrence in a sample of
remitted mid- life adults (Spinhoven et al., 2008hether AMS as measured with the
AMT is a possible marker for depression vulner&piiin older adults has been
described in chapter 5.

1.4 Prevalence
Depression is widely prevalent in the adult popatgtin the National Comorbidity
Survey the prevalence estimate for current majpression was 4.9% and for lifetime
major depression was 17% (Blazer et al., 1994)s@&hates may be biased by recall
problems. In a recent study, an indirect estimatioethod was used to estimate
lifetime prevalence in Australia and the Nether&nBor both countries the model
estimated that the lowest proportion of cases washnhigher: 30% for men and 40%
for women (Kruijshaar et al, 2005).

In the elderly prevalence of major depressiomigh less, namely around 3%.
But when less rigorous diagnostic criteria are uSed 15% suffers from subclinical or
minor depression (Beekman, 1995; Beekman, Cop&aRdnce, 1999; Blazer 1987;
Karel & Hinrichsen, 2000). In our rapidly aging pogtion the absolute number of
cases will become a large burden for the mentaltthemre system. In 2007 for
instance, 2,348,243 Dutch citizens (14.4% of thaltpopulation) will be over 65
years, and in 2017 this number will have risen 1603,165 (18% of the total
population) (statistics from Central Bureau for tiStics, 2007). By that time the
number of elderly individuals that need treatmemtrhajor and minor depression will
have increased 28% (375,713 in 2007 versus 480ij838017). These figures
underscore the importance of prevention of depoassiot only for the elderly but for
the whole population.

2. Interventions

Interventions can be either curative or preventMghough prevention is better than
cure, many people have to be ill before they sestmnent.

2.1 Treatment of acute depression

Psychopharmacological (antidepressants) and psygical treatments have proved to
reduce depression substantially in younger adultsaae now well accepted. In older
adults they are effective too. A systematic revidthe efficacy of antidepressants for
elderly of 55 and older suffering from major degiea showed that antidepressants
were more effective than placebo (Wilson, Mottra8ivanranthan, Nightingale,
2001). In this review, no distinction was made lextw the young-old (55 — 75) and
older-old & 75), who typically have a high prevalence of meabico-morbidity.
Studies of the efficacy of antidepressants in by wld are inconclusive. Gildengers
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et al. (2002) compared the older-old to middle-aidi younger-old. They found that
older-old patients responded as quickly and subd@ésas the young- and middle-old.
However, in a recent study of the efficacy of aspickssants in the older-old,
medication was not more effective than placebo @Raa al., 2004).

In several different meta-analyses and reviewshenefficacy of psychological
treatments the conclusion was drawn that successfatment of major depression
does not depend on age (Arean & Cook, 2002; Bagtedd., 2002; Engels & Vermey,
1997; McCusker et al, 1998). However, in these awsi no distinction is made
between young-old and old-old either. Arean and KC¢®002) concluded that
psychotherapy treatments were acutely efficaciauseiating major depression in the
older ambulatory person, but that more researcheexded on the efficacy of such
treatments in the frail elderly. In their meta-agiséd of the efficacy of treatments of
geriatric depression Bartels et al. (2002) foungpsut for the effectiveness of
antidepressants and psychosocial treatment - ediyecognitive therapy, behaviour
therapy, or the combination cognitive behaviourdlpg (CBT) - in the treatment of
major depression. Response rates to antidepressashigsychological treatment were
similar. The efficacy of combined treatment comparéo single therapy
(pharmacotherapy or psychotherapy) was associatéd avsmall improvement in
efficacy.

Chronically ill or severely depressed patients segbio benefit the most from
adding psychotherapy to antidepressant medicatioredman et al., 2004). The
evidence base for the treatment of subtreshholdedsipn (SD) is much smaller.
Formulating guidelines for late-life depression @i et al. (2003) concluded that
there is no evidence that antidepressants weretieiein SD, but there was some
evidence that ‘waiting and seeing’ and offeringistured support to patient and care-
giver were effective.

2.2 Prevention of depression
Prevention is described as ‘to stop something frappening’ (Longman dictionary of
contemporary English, 1988). The old system propase 957 by the Commission on
Chronic lliness Prevention consisted of three tygasmary prevention aimed at
decreasing the number of new cases (incidence)aifhef secondary prevention was
lowering the number of established cases (prevae)emed tertiary prevention focused
on decreasing the amount of disability associatétl an existing disorder. In this
classification system only primary prevention seem§it the Longman definition of
prevention. Secondary prevention corresponds wéhtment and tertiary prevention
with maintenance care. Currently the term prevenigoreserved for what used to fall
under primary prevention. It is divided into thregtegories (Mrazek and Haggerty,
1994):

Universal prevention when it is a measure for the general public om&mbers of
specific groups (pregnant women, elderly, teenagks)g The measures have an
educational character.
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Selective prevention aims at people at risk for developing a mentabmdisr, but
who are at the time (mentally) perfectly well. Rislan pertain to biological,
psychological or social factors which are relatedhe disorder. In this study: older
people with lifetime depression, but who are cuityewell. Widowhood or physical
illness adds to the older person’s vulnerabilitydepression.

Indicated prevention is meant for high-risk individuals who show mininzut
detectable signs of illness; however the DSM ddteare not met. Elderly with
subthreshold depression would be candidates.

3. ‘Coping With Depression’ course for the elderly

Effective low threshold interventions have beendleped to reach the therapy-shy. In
1984, Lewinsohn et al. (1984) created the CopinthWiepression (CWD) course for

adults with major depression. Since then this psysttucational course has been
adapted for different populations (for instancelaslcents, middle-aged adults, elders,
and chronically ill patients) and implemented ire tmental health care system in
different countries (Germany, The Netherlands, USK) the Netherlands it has

successfully been implemented in mental health egstems that cater to different

groups. For instance, all colleges offer the cotwsstudents, and the prevention arm
of the mental health care system provides the ediarsmiddle-aged adults and older
adults. A meta-analyses of outreach programs fpredsed elderly showed that this
type of intervention had a medium-sized effect j@ars, 1998c).

The majority of the prevention departments of tlenmunity mental health
centres (CMHCs) offer the course twice a year teiopersons. The course is a group
intervention of 10 sessions lasting two hours arfmbaster session, two months after
the course has finished. The course is describedt@slbox containing different tools
known to be useful in reducing depression. Thestamle relaxation techniques,
pleasant activities, assertiveness skills and coctste thinking. The course is based
on the social-learning theory of depression in White lack of enjoyment, the inertia
and the negative expectations about feeling bptrent the depressed person to seek
pleasant activities. Methods known from cognitiehbavior therapy such as
homework assignments are also used to bring abeuimiprovements changes. The
group size varies between six and ten participantsusually two course trainers are
attached to the course.

Participants, who do not need a referral, are imatby advertising in the local
media, and senior journals. The treatment depattiwfethe CMHCs are also notified
of the start of the next course. This recruitmerdtegy results in very heterogeneous
groups with participants who suffer from an acut®@Mas well as persons with hardly
any depression symptoms during the course. Atritaké interview, carried out by the
group leader who is usually a psychologist, thdofaing topics are discussed:
demographics (age, civil state, children, and ingpmlife events like recent
bereavement, health, and depression-related synspmnrent and in the past. A self-
report questionnaire such as the CES-D (Radloff,71%r the Geriatric Depression
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Scale (GDS; Yesavage, 1983) is used to assessuttient level of depression.
Furthermore, the course itself, its goals and whatxpected from the participant
(home work) are brought up. The suitability of twurse is then discussed. Reasons
for exclusion are severe depression, current bipdisorder, schizophrenia, acute
substance disorder, cognitive impairment, recemedement, hearing impairment,
and insufficient command of the Dutch language.

4. Outline

This study was designed to answer two major questidout the CWD course in the
reality of the Dutch mental health care systemrstFhow effective is the course?
Second, is the course more effective for some tbanthers? Moreover, we analyzed
the criterion validity of the depression questiammaCES-D and studied the
autobiographical memory as a marker of cognitivimerability for depression.

In chapter 1, the criterion validity of the maintoame measure, CES-D (Radloff,
1977) was analyzed. The purpose was to determmeptimal cut-off point of the
CES-D to identify individuals with either a majoepmtessive disorder or with a
clinically relevant depression. Furthermore, we |gwed to what extent
sociodemographic characteristics, physical heaidication use, high anxiety levels,
comorbid axis | disorders and previous depresspisodes predicted true and false
positives.

In chapter 2, the immediate effectiveness of tharsm was studied using a
randomised, controlled design. The control conditicas a waiting list of the same
duration as the course. For ethical reasons thene wet kept waiting until the
intervention group had completed the follow-up. Egrthe long term effectiveness of
the course was studied in a naturalistic followafpl4 months. The data of the
participants from the intervention group combinethwhose on the waiting list who
had completed the course were used.

In chapter 3 we examined a wide variety of demadgi@clinical, psychosocial
and treatment factors of possible relevance foecsiele and indicated prevention at
short- and long-term. Knowledge of prognostic festcan be helpful to provide
matched care, which in turn can result in a hidéeel of treatment outcome.

In chapter 4, we shall describe an experimentwlzet conducted with participants
who had finished the course and had indicatedrfgednly slightly depressed and a
control group of elders who had never been depdeddds research was designed to
study: (a) whether autobiographical memory spetifi(AMS) in the two groups
differed, and (b) if AMS had predictive validity the course participants for the level
of depression at follow- up.
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Chapter 2

Abstract

Background

The criterion validity of the Center for Epidemigloal Studies Depression scale
(CES-D) was assessed in a group of elderly Dutahneonity-residents who were
self-referred to a prevention program for deprassio

M ethods

Paper-and-pencil administration of the CES-D to 8lders (55-85 years). Criterion
validity was evaluated with the Mini Internation®europsychiatric Interview
(M.LLN.L.), a clinical diagnostic interview basedn oDSM-IV. Sensitivity and
specificity for various cut-off scores of CES-D wecompared with the DSM-IV
major depressive disorder (MDD) and with clinicafislevant depression (CRD), a
composite diagnosis of MDD, subthreshold depressiaysthymia. Furthermore, the
characteristics of true versus false positives ve@edyzed.

Results

For MDD, the optimal cut-off score was 25, (sengii 85%, specificity 64%, and
positive predicted value of 63%). For CRD, the wmaii cut-off was 22 (sensitivity
84%, specificity 60%, and positive predicted valtio). True positives, MDD and
CRD, reported significantly more anxiety symptonh@agy and more co-morbid
anxiety disorders, false positives reported moexipus depressive episodes.
Conclusions

The criterion validity of the CES-D for MDD and CRRas satisfactory in this semi-
clinical sample of elders. Subjects scorin@5 constitute a target group for further
diagnostic assessment in order to determine apptepr treatment.
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Introduction

Prevention of depression in the elderly has becanpeiority in Community Mental
Health Care. For this purpose, ‘outreach progranas/e been developed (Cuijpers,
1998b; Cuijpers et al.1995; Lewinsohn et al.1984). Participants are recruited
through announcements in the local media. Openuitetgnt probably attracts
participants with a high base rate of depressiveaptaints, a history of previous
depressive episodes, high levels of anxiety anchodbid psychiatric disorders. This
calls for a two stage screening procedure with lal wvastrument like the Center for
Epidemiological Studies Depression scale (CES-Dgd{Bff, 1977). The CES-D is
recommended to assess depressive symptomatolothe ielderly (Beekman et al.,
1994; Himmelfarb and Murrell, 1983; Lewinsohn et 4997; Radloff & Teri, 1986),
but has not been investigated as yet for this tapgrip.

Beekman et al. (1997a) studied the criterion vilidof the CES-D in a
community sample of Dutch elders; they advised ge>u16 as cut-off. In clinical
settings however, this cut-off yielded high falsesitive rates. Depending on the
setting, recommended cut scores varied from 2@ tgH2mmelfarb and Murrell, 1983;
Schulberg et al., 1985; Zich et al., 1990). Himmdfand Murrell (1983) used the
CES-D to discriminate between a community sampkt awclinical sample of elders;
they recommended 20 as cut-off score.

In this study, the criterion validity of the CESAlas examined in a group of
elderly community residents, self-referred to artreach program for secondary
prevention of depression provided by Dutch Comnyukiental Health Care Centers.
In the elderly milder forms of depression are mprevalent than major depressive
disorder (MDD), however they cause as much suffefBeekman et al., 1995; Hybels
et al.,2001; Lewinsohn et al2000). Therefore the power of the CES-D to screen f
all the disorders in the depressive spectrum is stigdied: major depressive disorder
(MDD); subthreshold depression (SD) and dysthyneken together as clinically
relevant depression (CRD).

Following Beekman et al. (1997a), we also studieel ¢tharacteristics of true
and false positives. They found that higher levefsanxiety symptoms were
characteristic for true positives, but sociodempbia characteristics, medication
and physical health did not predict classificatibomaddition to these variables, the
predictive value of co-morbid anxiety disorders atmed presence of previous
depressive episodes will be studied here.

Method

Sampling and Procedures

This study was part of a field-study into the effeeness of the Coping-with-

Depression Course for elders (Cuijpers, 1998a; hsalin et al.1984). The program

aims at secondary prevention of mild depressiveptgms and is provided by 60% of
the prevention departments of Community Mental the@lare Centers (CMHCC) in
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the Netherlands. Using active recruitment methgadsticipants were recruited and
accepted by the CMHCCs. Eligible for this study evall the participants aged 55 and
older. The study was approved by the Medical Etl@snmittee of the Leiden

University Medical Centre. All subjects signed aformed consent. After joining the

study, a booklet with baseline questionnaires wsisilduted to be completed at home.
Within two weeks diagnostics by the researcherk face. The Mini International

Neuropsychiatric Interview (M.I.N.I; Overbeek et,al999; Sheehan et al., 1997,
1998) was used. All baseline questionnaires werclad for missing items and
incorrect responses. These were discussed witpattiieipant and remediated.

Measures

The M.LN.l. (Sheehan et al., 1998) assesses thst m@valent axis 1 disorders
according to the diagnostic and statistical mamfaimental disorder{DSM-1V;
American Psychiatric Association, 1994). Diagnoaes based on the dimensional
scores obtained. Current MDD (score 5-9), subtlolelstepression (SD, score 2-4),
and dysthymia were used as criteria. These thragndses were combined into the
diagnosis ‘Clinically Relevant Depression (CRD)Interviews were conducted by
trained interviewers at the CMHCCs; interrateratellities were .94 (MDD), .87 (SD),
and 1.0 (Dysthymia).

Anxiety symptomatology was measured with the amsetbscale of the Hospital
Anxiety and Depression Scale (HADS-A) (Zigmond & a8h1983). The
recommended cut-off of 8 was used as demarcatitwele® high and low anxiety
levels. Physical health was assessed with the séalgpain and physical functioning
of the Medical Outcome Study Short Form General [tHeSurvey (MOS-SF-20)
(Kempen, 1992; Stewart et.all988), and with a checklist with chronic medical
conditions Central Bureau for Statistics (CBS, 1989

Satistics

The Statistical Package for Social Sciences (SP33) was used. Using Receiver
Operating Characteristics (ROC), the associatiotwéen CES-D scores and the
different clinical diagnoses (MDD and CRD) was $ad »° analyses and logistic
regression analyses were used to compare chasticenf false and true positives

Results

The mean age of the 318 participants was 65.5 y#ys = 7.2), range 55-85.
Participants were predominantly female, frequeliting alone, and educated to low
or middle levels (see Table 1). The mean sum soorthe CES-D was 25.H) =
9.7); 85% had a sum scorel6. The mean score on the HADS anxiety scale Was 1
(SD = 4.2); 75% had a score8.
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Table 1. Sample Characteristics (N = 318)

Variable N =318 (%) Mean $D)
Age 55— 85 65.5 (7.2)
55-64 160 (50.3%)
65-74 110 (34.6%)
75-85 48 (15.1%)
Sex
Female 231 (72.6%)
Living situatior?
Alone 150 (47.3%)
Level educatiort
Low 104 (33.0%)
Middle 127 (40.3%)
High 84 (26.7%)
Medication use”
Antidepressants and/or sedatftes 167 (52.7%)
CES-D sum score 25.86 (9.74)
>16 269 (84.3%)
>22 213 (67.0%)
> 25 179 (56.3%)
HADS anxiety score 10.23 (4.21)
>8 238 (74.8%)
MOS-SF 20
MQOS-pain 45,91 33.27)
MOS physical funct 54.96 (33.2)
Chronic diseases (nift)
None 96 (31.3%)
One 106 (34.5%)
More than one 105 (33.2%)
Axis | Disorders:
No axis 1 disorder 82 (25.8%)
Axis 1, but not CRD 40 (12.6%)
CRD 196 (61.6%)
Depressive disorders CRD:
MDD 133 (41.8%)
SD 37 (11.6%)
Dysthymia 26 (8.2%)
Anxiety disorders 133 (41.8%)
CRD with co-morbid anxiety disorder 97 (30.5%)
MDD history
Never MDD, 45 (14.2%)
MDD in remission 140 (44.0%)

3 3 missing observation? 1 missing observatiorf;2 missing observationg; 11 missing
observations? includes St John’s Worth; CES-D = Center of Epiidogical Studies—
Depression scale; HADS = Hospital Anxiety and @sgion Scale; MOS-SF 20 = Medical
Outcome Study Short Form General Health Survey; GRDinically Relevant Depression.
CRD can be either MDD or SD or Dysthymia; MDD = Miapepressive Disorder; SD =
Subthreshold Depression.
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Table 2. AUC, Sensitivity, Specificity and Positive Predicted Value (PPV) of the CESD for different cut-off and different combinations
of depressive disorders

CESD CESD CESD CESD CESD
Disor der 216 218 220 222 225

AUC Sens Spec PPV Sens Spec PP\ Sens Spec PPV Sens Spec PP\ Sens Spec PPV

MDD? .833 96.2 238 476 947 319 50 932 432 541 091 50.3 56.8 85 64.3 63.1
MDD+SD" .801 953 277 602 941 378 635 90 486 668 871 56.1 695 771 676 732
MDD+Dysthym .800 93.1 239 55 90.6 321 57.1 88.1 44 611 86.2 522 643 786 66 69.8

CRD* .79 929 287 677 908 393 706 862 508 738 837 598 77 73 705 79.9

* MDD=Major Depressive Disorder; > SD = Subthreshold depression; ¢ CRD= Clinically Relevant Depression. CRD can be either MDD or SD or

Dysthymia.



Table 3. Characteristics of True and False positives for MDD and CRD

MDD cut off 25 n= 179 CRD cut off 22,n=213

True pos False pos True pos False pos
n=113 n=66 n =164 n =49
HADS anxiety scale
>8 91% 76% 89% 78%
Anxiety disorders 56% 32% 51% 31%
Previous depressive episode 54% 80% 62% 86%

The area under the curve (AUC) found with ROC gs&d was 0.83 for MDD
[SE = 0.02; 95% Confidence Intervals (CI) 0.79 - 0.88; 0.001] and 0.79 for CRD
(SE =0.3; Cl 0.74 — 0.84p < 0.001). Specificity, sensitivity and positiveedicted
values (PPV) were calculated using the cut sco6esl8, 20, 22, 24, 25 and 26 (see
Table 2). With MDD as the criterion, the cut scd@® showed optimal balance
between sensitivity (85%) and specificity (64%)MP83%. For CRD, 22 was a better
cut-off, with a sensitivity of 84%, specificity 0% and PPV 77%.

Using the cut-off> 25 as indication for MDD, the sample had 113 positives
(TPs) and 66 false positives (FPs). TP or FP sHowe relationship with
demographic characteristics, medication or physieslth variables. However, TPs
scored significantly higher on the HADS-A than FR%77,n =179) = -4.4p < 0.001.
Also significant was the association with anxietyotders y*(1, n =179) = 8.6, f <
0.01), and with previous depressive episog#4, n =179) = 11.4p = 0.001. Anxiety
disorders were predominant in TPs, whereas previepressive episodes were
highest in FPs. Direct logistic regression with iatyx co-morbid anxiety disorders
and previous depressive episodes as predictorstatistically reliablex*(3, n = 179)
= 39.8,p < 0.001. Controlling for confounding, anxiety [Gd&atio (OR)1.2], co-
morbid anxiety disorders (OR 2.3) and previous dsgive episodes (OR .21) reliably
distinguished between TPs and FPs.

Using the cut-off = 22 as an indication for the presence of CRD, dmmpe
counted 164 TPs and 49 FPs. A similar pattern eetergirst, no relationship was
found with demographic characteristics, medicatorthe physical health variables.
Second, TPs scored significantly higher than FPshenHADS the anxiety scalée,
(211, n = 213) = -4.9;p < 0.001.Third, significant associations were foumitih
anxiety disordersy?(1, n = 213) = 5.6p < 0.05 and with previous depressive episodes,
2#(1,n=213) = 8.9p < 0.01. Anxiety disorders were more prevalent RsThan in
FP, whereas FPs had a higher proportion of previmpressive episodes. Direct
logistic regression analysis with anxiety, co-mdrlainxiety disorders and previous
depressive episodes as predictors was statisticglable,y%(3, n = 213) = 39.95p <
0.001. When controlling for confounding factors xiaty (OR 1.3), and previous
depressive episodes (OR .19) reliably distinguishetiveen TPs and FPs. However,



the unique contribution of co-morbidity became istitally borderline significant.
Table 3 summarizes the characteristics of TPs & F

Discussion

Sociodemographic characteristics, physical and ahdwealth status show that the
elders in this study represent a vulnerable graupé community. They resembled a
sample of psychiatric outpatients more than a conitygample. Clinical diagnosis
showed that the vast majority had a lifetime DSMeMgnosis for MDD and that
42% met the criteria for a current MDD. The med&BcD score was 25.9, a figure
similar to that reported by Radloff (1977) for Ipmychiatric sample. SD (12%) and
dysthymia (8%) were much less prevalent. Howevemorbid anxiety disorders
were widely prevalent (30.5%)

In our sample with its high rate of psychiatricatiters, the CES-D is moderately
accurate (Greiner, Pfeiffer and Smith, 2000) iredéhg MDD. The optimal cut-off
for the CES-D lies higher than in a community saanfphe optimal cut scores of 25
for MDD and 22 for CRD are similar to those foundstudies of clinical samples
(Himmelfarb & Murrell, 1983; Schulberg et.a1985; Zich et aJ 1990). Studies in
which the HADS or Geriatric Depression Scale (GB8)e used in psychiatric
settings corroborate our findings: reported sevisés were good, while the
specificities were low (Silverstone, 1994 and Ciagt al., 2001).

Despite these higher cut scores the proportioalséfpositives (FP) was still
substantial. TPs and FPs did not differ with regardociodemographic characteristics
or physical health variables. This is consisterthwtiher studies where no direct
association was found between physical illnessMb® (Beekmann et al1997b;
Williamson & Schulz, 1992; Zeiss et al996).

However, TPs and FPs did differ in mental healtitust In the TPs high levels of
anxiety and co-morbid anxiety disorders were maoevaent than in the FPs. This is
in line with the study results of Beekman et dl997a; 2000), Flint, (1994) and
Schoevers et al., (2003). The FPs were charactebiyenore previous depressive
episodes than TPs. This suggests that a high CE&I2, combined with a previous
history of depression, falsely points to a curdgypressed state. However, such a
score might indicate that either a new depressia®eyveloping or that the last
depression is not completely in remission.

In our opinion, subjects scorirg25 on the CES-D should be followed up with a
diagnostic interview to specify clinical diagnoaisd appropriate treatment. In this
group 63% will have a MDD and therefore shouldreated in a curative program
rather than a prevention program. The CES-D camlasused as an outcome
measure, since it measures the current level opgymatology and is sensitive to
changes over time (Radloff, 1977; Radloff and TE®i86). In an outtake procedure a
score= 25 may indicate that more care is needed.

A feature of this study that might have an effattle scores is the paper-and
pencil mode of administration of the CES-D. Geggiret al., (1999) found that scores



were 2 - 2.7 points higher in questionnaires theteamailed than in face-to-face
interviews. Most of the studies referred to heredusiterviews to obtain CES-D
scores. It cannot be excluded that the higher atout-off found here, partly depends
on mode of administration.

In conclusion, the CES-D has satisfactory critenatidity for use as a screenings
instrument in a two stage screening procedure sathireferred elders in a prevention
setting. A cut-off> 25 for the screening of relevant clinical depresseems most
advantageous in a setting where co-morbid psychofmgy and a history of previous
episodes of depression are likely. Subjects whoesabove the cut-off should be
followed-up with a diagnostic interview to specéyclinical diagnosis and
differentiate between those who deserve therapattgation from those for whom a
prevention program is suitable. After attendingphegram, the CES-D can be used to
indicate those elders who need further care.

Key Points

 This sample of self-referred elders with depressieenplaints resembles a
clinical sample

* CES-D is a valid screening instrument for diagnosésMDD and clinical
relevant depression for self-referred elders wéprdssive complaints

» Elders with a high score on the CES-D in combimatith a previous MDD are
possible candidates for secondary prevention preginical diagnostics should
be performed on elders with a CES-D scei28, to select those that fulfill criteria
for MDD and need appropriate treatment
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Chapter 3

Abstract

Background.

The Dutch version for older adults of the CopingtMDepression (CWD) course has
been implemented in the prevention arm of the conityjWbased mental health care
system in the Netherlands. The study group includieér adults with sub-clinical
depression as well as with a major depressive disprall were enrolled into the
course by mental health care professionals. Thectfeness (immediate and long-
term) of the course for this heterogeneous pommatias studied in an effectiveness
trial.

M ethod.

Participants were self-referred, responding to medinouncements. A total of 119
participants aged 55-85 (69% female), with subicdih depression and major
depression were randomized to either the CWD cdurseb1) or waiting list it =58).
Results.

Nine participants dropped out of the course. Acoaydo a diagnostic interview based
on the DSM-IV, 39% had a major depressive disordbD), 69% had had a
previous MDD, and 45% had an anxiety disorder. Olaggults in the intervention
group showed a significant decrease in depresgimpt®ms. Gains were maintained
over 14 months. In the intervention condition, 8B%a a pretreatment scord6 on
the Center for Epidemiologic Studies Depressiotes(@ES-D), at posttreatment 62%
still scored>16.

Conclusions.

The course was beneficial for participants with dndr severe depression, and
treatment acceptability was high. It should beefitinto a stepped-care protocol that
varies intervention intensity according to clinicededs, using the posttreatment level
of functioning as an indication for the next step.
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Introduction

Depression — major depression and subclinical dsf® - is a common psychiatric
disturbance in late-life. Prevalence for major ésgion in elderly people is around
3%, and 8 — 15 % have subclinical or minor depogs§Beekmaret al, 1999; Karel
and Hinrichsen, 2000). Extensive research has shtwnefficacy of psychosocial
interventions for late-life depression (Bartelsakt 2002; Engels and Vermey, 1997;
McCuskeret al, 1998; Scogin and McElreath, 1994). Various outngarograms have
been developed to reach the community-living secitizen with depression who may
not seek treatment. In a meta-analysis of the &ffet such programs carried out in
controlled research settings, a mean effect siZ&) @ 0.77 was found, which is
comparable with effect sizes found in younger adullost effective were programs
based on cognitive behavioral therapy (Cuijper98t9. However, the extent to which
results obtained in controlled research settingsarad should be used to inform the
treatment of patients in the community is still nolwn (Stirman et gl2003). There is
a need to establish more firmly whether the effjcatpsychosocial interventions, as
found in randomized controlled trials in researeftisgs, can be generalized to the
usual care setting, with the typical consumers ahmunity mental health services
and typical community staff (Street et,&000).

The Dutch version for older adults of the CopingMDepression Course (CWD)
(Lewinsohnet al, 1984) was implemented in the prevention arm of dbmmunity
mental health system In the Netherlands in thetigigseThe CWD course has proved
an efficacious group treatment for unipolar depmssand has been adapted for
different populations (Cuijpers, 1998a). At pres@&% of the Prevention departments
of the Community Mental Health Centers (CMHCs) offés course regularly to older
adults with mild depressive complaints (Voordouwd akramer, 2001). Because
depression is often an episodic disorder, withqukriof remission and exacerbation,
the CMHCs accept both individuals who are self-deed depressed and those who
report minimal difficulties. In their study on theiterion validity of the Center for
Epidemiologic Studies Depression scale (CES-D)jigama et al(2004) found that
participants of the course varied widely in theivdl of depression from exhibiting
only slight symptoms to being severely depressede Wast majority of the
participants had a lifetime major depressive disof#1DD), and 40% met the criteria
for an MDD. This means that for the latter subgrotifg course can be considered
treatment with remission as the goal; for the o the prevention of a new major
depressive episode is the objective. A decreaskejmessive symptomatology is the
desired outcome in both groups.

A randomized controlled field trial was carried dot analyze the immediate
effectiveness of this program as it is providedhry Dutch mental health care system.
The long-term effectiveness was explored in theegrmental group only. As the study
was embedded in the procedures employed by the CGMiH@ results will give an
externally valid picture of the immediate and laegm effects of the program.
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Method

Participants and Recruitment Procedures

Ten CMHCs, both urban and rural, and from all tegions in the Netherlands that
provide the course, participated in this study wiighcourses. The individuals in the
study were older adults taking part in the CWD eesrduring the years 2000 and
2001. Participants were self-referred, respondingnedia announcements. Accepted
were older adults (minimum age around 55) with entror a history of depressive
symptoms. Exclusion criteria were: cognitive impaént, current bipolar disorder,
schizophrenia, acute substance disorder, receatbement, hearing impairment, and
insufficient command of the Dutch language. Thasethe standard procedures used
by the CMHCs.

Not all the individuals enrolled into the course thg CMHCs were accepted for
the study. Study participants had to be at a mininage 55 years and receiving no
other form of psychotherapy. Use of psychotropiditetion was accepted. All CWD
participants were provided with a complete desiiptof the study, and written
informed consent was obtained before enrollment the study. Participation in the
study was voluntary; consequently not all the senaitending the CWD course took
part in the study. Those who joined the study anthpleted the posttreatment
assessment were reimbursed for the small contoib 15 — 40) imposed by most of
the CMHCs. The study was approved by the MedichicEtCommittee of the Leiden
University Medical Centre.

Study Design

The present study was a randomized controlled fiel. Randomization was by
block design to ensure that participants with artthout a current MDD according to
the criteria of the diagnostic and statistical n&nof mental health - "4 edition
(DSM-1V; American Psychiatric Association, 1994) nee equally divided.
Randomization to one of the two conditions tookcplafter the diagnostic interview.
Assessments of the effect of the course took ptasttreatment; follow-up (FU) was
at 2 and 14 months.

In a meta-analysis of the effects of outreach mogr offered to depressed elders
in the community a large me&$ of 0.77 was found (Cuijpers, 1998c). To be able to
detect a large between-group difference in effectéss of at least .75 with a power of
90% and an alpha) set at .05 (two-sided) at least 39 subjects oheandition are
needed. With an expected drop-out rate of 25% petsj 1998c) and including about
104 patients, around 78 subjects will completedberse or waiting list (39 in each
condition). In an intention-to-treat analysis w&® or more subjects in each condition
and aru of .05 (two-sided) the power to detect a medESof at least 0.50 is 71% or
higher.
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Interventions

Intervention conditior{IC)
The intervention consisted of 10 weekly sessiortsvofhours each in groups of six to
13 participants (not all of whom were participatingthe study) following a protocol
(the Dutch version of the CWD course for elders,adlaptation from Lewinsohn’s
CWD course (Cuijpers, 1998b; Lewinsohn ef 4884). The contents are based on a
social learning view of depression; the skills tatugre relaxation, increasing pleasant
activities, constructive thinking, improving socigkills, and maintaining treatment
gains. The instructors were two health professmotrained in conducting this course.

Waiting list condition(WLC)
The people in the WLC received the course direaftigr the intervention had finished.
For ethical reasons, the participants in the cotrodition were not kept waiting until
the intervention group had completed the 14 moRthsA reminder from the CMHC
about the start of their course was the only atiarthey received; they did not receive
any other forms of psychological treatment.

Treatment Integrity

All sessions were audio taped; two tapes of eaahiseo(one for each half of the
course) were randomly selected for review of adiegdo the therapy manual. One of
the two tapes was randomly selected for listenkdherence was judged on the basis
of a checklist covering the topics that should berassed. The second tape was
assessed when (a) deviations from the manual wesereed — this happened once,
and (b) the quality of the tape was poor — thisuo@d three times. No deviations from
the manual were found in the assessments of threstrond tapes and we therefore
concluded that all groups in the study adheretiéaranual.

Assessment Procedures
All self-report questionnaires used at the variassessments were completed at home.
Missing or incorrect items were treated as followa) following submission,
participants were contacted by telephone to diséussrrect answers and missing
items, which were then remediated and (b) if thigetl, the values of the missing
items were imputed, but only if the number of migsitems did not exceed 15% of
the items of a particular measure.

Pretreatment questionnaires were distributed inwlreweeks prior to the start of
the course. In this period, diagnoses by the rekess took place at the CMCH with a
structured interview based on the DSM-{¥994). Participants in both conditions
received the posttreatment questionnaires in thekviellowing the tenth session in
the IC. If they were not returned within two weefsyticipants were contacted once
by telephone or mail to urge submission.
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Measures

Clinical diagnoses
The Dutch translation (Overbeek et 4999) of the clinician-rated (CR) version of the
Mini International Neuropsychiatric Interview (IMN.l.; Sheehan, et al1998a) was
used. It assesses the most prevalent DSM-IV (1994 | disorders: (a) affective
disorders - MDD, (current and lifetime), dysthynf@rrent), and manic disorder; (b)
anxiety disorders - panic disorder, agoraphobiajias@hobia, obsessive-compulsive
disorder, posttraumatic stress disorder, and geaesdety disorder; (c) alcohol and
drug dependency; (d) psychotic disorders; (e) gadisorders - anorexia and bulimia;
and (f) somatization disorder. Validation of thel.M.l.-CR against the Structured
Clinical Interview DSM-IIIR - patient version (SCIB) and the Composite
International Diagnostic Interview for ICD-10 (CIDkhowed good to very good
kappa values (Sheehan, et, a@l998b). In the present study, the interviews were
conducted by trained interviewers at the CMHC whtre course was scheduled.
Interrater reliability (Kappa) between the intewers and first author was .95 for
MDD, and .61 for previous MDD.

Depression
Primary outcome measure was the Dutch version ateCdor Epidemiologic Studies
Depression scale (CES-D), a 20-item self-report sqoenaire on depressive
symptomatology experienced during the past weekuifigo et al. 1995; Radloff,
1977). The total scores range from 0-60. A score 46 indicates the presence of
clinically relevant depression (Beekmah al, 1997; Radloff and Teri, 1986). The
psychometric properties are generally good, witbh@bach’sa’s ranging from .80-
.90 in a sample of Dutch seniors (Beekman etl804), and because of the absence of
physical symptoms of depression, the questionngicensidered very suitable for the
elderly (Beekman, et al1994; Lewinsohn, et al., 1997; Radloff & Teri, £98

Depression and Anxiety
The Dutch version of the Hospital Anxiety and Degsien Scale (HADS) was used.
The HADS was developed as a brief self-assessmesie €0 detect states of
depression and anxiety in medical outpatients (Digth& Snaith, 1983). The HADS
consists of a sum scale and two subscales thareiiffiate between depression and
anxiety. Both subscales consist of seven items aititore range of 0-21. Validation
studies by Flint and Rifat (1996) and Spinhovenle{1997)confirmed the two-factor
structure and showeds ranging from .71-.90 for the sum scale and Isniscales.

Health related quality of life
The Dutch version of the Medical Outcome Study EForm General Health Survey
(MOS-SF-20) was used. This self-report questiomn@p items) consists of six scales
covering mental health, perceived health (mentad ahysical), social and role
functioning, physical functioning and pain. A higitore means a high level of
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functioning except for the pain scale, where a lgbre indicates a high level of pain.
The o of the scales varied between .80 and .91 (Kemp@82; Stewart & Ware,
1988).

Data Analyses

Preliminary analyses
Because of the group format of the interventior, garticipants in the IC could not be
considered independent observations. To assessibant of variance attributable to
group differences a random coefficient regressioodeh (RCRM) was used to
estimate the intra-class correlation in the IC ovke four assessment times.
Preliminary analyses included checks for normalityl the computation of descriptive
statistics. All variables were distributed acceptablose to normal. They were
described computing frequencies, means and stadgardtions.

Analysis of variance (ANOVA) ang2-tests were used to compare the following
groups on baseline characteristics: (a) the ranzianparticipants and those who
refused to be randomized (but had no objectiofetog interviewed), (b) participants
randomized to IC and to WLC, (c) those dropping oluthe intervention and those
who complied with the course, and (d) the partiotpavho left the study after the
posttreatment assessment and those who completedbassessments.

Pre- and posttreatment - controlled data
The effects of the intervention were assessed ercdimpleters sample by using a 2 x
2 x 2 split-plot design, using the presence of M@#&pression) and IC as between-
subject variables and time as within-subject vdeigbepression x Condition x Time).
Main and interaction effects were tested using rthditvariate criterion of Wilks’
lambda (). The analyses were repeated (a) with comorbidegnxdisorder as a third
between-subjects factor and (b) with the CES-Dheniitention-to-treat (ITT) sample,
which included the subjects who dropped out of ItBeA last-value-carried-forward
procedure was used to provide data for missingeglthat occurred because of
dropout.

To assess the clinical significance of change onwinome measure in a clinical
population Jacobson and Truax (1991) proposed titeria: (a) the change should
move the individual outside the range of the dysfiamal population (referred to as
change in status) and (b) the change should bistitally reliable and exceed the
measurement error (referred to as reliable changé. did not assess clinical
diagnoses at posttreatment, but used the scordherCES-D as an indication of
functional status: those with a scerd 6, the recommended cut point (Beekman ¢t al.
1997; Radloff and Teri, 1986) were considered talysfunctional. A change in status
was defined as a change from a pretreatment scorehe CES-D of> 16
(dysfunctional status) to a posttreatment score b6 (functional status) or vice versa.
The significance of the changes in status withioheaondition was analyzed with
McNemar tests. In our sample a reliable change (®&) a change of more than |8.6|
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on the CES-D, resulting in three RC categorieliable improvement, a change that
is uncertain (falling within the boundaries of maasnent error), and a reliable
worsening;y>-tests were used to compare the distribution ofRi categories over
both conditions.

The between-group effect sizes for all the outcoamgables were calculated with
Cohen’sd (Cohen, 1988). In the ITT sample this was done @miyhe CES-D, HADS
and MOS-SF20.

Follow-up measurements — uncontrolled data
The maintenance effects of the intervention attthe follow-up measurements were
assessed with a 2 x 3 splitplot design, using ttesgnce of MDD at baseline as
between-subject variable and posttreatment andwvibefollow-up measurements as
within-subject variables (Depression x Time). Wilks was used as the multivariate
criterion for significance. McNemar tests were parfed to assess changes in
functional status between posttreatment and 14 tmBht. The within-group effect
sizes @impr) Were also calculated with Cohemls

RCRMs were fitted using the multilevel analysistaaire MLwiN 1.10 (Rasbach
et al, 2000). For all data analyses the Statistical paeKag Social Sciences version
11.5 package (SPSS, Chicago, IL, U.S.A.) was used.

Results

The CMHCs accepted 246 persons into the programeraly 109 (44%)
participants were excluded by the health care peib@als because (a) they did not
meet the inclusion criteria of the study (age aadconcurrent therapy) or (b) refused
to join the study; so altogether 137 participanesemandomly allocated to either the
IC or the WLC. We removed people from the analifsibey received psychotherapy
during the course or waiting period (six in eadie others withdrew from the study,
(two in the IC and three in the WLC). Pretreatmdata of one participant were
incomplete. In sum, pretreatment data of 119 ppegits (referred to as the ITT
sample) were available for the analyses: 61 inlthand 58 in the WLC. To analyze
possible selection bias, we compared the pretredtdsta of this sample with the data
of 69 individuals who refused randomization, but®ented to the administration and
use of the pretreatment measures.

In the IC, nine participants (13%) dropped outtttd course; the reasons were
medical (two), course not suitable (two), improvetng@ne), deterioration (one), and
unknown reasons (three). There were no drop-outseWLC. Participation rate for
the completers was high with a mean number of rdéaessions §D =1.0). The
completer comprised 110 participants. Their meaveas 64.2 yearSD=7.2; range
55-85), the majority was female (69%) and of Dutcigin (90%); 55% was married
or cohabiting and 52% reported less than 11 yefafsrmal education. The majority
(72%) reported the presence of at least one chroaitical condition.
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Table 1. Mental health characteristics of completers sample

Variable Intervention Waiting List
(n=52) (n=58)
n (%) n (%)
Antidepressantand/or sedativés 26 (50) 27 (47)
Axis | Disorders:
No axis 1 disorder 17 (33) 22 (38)
Anxiety disorderg 14 (27) 14 (24)
MDD 9 (17) 12 (21)
MDD + anxiety disorders 12 (23) 10 (A7)
MDD history
Never an MDD 6 (12) 6 (10)
Remission 25 (48) 30 (52)
First episode 2(4) 4(7)
Recurrent 11 (21) 10 (17)
Chronic 8 (15) 8 (14)

MDD= Major Depressive Disorder based on DSM-|V eni.

3includes St John’s Worf can be more than one anxiety disorder: panic déspatjoraphobia,
social phobia, obsessive-compulsive disorder, prasimatic stress disorder or general anxiety
disorder

Preliminary Analyses
At pretreatment the mean CES-D score for the sasnpées 24.713D = 9.82). Mental
health characteristics are summarized in Table hoth IC and WLC approximately
two-thirds of the participants met the criteria fdrleast one axis | disorder. The most
prevalent disorders were MDD (39%) and anxiety dists (45%). Previous MDD
was reported by 69% of the participants. There weresignificant differences (afi
>.10) in sociodemographic characteristics, presesickIDD, or co-morbid anxiety
disorders, or the use of psychotropic medicatiotween (a) the those who refused
randomization f = 69) and those who participated in the study= 119), (b)
participants randomized to 1@ € 61) and those randomized to WLG¥ 58), (c)
individuals who completed the interventiom< 52) and those who dropped out 5
9), and (d) individuals who left the study aftersptreatmentrf{ = 10) and those who
completed both follow-up assessmemts 42).

The intraclass correlation of .055 wass not $iggmt, F(13, 211) = 0.72p
>.10. Hence we decided to ignore the amount ofawae attributable to group
differenced.

Y Thelic sample with 13 groups is small, therefostrieted iterative generalized least square
(RIGLS) algorithms were used (Kreft and de Leeu988).
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Table 2. Outcome measures of completers sample and betweapsgeffect sizes for
both the completers and intention-to-treat (IT Tingpdes

Intervention Condition Waiting List Condition Effect Size
(n=52) (MDD » = 21) (n=58) (MDD 7» = 22)

Variable Pre Post Pre Post Compl ITT

M ($D) M (D) M ($D) M D) #=110  »=119
CES-D 2
Sum 25.84 (10.00) 18.77 (9.23) 23.69 (9.62) 23.63 (10.85) 049 037
MDD 31.95 (8.26) 21.50 (9.66) 3091 (8.14) 29.91 ( 8.62) 092 077
No MDD  21.71 (9.00) 16.93 (8.60) 19.28 (7.63) 19.80 (10.36) 030  0.21
HADS-S*
Sum 19.88 (6.70) 16.04 (6.79) 20.31 (7.03) 19.30 (7.78) 0.45
MDD 23.65 (6.27) 18.67 (7.58) 25.0 (6.16) 24.36 (5.71) 0.85
NoMDD  17.33 (5.78) 14.26 (5.66) 17.44 (5.96) 16.21 (7.27) 0.30
HADS-D?
Sum 9.65 (3.81) 7.56 (4.08) 9.97 (4.32) 9.34 (4.30) 0.42
MDD 11.43 (4.25) 9.05 (4.65) 12.45 (4.19) 11.59 (3.83) 0.60
No MDD  8.44 (2.99) 6.55 (3.36) 8.44 (3.68) 7.97 (4.03) 0.38
HADS-A?
Sum 10.22 (4.34) 8.48 (3.59) 10.34 (3.89) 9.95 (4.32) 0.37
MDD 12.21 (4.27) 9.62 (3.93) 12.55 (3.88) 12.77 (2.94) 0.91
No MDD 8.87 (3.90) 7.71 (3.19) 9.00 (3.28) 8.23 (4.15) 0.14
MOS-MHP
Sum 4577 (14.44) 54.38 (16.47) 46.55 (18.44)  46.76 (20.08) -0.41
MDD 379 (11.77) 50.67 (18.60) 33.27 (14.63)  34.36 (13.5) -1.00
NoMDD  51.1 (13.77) 56.9 (14.63) 54.67 (15.71)  54.33 (19.79) -0.15
MOS-PHP
Sum 48.27 (24.59) 52.88 (24.68) 51.14 (23.18)  48.95 (24.92) -0.16
MDD 38.57 (25.26) 46.67 (26.52 4295 (23.18)  41.14 (20.58) -0.23
No MDD  54.84 (22.19) 57.1 (22.83) 56.29 (24.80)  53.86 (26.40) -0.13
MOS-P¢ 50.0 (32.84) 49.52 (29.49) 42.67 (36.88)  48.28 (34.69) -0.04
MOS-PF> 55.13 (32.51) 55.13 (32.6) 59.48 (33.97)  60.49 (31.20) 0.17
MOS-SF> 66.15 (24.59) 68.46 (25.47) 66.90 (28.42)  63.45 (26.79) -0.19
MOS-RF>  48.53 (43.99) 46.57 (46.91) 57.14 (46.15) 5491 (45.58) 0.18

MDD = Major Depressive Disorder (DSM-IV criteriaQES-D = Center for Epidemiologic
Studies Depression scale; HADS-S = HADS sum sdaf)S-D = HADS depression scale;
HADS-A = HADS anxiety scale; MOS-MH = MOS mentaldith scale; MOS-PH = MOS
perceived health scale; MOS-P = MOS pain scale; N\ GBS MOS physical functioning scale;
MOS-SF = MOS social functioning scale; MOS-RF = M@® functioning scale. Pre = pre-
treatment; Post = post-treatment. Compl = completedise; ITT = intention-to-treat.

2 high score = more symptonfshigh score = better healthhigh score = more pain.
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Figure 1. Development of depression over time on the CES-Ibe intervention condition (IC)
and the waiting list condition (WLC). Further breakvn of the IC and WLC into subgroups:
with and without major depressive disorder (MDD;MBD).

Comparison of intervention and control subjects

All of the results on the outcome measures for lootiditions and separately for those
with and without MDD at pretreatment are preserntedable 2, the effect sizes for
both the completers sample as the ITT sample agsepted in the last column.
Multivariate tests of the 2 x 2 x 2 repeated measUWNOVA indicated a significant
main effect of Depressiom\F0.70,F(10, 97) = 4.12p <.001], but not of Condition
[A =0.90,F(10, 97) = 1.11p = .363], or of Condition x Depression [= 0.94,F(10,
97)=0.63,p=.788]. We found a significant main effect for Tif&=0.75,F(10, 97) =
3.32,p =.001], and a significant interaction effect fommg x Condition A = 0.81,
F(10, 97) = 2.29p =.019]. The interaction effects Time x Depression 0.92,F
(10, 97) = 0.85p = .585] or Time x Condition x DepressioA = 0.93,F(10, 97) =
0.73,p =.691] were not significant.

Further univariate tests indicated significant (aitalues < 0.05) main effects of
Time for CES-D F(1,106)= 22.95], the HADS sum scalé-(1,106)= 18.67], the
HADS depression scaldé-(1,106) = 16.25], the HADS anxiety scald=(1,106) =
10.59] and the MOS-mental health scdi€1]106)= 11.71]. Significant (alp values
< 0.05) interaction effects of Time x Condition fGES-D F(1,106)= 20.22], the
HADS sum scaleH(1,106)= 7.23], the HADS depression scal],106)= 4.46], the
HADS anxiety scaleH(1,106)= 5.92], MOS-mental health scalE([L,106)= 9.95],
and the MOS-perceived health scalg(1,106) = 5.67]. A significant Time X
Depression interaction effect was found only foe BES-D F(1,106) = 4.80], the
primary outcome measure. The results suggest titat negard to depression and
anxiety symptomatology, the IC subjects who congglethe course improved
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significantly compared with the WLC subjects, refi@ss of their diagnostic status at
pre-treatment. In the IC, those with an MDD at pestment showed the greatest
decrease in the score of the CES-D; however, tleetvay interaction effect was not
significant, this could be a result of low poweegating the analyses with comorbid
anxiety disorder as a third between-subject faethich had a significant main effect
too, yielded similar results. For the ITT sample tesults with the CES-D were also
similar. Figure 1 shows the pre- and post treatrobahges in both groups

Clinical significant change

Table 3 shows, for both the IC and the WLC, thendges in functional status from
pre- to posttreatment and the RC categories (imgmant, uncertain change and
worsening). The changes in functional status wegeifcant in the IC [McNemar
¥¥(1,n=52) = 8.64p = .002], but not in the WLC [McNemaf(1,n =58) = 0.17p=
.10]. The IC differed significantly from the WLC thiregard to the proportion of RC
categories, with a higher proportion of improvemienthe IC (2, n = 110) = 10.29,

p = .006].

Table 3. Assessment of clinical relevance of change — cdeiglsample

Intervention Condition Waitlist Condition
n=>52 n=58

CES-D > 16

Pre-treatment 44 (83%) 45 (78%)

Post-treatment 32 (62%) 45 (78%)
Change functional status *

Stayed <16 7 (13%) 6 (10%)

Stayed> 16 31 (60%) 38 (66%)

Became functional 13 (25%) 7 (12%)

Became dysfunctional 1(2%) 7 (12%)
Reliable Change **

Improvement (RC 8.6) 22 (42%) 11 (19%)

No reliable change 29 (56%) 39 (67%)

Worsening (R& 8.6) 1 (2%) 8 (14%)

CES-D = Center for Epidemiologic Studies Depressicale; Functional status = CES-D <16;
Dysfunctional status = CES-D16.

* McNemars test for significance of change inpG .002; ** 4 test for significance of RC
between conditionp = .006

Maintenance of intervention effect over 2 months$ B+month FU

Complete datasets of 42 participants were availfirlassessment of the maintenance
of the effects. The changes over time on the CE&r® presented in Table 5.
Multivariate tests of the 2 x 3 repeated measurBOWXA (posttreatment, and two
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follow-ups) showed that neither the main effecDafpression A = 0.86,F(5, 36) =
1.15,p =.353], nor the main effect of Timeé\[= 0.75,F(10, 31) = 1.02p = .447], nor
the interaction effect of Depression x Time § 0.78,F(10, 31) = 0.87p =.569] were
significant. Furthermore, post-treatment classifoa of functional status was
maintained at 14 months FU by 86% [McNemgid, n = 42) = 0.17,p =.10]. In
sum, there was no significant change over time betwpost-treatment and 14-month
FU.

Effect Sizes

In completers, the overall between-grdawas 0.49 with the CES-CEQpp=0.92;
ES...vpp Was 0.30) (see Table 2 for the between-group efiees and the secondary
outcome measures). Compared with pre-treatmentyittén-group ES (dimpr) for the
total group was 0.70 at post-treatment and 0.34lahonth FU (Table 4).

Discussion

The main finding is that the CWD course for olddulés is effective for older people

with subclinical depression as well as for thoséhvwa current MDD. The results

showed significant improvement for the participantthe IC compared to those in the
WLC on the primary outcome measure (CES-D) and hen gecondary outcome

measures related to mental health (HADS anxiety @eywtession scales and MOS
mental health and perceived health scales). Theaagroup showed no evidence of
spontaneous improvement on any of the outcome mesmsduring the 10-week

waiting period, a finding also reported in commuy+based studies on the course of
depression in older adults (Beekman et1#895).

There were no differences in the use of psychatraopmdication between the two
groups, and we excluded all participants who fo#dwconcurrent psychotherapy.
Therefore, the differences in outcome between d¢mmdi can not be attributed to
differences in the use of psychotropic medicationancurrent psychotherapy.

Our follow-up measurements were restricted to thgexts of the IC and limited
to 14 months after post-measurement. The treatienefits were maintained over
this period of time. This is in line with the lisgure on efficacy studies of
psychotherapy for late-life depression (Cuijper898c; Gallagher-Thompsoet al,
1990; Karel and Hinrichsen, 2000).

The between-group effect sizes were consistent thigheffect sizes reported in
other studies. The ES of 0.30 for the non-MDD sobgris in keeping with the
weighted mean ES of 0.24 reported by Jané-Llop&. €2003) in their meta-analyses
of prevention studies in elder subjects at risktfe development of depression. The
ES of 0.92 for the MDD subgroup is comparable wvaitfect sizes reported in studies
in older subjects with clinically relevant levelsdepression (Cuijpers, 1998c; Engels
and Verwey, 1997; Scogin and McElreath, 1994).
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Table4. Course of depression with CES-D, caseness (CES-6) and within-group effect size{g)

Group Pretreatment Posttreatment FU 2 months FU 14 months
M (SQ 216 M (SD) 216 dile’ M (SD) 216 dimor M (SD) 216 dimor
Total groupn =42 26.55 (10.42) 83% 19.57 (9.62) 64% 0.7 21.2 (10.03) 69% 0.52 20.62 (11.41) 64940.
MDD n=16 33.06 (8.36) 94% 22.25(10.56) 75% 1.1 25.20(11.63) 75% 0.80 25.56 (11.74) 81%40.7
No MDD n =26 22.54 (9.60) 77% 17.92(8.79) 58% 0. 18.73(8.20) 65% 0.43 17.58 (10.28) 549600.

Data of cases that completed four measurements;ICE&enter for Epidemiologic Studies Depression scale
MDD = Major Depressive Disorder based on DSM-IV criteria.
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The dropout rate of 15% in the present study watyflow, compared with the
mean dropout rate of 23%, found by Cuijpers (1998c} the participation rate in the
course was high, indicating that the course iscaetable intervention for this group.

Stepped-care models have been propagated receittiytive aim to maximize
efficiency of treatment by stepping up the intensif the intervention according to
individual need. Interventions of mild intensityeatried first and, depending on the
effect, treatment is continued or stopped (Davise®)O; Haaga, 2000; Sobell and
Sobell, 2000). The CWD course studied here couldittezl into such a stepped-care
framework as an intervention of mils intensity. ek the posttreatment level of
functioning as the criterion to determine whethepréssion was likely, we found that
38% (20 participants) had a CES-D score < 16, andhese individuals the course
was probably adequate. However, 62% of the paaitpscored above the cutoff on
the CES-D. The high prevalence of previous episodeepression, together with the
high score on the CES-D, indicates that either tliege likely to relapse or they still
had an MDD (Haringsma et aR004). This conclusion is underscored by the figdi
that the posttreatment level of functioning had cieinged a year later. In this group
13 participants can be classified as improved lotitrecovered, the course may have
been too brief and more sessions may be needeeéaitth rthe functional status.
Nineteen participants can be classified as unchthogeleteriorated. This can be seen
as an indication that a different type of treatmisnheeded for these participants,
which focuses on their specific problems. For ins&g a great many participants
reported anxiety disorders (46%). For these paditis the anxiety symptomatology
might be the first treatment target.

We recognize a number of limitations in this stuBiyst, the large proportion of
elders not willing to participate in the study abutave resulted in selection bias
threatening the external validity of the presentigtresults. However, comparison of
the elders that joined the study with the 69 eldelns refused randomization showed
that there were no significant differences betwdbese two groups in socio-
demographic characteristics or mental health. S#doecause we did not measure the
incidence of MDD using a structured psychiatriemtew at all the assessments, our
results pertain mainly to the level of depressiwengtoms experienced by the
participants. In order to classify the clinical é\of depression we used the cut-off
score of the CES-D to describe the individual ceuof depression over time, a
method also described in other studies (Beekmaih, €t995). A third limitation is the
lack of a control condition for the follow-up pant the study. This naturalistic follow-
up does not allow a definitive conclusion that tteurse of depression during the
follow-up period may be related to the interventibnaddition, the sample size for the
follow-up assessment was small. Replication indargample sizes is necessary to
validate our preliminary conclusion, that in gehena@atment gains were maintained
over time. Fourth, follow-up was only conductedhr first year following the course.
Longer follow-up periods of the subjects are neetleddetermine how long the
protection holds. Fifth, our sample of 13 intervens groups is relatively small for the
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use of random coefficient regression modeling (K&tle Leeuw; 1998). Replication
in a larger sample is needed to confirm our concfuthat the variance due to group
differences can be ignored.

The strengths of this study are, first, that thispeically supported depression
intervention program, which is provided by the naéritealth care system on a
national scale, was studied in its natural settiBgcond, the study incorporated
desirable features of both efficacy and effectigsneesearch, as it is prospective,
randomized and focused on a replicable interveniibird, the study included enough
participants to detect a large between-group difiee in effectiveness.

Since its introduction in 1995, the CWD course sllvembedded in the mental
health care system in the Netherlands. This studilights the fact that it is a
valuable intervention, well accepted by the targedup. The CWD course was
beneficial for all, regardless of clinical diagregHowever, the post-treatment level of
functioning indicated that for 62% of the partiaips treatment should be continued.
The modest effectiveness is not surprising, comsigethe short duration and the
broad character of the program. We recommend ligatdurse ifitted into a stepped-
care protocol that varies intervention intensitgading to clinical needs; the post-
treatment level of functioning can be used to iaticthe next step. The course format
makes it an attractive, low threshold interventfon a cohort known to be shy of
psychological treatment and mental health instingi

52



Effectiveness CWD course

References

American Psychiatric Association. (199Bjagnostic and statistical manual of mental
disorders(4™ ed.). Washington, DC: Author.

Bartels, S. Jet al. (2002). Evidence-based practices in geriatric alein¢alth care.
Psychiatric Service$3, 1419-1431.

Beekman, A. T. F., Copeland, J. M., & Prince, M(1P99). Review of community
prevalence of depression in later liBxitish Journal of Psychiatryl 74, 307-311.

Beekman, A. T. F., Deeg, D. J. H., Braam, A. W.D&Vries, M. Z. (1997). Criterion
validity of the Center for Epidemiologic Studies f@pession scale (CES-D):
Results from a community-based sample of olderesibjin the Netherlands.
Psychological Medicine, 2231-235.

Beekman, A. T. F., Deeg, D. J. H., Tilburg, T. v&mit, J. H., & Hooijer, C. (1995).
Major and minor depression in later life: A studypoevalence and risk factors.
Journal of Affective Disorder86, 65-75.

Beekman, A. T. F., Limbeek, J. van, Deeg, D. J.Wouters, L., & Tilburg, W. van
(1994). Screening for depression in the elderlheacommunity: using the Center
for Epidemiological Studies Depression scale (CBSiD the Netherlands.
Tijdschrift voor Gerontologie en Geriatri@p, 95-103.

Blazer, D. G. (1998). Late life affective disordeisrchives of Gerontology and
Geriatrics, Suppl6, 43-47.

Bouma, J., Ranchor, A. V., Sanderman, R., & Songdfevan (1995)Het meten van
depressie met de CES-D. Een handleid[Mgasuring depression with the CES-
D. A manual] Noordelijk Centrum voor gezondheiggagstukken,
Rijksuniversisteit Groningen, Groningen.

Cohen, J. (1988)taistical power analyses for the behavioral scgntlillsdale, NJ:
Erlbaum.

Cuijpers, P. (1998a). A psycho-educational apprdache treatment of depression; a
meta-analysis of Lewinsohn's 'Coping With Deprassi@ourse. Behavior
Therapy,29, 521-533.

Cuijpers, P. (1998bXKleur geven aan een grijs bestapboping with depression for
older adults]. Baarn: Uitgeverij Intro.

Cuijpers, P. (1998c). Psychological outreach pnognas for the depressed elderly: a
meta-analysis of effects and dropounternational Journal of Geriatric
Psychiatry,13, 41-48.

Davison, G. C. (2000). Stepped care: doing morh iess?Journal of Consulting and
Clinical Psychology68, 580-585.

Engels, G. I. & Vermey, M. (1997). Efficacy of noedical treatments of depression
in elders; a quantitave analysi®urnal of Clinical Gerontology3, 17-35.

Flint, A. J. & Rifat, S. L. (1996). Validation ohé¢ Hospital Anxiety and Depression
scale as a measure of severity of geriatric dejmmeskternational Journal of
Geriatric Psychiatry 11, 991-994.

53



Chapter 3

Gallagher-Thompson, D., Hanley-Peterson, P., & Tbson, L. W. (1990).
Maintenance of gains versus relapse following tp@fchotherapy for depression.
Journal of Consulting and Clinical Psycholodg, 371-374.

Haaga, D. A. F. (2000). Introduction to the speskidtion on stepped care models in
psychotherapyJournal of Consulting and Clinical Psycholo@g, 547-548.

Haringsma, R., Engels, G.l., Beekman, A.T.F. & 8pwen, Ph (2004). The criterion
validity of the Center for Epidemiological StudiBgpression Scale (CES-D) in a
sample of self-referred elders with depressive sgmpatology. International
Journal of Geriatric Psychiatry]9, 558-563.

Jacobson, N. S. & Truax, P. (1991). Clinical sigmihce: a statistical approach to
defining meaningful change in psychotherapy resedaurnal of Consulting and
Clinical Psychology59, 12-19.

Jané-Llopis, E., Hosman, C. M. H., Jenkins, R., 8dArson, P. (2003). Predictors of
efficacy in depression programmes. Meta-analy#istish Journal of Psychiatry,
183, 384-397.

Karel, M. J. & Hinrichsen, G. (2000). Treatment dé&pression in late life:
psychotherapeutic interventior@linical Psychology Reviei0, 707-729.

Kempen, G. 1J. M. (1992). Het meten van de gezoiddieestand van ouderen. Een
toepassing van de Nederlandse versie van de MQ&bksdiMeasuring health in
the elderly; an application of the Dutch versiontié MOS-scale]Tijdschrift
voor Gerontologie en Geriatri€3, 132-140.

Kreft, I. & Leeuw, J. de (1998)Introducing multilevel modellingLondon: Sage
Publications.

Lewinsohn, P. M., Seeley, J. R., Roberts, R. EAl&n, N. B. (1997). Center for
epidemiologic studies depression scale (CES-D) agraening instrument for
depression among community-residing older ad@#s/chology and Agingl2,
277-287.

Lewinsohn, P. M., Steinmetz, J. L., Antonuccio, &.Teri, L. (1984). Group therapy
for depression: The Coping with Depression coutaternational Journal of
Mental Health,13, 8-33.

McCusker, J., Cole, M., Keller, E., Bellavance, & Berard, A. (1998). Effectiveness
of treatments of depression in older ambulatoryiep&t. Archives of Internal
Medicine, 158, 705-712.

Overbeek, T., Schruers, K., & Griez, E. (199%INI- The International
Neuropsychiatric Interview. Dutch version 5.0.0 D8M Maastricht,
Netherlands: University of Maastricht.

Radloff, L. S. (1977). The CES-D Scale: a self-regepression scale for research in
the general populatioMpplied Psychological Measuremeht,385-401.

Radloff, L. S. & Teri, L. (1986). Use of Center fdpidemiological Studies-
Depression scale with older adul®inical Gerontologistb, 119-136.

Rasbach, Jet al. (2004). MLwiN 1.10. Centre for Multilevel Modelli Institute of
Education, University of London, Great Britain.gffmultilevel.ioe.ac.uk/.

54



Effectiveness CWD course

Scogin, F. & McElreath, L. (1994). Efficacy of p$yisocial treatments for geriatric
depression: a quantitative reviedaurnal of Consulting and Clinical Psychology,
62, 69-74.

Sheehan, D. V., Janavs J, Baker, R., Harnett-She&haKnapp E, Sheehan, M. [Ef,
al. (1998a). MINI - Mini International Neuropsychiarilnterview - English
Version 5.0.0 - DSM-1VJournal of Clinical Psychiatry, 584-57.

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., AmoP., Janavs, J., Weiller, Eet
al. (1998b). The Mini-International Neuropsychiatrictdrview (M.I.N.L.): the
development and validation of a structured diagogssychiatric interview for
DSM-1V and ICD-10. Journal of Clinical Psychiatry59, 22-33.

Sobell, M. B. & Sobell, L. C. (2000). Stepped ca® a heuristic approach to the
treatment of alcohol problem3ournal of Consulting and Clinical Psycholo@g,
573-579.

Spinhoven, Ph., Ormel, J., Sloekers, P. P. A., kemfs. |1J. M., Speckens, A. E. M.,
& Hemert, A. M. van, (1997). A validation study tfe Hospital Anxiety and
Depression Scale (HADS) in different groups of DutabjectsPsychological
Medicine,27, 363-370.

Stewart, A. L. & Ware jr, J. E. (1988). De Medidautcomes Study Short-Form
general Health Survey (MOS SF-20). In E.C.Konig+Zah W. Furer, and B. Tax
(Eds.), Het meten van de gezondheidstoestand, defgpl 77-85) [Measuring
health status, part 1]. Assen: van Gorcum.

Stirman, S. W., DeRubeis, R.J., Brody, P. E., &$@ristoph, P. (2003). Are samples
in randomized controlled trials of psychotherappresentative of community
outpatients? A new methodology and initial findingsurnal of Consulting and
Clinical Psychology71, 963-972.

Street, L. L., Niederehe, G., & Lebowitz, B. D. (®). Toward greater public health
relevance for psychotherapeutic intervention reseaan NIMH workshop report.
Clinical Psychology: Science and Practide 127-137.

Voordouw, I. & Kramer, J. (2001)mplemetatie van de cursus Omgaan met depressie
in de preventieve geestelijk gezondheidszorg. Résnl van de tussentijdse
evaluatie [Implementation of the Coping with Depression rseu in the
preventive mental health care. Interim resultsrgtht: Trimbos Instituut.

Zigmond, A. S. & Snaith, R. P. (1983). The HospAaixiety and Depression Scale.
Acta Psychiatrica Scandinavic@?, 361-370.

55






Predictors of response to the Coping with Depression
course for Older Adults. A field study

Haringsma, R., Engels,G.1., Leeden, R. van der & Spinhoven, Ph. (2006). Predictors
of response to the Coping With Depression course for older adults. A field study.
Aging and Mental Health, 10, 424-434.




Chapter 4

Abstract

Background

This field study explored the prognostic factorshaf immediate and long-term effects
of the Coping with Depression course for older sd(CWD). With the aim of both
indicated as well as secondary prevention, theseoig provided by the prevention
departments of the community mental health catberNetherlands.

Method

A total of 317 course participants (age 55 - 85rye69% female) took part in this
study; 41% had a major depressive disorder (MDD)vakiety of demographic,
clinical, psychosocial and treatment factors ofsiae relevance for secondary and
indicated prevention at short- and long-term wereestigated. Random coefficient
regression models and logistic regression modelse wesed to examine their
contribution to the immediate and maintenance éffec

Results

The course was beneficial for all participants, #mal level of depression reached at
the end of the course was maintained over the béxnonths. Current MDD, high
levels of anxiety, less previous depressive episodad more education predicted a
larger benefit.

Conclusion

However, the clinical significance of these predlistwas too small to justify further
triage. Further treatment should be considered tiier participants with a post-
treatment score> 16. Group-membership was not a significant prediaf the
variation in effect.
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Introduction

Depression is a common psychiatric disturbanceaia life, with a prevalence rate
between 8 and 15 % for sub-threshold depressivardéis and around 3% for major
depressive disorder (MDD) (Beekman et al., 1999zBt, 1998; Karel & Hinrichsen,
2000). To reach the depressed older communitygdivadult effective low threshold
outreach programs have been developed (CuijpeB8a)9Lewinsohn’s ‘Coping with
Depression’course (CWD) (Lewinsohn & Clarke, 198¢s adapted for the Dutch
seniors and broadly implemented in the prevention af the community mental
health care system of the Netherlands (Voordouw kKaradner, 2001). The threshold
set by the community mental health centres (CMH©Gs)enrolment is low, and the
course participants vary widely in their level oépdession between only slight
symptoms to being severely depressed. The majofitiie course participants had a
lifetime MDD, and 40% met the criteria of the diagtic and statistical manual for
mental health (DSM-1V; American Psychiatric Assadicin, 1994) for a current MDD
(Haringsma, Engels, Beekman, & Spinhoven, 2004% dburse, as it is used by the
Dutch CMHCs, can be classified as either indicggexiention for those at risk for a
new MDD or treatment for those with a current MDID.the original public health
classification system the latter would be clasdifis secudary prevention (Institute of
Medicine; Mrazek & Haggery, 1994).

A randomized clinical trial (RCT) in a sub-sampleparticipants of the CWD
course showed that compared to a waiting list dmrdihe course was effective for
participants with mild-to-severe depression (Hasing, Engels, Cuijpers, &
Spinhoven, 2006). However, for a large proporti62%) of the elderly participants,
the level of depression at post-treatment measwittdthe Centre for Epidemiologic
Studies Depression scale (CES-D; Radloff, 1977) stdsabove the recommended
cut point of 16. This variation in outcome in thisterogeneous sample merits the
examination of client factors that could predicukse effectiveness. Knowledge of
prognostic factors can be helpful to ensure béti@ge of the depressed elders into the
most suitable intervention which can result in ghleir level of treatment outcome.

Extensive research has focussed on prognosticréactothe development of
MDD, and a wide range of socio-demographic, illnedated and psychosocial
variables have been identified as related to th@démce, severity, course and
remittance of depression. However, in a recenter@\viHamilton & Dobson, 2002),
only a few of these factors have also been idedtifais predictors of response to
cognitive-behavioural treatment of current dep@ssiA high chronicity, a higher
number of previous episodes, a younger age of pohigter dysfunctional attitudes
and marital status (unmarried/divorced) proveddabsociated with an unfavourable
outcome. Moreover, evidence is accumulating tha&diptors of poor response to
cognitive therapy of current depression may beyditferent from those of relapse in
recurrently depressed patients when in remissiascKBng et al., 2004). Although
fewer previous episodes predict better recoveihénsecondary treatment of an acute
major depressive episode, the outcome of interopatio prevent relapse in euthymic
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patients with a history of previous depressions sigsificantly better in patients with
a higher number of previous depressive episodeskiBy et al.,, 2004; Ma &

Teasdale, 2004; Segal, Pearson & Thase, 2003).eGuently, it seems worthwhile to
investigate predictors of indicated prevention @epment of MDD) separately from
those of secondary prevention (remission from MDD).

Although a substantial amount of treatment is @ebtd in a group format, the
specific characteristics of group processes ascwrfaffecting outcome are rarely
studied (Burlingame, MacKenzie & Strauss, 2003)e Tnoup format of the CWD
course is not emphasized as an important factorStginmetz, Lewinsohn and
Antonuccio (1983), and its impact on outcome hagnbeen studied.

The present field study is part of a multi-centife@iveness research program set
up to investigate how the CWD course works outhie Dutch mental health care
system. The following questions will be address@g]: which client characteristics
predict initial severity of depression and reductad depression immediately after the
conclusion of the course and at 2 and 14 monthewelp; (b) is there a differential
effect for client factors predicting indicated peetion or secondary prevention at 14
months following the end of the course; and (dyéatment effect predicted by group
membership?

Given the lack of knowledge of factors predictingamme on the short- and long-
term we included a wide variety of psychosociaindgraphic, treatment and clinical
factors of possible relevance for secondary anitateld prevention.

Method

Participants

Eligible for this study were older adults partidipg in 46 CWD courses provided by
13 CMHCs in the Netherlands. Recruitment by the @4Hoccurred via
announcements in the local media; no referral vesegsled. Acceptance criteria were:
the presence or a history of depressive symptoogyoland a minimum age around
55. Reasons for exclusion from the course werenitiog impairment, current bipolar
disorder, schizophrenia, current substance disproszent bereavement, hearing
impairment, and insufficient command of the Dutahduage. To be included in the
study an additional research criterion was used: coacurrent other form of
psychological treatment. Hence, not all the pa#inis taking the course could
participate in the study. The use of psychotropeditation was permitted. After a
complete description of the study, written informednsent was obtained before
enrolment into the study. The Medical Ethics Conteitof the Leiden University
Medical Centre approved the study.

Procedures

A full description of the diagnostic assessment dnedireatment conditions have been
reported (Haringsma et al., 2006). Clinical diagrsowere determined with the Mini
International Neuropsychiatric Interview (M.l.N.Bheehan, et al., 1998a; Overbeek,
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Schruers & Griez, 1999) by trained interviewerscérgly graduated psychologists).
With this structured interview the most prevalerisal disorders according to the
diagnostic and statistical manual of mental he@DBM-1V; American Psychiatric
association [APA], 1994) were assessed Sheehanl.,etl998b). All face-toface
interviews were recorded on audiotape, a randoetseh of 45 tapes were rated by
the first author. Inter-rater reliability (Kappa)y# .95 for MDD, 1.00 for Dysthymia,
and .61 for previous MDD. The interviewers alsouingd after the number of
previous major depressive episodes and the duratiaine current MDD; chronic
MDD was defined as a major depressive episodenastiore than two years (DSM-
IV criterion). This information resulted in a didomous variable for previous
episodes/chronicity (% two episodes or chronically depressed).

The treatment was the the CWD course for oldedtaduthe Dutch version
(Cuijpers, 1998b; Lewinsohn & Clarke, 1984), a Iskitaining based on a social
learning view of depression.It consists of 10 wgeklvo-hour group sessions,
followed two months later by a reunion sessionf-Bgdort measures, all completed at
home, were collected in the two weeks prior tostast of the course, two weeks after
its conclusion, and at two and 14 months follow{&). The 14 months FU was
concluded with a telephone administration of thprdssion section of the disgnostic
interview (the MINI), a mode of interviewing consigd reliable in two studies
(Rohde, Lewinsohn & Seeley, 1997; Wells, BurhangKkee& Robbins, 1988).

Depressive symptoms
Primary outcome measure (administered at everysasmnt was the Dutch version of
the CES-D, a 20-item self-report questionnaire epressive symptoms experienced
during the past week (Radloff, 1977). The totalressaange from 0-60. A score »f
16 indicates the presence of clinically relevarprdssion. In the present sample the
alpha coefficientsd) ranged from .86 - .92.

Predictor variables
The self-report questionnaires covered anxietysfgay health, personality pathology,
negative life events, post-traumatic stress, somigdport, self-efficacy, and coping
style. The level of anxiety was measured with thigssale of the Dutch version of the
Hospital Anxiety and Depression Scale (HADS-A; Zigm & Snaith, 1983). A cut-
off of 8 is recommended to distinguish between kagh low anxiety levels. Thein
this sample was .80.

As an indication of physical health the presencelabnic medical conditions
was assessed at pre-treatment and at the 14-mbhtthiE was done with a checklist
of nine chronic medical conditions covering cawdisculair diseases, pulmonary
conditions, brain damage, diabetes, rheumatisrhrasis, dysplasia (Central Bureau
of Statistics, 1989). Furthermore, the scales &in @mnd physical functioning of the
Medical Outcome Study Short Form General Healthv&u(MOS-SF-20; Kempen,
1992; Stewart & Warel, 988) were used as indications of physical health.
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Personality pathology was assessed with the Questie of Personality Traits -
VKP (in Dutch: Vragenlijst voor Kenmerken van derstnlijkheid), an inventory
with items based on the DSM-IV and ICD-10 definisoand criteria of personality
disorders (Duijsens, Eurelings-Bontekoe, & Diekstr96; Duijsens, Haringsma, &
Eurelings-Bontekoe, 1999). At pretrreament the DISMsection which consisted of
149 items (including the passive-aggressive andddpressed personality disorders)
was administered. The VKP vyields a diagnosis andineensional score for each
specific personality disorder (PD). The latter é@nsummed into a dimensional score
for each cluster and into a total sumscore (PD-NO8#g cluster scores and the sum
score were used as predictor variables.

The experience of negative life events at pretresgnwas measured with a
checklist based on the Negative Life Events Questite used by Kraaij and de
Wilde (2001). It covers different developmentalipds, such as childhood, adulthood,
and events in the past year. A sumscore was cédcldar the whole life span.

Current posttraumatic stress was assessed witbuten version of the Impact of
Event Scale (IES; Brom, Kleber, & Defares, 1986;rd¢¥dtz, Wilner, & Alvarez,
1979). It has 15 items; in this sample theras .94. Social support was assessed with
the abbreviated version of the Social Support Ligtraction (SSL112-1), which is
intended for use with elderly adults (Kempen & &jk, 1995). The sum scale in this
sample had am of .86. Self-efficacy was measured with the Duwgnsion of the
General Self-Efficacy Scale (GSES; Schwartzer, 19988), a 10-item questionnaire.
In our sampler was .89. The habitual coping style, one of thgetr in the course was
measured with the Utrechtse Coping List (UCL; Sahse Willige, & Brosschot,
1993). It has 47 items and measures seven copaiggies: active-problem-solving (
=.79), palliative-responsesa((= .71), avoidance-strategiea €.74), seeking-social-
support (6 = .79), depressive-reaction-pattera £ .74), expression-of-emotions
(particular anger)d = .55), and comforting-cognitions € .60).

New negative life events were checked at everysassent; these were summed
to get an estimate of adverse events experiencee $he conclusion of the course.
The 14-month FU assessment also contained a chefikiinewly developed medical
conditions. Stress-buffering effects of positivée lievents and improved physical
health that may protect against depression wergasiynchecked.

Statistical Analysis

Preliminary analyses included checks for normalityl the computation of descriptive
statistics. All variables except those considerpegsonality pathology (cluster A,
cluster B, Cluster C, and PD-NOS) appeared to Btiklited acceptably close to
normal. Distributions of personality pathology \edies were improved by applying
square root transformations, which were used inahalyses. Only variables that
showed significant(< .05) effects will be reported.

62



Predictors of outcome

Prediction of decrease in depression symptoms

Random coefficient regression models (RCRMs) weseduto examine the

contribution of the various predictor variables tte immediate and maintenance
effect. Rrepeated measures were considered to &tedhavithin individuals, nested

within CWD-groups.

Because this research focuses on: (1) the immedi#fect; and (2) the
maintenance effect, it was decided to study the carmesponding trajectories in two
different linear models, instead of fitting a lemdequate non-linear trend over four
time points. The model for the immediate effectered the first three measurements
(pre-, post- and two-month FU). The maintenanceotfivas modelled using the post-
treatment, two-month FU and 14-month FU measuresnéte¢nce, data on two time
points — post-treatment and 2-month FU measuremenigere used twice. In the
model for the first trajectory, intercept and slopan referred to as average
pretrreament score and average improvement ratpectvely. In the second
trajectory they can be referred to as average tpeatment score and average change
rate, respectively. Both models contained variazaraponents estimating the amount
of variation of individual (linear) trends arourftese average lines.

Predictor variables for both models were selected three-step approach. The
first step was testing each predictor variable seply by adding it to the model with
Time as the only predictor (referred to as the li@senodel). Time was measured in
weeks; pre-, post-, two-month FU and 14-month Fd the values of 1, 10, 20 and 72
respectively. The variables showing a significartght ( < .05) were retained for the
final model. The final model was simplified usingelihood-ratio tests,{ derived
from deviance values) and tests for separate fftitts. Finally the most appropriate
model was selected. Fixed effects were tested usimgrtailedt-tests. Variance
components were tested using likelihood-ratio tasteell.

Potential predictors for the immediate effect weokio-demographic, mental
health, and physical health variables, the sum dvfeese life events, and coping
variables; all variables were assessed at prenterdt Stable characteristics unlikely
to have changed during the time of the course, ifistance socio-demographic
variables and the variables pertaining to mentalthénistory and to coping resources,
were selected as predictors for the maintenaneasetefThe effects of unpredictable
events that might have influenced the level of degion at 14-month FU, such as new
chronic illness, new stressful life events, impmbyghysical health and positive life
events were also analyzed.

The possible contribution of CWD-group differencees the variance of the
response variable was examined by estimating the-atass correlation.

Prediction of diagnostic status at 14-month’s FU

Hierarchical logistic regression models were usegredict diagnostic status at the
14-month FU. Two subgroups were formed to studydifierent prevention goals.
First, the participants who were at risk for depithgg a MDD (indicated prevention)
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were selected. Risk factors were the report okastl one previous major depressive
episode or a CES-D score16. After the removal of ten participants, who diot
fulfil these criteria, this subgroup counted 180@spas. Second, participants with a
MDD at pre-treatment were selected«128) to predict remission of MDD at the 14-
month FU (secondary prevention). In both groupsrédsponse variable was absence
of MDD at the 14-month FU (remission MDD) was regged on predictor variables
that showed (borderline) significant relationshig<.0) in bivariate analyses. The
regression was built up by entering in the firgfpssocio-demographic variables and
mental health indices. In the second step the minwipredictor variables were
entered using the forward conditional procedure.

The RCRMs were fitted using the multilevel analysidtware package MLwiN
1.10 (Rasbach et al, 2000). For all other datayaeal the SPSS 11.1 package was
used.

Results

The CMHCs accepted 414 persons into the prograr(l3%) refused to join the

study or were not eligible for the study (age <&5¢oncurrent psychological
treatment). Another 41 were excluded by the re$eascbecause of concurrent mental
health treatment (35 at the interview and 6 afpib&-treatment assessment). Pre-
treatment data of one participant were incomplete.

Our final intention-to-treat (ITT) sample includadd7 participants, of whom 53
(17%) dropped out of the course (reasons: med®datpurse not suitable [3],
improvement [3], deterioration [2], and unknown])36Thirty participants left the
study (not the course): 5 before post-treatmenhef6re 2-month FU and nine more
before 14-month FU (reasons: [3], death [3], degioes[2], and unknown [16]). At
the 14-month FU 234 participants had returned thestionnaires, of which 232 were
reached for the telephone interview. Dropouts@) differed significantly from
completersrf=264) on the level of education, but not on anthefother demographic,
psychiatric history or pre-treatment dependentades. In the dropout group 24.5%
reported a higher level of education (i1l years), compared to 46% in the
completers groupf (1, n = 314) = 8.30p = .004). Participation rate for the
completers was high, with a mean number of atteisdadions of 9.2750 = 0.95).

The 30 participants who left the study reportedaiicantly lower level of physical
functioning than those who staye(?62) = 2.75p = .006). They did not differ on any
of the demographic, psychiatric history or othex-preatment variables.

The mean age in the intention-to-treat sample ((NI3317) was 65.78 yearSD
=7.2; range 55-85). The majority was female (73%g of Dutch origin (91%), 47%
were cohabiting with a partner or children. Justrdvalf (58%) had less than 11 years
of education. The four levels of income per mongrevevenly distributed: 21% less
than € 900, 31% from € 900 - € 1350 euro, 23% fh350 - €1800, and 25% more
than € 1800. The majority (70%) reported the preseadi at least one chronic medical
condition.
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Preliminary analyses
The mental health characteristics are summariz&élrte 1. Table 2 gives an

Table 1. Mental Health Characteristics and Physical Healthlices

Variable N (%) Mean ED)
Axis | Disorders:
No axis 1 disorder 129 (40.7)
Axis 1% but not MDD 61 (19.2)
MDD 60 (18.9)
MDD + anxiety disordet 67 (21.1)
Depressive disorders
MDD 127 (40.1)
Anxiety disorder§ 128 (40.4)
MDD history
Never an MDD 50 (15.8)
Remission 140 (44.2)
First episode 54 a7
Recurrent 73 (23)
> 2 prior episodes or chronic MDD 189 (59.6)
Personality Pathology
Cluster A 10.10 (7.47)
Cluster B 10.58 (7.34)
Cluster C 13.78 (9.11)
PD-NOS 36.45 (22.98)
AntidepressantSand/or sedatives 169 (53.5)
HADS-anxiety 317 9.92 (4.19)
Physical health
> 1 chronic disease 222 (70)
MOS-pain 317 46.85 (32.16)
MOS-phys funct 55.68 (33.31)

MDD,MDD = major depressive disorder at pre-treatmehister A = Paranoid + Schizoid
+ Schizotypical personality disorders; Cluster Brti-social + Borderline + Histrionic
personality disorders; Cluster C = Avoidant + Degent + Obsessive-Compulsive personality
disorders; PD-NOS = Cluster A + Cluster B + Clugier Depressive + Passive-Aggressive
personality disorders; HADS anxiety = Hospital Agtyiand Depression Scale anxiety scale;
MQOS-pain = Medical Outcome Study Short Form Geneslth Survey pain scale; MOS-phys
funct = Medical Outcome Study Short Form GeneralltheSurvey physical functioning scafe.
can be more than one axis 1 disorder, such asyay&thanxiety orders, manic episode,
substance dependency, psychotic disorder, eatimgetir® can be more than one anxiety
disorder. “includes St John’s Wort
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overview of changes in depression symptoms, @irdi@agnosis and medication use
between pre-treatment and the1l4 month FU. The saor¢he CES-D decreased from
pre- to post-treatment (Mean difference -SD= 9.5; effect size [ES] 0.72), and then
leveled out over the FU assessments. The differeateeen pre-treatment and the 14
month FU had a moderately larg&of 0.61. Computed according to Jacobson and
Truax (1991), the reliable change on the CES-D avalsange> + 8.6. Based on this

Table 2. Changes over time in CES-D scores, clinical diaghaad medication use

N Pre-treatment  Post-treatme 2-month FU 14-month FU
CES-D 228
Mean 8D 2456 (9.79) 17.70(9.35) 18.96 (10.62) 18.27 (10.88)
CES-D=16 188 (83%) 127 (569%) 130 (57.5%§ 131 (58%)
MDD 232 94 32
Medication 227 114 98 76

MDD, major depressive disorder; medication useidaptessants and/or sedatiVascluding St
John’s Wort.

3McNemars test for significance of change 01;®> McNemars test for significance of change
p > 0.05

index: at the conclusion of the course 116 (37%hef318 participants achieved a
reliable improvement and 15 (5%) had worsened.4Atibnth FU, 32 of the 232
participants who were reached for the clinical ivieaw fulfilled the criteria for a
MDD; 24 of these participants had a MDD at pretret, the other eight reported a
recurrence; of the 94 participants with a MDD ag-preatment, 70 were in remission.
These changes in clinical diagnosis between pegrtrent and the 14 month FU were
significant (McNemaup? (1, n = 232) = 47.71p < .001). The change in the use of
psychotropic medication between pre- and post+treat reached borderline
significance (McNemay?(1,n = 225) = 3.56p < .059). The change between post-
treatment and the 14 month FU was not significktuNemary?(1, n = 219) = 0.20p
<.66).

Prediction of decrease in depression symptomsjteefom the RCRM

Results for the unconditional (empty) model thexeel model revealed a non-
significant intra-class correlation (ICC = 0.0Z45, 267) = 0.99p >.10), that is no
significant effect of the CWD group. Hence, all seeding models were simplified
considering only two levels of variation: repeatedasures nested within participants.
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The unconditional three level model:
CESik = Bo + Vook + Uojk + ik
Bo=21.30 6E=0.53)
6%y = 2.46 BE= 4.83),62u0 = 65.64 $E=7.94).
0%=53.34 BE= 2.66).
Deviance (-2*loglikelihood): 8159.58 (1119 of 12@&ses in use

Immediate Effect — improvement rate

Due to dropout from the course or from the stud®f, B2sponses (87%) of the possible
954 assessment points (318 participants on eattined occasions) were present in the
data and used for analyses. The baseline modéinfoediate effect showed that the
mean trajectory van be described by an averagaliséverity fo) of 24.48 SE=0.54)
and a highly significant average decrease of CES84 time §§; = -0.31 SE=0.03]).
The individual variation in initial severitycfoj = 44.66 BE = 8.61) is large. The
individual variation in the improvement rate is :tln(azlj = 0.003 BE= 0.04). This
model’'s deviance is 6049.54.

Incorporation of predictor variables and subsequerdel refinement resulted in
the final model described in Table 3, which showet the mean trend of the CES-D
scores over the three time points was explainetilyredictor variables and four two-
way interactions: living alone, education, currtidD, previous episodes/chronicity,
anxiety, personality disorder symptoms, physicaktfioning, two coping styles
(palliative-responses and depressive-reaction{pattpost-traumatic distress, self-
efficacy, and the two-way interactions educatiothwime, current MDD with time,
previous episodes/chronicity with time, and anxigtth time.

This model had significantly better fit than theseline model,(15) = 528.47p
< .001). All predictors, except education, conttéul significantly to the average
initial severity. The variables education, currébD, previous episodes/chronicity
andanxietycontributed significantly to the average improveineie. Result showed
that no individual variation was left in either thetial severity or the improvement
rate 6°; ands®y; can be considered zero; see note in Table 3).

Using the final model, the average contributiondach predictor variable to the
average CES-D scores at the three assessment éintef)e mean change on the CES-
D (A CES-D, i.e., the improvement) were estimated {Baladle 4). High anxiety and
current MDD had the largest effects on the ini@&8S-D scores, whereas the effect of
previous episodes/chronicity was negligible. Coriguar of the estimated CES-D’s
with the reliable change index showed that nonethef variables by themselves
exceeded the limit of 8.6. The estimated effegirefvious episodes was the smallest.
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Table 3. Two-level RCRM for immediate effect (pre- and presitment, and 2-month
FU

Fixed Effect Estimate SE T —ratio p?
(B
Intercept fo) 18.53 3.26 5.68 <.001
Weeks 1) -0.14 0.10 -0.40 ns
LivSit 1.59 0.70 2.27 .015
EDU 1.03 0.79 1.30 ns
MDDyye 5.87 0.87 6.75 <.001
Histyop -1.61 0.82 -1.96 .03
HADS,« 0.52 0.11 4.72 <.001
PDyos 0.71 0.21 3.38 <.001
MOS;hys -0.03 0.01 -3.00 .002
PALL -0.31 0.11 -3.00 .002
DRP 0.24 0.13 1.85 .05
IES 0.07 0.02 3.50 <.001
SE -0.19 0.06 -3.17 .001
Weeks* Education -0.21 0.07 -3.00 .002
Weeks*MDD,e -0.12 0.07 -1.71 .05
Weeks* Histypp 0.23 0.07 3.29 <.001
Weeks* HAD Sy -0.02 0.01 -2.00 .02
Variance component
Level 1: weeks %) 52.85 4.72
Level 2: interceptd?,o) -6.69° 5.71
Level 2: sloped? ;) -0.04° 0.04
Level 2: covarianced(,10) 1.38 0.36
Deviance 5521.07

(2*loglikelihood)

Weeks = time in weeks: pre =1, post = 10, 2 mo RRD=LivSit = living alone; 14 mo FU = 72;
EDU > 11 years of education; MQR = major depressive disorder at pre-treatment;/dist

> 2 previous episodes or chronic MDD; HARS= anxiety scale; P{s = personality disorder
score; MOS,,s= physical functioning; PALL = palliative-respons&RP = Depressive-
reaction-pattern; IES = posttraumatic stress; Selfefficacy.

#Based on one-tailedtests

P These negative values are due to a computatiqutiainoin MLwIN. Variances are bounded
below by zero, so a negative variance estimatsuslly considered equal to zero

Level 1 = repeated measures, time in weeks; leweir@lividual participant.
Base line model: CES= By + pyweeks + U +ujweeks +g;

Bo = 24.47 BE= 0.54);B, =-0.31 BE= 0.03);

6% = 44.66 BE=8,61) ;0,1 = 0.003 6E=0,036);0 410 = 0.64 GE=0.44)
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0% = 51.39 BE= 4.52)
Deviance: 6049.54 (831 of 954 cases in use)

Final model: CES= B, + p;weekg + B, LivSit; + B3 EDU; + 4 MDD; + Bs Histypp j + Ps
HADS;xj + B7PDnos+ Bs MOSyhysj + BoIES + B1gPALL; + B11DRP; + B1,SE + B3
weeks*EDY + By, weeks*MDD; + B,s weeks*Hisf + 1 weeks* HADSG jj + Ug; + Uyjweeks
+g

Deviance: 5521.07 (795 of 954 cases in use)

Table 4. Immediate effect: estimated scores and estimat@tdowvement on CES-D,
seperately for each significant variable

Pre- Post- 2-month FU A CES-D

treatment treatment
None of characteristics 18,39 17,13 15,73 1.96
HADS anx score 21 28,93 24,27 19,09 7.224
HADS anx score 8 22,41 19,85 21.13 1.92
MDDye 24,14 19,85 19.30 4.57
Histypp 17,01 17,80 18.68 -1.23
EDU 19,21 16,06 12.17 5.10

A CES-D is the mean change on CES-D from pre- tm@nth FU. Three assessment points
were needed to calculate the mean improvement@at¢he line representing the mean
trajectory through these three points, the estichatean score at post-treatment will be higher
and the estimated mean at 2-month FU will be Iaiven the observed mean score. Hetice
CES-D will lie in between those two estimations. B{2 major depressive disorder at pre-
treatment; HADS anx , Hospital Anxiety and Depressicale, highest score of 21 on anxiety
scale; HADS anx score 8, Hospital Anxiety and Depi@n scale, cut-off score 8 on anxiety
scale; Histipp , > 2 previous episodes or chronic MDD; EDYJ11 years of education.

Maintenance Effect

Of the possible 954 assessment points 705 (74%pnses were present in the data
and used for analyses. The baseline model for tiatemance effect showed that the
average depression severity at post-treatm@jtwas 18.72 $E=0.62) and that the
average change on the CES-D could be considered(zer -0.001 FE=0.009]), the
model’s deviance was 5415.05. Results showed dhadyerage, there was no change
between post-treatment and the 14-month FU. Theithal variation of the intercept
was large; the variation in the slopg®)(was small, indicating large variation in the
CES-D scores reached at post-treatment, while cerage this score remained
unchanged over the next 14 months.
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The final model contained the predictors living redp current MDD, previous
episodes/chronicity, comorbid anxiety disorder, tbenfounder variable health
improvement, and the two-way interaction varial#alth improvement with time.

Table5. Two-level RCRM for Maintenance Effect (post-treattn2- and 14-month
FU)

Fixed Effect Estimate SE Tratio p?
(5)
Intercept Bo) 10.74 1.10 9.76 <.001
Weeks B,) 0.01 0.01 1.30 ns
LivSit 3.06 1.00 3.05 .002
MDDye 6.44 1.04 6.19 <.001
Histyon 3.41 1.03 3.32 <.001
CoAnx 3.16 1.02 3.11 .002
PosPhys 2.21 1.62 1.36 ns
Weeks*PosPhys -0.08 0.03 -2.92 .002

Variance component

Level 1: weeksd?) 35.39 3.32
Level 2: interceptd?,o) 45.76 7.59
Level 2: sloped?® ) 0.005 0.002
Level 2: covarianced(,10) -0.08 0.11
Deviance (2*loglikelihood) 4952.67

Weeks = time in weeks: post = 10, 2 mo FU = 20mb4FU = 72; LivSit = living alone;
MDD, = major depressive disorder at pre-treatment;gist > 2 previous episodes or
chronic MDD; CoAnx = comorbid anxiety disorder prat PosPhys improved healthf. Based
on one-tailed-tests.

Level 1 = repeated measures, time in weeks; levieldvidual participant.
Base line model: CES- B, + BiWeeks + Uy + uWeeks +¢;

Bo = 18.72 BE= 0.62);3;, =-0.001 BE= 0.009)

6%40= 69.08 BE= 9,40);62,, = 0.005 BE= 0.003);0 .10 = -0.04 SE= 0.12)
0% = 37.71 BE= 3.40)

Deviance: 5415.05 (753 of 954 cases in use)

Final model: CEp= B, + B, Weeksg + B, LivSit j + f3 MDDpre + B4 Histypp j + Ps COANX; + Bg
PosPhys + B; Weeks* PosPhys+ ug; + uy\Weekg + g;
Deviance: 4952.67 (705 of 954 cases in use)

This model had a significantly better fit than theseline model[6] = 462.38,p <
.001). Results (see Table 5), showed that the riread of the CES-D scores over the
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period from post-treatment to thel4-month FU wadared by five variables. All of
which, except health improvement contributed sigaiftly to the average CES-D
score at post treatment. The variable health imgr®nt showed a significant
interaction with the average change rate, indigativat improved health resulted in a
decrease on the CES-D at the 14-month FU.

The final model showed a reduction in individuakiadon (czoj) of the post-
treatment level from 69.08 to 45.76, but not of pust-treatment change rat@21(
remained 0.005). The estimated contribution of theaiprovement, based on the final
model is a decrease of 3.9 points at the 14-mofkthThe baseline model for the
maintenance effect predicted an average score aft p®st-treatment and no change
between the assessments at post-treatment and-therith FU.

Prediction of remission of MDD; results from theetarchical logistic
regression

At the 14-month FU the data of 129 participantsthie subgroup at risk for a
recurrence of MDD were available for analyses. Gright of these individuals had a
MDD, not enough for further prediction analyses.

In the subgroup of participants with a MDD at preatment 94 (73%) of the 128
participants were interviewed at the 14-month FW,tleese 70 (74%) were in
remission at that time. Based on the bivariate yseal 12 predictors for remission
were retained for the logistic regression modeingi alone, antidepressants and/or
sedatives at pre-treatment, previous episodes/idiiygn comorbid anxiety disorder,
anxiety, personality disorder symptoms, sum negdife events, three coping styles
(depressive-reaction-pattern, palliative-responaed seeking-social-support), self-
efficacy, and perceived social support.

Direct logistic regression of the variable remissiMDD on living alone,
medication, previous episodes/chronicity, comordikiety disorder in the first and
the remaining variables in the second (explorathtep was statistically reliablg?(5,

n = 92) = 38.18p < .001. The contributions of living alone (OR 0.lf)edication
(OR 0.14), comorbid anxiety disorder (OR 0.23),kssg social support (OR 1.39)
and self-efficacy (OR 1.10) were significant. Poeid episodes/chronicity was
borderline significant (OR 0.2p = .78). Table 6 shows the hierarchal logistic model
built up by entering sets of predictors one by oHeese results indicate that living
with somebody, taking no psychotropic medicatitie, absence of a comorbid anxiety
disorder, the ability to seek social support, aaditg a good sense of self-efficacy all
increased the chances of remission. A further ltokedication use showed that 61%
of all the participants using antidepressants hadraorbid anxiety disorder and 90%
reported previous episodes; the associations batmeelication and comorbid anxiety
disorder as well as between medication and previepisodes were borderline
significant §*(1,n = 94)= 3.39p = .07 andy*(1,n = 94) = 3.36p = .007).
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Table 6. Logistic Regression Subgroup MDD at pre-treatméht(128)

Variable ¥2 (df) B SEB p OR
Step 1 21.50 (5) <.001

Living alone -1.25 0.60 .04

Prior Episodes -1.24 0.74 .09
Medication -1.20 0.60 .05

CoAnNXx -1.25 0.63 .05

Anxiety -0.08 0.08 .31

Constant 4.07 1.28 .002

Step 2 38.17(7) <.001

Living alone -2.23 0.80 .01 0.11
Prior episodes -1.56 0.86 .08
Medication -1.20 0.83 .02 0.14
CoAnx -1.47 0.74 .05 0.23
Anxiety -0.05 0.10 .61

SSS 0.32 0.12 .01 1.38
S-E 0.10 0.05 .05 1.10
Constant -1.64 2.21 .46

Included in the analyses are 92 cases. Prior eggsad2 previous episodes/chronicity;
Medication = antidepressants and/or sedatives; & Anomorbid anxiety disorder; anxiety =
score on Hospital anxiety and Depression Scal Hegnscale; SSS = seeking-social-support;
SE = self-efficacy

Discussion

The CES-D scores over the 16 months showed twiincliscourses: a sharp and
highly significant decrease in symptomatology fr@me to post-treatment and an
almost horizontal levelling out during the 14-moifidétiow-up period, indicating that
the effect was maintained. These findings corrdieothe results of the RCT study
(Haringsma, et al., 2006) and are in agreement thiHiterature on efficacy studies of
psychotherapy for late life depression (Cuijper898a; Engels & Vermey, 1997;
Karel & Hinrichsen, 2000).

The large variation of initial depression severityas fully predicted by 10
prognostic factors. In general the influence ofsthdactors was in the expected
direction. The individual variation in the immediagffect was predicted by only three
of these factors plus level of education. Highetidhdepression levels and greater
improvement was predicted by current MDD, less than previous episodes and a
high level of anxiety. However, when evaluating separate predictors one should
bear in mind that in general those with the higlhegtl of symptom distress will show
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the greatest reduction (Garfield, 1994). The ddfeial effect of current MDD
probably reflects this tendency. Hamilton and Dabg@002) concluded that in
patients suffering from acute MDD, treatment res@ois negatively affected by prior
depressive episodes or chronicity. In our samplis thfluence was clinically
meaningless. This difference may be due to hetegeof our sample.

The effect of anxiety on treatment response refléabe entwinement of
depression and anxiety, which in our sample wasigm by the high comorbidity of
MDD with anxiety disorder and the high correlatiobstween the CES-D and the
HADS anxiety (0.56 and 0.63, respectively, bothhwét p< 0.001). Consequently,
reduction of the depression symptoms will also ltegu a reduction of anxiety
symptoms and vice versa. Our RCT study of the sarsipbwed that the course had a
significant effect on the anxiety score (Haringseteal., 2006). The literature of the
effects of education on treatment outcome are iclosive (Garfield, 1994), although
Steinmetz et al. (1983) found that reading abjtitgdicted a better treatment outcome
of the CWD course for adults. They hypothesized teading ability is important
because the course uses a lot of written matdrialhe same vein of thinking we
postulate that for those with more years of fors@iooling the course’s educational
format is a familiar way of learning.

Medication use was not a predictor of responses turroborates with our
conclusion in the RCT study that since the expenialeand the control group did not
differ in the use of psychotropic medication, thiffedences in outcome between the
conditions could not be attributed to medicatiomifHgsma et al., 2006). This result
may be explained by the fact that the use of aptefsants at pre-treatment was not
related to diagnostic status. Furthermore, the awgment may have led to the
decrease at post-treatment. Non-differential effextmedication were also reported
by Bockting et al. (2005) in their study of prevgatcognitive therapy in remitted
patients.

Participants retained the level of depression spmptthey had achieved at post-
treatment for at least the next 14 months, andetieas hardly any variation in this
course over time. However, the variable improvenuértealth showed a small effect
on the score on the CES-D on the last assessmamtovement of physical health was
measured with a single question, so no firm comohsscan be drawn. Nonetheless,
this finding is in agreement with research showtimat the functional impairment and
not the medical conditioper seis associated with the development of depression
(Beekman et al., 1996; Zeiss, Lewinsohn, Rohde &g 1996).

The incidence of MDD 14 months after the conclusainthe course was an
indication of successful indicated or secondaryw@ngion. We had no data on the
incidence of MDD during that period, which limitairoconclusions. However, the
small number of cases in the subgroup of partid¢gpaio were at risk for developing
a MDD can be considered as an indication of sufgibspreventing recurrence. With
regard to secondary prevention, we found that 74vi8fe in remission 14 months
later. From the factors that predicted this stal&sa vulnerable and mentally healthier
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participant emerged: a participant, who was colahitdid not use psychotropic
medication, did not have a comorbid anxiety dispré®ught social support when
there were problems, and had a high sense of Siglé®y. Apart from the use of

medication, all these factors are known from otteidies to be related to recovery.
The associations of antidepressants with eitherocbith anxiety disorder or previous
episodes were nearly significant. Because all fstetawere predictive of a worse
outcome at the 14-month FU, this might be seemaadication that medication non-

use is a characteristic of the subgroup of healtimdividuals for whom secondary
prevention is especially successful. The group &rof the intervention warranted
examination of group membership as a prognostitofadhe analyses showed that
group membership was irrelevant for the variatiotréatment outcome, that is, there
were no CWD groups that produced significantly leigbr lower outcomes than other
groups. The standardized format of the course sdenemsure that the benefits of
attending do not depend on individual differencestwieen group leaders or
differences in group interactions. To our knowlettge is the first study that analyzed
the effect of group membership.

This study counted several limitations. It was aatontrolled treatment outcome
study; therefore we can not be certain that therawgments were the result of the
course and not due to spontaneous improvementnussmn. However, we found a
similar rate of improvement in our controlled eation of the course, where course
participants had a significantly better outcomenthan-treated controls (Haringsma et
al., 2006). The most important limitation is ouckeof data on the incidence of MDD
at post-treatment and 2 month FU. Therefore, wddcoat predict the effect of the
program in preventing a MDD for those at risk botimediately after the course as
well as during the follow up period.

The merit of this study is in the first place tlaetfthat it is a large field study. The
CWD course has been widely accepted, not only éUW$A, but also in Western
Europe for instance in Germany, and in the NethedaTo our knowledge this is the
first study that examines prognostic factors of coate of this type of group
intervention in the way it is utilised by the mdnkeealth care system. The sample
studied was heterogeneous; participants differed lavel of depression
symptomatology, unipolar depression diagnoses,otyisiof depression, and in
comorbid anxiety disorders. The size of the popatastudied was large and a wide
range of variables was examined for their progoostiue. The long follow up period
allowed us examination of the clinical status (prege of MDD) a good year after
enrolment into the course. Also our sample of 4&rirention groups was large
enough for the use of random coefficient regressimuelling (Kreft & de Leeuw;
1998), and justified our conclusion that the vac@mlue to group differences can be
ignored. Furthermore, the use of RCRM as analysthad has the advantage that in
one model the initial depression severity as welltlze change over time can be
analyzed. This allows for a more comprehensive tstdeding of the effects that the
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different predicting factors have on the initiabé¢ of depression symptoms, response
to the CWD course and the maintenance of the aeflisaprovement.

To summarize our results: the course was well dedepy the target group. It is
an attractive low threshold intervention of lightténsity, which in general was
beneficial for all. Close inspection of a rangepafticipant variables explained some
of the individual variation in change. However, timagnitude of the contribution of
each prediction variable tot treatment outcome sraaller that the reliable change,
which leads tot the conclusion that the clinicajndicance of the four predictor
variables on treatment outcome does not justifggti beyond the criteria that are
presently used to select the participants for tiiéDCcourse. The level of depression
symptomatology reached at post-treatment was ma@daover the next 14 months,
indicating that the course was enough for thosh afit end score below 16. However,
for the participants with a post-treatment scerd6, further treatment should be
considered. Finally, an adaptation of the courseth® less educated should be
considered.
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Chapter 5

Abstract

Objectives

First, to investigate if reduced autobiographicaénmory specificity (AMS), is a
marker for depression in older adults. Second,stigarate effect of an induced sad
mood on AMS was studied.

Design

Between groups design.

Method

The Autobiographical Memory Task (AMT) was admiaied twice in a single
session to 63 remitted (RD) participants and 5&neepressed controls aged 55 — 85
years. A negative mood was induced in all RD irdlrals. The controls were
randomly assigned to a neutral£ 26) or a sad mood condition £ 32). The course
of depressive symptoms was assessed in RD indigiciveer a 14 months follow-up
period.

Results

All individuals retrieved fewer specific memoriesah the norm for middle aged
individuals. RD and controls did not differ in AM3cores or in their reaction to the
mood induction. The mood induction did not affdet AMT. There were no practice
effects. Changes in the level of depressive symptamthe 14-month FU were not
predicted by baseline AMT, changes in AMT or moéidranood induction.
Conclusion

Performance on the AMT is not a marker for vulnéitgbfor clinical depression in
older adults.
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Introduction

The interest in and recognition of late-life degies as a serious mental health
problem is relatively recent compared to depressiamidlife adults. Also the search
for markers for relapse or recurrence of depreskias focused mainly on younger
adults with remitted depression. However, reviewshgies that compared prognosis
of depression in late life to mid life, Mitchell drsubramaniam (2005) concluded that
remission rates hardly differ, but that relapseesaappear to be higher in older
persons. The prevalence of major depression irr @delts is about 3%, and 8 -15%
have subclinical or minor depression (Beekman, Gopuk & Prince, 1999). For many
individuals, this will be a relapse or recurrens@ce the occurrence of geriatric
depression was significantly associated with a queak history of depression
(Schoevers et al 2003). The question arises whether markers for depression
younger adults also apply to older adults.

In younger adults, impaired autobiographical memapecificity (AMS) is
considered a possible cognitive marker for vulniitgbfor depression (Williams,
1996). Autobiographical memory is part of the edisomemory system (Tulving,
2002), involving the recollection of personally exignced events; it often entails
remembering contextual details of the event emgetand place of the occurrence.
Autobiographical memory specificity can be measuwith the autobiographical
memory task (AMT; Williams & Broadbent, 1986). Theerage retrieval of specific
memories by depressed or remitted patients is 488mpared to 70% in control
subjects (Williams, 1996). Autobiographical memspecificity has been put forward
as a possible marker of vulnerability to depressioecause it is associated with
depression and trauma, but not with anxiety disarde clinical samples, comparable
retrieval patterns were found in both current (Wareeswijk & de Wilde, 2004;
Williams, 1996) and remitted or recovered depressedividuals (Mackinger,
Pachinger, Leibetseder, & Fartacek, 2000; Nandriezard, Poste, Reveillere, &
Beaune, 2002; Park, Goodyer, & Teasdale, 2002;h®piEn et al 2006; Williams,
1996). These findings suggest that autobiographioamory specificity is not
dependent on mood state but an enduring memorg. digwever, the assumption of
stability has been challenged by Kuyken and Dayle{1995), who found no
difference between never depressed individuals rmditted/recovered depressed
individuals.

Also in more studies (Brittlebank, Scott, William&, Ferrier, 1993; Dalgleish,
Spinks, Yiend, & Kuyken, 2001; Peeters, Wessel, ddelbach, H., & Boon-
Vermeeren, 2002), but not in all (Brewin, Reynol8sTata, 1999), autobiographical
memory specificity showed prognostic propertiespbgdicting the persistence of an
acute depression. However, it did not predict redé@currence in a sample of
remitted mid life adults (Raes, et,&006; Spinhoven et.ak006).

To separate the effects of mood from the effecthefdepressed syndrome, two
recent studies have investigated the influencenoéxperimentally induced mood in
non-clinical samples. The AMT was administered envdmd the changes in specificity
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were analyzed. Svaldi and Mackinger (2003) fourad ghmusically induced sad mood
resulted in a decrease of specificity, especialfy negative memories. Yeung,
Dalgleish, Golden and Schartrau (2006) inducedpgyasad or neutral mood in never
depressed volunteers. Compared to the neutral womdihose in the sad condition
showed a decrease of specific memories. It seemthwioile to compare the direct
effect of a sad mood on recall between remittedassed (RD) and never depressed
(ND) individuals, since there are strong indicatidhat the results of a negative mood
induction in normal samples might not replicatelinical samples (Matt, Vazquez, &
Campbell, 1992).

To summarize: a substantial number of studies Ya@eVreeswijk & de Wilde,
2004 for a meta-analysis) have confirmed the mtstiip between depression and
impaired autobiographic memory specificity in adutf middle age. Furthermore, in
young non-clinical samples an induced sad mood ttech decrease of specific
memories.

Age is known to affect episodic memory more thamaetic memory (e.g.
Levine, Svoboda, Hay, Winocur, & Moscovitch, 20@2dlecki, Salthouse, & Berish,
2005; Winthorpe & Rabbitt, 1988) and was associat#ld performance on the AMT
in younger adults (see van Vreeswijk & de Wildep2D However the AMT has
hardly been studied in older adults. We know ofyanrie study with older adults (aged
55 — 68) (Wessel, Merckelbach & Dekkers, 2002) suffering from organic brain
damage or mental decline. The present study waigres to investigate reduced
autobiographical memory specificity as a possiblarkar for vulnerability of
depression in late life by comparing the mean sae the AMT of remitted
depressed (RD) with never depressed (ND) adult§50find older. Since episodic
memory is vulnerable to normal aging, we expected ND elderly would retrieve
fewer specific memories compared to healthy youngéults. Furthermore, we
expected that RD elderly would retrieve fewer sfieanemories compared to ND
elderly. Besides, we set out to investigate théuanfce of dysphoric mood on the
AMT in older adults by exposing both RD and ND elddgo a M| experiment and
analyze the changes in AMT. The effects of a néatrd a sad M| were compared in a
sample of ND controls. We expected that the sadwduld lead to a decrease of
specificity (Svaldi & Mackinger, 2003), whereas tieutral Ml would have no effect.
Furthermore, we explored whether depression histoogerated the effect of the Ml
on AMT by comparing the RD with the ND individuaW¥/e had no particular outcome
expectations with regard to the valence of thewarls since findings across studies
have been inconsistent on the effects of cue valdman Vreeswijk & de Wilde,
2004).

In the second part of the study, which consistelg ofthe RD individuals, we
investigated to what extent the AMT score coulddfme changes in depression
symptomatology 14 months after the completion ofgraup treatment for the
prevention of depression.
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Method

Participants

Participants were 63 elderly with a history of degsion and 58 healthy older adults.
Clinical participants were recruited among the oldelults participating in an
effectiveness study of the Coping with Depressi@urGe for older adults (CWD;
Lewinsohn & Clarke, 1984). These participants wesenmunity living seniors who
followed the course, provided by the preventionattpents of the Dutch community
mental health system. Participants for the counsé bhence for the study were
recruited through the local media by the coursddesof the prevention departments.
The experiment took place between one and 11 maftes the conclusion of the
course.

The healthy control group was recruited among iredatand acquaintances of
university students and staff. Potential healthgtipi@ants were excluded if they met
the the diagnostic and statistical manual of meihlth (DSM-IV; American
Psychiatric association [APA], 1994) criteria adr fa current or lifetime major
depressive episode, current anxiety disorder amhalcdependency. Clinical diagnoses
for all participants in the study were determinedthwthe Mini International
Neuropsychiatric Interview (M.I.N.l.; Sheehan et 41998a). All participants taking
part in the experiment received a complete desoripbf the study and written
informed consent was obtained. The protocol has laggroved by the institutional
ethics review committee of Leiden University.

Measures

Clinical diagnoses
We used the Dutch version of the M.LN.l. (Overhe&khruers, & Griez 1999;
Sheehan et al1998a), a structured interview with which the tma®valent DSM-IV
(1994) axis | disorders can be assessed (Sheehah, £998b). Validation of the
M.LN.I.-CR against the Structured Clinical Inteewi DSM-III-R- patient version
(SCID-P) and the Composite International Diagnostierview for ICD-10 (CIDI)
showed good to very good kappa values (Sheehah, &098b). In the present study,
the interviews were conducted by trained interviswénterrater reliability (Kappa)
between the interviewers and first author was @d#®35vVIDD, and 0.61 for previous
MDD. Fourteen months after the completion of therse the depression section of
the M.L.N.I. was administered again.

Depression
The level of depression symptomatology experiendedng the past week of the
clinical sample was assessed with the Dutch versiol€enter for Epidemiologic
Studies Depression scale (CES-D) (Bouma, Ranchamd&man, & van Sonderen,
1995; Radloff, 1977) before the Ml and at 14 mondfier the completion of the
course. In this sample Crohnbach’s alpiawas .90.
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Autobiographical memory test — AMT
This test has been developed by Williams and Breatd(l986) to measure memory
specificity, and has later been modified by McNallyd colleagues (McNally et.al
1995). Two versions were used, each with five regaind five positive cue words.
In version 1, the cue words were: friendly (+), lgui-), honest (+), impolite (-),
helpful (+), jealous (-), clever (+), selfish (Humorous (+), and hostile (-), and in
version 2: happy (+), clumsy (-), loyal (+), mea), (tolerant (+), cowardly (-),
disciplined (+), distrusting (-), kind (+), and la¢&).

Participants were asked to recall an event at wit@dy had shown the trait
displayed on a flashcard and simultaneously readdaby the experimenter. The
response was considered a specific memory if @rrefl to a particular event lasting
not longer than a day. Three practice items weneirsidtered and direct feedback was
given about the correctness of the response. Remtits were allowed 60s to come up
with a memory; expiration was scored as no membng specificity was checked by
asking details such as dates, seasons, time dithelress etc. The number of specific
answers formed the response variable AMT spediicinterviews were recorded on
audiotape and scored by the first author as welhyagrained student psychologists.
The level of agreement was good (kappa p89;001). For disagreements, a third rater
broke the tie without knowledge of the previousingd. The change in
autobiographical memory specificitAAMT) was defined as baseline AMT score
minus AMT score after the MI.

Visual analogue mood scale (VAMS)
VAMS for mood are a quick and simple means for raeag mood state (Killgore,
1999) with good reliability and validity (Ahearn997). Participants were repeatedly
asked during the experiment to rate their mood &M& measuring 100 mm by
crossing the line ranging from ‘not at all gloon{gero) to ‘very gloomy’ (100 mm).
The scales were scored measuring the length (in fron) ‘zero’ to this mark. The
change in moodAmood) was defined as the baseline VAMS minus VAMSrahe
MI.

Procedure

All participants received the CES-D beforehandiltarf at home. For all participants,
MI took place at a research setting. The healtmjrots were invited at the university,
whereas for the clinical participants the procedigek place at their community
mental health center.

The neutral control condition was a series of swrgetric puzzles of increasing
difficulty. It was administered to the healthy cai$é only. To induce a mild transient
dysphoric mood, the musical MI procedure, describgdClark and Teasdale (1985),
was used. Participants were asked to listen toeaepof sad music entitled “Russia
under the Mongolian yoke” by Prokofiev for the fildlexander Nevsky (1934); the
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segment was remastered at half speed and lasteidufesn They were specifically
instructed to recall a time in their life that thimt sad or dejected and to try to evoke
that mood. This combination of music plus the insion has been found to be
effective in bringing on a transient dysphoric magdlestermann, Spies, Stahl, &
Hesse, 1996). It is also efficacious in older al(ffox, Knight, & Zekinski, 1998).

Momentary mood was rated (VAMS) at entry, pre aast M| and before leaving.
The healthy controls were randomized to eitherphezle or the sad music condition.
The MI, the AMT interviews (the order of presentatiwas counterbalanced across
participants) and pre and post mood VAMS ratingk tplace in a separate test room.
The experimenter was not present during the MI, rehentered when the MI was
finished to administer the second AMT and the pbHt mood VAMS. Next,
participants returned to the first office and wdebriefed by the experimenter. A final
mood VAMS was rated before leaving.

Results

In the control group nine VAMS were missing: fivethe puzzle condition and four in
the music condition. Because of non-normal distidswy square root transformations
were conducted on the VASMs and théAMS data. The similarity of the two AMT
versions was checked at pre- induction in the ftalip and no significant differences
were found F(1, 120) = 0.00p = .983].

Participant characteristics

Table 1 summarizes the descriptive data on soaimedeaphic characteristics and
depression variables. There were statisticallyi@mt differences between the two
groups in age, gender and level of education (8slg 11 years of formal education).

Healthy participants were slightly oldd¥(Q, 120) = 3.66p = .058), counted a higher

proportion of malesyf(1) = 15.67,p <.001) and were higher educated({) = 21.54,

p <.001). All analyses comparing these two groupsevearrected for age, gender and
education.

There were no significant differences in age ordgerbetween the puzzle and
music groups in the ND group; subsequently theséabies were ignored in the
analyses in this group. Although the mean CES-Indoin the clinical group was
below the cut point of 16, it was much higher titaen mean reported in Beekman et al
(1994), who found in a sample of the normal popairabf Dutch eldersNl = 8.8,SD
= 6.9),1(62) = 5.44,p <.001]. In the clinical group, the correlation been the AMT
and the CES-Dr(= -.021,p = .87) and the association between the AMT andutiee
of antidepressants/tranquilizens< -0.31,p = .76) were non-significant. Hence, the
analyses of AMT scores were not corrected for dsgpom severity or use of
antidepressants or tranquilizers.
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Tablel. Socio-demographic and mental health characteristics

Remitted Never
Depr essed Depr essed Test statistic p
N=63 N=58
Age 55-86 F(1) =3.41 Q67
Mean GD) 64.92 (6.84) 67.5 (8.5)
55— 59 16 11
60 - 64 20 11
65 — 69 10 12
70-75 9 12
75-85 8 11
Gender M 15 (24%) 34 (58.6%) y*(1)=15.19 001
Cohabiting 38 (60.3%) 39 (67.6%) x*(1)=0.63 429
EDU> 11 yrs 30 (47.6%) 51 (88%) v2(1) = 22.18 001

Mental Health Characteristics
Previous MDD 54 (85.7%)

> 2 episodes 37 (59.7%)
CES-D

Mean D) 15.07 (9.14)

Range 0-43

>16 29 (46%)

> 22 12 (19%)
Antidepressants or 13 (22%)
Tranquilliser®

2 five missing

Comparison healthy and clinical elderly on AMT penfiance

Group differences on the AMT were analyzed with altivariate ANOVA with
group, gender and education level as BS varialidsage as covariate. Only age had a
significant main effect4 = 0.82,F(2, 111) = 12.15p <.001]. Univariate tests showed
that age affected the positive but not the negativewords = 24.50,p <.001).

Effects of mood induction in healthy controls

Mood changes and the test-retest effect of the AldTe analyzed with a 2 (induction
type: puzzle or music) x 2 (word valence: negatipesitive) ANOVA repeated
measures on the second factor. No different regppattern to positive and negative
cue words was found. Hence, the data were collapsedss word valence and
analyzed with multivariate General Linear Model (@)for repeated measures with
Time as within-subject (WS) variable, and Inductitype (puzzle or music) as
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between-subject (BS) variable. The main effect Tjme= 0.73,F(2, 46) = 8.33p =
.001] and the interaction effect Time x Inductignf 0.77,F(2, 46) = 6.70p = .003]
were significant. Univariate tests showed that beftfects were significant for the
VAMS [Time: F = 12.71,p = .001; Time x InductionF = 3.62,p = .001]. The main
effect of repeated administration showed a tremdtlie AMT [Time: F = 3.75,p =
.059], with lower scores on the second adminigiratiThe results revealed that (a)
participants in the puzzle condition did not showhange in mood, but those in the
music condition felt more sad, (b) performance lom AMT was not subject to test-
retest effects or to mood changes, but (c) there avérend suggesting that fatigue
affected the AMT performance.

Differential effects of musical Ml on mood and AMThealthy and clinical
participants
The sad music Ml was administered to 28 healthyrotsyand 63 clinical participants.
Differences between the two groups in mood or ANVEGSfic before the music Mi
were analyzed with GLM for multivariate ANOVA withroup, gender and education
level as BS variables and age as covariate. Rdadisated a significant main effect
for age (\ = 0.93,F(2, 81) = 3.27p = .043) only; no significant interaction effects
were found. Univariate tests showed that the AME waly affected by agéd-(= 6.24,
p = .014). Memory specificity decreased=(-.31,p = .001) with increasing age.
Differential effects of the Ml on mood and AMT weranalyzed with a
multivariate GLM for repeated measures analysi$witoup, gender and education
level as BS variables and age as covariate. Md@ttsfwere significant for age\[=
0.92,F(2, 81) = 3.61p = .032], and educatiom\[ = 0.87,F(2, 81) = 6.03p = .004].
Univariate tests showed that the main effect f@ @&g= 5.57,p = .021) and education
(F = 6.77,p = .011) affected memory specificity, but not modé@ble 2 gives the
means and standard deviations of the AMT and VAMBng) the experiment.
Summarizing the results, we found that in healtldeo adults the musical Ml
worked well in inducing a sadder mood, and thafquarance on the AMT was not
affected by repetition or by mood state. After coling for the differences in age,
gender and education, there were no significarierdinces between the healthy and
the clinical group in mood or memory specificityftre the start of the experiment.
Looking for differential effects, the results relexhthat age and education affected the
performance on the AMT in both groups: higher agel éower education were
associated with lower specificity on the AMT. The&rere no significant differences in
effect between the two groups in changes on the AMT

Predictors of depressive complaints during follogvia the RD group

Two participants in the experiment could not beeheal at FU. At 14 months FU, only

three participants met the criteria for a new majepressive episode. As another
categorical threshold for severity, we then toak ¢t point of 22 on the CES-D as a
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Table2. Mood® and AMT score before and after the neutral or sambd inductions

Never Depressed Remitted Depressed
VAMS N = 49° N=63
Pre-MI Post-Ml Pre-Mi Post-MI
Mood induction M (SD) range M (SD) range M (SD) range M (SD) range

Neutral (n =21) 9.86 (10.13) 0-36  9.52 (9.83) 0-37 - -
Sad(n=28)  7.82(8.79) 0-33  25.18(22.72) 0-75 16.56 (17.82) 0-62 34.62 (26.19) 0-92

Never Depressed Remitted Depressed
AMT N =158 N =63
Pre-MI Post-Ml Pre-Mi Post-MI
Mood induction M (SD) range M (SD) range M (SD) range M (SD) range
Neutral (n=26) 4.54 (2.23) 0-9 3.96 (.84 1-8 - -

Sad (n=32) 5.13 (2.49) 0-9 4.61(2.30) 0-8 474(2.33) 09 4.47 (2.43) 0-10
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threshold of severity. The cut point of 22 was fdws the optimal cut point to detect
those with subthreshold depression, dysthymia amjormdepression (Haringsma
Engels, Spinhoven & Cuijpers, 2004).

Analyses showed that the change in status, fromwb& above 22 or vice versa,
was not significant (McNemar (= 60), p = .388). Hence, the level of depressive
symptomatology as measured with the CES-D was chasaneasure of severity and
the CES-D score at 14 month FU was chosen as depewariable. Mean CES-Ih £
60) before the experiment was 15.8BD(= 9.12), range 0-43. At FU it was 15. &)
= 9.78); range 3—-41. To analyze which variablesevassociated with the change in
depression symptomatology, the residual change=sgas correlated with the number
of previous depressive episodes (these illnesseckhaariables are strongly predictive
of the course of depression, e.g. see Judd.ell@98), baseline AMTAAMT and
Amood. Only the correlation with the number of poasd episodes (0-¥s > 2
previous episodes) was significant5.36,p = .004). The positive sign indicates that
those with> 2 previous episodes had higher scores on the CASHY. Change on
the CES-D at FU was not predicted by baseline AMdras, or the changes in AMT
scores or mood ratings that follow the MI.

Discussion

The aim of this study was to examine if autobiogie@l memory specificity was a

possible cognitive marker for depression in olddules. As expected from the

literature about the effects of aging on memorygeoladults retrieved less specific
memories than younger; 48% in our sample compaoe@0f6 in younger adults

(Williams, 1966). However, our hypothesis that oldemitted depressed individuals
(RD) would recall fewer specific autobiographicaemmories than never depressed
elders (ND) was not confirmed. This was even mamprising since 19% of the RD

group had a CES-D score above 22, which indicdtas @ number of participants

suffered from subthreshold depression.

Age was the only predictor of specificity in theagroups. Means in both groups
were similar M = 4.86,SD = 2.37 in the ND and = 4.70,SD = 2.33 in the RD
group) and significantly lower than the means oflaié aged euthymic RD patients
(M =5.3,SD= 2.8) (Spinhoven et al2005), middle aged depressed patiekts (5.2,
SD = 2.2) (Hermans et al2004), and adolescent psychiatric patiemMs=(5.8,SD =
2.4) (Swales, Williams & Wood, 2001).

These results can be explained in several ways.fif$teone with regard to the
effect of age is that a floor-effect is reachedthiAdnly ten observations the AMT may
not be sensitive enough to differentiate betweendécline in specificity which is part
of normal aging of the episodic memory and addé#latecline due to depression. A
suggestion for future work is to adapt the AMT foe use with elderly by increasing
the number of cue words. Another possibility isr@asing the stress under which
participants have to perform by allowing less timeome up with a memory. This is
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a based on the assumption that the performanckeoAMT may be accounted for by
executive functioning (Dalgleish et.a2007). However, alternative measures such as
the Autobiographical Interview (Levine et,a2002) might prove to be a more valid
instrument for the use with seniors. A second priegation is that our results support
Williams'’s theory (1996) that emotional factors nmeffect retrieval in the same way
as structural changes caused by aging do. Hendateirife, normal aging effects on
the episodic memory system cannot be differentifitech the detrimental effects of
depression. These changes in functioning could ¢éraps early as adolescence (Park
et al, 2002) and remain stable over time. In schizophraesearch, a similar
conclusion has been drawn. After the onset of sgtirenia, cognitive deficits were
found to be stable over time (Rund, 1998). Whetherot the impairment caused at an
earlier age is reversible is not yet clear. Teasdalal (2000) reported an increase of
specificity after a Mindfulness-based Cognitive fidpy for depressed patients in
remission. In another study, older depressed patieecame more specific after
practice in autobiographical memorizing (Serranatokre & Gatz, 2004). Results of
both studies indicate that at least better ushefémaining faculties is possible.

Lastly, finding no difference between ND and RD l&lis also in accordance
with the results of Kuyken and Dalgleish (1995), owfound no differences in
autobiographical memory specificity between ND &idlindividuals. They suggested
that overgenerality might normalize on recoveryt, Yieeir sample was smal(E= 33),
and their results have not been replicated by atrsarchers.

Our second question concerned the effect of ancedlmood on the AMT in RD
and ND older adults. To study the possible praatitects we compared the effects of
a neutral with a sad Ml in the ND controls. Firate found no effect of repeated
administration of the AMT in a single test sessibeither did we find a differential
effect of the two conditions on the AMT. Next, wenepared the effects of a sad Ml
on the AMT and mood between ND and RD individudlsere were no differences in
the effects of the Ml on the AMT or on mood betweébke two groups. Furthermore,
the MI did not affect the AMT in either group, iedting that, contrary to the results
of MI experiments in younger samples (Yeung et 2006; Svaldi & Mackinger,
2003), memory specificity in older adults, regasglef their clinical history, is not
affected by a change in mood state. In the ligldwffirst result, this is not surprising.

The second part of our study was directed to ingat the power of the AMT in
predicting changes in depression symptomatologfRIh individuals. As expected
(Judd et al 1998), the experience of previous depressiveodps was a strong
predictor of change in depression severity. BaseiMT score, changes in AMT and
mood after a negative Ml were not prognostic.

We conclude that in adults aged 55 and older, pmdace on the AMT is not a
marker for vulnerability for depression, nor canpitedict changes in depression
symptomatology. Finding no difference in AMT betwe¢he ND and the RD
individuals, the latter result stands to reasorsides, two other studies also concluded
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that AMT scores were not predictive of either tloeirse of depression (Raes et al
2006) or of relapse/recurrence of depression (Spiah et al 2006).

This study had a number of limitations. With regewdhe first part of the study,
the control group was recruited among acquaintantemiversity staff and students,
and was therefore much higher educated. Howeveés, ghlection should have
maximized the difference between the two groupsth@rother hand the control group
was slightly older which could have minimized thi#edence. No other memory tasks
were administered; hence the two groups could eotdmpared on other correlates
known to be related to aging. Executive control anthe memory functions such as
episodic memory deteriorate with age (Levine et 2002; Siedlecki et al 2005;
Winthorpe & Rabbitt, 1988), but are also considteribund to be impaired in
depressed and RD individuals (e.g. Burt, ZembaNi&derehe, 1995; lisey, Moffoot,
& O'Carroll, 1995; Fossati, Coyette, Ergis, & Adite, 2002; Raes, et.al2006;
Spinhoven et gl 2006). A limitation of the second part of ourdstus the lack of data
on the incidence of MDD between MI and the 14 menBU and the lack of
assessments of depressive symptomatology durind-theeriod. More individuals
may have suffered a relapse than the three at thsé¢U. Consequently our results
pertain only to the level of depressive symptonseeienced by the participants at Ml
and 14 months FU.

Our study had the following merits. First, the ANSImuch less studied in older
than in younger adults. Second, performance onAE was compared between
clinical and healthy older adults. Third, none i tindividuals was currently
depressed, which allowed us to examine if perfoceaon the AMT could be a
function of current mood state. Fourth, adminisbratof the AMT twice within a
single test session enabled us to examine testreffects. And finally, the second
part of our study had a longitudinal design allogvins to conclude that performance
on the AMT is not a predictor of changes in theelexf depressive complaints in older
adults who responded to the CWD course. In faat,study results indicate that it is
unwarranted to conceptualize performance on the AM® marker for vulnerability
for clinical depression in older adults.
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General Discussion

In this thesis the effectiveness of the Coping witbpression (CWD) course for
depressed older adults living in the community wagestigated. The course was
developed by Lewinsohn and Clarke (1984) in theté¢hiStates of America as a
curative outreach program for adults with unipalepression. Adaptations followed
for other populations with unipolar depression knote be hard to reach (Cuipers
1998a). In the mid nineties of the previous centding course was adapted for the
Dutch community living senior and implemented ie firevention arm of the mental
health care system. Most of the prevention depantsneffer the course regularly to
seniors with mild depression.

Efficacy studies in which the course was carrietioweontrolled research settings
showed medium effect sizes (Cuijpers, 1998b). Tlaénnobjective of this research
was to study whether the course was also effedtivihe usual care setting when
carried out by the typical community staff to com&uws of community mental health
services. To ensure this end the study was embeiddde procedures used by the
prevention departments of 13 community mental headinters (CMHCs) throughout
the Netherlands. A total of 318 participants incé8rses took part in the study.

In the first section of this chapter, the main isswill be reviewed starting with
the characteristics of the participants that wexeepted for the course, followed by a
summary of the four different studies. In the setaection, the results will be
discussed in the perspective of the existing litem followed by a discussion on
possible improvements of the course. The limitatiand strengths of this study will
be considered in section 4. In section 5, the @dihimplications of these findings for
the practice of the current community mental heaklire system in the Netherlands
will be discussed. This chapter will conclude wghggestions for future research
(section 6).

1. Results

1.1 Characteristics of the participants

The course participants were non-demented commiivityy individuals aged
between 55 — 85. About half of the participantsevso called ‘young elderly’, aged
55 — 64, the oldest old (75 — 85 years of age) éarm minority of 15%. Two third of
the sample was female, which is in keeping witlufgg reported in other studies and
reflects the fact that depression occurs twicef@non females than in males (Blazer
et al., 1994; Weissman & Olfson, 1995), a pattbat persists in old age (Sonnenberg,
Beekman, Deeg & van Tilburg, 2000). About half wiesg alone, 43% of whom was
widowed. In this sample, a third had a low levekdication: primary school only or
lower vocational training. A medium high level aweation was achieved by 40%,
and 27% had taken tertiary education (college aveugity). Compared to the cohort
this sample belongs to (Central Bureau of Stais2007), the course attracted higher
educated participants. Two thirds of the samplentep to suffer from at least one
chronic medical condition. The features of this plEmare characteristic for
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individuals vulnerable for depression (Beekmanalet 1997b; Cole & Dendukuri,
2003).

The course is considered to be an outreach prograhit is prevention policy to
set a low threshold for enroliment. Consequentig,d¢ourse participants varied widely
in their level of depression between only slighihgyoms to being severely depressed.
The level of depressive symptoms was high, the nseam score on the CES-D was
25.9 8D 9.7), and 85% had a CES-D scerd 6 which indicated the presence of a
clinically relevant depression. At the time theyrevenrolled, 42% met the criteria for
a DSM diagnosis of major depression (MDD), and 428d an anxiety disorder. The
double diagnosis MDD-Anxiety disorder was given 20%, which reflects that
anxiety and depression often occur together. O#fp had never experienced a major
depression. Late onset depression (first episotlr #fie age of 55) was rare and
reported by 17 (5%) participants, which is simitar the proportion found in the
Amsterdam Study of the Elderly (AMSTEL) study (Sekers et al., 2000). Fifty
percent of the participants were treated for tlieipression with antidepressants or
tranquilizers. These percentages demonstratedthieaindividuals selected by the
course leaders did form part of the target grotipaldo indicates that the level of
suffering in this group was high. The mental heatttus of this sample meant that the
elders in this study resembled a sample of psyébiatutpatients more than a
community sample. Interestingly, only 15% of thetipgpants had never sought help
for their depressive complaints before.

1.2 Study 1: Criterion validity of the CES-D

In most but not all community mental health cenf@®8IHCSs), the level of depression
of the applicants is assessed in an interview base@ questionnaire for current
symptoms of depression like the CES-D (Radloff, 7)93r the Geriatric Depression
Scale (GDS; Yesavage et al., 1983) and a cheddigtring depression history and
treatment - current and in the past. At the timis tlesearch project started, the
CMHCs were advised by the Trimbos institute to thee CES-D (Radloff, 1977). It
was therefore of practical interest to analyzevdigity of the CES-D as a screening
instrument. The Mini International Neuropsychiathiterview (M.I.N.I.; (Overbeek,
Schruers & Griez, 1999; Sheehan et al., 1998) vgasl to establish "golstandard”
diagnoses including MDD and minor depressive dismdReceiver operating curve
(ROC) analysis showed that the scale’s operatiagacteristics were satisfactory. The
CES-D was moderately accurate in detecting MDD raivtbr depression in this group
of self-referred elderly with (a history of) depsem. For the detection of MDD, the
cut off score of 25 showed the optimal balance betw sensitivity (85%) and
specificity (64%) and positive predictive value ¥Bfor the prediction of MDD.
Participants with a CES-B 25 and the diagnosis MDD (true positives - TP) aver
likely to have higher anxiety levels and more cobmbranxiety disorders than the
elders that did not meet the criteria for a majepréssion. These so called false
positives (FP) were characterized by more previmpessive episodes than TPs.
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1.3 Study 2: Results of the effectiveness study

The immediate effect was analyzed with a randomicewirolled block design to
ensure that participants with and without a MDD evdivided equally over the course
(intervention group) and the waitlist. For ethiogdsons, the participants in the control
condition f = 58) were not kept waiting for treatment unti fintervention groupn(=
52) had completed the follow-up 14 months laterer€fore, to study the long-term
effect a naturalistic design was used and it wagdd to the first 14 months after the
conclusion of the course. Complete datasets ofubfests in the intervention group
were present for analyses of the long-term effect.

The two main findings were that (a) the course effective for older adults with
and without a current MDD and (b) the level of degzive symptoms reached at post-
treatment was maintained during the following ye&aompared to the individuals in
the waitlist condition, the course participants foyed significantly on the CES-D.
The overall between effect sizE9 was 0.49; for the non-MDESwas 0.30, and for
the MDD ES was 0.92. No spontaneous improvement during theweek waiting
period on any of the outcome measures was found.tib groups did not differ in
the use of antidepressants and all participantsfelfmved concurrent psychotherapy
had been excluded from the study. Therefore, tteemied changes can be attributed
to following the course.

A third important result was the level of depressibat was reached at post-
treatment. Originally 85% scored above 16 on the&SCE at the conclusion of the
course this percentage had dropped to 62%. Althoaigpositive result, a high
proportion of elderly remained with a clinical redmt amount of depressive
symptoms.

Satisfaction with the course was high. Participaated the course with a 7.8
=1.2) on a scale from 1 to 10 (“good”). On the stign if they would recommend the
course to someone else, 78% replied ‘Yes’ and 28/ ‘81aybe’. Dropout in the
sample studied here was a mere 15% and the medpenwsessions attended was 9
(SD = 1.0). These results indicate that the courstulfiling its aim of being an
acceptable, low-threshold intervention. At the dosion of the course one third
(33%) had the opinion that the course had helpki, £6% said it helped a bit and
11% did not find the course beneficial. The need obntinuation of the course, which
was expressed by nearly 44% of the participants, wmaelated to the diagnosis at pre-
treatment or to the decrease on the CES-D duraajrrent.

In sum, the study showed that it is a valuablerirention, well accepted by the
target group. The course was beneficial for algareless of clinical diagnosis.
However, the post-treatment level of functioninglioated that for 62% of the
participants treatment should be continued.
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1.4 Study 3: Predictors of outcome

The second major question of this field study comed the prognostic characteristics
of the participants of the course for immediatevadl as long-term effects. A total of

232 participants returned the questionnaires oflaeemeasurement (14 months FU)
and were reached for the diagnostic interview. Adevivariety of demographic,

clinical, psychosocial and treatment factors thayrave been relevant for indicated
prevention and treatment of major depression weesl o examine their contribution
to the immediate and maintenance effect.

Random coefficient regression models were usedxémnae in one model the
initial depression severity as well as the changer ¢ime. Group membership was
also examined as a prognostic factor. First, thalyses showed that group
membership was irrelevant for the variation in tmeent outcome, i.e., there were no
CWD groups that produced significantly higher ovéo outcomes than other groups.
The standardized format of the course seemed taremiat the benefits of attending
do not depend on individual differences betweemugieaders or differences in group
interactions. Second, greater immediate improvemest predicted by four variables:
(a) current MDD, (b) a high level of anxiety, (&sk previous episodes, and (d) a
higher level of education. Third, the level of degsion reached at post-treatment was
maintained over the next 14 months and there wedlyhany variation in this mean
trajectory. No baseline variables predicted thengkabetween post-treatment and 14
months FU.

To analyze the long-term effectiveness of the C@ébrse in preventing a new
depressive episode, a subgroup of 180 non-MDD giaatits at risk for developing a
new episode (indicated prevention) at pre-treatrnead selected. At risk were those
with a CES-D score> 16 or at least one previous major depressive dpisAt 14
months FU 129 complete datasets were available.ifidcidence of a MDD in this
group was smalln(= 8).

To summarize the results of this study: First, ¢berse was beneficial for both
non-MDD as well as MDD participants. Three clinicadriables were found to be
statistically significant predictors of immediateutoome. Second, the level of
depression symptomatology reached at post-treatwanimaintained over the next 14
months, indicating that the course was enough rnreat for those with a post-
treatment score below 16.

1.5 Study 4: Specificity of Autobiographical Megnior older adults

Autobiographical memory specificity is considerepassible marker for depression. It
is often measured with the autobiographical memtask (AMT; Wiliams &
Broadbent, 1986). The studies are predominantlyiezhrout with middle aged
samples, but hardly in older adults without braaimége or cognitive dysfunction (see
for a review van Vreeswijk & de Wilde, 2002). Ouudy had two parts. In the first
part, scores on the AMT of never depressed andtteangeniors were compared with
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each other. A second question in this part of thdyswas the separate effect of mood
it self on the AMT. This question was addressedhwat mood induction (MI)
experiment. Both the never depressed (ND) seniodstlae remitted depressed (RD)
were subjected to this experiment. The AMT was aistéred before and after the
MI, which raised the question about the existerfqaractice effects.

The ND group consisted of 58 individuals and the g&Dup was formed by 63
participants who responded to the CWD course (@iethe conclusion of the course
they did not feel depressed nor did they meet ftiteria of MDD). To examine
possible practice effects 26 of the participantthefND control group were randomly
assigned to a neutral mood condition, the otheNB2individuals were exposed to a
sad music condition. Comparison of the two groupsaged that there were significant
differences in mood ratings between the two groums,the changes in the AMT
scores did not differ significantly. Hence, therere/no practice effects.

All 63 RD participants were subjected to the sad Mkewise the changes in the
AMT scores and in mood of the RD group< 63) and the ND groum(= 32) were
compared to examine differential effects of an petlisad mood between the remitted
and never depressed individuals. The researchignestthe second part of the study
concerned the qualities of the AMT as a prognosditable for relapse. The course of
depressive symptoms was assessed in 60 RD seniersaol4 months follow up
period.

As expected, all individuals retrieved fewer specihemories than the norm for
middle aged individuals. However, contrary to oupectations, no differences in
AMT were found between course participants and Mbtrols. The results of the Ml
experiment showed that a despondent mood was iddmcéoth groups. However,
AMT scores were not affected by the MI in eithepyp. Changes in the level of
depressive symptoms at the 14-month FU were naigiesl by baseline AMT score,
or the changes in AMT scores or mood ratings tbdowed the MI. Our findings
suggest that in late life effects of normal agimgepisodic memory, as measured by
the AMT, cannot be differentiated from the possitégrimental effects of depression
on AMT.

2. Discussion of the resultsin the per spective of theliterature

The CWD course we studied was the version availadl@on-demented community
living seniors. The individuals who enrolled weree tyounger old; 50% of the
participants were between 55 and 64 years old hen@®5% between 65 and 74. The
older old of 75 and older formed a minority of 15 Furthermore, the participants
were mostly white, born and bred in the Netherlamasl relatively highly educated.
Also the majority had sought help in the past fwit depression and had received
some form of treatment. The recruitment strateffidsd in attracting the therapy shy,
non-white, less educated and the older-old depdessbviduals. This is a problem
Karel and Hinrichsen (2000) have identified in therticle on the treatment of
depression in late life. In most of the studiesveihg psychotherapies to be effective
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in the treatment of depression in older people, pheticipants in were relatively
healthy, white, well-educated community living aduh their 60s and 70s.

With regard to depressive symptomatology, we foamdean score on the CES-D
of 25 (9.6), which is well over the recommendedtfuscore of 16. In a non-clinical
ssample a scoee 16 is an indication of a clinically relevant degs®n. In our sample
a score> 16 not necessarily meant a clinical diagnosis wfiror or major depression.
A cutoff score of 25 yielded a better balance betwsensitivity and specificity. The
older adults with a CES-D score25, but without a major depression (false pos#jve
were characterized by more previous depressive@pssthan the true positives. This
suggested that the combination of a high score hen GES-D with a history of
depressive episodes falsely points to a currentedsin. However, it can also be
understood as an indication that either a new dspe is developing or that the last
depression is not fully in remission.

Although 25 was the optimal cutoff score for détegthe presence of a major
depression, one should not ignore the observatiaha CES-D score 16 is still a
sign of serious distress. Or differently statedewhhe CES-D decreases below 16 the
participant is probably recovered. A scerd6 could be a warning that either a new
depression is developing or that the last deprassiaot fully in remission. A score
25 is an indication that a minor or major deprassiould be present.

Because the aim of the course was prevention a$ aeltreatment, its
effectiveness in preventing a major depression bélldiscussed separately from the
effectiveness of the course as treatment of magpression.

2.1.Prevention

In the non-MDD subgroup lowering the level of degsige symptoms implies a better
chance to stay in remission or to avoid a firstrdepion developing. The effect size
(ES of 0.30 for the non-MDD group was comparable e meanES (0.24) of
prevention programs for older subjects at risktfi@r development of depression (Jané-
Llopis et al., 2003). A recent meta-analysis of gh®jogical treatments of
subtreshhold depression by Cuijpers, Smit and veateh (submitted), concluded that
psychological interventions combined with care asal can effectively reduce the
incidence of a major depression 12 months lateagreement with this conclusion,
we found that 14-months after the conclusion ofdberse the symptom level reached
was maintained during that time and only eighthef 129 persons who were at risk
when they started the course, had a MDD 14 moritestae conclusion of the course.
Although our study lacked a control group to coneptite long-term effects with, it
seems justified to see these results as an indicatf a successful prevention of
recurrence or incidence for the year following ttmurse. The long-term protective
effect of cognitive therapy with younger adultsiwiesidual symptoms was shown in
a series of studies (Fava, Grandi, Zielezny, RdliakeCanestrari, 1996; Fava et al.,
1994; Fava, Rafanelli, Grandi, Canestrari & Morph998). They found a decrease in
residual symptoms and a lower rate of relapse énGBT intervention group. In the
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first two years after the intervention, the diffiece was small but at four years follow
up the effect was significant, after which it taguboff.

So in general, the results of our study fit in wother studies that found that group
treatment for older adults can have a protectivecefjust as it can have for younger
adults. However, prevention should be an ongoiffigriebecause its effect may wear
off as Fava et al. (1998) showed in younger ad@ecoming older also means an
increasing chance of bereavement, physical disaléind sleep disturbance. These are
all significant risk factors for the incidence aépiession (Cole & Dendukuri, 2003).
Just like patients with chronic medical conditionthpse with a past of major
depressive episodes should receive regular check ragarding their level of
depression symptomatology.

2.2. Treatment

As in the non-MDD group, the level of depressivenpyoms in the MDD group

decreased significantly as well. The effect sizeéh@ MDD group was large (0.92),
and comparable with effect sizes reported in studigh older subjects with clinically

relevant levels of depression (Cuijpers, 1998c;jgeus, van Straten & Smit, 2006;
Engels and Verwey, 1997; Scogin and McElreath, 1984this subgroup 94 (73%) of

the 128 participants were interviewed at 14-morithk of these 70 (74%) were in
remission. A probably flattered result, because3héndividuals not reached may still
have been depressed and avoided being intervieWadng these individuals into

account, remission ranged between 26% - 54%. Losick of these participants
certainly also pleads for continuing care for tlatigipants with a MDD. One of the

participants that met current criteria for MDD dgithe FU interview expressed that
she was not aware that she could contact her CMi#thavhen she was still feeling
depressed. She seemed to be under the impressiothéhCWD course was all the
psychological treatment that could be offered

2.3 Characteristics that predicted outcome
In our prognostic study we found four variablesttpeedicted greater immediate
improvement: (a) current MDD, (b) a high level aixéety, (c) less previous episodes,
and (d) a higher level of education. The first tpredictors reflect the finding that in
general those individuals with the highest levdlsymptom distress will show the
greatest reduction (Garfield, 1994). Our findingtttreatment response was negatively
affected by the number of previous episodes igim With the conclusion of Hamilton
and Dobson (2002), who reported in their review thgpatients suffering from acute
MDD, treatment response is negatively affected biprpdepressive episodes or
chronicity. However, in our study the size of tlifeet of this variable on the outcome
was clinically meaningless and doesn’t warrantctela.

In the literature, findings on the relation of edtion level to treatment outcome
are inconclusive (Garfield, 1994). InterestinglyeiBmetz et al. (1983), who looked
for client characteristics that predicted the oatecof the CWD course in adults with
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unipolar depression, found that reading ability diceed a significantly better
treatment outcome. They hypothesized that readmiliyais important because the
program uses a lot of written material. In the sai@ of thinking, we postulate that
for those with more years of formal schooling tdeeational format of the course is a
familiar way of learning. However, this explanatidnes not fit in with our finding
that the dropouts were also higher educated in eoisyn to the participants who
completed the course.

2.41s performance on the AMT a marker for depressioolder adults?
Our findings suggest that in late life, normal agieffects on episodic memory as
measured with the AMT cannot be differentiated fritra possible detrimental effects
of depression on AMT. There are several ways tda@xghese results. The first one
with regard to the effect of age is that a flodeef is reached. With only 10
observations the AMT may not be sensitive enoughlifterentiate between the
decline in specificity which is part of normal agirof the episodic memory and
possible larger decrease due to the cumulativectefié aging and depression. A
suggestion for future work is to adapt the AMT foe use with elderly by increasing
the number of cue words, or increasing the stragiemwhich to perform by allowing
less time to come up with a memory. The latteraseld on the assumption that the
performance on the AMT may be accounted for by etiee functioning (Dalgleish et
al., 2007). Moreover, alternative measures suclthasAutobiographical Interview
(Levine, Svoboda, Hay, Winocur, & Moscovitch, 2008)ght prove to be a more
valid instrument for the use with seniors. A secamegrpretation is that our results
support Williams’s theory (1996) that emotional ttas may affect retrieval in the
same way as structural changes caused by agindeshwe, in late life, normal aging-
effects on the episodic memory system cannot Herdiitiated from the detrimental
effects of depression. These cognitive changesarotfoning due to depression could
happen as early as adolescence (Park, Goodyeaagdake, 2002) and remain stable
over time. In schizophrenia research, a similarcbgsion has been drawn. After the
onset of schizophrenia, cognitive deficits wereniduo be stable over time (Rund,
1998). Whether the impairment caused at an eatjeris reversible or not, is not yet
clear. Teasdale et al. (2000) reported an incredspecificity after a Mindfulness-
based Cognitive Therapy for depressed patientgrmission. In another study, older
depressed patients became more specific afteriggantautobiographical memorizing
(Serrano, Latorre, Gatz & Montanes, 2004). Theltesi both studies indicate that at
least better use of the remaining faculties is iptess

In our study, there were no effects of the Ml oe AMT scores in either the ND
or the RD group. This indicates that, contrary e tesults of MI experiments in
younger samples (Yeung, Dalgleish, Golden & Sharte®06; Svaldi & Mackinger,
2003), memory specificity in older adults, regasglef their clinical history, is not
affected by a change in mood state. In the lighdwsffirst result, this is not surprising.
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The second part of our study was directed to inyat the power of the AMT in
predicting changes in depression symptomatologyDnindividuals. Not surprisingly
(Judd et al., 1998), previous depressive episodesged to be a strong predictor of
change in depression severity. Whereas, AMT scarkanges in AMT scores and
mood ratings after a negative M| were not progmrosti

We conclude that in adults aged 55 and older, ANdress are not a marker for
vulnerability for depression, nor can they predichanges in depression
symptomatology. Finding no difference in AMT betwe¢he ND and the RD
individuals, the latter result stands to reasorsiddss, two other studies also concluded
that AMT scores were not predictive of either tloeirse of depression (Raes et al.,
2006) or of relapse/recurrence of depression ($piah et al., 2006).

To summarize the results:

Although not all had a MDD when enrolling into theurse, the vast majority had a
lifetime major depressive disorder and a high lesfedepressive symptomatology.
The mean score on the CESD in both groupsxva6 level. Thus, in both subgroups,
a decrease in depressive symptomatology was thieedesutcome, and we can
conclude that the course succeeded in reaching gbé. However, the clinical
relevance of the course turned out to be modes.prbportion of individuals with a
CES-D score below cut point had increased with eerd8%. Other large studies both
American and European in which community living ises with minor and major
depression were targeted have found similar regQlehanowski et al., 2004; Uniitzer
et al., 2002).

The clinical significance of the four charactedstithat predicted immediate
outcome was small. Also no specific characteristiese found that predicted outcome
at the long-term. For current clinical practicestimeans that there is no reason to
change the present way of selecting participantsvéver, the large proportions of
participants (+ 60%) with a post-treatment scerg6 at the end of the course, forms
an indication that the course may not have beeficaift for a substantial part of the
course participants.

3. Could the cour se be more effective for the participantsreached in our study?

The course is a brief, broad multi ingredient imégrtion. The question arises if this
format forms its strength or that the course wobkl more effective with fewer
ingredients. In a recent meta-analysis of psyafiold treatment of late-life
depression (Cuijpers, et al., 2006) no differerinesffectiveness were found between
the multi-ingredient CBT and other types of psydgidal treatment. Included in the
meta-analysis were behaviour therapy, CBT, goalded group therapy, interpersonal
therapy, life review, problem solving therapy, areminiscence. Some of these
treatments focus more on the acquisition of ond ekitechnique. So, in terms of
effectiveness, the CWD course it is not likely moprove by reducing the number of
ingredients or changing the contents.
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A second important finding was that evaluationha& course by its participants is
good. The course was designed as a low threshigld/ention that would be attractive
for people who are shy of psychological treatm@&hie value of non specific factors
such as belonging to a group whose members hav&sipnoblems could play an
important role in achieving this.

The conclusion is that for this group of relativelgung, healthy and highly
educated participants the course needs no majongeBa The many different
components make the course a low threshold andlyvagplicable intervention as
there is something in it for everybody. The cowsald be a first experience of what
psychological treatment has to offer and how irdlial problems could be targeted.
The familiarity with different skills and technigsiecan help in selecting an
intervention or treatment either the next time espe shows signs of becoming more
depressed or when further treatment is advisalile. &bove sketches the use of the
CWD course in a stepped care model. It would ber@sting to study the role of
education to gain a better understanding how iielisted to dropout as well as better
outcome. At the present, a recommendation to ati@ptourse for the less educated
participant cannot be made on the basis of ouraditting results.

4. Limitations and Strengths

4.1 Limitations

We did not administer the M.I.N.I. at either pagatment or at the two months FU
measurement. Neither did we use a structured potive interview to establish

relapse or recurrence during 14 months since thesedinished. This was a drawback
in all studies except the one on the criteriondifi of the CES-D (chapter 2). We

could not predict the effect of the course in preiey a MDD for those at risk at post-
treatment or during the follow up period. Hence, msults pertain mainly to the level
of depressive symptoms experienced by the partitspan order to classify the

clinical level of depression, we used the cutoffrecof the CES-D to describe the
individual course of depression over time, a methtsb described in other studies
(Beekman et al., 1995).

In the controlled study, a large proportion of etdevere not willing to be
randomized and insisted to participate in the awfstheir choice. This could have
resulted in selection bias threatening the extenadidity of the results of the
effectiveness study (chapter 3). However, comparigd the elders that were
randomized with those who refused randomizationwslib that there were no
significant differences between these two groupsoicio-demographic characteristics
or mental health.

Another limitation is the lack of a control conditi for the follow-up part of the
study. This naturalistic follow-up does not allowd&finitive conclusion that the course
of depression during the follow-up period may bktexl to the intervention. Also,
follow-up was only conducted in the first year éolling the course. Longer FU
periods of the treated elders are needed to knawidwog the protection holds.
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The study on autobiographical memory also had stim#ations. First, the
control group was recruited among acquaintancesivfersity staff and students, and
was therefore much higher educated than the expatah group. However, this
selection should have maximized the difference betwthe two groups. On the other
hand the control group was slightly older which Iddoave minimized the difference.
Second, no other memory tasks were administerad;ehtihe two groups could not be
compared on other correlates known to be relateajiog and depression. Executive
control and some memory functions such as episodimory deteriorate with age
(e.g. Levine et al., 2002; Siedlecki, SalthouseB&ish, 2005; Winthorpe & Rabbitt,
1988), but are also consistently found to be ingzhin depressed and RD individuals
(e.g. Burt, Zembar, & Niederehe, 1995; lilsey, Motfo& O’Carroll, 1995; Fossati,
Coyette, Ergis, & Allilaire, 2002; Raes, et al.,08Q Spinhoven et al., 2006). In a
recent study Dalgleish et al. (2007) concluded thatAMT can be seen as a measure
of executive functioning.

Because of the lack of data on the incidence of Mi2iveen the mood induction
and the 14 months FU and the lack of assessmentiemkssive symptomatology
during the FU period, we could not be certain tiatmore individuals had suffered a
relapse than the three individuals at 14 monthsAtdl our results pertained only to
the level of depressive symptoms experienced bypthréicipants at the Ml and 14
months FU.

4.2 Strengths

The strength of the study in general is that thigpigically supported depression
intervention program which is provided by the méhtalth care system on a national
scale was studied in its natural setting. The #ffeness was studied with a
randomized block design. By doing so the desirdeures of both efficacy and
effectiveness research were incorporated, sineea#t prospective, randomized, and
focused on a replicable intervention. Besides, ghoparticipants were included to
detect a medium to large between-group differenadfiectiveness.

To our knowledge, this is the first study that ekas prognostic factors of
outcome of this type of group intervention in thayit is utilized by the mental health
care system. The sample studied was heterogenBatigipants differed in level of
depression symptomatology, unipolar depressionndisgs, history of depression, and
in comorbid anxiety disorders. Most of the partiifs of the course who fulfilled the
inclusion criteria participated in the study andysid in the study until the last
measurement was administered. The size of the sastpdied was large and a wide
range of variables was examined for their progeostlue. The long follow up period
allowed us examination of the clinical status (preg of MDD) a good year after
enrolment into the course. Also, our sample of Arivention groups was large
enough for the use of random coefficient regressimdeling (RCRM) (Kreft &
Leeuw de; 1998), and justified our conclusion thia¢ variance due to group
differences can be ignored. Furthermore, the udRGRM as method of analyses had
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the advantage that in one model, the influenceredliptors on the initial depression
severity as well as the change over time could leen be analyzed. This allowed for
a more comprehensive understanding of the effhatsthe different predicting factors
have on the initial level of depression symptoresponse to the CWD course and the
maintenance of the achieved improvement.

The study on autobiographical memory in older adbkd the following merits.
First, the AMT is much less studied in older than younger adults. Second,
performance on the AMT was compared between clirdoa healthy older adults.
Third, none of the individuals was currently degess which allowed us to examine if
performance on the AMT could be a function of ineldlanood state irrespective of
depression symptomatology. Fourth, administratibthe AMT twice within a single
test session enabled us to examine test-retestteffénd finally, the second part of
our study had a longitudinal design allowing ustmclude that performance on the
AMT is not a predictor of changes in the level epdessive complaints in older adults
who responded to the CWD course. In fact result®wf study indicate that it is
unwarranted to conceptualize performance on the A& marker for vulnerability
for clinical depression in older adults.

5. Implications for the community mental health servicesin the Netherlands that
provide the CWD course

The high proportion of elders with an acute MDDamixiety disorder was a surprise
for the prevention workers. Firstly, this meantttbg accepting elderly who meet the
criteria for a psychiatric disorder, the preventd@partments crossed the line between
treatment and prevention. In itself this is notrabpem: after all, the course was
developed as a group treatment for unipolar dejmesklowever, when offering the
course embedded in the official mental health system and knowing that such a
high proportion of the participants will have a gsatric disorder, proper clinical
diagnostics should be part of the intake. To irigest whether the course provided
sufficient treatment, the mental status of the ipgents should be known exactly
beforehand as well as at the conclusion of the seouAt the present performing
clinical diagnostics are reserved for the treatndemartments. There are good reasons
to make these distinctions, but bearing the resafltthis study in mind, this policy
should be reconsidered.

Secondly, the high number of participants with aMdI¥ disorder implied that
many participants did not seek treatment unlesg\were greatly distressed. Although
information about the availability of the course rigularly sent to primary care
centers and 86% had sought treatment currentlynathé past, only 15% of the
participants reported that their GP had suggediat the course might be helpful.
Because the GP is the first health professionatedspd elders will turn to, efforts to
increase information about the course should beoaity for mental health care, since
the course is indeed low threshold and has beesptext well by the participants.
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A related issue is that many seniors with mild dspive symptoms, for whom
this course seem so well suited, have not beemeeadt the Trimbos institute, where
the Dutch adaptation of the course was developgeda$ estimated that a mere 700
elders enroll per year (oral/ unpublished inform}i Considering the great numbers
of seniors at risk for a major depression (see @nep, more effort is needed to reach
them and to do so repeatedly.

For people seeking help for their depression, tdéDCcourse in this form could
also be fitted in a stepped care framework as tmiantion of mild intensity. Stepped
care models have been propagated recently as atevagaximize efficiency of
treatment by stepping up the intensity of the weation according to individual need.
Interventions of mild intensity are tried first addpending on the effect, treatment is
continued or stopped (Davison, 2000; Haaga, 200Dglb & Sobell, 2000). In such a
framework, the CWD course could have been preceoeda minimal contact
intervention (Willemse, Smit, Cuijpers & Tiemend)0B) to alleviate the depressive
symptoms. After further diagnostics in persons idrom the course may not have
been sufficient, further treatment can be starfethodel such as this would involve a
less rigid separation between prevention and treatrdepartments. At the present, a
trial is conducted testing the feasibility of a gao stepped care program for elderly
living in the community who are at risk for deveilog anxiety or depression (van ‘t
Veer-Tazelaar et al., 2006). Stepped care progmaitis problem solving treatment
have successfully been carried out with elders wwitgjor depression or dysthymia
(Unutzer et al., 2001).

The results of this study and possible change&énctrrent protocol were discussed
with the professionals involved. The feed-back &ind of the following points:

1. This study provided scientific evidence that thairse was beneficial for
non-MDD and MDD participants.

2. There is no need for further selection beyond viddbne now.

The endpoint reached depends on the severity dtefi@ning.

4. Clinical diagnosis showed that 60% met the critefione of the following
DSM-1V disorders: a major depressive episode, amegndisorder or both.

5. The mean sum score on the CES-D, which measurdevbeof depressive
symptoms in the past week, resembled the mean foondamples of
psychiatric outpatients.

6. A standardized measure such as the CES-D shoulgysive administered
before and at the conclusion of the course.

7. A cut off score of 16 is an indication of a highvdé of depressive
symptomatology and indicates that the participantat risk for a (new)
episode. Further diagnostics are strongly recomeend

8. A participant with a CES-D score25 definitely needs further diagnostics as
the possibility that he/she suffers from a majgordssion is 63%.

w
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9. Furthermore, for the group suffering a MDD at pieatment, the magnitude
of the change can also be an indication whethercthese was the right
intervention. Changes smaller than 4 points areel@ble, but can be due to
fluctuations in the CES-D.

10. What can be expected from the course should belxleammunicated both
to the potential participant as well as to refagrivealth professionals (GP’s,
social workers and other primary care professignaispecially the
expectations for those with a major depression Ishioei realistic.

11. The broad inclusion criteria and low threshold #&st the prevention
department result in a very heterogeneous grougldgfrs. Although nearly
all had a lifetime diagnosis of major depressiothattime of enroliment, the
level of depression symptoms varied widely. A copsmce of this policy is
that the prevention departments engage in preveasowvell as in treatment.
This has consequences for responsibilities of these leaders.

6. Futuredirections

What about the older adults that do not fit thefipecof our sample?

It has taken a long time to shake off Freud's lggae., the thought that older people
lack the mental plasticity to change or benefitrirpsychotherapy, or that depression
is a natural consequence of the increasing nunfdesses experienced as we age. In
the last twenty years it has been shown many tithas treatments effective for
younger adults with depression were also effectoreseniors (see Cuijpers et al.,
2006), at least for the younger, white, well edadasenior. But what about the very
old, or not so well educated or non-white depresseiors? In the next section | will
reflect on these issues.

6.1 Age

Karel and Hinrichsen (2000) have emphasized thaties of effective treatment for
the frail elderly have been few, and stressedttiege are much needed: the mean age
of the Dutch population is increasing and the grotigery old will grow accordingly
(Central Bureau for Statistics, 2007). It is conebie that some components of the
course are more essential for the oldest old tbhathe younger old; DeBerry 1989 (in
Wetherall, 1998), for instance, concluded thathie treatment for anxiety relaxation
techniqgues were more beneficial than cognitivelskiThey may also be gender-
specific. In men, for instance, chronicity was assted more with lack of social
support, instrumental support, functional disapiland cognitive decline than in
women (Schoevers et al., 2003). Jané-Llopis ef28I03) have found in their meta-
analysis that programs including competence enimaacthad the highest effect sizes
regardless of age group; however, for older adsidtsial support proved to be an
important component, while programs with behaviteahniques were detrimental for
this age group. They have concluded that reseacheeded to establish which
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components of existing interventions are suitabtetlie oldest old. In a meta-analysis
of the effects of outreach programs for late-lifspkssion, one of the predictors for
dropout was participation in a cognitive behavidyragram (Cuijpers, 1998c). Other

predictors for dropout were the percentage of fenparticipants and the number of
sessions. The question whether these predictors age-related was not answered in
this meta-analysis.

Currently, internet versions of the CWD course arailable. These may well do
for the younger old, but may not suit the older fddwhom the weekly get-together
may be an important factor in decreasing the dspredeelings. Besides, the older
old are likely to have to cope with loss of funaii ability. Enhancing competence in
solving immediate problems is important in enablpepple to cope with feelings of
loss of control and independence.

Age-related conditions associated with depressiom @dementia, myocardial
infarction and stroke. The Leiden 85-Plus study blaswn that dementia precedes
depression, but does not accelerate it (Vinkerssékloo, Stek, Westendorp & van
der Mast, 2004). The overlap between depressiorapathy, possibly an early sign of
dementia, is large, and more research is needednterstand the underlying
mechanisms. Dementia is an exclusion criteriortHerCWD course. Steps have been
taken to design or adjust treatment appropriatéhisrgroup of older persons and their
caregivers. For instance, Teri, Logsdon, Uomoto BeCurry (1997) carried out a
controlled clinical trial including behavioral tlay for older patients with dementia
and their caregivers, and Miller and Reynolds 20@6) are currently exploring ways
in which Interpersonal Psychotherapy, which is &sown as an effective therapy for
late-life depression, could be modified to bettenve the older person suffering from
cognitive decline and their caregivers.

The chance to get a myocardial infarction, a hdsease related to depression, is
more likely in later life. On the one hand, depi@sss an independent predictor of
cardiovascular diseases such as myocardial infexcton the other hand major
depression often follows myocardial infarction (§ree-Smith & Lesperance, 2005).
Post-myocardial infarction (post-MI) depressionreases the risk by 2-2.5 (Melle et
al., 2004). Recent studies designed to examineffieets of the treatment of post-Ml
depression have shown that neither treatment Wi (Beekman et al., 2003) nor
medication with antidepressants (SSRI's) (Melleakt 2007) improved long-term
depression status or cardiac prognosis. Although bwjor depression and post-Mi
depression are characterised by sadness and apa#tyyM| depression shows mostly
somatic symptoms of tiredness and poor sleep bigelongs of guilt, shame or being
worthless. This form of depression is called somadepression. A similarly
disappointing result was found regarding the tresitinof depression after a stroke. In
about 25% of cases mood disorders occur in theyf@ar after the stroke. These can
be treated with either antidepressant medicatiompsychotherapy. In a Cochrane
review of 2004, the authors found insufficient eride for the advantages or
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disadvantages of treatment with antidepressanpsyrhotherapy (Hackett, Anderson
& House, 2004).

6.2 Education and lower social economic status

In our sample, a relatively high proportion of papants, taking into account the age
cohort they belong to, were highly educated. Thig/rimdicate that the less educated
are not reached by the recruitment strategiesaedme extent. A reason might be that
the idea of taking a course is not appealing bex#uss too intellectual. A possible
alternative in the management of depression coelgphysical exercise programs. In
their meta-analysis, Lawlor and Hopker (2001) codeld that although the studies
analysed had important methodological weaknesskegsiqal exercise did have a
positive effect on depression equal to the efféc€BT. For the less educated and
individuals with lower social economic status (SE&Jercise programs may be more
acceptable and attractive. Currently the mentaltihezare institutions in The Hague
and Maastricht are offering exercise programs tamem with mild depression
(indicated depression) from lower-SES. How effextsuch programs are for this
target group has not yet been studied (Meyer, Sseihoemaker & Cuijpers, 2006).
There is no reason why older depressed people dinotilbe engaged in exercise with
the aim of reducing their depression.

Another aspect to consider is the venue of the CWfbrse. Taking the
intervention program to the communities of the ¢éargroups may be important in
order to avoid the stigma that may be connecteld mintal health care. Examples are
the interventions described below, which were dewedl for Turkish and Moroccan
labour immigrants.

6.3 Ethnicity

The large wave of Turkish and Moroccan labor immigs in the ‘60s and ‘70s of the
past century are now becoming part of the senipufaion. Depression as measured
with the CES-D was much higher amongst these grthgsin the Dutch seniors (van
der Wurff et al., 2004). Eeconomic status of thfast generation migrants is poor;
their income is low, housing is poor, and they db $peak Dutch. Many suffer health
and psychological problems (de Vries & Smits, 2008)ey are known to visit their
GP, but hardly use the mental health care systemwud sample none enrolled.

As a form of universal prevention the Trimbos g8 has developed ‘living
room’ meetings for older women of Turkish or Morancbackground to prepare for
old age (de Vries & Smits, 2005). The target gronpse reached through Turkish and
Moroccan women organizations. The hostess - ok#me background- played a key
role in the success. The strength of this appréads low threshold. It can also pave
the way to the mental health care system. For yeuigrkish or Moroccan women
the CWD course was adapted. In a pilot study therseo was found to reduce
depressive symptoms (Meyer et al., 2006). May kectiurse could be further adapted
for older Turkish or Moroccan women.
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A program based on reminiscence or life review degeloped for both Turkish
and Moroccan elderly with mild depression (indichprevention). This program was
not conducted at a private home but at a local conity centre. There were separate
groups for men and women. Both the ‘living roombgram and the reminiscence
program are new and their effectiveness has nat baalied yet. A characteristic of
both programs is that they are carried out in timenédiate environment of the
participants instead of in one of the mental heaitte centers. This might be a good
approach to reach low-SES groups from Dutch orrogienic origin (for instance the
Hindu-Dutch also form al large ethnic group) aslwe€his approach of bringing the
intervention to the target group, avoids the stigatiached to mental health care
centers.

And maybe a more physical approach works here rbaite In Amsterdam a
fithess program for woman of different ethnic backad was recently hailed. How
effective these are in reaching these populatibasare usually difficult to recruit for
interventions and how effective they are in redgadilepressive symptoms is a matter
for future research.
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Summary

It has taken a long time to shake off Freud’s lggae., the thought that older people
lack the mental plasticity to change or benefitrfrpsychotherapy or that depression is
a natural consequence of the increasing numberssék experienced as we age. In the
last twenty years it has been shown many timestthatments effective for younger
adults with depression were also effective for @en{see Cuijpers et al., 2006). In this
thesis, the effectiveness of the Coping with Degices (CWD) course for depressed
older adults living in the community is investigat&he course was developed in the
United States of America by Lewinsohn and Clark88@) as a curative outreach
program for adults with unipolar depression. Addptes followed for other
populations with unipolar depression known to bedha reach (Cuipers, 1998a). In
the mid nineties of the previous century the counses adapted for the Dutch
community living senior and implemented in the gnetion arm of the community-
based mental health care system. The preventiomriepnts offer the course
regularly to seniors with mild depression.

Efficacy studies in which the course was carrietioeontrolled research settings
showed medium size effects (Cuijpers, 1998b). Tlaénnobjective of this research
was to study whether the course was also effentitiee usual care setting when given
by the typical community staff to consumers of cammity mental health services. To
ensure this objective the study was embedded ipribeedures used by the prevention
departments of 13 community mental health cent@MHCs) throughout the
Netherlands. A total of 318 participants in 43 gasrtook part in the study.

First, we studied the criterion validity of the @enfor Epidemiologic Studies
Depression scale (CES-D; Radloff, 1977), a widebed self-report questionnaire
measuring the level of depressive complaints. Vékdd at the immediate effects and
the effects after one year. A second question gorcethe prognostic characteristics
of the participants of the course for immediaten@H as long-term effects. A wide
variety of demographic, clinical, psychosocial anehtment factors that may have
been relevant for indicated prevention and treatroémajor depression were used to
examine their contribution to the immediate and ntexiance effect. We also
investigated whether the specificity of the autgbéphical memory was a marker of
vulnerability for depression or a factor predictiedapse a year after the conclusion of
the course.

Main findings

Characteristics of the participants

The age of the individuals enrolling ranged from 5585. About half of the
participants were so called young elderly aged 58 ,-the oldest old (75 — 85 years of
age) formed a minority of 15%. Two thirds were féen&0% was living alone, of
which 43% was widowed. In this sample a third hddvalevel of education: primary
school only or lower vocational training. A mediunigh level of education was
achieved by 40%, and 27% had taken tertiary edutaftollege or university).
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Compared to the cohort this sample belongs to (@eBtireau of Statistics, 2007), the
course attracted higher educated participants. thirds reported to suffer from at
least one chronic medical condition. The featurfethis sample are characteristic for
individuals vulnerable for depression (Beekman,akt 1997; Cole & Dendukuri,
2003).

The level of depressive symptoms was high, thamsaim score on the CES-D
was 25.9 (SD 9.7), and 85% had a CES-D sedt6é which indicated the presence of a
clinically relevant depression. At the time theyrevenrolled 42% met the criteria for
a DSM diagnosis of major depression (MDD), also 428d an anxiety disorder. The
double diagnosis MDD-Anxiety disorder was given2@%. Only 14% had never
experienced a major depression. Half of the paditis were treated with
antidepressants or tranquilizers for their depoessihe mental health status showed
that the elders in this study resembled a samppesgthiatric outpatients more than a
community sample.

Criterion validity of the CES-D

The Mini International Neuropsychiatric Interviewl(.N.l.; Sheehan et al., 1998)
was used to establish ‘gadthndard’ diagnoses including major and minor degve
disorders. Receiver operating curve (ROC) analysved that the scale’s operating
characteristics were satisfactory. The optimal aftit-score for MDD was 25
(sensitivity 85%, specificity 64%, and positive gicted value 63%). For minor
depression (or clinically relevant depression; CRibg¢ optimal cut-off score was 22
(sensitivity 84%, specificity 60%, and positive gicted value 77%). True positives
reported significantly more anxiety symptomatologgd more co-morbid anxiety
disorders, false positives reported more previ@meksive episodes. Subjects scoring
> 25 constitute a target group for further diagriosisessment in order to determine
appropriate treatment.

Immediate and long term effectiveness

The immediate effect was analyzed with a randomizenitrolled block design to
ensure that participants with and without MDD wdreided equally over the course
(intervention groupn = 52) and the waitlistn(= 58). To study the long-term effect
(limited to the first 14 months after the conclusiaf the course) a naturalistic design
was used.

Older adults in the intervention group showed aificant decrease in depression
symptoms. The overall between effect sig&)(was medium (0.49). For people with
MDD it was large ESypp = 0.92) and for those without a MDD it was sm&8&(, mpp
= 0.30). Gains were maintained over 14 monthshénintervention condition 83% had
a pretreatment scorke 16 on the CES-D, at post treatment 62% still sterd6. We
concluded that the course was beneficial for paditts with mild or severe
depression. Also treatment acceptability was hilgishould be fitted into a stepped
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care protocol that varies intervention intensitgading to clinical needs, using the
post treatment level of functioning as an indicafior the next step.

Predictors of immediate and long-term effect

Of the 317 participants (age 55 - 85 years; 69%afejnthat took part in this study,
232 were reached at the 14-month FU. A variety eimdgraphic, clinical,
psychosocial and treatment factors of possiblevaglee for indicated prevention and
treatment was investigated. Random coefficient eggion models and logistic
regression models were used to examine their conion to the immediate and
maintenance effect.

The course was beneficial for non-MDD and MDD papiants, and the level of
depression reached at the end of the course wagaimad over the next 14-months.
Current MDD, high levels of anxiety, less previodepressive episodes and more
education predicted a larger benefit. However, thinical significance of these
predictors was too small to justify further triagBurther treatment should be
considered for the participants with a post-treaimgeore> 16. Group-membership
was not a significant predictor of the variatioreiifect.

Autobiographical memory

The first aim of this study was to investigate éduced autobiographical memory
specificity (AMS), is a marker for depression irdet adults. Secondly, the separate
effect of an induced sad mood on AMS was studidet Autobiographical Memory
Task (AMT; Williams & Broadbent, 1986) was admieistd twice in a single session
to 63 remitted (RD) participants and 58 never deged controls aged 55 — 85 years.
A negative mood was induced in all RD individual$e controls were randomly
assigned to a neutrah (= 26) or a sad mood conditiom & 32). The course of
depressive symptoms was assessed in RD individuads a 14 months follow up
period.

All individuals retrieved fewer specific memoridgat the norm for middle aged
individuals. RD and controls did not differ in AM3cores or in their reaction to the
mood induction. The mood induction did not affdet AMT. There were no practice
effects. Changes in the level of depressive symgtaimthe 14-month FU were not
predicted by baseline AMT score, changes in AMTras@r mood ratings after mood
induction. Our conclusion is thgierformance on the AMT is not a marker for
vulnerability for clinical depression in older atul

In the general discussion we discussed the findoigbe four studies and their
clinical implications. We found that, although t8%/D course is beneficial for non-
MDD and MDD participants and well accepted by thérs not enough sufficient for
the elderly who are having high levels of depreassgmptomatology. We strongly
recommended that before and at the conclusion ef dburse, the CES-D is
administered and that participants scoring5 on the CES-D, should be followed up
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with a diagnostic interview to specify clinical dizgosis and appropriate treatment. It
should be fitted into a stepped care protocol thaties intervention intensity
according to clinical needs, using the post-treatmevel of functioning as an
indication for the next step.

The recruitment strategies failed in attracting therapy shy, non-white, less
educated and the older-old depressed individualés s a problem Karel and
Hinrichsen (2000) have identified in their artide the treatment of depression in late
life. In most of the studies that showed that psylcarapies were effective in the
treatment of depression in older people, the ppdids in were relatively healthy,
white, well-educated community living adults inith@0’s and 70’s. However, studies
of effective treatment for the frail elderly havedn few, and in the future studies
should focus on effective treatment for the frddes-old, or the elderly with mild
dementia. Moreover, it is of great necessity talgtnow the less well educated or the
large group of ethnic elderly can be reached anidiwimterventions are effective for
these elderly.
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Het heeft lang geduurd voordat we Freud's erferasyelijk dat ouderen de mentale
plasticiteit ontbeerden om te kunnen veranderda kfinnen profiteren van
psychotherapie van ons hebben afgeschud. Ook iddémtlat depressie een natuurlijk
gevolg is van de toename van de verlieservaringghaten bij het ouder worden
onjuist gebleken. In de afgelopen twintig jaarés$ veelvuldig aangetoond dat
behandelvormen die effectief bleken voor depressimiwassenen jonger dan 55 jaar,
net zo effectief waren voor ouderen met een dejgrésie Cuijpers et al., 2006). In dit
proefschrift is de effectiviteit van de cursus ‘Camag met depressie’ voor zelfstandig
wonende ouderen onderzocht. De cursus is in 198¢ Merenigde Staten ontwikkeld
door Lewinsohn en Clarke als een laagdrempeligéauth-programma’ voor moeilijk
te bereiken volwassenen met een unipolaire deprd3sicursus werd aangepast voor
andere doelgroepen met depressie, waarvan bekeatize moeilijk toegankelijk zijn
(Cuijpers, 1998a). Halverwege de jaren '90 van alége eeuw werd de cursus
aangepast voor zelfstandig wonende Nederlandsersentn geimplementeerd in de
preventie-arm van de geestelijke gezondheid zofg4)GSindsdien wordt de cursus
door de meeste preventie afdelingen regelmatigedzotgn aan ouderen met mild
depressieve klachten, vaak onder de naam ‘In deufiute put'.

Met effectstudies waarbij de cursus onder gecaedrole omstandigheden werd
aangeboden, waren middelgrote effecten aanget@uigbérs, 1998b). Het
voornaamste doel van dit onderzoek was om te ondken of de cursus ook effectief
zou blijken te zijn in de gebruikelijke praktijk nale geestelijke gezondheidszorg
(GGZ), waar de cursus wordt gegeven door typisoBZ Gedewerkers aan de
typische gebruikers van de diensten van de GGZd®duapel te bereiken was het
onderzoek ingebed in de procedures die de prevefdéingen van 13 GGZ
instellingen in Nederland gebruikten. In princip@#dy geschikt voor de cursus, is
geschikt voor deelname aan het onderzoek. In texdlthebben 318 ouderen verdeeld
over 43 cursussen deelgenomen aan dit onderzoek.

Eerst hebben we de criteriumvaliditeit van de CeftieEpidemiologic Studies
Depression scale (CES-D; Radloff, 1977) voor déeekproef onderzocht; de CES- is
een veelgebruikte zelfrapportage vragenlijst waarhnet depressieve klachten niveau
van de afgelopen week gemeten wordt. Met deze mfiggezijn de directe effecten
van de cursus en de effecten na een jaar onderzaghiste hoofdvraag. De tweede
hoofdvraag van dit onderzoek betrof de prognostis@nmerken van de deelnemers,
zowel voor het onmiddellijke als het lange terngffect. Om dit te kunnen bestuderen
zijn een breed scala aan demografische, klinigghyhosociale en behandelfactoren
die mogelijk relevant zouden kunnen zijn voor irdieve preventie en behandeling
gemeten. We hebben ook onderzocht of de specifivée het autobiografische
geheugen een kenmerk voor bestaande kwetsbaadwmidepressie kon zijn of een
recidive een jaar na de cursus kon voorspellen.

131



Samenvatting

Belangrijkste bevindingen
Kenmerken van de deelnemers
De leeftijd van de deelnemers varieerde van 55 ja@5 Ongeveer de helft van de
deelnemers behoorden tot de zogenaamde jonge owdkséijd 55 — 64, de oude
ouderen (75 — 85 jaar) vormden een minderheid %&0. Tweederde was vrouw, de
helft van de deelnemers woonde alleen en van hetd3f% zijn/haar partner verloren.
In deze steekproef was eenderde laagopgeleid,.dalleen lagere school, lagere
ambachtschool of huishoudschool. Een middelhogeidiply was bereikt door 40% en
27% was hoog opgeleid (hoger beroeps onderwijnivkusitair). Vergeleken met de
cohort waar deze steekproef toe behoorde (Centnaei voor Statistiek, 2007),
bleek de cursus vooral hoger opgeleide ouderaelk&ean. Tweederde van de
deelnemers rapporteerde ten minste één medischeerdng. De kenmerken van
deze steekprof zijn karakteristiek voor mensen &hesr voor depressie (Beekman, et
al., 1997; Cole & Dendukuri, 2003).

Het klachtenniveau lag hoog, de gemiddelde sorasgprde CES-D was 25,9
(SD =9,7), en 85% had een CES-D scerk6, dit is een indicatie voor de
aanwezigheid van een klinisch relevante depreB§ide aanmelding bleek 42% te
voldoen aan de criteria voor de DSM diagnose ndgpressieve episode (MDE), ook
had 42% een angststoornis. De dubbele diagnose dtigEtstoornis kwam voor bij
20%. Slechts 14% had nooit eerder een MDE gehadhellevan de deelnemers werd
voor hun depressie behandeld met antidepressikalmierende middelen. De
geestelijke gezondheid van de ouderen in dit orvddrkomt meer overeen met die
van een steekproef van psychiatrische polikliniqudi@Enten dan met een steekproef
uit de algemene bevolking.

Criteriumvaliditeit van de CES-D

De Mini International Neuropsychiatric Interview (MN.l.; Sheehan et al., 1998) is
gebruikt om diagnoses waaronder major en minoredesie te stellen, die als “gouden
standaard” zouden dienen. Analyse van de receparating curve (ROC) liet zien dat
de kenmerken van de schaal bevredigend waren.ptietale afkappunt voor MDE
was 25 (sensitiviteit 84%, specificiteit 64%, ersipief voorspellende waarde 63%).
Voor minor depressie was het optimale afkappun(s2Bsitiviteit 84%, specificiteit
60%, en positief voorspellende waarde 77%). Ecbgitipven rapporteerden meer
angst symptomen en meer co-morbide angst stoomigats positieven rapporteerden
meer eerdere depressieve episodes. Deelnemeremst@e> 25 vormen een
doelgroep voor verder diagnostisch onderzoek nsad@tl passende behandeling vast
te stellen.

Effectiviteit op de korte en lange termijn

Het directe effect is geanalyseerd met behulp esngerandomiseerd blok ontwerp
om er zeker van te zijn dat deelnemers met en zdB& gelijk verdeeld zouden
zijn over de cursus (interventiegroeps 52) en de wachtlijstgroep €58). Een
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naturalistisch ontwerp is gebruikt om het langenigr effect (beperkt tot de eerste 14
maanden na afloop van de cursus) te onderzoeken.

De oudere deelnemers in de interventiegroep ved®o een significante
afname in depressie symptomen. De effect &8 \Was 0,49 (middelgroot). Voor de
cursisten met MDE was de ES groot (0,92); voorutsisten zonder MDE klein
(0.30). De verbeteringen werden behouden geduréadiaaropvolgende 14 maanden.
In de interventiegroep had 83% voor de cursus eeres 16, na afloop van de cursus
scoorde 62% nog steedd 6. Onze conclusie was dat de cursus heilzaamais v
deelnemers met zowel milde als ernstige depre@sik.is de acceptatie van de
behandeling hoog. De cursus zou in een steppedoat@ol moeten worden
ingepast, waarbij de intensiteit van de behandgiag bij de klinische nood. De score
na afloop van de cursus kan gebruikt worden alsresicatie voor de volgende stap.

Voorspellers van directe en lange termijn effect korte

Van de 317 deelnemers (leeftijd 55-85 jaar; 69%uwnodie aan de studie deelnamen
konden 232 na 14 maanden bereikt worden. Er isesrabreed scala van
demografische, klinische, psychologische en beHdad®mren gevraagd die mogelijk
relevant zijn voor geindiceerde preventie of beleding,.

De cursus bleek heilzaam voor deelnemers met melezeen MDE en het
klachten niveau dat behaald was aan het eindeeanrdus werd behouden over de
daarna volgende 14 maanden. Een acute MDE, hoegunivan angstklachten, niet
meer dan één eerdere episode en meer opleidingpaiden een groter effect. De
klinische relevantie van deze voorspellers wasezctd gering dat deze verdere
selectie van deelnemers niet wettigen. Wel zouererdehandeling moeten worden
overwogen bij die deelnemers die na de cursus and@&S-D scorel6 hebben. Het
bleek dat het er niet toe deed in welke cursusgdeegursus was gevolgd.

Autobiografisch geheugen
Deze studie had als eerste doel om te onderzodleamorerminderde specificiteit van
autobiografisch geheugen (AG) in ouderen een kekiseroor depressie. Ten tweede
werd het afzonderlijke effect onderzocht van eéndygceerde sombere stemming op
de specificiteit van het AG. Om dit te onderzoetamnd in een sessie de
Autobiografische Geheugen Taak (AMT) tweemaal adgeen bij 63 deelnemers in
remissie (remitted depression: RD) en een contnalep van 58 ouderen die nooit
depressief waren geweest. Allen in de leeftijd 885 jaar. Bij alle RD ouderen
werd een sombere stemming opgeroepen. De contradp gverd random toegewezen
aan een neutrale € 26) of de sombere stemmingsinductie=(32). Het verloop van
de depressieve symptomen bij de RD ouderen wenddevé&4 maanden follow-up
beoordeeld.

Alle deelnemers haalden minder specifieke heringen op dan de gemiddeld
jongere volwassene. RD ouderen verschilden nietieagezonde controlegroep op de
AMT scores evenmin verschilden zij in hun reactiede stemmingsinductie. De
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stemmingsinductie had geen invloed op de prestafiete AMT. Er werd geen
oefeneffect gevonden. Noch de pre-inductie scoréeopMT, noch veranderingen op
de AMT of stemming na de stemmingsinductie vooidgelveranderingen in het
niveau van depressieve symptomen op de meting afdea na afloop van de cursus.
Onze conclusie is dat bij ouderen de AMT geen kehiisevoor kwetsbaarheid voor
een klinische depressie.

In de algemene discussie zijn de resultaten ddinische implicaties van de
vier studies besproken. We vonden dat hoewel daisuOmgaan met depressie’
heilzaam was voor deelnemers met en zonder een &tDiok goed geaccepteerd
werd, deze niet voldoende is voor ouderen met eeg hiveau van depressieve
symptomen. We adviseren daarom met nadruk dat ¥enraa afloop van de cursus
de CES-D wordt afgenomen en dat bij deelnemerssmescore 25 een diagnostisch
interview wordt afgenomen om daarmee een klinistihgnose vast te stellen en een
passende behandeling te bepalen. De cursus zquaeistgmoeten worden in een
stepped care programma waarbij de intensiteit waaahgeboden behandeling varieert
al naar gelang de klinische behoeften en waarbijiveau van functioneren na afloop
van de behandeling een indicatie is voor de volgestdp.

Uit de demografische kenmerken van de steekpieekldat de ouderen die
bereikt worden vooral de jongere, relatief hogegedpide, autochtone Nederlandse
vrouwen zijn. Effectstudies zijn vooral uitgevoeneét ouderen met deze
demografische kenmerken (Karel & Hinrichsen, 200@n kan dan ook stellen dat de
positieve effecten van de interventies voor deztecen gelden. In de toekomst zou
onderzocht moeten worden welke interventies wenkzaign voor de veel brozere
oudere ouderen, of de dementerende ouderen. Odkdmiogend onderzocht worden
hoe de niet zo goed opgeleide of de grote groeplilbne ouderen bereikt kunnen
worden en welke interventies voor deze groepenremdeffectief zijn.
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Dankwoord
Ik kijk terug op een fijne periode in mijn leven aran ik bezig kon zijn met iets wat ik
prettig vind om te doen en wat ook maatschappsdifgvant is.

Een onderzoek doe je niet alleen. Ik ben vele medaek verschuldigd voor hun
bijdrage. In de eerste plaats de cursisten dieetigllemaal bereid waren om deel te
nemen aan het onderzoek. Zij kwamen daarvoor eemesgra naar de GGZ instelling
voor het interview. Daarnaast moesten ze ook optgetijden een serie vragenlijsten
invullen. 1k dank hen voor de inzet en zorgvuldighe@aarmee zij dat steeds hebben
gedaan.

Ik wil ook alle cursusleiders van de instellingea theededen aan dit onderzoek
hartelijk bedanken voor hun inzet. Het vergde esmobrlijke dosis flexibiliteit van
hun kant om zich in het korset van strenge eisenmetenschappelijk onderzoek te
wringen. Het onderzoek werd weliswaar door mij entgerd, maar door het
praktijkveld gedragen. Het is hier ook de plaatslnge Theunissen te noemen met
wie dit project begonnen is. Een bevlogen cursdster die geloofde in het mooie
product, en ook degene die mij goed heeft geadvidese knelpunten op te lossen.
‘Hier en daar een druppeltje olie en het gaat Wgggen’ was haar advies. En zo was
het ook.

Voor de uitvoering had ik een team betrouwbareruiggvers om mij heen
verzameld. Ik wist zeker dat als zij op pad gingiinterviews goed zouden
verlopen. Ook hebben zij mij veel werk uit handengmen door de teruggestuurde
vragenlijsten te controleren en de deelnemers bplten als er nog onduidelijkheden
waren. Ik wil van deze groep Peggy de Graav noegigede interviewster die van het
begin tot het eind nauw betrokken is geweest bijitl®ering van dit onderzoek.
Maar ook andere engelen hebben mij geholpen, BEdgeé Kapteijn, die de
tweemaal ingelezen data nauwkeurig heeft gecortrdblep fouten, en Roy de Kleijn,
die mij heeft geholpen om de drukproef goed tegkrnij

Dit is ook de plaats om Ineke Voordouw van het T instituut te bedanken. Zij
heeft mij met raad en daad terzijde gestaan onrutgtle slaan tussen het preventie
veld en de wetenschappelijke cletbom deze in stand te houden. Door haar
bemiddeling konden wij de tussentijdse bijeenkomsteer de voortgang van het
onderzoek op het Trimbos instituut houden. En dgdadst hebben we nog nauw
samengewerkt om de handleiding van de cursus gaasten.

Een onverwachte bonus zijn jonge collega’s. Ik @adooit over nagedacht, maar
het is fijn om vriendschappen te kunnen sluiten mensen die in leeftijd wel een
generatie kunnen verschillen. Het is verrassendzbtreleeftijdsverschil helemaal
wegvalt als je een zelfde doel nastreeft.

Kamergenotes. De eerste periode had ik een séhdigmertje tot mijn beschikking
en dat beviel me prima. Daar moest ik echter wekyeam ik eerst bij Linda Booij op
de kamer te zitten. Later deelde ik deze met Amge@en en daar is Karien Buitelaar
bij gekomen. En tussendoor heb ik bij Coby de BoweMarija Maric op een kamer
gezeten. Met al deze collega’s heb ik kunnen lagmehuilen; ze hebben me allemaal
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geholpen om niet in getob te blijven steken. Dénniing naar de eerste verdieping,
onder de tweede waar de meeste KGN collega’s kahtmalen, is misschien voor de
contacten met hen wel een verarming, maar is vebcdntact met Marieke Tollenaar,
Jacobien Peer en Yvonne Schulte heel stimulerebielgen.

Ik zou er nog een stelling aan toe kunnen voegekudt veel stress aan in een
werkomgeving met jonge mensen en een onderzoeksgeseouderen.

Paranimfen. Ik mocht Linda’s paranimf zijn en iknkdeeel blij dat ze die rol ook bij
mijn promotie wil vervullen. Vanuit Montreal heefé me met raad en daad gesteund,
zowel inhoudelijk als met het persklaar maken vemnpnoefschrift. Mijn andere
paranimf, Angelina Kooij, is al 30 jaar een vanmijeste vriendinnen. Niet alleen
zorgt ze dat deze dag voor mij een feest wordt,imale jaren daarvoor hebben zij en
haar man Don grote interesse getoond in ‘mijn arwkde’ en meegedacht hoe de
hordes te nemen.

Ik wil hier ook mijn goede vrienden Janny, Leonayi@ne en Rob, Arina en Jan
noemen, die in mij bleven geloven, ook als hettedgnzat. Dank jullie wel, ook voor
jullie zorgzaamheid.

Furthermore, | would like to thank my dear Ameriddand Mary Suter, who so
gracefully took it upon her to proof read the fitstee chapters.

Dat het boekje er zo mooi uit ziet is te danken@arin Althuizen. Na een korte
uitleg over de inhoud van mijn onderzoek heeftdeze kunnen visualiseren.

Lieve Mama, ineens is het dan zover en wordt eegdarig project afgerond. Het is
heerlijk om u zo te zien genieten, en dankzij udvtret ook nog met een groot feest
afgesloten.
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Netherlands in 1969. She stayed in the USA fory@a on an exchange program. She
graduated in the Hague as a physiotherapist in,38@rked as a children’s
physiotherapist from 1978 till 1988 in the Julidtiaderziekenhuis in the Hague. In
1980 she started a 6 year course in Haptonomichpglyerapy, a mind-body approach
to cope with stress. She had her own private padt@tween 1984 and 2001. In 1989
she enrolled at the Leiden University as a paré tprychology student. She graduated
cum laude in Clinical and Health Psychology in 1986September 1999 she started
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