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Abstract
Depression in the elderly presenting at pamary
care settings is usually under- detected by primary care
physicians. This study
depression and the wtility of the Geriatric Depression
Scale (Short Form) in detecting depression in elderly
patients in primary care populations in [lorin, Nigeria,

This was a two stage cross-sectional study with data
obtained from three primary care centres in llorin,
using a proforma for socio-demographic variables and
GDS-SF for depression screening. The second stage
involved use of Depression Module of MINI (without
knowledge of first stage scores) on all those with scores
of = 6 and a 15% random sample of those with scores
<6 on GDS-SF. Data analysis was by use of SPSS
version 21 while level of significance was set at P<

0.05.

Atotal of 463 patients pasticipated in the study.
Prevalence of depression was found to be 3.2%.
Depression was not found to be significantly associated
with socio-demographic factors, but being divorced,
separated or widowed, as well as, being female,
increased age, feeling lonely and presence of at least
one chronic physical illness showed trends towards
caseness on GDS-SF. All 15 patieats who screened
positive on GDS-SF for depression were confinmed on

MINI interview to be cases of depression.
In conclusion the usc of short screening

instrument such as GDS-SF may improve detection
rate for late life depression in busy primary care clinics
in Nigeria. Primary care physicians should particulacly
look out for at risk groups such as divorced, separated
and widowed elderly patients for routine screening for
depression.
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assessed the prevalence of i

methodology used ™ ™ . In late life, depression may
WIWWHMM.?@
elderly paticnts may have difficultics in recogang its
symptoms or may present with somahic symploms
which may closely mimic symptoms of a physical
illness”. In addition, a co-morbid physical illness may
be present and the side effects of the medications used
in its treatment may also mimic the symptoms of
disorders such as stroke, cancer and epilepsy. It may
also have a potentially barmful effect on the elderly by
resulting in obesity, geriatric anorcxia and their
attendant consequences oa physical bealth status
There can also be increased risk of physical harm as 2
result of prolonged reaction time to potential hazards”.

Recognition of late life depression by primary
care physicians is very crucial in its management, in
mybevuywlnu;bletolhedcbﬂiuﬁngipuof

Apart from similarities of some symptoms
between depression and physical illocss in bate life
being a challenge to the diagnosis of late-life
depression in primary care, other factors reported by
detection include inadequate knowledge and skill, as
well as, pressure for time in busy primary care facilitics
wn

In order to solve the problems of recognition,

diagnosis and treatment of depression in the elderly
attendees of primary care and its attendant negative
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screen for depressive symptoms. These two
instruments were admini by a trai :
assistant. The G ,bubeenp:eviouﬂyus_c_dp
Aﬁia.pnﬂeuhdyNiguia.llbsagoodmumy
mdspeaﬁcnyfaprwamsdgptmmmtbeolda

assessment, using the Mini Iaternational
Ncuopsychilﬂicmaviewm.
Later, the clinical records of all the paticats

were examined 1o see if there had been 3
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icians. The diagnosis of the presence of any
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wasalso
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used to examine associations between vasiables and 3
Pvalue sct at < 0.05 considered as statistically
significant.

Ethical Considerations

RmCommuoftheUnivmiyomainmhhg
Hospital, llorin ERC PAN/2013/01/1185. The
procedures wsed were in accordance with ethical
standards in compliance with the Helsinki Declaration.
Informed consent was obtained and confidentiality of
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Results 3

Atotal of 463 paticnts were assessed during g,
study period. :

Table 1 shows the sociodemograpy;

-stics of the paticrits. Of the 463 P‘“ici‘:,,'c

259(55.9%)wminun;gem§o,69 3;‘6
(83.4%) were females and also a majority m’ m"ciu;e,
separa divorced or‘u_ndowcd 240 (51.8%), wi,
only a few 61 (13.2%) living alone. Thirty four (1.3%)
participasts ecling lonely. Tbere was also th,
presence of at least one chroaic physical illoess in 1)
(39.1%) of the elderly paticnts.

Case detection by GDS-SF
Atotalof 15 (3.2%) patients were identified by
i (GDS-

the screening SF) as cases of

depression.

Table 11 shows the relationship between
sociodemographic  variables and GDS-SF scores.
’rbosewhowmdivorced/scpuaedorwidwedwg
roundtobesigniﬁcamlymocimdwimposimcbs_
SF scores (X' =4.925;p <0.026).

Table 1:

Age group (vears) :
60~ 69 259 559
70-19 164 354
=30 40 8.6

Gender

Male 77 166

Female 386 834

Marital status

Separated/ Widowed 240 518

Ethnicgroup

Yoruba 445 96.1

Igbo 3 6

Others 12 26

Religion

Christianity 95 205
Islam 368 795

Lives alone

Yes 61 132

No 402 86.8

Feel lonely

Yes 34 73

No 429 92.7

Ever drink

Yes 41 89

No a2 91.1

Presence of chronic fllness

Yes 181 39.1

No 282 609
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Table 11: Relntionship between demogmphic variables and GDS-5F scores
GDSpositive
Yes No Total L p value
L\'nrlnble n (%) a (%) n (%)
Az; f':: P (earey 6(2.3) 253 (97.7) 259 3112 0.211
70 - 79 6(3.7) 158 (96.3) 164
-50 3(7.5) 37 (92.5) 40
r
c;;s:: 2(2.6) 75 (97.4) 77 0.000" 1.000
Marital status
Married 3(1.3) 220 (98.7) 223 3.828" 0.0504
Divorced/Scparated/Widowed 12 (5.0) 228 (95.0) 240
Ethnlc group
Yoruba 15(3.4) 430 (96.6) 445 3.484" 0.322
Hausa 0(0.0) 3 (100.0) 3
Igbo 0(0.0) 3(100,0) 3
Others 0 (0.0) 12 (100.0) 12
Religion
Christianity 1(32) 92 (96.8) 95 0.003 1.000
Islam 12(3.3) 356 (96.7) 368
Lives alone
Yes 2(33) 59 (96.7) 61 0.137" 0.711
No 13(3.2) 389 (96.8) 402
Feel loncly
Yes 1(2.9) 33(97.1) 34 0.161" 0.688
No 14 (3.3) 415 (96.7) 429
Ever drink ¢
Yes 2(4.9) 39 (95.1) 41 0.025" 0.874
No 13(3.1) 409 (96.9) 422
Presence of chronic iliness
Yes 7(3.9) 174 (96.1) 181 0373 0.541
No §(2.8) 274 (97.2) 282
Child neglect
Yes 13(3.1) 409 (96.9) 422 0.025Y 0.874
No 2(4.9) 39 (95.1) 41

£: Chi square; *: p value < 0,05 (l.e. statistically significant)
Though there was no significant association who scored < 6 on GDS-SF were found to be cases of

between the age of the participants and the GDS-SF
scores, there was however a trend towards positive
GDS-SF scores with increasing age. Although not
statistically significant, being a female also showed a
trend towards positive GDS-SF score. The presence of
at least one chronic physical illness also showed a trend
towards having a positive GDS-SF score.

Table 3 showed that being separated, divorced
or widowed was a predictor of a positive screen result
(P=0.038; OR=13.860; CI=1.075-13.863).

Table 4 illustrates that all the 15(3.2%) patients
who scored = 6 on the GDS-SF were confirmed during
second stage assessment with MINI to be cases of
depression. None of the patients assessed with MINI

depression. This gives a sensitivity of 100% and
specificity of 100% for GDS-SF in the study
population. The primary care physician did not make
any reference to depression in the case notes of the 15
cases identificd in the study population.

Discussions

The prevalence of depression in the clderly in
our study was 3.2% which is lower than earlier reports
within Nigeria ™, This observation may be due to
cultural difference among the population studied, as
this study was carried out in North Central Nigenia,
which is the middle belt zone of the country where an
almost admixture of both northen and southern
itions may be found within the same zone, unlike
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Table 3: Predictor of GDS positive using

Forward lincar multiple logistic regression

e OR ”% C.'o
' ~_ Lower Upper

B pvalu
'.Mari'ul status 1351 0.038 3.860 1.075 13.863
(Divorced'Separated/
Widowed)
<0.001 19.000
o 2 95% CI 95% Confidence Interval —_—

B: Cocflicient of logistic regression; OR: Odds ratio;

icted: 96.8% - as
Percentage of cases correctly pred ligion, Ethnic group, Hypertension, Living alone,

Varisbles not in the equation: Age, Gender, Re
Feel lonely, Ever drink, Child neglect

Table IV: GDS and Mini screen
GDS
Positive Negative Total 7 p value
* vt  n=15(%)  n=64(%) _ n=79(%) _
Mini screen
Positive 15(100.0) 0(0.0) 15(19.0) 72.633" <0.001*
0(0.0) 64 (100.0) 64 (81.0)

Negative
?: Chi square; Y: Yates corrccted chi square
Sensitivity of GDS: 100.0%; Specificity: 100.0%

ﬁpn!:GD&Sfpmﬁw
Thiis Shastotes 83t (15) 1.2% of the stadly population Was posiive on scroemng.

the earlier studies in the southern and northern parts of
the country. The finding is however similar to reports
from South Africa ® and 3.9% in China *. Several
studies from all over the world have shown great
variabilities in the prevalence of depression in the
clderly "™ This variation may be explained due to the
differences in sample population, culture, instruments
used and measures taken as well as the definitions of
depression taken ™ .

This study like most previous studies also did
not find a direct statistical association between age and
depression **** but found a trend for increased risk for
depression with advancing age which may be explained
by the increased probability of experiencing more loses

well as, loss of loved ones, all which make them more
susceptible to depression ™. However, this finding is not
in kecping with the report of a decreased rate of
depression in the very old, from southwest Nigeria >
The difference could be of cultural origin and the betier
utilization of social amenities and literacy in the south
western parts of the country.

The interesting finding of no staristical
association between depression and advanced age in
spite of increased risk of biological, social and
emotional vulnerabilitics may be that the clderly are
protected from depression by what has been termed
socio-emotional selectivity as well as, wisdom *. Also it
has been reported that when other health vanables have
been controlled for, age may no longer have a prominent
explanatory role on the development of late life

depression ™",
In this study, there was no statistically

significant association between gender and depression
in old age, which is in keeping with some peevious
reports that has led to the suggestion of a narrowing of
the gender gap in depression in late life  but the trend of
more elderly females having clinically significant
depression in this study may be lending credence to
some reports that concluded, that the female gender
may be more at risk for depression “ "%, Some of the
reasons to explain this may be that females mat
“magnify” and “catastrophize” more than the males. 19
addition ” to other contributing factors like hormoass

and social factors ",
Furthermore this study, seems to give credene

in terms of health status, socio-economic powers, as
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1o afew studies ™™™ that have highlighted, marital
status of being “scparated, divorced or widowed™ as
significantly associated with dcgmssion in old age,
while a few others did not ™ ", which has led to
conflicting views. One would expect that marriage
being a structural form of social support and social
integration, which could be stress-bufTering in nature "
would be of a greater benefit to the clderly. However it
is well documented that poor social support is a risk
factor for depression in late life™. Also there have been
reports that certain life events, such as marital
separation and termination (divorce or widowhood) in
the late life may lead to changes in achieved social
relations which may Iead to loneliness and depression
in the older population ““, However, in contrast exit
from a bad marriage may provide a sense of relief which
may improve the elder’s psychological wellbeing better
than remaining in a distressing married situation which
could be more damaging to one's psychological
wellbeing.

Though not statistically significant, this study

revealed that the elders who lived alone had no
increased likelihood for the diagnosis of depression,
than those who did not live alone. This is not consistent
with earlier reports ™ . The explanation for which may
be that living alone was not perceived as a lack of social
support “““. While consistent with earlier reports®,
this study revealed more clinical depression among
elders who felt neglected by their children since this
might have been perceived as a lack of essential social
support “ . Furthermore, it is not surprising that most
of the participants did not drink alcohol as this is against
the study participants' religious belief and the few who
did had clinically significant depression.
The current study though not significant, is in keeping
with earlier findings ™ ™ ™ * ™ that revealed a higher
likelihood for depression to be comorbid with a chronic
physical iliness. This may be due to the interaction of
several factors such as the illness itself, medication
induced and social factors such as demands and cost of
managing such illnesses as well as functional
limitations ™,

It is not surprising that the current study
revealed a poor rate of detection of depression in the
elderly clinic attendees, which is also consistent with
carlier reports of poor detection rates of psychiatric
disorders in primary care, particularly late life
depression *“*, Mental disorders in primary health care
has become a major health concern with the current
estimate of about 50% of the world's population having
a life time experience of mental health challenges, it's
recognition, diagnosis with management and a possible
referral to a psychiatrist has become very important in
the primary health care setting, which has been
described as an ideal setting for this purpose. So this
also includes the detection and management of late life

depression which is also globally prevalent in order to
prevent its attendant effect of increased health care
facility utilization and possible negative impact on the
ddcrly LLRLE B ul

There may not be a single solution to this
complex and multifactorial problem but a multi-level
type of solutions aimed at the elderly patient, the
primary care physician and collaboration in medical
practice " ™ * ", Since the primary care physician is
usually the first line of contact for patients, it becomes
imperative that they should be able to identify and
diagnose depression in the elderly, hence the need fora
screening tool to aid in the diagnosis”, The Geriatric
Depression Scale - Short Form (GDS-SF) is one of
such tools and it is a 15- item questionnaire derived
from the original 30-item questionnaire. It is easy to
administer to the physically ill elderly patients and
completion time is about 5 to 7 minutes. The validity
and reliability is good with 92% sensitivity and 89%
specificity and it has been recommended as a screening
tool for depression in the elderly ™*.
The present study has the advantage of being one of the
few multicentric studies on depression in late Iife.
particularly in Nigeria. It also used a specific screening
tool the GDS -SF, which was nm;.;iw :ty idcnlig'ing
depressive hopathology in the ¢ as well as,
the use of lbmlm which has been validated for both
the DSM - IV and ICD - 10 for the confirmation of
diagnosis of depression ™. However the limitations are
the cross-sectional nature of the study which does not
allow for direct causal inferences between the socio-
demographic, variables and depression. The other
limitations are the relatively small sample size and the
presence of some <5 subsets on statistical analysis.
In conclusion, we found that socio-demographic
variables and the presence of a chronic physical illness
may not always be associated with depression in late
life. Late life depression, may in the primary care
setting, go undetected and untreated. So it is
recommended that the regular use of a brief screening
tool such as the GDS-SF be used to enhance the primary
care physicians' and other medical workers' skill in the
detection and diagnosis of depression in the elderly.
This will lead to better management thereby
fomul!ing the possible negative impact of late life

ion.
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