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Introduction

Epidemiological studies suggest that
depressive symptoms are common
in elderly populations but are hardly
ever treated [1.2. In keeping with
Macdonald (3], we have shown that
this discrepancy between high pre-
valence and low treatment rate
remains apparent in elderly attenders
at GP surgeries [4], despite the fact
that frequent surgery attendance it-

A cross-sectional study was designed to examine the effect of age on a
person’s perception of how depression relates to themselves, to others
and of methods of treatment. The setting was a general practice health
centre in urban East London, list size 11200 patients. Subjects were one
hundred 18-64 year olds (control group) and 80 patients aged 65+
selected randomly from those attending the practice during the study
period and who consented to answer the questionnaires. The main
outcome measures used were prevalence of depression by the Geriatric
Depression Scale (subjects aged 65 + ), and the Goldberg Depression Scale
(aged 18-64), and attitudes to, self-attribution and knowledge of depres-
sion and its treatment as assessed by the Attitudes to Depression
Questionnaire (both age groups). Prevalence of depression was similar
in both groups, yet approximately one-third of depressed individuals
denied ever having been so. Older subjects were less likely to recognize
depression in others and were also less willing to seek help for
themselves. The majority of both groups viewed antidepressants to be
very addictive and not very effective, counselling being the treatment of
choice. However, more of the older age group thought that depression
should be treated with antidepressants. It was also apparent that the older
age group had more confidence in their GPs. It is concluded that there are
attitudinal barriers to appropriate treatment for depression at all ages. The
findings imply that there is considerable scope for educational interven-
tion aimed at increasing self-recognition of depression and knowledge of
effective treatment options.

self appears to be a marker of
increased likelihood of depression [3].

The Consensus Statement on
Recognition and Management of
Depression in Late Life in General
Practice [5], produced as part of the
Defeat Depression Campaign of the
Royal Colleges of General Practi-
tioners and of Psychiatrists, sug-
gested that, because of the high
prevalence of depression in elderly
people consulting their GPs, screen-

ing for such depression in the
primary care setting may be useful.
Such screening is also recommended
by the Royal College of General
Practitioners as part of the Over-75
Health Check [6].

It cannot be taken for granted
however that increasing a GP’s
awareness of his/her patients’ de-
pression will result in higher levels of
appropriate treatment or of reduced
prevalence or severity of the condi-
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tion. Indeed, lliffe et al. [71 have
shown that screening for depression
within the Over-75 Health Check
and feedback of such information
back to GPs had no effect on its
management (even in highly re-
garded practices with active aca-
demic links).

The limited efficacy of screen-
ing for depression in old age is
probably due in part to reluctance
on the part of GPs to initiate treat-
ment. This in turn may reflect “age-
ist”" attitudes (e.g. that depression is a
legitimate or inevitable part of the
ageing process) on the part of GPs.
Their relative lack of knowledge of
and confidence in treating depres-
sion in old age (as demonstrated by
Collins et al. [8]) are also important.

Patients’ own knowledge of
and attitudes to depression may also
contribute to undertreatment. In-
deed, a MORI poll conducted under
the auspices of the Defeat Depres-
sion Campaign in 1992 [9] revealed
that, for example, most people make
no distinction between anxiolytic
and antidepressant drugs, and regard
the latter as addictive. In keeping
with this, most people would be
reluctant to consider any treatments
other than “talking treatments” for
depression. A repeat poll in 1995 [10]
showed only very modest changes in
patient attitudes. A further possible
factor mitigating against depressed
patients’ acceptance of treatment
might be lack of awareness or
recognition of their own depression.
Older people are less likely to dis-
play overt depressed mood as part of
the presentation of their depressive
illness 11, and may therefore be
particularly unlikely to label them-
selves as having a depressive illness.
Depression in old age may also be
associated with reluctance to comply
with medication; Carney et al [i2]
have recently shown that elderly
people whose cardiovascular disease
was complicated by depression were
significantly less likely to comply
with aspirin prophylaxis than their
non-depressed counterparts.

The aim of the present study
was to examine the presence of
depressive symptoms as well as
attitudes to, self-attribution of, and
knowledge of depression and its

treatment in older and younger
subjects attending their GPs. Specific
hypotheses to be tested were as
follows.

1. Older subjects with significant
depressive symptoms are less
likely than their younger counter-
parts to regard themselves as
depressed.

2. Older subjects are less willing to
recognize standard treatments for
depression as effective.

3. Older subjects are less willing to
accept treatment for depression.

4. Depressed subjects (older and
younger) are less willing to ac-
cept treatment for depression.

Methods

Subjects were identified from atten-
ders at the Lower Clapton Health
Centre, a seven partner (and three
trainee) general practice providing
primary health care for approxi-
mately 11200 patients. The practice
has a computerized appointment
system with age/sex details relating
to each patient, thus allowing easy
identification of patients under and
over 65 years of age.

The -research was carried out
during the routine and emergency
weekday surgeries over a 4 month
period (from March to June 1995).
All patients aged over 65 and waiting
for an appointment with their GP
were approached in the general
waiting room by a researcher. For
those patients aged under 65, every
third attender waiting was ap-
proached. Patients who attended
weekend surgeries or required home
visits were excluded from the survey.
However, emergency patients (seen
at the end of each surgery) and those
attending the antenatal clinic were
included.

Each patient, when approach-
ed, was asked if he/she would
consent to answering two short
questionnaires that would aid doc-
tors in their understanding of depres-
sion in the patients they treat. It was
made clear that the mood state of the
patient being interviewed was irrele-
vant and unknown to the inter-
viewer. If the patient was willing to

participate then a mood rating scale
was administered. For subjects aged
65 and over, the 15-item version of
the Geriatric Depression Scale
(GDS15) 1131 was administered. For
those aged under 65 years, the 9-
item Goldberg Depression Scale [14]
was used.

Both scales have been vali-
dated in the context of UK general
practice [14,15]. For the GDS15, 10 out
of the 15 questions answered “yes”
is a positive score; for the remaining
five questions the answer “no”
scores positively. The positive points
are then totalled, with a score of 5 or
more indicating significant depres-
sive symptomatology. In the Gold-
berg Depression Scale questionnaire,
each question answered “yes” scores
positively, and a total score of over 4
indicates significant depression.

In addition, the Attitudes to
Depression Questionnaire (ADQ)
used in the Royal College of Psy-
chiatrists’ MORI poll [9,10] was admi-
nistered to all subjects. The ADQ
consists of 26 questions relating to
personal opinions about depression.
For each question there are a range
of possible answers: ‘“‘agree’’,
“neither agree nor disagree”, “don’t
know” and “disagree”.

Statistical analysis was carried
out using the Statistical Package for
the Social Sciences for PC (SPSSpc)
[6l. For the purposes of between-
group (older/younger; depression
“cases”/"non-cases’”) comparisons,
ADQ responses were condensed
into two general categories: “agree”
and “disagree” (with “don’t know”
and “neither agree nor disagree”
responses excluded) prior to analysis
by chi-square test.

Results

The sample recruited consisted of
100 subjects aged over 65 and 80
aged 65 or less. Table I shows the
demographic characteristics of the
two groups. In the “younger” group,
Goldberg scores ranged between 0
and 9, with a mean score of 3.5. In
the older group, the GDS range was
0-10, with a mean of 24. The
proportion scoring within the “de-
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<65 years > 65 years
(n=100) (n =80)
Gender
Males 25 (25%) 29 (36.3%)
Females 75 (75%) 51 (63.8%)
Age
Range 18-64 65-86
Mean 353 73.1
Depression “cases”
n (%) 31 (31%) 17 (21%)

pressed” range did not differ signifi-
cantly between the two groups.

Comparisons in ADQ responses by age
A significantly higher proportion of
younger subjects (50/99; 51%) than
those aged >65 (12/80; 15%) an-
swered affirmatively to the question
“has a close member of your family
or close friend ever suffered from
depression?” (x* = 23.09, p> 0.00001).
In keeping with this, significantly
more older subjects said that no
one they knew had suffered from
depression [24/80 (30%) vs 15/99
(16%); x*=4.89, p<0.05]. A higher
proportion of older subjects agreed
with the statements “Depression
mainly affects women” [27/71
(38%) vs 17/87 (20%); x2=5.76,
p>0.02] and “Children are very
unlikely to suffer from depression”
[21/74 (28%) wvs 6/90] (7%),
X =1239, p<0.001].

Table 1I sets out the findings of
the question “who if anyone, would
you approach if you suffered from
depression?” It is apparent that
younger subjects were significantly
more willing to seek both informal
and professional help.

As far as type of help was
concerned, the older and younger
subjects did not differ significantly in
their views on counselling for de-
pression, which almost all subjects
felt was appropriate [76/79 (96.2%)
vs 97/97 (100%); x*=1.82, NSl
However, a significantly higher pro-
portion of older subjects [31/64
(48%) vs 13/63 (21%); x*=9.65,
Pp<0.002] agreed that “People suffer-
ing from depression should be trea-
ted with antidepressant tablets™.
Older and younger subjects did not
differ in their views on either effec-
tiveness or addictiveness of antide-
pressants; 41/56 (73%) of the older
and 68/81 (84%) of the younger
subjects considered antidepressants
“very addictive”; only 14/53 (26%)
and 16/75 (21%) respectively con-
sidered them “very effective” (x* for
trend not significant in both cases).

Effects of age on attitudes towards
GPs

Significantly more of the younger
sample agreed with the statement
“People with depression feel embar-
rassed to consult their GP” [81/94
(86%) vs 52/72 (72%); X*=4.14,
p<0.05] and 34/74 (46%) of this
group compared with only 12/62
(19%) of the elderly sample agreed
that “GPs feel irritated and annoyed
when people suffering from depres-
sion consult them” (x*=95;
p<0.005). In keeping with this
finding, significantly more elderly
patients  [38/61 (62%) vs 17/50
(3490 felt that “GPs are well trained
to deal with depression” (x2=7.7,
p<0.01) as well as agreeing that
“GPs are generally understanding
and sympathetic towards people

TABLE IL “Who, if anyone, would you approach if you suffered from depression?”

<65 =65 r P

Spouse 59% (58/99) 11% (9/80) 40.33 < 0.0001
Parents 30% (29/99) 1% (1/80) 2297 < 0.0001
Friends 71% (70/99) 35% (28/80) 21.35 < 0.0001
Psychiatrist 35% (34/99) 12% (10/80) 10.24 <0.002
Psychologist 31% (30/99) 9% (7/80) 11.25 < 0.001
Health visitor 25% (24/99) 6% (5/80) 9.27 < 0.005
Social worker 23% (22/99) 9% (7/80) 4.96 <0.05
Counselling 74% (73/99) 22% (18/80) 44.45 < 0.0001
Colleagues

at work 31% (30/99) 4% (3/80) 19.01 < 0.0001
No one 3% (2/99) 10% (8/80) 3.94 <0.05

with depression” [04/67 (96%) vs
52/68 (76%); x*=8.6; p<0.005].
Significantly more of the younger
sample agreed that “When GPs see a
depressed patient, they tend to just
give them pills” [54/82 (66%) vs 29/
62 (47%); x> =4.51, p<0.05].

Effects of age on understanding of the
causes of depression

Significantly more younger people
than those aged 65 and over felt that
virus infections [63/99 (64%) vs 34/
80 (42%); x*=7.12; p<0.01], biolo-
gical changes in the brain [80/99
(81%) vs 48/80 (60%); x°=8.41;
£<0.005] and premenstrual tension
[88/99 (89%) wvs 60/80 (75%);
X>=5.03; p<0.05] were likely to
cause depression.

Effects of depression on attitudinal
responses

Depression “cases” were more likely
to admit to having been depressed.
This was statistically significant in
both age groups [older, 11/17 (65%)
vs 14/63 (22%), x*=9.36, p< 0.005;
younger, 19/31 (61%) vs 24/69
(35%), x*=5.1, p<0.05]. The pro-
portion of depression “cases” admit-
ting to depression was similar in the
two age groups. Comparisons be-
tween “cases” and “non-cases” did
not yield any significant differences
between groups, except that older
“cases” were less likely than older
“non-cases” to agree that redun-
dancy was likely to cause depression
[12/17 (71%) vs 58/63 (92%),
x* =385, p<0.05].

Discussion

The broad aim of this study was to
explore attitudes to depression and
its treatment in primary care atten-
ders in the hope of identifying some
of the reasons why most people with
significant ~ depressive  symptoms
(particularly those aged 65 and over)
do not receive treatment despite
being frequent surgery attenders.
The demographic characteris-
tics of the subjects studied suggest
that they are broadly representative
of primary care attenders. Rates of
depressive symptomatology in both
groups are also in keeping with
those found in other primary care
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subjects (3.17), though the relatively
low “caseness” rate in older subjects
is surprising and suggests that the
GDS15 may have a higher threshold
than the Goldberg scale.

The results suggest that there
are attitudinal barriers to appropriate
treatment for depression both in
older and younger subjects. Broadly
in keeping with the Royal College of
Psychiatrists/MORI polls [9,10], the
majority of subjects in this study
regarded antidepressants as being
addictive and, equally importantly,
as not being appropriate treatment
for depression. In contrast (and
again in keeping with the Royal
College of Psychiatrists/MORI polls),
almost all subjects regarded counsel-
ling (which is often not available in
primary care and which is also of
much less well proven efficacy) as
the treatment of choice for depres-
sion. A further barrier to treatment
identified in our study is the fact that
a third of subjects identified as
having significant current depressive
symptoms did not consider them-
selves as ever having been de-
pressed. These findings suggest that
there is considerable scope for
educational intervention aimed at
increasing self-recognition of depres-
sion and knowledge of effective
treatment options. In contradiction
to our original hypothesis, these
results suggest that depressive symp-
toms are not, after all, associated
with increased reluctance to accept
treatment.

Our results provide some clues
to the particularly low treatment
rates for depression in old age, in
that older people are less willing to

seek any form of help (informal or
professional) for depression. Surpris-
ingly however, older people do not
seem any less likely to admit to
having depression and are more
positive than their younger counter-
parts about antidepressants and
about discussing depressive symp-
toms with their GPs. Educational
intervention aimed at carers of older
people may contribute usefully both
to increasing recognition of depres-
sion in old age and to reducing the
reluctance that older people have to
seeking help.
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