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Abstract

During recent years, numerous studies have found an association between minor depressive symp-
toms and physical functioning for older adults recuperating from illness or injury. Whereas earlier
research has focused on the effects of minor depression during rehabilitation in acute or long-term
settings, this study examined 209 patients receiving subacute physical therapy. The dependent mea-
sures were total score changes on the Functional Independence Measure (FIM) obtained at admis-
sion, discharge, and 3-month follow-up. The independent measure was minor depressive symptoms,
as defined by the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, obtained
within 5 days of admission. A binary logistic regression analysis was conducted with dichotomized
FIM scores and the presence/absence of minor depressive symptoms. The results indicated a statis-
tically significant relationship between FIM score change and minor depression from admission to
discharge, but not from discharge to follow-up.

Introduction

In recent years, there has been a growing awareness of the mental health needs of people 65 years
of age and older.! Of the various mental disorders experienced by older adults, depression is among
the most common.? For example, the Epidemiologic Catchment Area Study found that as many as
15% of community residents older than 65 years have depressive symptoms. Among older adults
living in the community, major depression is relatively uncommon with a prevalence rate of less than
3%. The prevalence of minor depression, however, is estimated to be higher with rates ranging from
9.8% to 20%.>4
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In comparison, rates of depression in nursing homes are substantially greater with a preva-
lence of 15% for major depression and 40% to 60% for subsyndromal or minor depression.’
Although depression is relatively common after the age of 65 years, it is often undiagnosed,’
which not only reduces overall quality of life,>° but also significantly impacts health.'>:'! Many
studies have identified an association between depression and increased mortality!>* and the
occurrence of diseases!>1¢ such as cardiovascular disease,’”!? cancer,2®?? and cerebrovascular
disease.?>?*

More currently, a growing body of research has identified an association between mood and
functioning.?>?® In a comprehensive study of more than 1200 people older than 71 years, Penninx
et al”’ found that for older adults living in the community, there was a relationship between depres-
sive symptoms and decline in activities of daily living. This relationship remained significant after
controlling for other variables such as decreased physical activity, reduced social interaction, and
chronicity of the mood disorder.?®?° These findings supported the conclusions of earlier studies,
which also found that even minor symptoms of depression have an effect on the daily functioning
of older community residents.3%-33

Despite research finding an association between functioning and depression, there is limited
data regarding the effects of minor depression on recovery of functioning for older adults. One
possible explanation is that “minor” symptoms are typically viewed as benign and transient. As
compared to major depression, the diagnosis of minor depression requires a total of 2 symp-
toms of depression whereas major depression requires 5 symptoms. Additional symptoms may
include change in weight or appetite, change in sleep patterns, psychomotor retardation or agita-
tion, fatigue or loss of energy, feelings of worthlessness or inappropriate guilt, diminished ability to
think/concentrate or indecisiveness, and recurrent thoughts of death or suicide ideation, attempt or
plan.

In one study, Diamond et al** compared patients in an acute geriatric rehabilitation setting with
clinical or major depression to nondepressed patients on the variables of age, length of stay, admission
Functional Independence Measure (FIM) scores, discharge FIM scores, change in FIM scores, Mini
Mental State Exam scores, and discharge to home versus nursing home. The 8 patients with major
depression had significantly lower admission and discharge FIM scores. No other variables, however,
were significantly related. Although Diamond’s research identified a significant relationship between
depression and rehabilitation outcome for older adults, these findings were limited to an acute setting
with a small number of subjects who had major depression.

In examining a possible association between minor depression and recovery of function, this
study examined the following hypotheses (1) there is a relationship between minor depression
and rehabilitation ontcome as measured by total FIM scores at the time of discharge from a sub-
acute rchabilitation unit for adults older than 65 years, and (2) there is a relationship between
minor depression and rehabilitation outcome as measured by total FIM scores at the time of a
90-day follow-up subsequent to discharge from a subacute rehabilitation unit for adults older than
65 years.

Method

This study was a retrospective cohort design, based upon a review of files from 1999, which
included patients who entered into subacute care with a diagnosis of weakness secondary to hospi-
talization. These patients were determined to require physical therapy in order to recuperate from
hospitalization so that they could return to their previous level of independence. The information
was collected and analyzed to determine if there was a significant association between minor de-
pressive symptoms at admission and subsequent improvements in functioning at both discharge and
follow-up.
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Setting and subjects

The study was conducted at an agency for older adults located in a large Midwestern city, that
included a 36-bed subacute rehabilitation unit. The subjects were usually admitted from nearby
hospitals for rehabilitation subsequent to acute care (n = 206). In some cases, patients arrived from
other sources such as other rehabilitation/assisted living programs (n = 1) or home (n = 2).

The subjects were patients admitted to the facility’s subacute rehabilitation unit, subsequent to
hospitalization, with a ICD-9 code of 780.79, which indicates weakness secondary to hospitalization
for medical conditions. This diagnosis accounted for the majority of admissions to the rehabilitation
unit and of the 600 rehabilitation admissions in 1999, 328 met this inclusion criteria. From these
328 patients, subjects were excluded for the following reasons: (1) missing FIM scores at discharge
(n = 1); (2) missing FIM scores at follow-up (n = 81) (excluded from follow-up analysis only); (3)
receiving antidepressant medications at admissions and discharge (n = 65); and (4) major depression
defined as more than 4 symptoms of depression (n = 14). The demographic characteristics for those
excluded from the study were otherwise similar in regard to age, gender, and marital status.

The subjects receiving antidepressants (N = 65) were excluded because of numerous complicating
factors including (1) lack of information regarding how the diagnosis of depression was made or by
whom; (2) different classes of antidepressants prescribed (SSRIs, tricyclics, etc); (3) differing periods
of time for which the antidepressants were prescribed; and (4) the use of multiple antidepressants
for the same subject either consecutively or concurrently.

Additionally, some subjects met more than 1 of the exclusionary criteria, which resulted in a
cohort of 209 subjects with complete information at the time of discharge. From the original co-
hort at admission, 148 of the subjects had complete information at the time of follow-up. Also,
the majority (n = 176) of subjects had 2 or more admissions to the unit during 1999 primarily
because of rehospitalization. In these cases, the data for the most recent or last subacute stay were
utilized.

Data collection

A list of eligible subjects admitted during 1999 was generated from a computer database capable of
sorting by diagnostic codes. The files of these subjects were reviewed in the facility’s medical records
office and the following information was obtained: age, gender, marital status, ethnicity, diagnosis of
depression, antidepressant medication, dementia, and number of identified symptoms of depression
on Section E.1 of the Minimum Data Set (MDS). Section E.1 of the MDS includes 16 items, 13 of
which have been found to be significantly correlated with standardized depression screens.>

The physical therapy department provided “FIM Case Coding Forms” and “FIM Profile” for
these specific subjects from which the following information was obtained: number of days received
physical therapy, setting admitted from, setting discharged to, total FIM score at admission, total
FIM score at discharge, and total FIM score at 90-day follow-up.

The MDS, Version 2, was completed by a registered nurse case manager trained in MDS assess-
ment. Five days after admission to the subacute unit, an MDS evaluation was conducted for each
subject with input from various departments. For Section E, the nursing staff provided the basic
information regarding each person’s moods and behaviors.

The initial FIM scores were obtained within 24 hours of admission to the subacute unit by physical
therapy staff trained in FIM assessment. Also, at that time, therapy goals were established and
a treatment plan completed. Prior to discharge from the subacute unit, another physical therapy
assessment was administered and discharge FIM scores were obtained. A follow-up evaluation was
completed 90 days after discharge and FIM scores were documented on a Interim or Follow-up
Assessment Coding Form. This assessment was completed by a trained physical therapist via a
telephone interview.
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Key variables

The independent variable or predictor measure, minor depression, which is identical to major
depression in duration but has fewer symptoms and less impairment. As with major depression,
an episode of minor depression involves either a sad or depressed mood and/or loss of interest
or pleasure in nearly all activities. The main difference is that minor depression requires a total
of 2 symptoms of depression whereas major depression requires 5 symptoms.*® These additional
symptoms include change in weight or appetite, change in sleep patterns, psychomotor retardation
or agitation, fatigue or loss of energy, feelings of worthlessness or inappropriate guilt, diminished
ability to think/concentrate or indecisiveness, and recurrent thoughts of death or suicide ideation
attempt or plan. For this study, the presence of minor depression was determined based upon the
number of symptoms present on Section E.1 of the MDS, Version 2, labeled “Mood and Behaviors
Patterns.” The diagnosis of minor depression was derived from the presence of 2 to 4 symptoms (at
the first MDS assessment) over a 5-day period.

Generally, these symptoms/behaviors in Section E.1 have been found to significantly correlate with
other, widely used, depression screens.>> Burrows et al*’ interviewed 108 residents of 2 nursing homes
to determine if there were any relationships between the MDS mood items and depression ratings
from the Hamilton Depression Rating Scale and the Cornell Scale for Depression in Dementia. The
correlations with the Hamilton Depression Rating Scale and MDS mood items ranged from 0.15 to
0.54 with 13 items being significant at or below the 0.05 level. They include negative statements; per-
sistent anger with self or others; self-deprecation; expression of unrealistic fears; expressions of panic;
repetitive health complaints; repetitive anxious complaints; diurnal mood variation; sad, pained, wor-
ried facial expression; crying, tearfulness; sleep disturbance; repetitive questions; and withdrawal
from activities of interest. Also, since the MDS mood item “reduced social interaction” was near the
0.05 level of significance, it was also used as a symptom of minor depression for this study.

The dependent measure or change in functioning at discharge and follow-up was measured using
the total scores of the FIM. The FIM is an 18-item rating scale which has been found to be both a valid
and reliable tool in which to evaluate functioning.*®3 It is composed of 18 items, including eating;
grooming; bathing; dressing upper body; dressing lower body; toileting; bladder; bowel; bed, chair,
wheelchair transfer; toilet transfer; tub, shower transfer; walking, wheelchair; stairs; comprehension;
expression; social interaction; problem solving; and memory. Each of the items is rated using a Likert-
type scale with values ranging from 1 (fotal dependence) to 7 (complete independence), with a total
score range of 18 to 128. The scores for each item are summed and a total score is derived with
functional levels ranging from independent to total assistance as represented by 18-point intervals.

Analysis

The data were analyzed utilizing both descriptive and inferential statistical procedures. Demo-
graphic variables were analyzed separately for the cohort at discharge and at follow-up because of
incomplete data for some of the subjects after the 90-day period. The variable “ethnicity” was not
included in the table because all of the subjects identified themselves as Caucasian. Additionally, an
outlier patient with 187 days of therapy was excluded.

An initial analysis using a least squares multiple regression was conducted where the dependent
variables were difference scores between FIM scores at admission, discharge, and follow-up (ie, FIM
at admission — FIM at discharge and FIM at admission — FIM at follow up). This dependent measure
was then regressed on the independent variable minor depression and other demographic variables.
This analysis resulted in no statistically significant associations. Further analysis was conducted
using binary logistic regression with dichotomized variables, which has been used by other studies
to evaluate functioning and depressive symptoms.***! Although one argument against dichotomized
variables is that it Timits or restricts the scope of the statistical analysis, an advantage is that the
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data are interpreted based upon clinical significance. That is, dichotomized variables focus upon the
clinical relevance of changes and not simply upon a correlative relationship.

Accordingly, the variable minor depression was treated as nominal data insofar as a subject was
categorized as either with or without this diagnosis. The total FIM scores were also treated as ordinal
data based upon the assumption that the intervals between the raw scores were not equal. That is,
although changes in FIM scores are often treated as having equal intervals between them, it may be
argued that they are unequal in regard to “clinical” relevance. Thus, an increase in 1 point may place
the person at a higher functional level whereas an increase of 10 points may result in no change in level.

Consequently, minor depression was coded as present when the subject had 2 to 4 symptoms and not
present when the subject had less than 2 symptoms. The FIM scores were coded as “improved” when
the scores indicated an improvement of at least one level of functioning and “not improved” when
there was no improvement in the level of functioning or a decline in functioning. The dichotomized
FIM improvement scores were then used as the outcome variable with the presence or absence
of minor depression being the predictor variable. Logistic regression analyses were conducted for
change in FIM scores from admission to discharge, admission to follow-up, and discharge to follow-
up. Thus, FIM outcome scores were actually improvement scores that represented either no or a
positive change during the 3 specified time periods.

The first logistic regression model included the variable “minor depression” and the FIM score
change. A subsequent multivariate logistic regression included a number of clinical and demographic
variables including dementia, number of depressive symptoms, age, gender, marital status, days of
therapy, and place of discharge. Whereas raw scores for days of therapy and age were used, variables
with more than 2 categories were dichotomized. Thus, married subjects were assigned a value of 1,
while individuals who were single, widowed, divorced, or separated were assigned a value of 0. This
classification of the data was based upon married people having someone at home who was able to
support him/her on a relatively continuous basis as compared to the other groups. If the subject was
discharged home, he/she was assigned a 1 while a 0 was given for all other places of discharge. The
assumption was that people returning home achieved a higher level of functioning as compared to
people discharged to other settings.

Results

The characteristics of patients in the cohort at discharge and follow-up are summarized in Table 1.

The average age of patients in the cohort at discharge was about 82 years of age, with the majority
(71%) being female and widowed (59%). About 15% of the subjects had a diagnosis of dementia and
the average length of physical therapy was 9 days. Almost all of the subjects (98%) were admitted
from an acute unit of another facility (hospital) and about half (53%) were discharged home.

The characteristics of the cohort at follow-up were similar to the cohort at discharge except that
the follow-up cohort had about 1 day less of physical therapy. The groups were similar in regard to
gender, marital status, presence of dementia, place admitted from, and place of discharge.

The FIM scores at admission, discharge, and follow-up were compared for patients in the cohort at
discharge and cohort at follow-up. As illustrated in Table 2, the mean FIM scores at admission and dis-
charge were similar for the cohort at admission and at follow-up. There was about a 17-point increase
in FIM score from admission to discharge, for both coborts. Of the subjects who responded during
follow-up, however, the FIM scores only increased, on average, 3 points from discharge to follow-up.

Logistic regression analyses were conducted assessing the association of minor depression with
improvement in FIM level at admission, discharge, and follow-up (Table 3).

The logistic regression analysis indicated a significant association between minor depression
at admission and change in functional status, from admission to discharge. Subjects with minor
depressive symptoms were less likely (OR 0.30; 95% CI 0.11-0.80) to show improvement in FIM
scores from admission to discharge. To state this result another way, patients without minor depression
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Table 1

Characteristics of patients in cohort at discharge and follow-up

Cohort at Cohort at

Variable discharge (N = 209) follow-up (N = 148)
Mean age in years (standard deviation) 82.7(7.8) 81.9 (7.6)
Gender

Male 60 (29%) 40 (27%)

Female 149 (71%) 108 (73%)
Marital status

Never been married 17 (8%) 14 (9%)

Married 58 (28%) 46 (31%)

Widowed 124 (59%) 84 (57%)

Separated 0 0

Divorced 10 (5%) 5 (3%)
Diagnosis of dementia

Yes 32 (15%) 24 (16%)

No 177 (85%) 124 (84%)
Mean days of physical therapy (standard deviation) 9.66 (13.8) 8.67(5.7)
Admitted from

Home 2 (1%) 2 (1%)

Acute unit-own facility 0 1 (1%)

Acute unit-another facility 206 (98%) 145 (98%)

Assisted living 1 (1%) 0
Discharge to

Home 111 (53%) 84 (57%)

Board and care 2 (1%) 1 (1%)

Nursing facility 52 (25%) 34 (23%)
Transitional living 0 0
Acute unit-another facility 18 (9%) 7 (5%)
Assisted living 20 (10%) 16 (11%)
Died 6 (3%) 1 (1%)

Note: Percentages are rounded to the nearest whole number.

Table 2
FIM scores of cohort at discharge and follow-up

Cohort at discharge Cohort at follow-up

Mean scores (standard deviation) (N = 209) (N = 148)
Mean FIM scores at admission (standard deviation) 73.627 (14.09) 73.84 (14.4)
Mean FIM scores at discharge (standard deviation) 90.24 (18.0) 91.73 (17.74)
Mean FIM scores at follow-up (standard deviation) NA 94.41 (20.91)

Note: The cohort of 209 subjects represents those people who met the inclusion criteria at the time of discharge
from the subacute unit. When these subjects were contacted 90 days later for follow-up, 61 subjects did not
respond or had died. Consequently, the cohort changed from time of discharge to follow-up and thus, it was
analyzed separately at these 2 end points.
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Table 3

Association of minor depressive symptoms at admission and improvement in FIM level

Odds 95% CI 95% CI
Variable Coefficient 4 ratio lower upper

FIM score improvement from admission

to discharge Minor depression —1.2062 016 030 0.11 0.80
FIM score improvement from discharge

to follow-up Minor depression 0.0435 952 1.04 0.25 4.37
FIM score improvement from admission

to follow-up Minor depression —0.0374 964 096 0.19 4.88

at admission were 3.3 times more likely to show improvement as compared to patients with minor
depression. Additionally, improvement in total FIM score was a strong determining factor in whether
or not the person returned home. There was not, however, a significant association of minor depression
with FIM score improvement from discharge to 90-day follow-up (OR 1.04; 95% CI 0.25—4.37) or
admission to 90-day follow-up (OR 0.96; 95% CT 0.19-4.88).

Multivariate logistic regression analysis was used to study the association of score improvement
from “admission to discharge™ and “discharge to follow-up” with minor depression while controlling
for dementia, age, gender, marital status, days of therapy, and place of discharge (Table 4).

The analysis indicated that the association between minor depression and FIM scores from “ad-
mission to discharge” remained unchanged after controlling for potential confounders. There was
also a significant association between total FIM score from admisston to discharge and place of

Table 4
Association of FIM score improvement and minor depression, dementia, age, gender, marital
status, days of treatment, and place of discharge

95% CI
Odds
Variable Coefficient P ratio Lower Upper
FIM score improvement from admission to discharge
Minor depression —-1.2990 016 027 0609 079
Dementia 04006 362 149 0.63 3.53
Age —0.01580 482 098 094 1.03
Gender —0.1912 630 083 0.38 1.80
Marital status —0.0933 818 091 041 2.01
Days/treatment 0.02532 411 103 097 1.09
Place/discharge 1.1340 .002 3.11 1.53 6.30
FIM score change from discharge to follow-up
Minor depression —0.0152 984 098 023 4.23
Dementia 0.0264 959 103 038 280
Age —0.01839 447 098 094 1.03
Gender —-0.1063 806 090 038 2.10
Marital status 00625 883 106 046 245
Days/treatment 0.02902 345 103 097 1.09
Place/discharge 0.2429 512 127 062 2.64
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discharge. That is, people who returned home were more likely to have exhibited improved total
FIM scores from admission to discharge.

Discussion

Within the past few years, numerous studies have identified the detrimental effects of minor de-
pression on the health and functioning of people older than 65 years.*? Generally, the results of
this research can be summarized in 3 main points. First, minor depression is an identifiable psy-
chiatric disorder, which sometimes occurs independently of recurrent major depressive disorders.*?
Second, minor depression is not a self-resolving or “evanescent” disorder and it requires appropriate
treatment***> Third, there is a significant association between mood, specifically minor depression,
and functioning, especially for older people.

The purpose of this study was to explore this third point; namely, it examined if there is an
association between minor depression and recovery of function for older people receiving subacute
care. From a clinical perspective, recovery of functioning is a critical factor in the rehabilitation
process because it determines whether or not the person is likely to return home (or to previous
residential setting). If not, the odds are greater that the person will be placed in a nursing facility or
assisted living, usually contrary to his/her wishes. Additionally, because of less independence and
autonomy, loss of functioning results in a significantly poorer quality of life.

Whereas previous studies have focused on the effects of major depression, our research has
found that even minor depressive symptoms affect the recovery of functioning during subacute
rehabilitation.*® It is important to note, however, that this study had 2 primary limitations. First, it
did not specifically take into account the severity of the subjects’ medical illness and associated
treatments. This may have resulted in appreciable confounding of medical status at admission with
depression and functional outcomes. A second limitation was that the results regarding the effect
of minor depression during follow-up were inconclusive perhaps because of loss of subjects. Thus,
there may be an association not identified by this analysis because of limited statistical power.
Another possible explanation is that the subjects may have recovered spontaneously after returning
home. Arnold and Kafetz*” found that nearly half of elderly patients in medical inpatient settings
exhibited spontaneous recovery from depressive symptoms upon returning home. Despite these
limitations, however, the results of this study reveal a strong association between minor depression
and rehabilitation outcome for older adults receiving subacute treatment.

Implications for Behavioral Health Services

From a treatment or clinical perspective, our findings suggest that adequate screening and treat-
ment for minor depression should be conducted for older people in subacute care to ensure maximum
benefit from physical therapy and recovery of functioning. As compared to major depression, the
assessment and treatment of minor depression presents some unique challenges for the healthcare
provider. First, minor depression may be difficult to diagnose because, unlike major depression, it may
not include physical symptoms such as sleep disturbance and/or appetite change. It is often charac-
terized by subtle mood and cognitive changes which makes diagnosis less amenable to observational
evaluation. Consequently, if depression is suspected, of any intensity, patients should be referred
for a thorough diagnostic evaluation which would likely identify slight changes in mood/cognition.
Secondly, people often resist treatment because of the misperception that the effects of minor de-
pression are relatively benign. Accordingly, it is important that patients are educated on the effects
of depressive symptoms so that they may make informed choices about appropriate treatments.

In summary, minor depression is a quality of life issue for older adults insofar as it affects both
general functioning and recovery of functioning following an injury or illness. From a public health
perspective, untreated minor depression translates into poorer treatment efficacy and higher health-
care costs. From the perspective of the older patient, however, it means having to give up his/her
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independence, autonomy, and in some cases, home. With proper psychotherapeutic and pharma-
ceutical treatment, however, minor depression can be alleviated, resulting in better rehabilitation
outcomes and better quality of life.#

et

w N

Al N

11.

12.

i

w

18.
19.
20,

. Spiegel D. Cancer and depression. British Journal of Psychiatry. 1996;30:109-116.
22.

2

vy

23.
24.

25.

26.

27.

28.

29.

30.

31

—_

32.

33.
34.

35.

References

. Educating older Americans and health professionals about the risks of depression: National Institute of Mental Health and Administration

on Aging offer fact sheet on older aduits and depression. NIH News Release Online. August 1, 1999:1.

. Diagnosis and treatment of depression in late life. NIH Consensus Statement Online. November 4-6, 1991:1-27.

Beekman AT, Penninx BWJH, Deeg DJH, et al. Depression and physical health in fater life: results from the Longitudinal Aging Study
Amsterdam (LASA). Journal of Affective Disorders. 1997;46:219-231,

Kim E, Rovner B. Epidemiology of psychiatric disturbance in nursing homes. Psychiatric Annals. 1995;25:409-412,

Rosen J, Muisant BH, Pollock BG. Depression in the nursing home: risk factors and interventions. Nursing Home Medicine. 1997;5:156-164.
Birrer RB. Depression and aging too often do mix. Postgraduate Medicine, 1998;104:153-164.

Docherty JP. Barriers to diagnosis of depression in primary care. Jowrnal of Clinical Psychiatry. 1997;58:5-10.

Raskind MA. Depression in the elderly. Canadian Journal of Psychiatry. 1992;37:4-6.

Gurland B. The impact of depression on quality of life of the elderty. Clinics in Geriatric Medicine. 1992;8:377-386.

Scioli A, Chamberlin CM, Samor CM, et al. A Prospective study of hope, optimism, and health. Psychological Reports. 1997;81:723-733.
Beekman ATE, Deeg DJH, Braam AW, et al. Consequences of major and minor depression in later life: a study of disability, well-being
and service utilization. Psychological Medicine. 1997;27:1397-1409.

Schulz R, Beach SR, Ives DG, et al. Association between depression and mortality in older adults: the Cardiovascular Health Study.
Archives of Internal Medicine. 2000;160:1761-1768.

. Penninx BW, Geerlings SW, Deeg DJ, et al. Minor and major depression and the risk of death in older persons. Archives of General

Psychiatry. 1999,56:889-895.

. Covinsky KE, Kahana E, Chin MH, et al. Depressive symptoms and 3-year mortality in older hospitalized medical patients. Annals of

Internal Medicine, 1999;130:563-569.

. Koenig HG. Differences in psychosocial and health correlates of major and minor depression in medically ill older adults. Journal of the

American Geriatrics Society. 1997;45:1487-1495.

. US Department of Health and Human Services. Depression in Primary Care: Detection and Diagnosis. Vol 1. Rockford, Miss: US Dept

of Health & Human Services; 1993.

. Ariyo AA, Haan M, Tangen CM, et al. Depressive symptors and risks of coronary heart disease and mortality in ciderly Americans.

Circulation. 2000;102:1773-1779.

Ferketich AK, Schwartzbaum JA, Frid DJ, et al. Depression as an antecedent to heart disease among women and men in the NHANES 1
study. National Health and Nutrition Examination Survey. Archives of Internal Medicine. 2000;160:1261-1268.

Penninx BW, Guralnik JM, Mendes de Leon CF, et al. Cardiovascular events and mortality in newly and chronically depressed person >70
years of age. American Journal of Cardiology. 1998;81:988-994.

Schwenk TL. Cancer and depression. Primary Care: Clinics in Office Practice. 1998;25:505-513.

Penninx BW, Guralnik JM, Pahor M, et al. Chronically depressed mood and cancer risk in older persons. Journal of the National Cancer
Institute. 1998;90:1888-1893.

Krishnan KR. Depression as a contributing factor in cerebrovascular disease. American Heart Journal. 2000;140:70~76.

Lyness JM, King DA, Cox C, et al. The importance of subsyndromal depression in older primary care patients: prevalence and associated
functional disability. Journal of the American Geriatrics Society. 1999;47:647-652.

Beekman AT, Deeg DI, Braa AW, et al. Consequences of major and minor depression in later life: a study of disability, well-being and
service utilization. Psychological Medicine. 1997;27:1397-1409.

Nanna MJ, Lichtenberg PA, Buda-Abela M. The role of cognition and depression in predicting functional outcome in geriatric medical
rehabilitation patients. Journal of Applied Gerontology. 1997;16:120~132.

Penninx BWIH, Guralnik JM, Ferrucci L, et al. Depressive symptoms and physical decline in community-dwelling older adults. Journal
of the American Medical Association. 1998;279:1720-1726.

Penninx BW, Deeg DI, van Eijk JT, et al. Changes in depression and physical decline in older adults: a longitudinal perspective. Journal
of Affective Disorders. 2000;61:1-12.

Penninx BW, Leveille S, Ferrucci L, et al. Exploring the effect of depression on physical disability: longitudinal evidence from the established
populations for epidemiologic studies of the elderly. American Journal of Public Health. 1998;89:1346-1352.

Rapaport MH, Judd LL, Schettler PJ, et al. A descriptive analysis of minor depression. American Journal of Psychiatry. 2002,159:637—
643.

Kessler RC, Zhao 8, Blazer DG, et al. Prevalence, correlates, and course of minor depression and major depression in the National
Comorbidity Survey. Journal of Affective Disorders. 1997;45:19-30.

Rapaport MH, Judd LI. Minor depressive disorder and subsyndromal depressive symptoms: functional impairment and response to
treatment. Journal of Affective Disorders. 1998;48:227-232.

Jaffe A, Froom J, Galambos N. Minor depression and functional impairment. Achieves of Family Medicine. 1994;12:1081-1086.
Diamond PT, Holroyd 8, Macciocchi SN, et al. Prevalence of depression and outcome on the geriatric rehabilitation unit. American Journal
of Physical Medicine and Rehabilitation. 1995;74:214-217.

Lawton MP, Casten R, Parmelee PA, et al. Psychometric characteristics of the minimum data set II: validity. Journal of the American
Geriatrics Society. 1998:46:736-744.

Minor Depression and Rehabilitation ALLEN et al. 197



36.
37.
38.
39.
40.
41,
42.
43.

. Williams JW Jr, Barrett J, Oxman T, et al. Treatment of dysthymia and minor depression in primary care: a randomized controlled trial in

45.
46.

47.

48.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 4th ed. Washington, DC: American Psychiatric
Association; 1994,

Burrows AB, Morris JN, Simon SE, et al. Development of a miniroum data set-based depression rating scale for use in nursing homes. Age
and Ageing. 2000;29:165-172.

Stineman MG, Shea JA, Jette A, et al. The Functional Independence Measure: tests of scaling assumptions, structure, and reliability across
20 diverse impairment categories. Archives of Physical Medicine and Rehabilitation. 1996;77:1101-1108.

Pollak N, Rheault W, Stoecker JL. Reliability and validity of the FIM for persons aged 80 years and above from a multileve] continuing
care retirement community. Archives of Physical Medicine and Rehabilitation. 1996;77:1056-1061.

Kessler RC, Zhao S, Blazer DG, et al. Prevalence, correlates, and course of minor depression and major depression in the National
Comorbidity Survey. Journal of Affective Disorders. 1997:45:19-30.

Diamond PT, Holroyd 8, Macciocchi SN, et al. Prevalence of depression and outcome on the geriatric rehabilitation umit. American Jowrnal
of Physical Medicine and Rehabilitation. 1995,74:214-217.

Beck DA, Koenig HG. Minor depression: a review of the literature. International Journal of Psychiatry in Medicine. 1996;26:177-209.
Rapaport MH, Judd LL, Schettler PJ, et al. A descriptive analysis of minor depression. American Journal of Psychiatry. 2002;159:637-643.

older adults. Journal of the American Medical Association. 2000;284:1519-1526.

Rapaport MH, Judd LL, Schettler PJ, et al. A descriptive analysis of minor depression. American Journal of Psychiatry. 2002;159:637-643.
Penninx BW, Deeg DJ, van Eijk JT, et al. Changes in depression and physical decline in older adults: a longitudinal perspective. Journal
of Affective Disorders. 2000;61:1-12.

Arnold N, Kafetz K. Elderly medical inpatients screening positive for depression may show spontaneous improvement after discharge. Age
and Ageing. 2002;31:397-400.

Travis LA, Lyness JM. Minor depression: diagnosis and management in primary care. Geriatrics. 2002;57:65-66.

198 The Journal of Behavioral Health Services & Research 31:2  April/June 2004



