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The metabolic syndrome, low folate 
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may be associated with depression. 

However, the impact of melancholic or 

non-melancholic depressive symptoms 

has not been evaluated. 

The results of this study support the 

use of the Beck Depression Inventory 

as a screening tool for depressive 

symptoms. A higher risk of the 

metabolic syndrome was associated 

with non-melancholic depressive 

symptoms.  In addition, those with a 

lower folate intake or lower vitamin 
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ABSTRACT

The predictive value of the Beck Depression Inventory (BDI) for the detection of depression
in the general population has not been extensively evaluated. Depression may be associated
with  an  increased  risk  of  the  metabolic  syndrome  (MetS)  and  with  a  low  folate  intake  or
lower vitamin B12 levels. However, the impact of melancholic or non-melancholic depressive
symptoms (DS) has not been examined.
 The aims of this population-based study were to evaluate the value of the BDI as a
screening instrument for depression, and to investigate the associations between
predominantly melancholic or non-melancholic DS measured by the BDI and the MetS,
folate intake, or serum vitamin B12 levels.
The study population (N = 2840) was selected from the National Population Register in
2007.
 A  score  of  15  in  the  BDI  simultaneously  maximized  the  sensitivity  and  specificity  of
detecting depression.
The risk for the MetS was two-fold higher in subjects with predominantly non-melancholic
DS.
 On the other hand, the risk for melancholic DS was almost 50% lower for the high folate
intake tertile versus the lowest.
 The relative risk ratio for melancholic DS was almost three-fold higher in the lowest
vitamin B12 level tertile when compared to the highest.
 This study demonstrated that the BDI with a cut-off score of 15 is a valid instrument for
screening depression in population-based subjects.
 These results suggest that liability to the MetS is particularly associated with non-
melancholic  DS,  which  may  suggest  possible  differences  in  susceptibility  to  the  MetS  in
different types of DS. The findings of the present study also suggest that folate intake and
vitamin  B12 may contribute to the pathogenesis of DS, which may be associated with
melancholic characteristics.

National Library of Medicine Classification: QT 235, QU 188, QU 194, WK 810, WM 171.5,
Medical Subject Headings:
Depression; Depression; Depressive disorder; Diet; Folic Acid; Metabolic syndrome X; Vitamin B 12
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TIIVISTELMÄ

Beckin depressioasteikon (BDI) ennustearvoa tunnistaa depressio väestötasolla ei ole
tutkittu laajalti. Kohonnut metabolisen oireyhtymän (MBO) riski sekä alentunut foolihapon
saanti tai matala B12 vitamiinin pitoisuus voivat liittyä masennukseen. Melankolisten tai ei-
melankolisten masennusoireiden vaikutusta ei ole kuitenkaan tutkittu.
 Tämän väestötutkimuksen tarkoituksena oli arvioida BDI:n kykyä seuloa masennusta
sekä BDI:llä mitattujen pääosin melankolisten tai ei-melankolisten masennusoireiden ja
MBO:n, foolihapon saannin sekä B12 vitamiinin pitoisuuden välisiä yhteyksiä.
 Tutkimusaineisto (N=2840) kerättiin väestörekisteristä vuonna 2007.
BDI:n pistemäärä 15 maksimoi samanaikaisesti sekä sensitiivisyyden että spesifisyyden
masennuksen toteamisessa.
 MBO:n riski oli yli 2x korkeampi niillä, joilla oli pääosin ei-melankolisia masennusoireita.
Toisaalta melankolisten masennusoireiden riski oli lähes 50 % alhaisempi korkean
foolihapon saannin yhteydessä suhteessa matalimpaan.
 Matalimman B12 vitamiinipitoisuuden ryhmässä melankolisten masennusoireiden
suhteellinen riski oli liki kolminkertainen verrattuna korkeimpaan ryhmään.
 Tämän tutkimuksen perusteella BDI:n pistemäärä 15 on perusteltu väestön depression
seulonnassa. Näiden tulosten pohjalta voi olla mahdollista, että taipumus MBO:hon liittyisi
erityisesti ei-melankolisiin masennusoireisiin. Tämä saattaa viitata siihen, että alttius
MBO:hon on ehkä erilainen eri masennusoireissa.
 Nykyisen tutkimuksen löydökset voivat myös tukea foolihapon ja B12 vitamiinin osuutta
masennuksen patogeneesissä, mikä saattaa liittyä melankolisiin piirteisiin.

Luokitus:
Yleinen Suomalainen asiasanasto: B12-vitamiini; foolihappo; masennus; melankolia; metabolinen oireyhtymä;
ruokavaliot
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1 INTRODUCTION

Major depression is a common disorder in the general population (Ayoso-Mateos et al.
2001, Kessler et al. 1994, Kessler et al. 2003). It frequently has a tendency towards a
recurrent or chronic course, significantly impairing the quality of life and being among the
most important causes of the disease burden and years lost due to disability (Murray et al.
1996). In the Finnish population, the 12-month prevalence of major depressive episodes
was reported to be 9.3% (Lindeman et al. 2000). Depressive disorders were found in 6.5% of
the subjects in the Finnish Health 2000 Study (Pirkola et al. 2005). The lifetime prevalence of
depressive disorders was almost 18% in the latest Finnish study among younger
population subjects (Suvisaari et al. 2009).

The  Beck  Depression  Inventory  (BDI)  is  the  most  commonly  used  self-rating  scale  for
depression, and the literature on the psychometric properties of the BDI in both clinical and
non-clinical samples/settings as well as across different countries is extensive (Beck et al.
1988). The cut-off score of 10 points in the BDI has been shown to be useful for detecting
depressive symptoms in various adult populations (Timonen et al. 2006, Räikkönen et al.
2007, Vanhala et al. 2009, Koponen et al. 2010, Korniloff et al. 2010, Mäntyselkä et al. 2011).
In  order  to  examine  the  impact  of  the  subtype  of  depressive  symptoms  (DS),  a  DSM-IV
criteria-based  summary  score  of  melancholic  symptoms  in  the  BDI  has  been  applied  to
divide the participants with increased DS into melancholic and non-melancholic subgroups
(Sheehan et al. 1994, Steer et al. 1999, Ovaskainen et al. 2009, Vanhala et al. 2009). However,
only two studies have examined the predictive value of the BDI for the detection of
depression in a representative sample of the general population and have applied a reliable
psychiatric interview as a validation instrument (Lasa et al. 2000, Nuevo et al. 2009).

The metabolic syndrome (MetS) is a cardio metabolic risk cluster comprising abdominal
obesity, altered glucose and lipid metabolism, and elevated blood pressure (Expert panel,
2001, Alberti et al. 2005, Grundy et al. 2005, Alberti et al. 2006). Applying the criteria based
on the National Cholesterol Education Programme (NCEP), the age-adjusted prevalence of
the MetS has been estimated to be approximately 35% in the US population and 37% in
Eastern Finland (Ford 2005, Miettola 2008). It has been shown to associate with an
increased risk of cardiovascular diseases, type 2 diabetes mellitus and all-cause mortality
(Lakka et al. 2002, Ford 2005). Most previous cross-sectional studies have demonstrated
that the MetS is more common in those with major depression or DS than in non-depressed
subjects, and the observed prevalence rates have varied from 8% to 38% (Kinder et al. 2004,
Heiskanen et al. 2006, Räikkönen et al. 2007, Skilton et al. 2007). However, two recent
studies have found no correlation between depression and the MetS (Hildrum et al. 2009,
Foley et al. 2010). Depression may also be a risk factor for several components of the MetS.
On the other hand, only a few studies have evaluated the relationship between the MetS
and its components and subtypes of DS (Lamers et al. 2010, Vanhala et al. 2009). The only
longitudinal study reporting the risk of metabolic syndrome in various subtypes of DS has
been the subgroup analysis of Vanhala and co-workers, who detected the highest risk for
the MetS among women only in a subgroup with more melancholic DS (Vanhala et al.
2009).

Only a few cross-sectional studies have reported an association between a low folate
intake and depression (Tolmunen et al. 2003, Sanchez-Villegas et al. 2009, Murakami et al.
2010). Of the three published prospective studies, one reported a 3-fold increased risk of
depression in men with a low folate intake (Tolmunen et al. 2004), and another
demonstrated a 75% reduced risk of recurrent depression among middle-aged men with an
increased folate intake (Astorg et al. 2008). On the other hand, a recent U.S. population-
based study reported that the intake of folate was not associated with DS (Skarupski et al.
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2010). No studies have evaluated the correlation between folate intake and subtypes of
depression.

Vitamin B12 levels and DS or depressive disorders have been associated in some studies
(Penninx et al. 2000, Tiemeier et al. 2002, Kim et al. 2008, Ng et al. 2009), but inconsistent
results exist (Lindeman et al. 2000, Morris et al. 2003, Bjelland et al. 2003, Sachdev et al.
2004, Beydoun et al. 2010). The relationship between vitamin B12 levels and different
subtypes of DS has not been evaluated in previous studies.

This population-based study was undertaken to evaluate the value of the BDI as a
screening instrument for depression and the depressive symptom profile, using the clinical
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)-based Mini-International
Neuropsychiatric Interview (MINI) as a validating measure. It further aimed to investigate
the associations between predominantly melancholic or non-melancholic DS measured by
the BDI and the MetS or folate intake and serum vitamin B12 levels in a population-based
study. The study population was selected from the National Population Register of Finland
in August 2007, and comprised subjects aged 45–74 years, stratified according to gender
and 10-year age groups (45–54, 55–64 and 65–74 years), from the hospital districts of
Pirkanmaa, Southern Ostrobothnia and Central Finland.
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2 REVIEW OF THE LITERATURE

2.1 Terminology
In the following review of the literature and discussion sections, the term depression covers
both studies on depressive disorders and patients with increased depressive symptoms
(DS).

2.1.1 Screening of depression
2.1.1.1 Diagnostic psychiatric interviews for adults
Besides depression-rating scales, several diagnostic interviews were initially developed to
provide reliable diagnoses for clinical research on patients with particular mental
disorders. Later, to obtain reliable data on the prevalence of mental disorders in the general
population, interviews were more focused on being useful in epidemiological community
studies. Today, most patients with psychiatric disorders are treated in primary care.
Therefore, two of the interviews included here, the Primary Care Evaluation of Mental
Disorders  (PRIME-MD)  and  the  Symptom-Driven  Diagnostic  System  for  Primary  Care
(SDDS-PC), were developed to address the need for better recognition of mental disorders
among  primary  care  physicians.  Their  main  output  is  a  determination  of  whether  the
patient’s clinical picture meets the diagnostic criteria for one of the psychiatric disorders
covered by the instrument (Handbook of Psychiatric Measures 2000). The characteristics of
the most common diagnostic interviews are presented in Table 1.

Table 1. Diagnostic interviews

Diagnostic interview
instrument

Disorder assessed Format

Structured Clinical Interview for
DSM-IV Axis I Disorders (SCID-I),
Patient edition (SCID-I/P),
Nonpatient edition (SCID-I/NP),
Clinical version (SCID-CV)
(Handbook of Psychiatric
Measures 2000).

Psychiatric disorders according to
the DSM-IV

Clinician-administered,
semistructured interview with
seven diagnostic modules

Schedules for Clinical Assessment
in Neuropsychiatry (SCAN) (World
Health Organisation 1994)

Psychopathology and behaviour
associated with a broad range of
major psychiatric disorders of
adult life, including the ICD-10
and DSM-IV, among others

SCAN interview text, Item Group
Checklist, and Clinical History
Schedule, glossary of differential
definitions, and CATEGO-5
computer program

Schedule for Affective Disorders
and Schizophrenia (SADS)
(Endicott and Spitzer 1978,
Spitzer et al. 1978)

Mental disorders as defined by
Research Diagnostic Criteria
(RDC)

Clinician-administered interview,
first part on symptoms and
second part on the history of
mental disorders

Diagnostic Interview Schedule
(DIS) (Robins et al. 1981)
Composite International
Diagnostic Interview (CIDI)
(Robins et al. 1988)

Current and lifetime psychiatric
disorders according to the DSM-
IV
Expanded DIS for use across
cultures according to the DSM-IV
and ICD-10

Highly structured interview
containing both a demographic
section and diagnostic modules
for administration by laypersons

Primary Care Evaluation of Mental
Disorders (PRIME-MD)
(Spitzer et al. 1994)

For primary care doctors in
diagnosing the most commonly
seen adult mental disorders such
as depression or anxiety in
primary health care settings

1-page Patient Questionnaire (PQ)
and 9-page Clinician Evaluation
Guide (CEG)

Symtom-Driven Diagnostic
System for Primary Care (SDDS-
PC) (Olfson et al. 1995,
Weissman et al. 1995)

Computerized tool for the
detection, diagnosis and
management of mental disorders
such as depression or anxiety in
primary health care settings

29-item patient self-report
screening questionnaire, a
diagnostic interview guide
containing an extra module for
suicide risk, and a longitudinal
tracking form
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2.1.1.2 Depression scales
The most common goal of assessment is to measure the severity of depressive symptoms,
in terms of both the severity of individual symptoms and the total number of mood-related
symptoms that have been present. Depression scales are also used to detect or exclude
depressive disorders, as well as for the follow-up of recovery after treatment interventions.
They can be divided into self- or observer-rated scales (Table 2) (Handbook of Psychiatric
Measures 2000). The Hamilton Rating Scale for Depression (HAM-D) was originally
described for use in assessing the symptoms of patients diagnosed as suffering from
depressive states. It has 17 to 21 items, depending on the version, that are rated according
to  intensity  and  frequency  within  the  previous  few  days.  The  scores  for  each  item  range
from 0 to 2 or from 0 to 4 (Hamilton 1960). It includes somatic manifestations of depression,
and is the most widely used scale in treatment studies on depression (Kaplan and Sadock
2009).

The Montgomery-Åsberg Depression Rating Scale (MADRS) contains 10 items, each of
which is scored from 0 to 6 (overall range 0–60 points) (Montgomery and Åsberg 1979). The
MADRS was specifically designed to be sensitive to changes over time (Montgomery and
Åsberg 1979). It is a widely used scale with high face validity. In addition, its validity has
been demonstrated by its high correlations with the HAM-D (Kaplan and Sadock 2009). In
the Center for Epidemiologic Studies Depression Scale (CES-D), scores range from 0 to 60,
and higher scores indicate more severe depressive symptoms (Radloff 1977). In the Raskin
Scale the total depression severity score may range from 3 to 15 (Raskin 1988).

The Zung Self-Rating Depression Scale (Zung SDS) includes 20 items that are rated
according to their frequency of occurrence (Zung 1965). The Inventory of Depressive
Symptomatology (IDS) is unique among depression rating scales in that a self-report form
(IDS-SR) and a clinician-administered form (IDS-C) were developed simultaneously (Rush
et al. 1985).
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Table 2. Depression rating scales

Instrument Rater Disorder or construct assessed

Hamilton Rating Scale for

Depression (HAM-D) (Hamilton
1960)

Professional, 17 items Severity of depressive symptoms
in patients with primary
depressive illness

Montgomery-Åsberg Depression
Rating Scale (MADRS)
(Montgomery and Åsberg 1979)

Professional, 10 items Severity of depressive symptoms

Center for Epidemiologic Studies
Depression Scale (CES-D)
(Radloff 1977)

Self, 20 items Severity of depressive symptoms
in community populations

Raskin Scale (Three-Area Severity
of Depression Scale)

(Raskin 1988)

Professional, 3 items Severity of depression in three
domains: subjective experience,
behavioural manifestations, and
secondary signs of depression

Zung Self-Rating Depression
Scale (Zung SDS) (Zung 1965)

Self, 20 items Severity of depressive symptoms

Beck Depression Inventory (BDI)

(Beck et al. 1961)

Self, 21 items Severity of depressive symptoms.

Inventory of Depressive
Symptomatology (IDS)

Self-report version (IDS-SR)

Clinician-administered version
(IDS-C) (Rush et al. 1985)

Self (IDS-SR) or professional
(IDS-C), 28- and 30-item
versions

Severity of signs and symptoms
of depression including all DSM-IV
criteria items

Three of the scales presented in this table (the BDI, CES-D and Zung SDS) are also targeted
for  screening  depressive  disorders  among  in  the  community  or  in  general  medical
populations. This strategy requires a two-stage approach: the first-stage screen identifies
persons likely to have a mood disorder, and those patients screened then will be evaluated
in a second clinical diagnostic interview (Handbook of Psychiatric Measures 2000).

2.1.1.3 Mini
The  Mini-International  Neuropsychiatric  Interview  (MINI)  is  a  short  structured  widely
used diagnostic interview, jointly developed by psychiatrists and clinicians in the United
States and Europe. It is validated for the diagnosis of DSM-IV and ICD-10 psychiatric
disorders (Sheehan et al. 1994, Sheehan et al. 1998).

2.1.1.4 Beck Depression Inventory
The Beck Depression Inventory (BDI) is probably the most commonly used self-rating scale
for depression. In the planning of the research design of a project aimed at testing certain
psychoanalytic formulations of depression, the necessity for establishing an appropriate
system for identifying depression was recognized (Beck et al. 1961). In its original version,
subjects were asked to rate 21 items (Table 3) according to how they feel at the present time.
Items were then scored from 0 to 3 and summed to obtain a total score for depressive
symptom severity (range from 0 to 63) (Beck et al. 1961, Beck and Beamesderfer 1974).
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Table 3. The symptom-attitude categories of the BDI (Beck et al. 1961)
a. Mood l. Social Withdrawal

b. Pessimism m. Indecisiveness

c. Sense of Failure n. Body Image

d. Lack of Satisfaction o. Work Inhibition

e. Guilty Feeling p. Sleep Disturbance

f. Sense of Punishment q. Fatigability

g. Self-Hate r. Loss of Appetite

h. Self-Accusations s. Weight Loss

i. Self-Punitive Wishes t. Somatic Preoccupation

j. Crying Spells u. Loss of Libido

k. Irritability

The  primary  clinical  use  of  the  BDI  is  to  assess  the  severity  of  depressive  symptoms  in
patients with previously diagnosed depressive illness. A second use of the BDI is to screen
subjects who may have depressive illness or may need intervention, but in this case it
should be  followed up with a  diagnostic  instrument  or  a  clinical  interview (Handbook of
Psychiatric Measures 2000).

The BDI has several advantages: it is easy and quick to use (self-administered), uses simple
language and is easy to score. A disadvantage is that biases have been reported (e.g.
women, the less-educated, adolescents, elderly people and individuals with certain
comorbid psychiatric diagnoses such as prominent anxiety tend to show higher scores)
(Handbook of Psychiatric Measures 2000).

2.1.1.5 Psychometric properties of the BDI
The term ‘psychometric’ is used to describe the performance characteristics of many types
of measures. The two principal psychometric properties of a measure are reliability and
validity.  The  reliability  of  a  test  is  the  consistency  or  precision  with  which  it  can
discriminate one subject from another, while the validity of a measure is the degree to
which the diagnosis, category, rating or score it yields is a reflection of the true state. When
evaluating  the  reliability  of  a  test,  internal  consistency  and  joint  and  test-retest  reliability
are assessed (Handbook of Psychiatric Measures 2000).

On  the  other  hand,  sensitivity  and  specificity  are  the  statistics  of  choice  when  a
measure’s ability to evaluate categorical variables such as diagnoses has to be assessed
(Hulley and Cummings 1988, Zarin and Earls 1993).

Sensitivity refers to a test’s ability to identify true cases, or its true positive rate.
Specificity is the test’s accuracy in identifying noncases, or one minus the false-positive
rate. The other key terms to take into account concerning a measure’s validity against a
gold standard are PPV (positive predictive value) and NPV (negative predictive value).
PPV is the probality (in a given population) that a positive test result corresponds to a true
case, and NPV is the probality (in a given population) that a negative test result
corresponds to a noncase (Handbook of Psychiatric Measures 2000).
The BDI shows high internal consistency among different study populations (Beck et al.
1988). Assessments of BDI test-retest reliability are problematic because repeated testing
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has often involved comparing questionnaires repeated outside the time frame mandated by
the first administration of the questionnaire. To assess the stability of one-week
assessments, repeated measurements must be carried out using the same unit of
observation  but  varying  the  time  of  administration  (e.g.,  morning  and  afternoon).  The
correlation between the BDI and other standard measures of depressive symptom severity
demonstrates high, but not complete, concordance across measures. Correlations between
observer-rated  scales  of  depression  such  as  the  HAM-D  or  MADRS  and  the  BDI  for
psychiatric patients range from 0.55 to 0.96, with a mean of 0.72. For nonpsychiatric
subjects, correlations range from 0.55 to 0.73, with a mean of 0.60 (Handbook of Psychiatric
Measures 2000).
Higher sensitivity scores have been reported in nonpatient populations. The BDI also
shows high concurrent validity with other measures of depressive symptom severity, such
as the Ham-D and the Zung SDS (Handbook of Psychiatric Measures 2000).

2.1.1.6 The BDI and screening of depression
Originally, Beck suggested that a cut-off point of 12/13 would be suitable to detect
depression among psychiatric patients, while 9/10 should be used among medical/non-
psychiatric patients (Beck et al. 1961). Two previous Finnish studies have suggested
different cut-off points: 14/15 in a clinical sample and 17/18 in a population-based but
geographically highly selected sample were found to maximize sensitivity and specificity in
detecting depression (Viinamäki et al. 2004, Nuevo et al. 2009). The optimal cut-off point of
the BDI seems to be dependent on the reference group and on the method applied to
confirm the diagnosis of depression. Therefore, a wide range of cut-off points (from 10 to
23) have been suggested in the literature (for a review, see Viinamäki et al. 2004). For
example, in a study among young adults (outpatient ages 18–37 years), a BDI cut-off score
of 18 was recommended for maximal efficiency (sensitivity 66.88%, specificity 58.90%)
(Rudd and Rajab 1995). On the other hand, the mean BDI score correlated well with the
prevalence of depression determined by clinical interviews (Veerman et al. 2009). A recent
study using the Composite International Diagnostic Interview as the gold standard reported
that the BDI might be useful in detecting depressive disorders in the general population
(Aalto et al. 2012).

The literature on the psychometric properties of the BDI in both clinical and non-clinical
samples/settings as well as across different countries is extensive. There have only been two
published studies examining the predictive value of the BDI for the detection of depression
in a representative sample of the general population that have applied a reliable psychiatric
interview as a validation instrument (Lasa et al. 2000, Nuevo et al. 2009). They suggested
different cut-off points in the BDI, 12/13 and 17/18 respectively, to obtain maximal
sensitivity and specificity.  The cut-off of 10 points in the BDI has been shown to be useful
for detecting depressive symptoms in various adult populations (Timonen et al. 2006,
Räikkönen et al. 2007, Vanhala et al. 2009, Koponen et al. 2010, Korniloff et al. 2010,
Mäntyselkä et al. 2011).

2.1.2. Subtypes of depression according to the DSM-IV
According  to  the  DSM-IV,  mood  episodes  and  mood  disorders  can  be  distinguished.  An
episode is a period lasting at least 2 weeks during which there are enough symptoms for
the full criteria to be met for the disorder. Furthermore, depressive disorders take one of
three forms: a major depressive episode, a dysthymic disorder or “depression not
otherwise specified”, which includes several forms of briefer or milder periods of
depression.

Patients with or without a history of mania may have a major depressive episode if they
fulfil these criteria, but major depressive disorder refers to one or more episodes of major
depression  in  the  absence  of  mania  or  hypomania.  Dysthymic  disorders  in  the  DSM-IV



8

consist of chronic but milder symptoms than major depressive episode (American
Psychiatric Association (APA) 1994).

According  to  the  DSM-IV,  other  subtypes  of  depression  are  also  categorized,  for
example recurrent brief depressive disorder or seasonal pattern depressions (APA 1994,
Angst and Hochstrasser 1994, Partonen and Lönnqvist 1999,Westrin and Lam 2007).

2.1.2.1. The prevalence of major depressive episode or depressive disorders
Numerous studies have shown that major depression is a common disorder in the general
population (Ayoso-Mateos et al. 2001, Kessler et al. 1994, Kessler et al. 2003). It frequently
has  a  recurrent  or  chronic  course,  significantly  impairing  the  quality  of  life  and  being
among the most important causes of the disease burden and years lost due to disability
(Murray et al. 1996). In the Finnish population, the 12-month prevalence of major
depressive episode was 9.3% (Lindeman et al. 2000). Depressive disorders were found in
6.5% of the subjects in the Finnish Health 2000 Study (Pirkola et al. 2005). An even higher
rate has been reported in primary care, as the 12-month prevalence of clinical depression
was 20% (Salokangas et al. 1996). The lifetime prevalence of depressive disorders was
almost 18% in the latest Finnish study among the younger population (Suvisaari et al. 2009).
Published prevalence rates may vary due to differences in samples and methods applied.
Controversial results have been published when evaluating the differences in depression
prevalence over time. A study using identical diagnostic criteria at both time points
reported an increase of over two-fold in the 12-month prevalence of depression during a 10-
year period (Compton et al. 2006). However, subsequent reports have failed to confirm the
often publicly presented hypothesis that depression is more common at present
(Hawthorne et al. 2008, Patten 2008).

On the other hand, 11–21% of persons in Finland have an elevated number of depressive
symptoms (DS) assessed according to the Beck Depression Inventory (BDI ≥ 10 points)
(Vaananen et al. 2008, Vanhala et al. 2009).

2.1.2.2. Diagnosis and symptoms of major depressive episode
Major depression is clinically the most important entity among the spectrum of depressive
disorders. Besides defining the traditional major depressive episode, it can be typed by the
presence of the most prominent symptoms, such as the melancholic or atypical features.
The fourth edition of Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)
published in 1994, and the text revision in 2000, is the latest and most up-to-date
classification of mental disorders (APA 1994, APA 2000). The fourth edition correlates with
the 10th revision of the World Health Organisation’s International Classification of Diseases
and Related Health Problems (ICD-10) (WHO 1992). A definition of a major depressive
episode is provided in Table 4.
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Table 4. DSM-IV criteria for a major depressive episode (American Psychiatric Association 1994)

A. Five (or more) of the following symptoms have been present during the same 2-week period
and represent a change from previous functioning; at least one of the symptoms is (1)
depressed mood or (2) a loss of interest or pleasure:

(1) depressed mood most of the day, nearly every day, as indicated by either subjective
report or observation by others

(2) markedly dimished interest or pleasure in all, or almost all, activities most of the
day, nearly every day (as indicated by either subjective account or observation by
others)

(3) significant weight loss when not dieting or weight gain (e.g., a change of more than
5% of body weight in a month), or an increase in appetite nearly every day

(4) insomnia or hypersomnia nearly every day

(5) psychomotor agitation or retardation nearly every day (observable by others, not
merely subjective feelings of restlessness or being slowed down)

(6) fatigue or loss of energy nearly every day

(7) feelings of worthlessness or excessive or inappropriate guilt (which may be
delusional) nearly every day (not merely self-reproach or guilt about being sick)

(8) a diminished ability to think or concentrate, or in decisiveness, nearly every day
(either subjective account or as observed by others)

(9) recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation
without a specific plan, or a suicide attempt or a specific plan for committing suicide

B. The symptoms do not meet the criteria for a mixed episode

C. The symptoms cause clinically significant distress or impairment in social, occupational, or
other important areas of functioning

D. The symptoms are not due to the direct physiological effects of a substance or a general
medical condition

E. The symptoms are not better accounted for by bereavement, i.e., after the loss of a loved one,
the symptoms persist for longer than 2 months or are characterized by marked functional
impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic
symptoms, or psychomotor retardation

2.1.2.3. Melancholic depression
In contrast to reactive depression, melancholic depression, as also referred to as
endogenous depression in the German literature, is characterised by greater severity, more
considerable guilt and loss of interest, typical vegetative symptoms such as decreased
appetite and sleep, and other physical symptoms such as difficulty concentrating, early
morning  awakening,  and  a  diurnal  mood  swing  (depression  is  worse  in  the  morning)
(Tsuang and Faraone 1996). Melancholic depression has a lower rate of response to
psychotherapy  and  placebo  when  compared  to  reactive  depression  (Tsuang  and  Faraone
1996).
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The DSM-IV defines a major depressive episode with melancholic features in a manner that
covers most of the features of endogenous depression (Table 5).

Table 5. The DSM-IV melancholic features specifier (American Psychiatric Association 1994)With
melancholic features (can be applied to the current or most recent major depressive episode in major
depressive disorder and to a major depressive episode in bipolar I or bipolar II disorder only if it is the
most recent type of mood episode)

A. Either of the following, occurring during the most severe period of the current episode:

(1) loss of pleasure in all, or almost all, activities

(2) lack of reactivity to usually pleasurable stimuli (does not feel much better, even
temporarily, when something good happens)

B. Three (or more) of the following:

(1) distinct quality of depressed mood (i.e., the depressed mood is experienced as
distinctly different from the kind of feeling experienced after the death of a loved
one)

(2) depression regularly worse in the morning

(3) early morning awakening (at least 2 hours before usual time of awakening)

(4) marked psychomotor retardation or agitation

(5) significant anorexia or weight loss

(6) excessive or inappropriate guilt

2.1.2.4 Atypical depression
Atypical depression is distinguished by mood reactivity (i.e., the capacity to be cheered up
temporarily by positive experiences or events) as well as by severe fatigue (so-called leaden
paralysis),  sensitivity  to  rejection,  self-pity,  a  reverse  diurnal  mood  swing  (depression  is
worse later in the day), and reverse vegetative symptoms (e.g., increased instead of
decreased appetite and sleep (Stung and Forgone 1996). About 15% of depressive episodes
have atypical features. Atypical depression has traditionally had a better response to
monoamine oxidase inhibitor antidepressants than to other antidepressants (Textbook of
Psychiatry 2005). However, antidepressive medication of this particular mechanism of
action is very seldom used in the treatment of depression in Finland. A major depressive
episode with atypical features is defined by the DSM-IV (Table 6).
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Table 6. DSM-IV atypical features specifier (American Psychiatric Association 1994)
With atypical features (can be applied when these features predominate during the most recent 2 weeks of a
major depressive episode in major depressive disorder or in bipolar I or bipolar II disorder when the major
depressive episode is the most recent type of mood episode, or when these features predominate during the
most recent 2 years of dysthymic disorder)

A. Mood reactivity (i.e., mood improves in response to actual or potential positive events

B. Two (or more) of the following features:

(1) significant weight gain or increase in appetite

(2) hypersomnia

(3) leaden paralysis (i.e., heavy, leaden feelings in arms or legs)

(4) long-standing pattern of interpersonal rejection sensitivity (not limited to episodes of
mood disturbance) that results in significant social or occupational impairment

C. Criteria are not met with melancholic features or catatonic features during the same
episode.

2.2.2.5. Other proposed subtypes of depression
Besides those mentioned above, some other subtypes of depression have also been
proposed, such as non-melancholic depression, metabolic depression and vascular
depression, that are not included in the DSM-IV.
Compared to melancholic depression, non-melancholic depression can be defined as a
major depressive episode not having the DSM-IV-based melancholic symptoms included in
the definition of melancholic depression (Rush and Weissenburger 1994, Whithall et al.
2010).

The definition of metabolic depression is based on the connection between the MetS and
depression (Vogelganzs et al. 2011). Depressed patients with the MetS are reported to be
more likely to have persistent or recurrent depression. The latter may suggest that
depression with metabolic abnormalities, which could be labelled as metabolic depression,
identifies a chronic subtype of depression (Vogelganzs et al. 2011).

The concept of vascular depression has also been presented. The vascular depression
hypothesis was proposed as a subtype of depression late in life (Alexopoulos et al. 1997,
Steffens et al. 1998, Hickie et al. 1995, Krishnan et al. 1995). During the history of the
vascular depression hypothesis, several researchers have proposed different diagnostic
criteria (Alexopoulos et al. 1997, Steffens et al. 1998, Krishnan et al. 2004, Alexopoulos et al.
2001, Sneed and Culang-Reinlieb 2011). Chronic inflammation may also underlie many
forms of depression associated with vascular disease and the metabolic syndrome
(Viscogliosi et al. 2011). Finally, to make progress regarding the validity of vascular
depression as a subtype of depression, its longitudinal course needs to be chararacterized
(Sneed et al. 2008).

2.2 The metabolic syndrome (MetS), proinflammation and depression
2.2.1 MetS and depression
2.2.1.1 Definitions and prevalence of the MetS
The metabolic syndrome (MetS) is a cardiometabolic risk cluster comprising abdominal
obesity,  altered  glucose  and  lipid  metabolism  and  elevated  blood  pressure  (Expert  panel
2001, Alberti et al. 2005, Grundy et al. 2005, Alberti et al. 2006). It is associated with an
increased risk of cardiovascular diseases, type 2 diabetes mellitus and all-cause mortality
(Lakka et al. 2002, Ford 2005). Although generally recognized, there has not been a uniform
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definition or diagnostic criteria for the MetS. The World Health Organization (WHO)
proposed the first commonly accepted criteria for the MetS in 1998: insulin resistance and
hyperinsulinemia are the core of the syndrome, as well as central obesity. In addition,
dyslipidemia, elevated blood pressure and glucose intolerance are included (World Health
Organisation 1999). The National Cholesterol Education Program (NCEP) – Adult
Treatment Panel III established a set of criteria for the MetS in 2001 (Expert panel on
detection, evaluation, and treatment of high blood cholesterol in adults 2001). Later, the
modified National Cholesterol Education Program (NCEP-ATPIII) introduced a lower
criterion of 5.6 mmol/l (100 mg/dL) for the fasting serum glucose cut-off point (Grundy et
al. 2005).

Since then, an internationally accepted definition for the MetS has been proposed by the
International Diabetes Federation (IDF) (The IDF consensus worldwide definition of the
metabolic syndrome 2006). The latest proposition to harmonize the criteria for the MetS
was published by the IDF and the American Heart Association (AHA) (Alberti et al. 2009).
When applying the NCEP criteria, the age-adjusted prevalence of the MetS is estimated to
be approximately 35% in the US population and 37% in Eastern Finland (Ford 2005,
Miettola 2008). Research into the mechanisms involved in the MetS is of great importance
due to the increasing occurrence of obesity and the growing prevalence of MetS.
Criteria for the metabolic syndrome according to NCEP, NCEP-modified, IDF and IDF/AHA
definitions are presented in Table 7.
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Table 7. Criteria for the metabolic syndrome according to NCEP, NCEP-modified, IDF and IDF/AHA definitions.

NCEP ATP III (2001) NCEP modified
(2005)

IDF (2005) IDF/AHA(2009)

Number of criteria
needed for diagnosis

Three or more of the
following

Three or more of the
following

The first plus any two
of the following

Three or more of
the following

Waist circumference
(males)

>102 cm >102 cm >94 cm Population- and
country-specific
definitions

Waist circumference
(females)

>88 cm >88 cm >80 cm Population- and
country-specific
definitions

Hypertension BP ≥130/85 mmHg or
specific medication

BP ≥130/85 mmHg or
specific medication

BP ≥130/85 mmHg or
specific medication

Systolic ≥130
and/or diastolic
≥85 mmHg or
specific medication

Trigycerides ≥150 mg/dL or ≥1.7
mmol/L or specific
medication

≥150 mg/dL or ≥1.7
mmol/L or specific
medication

≥150 mg/dL or ≥1.7
mmol/L or specific
medication

≥150 mg/dL or ≥1.7
mmol/L or specific
medication

HDL cholesterol (men) <40 mg/dL or <1.03
mmol/L or specific
medication

<40 mg/dL or <1.03
mmol/L or specific
medication

<40 mg/dL or <1.03
mmol/L or specific
medication

<40 mg/dL or <1.0
mmol/L or specific
medication

HDL cholesterol
(women)

<50 mg/dL or <1.29
mmol/L or specific
medication

<50 mg/dL or <1.29
mmol/L or specific
medication

<50 mg/dL or <1.29
mmol/L or specific
medication

<50 mg/dL or <1.3
mmol/L or specific
medication

Fasting plasma glucose ≥110 mg/dL or ≥6.1
mmol/L or specific
medication

≥100 mg/dL or ≥5.6
mmol/L or specific
medication

≥100 mg/dL or ≥5.6
mmol/L or specific
medication

≥100 mg/dL or ≥5.6
mmol/L or specific
medication

AHA = American Heart Association
ATP = Adult Treatment Panel
BP = blood pressure
HDL = high-density lipoprotein
IDF = International Diabetes Federation
NCEP = National Cholesterol Education Programme

2.2.1.2 Association between the MetS and depression
Most previous cross-sectional studies have demonstrated that the MetS is more common in
depressed than in  non-depressed subjects,  and the  observed prevalence  rates  have varied
from 8% to 38% (Kinder et al. 2004, Heiskanen et al. 2006, Räikkönen et al. 2007, Skilton et
al. 2007). In a recent study by East et al. (2010), women and men who exhibited depressive
symptoms had a higher prevalence of the MetS compared to those who did not (15.4%
versus 7.2% for women; 31.6% versus 22.8% for men). In a study by Laudisio and
coworkers, the MetS was independently associated with depressive symptoms in
community-dwelling elderly women, but not in men (Laudisio et al. 2009). In a 15-year
follow-up study, depressive symptoms and stressful life events at baseline were predictive
of the metabolic syndrome in a sample of females (Räikkönen et al. 2007). Psychological
distress may also increase the risk of later MetS (Puustinen et al. 2010).

On the other hand, a two-way connection may exist between depression or DS and the
MetS (Pan et al. 2012). The MetS predisposed to DS in a population-based 7-year follow-up
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(Koponen et al. 2008). Another longitudinal 6-year follow-up study examined the same
phenomena. In that study, at baseline, 235 out of 823 persons had metabolic syndrome and
168 were depressed (CES-D score  20). Among those not depressed at baseline, 26.0%
developed depression. A higher waist circumference increased the odds of depression
onset, but there was no association between other metabolic syndrome components or the
MetS and the onset of depression. Among persons depressed at baseline, depression had a
chronic character in 69.0% of those without and 88.5% of those with the metabolic
syndrome. The chronicity of depression was defined by a CES-D score ≥20 both at baseline
and after 3 or 6 years. Metabolic syndrome was associated with an almost 3-fold increase in
the odds of chronicity of depression (Vogelganzs et al. 2011).

The association between depression and the MetS may not, however, be unequivocal, as
the largest published cross-sectional study to date (n = 9571) detected no association
between depression or anxiety and the MetS (Hildrum et al. 2009). Another large study also
revealed no association between a lifetime history of major depression and the presence of
the MetS (Foley et al. 2010).

Depression may be a risk factor for several components of the MetS. A tendency
towards dyslipidemias and visceral fat accumulation is also associated with depression
(Weber-Hamann et al. 2006). In a study by Richter et al. (2010), a correlation between
triglyceride levels and the severity of depression was observed in both the acute stage as
well as in remission in a group of acutely depressed in-patients with the MetS. Depression
in women, but not in men, was associated with a two-fold higher risk of having the MetS
(Toker et al. 2008). In both men and women, depression was associated with an increased
waist circumference (Toker et al. 2008). In addition, low HDL cholesterol associated with
major depression in a sample with a 7-year history of DS (Lehto et al. 2008).

2.2.1.3 The MetS and subtypes of depression
A recent study categorized depression into a severe melancholic depressive class, a severe
atypical depressive class and a depressive class of moderate severity. The atypical class
showed more MetS than the melancholic class (Lamers et al. 2010). A higher prevalence of
abdominal obesity and hypertriglyceridemia was also identified among subjects in the
severe atypical depressive class than in the severe melancholic class (Lamers et al., 2010).
Furthermore, melancholic features were independently associated with lower HDL
cholesterol, and atypical depression was independently associated with higher total and
LDL cholesterol (van Reedt Dortland et al. 2010). Another study by Luppino and coworkers
demonstrated a strong association of waist circumference, triglyceride levels and blood
pressure with the somatic arousal symptom dimension assessed by the Mood and Anxiety
Symptom Questionnaire (Luppino et al. 2011). In a recent study, women with
undifferentiated and atypical features of major depressive disorder exhibited a greater BMI
and higher whole body and abdominal fat mass compared to healthy controls (Cizza et al.
2012). The MetS may be also associated with seasonal changes in mood and weight
(Rintamäki et al. 2008).

The only longitudinal study reporting the risk of metabolic syndrome in various
subtypes of DS has been the subgroup analysis of Vanhala and co-workers. Females with
DS at baseline, compared to those without DS, were shown to have a 2.5-fold higher risk of
the MetS at the end of the 7-year follow-up The risk was highest in the subgroup with more
melancholic  symptoms.  Among  men  there  was  no  risk  difference,  and  males  had  less
severe DS than females, suggesting that the severity of DS may affect the prevalence of the
MetS in DS (Vanhala et al. 2009). These findings suggest that the association between
depression and the MetS may only be present in certain subtypes of depression.

2.2.1.4. Proposed mediating pathways between the MetS and depression
Underlying mechanisms that may explain the association between depression and the MetS
include genetic factors (Zeman et al. 2009), low-grade inflammation and increased secretion
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of proinflammatory cytokines (Ovaskainen et al. 2009, Zeugmann et al. 2010). In addition,
dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis resulting in inappropriate
cortisol secretion (Bjorntop 2001, Muhtz et al. 2009, Vogelzangs et al. 2009) may play a role.
An imbalance in autonomous neurotransmission may also contribute to persistent
(over)activation of the autonomic nervous system, which could lead to metabolic
alterations, but the underlying mechanisms are complex and not clearly understood
(Tentolouris et al. 2008). Decreased parasympathetic nervous system activity and increased
sympathetic nervous system activity were associated with the Mets and its components
when the interbeat interval time, pre-ejection period and respiratory sinus arrhythmia were
applied to reflect autonomous nervous system activity (Licht et al. 2010).
Leptin resistance may also contribute (Zeman et al., 2009). Leptin regulates dietary intake
and appetite by acting on leptin receptors in the brain, particularly the hypothalamus
(Brennan and Mantzoros 2006).

2.2.2. The role of proinflammation
2.2.2.1 Proinflammation and depression
The  literature  on  cytokines  and  depression  is  abundant,  and  a  large  amount  of  evidence
indicates that depressed patients exhibit increased levels of markers of innate immune
system activation and inflammation (Miller et al. 2009, Raison and Miller 2011). In a meta-
analysis of over 50 studies, the majority of studies reported depressed patients to have
elevations in the proinflammatory cytokines interleukin (IL)-6, and IL-1 beta, as well as an
acute phase protein, C-reactive protein (CRP) (Howren et al. 2009). While both positive and
negative results have been reported in individual studies, a recent meta-analysis indicated
that  depression  may  be  accompanied  by  activation  of  the  inflammatory  response  system
(Dowlati et al. 2010). According to Dowlati et al. (2010) and Maes (2011), major depression
is characterized by an inflammatory response, such as with increased production of
cytokines interleukin-6 and tumour necrosis factor-alpha. Besides this, Maes emphasized
the role of cell-mediated immune activation that involves cellular interactions between T
lymphocytes and monocytes, which is manifested by T cell activation in depression and
may lead to serotonergic disturbances (Maes 2011). Thus, the lowered availability of
plasma L-tryptophan (the precursor of serotonin) in the brain in depression is a marker of
immune activation, indicating that lowered plasma L-tryptophan, and hence serotonin, are
induced through the activation of indoleamine 2,3-dioxygenase (IDO) (Maes 2011). In this
way, serotonin can play a role in the inflammatory system response in major depression
(Song et al. 1998). Cell-mediated immune activation can also cause glucocorticoid resistance
in immune cells, suggesting that HPA hyperactivity in depression is induced by pro-
inflammatory cytokines (Maes 2011). Incongruent results nevertheless exist, since
circulating cytokine concentrations were not associated with major depressive disorder in a
community-based cohort in a recent study (Einvik et al. 2012). Cytokines may affect not
only central monoamine synthesis, release and reuptake, but also neuroendocrine function
and neural plasticity (Miller et al. 2009). Moreover, long-term exposure to cytokines may
lead to depressive disorders. For example, 20% to 50% of patients receiving chronic
interferon alpha therapy for the treatment of infectious diseases or cancer developed
clinically significant depression (Musselmann et al. 2001, Capuron et al. 2002). A recent
longitudinal study reported a correlation between the capacity of T-cells and monocytes to
produce cytokines and the development of DS in response to a period of severe stress (van
Zuiden et al. 2011).

2.2.2.2 Proinflammation and subtypes of depression
Research data on the association between inflammation and different subtypes of
depression  are  scarce.  A  study  by  Kaestner  and  coworkers  reported  higher
proinflammatory cytokines levels in patients with non-melancholic major depression,
whereas in patients with melancholic depression the levels did not differ from the controls
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(Kaestner et al. 2005). In the follow-up, the levels were normalized with remission. The
incidence of immunoglobulin G/immunoglobulin M-mediated autoimmune responses
directed against serotonin is significantly higher in depression, particularly in melancholia.
Thus, autoimmune reactions against serotonin may play a role in the pathophysiology of
depression and the onset of severe depression. These data may provide support for the
notion that melancholia could be a valid subtype of depression (Maes et al. 2012).

2.2.2.3 Proinflammation and the MetS
The link between inflammation and depression may explain the frequent connection
between medical illnesses and depression (Benton et al. 2007). While several medical
conditions are associated with increased rates of depression, the majority of these illnesses
are also linked with increased inflammation, including not only autoimmune and
infectious diseases and cancer but also cardiovascular disease and diabetes, both of which
are recognized to have an inflammatory component (Hevener and Febbraio 2010).
Inflammation and the induction of oxidative and nitrosative stress (IO&NS) are connected
with depression and may provide one possible explanation for the association between
depression and various disorders such as the MetS, obesity and diabetes (Ames et al. 2011).
Inflammation is not only a triggering factor of the MetS but also a consequence:
inflammatory cytokines are produced by fat cells, and resistance to the anti-inflammatory
effects of insulin may cause increased cytokine levels (Esposito and Giuliani 2004).
Furthermore, metabolically healthy obese older persons were found to have a more
favourable fat distribution and inflammatory profile compared with their metabolically
unhealthy obese counterparts (Koster et al. 2010). In addition, non-obese and obese
individuals who develop an intense pro-inflammatory state may be more prone to
developing the MetS than those with lower levels of inflammation (Stenholm et al. 2010).

2.2.2.4 Proinflammation, diet and the role of white adipose tissue (WAT)
Dietary excess may promote a general proinflammatory state, which could contribute to
metabolic disturbances and diseases such as dyslipidemias, cardiovascular disease, and
type 2 diabetes (Shelton and Miller 2010, Shelton and Miller 2011, Shoelson et al. 2007, Bays
et al. 2008, Gustafson 2010).

Diet may also contribute to metabolic dysregulatios, since a high intake of fructose
contributes to problems with obesity and metabolic diseases such as cardiovascular
disease, dyslipidemia and type 2 diabetes (Tappy and Le 2010, Angelopoulos et al. 2009).
High fructose loading in the liver leads to the synthesis of triglycerides, which may cause
the accumulation of liver and abdominal fat (Stanhope et al. 2008). The so-called white
adipose tissue (WAT) is the main location for long-term fat storage in the human body, and
may have a role in metabolic disturbances (Mathieu et al. 2009). WAT, particularly in the
abdomen, is the main contributor to metabolic diseases (Calabro and Yeh 2008, Despres et
al. 2008). The adipocytes in WAT are capable of secreting cytokines and chemokines  (Carr
et al. 1994, Xu et al. 1996, Tilg and Moschen 2006). Thus, WAT may contribute to
widespread immune activation, potentially causing or exacerbating diseases linked with
inflammation such as type 2 diabetes, cardiovascular diseases, cancer, and depression (Tilg
and Moschen 2006).

Elevated homocysteine levels, mainly caused by a deficiency in folate or vitamin B12

levels, may have associations with inflammatory parameters (Gori et al. 2005, Mabrouka et
al. 2010).

2.4 Diet and depression
2.4.1 Quality of diet and depression
Most research on the association between the diet and depression or DS has focused on
different type of diets, and the main interest has been in the impact of fish oils, dietary fish,
omega- 3 fatty acids, folate, vitamin B12 and obesity.
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The so-called Mediterranean Diet Pattern (MDP) has been reported to associate with a
reduced risk of depression (Tortosa et al. 2007, Sanchez-Villegas et al. 2009). Due to the
current epidemic of obesity, so-called very low carbohydrate (LC) diets that are typically
high in protein and fat (particularly saturated fat) have been introduced, and they can be an
effective alternative dietary approach for those intending to lose weight (Astrup et al. 2004,
Stern et al. 2004, Dansinger et al. 2005). No clear effect on mood has been found in short-
term studies  with  a  very low carbohydrate  (LC)  or  a  low fat,  high carbohydrate  diet  (LF)
when they have been compared with each other (Kogon et al. 1994, Rosen et al. 1982,
D’Anci et al. 2009). On the other hand, one study has reported similar improvements in the
mood state in overweight obese women with both LC and LF diets (Halyburton et al. 2007).
The long-term effects of an LC diet on mood have been poorly studied. Only one
randomized, controlled study has compared the effects a moderate energy-restricted LC
diet with those of a conventional isocaloric LF diet over a one-year period. Both diets had
positive effects on weight loss,  but the LF diet had a more favourable effect on the mood
state compared with the LC diet (Grinkworth et al. 2009). The sustained improvement in
the LF group is consistent with the findings of epidemiological studies showing that diets
high in carbohydrates and low in fat and protein are associated with lower levels of anxiety
and depression and have beneficial effects psychological well being (Pellegrin et al. 1998,
Munoz et al. 2009).

2.4.2 Sources and deficiency of folate and vitamin B12

Folate is a group of water-soluble naturally occurring compounds mostly found in green
vegetables, peanuts, legumes and wholegrain bread, but also in milk products and fruits
(Chanarin 1979, The National Nutrition Council 2005). In Finland and in the USA, the
recommended daily allowance for folate is 300 µg/day and 400µg/day, respectively (The
National Nutrition Council 2005, Food and Nutrition Board, Institute of Medicine 1998).
The prevalence of a low plasma folate concentration was 10% among the Finnish
population aged 25–74 years, and in Eastern Finland only 25% of middle-aged men had the
recommended daily allowance for folate (Alfthan et al. 2002, Tolmunen et al. 2003). There
has been a large reduction in the prevalence of folate deficiency in the general population
due to folic acid fortification of the food supply in Canada (De Wals et al. 2007). On the
other hand, among persons aged 65–74 and ≥75 years, approximately 10% and 20%,
respectively, were at high risk of folate deficiency in Great Britain (Clarke et al. 2003).

Folate deficiency causes macrocytic anemia and congenital neural tube deficits, as well
as  neuropsychiatric  symptoms  similar  to  vitamin  B12 deficiency (Lindenbaum and Allen
1995, Reynolds 2006).

Vitamin B12 is only synthesized by bacteria,  for which reason its only source is food of
animal  origin,  e.g.  meat,  fish,  eggs  and  milk  products  (Allen  and  Dror  2011).  The
prevalence  of  vitamin  B12 deficiency was reported to be 12% in the Finnish population
(aged 65–100 years), whereas 5% of Canadians (aged 6–79 years) were vitamin B12 deficient
(Loikas et al. 2007, Mac Farlane et al. 2011). Lifestyle factors such as smoking, alcohol
consumption and a vegetarian diet have been linked with an increased risk of vitamin B12

deficiency in younger adults (Herrmann and Geisel 2002, Wolters et al. 2004), but no such
association was recorded in an aged Finnish population (Loikas et al. 2007).  No specific
risk group for lower vitamin B12 levels could be defined among the aged, but aging itself
increases the probability of vitamin B12 deficiency (Loikas et al. 2007). The clinical
presentation of vitamin B12 deficiency varies considerably and rarely includes all the classic
features, such as macrocytic anaemia, peripheral neuropathy, and subacute combined
degeneration of the spinal cord. More typically, vitamin B12 deficiency presents as
nonspecific symptoms of fatigue, lassitude, vertigo and cognitive impairment that could be
attributed to old age (Stabler 2000).
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Furthermore, an association between depression and low folate or vitamin B12 levels has
even been reported in the normal range of these vitamins (Coppen and Bailey 2000,
Hintikka et al. 2003).

2.4.3 Evaluation of folate intake
The  food  frequency  questionnaire  (FFQ)  is  currently  the  main  method  for  estimating  the
role of the diet in the aetiology of chronic diseases. The popularity of the FFQ is based on
its feasibility and low cost compared to other methods, and it describes the habitual diet,
which is often more relevant to the study hypothesis than the current, short-term diet
(Willett 1990). The FFQ includes 132 food items, which are recorded by applying nine
possible frequency categories. The collected food data are subsequently converted into
nutrients by specific computer software. It is also a well-validated method for estimating
the dietary folate intake (Männistö et al. 1996, Paalanen et al. 2006, Kaartinen et al. 2011).

2.4.4 Association between folate intake and depression
Most studies examining the association between folate and depressive symptoms (DS) have
been based upon serum folate levels. Many cross-sectional studies have demonstrated that
low levels of folate are associated with the risk of depression or elevated depressive
symptoms in adults (Lee et al. 1998, Tiemeier et al. 2002, Sanchez-Villegas et al. 2009,
Beydoun  et  al.  2010,  a,  b),  which  has  been  supported  in  a  longitudinal  study  in  an  older
Korean population (Kim et al. 2008). However, the findings have not been consistent, since
no association between folate levels and DS was detected in a longitudinal study among
young women registered in general practices in England (Kendrick et al. 2008). In addition,
the associations between depressive symptoms or depression and folate levels may be
confounded by different subtypes of DS, as in a clinical study in which subjects with low
folate levels were more likely to have melancholic depression (Fava et al. 1997).

Research data on the relationship between folate intake and depression are scarce, since
only a few cross-sectional studies have reported an association between folate intake and
DS or depression (Tolmunen et al. 2003, Sanchez-Villegas et al. 2009, Murakami et al. 2010).

Of the three published prospective studies, two reported an increased risk of depression
or recurrent depression in men with a low folate intake (Tolmunen et al. 2004, Astorg et al.
2008). Contradictory results exist, as a recent U.S. population-based study reported that the
intake of folate was not associated with DS (Skarupski et al. 2010).

2.4.5 Evaluation of vitamin B12 levels
Vitamin B12 was technically difficult to measure until the introduction automated, reliable
assays (Carmel 2002, Robinson et al. 2010). Despite the advance in assay techniques, relying
on vitamin B12 measurement alone remains problematic, since most measured vitamin B12 is
bound to transporter proteins and is not bioavailable. Moreover, the clinical severity of
vitamin  B12 deficiency is unrelated to vitamin B12 concentrations (Carmel 2000, Stabler
2000). Only that portion bound to the delivery protein holotranscobalamin, i.e. 20%, is
available to end tissues (Carmel 2002). Measurement of this protein is considered a more
accurate tool of recent vitamin B12 absorption, and a better approximation of end-tissue B12

repletion (Bor et al. 2004).

2.4.6 Association between vitamin B12 levels and depression
In  clinical  studies,  lower  vitamin  B12 levels have been found to be associated with severe
depression (Bell et al. 2001, Mischoulon et al. 2000) or with DS (Robinson et al. 2011). On
the other hand, high vitamin B12 levels were associated with a good treatment outcome in
patients with major depressive disorders in a clinical setting (Hintikka et al. 2003).
However, a small randomized trial found no improvement in depression after the
administration of vitamin B12 as an adjuvant (Hvas et al. 2004). A recent study reported no



19

clear potentiation of the effect of antidepressant medication on DS by folate and vitamin B12

supplementation (Christensen et al. 2011).
Three cross-sectional studies have reported an association between vitamin B12 levels

and depressive disorders (Penninx et al. 2000, Tiemeier et al. 2002, Ng et al. 2009). The only
existing community-based prospective study reported that lower levels of vitamin B12 at
baseline were associated with a higher risk of incident depression on 2- to 3-year follow-up
among older Korean people (Kim et al. 2008). However, previous results have been
somewhat inconsistent, since some studies have found no association between vitamin B12

levels and DS or depressive disorders (Lindeman R et al. 2000, Morris et al. 2003, Bjelland et
al. 2003, Sachdev et al. 2004, Beydoun et al. 2010).

2.4.7. Proposed mediating pathways between folate, vitamin B12 and depression
A wide array of aetiological hypotheses has been suggested to explain depression. Of the
biological hypotheses, the monoamine hypothesis proposes an important aetiological role
for serotoninergic or noradrenergic dysfunction in depression (Stahl 2008). Folate and
vitamin  B12 are  involved  in  single-carbon  transfer  reactions  needed  for  the  production  of
serotonin and other monoamine neurotransmitters (Coppen et al. 1989). Folate and vitamin
B12 deficiency may also result in the accumulation of homocysteine, which has been
suggested to lead to exitotoxic reactions and may enhance depression (Stabler et al. 1990,
Parnetti et al. 1997). Homocysteine can be remethylated to methionine, which requires
vitamin  B12 (Bottiglieri 2005). Methionine is the immediate precursor of S-
adenosylmethionine (SAM), the methyl donor of numerous methylation reactions in the
brain, many of which are directly involved in the synthesis and metabolism of dopamine,
norepinephrine and serotonin (Bottiglieri et al. 2000, Coppen and Bolander-Gouaille 2005).
It has even been suggested that a specific subtype of depression may exist with high total
plasma homocysteine levels due to low methylation in the central nervous system caused
by folate deficiency (Bottiglieri 2000). On the other hand, alternative views of homocysteine
include its role as a chemoattractant in tissue damage and inflammation (Dudman 1999).
Methyl donation is required for subsequent monoamine neurotransmitter formation: while
some empirical evidence for this exists, it is of poor quality (Williams et al. 2005). These
findings form a plausible link between folate, vitamin B12 and mood, and may also indicate
that the association between depression and folate or vitamin B12 could be mediated
through monoamine synthesis.

In addition to its role in the one-carbon cycle, vitamin B12 could  play  a  role  in  the
methylmalonic acid pathway, and its deficiency leads to a rise in the levels of
methylmalonic acid. Depressed subjects have been reported to have higher methylmalonic
acid levels (Penninx et al. 2000).

Vascular depression is also a possible mediating pathway between folate, vitamin B12

and depression or DS. Alexopoulos proposed an operational description of “vascular
depression” in 1997, and radiological findings of subcortical ischemic depression were
reported in the same year (Alexopoulos et al. 1997, Krishnan et al. 1997). Although some
evidence does not support an association between the cortical vascular disease burden and
depressive symptoms, the concept is considered reasonably robust (Baldwin 2005). It is also
posited that a deficiency of folate or vitamin B12 could cause elevated homocysteine levels,
thereby increasing atherosclerosis, hence causing vascular depression (Folstein et al. 2007).
Moreover, vitamin B12 deficiency has been associated with a greater burden of vascular
lesions on neuroimaging (De Lau et al. 2009).
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3 AIMS OF THE STUDY

This study was undertaken to investigate the association between predominantly
melancholic or non-melancholic DS, measured by the BDI, and the MetS, folate intake and
serum vitamin B12 levels in a population-based study.

The specific aims were:

1.  To  evaluate  the  value  of  the  BDI  as  a  screening  instrument  for  depression  and  the
depressive symptom profile using the clinical DSM-IV-based Mini-International Psychiatric
Interview (MINI) as a validating measure among middle-aged and elderly subjects living in
different geographical regions.

2. To examine the prevalence of the MetS and its components in groups with
predominantly melancholic or non-melancholic DS.

3.  To  study  the  association  between  folate  intake  and  DS  in  groups  with  predominantly
melancholic or non-melancholic characteristics.

4. To assess the correlation between vitamin B12 levels and DS in groups with melancholic
or non-melancholic features divided according to the BDI.
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4 SUBJECTS AND METHODS

4.1 Subjects
The study population was enrolled as a part of the national type 2 diabetes prevention
programme (FIN-D2D), as a project of the Finnish community-based type 2 diabetes
prevention programme, aimed at exploring the ways to implement these preventive
methods for type 2 diabetes on a national level. Three hospital districts of Finland, namely
Pirkanmaa,  Southern  Ostrobothnia  and  Central  Finland,  were  selected  for  the  efficacy
survey, which was carried out between October and December 2007 (Saaristo et al. 2007). A
representative random sample of 4500 subjects aged 45–74 years, stratified according to
gender, 10-year age groups (45–54, 55–64 and 65–74 years) and the three geographical
areas, was selected from the National Population Register in August 2007. Of the 4500
persons who were invited by mail to the health examination, 2868 participated (attendance
64%). The participants (N = 2868) and the nonparticipants (N = 1632) did not differ with
regard to gender or age.

The Ethics Committee of the Hospital District of Helsinki and Uusimaa granted ethical
permission  for  the  study.  All  participants  provided  written  informed  consent  prior  to
participation in the study.

Figure 1 presents a flow chart of studies I–IV. In study I, 432 subjects had a BDI score of
10 points or more, and the MINI was performed on 162 participants out of 432. Of the
original population (N = 2868), 48 participants were excluded from the analyses because of
incomplete data for the MetS (study II). Similarly, 62 subjects with missing data for folate
intake (study III) and the same number of participants without vitamin B12 levels  were
exluded (study IV).

Random sample of 4500 subjects
-10-years agegroups: 45-74

2868 participated
- Attendance 64%

Study 1
N=432

-Beck 10+: N=432
- M.I.N.I: N=162

Study 2
N=2820

-Beck 10+: N=432
- MetS+: N=1503

Study 3
N=2806

Folate: N=2806
-Beck 10+: N=429

Study 4
N=2806

B12: N=2806
-Beck 10+: N=429

MetS = metabolic syndrome
MINI = The Mini-International Neuropsychiatric Interview
Figure 1. Flow chart of studies I–IV.

4.2 Measurements of depression
The Beck Depression Inventory (BDI) was applied to assess DS. Subjects were asked to rate
21 items from 0 to 3 according to how they felt at that time. The items were summed as a
total score with a range from 0 to 63 (Beck et al. 1961, Beck and Beamesderfer 1974).
Subjects were categorized to have DS when they scored ≥10 points in the BDI. The cut-off
point of 10 in the BDI has been shown to be a useful instrument for detecting depressive
symptoms in various adult populations (Beck et al. 1988, Timonen et al. 2006, Räikkönen et
al. 2007, Vanhala et al. 2009, Koponen et al. 2010, Korniloff et al. 2010, Mäntyselkä et al.
2011).
Furthermore, to determine the subtype of DS, a summary score of melancholic symptoms
in the BDI was calculated based on the DSM-IV-defined criteria (sadness, past failure, loss
of  pleasure,  guilty  feelings,  punishment  feelings,  loss  of  interest,  irritability,  change  in
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sleeping and appetite). The subjects were defined to have DS with melancholic
characteristics when the number of melancholic symptoms exceeded the number of non-
melancholic symptoms (Sheehan et al. 1994, Steer et al. 1999, Ovaskainen et al. 2009,
Vanhala et al. 2009).

Furthermore,  those  cases  with  DS  (BDI  score ≥ 10) were examined by an attending
psychiatrist, who carried out a normal psychiatric interview. In addition, board-certified
psychiatrists who were blind to the actual BDI score performed the Finnish version of the
MINI to establish the diagnosis of depression among participants with elevated DS.

4.3. Measurement of the MetS
The MetS was defined according to the modified National Cholesterol Education Program
(NCEP-ATPIII) criteria with a cut-off point of 100 mg/dL blood glucose (i.e. 5.6 mmol/l)
(Grundy et al. 2005). The use of lipid lowering, antihypertensive, antihyperglycemic, and
antidepressive medications was also recorded.

4.4 Assessment of dietary and folate intake
The Food Frequency Questionnaire (FFQ) was used to evaluate the diet over the previous
year (Männistö et al. 2006, Kaartinen et al. 2011). It is a well-validated method for
estimating dietary folate intake, and also the main method for estimating the role of diet in
the aetiology of chronic diseases (Kaartinen et al. 2011, Männistö et al. 1996). Nine possible
frequency categories  that  ranged from never  or  seldom to  at  least  six  times  per  day were
used to evaluate the consumption of 132 food items. Participants were also asked to record
those items not listed in the FFQ if they were frequently consumed. The size of the portion
was standardized for each food item (e.g., slice and glass). The FFQ was completed by the
subjects at the study centre under the surveillance of a trained study nurse. The nurse also
carefully checked the data. The software and National Food Composition Database of the
National Institute for Health and Welfare were used to derive the nutrient intakes from the
food information provided by the participants. The residual method was applied to adjust
the folate intake for the dietary energy intake (Willet and Stampfer 1998). Energy
adjustment is based on the assumption that a larger, more physically active person needs a
greater energy intake, which is associated with a greater absolute intake of all other
nutritients. Tertiles of gender-specific folate intake were used, because the mean energy-
adjusted folate intake was significantly lower in men than in women.

4.5 Laboratory analysis
The study laboratory sampling was conducted in accordance with the World Health
Organization MONICA protocol (World Health Organization 1988). Blood samples were
drawn  for  measurement  of  fasting  plasma  (fP)  glucose,  fS  triglycerides,  fS  HDL,  LDL
cholesterol concentrations, and serum vitamin B12 following an overnight fast.
Centrifugation was carried out within 1 h at room temperature to separate the serum and
plasma. The samples were then aliquoted into storage tubes and stored frozen at a
minimum of 20 °C before transportation frozen to the National Institute for Health and
Welfare. The samples were stored at 70 °C in the National Institute for Health and Welfare
until they were analyzed in the same laboratory. Participants were advised to contact their
own physician in the case of any abnormality in the laboratory results. The Laboratory of
Analytical Biochemistry at the National Public Health Institute, Helsinki, performed all
assays using a ci82000 analyzer (Abbott Laboratories, Abbott Park, IL).

The  Chemiluminescent  Microparticle  Immuno  Assay  (CMIA)  was  used  to  measure
serum vitamin B12 with a reference range of 138–652 pmol/L for the normal serum vitamin
B12 level. The interassay coefficients of variation (CV) of B12 vitamin were 6.2% and 5.0% at
the levels of 150 pmol/L and 380 pmol/L, respectively.

A hexokinase method (Abbott Laboratories, Abbott Park, IL) was used to determine
plasma  glucose,  and  serum  HDL  cholesterol  and  triglyceride  concentrations  were
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measured with enzymatic kits from Abbott Laboratories (Abbott Park, IL). The
concentrations of LDL cholesterol were calculated using the Friedewald formula
(Friedewald et al. 1972).

4.6 Other measurements
Height (in cm) was measured to the nearest 0.1 cm, and weight (in kg) was measured in
light  clothing  and  without  shoes  to  the  nearest  0.1  kg.  The  body  mass  index  (BMI)  was
calculated as weight in kilograms (kg) divided by the square of height in metres (m). Waist
circumference (in cm) was measured midway between the lowest rib margin and the iliac
crest. Blood pressure was measured twice in a sitting position after a minimum of 15
minutes of acclimization and before blood sampling using a mercury sphygmomanometer.
Education was assessed according to years of education. The participants were categorized
as married, single, separated or widowed according to information provided. Employment
status was asked, and the number of employed participants was counted. Self-administered
questionnaires were used to evaluate current smoking and alcohol consumption, which
were then dichotomized (no or yes).

The participants reported their leisure-time physical activity (LTPA) according to three
categories: 1) low: almost completely inactive (e.g., reading, watching television, or doing
some minor physical activity); 2) moderate: some physical activity more than 4 h per week
(e.g., walking, cycling, light gardening, fishing, or hunting); and 3) high: vigorous physical
activity more than 3 h per week or regular exercise or competitive sports several times a
week (e.g.,  running,  jogging,  skiing,  ball  games or  heavy gardening).  LTPA was assessed
with the question: “How much physical activity do you practice during leisure time?”
(Korniloff et al. 2010).

To establish a chronic diseases sum index, the participants were asked the question
“Have you had any of the following diseases that have been diagnosed or treated by a
doctor in the last 12 months.” Elevated blood pressure, heart failure, angina pectoris/other
cardiovascular event, diabetes, cancer, bronchial asthma/emphysema and rheumatoid
arthritis/other arthropathy/spinal diseases were included in the chronic diseases sum index,
which ranged from 0 to 7 (Mäntyselkä et al. 2011).

4.6 Statistical analysis
4.6.1 Study I
Differences between genders in characteristics were tested by t-tests and chi-squared tests.
Receiver operating characteristic (ROC) curves were constructed to determine the cut-off
point of BDI that corresponds to the MINI criteria, with bias-corrected bootstrap confidence
intervals (CIs). Sensitivity, specificity, positive and negative predictive values, the
likelihood ratio, and their 95% CI values were calculated. The difference between genders
in the area under the receiver operating characteristic curve (AUC) was evaluated by using
an algorithm suggested by DeLong with permutation (DeLong et al. 1988). The level of
statistical significance was set at 0.05

4.6.2 Study II
The results are expressed as means with SDs and 95% confidence intervals (CIs). The
groups  were  statistically  compared  using  chi-squared  tests  or  analysis  of  variance
(ANOVA). Logistic regression was used to model the prevalence of the MetS using
appropriate covariates. +

4.6.3 Study III
The  data  are  presented  as  means  with  standard  deviations  (SD)  and  counts  with
percentages. Statistical comparison between the groups was conducted using the chi-
squared test and t-test. Univariate and multivariate logistic regression analyses were
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performed to identify the appropriate predictors of depressive symptoms with linearity
contrast.

4.6.4 Study IV
The data are presented as means with standard deviations or counts with percentages.
Groups were statistically compared using the t-test, permutation test or chi-squared test, as
appropriate.

Multivariate logistic regression was used to analyse the relative risk ratios (RRR) and
their 95% confidence intervals (95% CI) for the presence of non-melancholic and
melancholic DS with appropriate contrasts. The multinomial (polytomous) logistic
regression model is an extension of the binomial logistic regression model and is used
when the dependent variable has more than two nominal (unordered) categories.
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5 RESULTS

5.1 Beck depression inventory (BDI) as a screening tool for depression (study I)
The distribution of baseline characteristics of the entire study population (n = 2840)
according to gender is presented in Table 8.

Table 8. Distribution of baseline characteristics of the entire study population (n = 2840) according to gender.

Variables Male

N = 1352

Female

N = 1488

Demographics

Age groups, n (%)

45–54 392 (29) 485 (33)

55–64 454 (34) 514 (35)

65–74 506 (37) 489 (33)

Marriage or common law marriage, n (%) 1092 (81) 1058 (71)

Educational status, n (%)

Basic education only 537 (40) 547 (37)

Vocational education 397 (29) 346 (23)

Upper secondary school 297 (22) 448 (30)

Higher education 108 (8) 139 (9)

Employed, n (%) 609 (45) 705 (47)

Clinical

Body mass index, kg/m2, mean (SD) 27.5 (4.2) 27.6 (5.3)

Waist, cm, mean (SD) 100 (12) 90 (13)

Blood pressure, mm/Hg, mean (SD)

Systolic 138 (19) 135 (19)

Diastolic 83 (10) 80 (9)

HDL cholesterol, mmol/l, mean (SD) 1.32 (0.32) 1.55 (0.34)

Total triglycerides, mmol/l, mean (SD) 1.49 (0.99) 1.28 (0.61)

Fasting plasma glucose, mmol/l, mean (SD) 6.43 (1.26) 6.03 (1.06)
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Metabolic syndrome, modified NCEP-ATPIII
criteria, n (%)

755 (56) 757 (51)

Use of antidepressive medication, n (%) 52 (4) 98 (7)

Lifestyle factors ./..

Current smoker, n (%) 336 (25) 289 (19)

Current use of alcohol, n (%) 970 (72) 729 (49)

Leisure time physical activity, n (%)

Low 254 (19) 265 (18)

Moderate 750 (55) 865 (58)

High 297 (22) 314 (21)

HDL = high-density lipoprotein
NCEP = National Cholesterol Education Program

Figure 2 illustrates the distribution of the BDI scores according to gender in the entire study
population (n = 2840).

The mean BDI score was 13.6 in males and 14.1 in females (p= 0.55).
To validate the diagnosis of depression, the MINI was performed for 162 out of 432
participants (57 males and 105 females) scoring ≥10 in the BDI.
The characteristics of MINI-based depression in the present sample are presented in Table
9.
Leisure-time physical activity was more common among those without depression
compared  to  subjects  with  depression,  while  depressed  subjects  smoked  more  often  than
their non-depressed counterparts. The 162 study participants did not differ from cases not
attending the MINI (112 males and 158 females) with regard to socio-demographic
variables.
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Figure 2. Distribution of BDI scores according to gender in the entire study population (n = 2840).
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Table 9. Characteristics of the study population according to the depression status (study I).

MINI-based depression

Variable Not present

N = 117

Present

N = 45

P-value

Number of female, n (%) 76 (65) 29 (64) 0.95

Age, years, mean (SD) 62 (8) 59 (8) 0.091

Marriage or common law marriage, n (%) 80 (68) 32 (71) 0.74

Employment status, n (%) 0.095

Employed 36 (31) 13 (29)

Unemployed 3 (3) 5 (11)

Retired 78 (66)  (27 (60)

Educational status, n (%) 0.89

Basic education only 42 (36) 19 (42)

Vocational education 24 (21) 9 (20)

Upper secondary school 38 (32) 13 (29)

Higher education 13 (1)11 4 (9)

Leisure-time physical activity, n (%) 0.003

Low 29 (25) 22 (49)

Moderate 60 (51) 20 (44)
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High 28 (24) 3 (7)

Current smoker, n (%) 20 (17) 14 (31) 0.05

Current use of alcohol, n (%) 97 (83) 37 (82) 0.92

The  sensitivity  and  specificity  curves  of  the  BDI  are  presented  in  Figure  3.  A  score  of  15
simultaneously maximized the sensitivity (0.56 (95% CI: 0.40 to 0.70)) and specificity (0.77
(95% CI: 0.68 to 0.84)). The PPV (positive predictive value) of 0.48 (95%CI: 0.34 to 0.62) and
the NPV (negative predictive value) of 0.82 (95%CI: 0.73 to 0.89) were favourable for the
cut-off  score  of  15  points  as  well  as  the  LR+  (likelihood  ratio  for  positive  result)  of  2.41
(95%CI: 1.58 to 3.67) as compared to other cut-off levels.
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Figure 3. Sensitivity and specificity curves of the depression diagnosis on the basis of
the BDI. The reference test is the MINI (study I).

5.2 Prevalence of metabolic syndrome (MetS) in subjects with melancholic and non-
melancholic depressive symptoms (study II)

The number of subjects with the MetS in the entire study population according to the BDI
scores is presented in Figure 4.
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Figure 4. Number of subjects with the MetS in the entire study population according to scores in
the Beck Depression Inventory (BDI) (study II).

The study population (N = 2820) included 432 subjects scoring ≥10 on the BDI, who were
further  divided  into  groups  with  predominantly  non-melancholic  DS  (N  =  293)  and
melancholic DS (N = 139). The groups with non-melancholic and melancholic DS and those
without DS differed significantly from each other in several demographic and biochemical
variables (Table 10). The BMI, as well as the fasting plasma glucose and triglyceride
concentrations were highest in the group with non-melancholic DS (Table 10). Differences
were  also  seen  in  smoking  and  LTPA.  Smoking  was  most  common  in  subjects  with
melancholic DS compared to those with non-melancholic DS or to subjects without DS. A
high level of physical activity was least common among those with non-melancholic DS
(Table 10), while those with melancholic DS or without DS formed the reference
population. LTPA was lower among the two depressed groups than in non-depressed
population. The use of antidepressive medication was not higher in the group with
melancholic DS compared to those with non-melancholic characteristics (p = 0.10, age and
sex adjusted).
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Table 10. Demographic, biochemical and lifestyle variables and use of antidepressive
medication by those in the identified depressive symptom groups (study II).
Variables Depressive symptoms P value*

A

N = 293

B

N = 139

No

N = 2388

Age, years, (SD) 61 (8) 61 (9) 59 (8) <0.001

Female, n (%) 180 (61) 83 (60) 1220 (51) 0.001

Body mass index, kg/m2 29.0 (6.1) 27.7 (4.3) 27.3 (4.7) <0.001

Waist, cm, (SD)

Male 104 (14) 104 (14) 100 (11) <0.001

Female 95 (16) 91 (11) 90 (13) <0.001

Blood pressure, mmHg, (SD):

Systolic (SD) 137 (19) 135 (18) 137 (19) 0.067

Diastolic (SD) 81 (10) 80 (9) 82 (10) 0.44

HDL cholesterol, mg/dL, (SD):

Male 49.5 (11.2) 48.3 (12.4) 51.0 (12.4) 0.13

Female 58.4 (12.4) 58.4 (12.0) 60.3 (13.1) 0.16

Total triglycerides, mg/dL, (SD): 132.0 (71.7) 124.0 (56.7 120.5 (73.5)) 0.015

Fasting plasma glucose, mg/dL,
(SD):

114.6 (25.1) 110.1 (18.2) 111.9 (20.7) 0.048

Smoking, n (%) 72 (25) 41 (30) 510 (21) 0.001

Using alcohol, n (%) 156 (53) 72 (52) 1471 (62) 0.20

LTPA, n (%) <0.001

Low 97 (33) 46 (33) 376 (16)

Moderate 153 (52) 66 (47) 1396 (60)

High 24 (8) 22 (16) 565 (24)

Antidepressive medication,

N (%)

47 (16) 32 (23) 71(3) <0.001

* Adjusted for age and sex.
A = non-melancholic depressive symptoms
B = melancholic depressive symptoms
LTPA = leisure time physical activity
HDL = high-density lipoprotein



The  prevalence  of  the  MetS  according  to  the  depressive  symptom  status  in  males  and
females is presented in Table 11.
The highest prevalence of the MetS (69%) was found in both males (95% CI 60 to 77) and
females (95% CI 62 to 76) in the subgroup of non-melancholic DS compared to those with
melancholic DS (61%; 95% CI 47 to 74 vs. 51%; 95% CI 39 to 62) or to those without DS
(54%; 95% CI 52 to 57 vs. 48%; 95% CI 45 to 51) (Table 11). No interaction between sex and
depressive  symptom  status  was  found  in  the  groups  with  DS.  Except  for  the  glucose
criterion in males, the highest prevalence for each criterion was found among the persons
with non-melancholic DS (see article II, Figure 2).

Table 11. Prevalence of metabolic syndrome according to depressive symptom status
in males and females (study II).

Male

% (95% CI)

Female

% (95% CI)

RR (95% CI)

BDI < 10 54 (52 to 57) 48 (45 to 51) 1.13 (1.04 to 1.22)

Depressive symptoms:

non-melancholic 69 (60 to 77) 69 (62 to 76) 1.00 (0.86 to 1.17)

melancholic 61 (47 to 74) 51 (39 to 62) 1.20 (0.89 to 1.62)

RR = relative risk

Subjects with non-melancholic DS had two-fold higher odds (2.10; 95% CI 1.62 to 2.73, p <
0.001) for the MetS in the logistic regression analyses adjusted for age and sex, whereas
melancholic DS were not associated with the MetS (OR 1.15; 95% CI 0.81 to 1.61, p = 0.44)
when subjects without DS formed the reference group. Non-melancholic DS were
associated with the MetS (OR 1.84; 95% CI 1.20 to 2.80, p = 0.005) when compared to the
melancholic group (see article II, Table 2).
Non-melancholic DS were associated with the MetS (OR 1.68; 95% CI 1.16 to 2.22, p <
0.001), whereas melancholic DS did not associate with the MetS (OR 0.92; 95% CI 0.64 to
1.13, p = 0.67) when multivariate logistic regression analysis adjusted for sex, age, smoking,
alcohol use and LTPA was applied. Non-melancholic DS were also associated with the
MetS (OR 1.87; 95% CI 1.19 to 2.93, p = 0.006) when compared to the melancholic group (see
article II, Table 2).

5.3 Association between folate intake and melancholic depressive symptoms (study III)

The study population (N = 2806) included 429 subjects with a BDI score ≥10. The general
characteristics of the two subgroups with BDI scores <10 or ≥10 are presented in Table 12.
Participants with elevated DS were less educated, more likely to be older or female. They
also had a higher BMI, were unmarried or unemployed, and their level of physical activity
was lower. Subjects with DS used less alcohol than their non-depressed counterparts (Table
12).

The population with BDI ≥10 was further divided into groups with predominantly
melancholic (N = 138) and non-melancholic DS (N = 291).
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Table 12. Distribution of baseline factors according to depressive symptom status
(study III).

Depressive symptoms status P-value

BDI score 10

N = 429

BDI score <10

N = 2377

Female, n (%) 263 (61) 1215 (51) <0.001

Age, years, mean (SD) 61 (9) 59 (8) <0.001

Body Mass Index (kg/m2), mean (SD) 28.6 (5.6) 27.3 (4.7) <0.001

Education years, mean (SD) 10 (8.13) 11 (8.14) <0.001

Marital status, n (%) <0.001

Married 286 (67) 1842 (78)

Single 47 (11) 181 (8)

Separated 61 (14) 215 (9)

Widowed 33 (8) 130 (5)

Employed, n (%) 113 (26) 1229 (52) <0.001

Current smoker, n (%) 111 (26) 508 (21) 0.038

Using alcohol, n (%) 225 (52) 1465 (62) <0.001

Leisure time physical activity, n (%) <0.001

Low 141 (35) 375 (16)

Moderate 218 (54) 1391 (60)

High 46 (11) 561 (24)

Chronic diseases sum index (0–7), mean

(SD)

1.12 (1.30) 0.60 (1.06) <0.001

Use of antidepressive medication, n (%) 77 (18) 71 (3) <0.001

The mean energy-adjusted folate intake was 434 ± 93 µg/day among those without DS (BDI
< 10) and 421 ± 103 µg/day in subjects with DS (BDI ≥ 10) (p = 0.007) (Figure 5).
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Furthermore, subjects with melancholic DS had a lower mean energy-adjusted folate intake
as compared to subjects with non-melancholic DS (408 ± 84 µg/day vs. 427 ± 110 µg/day, p
= 0.007).
Men had a lower mean energy-adjusted folate intake than women (406 ± 83 µg/day vs. 455
± 98 µg/day, p < 0.001).
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Figure 5. Estimated energy-adjusted folate intake of the subjects according to the Beck
Depression Inventory score. The curve with 95% confidence band was derived from a
quadratic model (study III).

Melancholic DS were linearly and inversely associated with gender-specific tertiles of the
folate intake (p for linearity = 0.005), while non-melancholic DS were not (p for linearity =
0.12). A linear association was also found between DS and gender-specific tertiles of folate
intake (p for linearity = 0.003) (Figure 6).
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Figure 6. Panel A: Prevalence of DS (depressive symptoms, Beck ≥10) with 95%CIs according
to gender-specific folate intake tertiles

Panel B: Prevalence of DS with melancholic and non-melancholic characteristics with
95%CIs according to gender-specific folate intake tertiles
P-values introducing non-adjusted linearity (study III).

The OR for melancholic DS was 0.52 (95% CI 0.33 to 0.82) for the high folate intake
tertile versus the low tertile (p for linearity = 0.005) in the unadjusted model, while the
unadjusted ORs for non-melancholic DS remained nonsignificant. After several
adjustments, the OR for melancholic DS was still 0.55 (95% CI 0.34 to 0.90) for the high
folate intake tertile versus the low tertile (p for linearity = 0.018). The multivariate ORs for
non-melancholic DS were nonsignificant (Table13).
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Table 13. Association between different dietary folate intake tertiles (I = low, II =
medium and III = high) and both non-melancholic and melancholic depressive
symptoms  (DS) (study III).

BDI 10

Non-melancholic DS  Melancholic DS

OR (95% CI) P-value

For linearity

 OR (95% CI) P-value

for linearity

Model 1

I 1 (Reference) 0.12  1 (Reference) 0.005

II 0.69 (0.51 to 0.94)  0.81 (0.54 to 1.21)

III 0.79 (0.59 to 1.06)  0.52 (0.33 to 0.82)

Model 2

I 1 (Reference) 0.08  1 (Reference) 0.006

II 0.68 (0.50 to 0.93)  0.83 (0.55 to 1.26)

III 0.76 (0.56 to 1.03)  0.53 (0.33 to 0.83)

Model 3

I 1 (Reference) 0.47  1 (Reference) 0.024

II 0.76 (0.55 to 1.05)  0.96 (0.63 to 1.48)

III 0.89 (0.64 to 1.23)  0.57 (0.35 to 0.92)

Model 4

  I 1 (Reference) 0.24  1 (Reference) 0.018

  II 0.73 (0.52 to 1.01)  0.95 (0.62 to 1.46)

  III 0.82 (0.59 to 1.14)  0.55 (0.34 to 0.90)

Model 1: unadjusted
Model 2: adjusted for age and antidepressive medication
Model 3: adjusted for age, antidepressive medication, BMI, leisure-time physical activity,
alcohol, smoking, marital status, and years of education
Model 4: adjusted for age, BMI, leisure-time physical activity, alcohol, smoking, marital
status, years of education and chronic diseases
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5.4 Association between vitamin B12 levels and melancholic depressive symptoms (study
IV)

The study population was the same as in study III (Table 12).
A difference between males and females was found in vitamin B12 levels (312 ± 171 pmol/L
vs. 343 ± 168 pmol/L, p < 0.001). Figure 7 illustrates the distribution of S-B12 levels among
men and women according to depressive symptom status.
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BDI = Beck Depression Inventory
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Figure 7. Distribution of S-B12 levels among men and women according to depressive symptom status (study
IV).

Subjects with depressive symptoms were subdivided into groups with predominantly
melancholic (N = 138) and non-melancholic DS (N = 291) to further examine the vitamin B12

levels. An independent linearly inverse association between the B12 level tertiles and
melancholic  depressive  symptoms  was  found  in  the  multinomial  regression  analysis:  the
relative risk ratio (RRR) was 2.75 (95% CI 1.66 to 4.56, p for linearity <0.001) in the lowest
vitamin  B12 level tertile as compared to the highest (Table14). No association between B12

vitamin tertiles and non-melancholic DS was detected, since the RRR for the lowest vitamin
B12 level tertile versus the highest was 1.20 (95%CI 0.86 to 1.66, p for linearity 0.28) (Table
14).
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Table 14. Relative risk ratios for having non-melancholic or melancholic depressive
symptoms and their 95% confidence intervals (95% CI) from multinomial regression
analysis (study IV).

Variables NmDS versus  BDI <
10

RRR (95% CI)

P-value MDS versus

BDI < 10

RRR (95 % CI)

P-value

Vitamin B12 tertiles*

  I 1 (reference) 0.28# 1 (reference) <0.001#

  II 1.01 (0.72 to 1.41) 1.90 (1.21 to 3.22)

  III 1.20 (0.86 to 1.66) 2.75 (1.66 to 4.56)

Male sex 0.59 (0.44 to 0.79) <0.001 0.82 (0.54 to 1.23) 0.34

Age 1.02 (1.00 to 1.04) 0.041 1.02 (1.00 to 1.05) 0.091

BMI 1.02 (1.00 to 1.05) 0.11 0.98 (0.94 to 1.02) 0.32

Smoking 1.23 (0.88 to 1.71) 0.23 1.41 (0.91 to 2.20) 0.13

Using alcohol 1.09 (0.81 to 1.45) 0.59 0.84 (0.56 to 1.26) 0.39

LTPA <0.001# 0.006#

  I 1 (reference) 1 (reference)

  II 0.50 (0.37 to 0.68) 0.42 (0.27 to 0.64)

  III 0.24 (0.15 to 0.39) 0.43 (0.24 to 0.76)

Years of education 0.98 (0.94 to 1.02) 0.24 1.00 (0.95 to 1.06) 0.99

Living alone 1.29 (0.95 to 1.75) 0.10 1.93 (1.30 to 2.88) 0.001

Energy intake 1.00 (1.00 to 1.00) 0.90 1.00 (1.00 to 1.00) 0.74

Use of antidepressive
medication

5.51 (3.55 to 8.54) <0.001 9.45 (5.63 to 15.86) <0.001

Chronic diseases sum index 1.41 (1.26 to 1.59) <0.001 1.21 (1.02 to 1.45) 0.031

* Gender specific tertiles: Male I > 340 pmol/L, II = 255–340 pmol/L, III < 255 pmol/L;
Female I > 380 pmol/L, II = 280–379 pmol/L, III = <280 pmol/L.
# P for linearity.
RRR = relative risk ratio
BDI = Beck Depression Inventory
NmDS = non-melancholic depressive symptoms
MDS = melancholic depressive symptoms
BMI = body mass index
LTPA = leisure-time physical activity
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6 DISCUSSION

6.1 Pivotal findings
According to  first  study,  a  BDI  score  of  15  simultaneously  maximized the  sensitivity  and
specificity of the BDI in detecting depression compared to other suggested cut-off points of
14 and 18. In addition, the area under the ROC curves did not differ between genders.
Thus, these results suggest that the BDI with a cut-off point of 15 is a fairly valid screening
instrument for the detection or exclusion of depression in population-based subjects. On
the other hand, when taking into account the findings of this study and others, the BDI
alone cannot provide an accurate diagnosis of depression or replace clinical diagnostic
interviews.

Study  II  had  two  novel  findings.  Firstly,  the  prevalence  of  the  MetS  was  higher  in
subjects with predominantly non-melancholic DS compared to those with melancholic DS.
Secondly,  study  II  reported  that  the  subjects  with  non-melancholic  DS  also  had  two-fold
higher odds for the MetS, whereas melancholic DS were not associated with the MetS,
when  those  without  DS  formed  the  reference  group.  When  compared  to  the  melancholic
group, non-melancholic DS were associated with the MetS. Correspondingly, this result
remained significant after multivariate logistic regression analysis adjusted for sex, age,
smoking,  alcohol  use  and  LTPA.  The  components  of  the  MetS  explaining  this  finding
include  the  elevated  fasting  glucose  and  triglyceride  levels  in  the  group  with  non-
melancholic DS, and the higher waist circumference in females within the same group. The
finding displayed no interaction with sex.

Study III showed that the unadjusted OR for melancholic DS was almost 50% lower for
the  high  folate  intake  tertile  versus  the  low  tertile,  while  the  unadjusted  OR  for  non-
melancholic DS remained nonsignificant. The result remained constant even after several
adjustments. DS also linearly associated with gender-specific tertiles of folate intake.
Furthermore, melancholic DS were linearly inversely associated with gender-specific
tertiles of folate intake, while non-melancholic DS were not.

Vitamin B12 levels showed an independent linearly inverse association with the risk of
melancholic DS. The relative risk ratio (RRR) for melancholic DS was almost three-fold
higher  in  the  lowest  vitamin B12 level tertile as compared to the highest when those with
melancholic DS were compared to those without DS. There was no association between B12

vitamin tertiles and subjects with non-melancholic DS.

6.2. Study population, methods and design
The study population consisted of middle-aged and elderly Caucasian subjects from three
hospital districts of Finland, namely Pirkanmaa, Southern Ostrobothnia and Central
Finland. The prevalence of the MetS was also common in both sexes for the same reason
(56% for males and 51% for females). The strengths of the study include a large population-
based sample from the National Population Register containing middle-aged and elderly
subjects with a substantial prevalence of DS. The study population was also geographically
representative, covering both urban and rural districts in three study areas. In addition, a
WHO-based study methodology was used, and the laboratory analysis was carried out in
one series.  However, the study group can be considered genetically homogeneous, which
limits the possibility to generalize the results to a wider, genetically more heterogeneous
sample. The use of clinical DSM-IV-based Mini-International Psychiatric Interview (MINI)
as a validation measure for depression is considered as a strength in study I. The FFQ used
in study III is also a well-validated method for estimating the dietary folate intake. It
describes the habitual diet, which is often more relevant in the aetiological evaluation of
chronic diseases than the current, short-term diet.
Some additional limitations of the present study warrant consideration. Firstly, in study I,
only those who scored ≥ 10  in  the  BDI  were  invited  for  a  further  examination,  at  which
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point only 38 % attended the MINI, which has to be considered as a limitation. Moreover,
the time difference between BDI scoring and clinical examination was in some cases several
weeks. Secondly, in studies II–IV, the detection of DS was based on a self-rating scale, and
not on a diagnostic interview for depression. The MINI-based diagnosis was not applied in
studies II–IV, because a sufficient number of subjects with DS of either melancholic or non-
melancholic  characteristics  was  needed to  enhance the  comparison of  the  results  of  those
studies with former reports. Thirdly, as the study population was in advanced middle age,
the generalizability of the results to younger age groups may be limited. Fourthly, the FFQ
has certain limitations. When using the FFQ, subjects may also tend to overestimate foods
that are considered healthy and underestimate those regarded as unhealthy. It mainly
collects data on food groups and not on specific food items. Moreover, the presented food
list limits flexibility compared to handwritten diet records; for example, information on
cooking methods is lost and subjects must make their usual portion sizes conform with
those listed on the form. Finally, due to the cross-sectional study design, we cannot make
inferences of causality.

6.3 Beck Depression Inventory (BDI) as a screening tool for depression (study I)
According to the present study, a BDI score of 15 simultaneously maximized the sensitivity
and specificity compared to the widely used cut-off points of 14 and 18, which are quite
close to this cut-off point. With the cut-off of 15, PPV was 0.48, NPV 0.82 and LR+ 2.41.
The  diagnostic  performance  of  the  BDI  was  weaker  in  the  present  study  than  in  the
previous two studies, since the sensitivity and PPV for a cut-off point of 15 in the BDI were
0.56 and 0.48 in the present study, whereas Nuevo et al. (2009) presented 0.63 and 0.60 and
Lasa et al. (2000) 1.00 and 0.72. However, the present NPV of 0.82 was similar to that found
in the study by Nuevo et al. (0.83), while the specificity was 0.77 compared to 0.81.
Likelihood ratios were not presented by Nuevo et al. or Lasa et al. Compared to other
epidemiological studies evaluating a screening test, the encountered sensitivity, specificity
and PPV were not on a high level. The sensitivity of over 0.70 and specificity of over 0.90
would validate the BDI as a screening test for major depression, while the PPV of 0.71
found here may be poor for clinical practice (Lustman et al. 1997). However, low PPVs of a
screening  test  can  be  justified  if  early  detection  is  essential  (e.g.  to  reduce  suicidality)
(Lustman et al. 1997). In addition, an NPV value of 0.93 has been justified (Lustman et al.
1997), while NPV was 0.82 in the present study for a cut-off point of 15. PPV and NPV are
also directly proportional to the prevalence of the condition, namely depression, as PPV
tends to  be  higher  and NPV lower  when the  prevalence  increases.  The present  likelihood
ratio of 2.41 means that a cut-off point of 15 in the BDI only results in a small increase in the
probability of detecting depression.

The study population was older (mean age 61 years for males and 62 years for females)
than in the study by Nuevo et al. (respective means 42 years and for 43.5 years) and that by
Viinamäki et al. (mean age of the sample 44 years) (Nuevo et al. 2009, Viinamäki et al.
2004). In the study by Lasa et al., only the age of the entire screened population was
reported, of which nearly a third was between 18 and 29 years and the rest between 30 and
64 years (Lasa et al. 2000). The cut-off point preferred here is similar to that found in the
study by Viinamaki et al. (15 vs. 14). However, they conducted a smaller number of
interviews compared to the present study, and the material consisted of medical patients.
The study by Lasa et al. included a smaller number of cases attended from a rather restricted
geographic area, although it was performed among the general population. A lower cut-off
point of 12/13 showed 100% sensitivity and 99% specificity. The recent study by Nuevo et
al. with a larger number of subjects interviewed in a relatively restricted geographic area in
Finland among the general population suggested a higher cut-off point (17/18 on the BDI)
than the present study, but the inclusion criterion for the more exact diagnostic interview
was higher (BDI 13), favouring a higher cut-off point (Nuevo et al. 2009).  In addition to
different samples, one possible reason for the variation in cut-off points may lie in the
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differing diagnostic evaluation. The present study used the DSM-IV-based clinical Finnish
version of the MINI as a validation tool for depression, while Lasa et al. and Nuevo et al.
used the SCAN interview based on the ICD-10 criteria (Lasa et al. 2000, Nuevo et al. 2009).

The Beck Depression inventory is focused on symptoms of sadness, pessimism, past
failure, loss of appetite, loss of pleasure, self-dislike, self-criticism and suicidal thoughts or
wishes, which reflect the DSM-IV criteria for major depressive disorder. However, it is
widely agreed that the Beck Depression Inventory alone cannot provide an accurate
diagnosis of depression or replace clinical diagnostic interviews (Gilbody et al. 2008).
According to  the  results  of  the  present  study,  the  BDI  with a  cut  of  point  of  15  is  a  valid
screening instrument for the detection or exclusion of depression.

6.4 Prevalence of the metabolic syndrome (MetS) in subjects with melancholic and non-
melancholic depressive symptoms (study II)
This  study  had  two  novel  findings.  Firstly,  the  prevalence  of  the  MetS  was  higher  in
subjects with predominantly non-melancholic DS compared to those with melancholic DS.
Secondly, the odds for the MetS were two-fold higher in subjects with predominantly non-
melancholic DS, whereas melancholic DS were not associated with the MetS when subjects
without DS formed the reference group. Certain components of the MetS explained the
finding: the elevated fasting glucose and triglyceride levels in the group with non-
melancholic DS, and the higher waist circumference in females within the same group. The
result displayed no interaction with sex, and remained statistically significant even after
multiple adjustments, suggesting a genuine difference between the non-melancholic and
melancholic  subgroups.  This  is  partly  in  line  with  the  finding  that  perceived  depression
detected by a BDI score ≥14/15 was associated with elevated blood glucose among men and
a large waist circumference among women (Miettola et al. 2008).

No other studies have examined the prevalence of the MetS among populations with
non-melancholic or melancholic DS. However, Lamers and co-workers demonstrated in a
cross-sectional study based on a clinical sample and healthy controls that the MetS was
more common in the severe atypical depressive class compared to the severe melancholic
depressive class. The prevalence of abdominal obesity and hypertriglyceridemia was also
higher among subjects in the severe atypical depressive class than in the severe melancholic
class (Lamers et al. 2010). Interestingly, women with undifferentiated and atypical features
of major depressive disorder exhibited a higher BMI, as well as whole body and abdominal
fat mass compared to healthy controls (Cizza et al. 2012).

However, the results of this study are not fully comparable with previous studies due to
differences in the study settings and subgroup definitions. Nevertheless, the results from
both  of  the  previous  studies  and  from  the  present  study  suggest  differences  in  lipid
metabolism between subtypes of DS. Taking into account the results of this and the studies
by Lamers  et  al.  and Cizza et  al.,  DS with non-melancholic  characteristics  and the  severe
atypical depressive class may have common features in terms of the higher prevalence of
the MetS, or higher BMI, waist circumference and triglyceride levels compared to those
with more melancholic features. An alternative explanation for these to some extent
congruent results may be the similarity of the non-melancholic group in this study and the
atypical depressive population in the other settings.

The only longitudinal study by Vanhala and co-workers reported the highest risk for the
MetS among women in the subgroup with more melancholic symptoms, which may at least
in part be explained by the more severe DS among women than men, and by the long-term
use of antidepressive medications during the seven-year study period (Vanhala et al. 2009).
On the other hand, a recent study revealed that the association between DS and MetS could
not be explained by antidepressant medication (Pyykkönen et al. 2012).
In the present study population, physical activity was lower in both groups with DS, which
is  noteworthy,  since  physical  exercise  could  effectively  relieve  depressive  symptoms
(Leppämäki et al. 2002). Moreover, an earlier study based on the same material as the
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present one demonstrated that the prevalence of simultaneous MetS and DS was higher in
participants with low LTPA compared with participants with high LTPA (Korniloff et al.
2010). It was also observed that smoking was most prevalent in the group with melancholic
DS, which is in line with other studies reporting that depressed subjects are more likely to
smoke (van Gool et al. 2003, Bonnet et al. 2005). The underlying mechanisms involved may
include a shared genetic vulnerability to both nicotine dependence and depression, or the
use of smoking as a form of self-medication (Lerman et al. 1998).

The results suggest that the liability to the MetS is particularly associated with non-
melancholic DS, which may suggest possible differences between types of DS in the
susceptibility to the MetS. The role of a higher waist circumference in females among the
subgroup of non-melancholic DS is also interesting, as inflammation and the induction of
oxidative and nitrosative stress may be connected with depression, and may provide an
explanation for the association between depression and obesity and the MetS (Maes et al.
2011).  The  results  of  the  present  study  can  be  of  clinical  importance  if  the  subtype  of  DS
should be taken into account in the selection of antidepressive medication as, for instance,
tricyclic  antidepressant  (TCA)  users  more  often  gain  weight  or  have  the  MetS  (McElroy
2009, van Reedt et al. 2010b). Mirtazapine may be placed between the selective serotonin
reuptake inhibitors (SSRI) and TCAs in terms of the relative risk of weight gain (Fava 2000).
In addition, paroxetine may be more likely to cause weight gain than the other SSRIs in the
long term (Fava 2000, Gartlehner et al. 2008).

6.5 Association between folate intake and melancholic depressive symptoms (study III)
The novel finding of the present study is that the folate intake was associated with
melancholic DS but not with non-melancholic DS after taking into account a large number
of  potential  confounders.  This  result  is  in  line  with  the  monoamine  hypothesis  of
depressive disorders connecting a low folate intake with diminished serotonin synthesis
(Stahl 2008). On the other hand, elevated homocysteine levels, mainly caused by a
deficiency in folate or vitamin B12 levels, may have associations with inflammatory
parameters (Gori et al. 2005, Mabrouka et al. 2010). Therefore, a low folate intake may be
associated with depression via homocysteine and inflammation.

Depression itself is accompanied by inflammation (Maes 2011). To our knowledge, no
previous studies have evaluated the folate intake in a melancholic or non-melancholic
depressive  population,  but  the  results  of  the  present  study  are  consistent  with  a  clinical
study among adult outpatients with major depressive disorder, in which subjects with low
folate  levels  were  more  likely  to  have  melancholic  depression  than  those  with  normal  or
higher folate levels (Fava et al. 1997).

A linearly inverse association was also detected between DS and gender-specific tertiles
of folate intake in the whole study population. These results in relation to the role of a
lower  folate  intake  and  DS  are  consistent  with  previously  published  population-based
studies. However, methodological differences exist regarding the lack of sub-typing of the
DS, and evaluation of dietary exposure. For example, Finnish population-based studies on
middle-aged and elderly men revealed a protective effect of folate intake on depressive
symptoms originally in a cross-sectional setting, and subsequently an effect on depression
in a follow-up setting (Tolmunen et al. 2003, Tolmunen et al. 2004). A low folate intake was
associated with depression among currently smoking men and men with low anxiety levels
in a cross-sectional study among university graduates (Sanchez-Villegas et al. 2009).
According to a Japanese cross-sectional study conducted on adolescent boys and girls, a
higher folate intake was independently correlated with a lower prevalence of depressive
symptoms  (Murakami  et  al.  2010).  Contradictory  results  exist,  since  an  American
longitudinal study reported that the intake of folate was not associated with DS over time
in community-residing older adults (Skarupski et al. 2010). Therefore, evidence for the
relationship between folate intake and depression remains ambiguous and cannot be
considered conclusive.
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An association between folate intake and depression has been suggested to be most
apparent in aging populations (Reynolds 2002). In addition, several factors may influence
the absorption and metabolism of folate. Firstly, alcohol can have impact on the absorption
and metabolism of folate, leading to a reduction in the potential beneficial effects of folate
intake on depression (Koehler et al. 2001, Chiuve et al. 2005). Secondly, cigarette smoking
increases folate requirements by interfering with folate utilization and/or metabolism
(Bailey 1990, Piyathilake et al. 1994), which may lead to a higher prevalence of folate
deficiency among smokers. However, in the present study, the linear association of folate
intake  tertiles  and  DS  with  melancholic  characteristics  also  remained  constant  in  the
multivariate model including antidepressive medication.

The results of the present study suggest an association between a low folate intake and
DS, which is congruent with some previous findings. In this study, a linear association was
observed between folate intake tertiles and DS with melancholic characteristics, but not
with non-melancholic characteristics. These findings suggest that folate may play a role in
the pathogenesis of DS, which may associate with melancholic characteristics.

6.6 Association between vitamin B12 levels and melancholic depressive symptoms (study
IV)
The novel finding according to the present population-based study was that vitamin B12

levels showed an independent linearly inverse association with the risk of melancholic DS,
but not with non-melancholic DS when those without DS formed the reference group. This
result is in line with the monoamine hypothesis of depressive disorders connecting a low
vitamin  B12 level  with  diminished  synthesis  of  serotonin  and  other  monoamines  (Stahl
2008). Another link may be via inflammation, as a deficiency of vitamin B12 can  lead  to
elevated homocysteine levels which, according to some data, could be associated with
inflammatory parameters (Gori et al. 2005, Mabrouka et al. 2010). In this way, depression
and vitamin B12 levels could be associated with each other. An approximately three-fold
higher RRR was observed in the current study for melancholic DS in the lowest vitamin B12

tertile  compared to  those  without  DS.  Thus,  the  risk  is  congruent  with  the  results  from a
recent study in which vitamin B12 deficiency appeared to be associated with the occurrence
of DS (OR = 2.68) (Ng et al. 2009). In two earlier studies, the risk levels were similar, but
somewhat lower (OR 2.05 and 1.64, respectively) (Penninx et al. 2000, Tiemeier et al. 2002).

The association between vitamin B12 levels and depression is to some extent
controversial, since incongruent results have also been published. All the studies showing
positive relationships between vitamin B12 levels and DS or depressive disorders have been
conducted among older populations (Penninx et al. 2000, Tiemeier et al. 2002, Kim et al.
2008, Ng et al. 2009), while most previous population-based studies showing no association
have had younger populations than that of the present study (Bjelland et al. 2003, Morris et
al. 2003, Beydoun et al. 2010). Some exceptions exist, since an American and an Australian
study failed to detect this association among older populations (Lindeman et al. 2000,
Sachdev et al. 2005). With regard to these partly inconsistent results, the age of the study
population and the distribution of depression subtypes are important. However,
methodological differences in subject selection and in the measurement of depressive
symptoms or depression, or in the B12 status, may also contribute to differing findings. In
Finland, 11–21% of persons were reported to have DS when assessed according to the BDI
with the same, rather low cut-off score of 10 points, which is in line with the prevalence of
15% recorded in the present study (Vaananen et al. 2008,Vanhala et al. 2009).

On the basis of previous results, the elderly may be more vulnerable to low vitamin B12

levels, because vitamin B12 deficiency is more common in the aged. Its prevalence was 12%
in the Finnish population (aged 65–100 years) compared to the finding that 5% of
Canadians (age 6–79 years) were vitamin B12 deficient (Loikas et al. 2007, Mac Farlane et al.
2011). In younger adults, lifestyle factors such as smoking, alcohol consumption and a
vegetarian  diet  are  known  risk  factors  for  vitamin  B12 deficiency (Herrmann and Geisel
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2002, Wolters et al. 2004). However, no such association was recorded in an aged Finnish
population (Loikas et al. 2007).  No particular risk group for lower vitamin B12 levels could
be defined among the aged (Loikas et al. 2007). On the other hand, gastrointestinal diseases,
especially atrophic gastritis in the elderly, may increase the risk of vitamin B12 deficiency
(Loikas et al. 2007). The association with age may have an alternative explanation as well,
since the brain effects of low vitamin B12 may not manifest until much later in life.

A higher risk of melancholic depressive symptoms was associated with lower vitamin
B12 levels in the current study. These findings suggest that vitamin B12 may contribute to the
pathogenesis of DS.
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6.7 Implications for clinical practice and research

The results of study I warrant that the routine use of the BDI in the screening of DS among
population-based samples should be carefully evaluated, as its ability to detect depression
is not very robust. Overall, studies are needed to evaluate the correlation between the BDI
and diagnostic interviews in the diagnostic process of depression in population-based
samples. Compared to the current study, future studies should include a higher proportion
of subjects who attend the diagnostic interview to validate the diagnosis of depression.

According to study II, the possible susceptibility to the MetS among those having DS
with non-melancholic characteristics may highlight that the subtype of DS should be taken
into account in the selection of antidepressive medication as, for instance,  tricyclic
antidepressant users more often gain weight or have the MetS. Those administered
mirtazapine and paroxetine may also have a higher tendency to suffer from weight
problems. In addition, the tendency for the MetS may warrant the screening or follow-up of
the MetS and its components in this particular group of DS. From the research point of
view, the result supports the contention that depression, as a whole, is not a homogeneous
entity. Several subtypes may exist, such as those with non-melancholic or melancholic
features.  These  possible  subtypes  should  be  studied  more  thoroughly  with  regard  to
genetic, hormonal and metabolic parameters. Overall, the finding of study II should be
verified and replicated in samples with different ages and ethnic groups, and further
studies are therefore needed.

The findings of studies III and IV correlate a low folate intake and low vitamin B12 levels
with  the  risk  of  melancholic  DS,  which  may  also  have  practical  implications.  Clinicians
should  take  into  account  the  patient’s  folate  or  vitamin  B12 status  when  examining  or
treating patients with depression, especially with melancholic characteristics. At the same
time, it would be adequate to evaluate the dietary patterns of patients with DS. The results
of studies II, III and IV support the idea of different depressive subtypes, and also highlight
the importance of genetically screening these different depressive subgroups. In addition,
the  possible  role  of  both  folate  intake  and  vitamin  B12 levels in the pathogenesis of
depression warrant research in this field. Nevertheless, further studies are needed to
evaluate the possible associations between DS and the intake of folate or vitamin B12 levels
among populations comprising different ages or various ethnic groups and depressive
subtypes.

Finally, due to the cross-sectional design of the study, inferences of causality cannot be
made. Therefore, longitudinal, population-based studies with a sufficient number of
participants in different age and ethnic groups are warranted to evaluate the prevalence of
the MetS, and the role of folate intake or vitamin B12 levels  among  subjects  with
predominantly melancholic or with non-melancholic characteristics. Their target may be to
evaluate whether depression with melancholic or non-melancholic subtypes might have
different aetiological roles in terms of proinflammation and the diet.
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7 SUMMARY

This study was conducted to evaluate the value of the BDI as a screening instrument for
depression using the clinical DSM-IV-based Mini-International Psychiatric Interview
(MINI) as a validating measure. It also evaluated the role of the MetS and its components,
folate intake, and vitamin B12 levels in groups with predominantly melancholic or non-
melancholic DS.

The study population was enrolled as a part of the national type 2 diabetes prevention
programme (FIN-D2D), as a project of the Finnish community-based type 2 diabetes
prevention programme, aimed at exploring the ways to implement preventive methods for
type 2 diabetes on a national level. Three hospital districts of Finland, namely Pirkanmaa,
Southern  Ostrobothnia  and  Central  Finland,  were  selected  for  the  efficacy  survey,  which
was carried out between October and December 2007. A representative random sample of
4500 subjects aged 45–74 years, stratified according to gender, 10-year age groups (45–54,
55–64, and 65–74 years) and the three geographical areas, was selected from the National
Population Register in August 2007. Of the 4500 persons who were invited by mail to the
health examination, 2868 participated (attendance 64%).

DS was assessed by using the BDI, and a cut-off point of 10 was applied to capture DS.
A summary score of DSM-IV-based criteria of melancholic symptoms in the BDI was used
to determine the subtype of DS by dividing the participants with elevated DS into
melancholic and non-melancholic depressive symptom subgroups. In the evaluation of the
MetS,  the  modified NCEP-ATPIII  criteria  with  a  cut-off  point  of  100  mg/dL (5.6  mmol/L)
blood glucose were applied. The diet over the previous 12 months was assessed using the
FFQ. Serum vitamin B12 was measured using the CMIA. The study methods followed the
World Health Organization MONICA protocol.

The study demonstrated that BDI with a cut-off point of 15 is a valid screening
instrument for the detection or exclusion of depression in population-based subjects.
However, the BDI alone cannot provide an accurate diagnosis of depression or replace
clinical diagnostic interviews.

The prevalence of the MetS was higher in subjects with predominantly non-melancholic
DS compared to those with melancholic DS or to those without DS. The odds for the MetS
were two-fold higher in subjects with predominantly non-melancholic DS, whereas
melancholic DS were not associated with the MetS when subjects without DS formed the
reference  group.  When  compared  to  the  melancholic  group,  non-melancholic  DS  were
associated with the MetS. The components of the MetS explaining the finding include the
elevated fasting glucose and triglyceride levels in the group with non-melancholic DS, and
the higher waist circumference in females within the same group. These results suggest
that the liability to the MetS is particularly associated with non-melancholic DS, which may
suggest possible differences among the types of DS in the susceptibility to the MetS.

In  this  study,  the  folate  intake  was  associated  with  melancholic  DS  but  not  with  non-
melancholic DS. The result remained constant even after several adjustments. DS was also
linearly inversely associated with gender-specific tertiles of folate intake.

Vitamin B12 levels demonstrated an independent linearly inverse association with the
risk of melancholic DS. The RRR for the melancholic DS population to belong to the lowest
vitamin B12 level tertile (compared to the highest) was almost three-fold higher when those
with melancholic DS were compared to those without DS. There was no association
between B12 vitamin tertiles and subjects with non-melancholic DS. The findings of the
present study suggest that folate intake and vitamin B12 may contribute to the pathogenesis
of DS, which may be associated with melancholic characteristics.

46



REFERENCES

Aalto, AM., Elovainio, M., Kivimäki, M., Uutela, A., Pirkola, S., 2012. The Beck Depression
Inventory and General Health Questionnaire as measures of depression in the general
population: A validation study using the Composite International Diagnostic Interview as
the gold standard. Psychiatry Res Feb 22 (Epub ahead of print).

Alberti, KGMM., Zimmet, P., Shaw, J., 2005. For the IDF Epidemiology Task Force
Consensus Group. The metabolic syndrome – a new worldwide definition. Lancet 366,
1059-1062.

Alberti, KGMM., Zimmet, P., Shaw, J., 2006. The metabolic syndrome – a new worldwide
definition. A consensus statement from the International Diabetes Federation. Diabet Med
23, 469-480.

Alberti, KGMM., Eckel, R., Grundy, S., Zimmet, P., Cleeman, J., Donato, K., et al., 2009.
Joint scientific statement harmonizing the metabolic syndrome. A joint interim statement of
the International Diabetes Federation task force on epidemiology and prevention; National
Heart, Lung, and Blood Institute; American Heart Association; World Heart Federation;
International Atherosclerosis Society; and International Association for the Study of
Obesity. Circulation 120, 1640-1665.

Alexopoulos, GS., 2001. “The depression-executive dysfunction syndrome of late life”: a
specific target for D3 agonists? Am J Geriatr Psychiatry 9, 22-29.

Alexopoulos, GS., Meyers, BS., Young, RC., Campbell, S.,Silbersweig, D., Charlson, M.,
1997. “Vascular depression” hypohesis. Arch Gen Psychiatry 54, (915-922.

Alfthan, G., Laurinen, M., Valsta, L., Pastinen, T., Aro, A., 2002. Plasman folaatti- ja
homokysteiinipitoisuudet sekä folaatin saanti suomalaisilla aikuisilla. Suom Lääkäril 57,
1895-1899.

Allen, LH., Dror, DK., 2011. Effects of animal source foods, with emphasis on milk, in the
diet of children in low-income countries. Nestle Nutr Workshop Ser Pediatr Program 67,
113-130.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders,
4th Edition, 1994. Washington, DC,  American Psychiatric Publishing.

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders,
4th  Edition–Text Revision, 2000. Washington, DC, American Psychiatric Publishing.

Angelopoulos, TJ., Lowndes, J., Zukley, L., Melanson, KJ., Ngyen, V., Huffman, A., et al.,
2009. The effect of high-fructose corn syrup consumption on triglycerides and uric acid. J
Nutr 139(6), 1242S-1245S.

47



Angst, J., Hochstrasser, B., 1994. Recurrent brief depression: the Zurich study. J Clin
Psychiatry 55, suppl 3-9.

Astorg, P., Couthouis, A., de Courcy, GP., Bertrais, S., Arnault, N., Meneton, P., et al., 2008.
Association of folate intake with the occurrence of depressive episodes in middle-aged
French men and women. Br J. Nutr 100, 183-187.

Astrup, A., Meinert Larsen, T., Harper, A., 2004. Atkins and other low-carbohydrate diets:
hoax or an effective tool for weight loss? Lancet 364, 897-899.

Ayuso-Mateos, JL., Vasquez-Barquero, JL., Dowrick, C., Lehtinen, V., Dalgard, OS., Casey,
P., et al., 2001. Depressive disorders in Europe: prevalence figures from the ODIN study. Br
J Psychiatry 179, 308-316.

Bailey, LB., 1990. Folate status assessment. J Nutr 120, 1508-1511.

Bays, HE., Gonzalez-Campoy, JM., Bray, GA., Kitabchi, AE., Bergman, DA., Schorr, AB.,et
al., 2008. Pathogenetic potential of adipose tissue and metabolic consequences of adipocyte
hypertrophy and increased visceral adiposity. Exp Rev Cardiovasc 6, 343-368.

Beck, AT., Beamesderfer, A., 1974. Assessment of depression. The depression inventory.
Mod Probl Pharmacopsychiatr 7, 151-169.

Beck, AT., Sterr, RA., Garben, MG., 1988. Psychometric properties of the Beck Depression
Inventory: twenty-five years of evaluation. Clinical Psychology Review 8, 77-100.

Beck, AT., Ward, CH., Mendelson, M., Mock, J., Erbaugh, J., 1961. An inventory for
measuring depression. Arch Gen Psychiatry 4, 561-571.

Bell, IR., Edman, JS., Morrow, FD., Marby, DW., Mirages, S., Rerrone, G., 1991. B complex
vitamin patterns in geriatric and young adult inpatients with major depression. J Am
Geriatr Soc 39, 252-257.

Beydoun, M., Shroff, M., Beydoun, H., Zonderman, A., 2010a. Serum folate, vitamin B-12,
and homocysteine and their association with depressive symptoms among U.S. adults.
Psychosomatic Medicine 72, 862-873.

Beydoun, MA., Fanelli Kuczmarski, MT., Beydoun, HA., Shroff, MR., Mason, MA., Evans,
MK., et al., 2010b. The sex-specific role of plasma folate in mediating the association of
dietary quality with depressive symptoms. J Nutr 140, 338-347.

Bjelland, I., Tell, GS., Vollset, SE., Refsum, H., Ueland, PM., 2003. Folate, vitamin B12,

homocysteine, and the MTHFR 677→ T poymorphism in anxiety and depression: the
Hordaland Homocysteine Study. Arch Gen Psychiatry 60, 618-626.

48



Bjorntorp, P., 2001. Do Stress reactions cause abdominal obesity and comorbidities? Obes
Rev 2, 73-86.

Bonnet, F., Irving, K., Terra, JL., Nony, P., Berthezene, F., Moulin, P., 2005. Depressive
symptoms are associated with unhealthy lifestyles in hypertensive patients with the
metabolic syndrome. J Hypertens 23, 611-617.

Bor, MV., Nexo, E., Hvas, AM., 2004. Holo-transcobalamin concentration and
transcobalamin saturation reflect recent vitamin B12 absorption better than does serum
vitamin B12. Clin Chem 50, 1043-1049.

Bottigieri, T., 2005. Homocysteine and folate metabolism in depression. Prog. Neuro-
Psychopharmacol Biol Psychiatry 29, 1103-1112.

Bottiglieri, T., 1996. Folate, vitamin B12 and neuropsychiatric disorders. Nutr Rev 54, 382-
390.

Bottiglieri, T., Laundy, M., Crellin, R., Toone, BK., Carney, MW., Reynolds, EH., 2000.
Homocysteine, folate, methylation, and monoamine metabolism in depression. J Neurol
Neurosurg Psychiatry 69, 228-232.

Brennan, AM., Mantzoros, CS., 2006. Drug insight: the role of leptin in human physiology
and pathophysiology – emerging clinical applications. Nat Clin Pract End Met 2, 318-327.

Calabro, P., Yeh, ET., 2008. Intra-abdominal adiposity, inflammation, and cardiovascular
risk: new insight into global cardiometabolic risk. Curr Hypertens Rep 10, 32-38.

Capuron, L., Gumnick, GF., Musselmann, DL., Lawson, DH., Reemsnyder, A., Nemeroff,
CB., et al., 2002. Neurobehavioral effects of interferon alpha in cancer patients:
Phenomenology and paroxetine responsiveness of symptom dimensions.
Neuropsychopharmacology 26, 643-652.

Carmel, R., 2000. Current concepts in cobalamin deficiency. Annu Rev Med 51, 357-375.

Carr, MW., Roth, SJ., Luther, E., Rose, SS., Springer, TA., 1994. Monocyte chemoattractant
protein 1 acts as a T-lymphocyte chemoattractant. Proc Natl Acad Sci USA 91, 3652-3656.

Chanarin, I., editor, 1979. The megaloblastic anaemias. 2nd ed. Oxford: Blackwell Scientific.

Chiuve, SE., Giovannucci, EL., Hankinson, SE., Hunter, DJ., Stampfer, MJ., Willett, WC., et
al., 2005. Alcohol intake and methylenetetrahydrofolate reductase polymorphism modify
the relation of folate intake to plasma homocysteine. Am J Clin Nutr 82, 155-162.

Cizza, G., Ronsaville, D., Kleitz, H., Eskandari, F., Mistry, S., Torvik, S., et al., 2012. Clinical
subtypes of depression are associated with specific metabolic parameters and circadian
endocrine profiles in women: The Power Study. Plos ONE Jan, vol.7, issue 1,e28912.

49



Clarke, R., Refsum, H., Birks, Jacqueline., Grimley, J., Johnston, C., Sherliker, P., et al., 2003.
Screening for vitamin B12 and folate deficiency in older persons. Am J Clin Nutr 77, 1241-
1247.

Compton, WM., Conway, KP., Stinson, FS., Grant, BF., 2006. Changes in the prevalence of
major depression and comorbid substance use disorders in the United States between 1991-
1992 and 2001-2002. Am J Psychiatry 163, 2141-2147.

Coppen, A., Bailey, J., 2000. Enhancement of the antidepressant action of fluoxetine by folic
acid: a randomised, placebo-controlled trial. J Affect Disord 60, 121-130.

Coppen, A., Bolander-Gouaille, C., 2005. Treatment of depression: time to consider folic
acid and vitamin B12. J Psychopharmacol 19, 59-65.

Coppen, A., Swade, C., Jones, SA., Armstrong, RA., Blair JA., Leeming, RJ., 1989.
Depression and tetrahydrobiopterion: the folate connection. J Affect Disord 16, 103-107.

D`Anci, KE., Watts, KL., Kanarek, RB., Taylor, HA., 2009. Low-carbohydrate weight-loss
diets: effects on cognition and mood. Appetite 52, 96-103.

Dansinger, ML., Gleason, JA., Griffith, JL., Selker, HP., Schaefer, EJ., 2005. Comparison of
the Atkins, Ornish, Weight Watchers, and Zone diets for weight loss and heart disease risk
reduction: a randomized trial. JAMA 293, 43-53.

De Lau, LM., Smith, AD., Refsum, H., Johnston, C., Breteler, MM., 2009. Plasma vitamin B12

status and cerebral white-matter lesions. J Neurol Neurosurg Psychiatry 80, 149-157.

De Wals, P., Tairou, F., Van Allen, MI., Uh, SH., Lowry, RB., Sibbald, B.,et al., 2007.
Reduction in neural-tube defects after folic acid fortification in Canada. N Engl J Med 357,
135-142.

Despres, JP., Arsenault, BJ., Cote, M., Cartier, A., Lemieux, I., 2008. Abdominal obesity: the
cholesterol of the 21st century? Can J Cardiol 24(suppl D), 7D-12D.

Direk, N., Koudstaal, PJ., Hofman, A., Ikram, MA., Hoogendik, WJ.,Tiemeier,H., 2012.
Cerebral hemodynamics and incident depression: The Rotterdam Study. Biol Psychiatry
Feb 28 (Epub ahead of print).

Dowlati, Y., Herrmann, N., Swardfager, W., Liu, H., Sham, L., Reim, EK.,  et al., 2010. A
meta-analysis of cytokines in major depression. Biol Psychiatry 67, 446-457.

Dudman, NP., 1999. An alternative view of homocysteine. Lancet 354, 2072-2074.

50



East, C., Willis, BL., Barlow, CE., Grannemann, BD., FitzGerald, SJ., DeFina, LF., et al., 2010.
Depressive symptoms and metabolic syndrome in preventive healthcare: the Cooper
Center longitudinal study. Metab Syndr Relat Disord 8, 451-457.

Einvik, G., Vistnes, M., Hrubos-Strom, H., Randby, A., Namtvedt, SK., Nordhus, IH., et al.,
2012. Circulating cytokines concentrations are not associated with major depressive
disorder in a community-based cohort. Gen Hosp Psychiatry 34, 262-267.

Evans, DL., Staab, JP., Petitto, JM., Morrison, MF., Szuba, MP., Ward, HE., et al., 1999.
Depression in the medical setting: biopsychological interaction and treatment
considerations. J Clin Psychiatry 60, 40-55.

Expert panel on detection, evaluation, and treatment of high blood cholesterol in adults,
2001. Executive summary of the third report of the National Cholesterol Education
Program (NCEP) expert panel on detection, evaluation, and treatment of high blood
cholesterol in adults (Adult Treatment Panel III). JAMA 285, 2486-2497.

Fava, M., Borus, JS., Alpert, JE., Nierenberg, AA., Rosenbaum, JF., Bottiglieri, T., 1997.
Folate, vitamin B12, and homocysteine in major depressive disorder. Am J Psychiatry 154,
426-428.

Fava, M., 2000. Weight gain and antidepressants. J Clin Psychiatry 61 Supl 11, 37-41.

Fava, M., Mischoulon, D., 2009. Folate is needed in the brain for the synthesis of
norepinephrine,  serotonin, and dopamine. J Clin Psychiatry 70 Suppl 5, 12-17.

Foley, DL., Morley, Kl., Madden, PA., Heath, AC., Whitfield, JB., Martin, NG., 2010. Major
depression and the metabolic syndrome. Twin Res Hum Genet 13, 347-358.

Folstein, M., Liu, T., Peter, I., et al., 2007. The homocysteine hypothesis of depression. Am J
Psychiatry 164, 861-867.

Food and Nutrition Board, Institute of Medicine, 1998. Dietary reference intakes for
thiamine, riboflavin, niacin, vitamin B6, folate, vitamin B12, pantothenic acid, biotin and
choline. Washington, DC, National Academy Press, 196-305.

Ford, ES., 2005. Risks for all-cause mortality, cardiovascular disease, and diabetes
associated with the metabolic syndrome: a summary of the evidence. Diabetes care Jul 28,
1769-1778.

Foster, GD., Wyatt, HR., Hill, JO., 2003. A randomized trial of a low-carbohydrate diet for
obesity. N Engl J Med 348, 2082-2090.

Friedewald, WT., Levy, RI., Fredrickson, DS., 1972. Estimation of the concentration of low-
density lipoprotein cholesterol in plasma, without use of the preparative ultracentrifuge.
Clin Chem 18, 499-502.

51



Gartlehner, G., Thieda, P., Hansen, RA., Gaynes, BN., Deveaugh-Geiss, A., Krebs, EE., et al.,
2008. Comparative risk for harms of second-generation antidepressants: a systematic
review and meta-analysis. Drug Saf 31, 851-865.

van Gool, CH., Kempen, GI., Penninx, BW., Deeg, DJ., Beekman, AT., van Eijk, JT., 2003.
Relationship between changes in depressive symptoms and unhealthy lifestyles in late
middle aged and older persons from the Longitudinal Aging Study Amsterdam. Age
Ageing 32, 81-87.

Gori, AM., Corsi, AM., Gazzini, A., Sofi, F., Bartali, B., Bandinelli, S., et al., 2005, A
proinflammatory state is associated with hyperhomocysteinemia in the elderly. Am J Clin
Nutr 82, 335-341.

Grinkworth, GD., Buckley, JB., Noakes, M., Clifton, PM., Wilson, CJ., 2009. Long-term
effects of a very low-carbohydrate diet and a low-fat diet on mood and cognitive function.
Arch Intern Med 169, 1873-1880.

Grundy, SM., Cleeman, JI., Daniels, SR., Donato, KA., Eckel, RA., Franklin, BA., et al., 2005.
Diagnosis and management of the metabolic syndrome: an American Heart
Association/National heart, lung, and blood institute scientific statement. Circulation 25,
112, e297-298.

Gustafson, B., 2010. Adipose tissue, inflammation and atherosclerosis. J Atheroscler
Thromb 17, 332-341.

Hales, RE., Yudofsky, SC., Talbott, JA., 2005. Textbook of Psychiatry, third edition. The
American Psychiatric Press. Washington, DC, pp 482-483.

Halyburton, AK., Grinkworth, GD., Wilson, CJ., Noakes, M., Buckley, JD., Keogh, JB., et al.,
2007. Low-and and high-carbohydrate weight-loss diets have similar effects on mood but
not cogmitive performance. Am J Clin Nutr 86, 580-587.

Hamilton, M., 1960.  A rating scale for depression. J Neurol Neurosurg Psychiatry 23, 56-62.

Handbook of Psychiatric Measures, first edition,2000. American Psychiatric Association,
Washington, DC.

Hawthorne, G., Goldney, R., Taylor, AW., 2008. Depression prevalence: is it really
increasing? Aust N Z J Psychiatry 42, 606-616.

Heiskanen, TH., Niskanen, LK., Hintikka, JJ., Koivumaa-Honkanen, HT., Honkalampi,
KM., Haatainen, KM., et al., 2006. Metabolic syndrome and depression: a cross-sectional
analysis. J Clin Psychiatry 67, 1422-1427.

Herrmann, W., Geisel, J., 2002. Vegetarian lifestyle and monitoring of vitamin B12 status.
Clin Chim Acta 326, 47-59.

52



Hickie, I., Scott, E., Mitchell, P., Wilhelm, K., Austin, MP., Bennett, B., et al., 1995.
Subcortical hyperintensities on magnetic resonance imaging: Clinical correlates and
prognostic significance in patients with severe depression. Biol Psychiatry 37, 151-160.

Hildrum, B., Mykletum, A., Midthjell, K., Ismail, K., Dahl, AA., 2009. No association of
depression and anxiety with the metabolic syndrome: the Norwegian HUNT study. Acta
Psychiatr Scand 120, 14-22.

Hintikka, J., Tolmunen, T., Tanskanen, A., Viinamäki, H., 2003. High vitamin B12 level and
good treatment outcome may be associated in major depressive disorder. BMC Psychiatry
3-17.

Howren, MB., Lamkin, DM., Suls, J., 2009. Associations of depression with C-reactive
protein, IL-I, IL-6: a meta-analysis. Psychosom Med 71, 171-186.

Hulley, SB., Cummings, SR., 1988. Designing clinical research: an epidemiologic approach.
Baltimore, MD, Williams et Wilkins.

Hvas, AM., Juul, S., Lauritzen, L., Nexo, E., Eilegaard, J., 2004. No effect of vitamin B12

treatment on cognitive function and depression: a randomized placebo controlled study. J
Affect Disord 81, 269-273.

Kaartinen, NE., Tapanainen, H., Valsta, LM., Similä, ME., Reinivuo, H., Korhonen, T., et al.,
2011. Relative validity of a FFQ in measuring carbohydrate fractions, dietary glycaemic
index and load: exploring the effects of subject characteristics. Br J Nutr Sep 8, 1-9.

Kaestner, F., Hetich, M., Peters, M., Sibrowski, W., Hetzel, G., Ponath, G., et al., 2005.
Different activation patterns of proinflammatory cytokines in melancholic and non-
melancholic depression are associated with HPA axis activity. J Affect Disord 87, 305-311.

Kaplan, HI., Sabock, BJ.,2009. Comprehensive textbook of psychiatry/VI, volume 1, sixth
edition. Williams et Wilkins, Baltimore.

Kendrick, T., Dunn, N., Robinson, S., Oestman, A., Godfrey, K., Cooper, C., et al., 2008. A
longitudinal study of blood folate levels and depressive symptoms among young women
in the Southampton Women´s Survey. J Epidemiol Community Health 62, 966-972.

Kessler, RC., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas, KR., et al., 2003. The
epidemiology of major depressive disorder: results from the National Comorbidity Survey
Replication (NCS-R). JAMA 289, 3095-3105.

53



Kessler, RC., McGonagle, KA., Zhao, S., Nelson, CB., Hughes, M., Eshleman, S., et al.,1994.
Lifetime and 12- month prevalence of DSM-III-R psychiatric disorders in the United States.
Results from the National Comorbidity Survey. Arch Gen Psychiatry 51, 8-19.

Kim, JM., Stewart, R., Kim, SW.; Yang, SJ., Shin, IS., Yoon, JS., 2008. Predictive value of
folate, vitamin B12 and homocysteine levels in late-life depression. Br J Psychiatry 192, 268-
274.

Kinder, LS., Carnethon, MR., Palaniappan, LP., King, AC., Fortman, SP., 2004. Depression
and the metabolic syndrome in young adults: findings from the third national health and
nutrition examination survey. Psychosom Med 66, 316-322.

Knol, MJ., Twisk, JWR., Beekman, AT., Heine, RJ., Snoek, FJ., Pouwer, F. 2006. Depression
as a risk factor for the onset of type 2 diabetes mellitus. A meta-analysis. Diabetologia 49,
837-845.

Koehler, KM., Baumgartner, RN., Garry, PJ., Allen, RH., Stabler, SP., Rimm, EB., 2001.
Association of folate intake and serum homocysteine in elderly persons according to
vitamin supplementation and alcohol use. Am J Clin Nutr 73, 628-637.

Kogon, MM., Krauchi, K., van der Velde, P., van der Werf, H., Keller, U., 1994.
Psychological and metabolic effects of dietary carbohydrates and dexfenfluramine during a
low-energy diet in obese women. Am J Clin Nutr 60, 488-493.

Koponen, H., Jokelainen, J., Keinäinen-Kiukaaniemi, S., Vanhala, M., 2010. Depressive
symptoms and 10-year risk for cardiovascular morbidity and mortality. World J Biol
Psychiatry 11, 834-839.

Koponen, H., Jokelainen, J., Keinänen-Kiukaanniemi, S., Kumpusalo, E., Vanhala, M., 2008.
Metabolic syndrome predisposes to depressive symptoms: a population-based 7-year
follow-up study. J Clin Psychiatry Feb 69, 178-182.

Korniloff,  K., Häkkinen, A., Kautiainen, H., Koponen, H., Peltonen, M., Mäntyselkä, P., et
al., 2010. Leisure-time physical activity and metabolic syndrome plus depressive symptoms
in the FIN-D2D survey. Prev Med 51, 466-470.

Koster, A., Stenholm, S., Alley, DE., Kim, LJ., Simonsick, EM., Kanaya, AM., et al., 2010.
Body fat distribution and inflammation among obese older adults with anad without
metabolic syndrome. Obesity (Silver Spring). 18, 2354-2361.

54



Krishnan, KR., McDonald, WM., 1995. Arteriosclerotic depression. Medical Hypotheses 44,
111-115.

Krishnan, KR., Taylor, WD., McQuoid, DR., MacFall, JR., Payne, E., Provenzale, JM., et al.,
2004. Clinical characteristics of magnetic resonance imaging-defined subcortical ischemic
depression. Biol Psyhiatry 55, 390-397.

Lakka, HM., Laaksonen, DE., Lakka, TA., Niskanen, LK., Kumpusalo, E., Tuomilehto, J.,
2002. The metabolic syndrome and total and cardiovascular disease mortality in middle-
aged men. JAMA 288, 2709-2716.

Lamers, F., de Jonge, P., Nolen, W., Smit, J., Sitma, FG., Zitman, F., et al., 2010. Identifying
depressive subtypes in a large cohort study: results from the Netherlands Study of
Depression and Anxiety (NESDA). J Clin Psychiatry 71, 1582-1589.

Lasa, L., Ayoso-Mateos, JL., Vasquez- Barquero, JL., Diez-Manrique, FJ., Dowrick, CF.,
2000. The use of the Beck Depression Inventory to screen depression in the general
population: a preliminary analysis. J Affect Disord  57, 261-265.

Laudisio, A., Marzetti, E., Pagano, F., Pozzi, G., Bernabei, R., Zuccala, G., 2009. Depressive
symptoms and metabolic syndrome: Selective association in older women. Journal of
Geriatric Psychiatry and Neurology 22, 215-222.

Lee, S., Wing, YK., Fong, S., 1998. A controlled study of folate levels in Chinese inpatients
with major depression in Hong Kong. J Affect Disord 49, 73-77.

Lehto, SM., Hintikka, J., Niskanen, L., Tolmunen, T., Koivumaa-Honkanen, H.,
Honkalampi, K., et al., 2008. Low HDL cholesterol associates with major depression in a
sample with a 7-year history of depressive symptoms. Prog Neuropsychopharmacol Biol
Psychiatry 32, 1557-1561.

Leppämäki, SJ., Partonen, TT., Hurme, J., Haukka, JK., Lönnqvist, JK., .Randomized trial of
the efficacy of bright-light exposure and aerobic exercise on depressive symptoms and
serum lipids. J Clin Psychiatry 63, 316-321.

Lerman, C., Caporaso, N., Main, D., Audrain, J., Boyd, NR., Bowman, ED., et al, 1998.
Depression and self-medication with nicotine: the modifying influence of the dopamine D4
receptor gene. Health Psychol 17, 56-62.

Licht, C., Vreenburg, S., van Reedt Dortland, A., Gilatay, E., Hoogendijk, W., DeRijk, R., et
al., 2010. Increased sympathetic and decreased parasympathetic activity rather than
changes in hypothalamic-pituitary-adrenal axis activity is associated with metabolic
abnormalities. J Clin Endocrinol Metab 95, 2458-2466.

55



Lindeman, R., Romero, L., Koehler, K., Liang, H., LaRue, A., Baumgartner, R., et al., 2000.
Serum vitamin B12,  C and folate concentrations in the New Mexico Elder Health Survey:
Correlations with cognitive and affective functions. Journal of the American College of
Nutrition 19, 68-76.

Lindeman, S., Hamalainen, J.,  Isometsa, E., Kaprio, J., Poikolainen, K., Heikkinen, M., et al.,
2000. The 12-month prevalence and risk factors for major depressive episode in Finland:
representative sample of 5, 993 adults. Acta Psychiatr Scand 2000 102, 178-84.

Lindenbaum, J., Allen, RH., 1995. Clinical spectrum and  diagnosis of folate deficiency. In:
Bailey, LG., ed. Folate in health and disease. New York: Marcel Dekker, 43-73.

Loikas, S., Koskinen, P., Irjala, K., Löppönen, M., Isoaho, R., Kivelä, S-L., et al., 2007.
Vitamin B12 deficiency in the aged: a population-based study. Age Ageing 36, 177-183.

Luppino, FS., van Reedt Dortland, AK., Wardemaar, KJ., Bouvy, PF., Giltay, EJ., Zitman,
FG., et al., 2011. Symtom dimensions of depression and anxiety and the metabolic
syndrome. Psychosom Med 73, 257-264.

Mabrouka, O., Aouni, Z., Mazigh, C., Khochkar, R., Gazoueni, E., Haouela, H., et al., 2010.

Homocysteine and markers of inflammation in acute coronary syndrome. Exp Clin Cardiol
15(2), e25-e28.

MacFarlane, AJ., Greene-Finestone, LS., Shi, Y., 2011. Vitamin B12 and homocysteine status
in a folate-replete population: results from the Canadian Health Measures Survey. Am J
Clin Nutr Oct 94, 1079-1084.

Maes, M., 2011. Depression is an inflammatory disease, but cell-mediated immune
activation is the key component of depression. Progress in Neuro-
Psychopharmacology&Biological Psychiatry 35, 664-675.

Maes, M., Kubera, M., Obuchowiczwa, E., Goehler, L., Brzeszcz, J., 2011. Depression`s
multiple itcomorbidities explained by (neuro)inflammatory aflammnd oxidative&

nitrosative stress pathways. Neuroendocrinology Letters 32, 7-24.

Maes, M., Ringel, K., Kubera, M., Berk, M., Rybakowski, J., 2012. Increased autoimmune
activity against 5-HT: A key component of depression that is associated with inflammation
and activation of cell-mediated immunity, and with severity and staging of depression. J
Affect Disord 136, 386-392.

Männistö, S., Virtanen, M., Mikkonen, T., Pietinen, Pirjo., 1996. Reproducilibity and validity
of a Food Frequency Questionnaire in a case-control study on breast cancer. J Clin
Epidemiol 49, 401-409.

56



Mäntyselkä, P., Korniloff, K., Saaristo, T., Koponen, H., Eriksson, J., Puolijoki, H., et al.,
2011, Association of depressive symptoms with impaired glucose regulation, screen-
detected, and previously known type 2 diabetes: findings from the Finnish D2D Survey.
Diabetes Care 34, 71-76.

Mathieu, P., Poirier, P., Pibarot, P., Lemieux, I., Despres, JP., 2009. Visceral obesity: the link
among inflammation, hypertension, and cardiovascular disease. Hypertension 53, 577-584.

McElroy. Susan L., 2009, Obesity in patients with severe mental illness: Overview and
management. J Clin Psychiatry 70 (suppl 3), 12-21.

Miettola, J., Niskanen, LK., Viinamäki, H., Kumpusalo, E., 2008. Metabolic syndrome is
associated with self-perceived depression. Scand J Prim Health Care 26, 203-210.

Miller, AH., Maletic, V., Raison, CL., 2009. Inflammation and its discontents: the role of
cytokines in the pathophysiology of major depression. Biol Psychiatry 65, 732-741.

Mischoulon, D., Burger, JK., Spillmann, MK., Worthington, JJ., Fava, M., Alpert, JE., 2000.
Anemia and macrosytosis in the prediction of serum folate and vitamin B-12 status, and
treatment outcome in major depression. J Psychosom Res 49, 183-187.

Montgomery, SA., Åsberg, M., 1979. A new depression scale designed to be sensitive to
change. Br J Psychiatry 134, 382-389.

Morris, MS., Fava, M., Jacques, PF., Selhub, J., Rosenberg, IH., 2003. Depression and folate
status in the US population. Psychother Psychosom 72, 80-87.

Muhtz, C., Zyriax, B-C., Klähn, T., Windler, E., Otte, C., 2009. Depressive symptoms and
metabolic risk: Effects of cortisol and gender. Psychoneuroendocrinology 34, 1004-1011.

Munoz, MA., Fito, M., Marrugat, J., Covas, MI., Schröder, H., REGICOR and HERMES
investigators, 2009. Adherence to the Mediterranean diet is associated with better mental
and physical health. Br J Nutr 101, 1821-1827.

Murakami, K., Miyake, Y., Sasaki, S., Tanaka, K., Arakawa, M., 2010. Dieatry folate,
riboflavin, vitamin B-6, and vitamin B-12 and depressive symptoms in early adolescence:
The Ryukyus Child Health study. Psychosomatic Medicine 72, 763-768.

Murray, CJL., Lopez, AD., 1996. The global burden of disease. Geneva: World Health
Organisation, Harvard School of Public Health, World Bank.

Musselmann, DL., Lawson, DH., Gumnick, JF., Manatunga, AK., Penna, S., Goodkin, RS., et
al., 2001. Paroxetine for the prevention of depression induced by high-dose interferon alfa.
N Engl J Med 344, 961-966.

57



Ng, T-P., Feng, L., Niti, M., Kua, E-H., Yap, K-B., 2009. Folate, vitamin B12, homocysteine,
and depressive symptoms in a population sample of older Chinese adults. JAGS 57, 871-
876.

Nuevo, R., Lehtinen, V., Reyna-Liberato, PM., Ayuso-Mateos, JL., 2009. Usefulness of the
Beck Depression Inventory as a screening method for depression among general
population of Finland. Scand J Publ Health 37, 28-34

Olfson, M., Weissman, M., Broadhead, WE., 1995. The SDSS-PC: a novel diagnostic
procedure for mental disorders in primary care. Primary Psychiatry 2, 16-18.

Ovaskainen, Y., Koponen, H., Jokelainen, J., Keinänen-Kiukaanniemi, S., Kumpusalo, E.,
Vanhala, M., 2009, Depressive symptomatology is associated with decreased interleukin-1
beta and increased interleukin-1 receptor antagonist levels in males. Psychiatry Research
167, 73-79.

Paalanen, L., Männistö, S., Virtanen, MJ., Knekt, P., Räsänen, L., Montonen, J.,  et al., 2006.
Validity of a food frequency questionnaire varied by age and body mass index. J Clin
Epidemiology 59, 994-1001.

Pan, A., Keum, NN, Okereke, OI., Sun, Q., Kivimaki, M., Rubin, R., et al., 2012.
Bidirectional association between depression and metabolic syndrome. A systematic
review and meta-analysis of epidemiological studies. Diabetes Care 35, 1171-1180.

Parnetti, L., Bottiglieri, T., Lowenthal, D., 1997. Role of homocysteine in age-related
vascular and non-vascular diseases. Ageing 9, 241-257.

Parnetti, L., Bottiglieri, T., Lowenthal, T., 1997. Role of homocysteine in age-related vascular
and non-vascular diseases. Ageing (Milano) 9, 241-257.

Partonen, T., Lönnqvist, J., 1999. Seasonal affective disorder. Lancet Oct 24, 352, 1369-1374.

Patten, SB., 2008. Major depression prevalence is very high, but the syndrome is a poor
proxy for community populations`clinical treatment needs. Can J Psychiatry 53, 411-419.

Patten, SB., Williams, JV., Lavorato, DH., Campbell, NR., Eliasziw, M., Campbell, TS., 2009,
Major depression as a risk factor for high blood pressure: epidemiologic evidence from a
national longitudinal study. Psychosom Med 71, 273-279.

Pellegrin, KL., O`Neill, PM., Stellefson, EJ., et al., 1998. Average daily nutrient intake and
mood among obese women. Nutr Res 18, 1103-1112.

Penninx, B., Guralnik, J., Ferrucci, L., Fried, L., Allen, R., Stabler, S., 2000. Vitamin B12

deficiency and depression in physically disabled older women: epidemiological evidence
from the Women`s Health and Aging Study. Am J Psychiatry 157, 715-721.

58



Pirkola, SP., Isometsä, E., Suvisaari, J., Aro, H., Joukamaa, M., Poikolainen, K., et al., 2005.
DSM-IV mood-, anxiety- and alcohol use disorders and their comorbidity in the Finnish
general population – results from the Health 2000 Study. Soc Psychiatry Psychiatric
Epidemiol 40, 1-10.

Piyathilake, L., Macaluso, M., Hine, RJ., Richards, EW., Krumdieck, CL., 1994. Local and
systemic effects of cigarette smoking on folate and vitamin B12. Am J Clin Nutr 60, 559-566.

Puustinen, PJ., Koponen, H., Kautiainen, H., Mäntyselkä, P., Vanhala, M., 2010.
Psychological distress predicts the development of the metabolic syndrome: A prospective
population-based study. Psychosom Med 73, 158-165.

Pyykkönen, AJ., Räikkönen, K., Tuomi, T., Eriksson, JG., Groop, L., Isomaa, B., 2012.
Association between depressive symptoms and metabolic syndrome is not explained by
antidepressant medication: Results from the PPP-Botnia Study. Ann Med 44, 279-288.

Radloff, LS., 1977. The CES-D Scale: a self-report depression scale for research in the
general population. Applied Psychological Measurement 1, 385-401.

Räikkönen, K., Matthews, KA., Kuller, LH., 2007. Depressive symptoms and stressful life
events predict metabolic syndrome among middle-aged woman. A comparison of World
Health Organization, Adult Treatment Panel III and International Diabetes Foundation
definitions. Diabetes Care 30, 872-877.

Raison, CL., Miller, AH., 2011. Is depression an inflammatory disorder? Curr Psychiatry
Rep 13, 467-475.

Raskin, A., 1988. Three-area severity of depression scale, in Dictionary of Behavioral
Assessment Techniques. Edited by Bellack, AS., Herson, M., New York, Pergamon.

van Reedt Dortland, AK., Giltay, EJ., van Veen, T., Zitman, FG., Penninx, BW., 2010b.
Metabolic syndrome abnormalities are associated with severity of anxiety and depression
and with tricyclic antidepressant use. Acta Psychiatr Scand 122, 30-39.

van Reedt Dortland, AKB., Giltay, EJ., van Veen, T., van Pelt, J., Zitman, FG., Penninx,
BWJH., 2010 a.  Associations between serum lipids and major depressive disorder: results
from the Netherlands study of depression and anxiety (NESDA). J Clin Psychiatry 71, 729-
736.

Refsum, H., Smith, AD., Ueland, PM., Nexo, E., Clarke, R., McPartin, J., 2004. Facts and
recommendations about homocysteine determination: an expert opinion. Clin Chem 50, 3-
32.

Reynolds, E., 2006. Vitamin B12 , folic acid, and the nervous system. Lancet Neurol 5, 949-
960.

59



Reynolds, EH., 2002. Folic acid, ageing, depression and dementia. Br Med J 324, 1512-1515.

Reynolds, EH., Carney, MWP., 1984. Methylation and mood. Lancet, 28196-28198.

Richter, N., Juckel, G., Assion, HJ., 2010,: Metabolic syndrome: a follow-up study of acute
depressive inpatients. Eur Arch Psychiatry Clin Neurosci 260, 41-49.

Rintamäki, R., Grimaldi, S., Englund, A., Haukka, J., Partonen, T., Reunanen, A., et al., 2008.
Seasonal changes in mood and behaviour are linked to metabolic syndrome. PLoS One, Jan
23, 3, e1482.

Robins, LN., Helzer, JE., Croughan, J., Ratcliff, KS., 1981. National Institute of Mental
Health Diagnostic Interview Schedule. Arch Gen Psychiatry 38, 381-389.

Robinson, DJ., O`Luanaigh, C., Tehee, E., O`Connell, H., Hamilton, F., Chin, AV., et al.,
2011. Associations between holotranscobalamin, vitamin B12, homocysteine and depressive
symptoms in community-dwelling elders. Int J Geriatr Psychiatry 26, 307-313.

Rosen, JC., Hunt, DA., Sims, EA., Bogardus, C., 1982. Comparison of carbohydrate-
containing and carbohydrate-restricted hypocaloric diets in the treatment of obesity: effects
on appetite and mood. Am J Clin Nutr 36, 463-469.

Rudd, MD., Rajab, MH., 1995. Specificity of the Beck Depression Inventory and the
confounding role of comorbid disorders in a clinical sample. Cognitive Therapy and
Research 19, 51-68.

Rush, AJ., Giles, DE., Schlesser, MA., Fulton, CL., Weissenburger, J., Burns, C., 1986. The
inventory for Depressive Symptomatology (IDS): preliminary findings. Psychiatry Res 18,
65-87.

Rush, AJ., Weissenburger, JE., 1994. Melancholic symptoms and DSM-IV. Am J Psychiatry
151, 489-498.

Saaristo, T., Peltonen, M., Keinanen-Kiukaanniemi, S., Vanhala, M., Saltevo, J., Niskanen,
L., Oksa, H., Korpi-Hyövälti, E., Tuomilehto, J., 2007. For theFIN-D2D Study Group:
National type 2 diabetes prevention programme in Finland: FIN-D2D. Int Journal of
Circumpolar Health 66, 101-112.

Sachdev, P., Parslow, R., Lux, O., Salonikas, C., Wen, W., Naidoo, D., et al., 2005.
Relationship of homocysteine, folic acid and vitamin B12 with depression in a middle-aged
community sample. Psychological Medicine 35, 529-538.

Salokangas, RKR., Poutanen, O., Stengård, E., Jähi, R., Palo-oja, T., 1996. Prevalence of
depression among patients seen in community health centres and community mental
health centres. Acta Psychiatr Scand 93, 427-33.

60



Sanchez-Villegas, A., Delgado-Rodrigeuz, M., Alonso, A., Schlatter, J., Lahortiga, F., Serra
Majem, L., et al., 2009. Association of the Mediterranean dietary pattern with the incidence
of depression: the Sequimiento Universidad de Navarra/University of Navarra Follow-up
(SUN) Cohort. Arch Gen Psychiatry 66, 1090-1098.

Sanchez-Villegas, A., Doreste, J., Schlatter, J., Pla, J., Bes-Rastrollo, M., Martinez-Gonzalez,
M., 2009. Association between folate, vitamin B-6 and vitamin B-12 intake and depression
in the SUN cohort study. J Hum Nutr Diet 22, 122-133.

Sheehan, DV., Lecrubier, Y., 1994. Mini-International Neuropsychiatric Interview (MINI).
Tampa, FL, University of South Florida, Institute for Research in Psychiatry; Paris,
INSERM-Hopital de la Salpetriere.

Sheehan, DV., Lecrubier, Y., Sheehan, KH., Amorim, P., Janavs, J., Weiller, E., et al., 1998.
The Mini-International Neuropsychiatric Interview (M.I.N.I): the development and
validation of a structured diagnostic psychiatric interview for DSM-IV and ICD-10. J Clin
Psychiatry 59 Suppl 20, 22-33, quiz 34-57.

Shelton, RC., Miller, AH., 2010. Eating ourselves to death (and despair). The contribution of
adiposity and inflammation to depression. Progr Neurobiol 91, 275-299.

Shelton, RC., Miller, AH., 2011. Inflammation in depression: is adiposity a cause? Dialogues
Clin Neurosci 13, 41-53.

Shoelson, SE., Herrero, L., Naaz, A., 2007. Obesity, inflammation, and insulin resistance.
Gastroenterology 132, 2169-2180.

Skarupski, K., Tangney, C., Li, H., Ouyang, B., Evans, D., Morris, M., 2010. Longitudinal
association of vitamin B-6, folate, and vitamin B-12 with depressive symptoms among older
adults over time. Am J Clin Nutr 92, 330-335.

Skilton, SR., Moulin, P., Terra, J-L., Bonnet, F., 2007. Associations between anxiety,
depression, and the metabolic syndrome. Biol Psychiatry 62, 1251-1257.

Sneed, JR., Culang-Reinlieb, ME., 2011. The vascular depression hypothesis: an update. Am
J Geriatr Psychiatry 19, 99-103.

Sneed, JR., Rindskopf, D., Steffens, DC., Krishnan, KR., Roose, SP., 2008. The vascular
depression subtype: evidence of internal validity. Biol Psychiatry 64, 491-497.

Song, C., Lin, A., Bonaccorso, S., Heide, C., Verkerk, R., Kenis, G., et al., 1998. The
inflammatory response system and the availability of plasma tryptophan in patients with
primary sleep disorders and major depression. J Affect Disord 49, 211-219.

61



Spitzer, RL., Williams, JBW., Kroenke, K., Linzer, M., deGruy, FV 3rd, Hahn, SR., et al.,
1994. Utility of a new procedure for diagnosing mental disorders in primary care: the
PRIME-MD 1000 Study. JAMA 272, 1749-1756.

Stabler, SP., 2000. B12 and nutrition. In Banerjee, R., ed. Chemistry and biochemistry of B12.
New York; John Wiley  Sons, 343-365.

Stabler, SP., Allen, RH., Saavge, DG., Lindebaum, J., 1990. Clinical spectrum and diagnosis
of cobalamin deficiency. Blood 76, 871-881.

Stahl, SM., 2008. Neuroscientific Basis and Practical Applications, 3rd Edition. Cambridge
University Press, Cambridge, UK.

Stanhope, KL., Havel, PJ., 2008. Fructose consumption: potential mechanisms for its effects
to increase visceral adiposity and include dyslipidemia and insulin resistance. Curr Opin
Lipidol 19, 16-24.

Steer, RA., Ball, R., Ranieri, WF., Beck, AT., 1999. Dimensions of the Beck depression
inventory-II in clinically depressed outpatients. J Clin Psychol 55, 117-128.

Steffens, DC., Krishnan, KR., 1998. Structural neuroimaging and mood disorders: recent
findings, implications for classification, and future directions. Biol Psychiatry 43, 705-712.

Stenholm, S., Koster, A., Alley, DE., Visser, M.,Maggio, M., Harris, TB., et al., 2010.
Adipocytokines and the metabolic syndrome among older persons with and without
obesity: the InCHIANTI study. Clin Endocrinol (Oxf). 73, 55-65.

Stern, L., Iqbal, N., Seshadri, P., Chicano, KL., Daily, DA., McGrory, J., et al., 2004. The
effects of a low-carbohydrate versus conventional weight loss diets in several obese adults:
one-year follow-up of a randomized trial. Ann Intern Med 140, 778-785.

Suvisaari, J., Aalto-Setälä, T., Tuulio-Henriksson, A., Härkänen, T., Saarni, SI., Perälä, J., et
al., 2009. Mental disorders in young adulthood. Psychol Med 39, 287-299.

Tappy, L., Le, KA.,2010. Metabolic effects of fructose and he worldwide increase in obesity.
Physiol Rev 90, 23-46.

Tentolouris, N., Argyrakopoulou, G., Katsilambros, S., 2008. Perturbed autonomic nervous
system function in metabolic syndrome. Neuromol Med 10, 169-178.

The IDF concensus worldwide definition of the metabolic syndrome, 2006. Available at:
http://www.idf.org/webdata/docs/IDF Meta def final.pdf. Accessed 12/29, 2008.

The National Nutrition Council, 2005. Nutrition recommendations. Edita Publishing,
Helsinki.

62

http://www.idf.org/webdata/docs/IDF


The World Health Organization (WHO), 1992. The International Statistical Classification of
Diseases and Related Health Problems (ICD-10), Geneva.

Tiemeier, H., van Tuijl, H., Hofman, A., Meijer, J., Kiliaan, A., Breteler, M., 2002. Vitamin
B12, folate and homocysteine in depression: The Rotterdam Study. Am. J. Psychiatry 159,
2099-2101..

Tilg, H., Moschen, AR., 2006. Adipocytokines: mediators linking adipose tissue,
inflammation and immunity. Nat Rev Immunol 6, 772-783.

Timonen, M., Rajala, U., Jokelainen, J., Keinänen-Kiukaanniemi, S., Meyer-Rochow, VB.,
Räsänen, P., 2006. Depressive symptoms and insulin resistance in young adult males:
results from the Northern Finland 1966 birth cohort. Mol Psychiatry 11, 929-933.

Toker, S., Shirom, A., Melamed, S., 2008. Depression and the metabolic syndrome: gender-
dependent associations. Depress Anxiety 25, 661-669.

Tolmunen, T., Hintikka, J., Ruusunen, A., Voutilainen, S., Tanskanen, A., Valkonen, V., et
al., 2004. Dietary folate and the risk of depression in Finnish middle-aged men. A
prospective follow-up study. Psychother Psychosom 73, 334-339.

Tolmunen, T., Voutilainen, S., Hintikka, J., Rissanen, T., Tanskanen, A., Viinamäki, H., et
al., 2003. Dietary folate and depressive symptoms are associated in middle-aged Finnish
men. J Nutr 133, 3233-3236.

Tortosa, A., Bes-Rastrollo, M., Sanchez-Villegas, A., Basterra-Gortari, FJ., Nunez.-Cordoba,
JM., Martinez-Gonzalez, MA., 2007. Mediterranean diet inversely associated with the
incidence of metabolic syndrome. Diabetes Care 30, 2957-2958.

Vaananen, A., Buunk, A.P., Kivimaki, M., Vahtera, J., Koskenvuo, M., 2008. Change in
reciprocity as a predictor of depressive symptoms: a prospective cohort study of Finnish
women and men. Soc Sci Med 67, 1907-1916.

Vanhala, M., Jokelainen, J., Keinänen-Kiukaaniemi, S., Kumpusalo, E., Koponen, H., 2009.
Depressive symptoms predispose females to metabolic syndrome: a 7-yers follow-up study.
Acta Psychiatr Scand 119, 137-142.

Veerman, JL., Dowrick, C., Ayuso-Mateos JL., Dunn, G., Barendregt, JJ., 2009. Population
prevalence of depression and mean Beck Depression Inventory score. Br J Psychiatry 195,
516-519.

Viinamäki, H., Tanskanen, A., Honkalampi, K., Koivumaa-Honkanen, H., Haatainen, K.,
Kaustio, O., et al., 2004. Is the Beck Depression Inventory suitable for screening major
depression in different phases of the disease? Nord J Psychiatry 58, 49-53.

63



Viscogliosi, G., Andreoozzi, P., Chiriac, IM., Ettorre, E., Vulcano, A., Servello, A., et al.,
2011. Vascular depression in the elderly. Does inflammation play a role? Recenti Prog Med
Jun 102, 261-266.

Vogelzangs, N., Beekman, A., Dik, M., Bremmer, M., Comijs, H., Hoogendijk, W., et al.,
2009. Late-life depression, cortisol, and the metabolic syndrome. Am J Geriatr Psychiatry
17, 716-721.

Vogelzangs, N., Beekman, AT., Boelhouwer, IG., Bandinelli, S., Milaneschi, Y., Ferrucci, L.,
et al., 2011. Metabolic depression: a chronic depressive subtype? Findings from the
InCHIANTI study of older persons. J Clin Psychiatry May 72, 598-604.

Väänänen, A., Buunk, AP., Kivimäki, M., Vahtera, J., Koskenvuo, M., 2008. Change in
reciprocity as a predictor of depressive symptoms: a prospective cohort study of Finnish
women and men. Soc Sci Med 67, 1907-1916.

Weber-Hamann, B., Werner, M., Hentschel, F., Bindeballe, N., Lederbogen, F., Deutschle,
M., et al., 2006. Metabolic changes in elderly patients with major depression :evidence for
increased accumulation of visceral fat at follow-up. Psychoneuroimmunology Apr;31, 347-
354.

Weissman, MM., Olfson, M., Leon, AC., Broadhead, WE., Gilbert, TT, Higgins, ES., 1995.
Brief diagnostic interviews (SDDS-PC) for multiple mental disorders in primary care. A
pilot study.Arch Fam Med Mar;4, 220-227.

Westrin, A., Lam, RW., 2007. Seasonal affective disorder: a clinical update. Ann Clin
Psychiatry 19, 239-246.

Willett, W., 1990. Nutritional Epidemiology. Oxford University Press, New York.

Willet,W., Stampfer, M., 1998. Implications of total energy intake for epidemiological
analyses. Inc Nutritional  epidemiology (Willet W., ed.) Oxford University Press, New
York, NY.

Williams, AL., Girard, C., Jui, D., Sabina, A., Katz, DL., 2005. S-adenosylmethionine (SAMe)
as treatment for depression a systematic review. Clin Invest Med 28, 132-139.

Withall, A., Harris, LM., Cumming, SR., 2010. A longitudinal study of cognitive function in
melancholic and non-melancholic subtypes of major depressive disorder. J Affect Disord
123, 150-157.

Wolters, M., Strohle, A., Hahn, A., 2004. Cobalamin: a critical vitamin in the elderly. Prev
Med 39, 1256-1266.

64



World Health Organization, 1988. The World Health Organization MONICA Project
(monitoring trends and determinants in cardiovascular disease): a major international
collaboration. WHO MONICA Project Principal Investigators. J Clin Epimediol 4, 105-114.

World Health Organization, 1994. Schedules for clinical assessment in neuropsychiatry,
version 2.0 manual, Geneva, World Health Organization.

World Health Organisation, 1999. Definition, diagnosis and classification of diabetes -
mellitus and its complications. Geneva, World Health Organisation.

Xu, LL., Warren, MK., Rose, WL., Gong, W., Wang, JM., 1996. Human recombinant
monocyte chemotactic protein and other C-C chemokines bind and induce directional
migration of dendritic cells in vitro. J Leukoc Biol 60, 365-371.

Zarin, DA., Earls, F., 1993. Diagnostic decision making in psychiatry. Am J Psychiatry 150,
197-206.

Zeman, M., Jirak, R., Jachymova, M., Vecka, M., Tvizicka, E., Zak, A., 2009,  Leptin.
adiponectin, leptin to adiponectin ratio and insulin resistance in depressive women. Neuro
Endocrinol Lett 30, 387-395.

Zeman, M., Vecka, M., Jachymova, M., Jirak, R., Tvrzicka, E., Stankova, B., et al., 2009. Fatty
acid coA ligase-4 gene polymorphism influences fatty acid metabolism in metabolic
syndrome, but not in depression. Tohoku J Exp Med 217, 287-293.

Zeugmann, S., Quante, A., Heuser, I., Schwarzer, R., Anghelescu, I., 2010. Inflammatory
biomarkers in 70 depressed inpatients with and without the metabolic syndrome. J Clin
Psychiatry 71, 1007-1016.

van Zuiden, M., Heijnen, C., van de Schoot, R., Amarouchi, K., Maas, M., Vermetten, E., et
al., 2011. Cytokine production by leukocytes of military personnel with depressive
symptoms after deployment to a combat-zone: A prospective, longitudinal study. PloS One
6, e29142.

Zung, WWK., 1965. A self-rating depression scale. Arch Gen Psychiatry 12, 63-70.

65





ORIGINAL PUBLICATIONS (I-IV)





I

Beck Depression Inventory (BDI) as a screening tool for depression. A population-based Finnish
cross-sectional study

Seppälä J, Vanhala M, Kautiainen H, Eriksson J, Kampman O, Oksa H, Ovaskainen Y, Viikki M,
Koponen H

Psych Fennica 41: 42-52, 2010

Reprinted with the kind permission of Psychiatria Fennica



II

Prevalence of metabolic syndrome in subjects with melancholic and non-melancholic
depressive symptoms. A Finnish population-based study

Seppälä J, Vanhala M, Kautiainen H, Eriksson J, Kampman O, Mäntyselkä P, Oksa H,
Ovaskainen Y, Viikki M, Koponen H

J Affect Disord 136(3): 543-549, 2011

Reprinted with the kind permission of Elsevier B.V.



III

Association between folate intake and melancholic depressive symptoms. A Finnish
population-based study

Seppälä J, Koponen H, Kautiainen H, Eriksson J, Kampman O, Männistö S, Mäntyselkä P, Oksa
H, Ovaskainen Y, Viikki M, Vanhala M

J Affect Disord 136(3): 543-549, 2012

Reprinted with the kind permission of Elsevier B.V.



IV

Association between vitamin B12 levels and melancholic depressive symptoms. A Finnish
population-based study

Seppälä J, Koponen H, Kautiainen H, Eriksson J, Kampman O, Leiviskä J, Männistö S,
Mäntyselkä P, Oksa H, Ovaskainen Y, Viikki M, Vanhala M

Depression and Anxiety. Submitted.



Publications of the University of Eastern Finland

Dissertations in Health Sciences

isbn 978-952-61-0949-7

Publications of the University of Eastern Finland
Dissertations in Health Sciences

d
issertatio

n
s | 136 | Ju

ssi S
eppä

lä | D
ep

ressive S
ym

p
tom

s, M
etabolic S

yn
drom

e an
d D

iet

Jussi Seppälä
Depressive Symptoms, 

Metabolic Syndrome and Diet Jussi Seppälä

Depressive Symptoms, 
Metabolic Syndrome 
and Diet

The metabolic syndrome, low folate 

intake or lower vitamin B12 levels 

may be associated with depression. 

However, the impact of melancholic or 

non-melancholic depressive symptoms 

has not been evaluated. 

The results of this study support the 

use of the Beck Depression Inventory 

as a screening tool for depressive 

symptoms. A higher risk of the 

metabolic syndrome was associated 

with non-melancholic depressive 

symptoms.  In addition, those with a 

lower folate intake or lower vitamin 

B12 levels had a higher risk of 

melancholic depressive symptoms. 




