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Abstract
Background—Measuring social adjustment (including attachment style and current social
adaptation) in late-life depression may support planning secondary prevention, rehabilitation and
treatment. Insecure attachment style is a risk factor for developing new depression, and social
adjustment may constitute a problem after symptoms abatement. Few studies have examined
attachment style and social adjustment in late-onset depression.

Design—Subjects 50 years of age and older with early-onset (n=35), late-onset DSM-IV unipolar
depression (n=38) and never depressed volunteers (n=47) were assessed with a widely-used
measure of attachment style (the Experiences in Close Relationship Scale). Social adjustment was
measured using the Social Adjustment Scale.

Results—Both early- and late-onset patients with depression showed greater insecure attachment
and poorer social adaptation compared to never depressed volunteers. No difference was found
between early- and late-onset patients with depression on attachment style or social adjustment.
There were no significant differences between late-life depression in remission or current on
attachment or social adaptation.

Conclusion—Insecure attachment style may be a risk factor for late-life depression irrespective
of the age of onset. Social maladaptation may persist among individuals with late-life depression
in remission.
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Depression may occur for the first time in later life but older persons may also have suffered
their first episode of depression in their youth. Depending on the age of onset differing
etiopathology has been posited (Baldwin and Tomenson, 1995, Blazer, 2003, Heun et al.,
2000). Late-onset depression is widely believed to have a strong vascular component
whereas psychological, social and genetic factors have greater influence on the onset of
early-onset depression (Blazer and Hybels, 2005, Herrmann et al., 2008). Continuing
research efforts to distinguish the mechanisms of early from late-onset late life depression
may be relevant to establish treatment and predict outcome.

The findings that insecure attachment styles (i.e., anxious and avoidant dimensions) are
predictors of adult psychopathology have increased interest in attachment theory in
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depression (Bifulco et al., 2006, Haggerty et al., 2009, Roberts et al., 1996). Early parent-
child social interactions mold working models of future relationships between self and
others (i.e., attachment styles) (Atkinson, 1997, Grossmann et al., 2005). Memories of these
childhood interactions influence the social interaction with life-time significant figures
including romantic partners (Atkinson, 1997). Comprehensive assessment of social
proclivity would not be complete without measuring vocational and family functioning and
during leisure activities. These are indicators of current social engagement, while attachment
style is an indicator of lifetime social inclinations that are rooted in past developmental
history.

Perhaps because the findings on vascular etiology are relatively consistent, attachment style
in late-onset depression has been understudied. Same can be said for social adjustment. To
expand, it is currently not known the extent to which developmentally based individual
differences in attachment styles are potential vulnerability factors in depression with onset in
later in life as they are for depression of young adulthood onset (Marazziti et al., 2007).
While on the one hand the relative stability of attachments styles would suggest an
association with depression at any age, delayed onset, cerebrovascular findings and risk to
develop cognitive impairment have supported the view that late-onset depression may have
a differing set of etiological factors relative to depression with onset in younger age
(Baldwin and Tomenson, 1995, Blazer, 2003, Heun et al., 2000). For these reasons, it would
also be important to verify if late-onset depression carries additional social adjustment
burden in comparison to early-onset depression (Brodaty et al., 1993).

In the present research, individuals with early- and late-onset depression, and never-
depressed age comparable volunteers were assessed using measures of attachment style and
social adjustment. The Experiences in Close Relationship Scale was used to assess lifetime
social attitudes with figures of attachment, and the Social Adjustment Scale was used to
assess current social functioning in multiple domains including family, work and leisure.
Based on the extant literature (Alexopoulos et al., 1997, Bifulco et al., 2006) predictions
were made that early-onset depression would show greater insecure attachment than late-
onset depression and never-depressed volunteers. Both early- and late-onset depression were
predicted to carry greater risk for social impairment based one on the longer duration of the
illness and the other on its purported association with vascular brain damage. To ascertain
the influence of mood on reports of social adaptation and attachment (Fincham and
Bradbury, 1993), patients were examined during an episode of depression and while others
were examined during a phase of remission. It was expected that individuals with current
depression would show greater impairment in social adjustment compared to individuals
with depression in remission and never-depressed volunteers (Marazziti et al., 2007).

Methods
Subjects

The present report focuses on subjects who were 50 and older at the time of enrollment in
the University of Iowa research program on social and emotional perception over the life
span and unipolar depression. A group of patients (N=35, mean age=58.5 SD=7.3) with
onset of depression before age 50 (early-onset), and a group of patients with onset of
depression after age 50 (late-onset) (N=38, mean age=61.8 SD=8.5) were compared to a
group of nondepressed volunteers (N=47, mean age 70.2, SD=9.4). Late onset was defined
as onset of the first episode of depression occurring after age 50 based on established
literature (Krishnan et al., 1995). Age at onset of the first episode of depression was
determined based on patients’ report and corroborated, when available, by medical records.
Participants were recruited from the University of Iowa Departments of Psychiatry (inpatient
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and outpatient services) and Internal Medicine (outpatient services), the VA medical center
in Iowa City, IA, and community advertisements.

Study participants were from a larger database aimed at examining several constructs of
emotional and social functioning and social cognition in depression as a function of age and
age of onset. Subjects in the database were enrolled as a result of the following procedures.
Five hundred and twenty seven candidate subjects were screened between November 2005
and April 2009. A first (including telephone) screening was carried out to exclude
individuals with a history of co-morbid psychiatric, neurological disorders, or general
medical conditions impairing cognition, vision or hearing. Two-hundred and twenty seven
eligible participants (age range 19–90, mean age=52.37, SD=18.43, 61.2% women)
provided informed consent according to the regulations of the Institutional Review Board
(IRB) of the University of Iowa. These subjects completed a second office screening which
included an assessment using the Structured Clinical Interview for DSM-IV-TR (SCID)
(First et al., 2002) used to confirm the diagnosis of unipolar major depression. Exclusionary
criteria ascertained at his stage during the office interview were: a) history or presence of
compulsive obsessive disorder, psychosis other than accompanying depression, bipolar
affective disorder, primary anxiety disorder, eating disorder or somatoform and related
disorders or substance misuse disorders within the past 5 years; b) history of brain injury or
other neurological disease; c) clinical evidence of preexisting dementia as defined by DSM-
IV criteria; d) Mini-Mental State Examination [MMSE; (Folstein et al., 1975)] score of 25
and below. Of these 227 eligible participants only subjects aged 50 and older were examined
in the present study (n=120). Among patients with history of or current depression (n=73),
63 (85.5%) were examined as outpatients.

Measures
The Experiences in Close Relationship Scale (ECRS), a well-validated 36-item self-report
questionnaire was administered to measure adult attachment (Simpson and Rholes, 1998).
The ECRS assesses two dimensions of lifetime attitudes within primary romantic
relationships (i.e., avoidance and anxiety of abandonment). Items are scored on a seven
point scale ranging from strongly disagree to strongly agree. Sample items include “I prefer
not to be too close to my romantic partner” and “I worry a fair amount about losing my
partner.”

Social adjustment over the previous two weeks was assessed using the Social Adjustment
Scale – Self Report (SAS-SR), a widely-used self-report scale measuring six social domains
(work, social and leisure time, extended family, primary relationship, parental and family
unit) based on overt behavior, inner feelings and satisfaction (Weissman, 1999). The SAS-
SR consists of 42 items and is rated on a 5-point scale with higher scores indicating greater
impairment. Sample items from the work and social and leisure time domains include “Have
you had any arguments with people at work in the last 2 weeks?” and “How many times in
the last two weeks have you gone out socially with other people?” The work domain
contained sub-categories that corresponded to applicable stage of life (work outside the
home, housework, and school work). A single score for the work domain that corresponded
to the life stage of the subject was used. If a subject answered to multiple work categories,
the category chosen for the work score was based upon the subject’s own definition of their
work environment and role (a worker for pay, a house wife, a student, retired, unemployed).
Because of the age range in the study, the sample included many retired subjects. Rather
than exclude them from the work domain altogether, responses concerning the housework
domain were used based on the notion that these activities are worthy of gratification equal
to those who consider housework a primary role. Subjects who defined themselves as
unemployed were excluded from analyses of the work domain because scores obtained from
unemployed subjects did not reflect social impairment in the work domain. Due to the social
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nature of the attachment and social adjustment measurements, mild correlations between
SAS-SR and avoidant (Spearman’s rho = .36, p<.001) and anxious (Spearman’s rho = .45,
p<.001) attachment styles were expected. Depression severity was measured using the 24-
item Hamilton Depression Rating Scale (Hamilton, 1960). The 14-item Hamilton Anxiety
Rating Scale (Ham-A) was used to assess general anxiety level (Hamilton, 1960). General
intelligence was measured using the Wechsler Abbreviated Scale of Intelligence (WASI)
(Wechsler, 1999).

Statistical Analysis
Relationship between depression status on attachment style and social functioning were
computed using means, standard deviations and ANOVA with illness status (depression
versus remission versus never-depressed) as fixed factor. Early and late onset depression
subjects and healthy volunteers were compared using means, standard deviations, ANOVA
and ANCOVA. Follow up tests were computed only when the omnibus test was statistically
significant. Pearson’s Chi-Square was used to analyze nominal data, and Spearman’s rho to
examine strength of associations for continuous variables. All analyses were completed
using SPSS 17 software (SPSS Inc.).

Results
Demographic and clinical data

Demographic and clinical variables describing early-onset depression, late-onset depression
and non-depressed volunteers are provided in Table 1 and Table 2. There were significant
group effects of age, sex, employment status (Table 1). Early-onset depression, late-onset
depression and non-depressed volunteers did not differ significantly on FSIQ, education,
marital and parental status, or ethnicity (Table 1). The proportion of individuals in remission
was not significantly different between early-onset depression and late-onset depression
(Table 1). As expected, early-onset depression patients suffered significantly more
depressive episodes and had earlier onset of depression compared to late-onset depression
patients (Table 2). Individuals in remission (n=43) had been free of significant depressive
symptoms for a mean of 44.7 months (SD= 48.7).

Attachment and social functioning in current depression and in remission
As expected, subjects with current depression showed greater severity of depression (Ham-
D mean score = 20.4, SD= 6.2) compared to subjects in remission (Ham-D mean score =
4.3, SD= 5.0) [t(85)=13.3, p<.001]. Subjects with current depression and in remission
showed greater avoidant attachment style [F (2, 64) = 5.1, p=0.008]. But whereas patients
with current depression (n=30, mean = 66.7, SD= 21.4) or in remission (n=43, mean = 54.0,
SD= 19.1) showed higher or near higher avoidant scores than never-depressed volunteers
(n=47, mean = 42.5, SD=15.9) [LSD=21.3, p=.003 and LSD=10.6, p=0.055 respectively],
the difference between patients with current depression and in remission was not statistically
significant (LSD=10.7, p>.1). The difference on anxious attachment style between current
depression (mean = 62.0, SD= 23), and in remission (mean = 70.5, SD= 21) and never-
depressed volunteers (mean = 52.3, SD=18.6) failed to reach significance [F (2, 64) = 2.4,
p=0.07].

Subjects with both current depression and depression in remission showed poorer social
functioning [F (2, 64) = 9.5, p<0.001]. But while patients with current depression (mean
SAS = 2.5, SD=.68) or in remission (mean SAS = 1.96, SD=.35) showed greater social
impairment than never-depressed volunteers (mean SAS = 1.61, SD=.28) [LSD=.60, p<.001
and LSD=. 34, p=0.005, respectively], patients with current depression did not showed
greater impairment than individuals in remission (LSD=. 26, p=0.07). Based on these
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findings, hypothesis testing comparing early- and late-onset depression was carried out
irrespective of illness status.

Adult attachment in early and late-onset depression
Subjects with early- and late-onset depression also showed greater avoidant attachment
scores [F (2, 117) =3.84, p=0.02]. In pairwise comparisons both early- (LSD=-10.8, p=0.02)
and late-onset depression (LSD=-10.8, p=0.02) showed significantly greater avoidant
attachment scores than never-depressed volunteers, but the difference between early- and
late-onset depression (LSD=-0.03, p=1.0) was not significant (Figure 1). Subjects with
early- and late-onset depression showed greater anxious attachment style scores [F (2, 117)
=9.5, p<.001] than never-depressed volunteers (LSD=-14.3, p<0.001; LSD=-13.4, p<0.001
respectively), but no significant difference was found between early- and late-onset
depression (LSD=0.88, p=0.8) (Figure 1).

Analyses on avoidant [F (2, 116)=3.71, p=0.027] and anxious attachment style scores [F (2,
116)=6.91, p=0.001] using severity of general anxiety as a covariate showed significant
group effects with essentially same follow-up tests. In addition, because early- and late-
onset depression and never-depressed volunteer groups differed in sex, employment and age,
analyses were repeated using these factors as covariates. Group effects for both avoidance [F
(2, 114) = 5.14, p=0.007] and anxiety [F (2, 114)=7.28, p=0.001] continued to remain
significant and follow up tests were essentially the same.

Because four attachment categories have been proposed based on combination of dimension
scores [i.e., secure (low anxiety & avoidance), preoccupied (high anxiety & low avoidance),
dismissing (low anxiety & high avoidance) and fearful attachment style (high anxiety &
high avoidance] (Ainsworth, 1985), and some studies have suggested a specific association
between the preoccupied style and susceptibility to depression (Marazziti et al., 2007),
attachment styles were also examined as categories (Table 3). Never-depressed volunteers
showed the greatest likelihood of having a secure attachment and the lowest of having a
preoccupied attachment compared to subjects with depression [Χ2(6) = 14.9, p=0.02] (Table
3). Analyses showed no significant difference between early and late onset depression
[Χ2(3) = 1.1, p>0.7].

Analyses computed excluding inpatients continued to show significant group effects for
avoidant [F (2, 106) = 3.43, p=0.036] and anxious [F (2,106) = 2.18, p<0.001] attachment
styles with essentially no change in the post-hoc results. Analyses were also computed using
a different age cut-off for late onset depression (i.e., 65 or older) (Kessing, 2006) and
yielded significant group effects [avoidant attachment: F (2, 117) = 3.84, p=0.024] – anxious
attachment: F (2, 117) = 9.49, p<0.001]. Lastly, among patients 65 years and older (early-
onset n=8, late-onset n=14, non-depressed n=32) analyses on anxious attachment showed a
significant group effect [F (2, 51) = 4.04, p=0.02) while avoidant attachment failed to reach
significance but means and standard deviations closely resembled the parent sample [F (2,
51) = 1.90, p=0.16].

Social adjustment
Significant group effects were found for the SAS-SR total score [F (2, 117)=19.1, p<0.001]
(Figure 2), work [F (2, 91)=6.1, p=0.003], social and leisure [F (2,116)=17.0, p<0.001],
extended family [F (2, 116)=12.876, p<0.001], and family unit domains [F (2, 117)=8.0,
p=0.001] (Table 4). No significant effect were found in marital [F (2, 67)=2.6, p=0.082] and
parental domains [F (2, 15)=0.2, p=.8]. Both early- and late-onset depression were
significantly more socially impaired than never-depressed volunteers but the difference
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between early- and late-onset depression never reached statistical significance. Controlling
for sex, employment and age left the results unaltered.

Analyses computed on outpatients only showed a significant group effect on SAS-SR total
score [F (2, 106) = 16.97, p<0.001]. Using 65 and older as age cut-off for late-onset
depression (Kessing, 2006) yielded also significant group effect [F (2, 117) = 19.13,
p<0.001]. Lastly, comparing only patients 65 years and older yielded a significant group
effect on SAS-SR total score [F (2, 51) = 6.04, p=0.004]. Post-hoc analyses were essentially
the same as in the parent sample.

Discussion
Measuring social proclivity (including interpersonal attachment attitudes, rooted in social
developmental history, and current social adaptation) constitutes a component of the
assessment of depression that helps to guide a comprehensive treatment plan, rehabilitation
and secondary prevention (Bifulco et al., 2006, Conradi and De Jonge, 2009, Brodaty et al.,
1993, Paykel et al., 1978). Assessment of social functioning is critical in clinical scenarios in
which a psychiatric disorder (e.g., depression) interacts with a condition (e.g., older age)
vulnerable to social disability. The present study examined attachment styles and social
functioning among older patients with late-life unipolar depression as a function of age at
the time of their first depressive episode and illness status (current depression or remission).
Prior studies have shown a relationship between depression and insecure attachment style
(Bifulco et al., 2006, Conradi and De Jonge, 2009) and social maladaptation (Brodaty et al.,
1993, Paykel et al., 1978), but to our knowledge this is the first study to examine these
constructs in late-onset depression. Depression in late-life was associated with greater
insecure attachment style and poorer social functioning irrespective of the age of onset. A
different cut-off score for late-onset depression (65 and older) (Kessing, 2006), examination
only of subjects 65 and older and only outpatients essentially did not change these results.
Illness status (i.e., remission or current depression) did not show a significant effect on
social functioning or attachment style.

Before examining the significance of these findings some caveats need to be discussed. Due
to selection criteria subjects with cognitive impairment were excluded from the study.
Consequently, the present findings cannot be generalized to all patients with late-life
depression. Dependent variables in this study were self-report measures. Whereas results
may vary when using rater assessment or behavioral data, measures of perceived social
functioning were shown to have clinically relevant predictive validity (Blazer, 2008,
Cacioppo et al., 2010). The present study is cross sectional in nature. For instance, it does
not show direct temporal effects of attachment style on age of onset of depression. In
addition, whereas measures of attachment and social adaptation were attained on the same
day, attachment styles explained between 13 and 20% of the variance in social adjustment.
Attachment and social adaptation are only in part overlapping constructs perhaps based on
their shared social nature. The SAS-SR has been shown to yield differing scores based on
sex (Kornstein et al., 1995). The focus of the present study was not on sex, therefore
analyses were conducted controlling for sex.

Depression and social functioning are linked by a two-way street. Depression may impair
social adaptation. Poor social (e.g., interpersonal) proclivity may act as a predisposing factor
for depression. Chronological age at the time of the first depressive episode is traditionally a
clinically relevant factor in the assessment of depression. Most importantly, age of onset
may carry etiological and treatment significance. Because depression beginning in early and
later life have purported differing genetic and neuroanatomical risk factors (Baldwin and
Tomenson, 1995, Blazer, 2003, Heun et al., 2000), the present study aimed at examining the
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extent to which attachment style and social adjustment parallel the extant conceptualization
of early and late-onset depression (Blazer and Hybels, 2005, Herrmann et al., 2008). It was
expected that early onset depression would be associated with greater insecure attachment
style (i.e., a predisposition factor leading to onset of depression earlier in life) compared to
late-onset depression and never-depressed volunteers. Predictions for current social
functioning were less definite because if on the one hand poorer social functioning may have
been expected in older individuals with onset of depression in youth (based on the longer
duration of illness), the widely accepted “cerebrovascular nature” of late-onset depression
was believed to potentially carry extra social impairment burden. In addition, it was
predicted that current depression would be associated with greater social impairment (but
not greater insecure attachment) compared with depression in remission.

Depression and remission
Consistent with the role of attachment style as vulnerability factor for depression both
patients with current depression and in remission showed similar avoidant attachment scores
(and significantly greater than non-depressed volunteers). Contrary to expectations, whereas
patients with depression showed significantly worse current social maladaptation compared
to non-depressed volunteers irrespective of their illness status (i.e., current and remission),
the difference between current and remission did not reach significance in spite of a large
group discrepancy in depression severity. This suggests that social adaptation in late-life
depression may not fully recover after symptoms improvement and may require additional
clinical attention even after many years after remission. Correlations between severity of
depressive symptoms and SAS scores are now shown for comparison with prior research
showing a link between severity of residual depressive symptoms and social impairment
among patients in remission (Paykel et al., 1978). Results in the present study were
consistent with previous research (Paykel et al., 1978). Among patients with current
depression severity of symptoms (mean Ham-D severity = 20.4, SD=6.2) showed a
Spearman’s rho = .32 (p=.056), whereas among subjects in remission (mean Ham-D severity
= 4.3, SD=5.0) the correlation reached rho= .53 (p<.001), confirming that among person in
remission residual symptoms carry significant risk for social maladaptation.

Early vs. late-onset depression
Contrary to expectations, while patients with late-life depression showed more insecure
attachment and poorer social functioning than never-depressed volunteers, the difference
between early- and late-onset depression was not significant. Analysis of the four attachment
categories (Ainsworth, 1985) showed that almost 60% of never-depressed volunteers
displayed secure attachment, while the insecure styles (preoccupied, dismissive, fearful)
constituted about 68% for late-onset and 75% for early-onset depression (Table 3). None
among the insecure attachment styles, however, was clearly more strongly associated over
the others with early or late-onset depression.

Patients with late-life depression showed significantly greater social maladaptation than
non-depressed volunteers in vocational, leisure, and family environments, but no difference
between early- and late-onset depression reached statistical significance. These findings are
consistent with earlier reports showing impairment in social adjustment in both young and
older Australian adults with depression (Brodaty et al., 1993).

Much literature supports the role of cerebrovascular lesions as risk factors for late onset
depression (Blazer and Hybels, 2005, Herrmann et al., 2008). It is possible that the
consistency of the literature on vascular depression lead to a relative neglect for the role of
attachment as a vulnerability factor in late-life depression (Bifulco et al., 2006, Conradi and
De Jonge, 2009). The aggregate findings in this study (age of onset and illness status effects)
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suggest that insecure attachment may be a risk factor for both early- and late-onset
depression.

Clinical relevance
Why subjects with late-onset depression who have insecure attachment do not develop
depression earlier in life? It may be posited that other factors (including family support,
social networks, physical activity) act as buffers in earlier life and prevent the development
of depression. Later in life loss of familial and social network support, functional decline
and (perhaps most importantly) comorbid medical conditions including cerebrovascular
disease may compound with insecure attachment style to increase the susceptibility to
develop depression. Therefore, addressing insecure attachment may contribute to primary
and secondary prevention of late-life depression.

More research on personality dimensions as potential determinants of the outcome of late
life depression has been advocated (Weber et al., 2011). Psychotherapy services (including
brief psychodynamic psychotherapy, cognitive behavioral, supportive, grief, problem
solving therapy, or a combination) have been reported to be effective for several Axis I
disorders in the elderly (Patel et al., 2010, Serfaty et al., 2009, Stanley et al., 2009) but they
are often underutilized (Payman, 2011). The role of psychotherapeutic interventions to
address insecure attachment style among older persons remains to be tested.

In summary, the present study examining a sample of cognitively unimpaired older patients
with depression indicated that anxious and avoidant attachment styles and social
maladaptation are associated with depression irrespective of age of onset and illness status.
Some results were contrary to expectations: 1. Greater insecure attachment found to be
associated both with early- and late-onset depression may signify that attachment style is a
risk factor for late-onset as is for early-onset depression; 2. Residual social impairment
present in patients with late-life depression in remission warrants further research employing
a longitudinal repeated measure design. Poorer social functioning in late-life depression
irrespective of age of onset may signify that most disability may occur earlier on in the
illness and the longer duration of illness (and number of illness episodes) does not appear to
lead to critically worsening of social functioning. These results suggest that attention should
be paid to attachment style as a potential risk factor for depression also in late-life, and to
social impairment as residual disability even after symptoms remission. They indicate the
road to further research on prevention and rehabilitation strategies for depression in late-life.
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Key Points

• Determining mechanisms of depression depending on the age of onset (young
adulthood versus later life) may be critical for effective treatment, prevention.

• Onset depression during later life is widely believed to be associated with
cerebrovascular illness. Much less is known on its psychosocial factors.

• The present study found that individuals with onset of depression in later life
(much like individuals with depression with onset in young adulthood) showed
more insecure attachment style and poorer psychosocial adaptation relative to
healthy volunteers of comparable age and sex both during the active phase of
the illness as well as during remission.

• Because attachment style develops during early parent-child interactions and
shows relative stability, insecure attachment style may be an additional factor
predisposing to late onset depression.
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Figure 1.
Avoidant and anxious attachment scores in depression and non-depressed volunteers.
Note: Statistic details in the text.
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Figure 2.
Social adjustment scores in depression and non-depressed volunteers
Note: Statistic details in the text.
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Table 1

Demographic and clinical variables

Early Onset (n=35) Late Onset (n=38) Volunteers (n=47)

Age** 58.5 (7.3) 61.8 (8.5) 70.2 (9.4)

Gender: Female (%)** 30 (85.7) 14 (36.8) 28 (59.6)

Education: ≥12 yrs (%) 25 (71.4) 27 (71.1) 31 (66.0)

Relationship Status: In Rel. (%) 29 (82.9) 35 (92.1) 43 (91.5)

Employment Status: employed (%)* 16 (45.7) 18 (47.4) 10 (21.3)

Parental Status*

   with no children (%) 9 (25.7) 5 (13.2) 5 (10.6)

   with 1 child (%) 2 (5.7) 6 (15.8) 7 (14.9)

   with 2+ children (%) 24 (68.6) 27 (71.1) 35 (74.5)

FS IQ 110.9 (14.1) 111.5 (11.5) 116.2 (12.4)

HAM-D ** 9.2 (10.2) 12.0 (8.5) 1.8 (2.1)

HAM-A** 6.1 (0.9) 7.8 (0.8) 3.3 (0.7)

Age of Onset ** 29.2 (9.8) 56.2 (8.0) NA

Illness Status

   Depression (%) 12 (34.3) 18 (47.4) NA

   Remission (%) 23 (65.7) 20 (52.6) NA

Legend:

*
indicates statistical significance at p<0.05

**
indicates statistical significance at p<0.001

Degrees of freedom are expressed below:
Age: F(2, 117)=20.92, p<0.001 Post Hoc: EOD > C (p<0.001), LOD > C (p<0.001)

Gender: χ2(2, N=120) = 18.14, p<0.001

Education: χ2(2, N=120) = 0.37, p=0.83

Relationship Status: χ2(2, N=120) = 2.05, p=0.36

Employment Status: χ2(2, N=120) = 7.90, p=0.02

Parental status: χ2(4, N=120) = 5.07, p=0.28
FS IQ: F(2, 117)=2.24, p=0.11
HAM-D: F(2, 117)=21.85, p<0.001 Post Hoc: EOD > C (p<0.001), LOD > C (p<0.001)
HAM-A: F(2, 117)=8.31, p<0.001 Post Hoc: LOD > C (p<0.001, mean difference=4.47, 95% CI of the mean =2.07 to6.87)
Age of onset: F(1, 70)=164, p<0.001,

Illness Status χ2(1, N=73) = 1.29, p=0.26
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Table 2

Duration of illness and life time episodes

Early Onset Late Onset

Years Since Onset

   (% <2 Yrs) 0 18.4

   (% 2–5 Yrs) 0 44.7

   (% 6–15 Yrs) 8.6 28.9

   (% 16–30 Yrs) 48.6 7.9

   (% >30 Yrs) 42.9 0

Number of Lifetime Episodes

   (% 1 Episode) 2.9 64.9

   (% 2 Episodes) 8.6 5.4

   (% 3 Episodes) 11.4 16.2

   (% 4–10 Episodes) 11.4 0

   (% >10 Episodes) 65.7 13.5

Legend: Years Since Onset: χ2(4) =53.30, p<0.001; Number of Lifetime Episodes: χ2(4) = 37.30, p<0.001
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Table 3

Attachment Categories

Early Onset (%) (n=35) Early Onset (%) (n=38) Volunteers (%) (n=47)

Secure (n=49) 25.7 31.6 57.1

Preoccupied (n=18) 25.7 18.4 4.3

Dismissive (n=28) 22.9 28.9 19.1

Fearful (n=25) 25.7 21.1 17.0

Legend: Χ2(6) = 14.90, p=0.02
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Table 4

Social Adjustment

EOD (n=35) LOD (n=38) Comparisons (n=47)

Overall (N=120)** 2.2 (0.6) 2.1 (0.5) 1.6 (0.4)

Work (N =94)* 1.9 (0.5) 1.9 (0.9) 1.4 (0.4)

Social and Leisure (N=119)** 2.5 (0.7) 2.5 (0.8) 1.7 (0.5)

Extended Family (N=119)** 2.0 (0.7) 1.9 (0.6) 1.5 (0.3)

Marital (N=70) 2.6 (0.9) 2.5 (0.6) 2.2 (0.7)

Parental (N=18) 1.7 (0.6) 1.9 (0.6) 1.8 (0.4)

Family Unit (N=120)** 2.1 (1.0) 2.1 (0.8) 1.5 (0.6)

Legend: EOD=Early Onset Depression, LOD=Late Onset Depression, C=Comparisons

*
indicates statistical significance at p<0.05

**
indicates statistical significance at p<0.001

Degrees of freedom are expressed below:
Overall: [F (2, 117)=19.13, p<0.001]. Post Hoc: EOD = LOD (p=0.85), EOD > C (p<0.001), LOD > C (p<0.001)
Work: [F (2, 91)=6.12, p=0.003]. Post Hoc: EOD = LOD (p=0.87) EOD > C (p=0.007), LOD > C (p=0.003)
Social and Leisure [F (2, 116)=17.02, p<0.001]. Post Hoc: EOD = LOD (p=0.97), EOD > C (p<0.001), LOD > C (p<0.001).
Extended Family: [F (2, 116)=12.88, p<0.001]. Post Hoc: EOD = LOD (p=0.48), EOD > C (p<0.001), LOD > C (p<0.001)
Marital: [F (2, 67)=2.59, p=0.08]
Parental: [F (2, 15)=0.19, p=0.83)
Family Unit: [F (2, 117)=8.05, p=0.001]. Post Hoc: EOD = LOD (p=0.85), EOD > C (p=0.001), LOD > C (p=0.001)
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