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Abstract
Context—Depression negatively affects health and well-being among older adults, but there have
been no nationally representative comparisons of depression prevalence among older adults in
England and the United States.

Objective—We sought to compare depressive symptoms among older adults in these countries
and identify sociodemographic and clinical correlates of depression in these countries.

Design and Setting—We assessed depressive symptoms in non-Hispanic whites aged 65 and
over in 2002 in two nationally representative, population-based studies: the US Health and
Retirement Study (HRS) and English Longitudinal Study of Ageing (ELSA).

Participants—8,295 HRS respondents and 5,208 ELSA respondents.

Main Outcome Measures—We measured depressive symptoms using the eight-item Center
for Epidemiologic Studies Depression Scale (CES-D). We determined whether depressive
symptom differences between the US and England were associated with sociodemographic
characteristics, chronic health conditions, and health behaviors.

Results—Significant depressive symptoms (CES-D score ≥4) were more prevalent in English
than US adults (17.6% vs. 14.6%, adjusted Wald test F(1, 1593) = 11.4, p<0.001). Adjusted rates
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of depressive symptoms in England were 19% higher compared to the US (OR: 1.19, 95% CI:
1.01, 1.40). US adults had higher levels of education, and net worth, but lower levels of ADL/
IADL impairments, tobacco use, and cognitive impairment, which may have contributed to
relatively lower levels of depressive symptoms in the US.

Conclusions—Older adults in the US had lower rates of depressive symptoms than their English
counterparts despite having more chronic health conditions. Future cross-national studies should
identify how depression treatment influences outcomes in these populations.
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Introduction
Depression among older adults is a significant and growing public health problem
worldwide.(1) Depression is not part of normal aging, but it is associated with increased
medical burden, health service utilization, longer hospital stays, disability, and more
functional impairment than most medical disorders. Depression is also associated with low
socioeconomic status, lack of social support or contact, bereavement, mortality and suicide
in later life. Inadequate identification and treatment of depression is an important problem
for older adults due to depression’s negative impact on patients and their families.(2)
However, effective treatments for depression in this population are available. Treatment for
depression may improve physical functioning and depression outcomes in older adults.
Attributing depression to old age may be a barrier to treatment seeking, and there are many
potential reasons for poor treatment adherence in older adults, including stigma, negative
patient beliefs about treatment, physical and psychiatric comorbidity, and costs of care.(3)

Research has identified factors in the United States and England that may contribute to
depression in older adults. The United States has higher levels of many medical disorders
(e.g. cerebrovascular diseases, cancer), which are also associated with depression.(4) In
England, older adults report lower levels of self-rated health, and also have lower income
and education levels, which are all associated with depression.(5) While there have been a
variety of studies that have examined rates of depression in older adults either in England(6)
or the United States,(7) there is little literature comparing rates across these two countries.
(8) Although there is some precedent for cross-national comparisons of health disorders
using surveys, existing studies do not capture rates and correlates of depression in both
countries using similar populations and identical measures.

Therefore, we sought to compare the prevalence of depressive symptoms in the United
States and England using the same depression measures administered to nationally
representative samples of older adults in both countries. Our goals were to assess: 1)
whether there were differences in depressive symptoms in adults aged 65 and older in these
two countries, and 2) which socioeconomic and health measures account for differences in
depressive symptoms across the two countries. Identifying characteristics in each country
associated with increased risks of depression in older adults could assist in the development
of targeted interventions.

Methods
Study populations

We used data on adults aged 65+ from the 2002 waves of the US Health and Retirement
Study (HRS)(9) and the English Longitudinal Study of Ageing (ELSA).(10) Both studies are
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longitudinal, nationally representative studies administered biannually to adults aged 51+ in
the United States and 50+ in England. The studies were developed collaboratively and were
designed to have considerable question overlap to facilitate cross-national comparisons of
health and wealth associated with aging.

For this study, we included individuals who were aged 65+. To maximize the comparability
of the US and English samples, we included respondents of white race only since ELSA
contains very few (n=156) non-white individuals. We excluded individuals represented by a
proxy (1,171 [12%] in the HRS and 96 [2%] in the ELSA) since the depression questions
were not administered to those respondents. The overall response rate among eligible
respondents was 87% for the HRS and 67% for ELSA.

The HRS survey was administered by telephone (71% of the sample) and in-person (29% of
the sample). The HRS attempts to interview older respondents (age > 80) in-person
whenever possible. All ELSA interviews were performed in-person.

This study was approved by the Institutional Review Board at the University of Michigan
Medical School. All study participants provided informed written consent. Respondent
anonymity was maintained because data used for our analyses did not contain any unique
identifying information.

Study measures
Depression—Both the HRS and ELSA used the eight item version of the Center for
Epidemiologic Studies Depression Scale (CES-D) to measure depressive symptoms.(11)
The CESD has been widely used in studies of late life depression, and has good
psychometric properties for use in these populations. To determine depressive symptoms,
each self-respondent was asked the following questions with response options of ‘yes’ or
‘no’: 1) Much of the time during the past week, I felt depressed; 2) I felt everything I did
was an effort; 3) My sleep was restless; 4) I was happy; 5) I felt lonely; 6) I enjoyed life; 7) I
felt sad; 8) I could not “get going”. For each respondent, the total number of “yes” responses
to questions 1, 2, 3, 5, 7, 8, and the “no” responses to questions 4 and 6 were summed to
arrive at a total depressive symptom score ranging from 0 to 8. If an individual was missing
two or more of the eight items, he/she was excluded from the analyses. As a result, we
excluded 4 (0.05%) and 68 (1.3%) individuals from the HRS and ELSA, respectively, due to
nonresponse. Our overall sample was 8,295 HRS respondents and 5,208 from ELSA. We
classified those who reported four or more depressive symptoms as having significant
depressive symptoms, a cut-off that has been found to produce comparable results to the 16-
symptom cut-off for the well-validated 20-item CES-D scale.(12) This was our outcome
variable to investigate the differences in significant depressive symptoms in the US and
England.

Sociodemographic characteristics—We included age (65-74, 75-84, ≥85), gender,
household net worth (tertiles; 2002 US dollars), and level of education as sociodemographic
measures and independent variables in the analyses. British pounds were converted to 2002
US dollars using the average currency exchange rate for 2002. Measures of education differ
in the HRS and ELSA. Following Banks and colleagues,(4) we identified low, middle, and
high education categories for each country (0 to 12 years of school, 13 to 15 years, and >16
years, respectively, in the US; qualified to lower than “Ordinary-level” [O-level], O-level to
lower than “Advanced-level” [A-level], and A-level or higher, respectively, in England).

Health conditions and treatments—Participants in the HRS and ELSA were asked
about the presence of common chronic health conditions using the question, “Has a doctor
ever told you that you had…?” For this analysis, we included stroke, diabetes, heart disease,
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hypertension, lung disease, and cancer. Smoking status (never, former, or current), and
alcohol consumption (average number of days/week that alcohol was consumed over the last
3 months [HRS] or 12 months [ELSA]) were assessed similarly in both the HRS and ELSA.

Both the HRS and ELSA assessed cognitive function using tests of immediate and delayed
recall of 10 common nouns, and orientation to day, date, month, and year. These three tests
resulted in a cognitive scale ranging from 0 to 24 possible points (10 points for immediate
recall, 10 points for delayed recall, and 4 points for orientation). If a respondent refused to
provide an answer for a cognitive item, they were assigned a score of zero for that item.
Ninety-five (1%) HRS respondents and 43 (1%) ELSA respondents refused to answer for
one or more of the cognitive items.

The HRS and ELSA determine the presence of limitations in independent function by asking
about difficulty with 6 activities of daily living (ADLs; eating, getting in and out of bed,
toileting, dressing, bathing, walking across a room) and 5 instrumental activities of daily
living (IADLs; preparing meals, grocery shopping, making phone calls, taking medications,
managing money).

Analysis Plan
We calculated means and frequencies of each independent variable in each country using t-
tests and Pearson chi-square tests. We pooled data from the US and England and estimated a
logistic regression model with the dichotomous depression indicator (0-3 vs. 4+ CES-D
symptoms) as the dependent variable. Using a dichotomous predictor variable indicating the
country (0 for the US; 1 for England) to determine cross-national differences in depressive
symptoms, the adjusted logistic regression analysis also accounted for sociodemographic
and health variables.

All analyses were performed using STATA 9.1 and used the HRS or ELSA sample weights
to adjust for survey non-response and for the complex sampling design (stratification and
clustering) of each study.

Results
The characteristics of the US and English samples are shown in Table 1. There was a
slightly higher proportion of women in the US sample. Educational attainment and average
household net worth (in 2002 US dollars) were significantly higher in the US. The English
sample had significantly lower levels of chronic disease (e.g. physical health condition) for
every condition included in the analysis. However, despite lower levels of chronic disease,
English adults reported more limitations in ADLs/IADLs, and more cognitive impairment.
English adults were more likely to be current smokers and drank alcohol on more days per
week than those in the US.

Significant depressive symptoms by country are also shown in Table 1. Of the 8,295 HRS
respondents, 1245 (14.6%) had 4 or more depressive symptoms, whereas of the 5,208 ELSA
respondents, 906 (17.6%) had 4 or more symptoms. Furthermore, 56.4% of the US sample
had any depressive symptoms whereas 63.5% of the English sample did. Differences by
individual CES-D items indicate that the US had significantly lower levels of feeling
depressed, feeling like everything was an effort, and sleepiness, and higher levels of
enjoyment out of life.

Results from the logistic regression analysis that adjusts for sociodemographic and clinical
characteristics are presented in Table 2, with the CES-D score as the dichotomous dependent
variable (0-3 vs. 4+), using pooled data from the US and England. The country variable in
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the first row of the table represents the depressive symptom indicator in English adults
compared to US adults (reference group). Without adjusting for other covariates, the
prevalence of significant depressive symptoms (4+) in England in older adults was 25%
higher than the US. In the fully adjusted model, predictors associated with significant
depressive symptoms included the country indicator, oldest age group (compared to
youngest), female gender, heart and lung disease, current smoking, and ADL and IADL
limitations, whereas predictors associated with lower levels of depressive symptoms
included higher levels of education, net worth, and higher levels of cognitive functioning.

Discussion
This study provides direct comparisons of levels of depressive symptoms in the United
States and England in nationally representative samples of older white adults. We found that
rates of significant depressive symptoms were significantly higher in England, even after
controlling for sociodemographic and clinical characteristics. Furthermore, despite higher
levels of chronic diseases in the US, English respondents reported greater levels of ADL/
IADL impairments, which may be one factor leading to higher levels of significant
depressive symptoms in England.

Our study suggests that one possible explanation for fewer depressive symptoms in the US
may be due to higher levels of education and net worth in the US as compared to England,
as both more education and greater net worth were associated with lower levels of
significant depressive symptoms. These findings are in accordance with prior research
indicating that higher socioeconomic status and education are associated with less
depressive symptoms in older adults.(13)

Some key contributors to lower levels of significant depressive symptoms in the US may be
the lower levels of ADL/IADL limitations and a lower level of cognitive impairment in the
US. Previous research has confirmed a relationship between depression and both ADLs(14)
and IADLs.(15) Furthermore, while the relationship between depression and cognitive
impairment is complex, research has demonstrated a bidirectional association between
cognitive impairment and depression.(16) It is important to try to tease out how ADL/IADL
limitations, cognitive impairment, and depression are related over time (e.g. does depression
lead to actual or perceived limitations in functioning or memory, or vice versa).

Interestingly, alcohol consumption, which was significantly higher in England, was also
associated with lower odds of significant depressive symptoms in models that did not
include ADL and IADL limitations (data not shown). While patients who have both alcohol
use disorders and depression tend to be more depressed, more treatment resistant, and are
more likely to commit suicide, a recent study found that moderate alcohol use was
associated with lower levels of depression than abstinence (17). Although the English
clearly drank more alcohol, data were not available to determine the prevalence of moderate
and problematic drinking in each country. It is therefore uncertain to what extent differences
in significant depressive symptoms may have been due to varying patterns of alcohol
consumption in England and the US. Therefore, while the relationships among alcohol use,
ADL/IADL limitations, and depression are unknown, this may deserve more attention given
the significant relationship between drinking and depression in models that did not control
for ADL/IADL limitations, and its non-significant relationship after controlling for them.

Despite known associations with depression and chronic diseases, we found that lung and
heart disease were associated with increased odds of depression, but stroke, diabetes, and
hypertension were not. The finding that lung disease was positively associated with
significant depressive symptoms could be explained in part by the significant relationship
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between smoking (current or former) and significant depressive symptoms, which has also
been found in other studies.(18) Numerous studies have documented the relationship
between depression and heart disease.(19) Lung disease and heart disease have also been
shown to be associated with increased depression symptoms over time in a Dutch
longitudinal aging study.(20) While our findings of patterns between chronic disease and
depression were similar to other studies, they likely do not explain the differences between
depression in the US and England.

Studies generally indicate higher levels of depression among older women, but also declines
in depression with age. While in adjusted analyses, we found higher levels of depressive
symptoms in the oldest age groups, we found lower levels of significant depressive
symptoms in the oldest age groups in both the US and England once functional limitations
and cognitive impairment status were controlled for. Recent evidence suggests that this
might be attributable to less treatment in older adults with depression. More research could
examine cross national differences in depression by both gender and age groups to
determine if there are changing trends in both depression prevalence and treatment in late
adulthood.

While this study has provided new findings on the prevalence of depressive symptoms
among older adults in the US and England, there are some limitations. This study is a cross
sectional comparison of health and demographic characteristics of survey respondents in the
US and England. Therefore, it is uncertain whether specific characteristics led to more
depression (e.g. is having lower income or education a cause or consequence of depression),
or whether depression led to a particular health or socioeconomic outcome, or perhaps these
relationships were mediated by some other factors (e.g. financial strain or employment
status may influence the relationship between depression and income or education). In
addition, the same net worth in each country could represent different purchasing power
(e.g. goods and services may cost more in England compared to the US), which could also
influence levels of depressive symptoms. Future research should examine which factors
influence depression status in each country over time, particularly because there may be
other factors that we could not capture that influence differential rates of depressive
symptoms in each country, including social norms, stigma, geographic location (including
latitude and sunlight exposure), seasonality, and physical activity.

Another limitation is our inability to measure history of clinical depression or treatment for
depression in these two populations, which could potentially explain a “depression
advantage” in the United States (e.g. better treatment leading to better depression outcomes).
We know from prior research that rates of depression treatment during the 1990s were much
lower in England (less than 15%) (21) than in the US (almost 75%) (22). However, rates of
antidepressant treatment have been increasing worldwide particularly since the introduction
of selective serotonin reuptake inhibitors (SSRIs). In the US and England, population rates
of SSRI use doubled over the last ten to fifteen years (23, 24). More data are needed to
directly compare trends over time of depressive symptoms and antidepressant treatment in
England and the US, to better disentangle whether and to what extent potentially higher
levels of depression in England are related to lower rates of treatment.

There remains some uncertainty in how to interpret the meaning of a higher prevalence of
depressive symptoms in England compared to the US. While the present study provides an
important improvement over prior studies by using the same measure (CES-D) and
nationally representative populations of older adults, it is still an open question as to whether
respondents interpret the question items similarly in both countries. The issue of potential
differential response to question items is of particular importance for depression because it
cannot be measured directly using a biomarker, and thus detection and diagnosis is indirect.
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Therefore, future cross-national research might benefit from using vignettes to try to tease
out differences in the interpretation of self reported health measures such as depression (25).

In addition, while both the HRS and ELSA are nationally representative samples,
differences between the two studies in overall response rates, and in methods for the
recruitment of proxy respondents to answer for sample members, could have important
implications for the comparison of depressive symptoms of those included in our analysis.
However, proxy status is usually based on whether a respondent is capable of answering
questions on their own (e.g. proxies may be used for respondents with cognitive
impairment), and depression is not likely a reason for proxy use. Furthermore, a similar
pattern of national difference can be seen with moderate (1-3) and significant (>3)
depressive symptoms, which makes it less likely that the effect is simply due to those with
many depressive symptoms having proxy interviews in the US. Finally, people with
depressive symptoms are more likely to be survey non-respondents in a population-based
survey.(26) Given that ELSA had a lower response rate that HRS, if some of the non-
response in both surveys was due to depressive symptoms, had those participants responded,
we might have found even higher levels of depressive symptoms in England, and a larger
difference between the US and English depressive symptoms levels, so our findings might
actually be biased towards the null.

Furthermore, about 70% of the HRS sample was interviewed by telephone and 30% in-
person, while all ELSA interviews were in-person. If telephone administration of the CES-D
is associated with systematically different pattern of responses compared to in-person
administration, this could explain some of the HRS depression advantage that we found.
However, research indicates that asking questions about mood over the telephone does not
yield different results than when these questions are asked in person.(27) In addition, we
conducted a sensitivity analysis (data not shown) to determine whether mode of
administration (telephone vs. in person) influenced depressive symptom levels, and found
that it did not (OR=1.00, CI: 0.79, 1.25, p=0.98).

In addition, while we limited our sample to respondents of white race only, due to the low
number of non-white ELSA respondents, we recognize that potential greater racial diversity
in the US may contribute to its health outcomes. The non-white plurality in the US may be
less representative of the US than the non-white majority in England, which could
potentially explain some of the apparent cross-border sociodemographic or health
differences.

A final caution is that while the CES-D measures depressive symptoms and has good
psychometric properties for measuring depression in older adults, it is not a diagnostic
instrument. Therefore, we cannot make direct statements about rates of clinical depression
diagnosis in each country, but rather can make comparisons of symptom levels between
them.

Conclusions
This study demonstrated higher levels of depressive symptoms among older adults in
England compared to the US, despite more chronic disease in the US. It is possible that
these differences are attributable to higher levels of education and wealth as well as lower
levels of ADL/IADL disabilities and cognitive impairment in the US. Given the negative
impact that depression has on the quality of life and functioning of older adults, as
populations age worldwide, it will be particularly important to understand the dynamic
factors that influence the prevalence of depression within and between nations.
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Table 1

Characteristics of the US and English Samples, Age 65+, 2002

Variable US
(N=8,295)

England
(N=5,208) P-value *

Age F(2.00, 3078.28)=5.39; 0.005

 65 –74 50.7 54.2

 75 –84 38.1 35.8

 ≥ 85 11.2 10.0

Gender F(1.00, 1709.00) =14.26; <0.001

 Male 40.2 42.9

 Female 58.8 57.1

Education** F(1.79, 3053.92)=51.49; <0.001

 Low 61.2 70.7

 Middle 18.9 10.8

 High 19.8 18.6

Net worth (2002 US Dollars) F(1.88, 3213.60)=4.33; 0.02

 ≤ $83,000 29.5 33.4

 $83,001 – $318,000 34.6 33.2

 > $318,000 35.9 33.4

Chronic Conditions F(1.00, 1709.00)

 Stroke 8.2 6.8 7.58; 0.006

 Diabetes 16.4 9.0 141.32; <0.001

 Heart disease 56.6 44.8 163.57; <0.001

 Hypertension 31.0 18.6 7.64; 0.006

 Lung disease 11.3 8.1 32.47; <0.001

 Cancer 17.6 7.8 238.78; <0.001

# of ADLs† impaired F(1.99, 3400.54) = 17.79;

 0 77.1 72.2 <0.001

 1 - 3 19.5 24.2

 4 –6 3.4 3.6

# of IADLs‡ impaired F(1.95, 3336.81) = 13.23;

 0 85.5 83.0 <0.001

 1 - 3 12.8 16.0

 4 –5 1.3 1.0

Cognitive Function (0 – 24) F(1.96, 3355.33) = 125.13;

Tertile <0.001

 Low (0 –11) 34.8 47.0

 Medium (12 – 14) 31.4 31.4

 High (15 –24) 33.7 21.6

Alcohol intake (days / week) F(2.92,

 0 54.3 15.5 4993.49)=358.40;<0.001

 < 1 15.1 33.5
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 >1 to 2 13.6 24.4

 >2 17.0 26.6

Smoking Status F(1.91, 3261.37)=32.09;

 Never 42.8 35.2 <0.001

 Former 47.7 52.4

 Current 9.5 12.4

Depressive Symptoms F(1.00, 1709.00)

 Depressed 16.1 19.4 17.71; <0.001

 Everything is an effort 23.6 27.1 14.51; <0.001

 Restless sleep 26.8 40.9 209.65; <0.001

 Was happy 88.4 89.7 4.16; 0.04

 Felt lonely 19.0 17.4 3.70; 0.05

 Enjoyed life 93.0 90.0 31.59; <0.001

 Felt sad 20.6 22.1 3.13; 0.08

 No motivation 24.3 25.0 0.69; 0.4

Depressive Symptoms F(1.98, 3380.27)=20.92;

0 43.2 36.5 <0.001

1 –3 41.9 45.9

4 – 8 14.9 17.6

Values are weighted percentages or means derived using the HRS and ELSA respondent population weights to adjust for the complex sampling
design of each survey. This table uses Pearson chi-square statistics, which are corrected for the survey design, and converted to F statistics,
including degrees of freedom.

*
P-value of chi-square or t-test for a significant difference in proportion or mean between countries.

†
ADLs indicates Activities of Daily Living (eating, transferring, toileting, dressing, bathing, and walking across a room).

‡
IADLs indicates Instrumental Activities of Daily Living (preparing meals, grocery shopping, making phone calls, taking medications, managing

money).

**
Education categories—US: Low- ≤ 12 years of school; Mid- 13 to 15 years; High- ≥ 16 years. England: Low- lower than “O-level” (typically 0

to 11 years of school); Mid- “O-level” to lower than “A-level” (typically 12 to 13 years); High- “A-level” or higher (typically > 13 years).
Categories based on Banks et al 2006.(4)
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Table 2

Relative odds of depressive symptoms in 2002*

Variable Unadjusted OR
(95% CI, t-value**; p-value)

Adjusted OR
(95% CI, t-value; p-value)

Country (US = Ref) 1.22 (1.09 - 1.37, 3.38; 0.001) 1.18 (1.03 -1.36, 2.4; 0.02)

Age
 65 - 74
 75 - 84
 ≥ 85

Ref.
1.26 (1.13 -1.40, 4.2; <0.001)
1.77 (1.54 -2.04, 7.9; <0.001)

Ref.
0.94 (0.85-1.04, -1.2; 0.2)

0.80 (0.69 - 0.93, -2.9; 0.004)

Female gender 1.76 (1.55 -2.00, 8.7; <0.001) 1.64 (1.42 -1.89, 6.8; <0.001

Education
 Low
 Middle
 High

Ref.
.61 (.52 -.70, -6.7; <0.001)
.43 (.37 -.50, -11.1; <0.001)

Ref.
0.78 (0.66 - 0.92, -2.9; 0.02)

0.69 (0.58 - 0.83, -4.0; <0.001

Net Worth (2002 $s)
 ≤< 82,000
 82,001 - 262,000
 > 262,000

Ref.
.54 (.47 - .63, -7.8; <0.001)
.33 (.29 -.38, -16.1; <0.001)

Ref.
0.78 (0.65 - 0.92, -2.9, 0.004)
0.61 (0.53 -0.71, -6.4; <0.001

Cardiovascular Risks
 Stroke
 Diabetes
 Hypertension
 Heart disease
 Lung disease
 Cancer

1.77 (1.48 -2.11, 6.4; <0.001)
1.35 (1.17 - 1.55, 4.2; <0.001)
1.28 (1.13 -1.44, 4.0; <0.001)
1.74 (1.54 - 1.97, 8.9; <0.001)
2.14 (1.85 -2.48, 10.2; <0.001)

1.06 (.92 -1.22, .8; 0.4)

0.97 (0.82 - 1.15, -.4; 0.7)
1.02 (0.85 -1.21, .2; 0.9)
1.02 (0.90 -1.17, .4; 0.7)

1.35 (1.21 -1.51, 5.3; <0.001)
1.44 (1.23 -1.68, 4.5; <0.001)

1.04 (0.89 - 1.23, .5; 0.6)

Cognitive Impairment
 0 -11
 12 -14
 15 -24

Ref.
.66 (.59 - .73, -8.0; <0.001)
.46 (.39 - .53, -10.5; <0.001)

Ref.
0.91 (0.81 -1.01, -1.7; 0.08)

0.72 (0.60 - 0.85, -3.8; <0.001)

Alcohol
 0
 < 1
 >1 to 2
  >2

Ref.
.71 (.61 - .82, -4.5; <0.001)
.55 (.47 - .64, -7.5; <0.001)
.48 (.41 - .57, -8.4; <0.001)

Ref.
0.84 (0.71 - .99, -2.04; 0.04)
0.84 (0.71 - 1.0, -1.95; 0.05)
0.78 (0.65 - .95, -2.5; 0.01)

Smoking Status
 Never
 Former
 Current

Ref.
1.07 (.98 - 1.17, 1.6; 0.1)

1.62 (1.38 - 1.89, 6.0; <0.001)

Ref.
1.19 (1.07 - 1.32, 3.3; 0.001)

1.54 (1.31 - 1.80, 5.3; <0.001)

# ADLs
 0
 1 -3
 4 -6

Ref.
3.56 (3.19 -3.97, 22.9; <0.001)
7.73 (6.28 -9.51, 19.4; <0.001)

Ref.
2.25 (1.98 -2.56, 12.6; <0.001)
3.35 (2.65 -4.23, 10.2; <0.001)

# IADLs
 0
 1 -3
 4 -5

Ref.
4.14 (3.75 -4.58, 27.8; <0.001)
5.43 (3.56 - 8.27, 7.9; <0.001

Ref.
1.93 (1.68 -2.22, 9.1; <0.001)
2.12 (1.37 -3.27, 3.4; 0.001)

*
Adjusted models adjust for all variables in the table.

**
Models use t-tests, which approximate the Z-distribution for a large sample size
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