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a b s t r a c t

Elevated levels of inflammatory markers, such as C-reactive protein, are well documented in people with
depression. Few studies have examined whether the association between inflammation and depression is
symptom specific, and differs according to antidepressant treatment. Using data from the English
Longitudinal Study of Ageing (N = 5909), cross-sectional analyses revealed a significant dose-response
association between C-reactive protein and the symptoms of fatigue (P < 0.001), restless sleep
(P = 0.03), low energy (P = 0.02) and feeling depressed (P = 0.04), but not other symptoms. These associ-
ations were absent in users of anti-depressant medication. Our findings suggest the C-reactive protein-
depression association is symptom-specific and modified by antidepressant treatment.

� 2016 Elsevier Inc. All rights reserved.

1. Introduction

Levels of inflammatory markers, such as C-reactive protein
(CRP), are elevated in people with symptoms of depression,
although this is not a universal observation (Valkanova et al.,
2013). In these studies, depression symptomology is commonly
measured with an aggregate score of different symptoms which
may mask symptom-specific effects (Valkanova et al., 2013).

Initial analyses into specific symptoms of depression found a
significant association between CRP levels with an increased risk
that participants reported they had ‘‘not accomplished much
recently” and felt ‘‘like giving up”, but not ‘‘often feeling nervous
or stressed” (Wium-Andersen et al., 2013). These analyses were
not, however, mutually adjusted for other symptoms, so they could
be attributed to either somatic (e.g., fatigue) or psychological
symptoms (e.g., feelings of low self-worth). In a recent item-level
analysis of the US National Health and Nutrition Examination Sur-
vey, investigators adjusted these associations for the effect of other
depressive symptoms and found CRP was independently associ-

ated with somatic (e.g., reports of tiredness, lack of energy, sleep
problems and lack of appetite) but not psychological symptoms
of depression (e.g., reports of depressed mood, anhedonia, feelings
of self-worth) (Jokela et al., 2016).

We examined these relationships in the English Longitudinal
Study of Ageing (ELSA), a population of older people in whom
levels of inflammatory markers and the occurrence of depression
tend to be higher. Additionally, given that antidepressant drug
therapy can have an inflammation-lowering effect (Hannestad
et al., 2011), we explore the link between inflammation and speci-
fic symptoms of depression according to the use of such
medication.

2. Materials and methods

2.1. Participants

Initiated in 2002/03 when study members were 50 years of age
or older, the ELSA is an on-going, biennial, nationally representa-
tive, multi-disciplinary prospective cohort study of older people
(Steptoe et al., 2013). Ethical approval was given by the National
Research Ethics Service (MREC/01/2/91) and written informed con-
sent obtained from all participants.
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For the present analyses, we report on data collected at wave six
(2012–2013), when blood samples for CRP and medication use
were collected by nurses (Steptoe et al., 2013). A total of 10,601
participants attended the wave six assessment, with 4476
excluded from our analysis owing to missing data on CRP, or
incomplete data on depressive symptoms, medication use, or
potential confounding or mediating factors (n = 216), resulting in
a final sample size of 5909 (mean age, 66 years; 54.9% female).
Missing values on CRP were due to exclusions placed on partici-
pants who had a clotting or bleeding disorder (e.g., haemophilia
or low platelets), those who had ever had a fit or convulsion in
the last five years, were currently taking anticoagulant drugs
(e.g., warfarin), or were unwilling to give their consent in writing
for the drawing of blood (Steptoe et al., 2013).

2.2. C-reactive protein

CRP was measured using standard procedures (median, 1.6 mg/
L; interquartile range, 0.8–3.2 mg/L) (Bridges et al., 2012) and anal-
ysed using the N Latex CRP mono Immunoassay on the Behring
Nephelometer II Analyzer (Dade Behring, Milton Keynes, UK). As
the original (Shapiro-Wilk test: V = 2169.78, P < 0.001) and log-
transformed (V = 30.79, P < 0.001) CRP data were originally
skewed, we categorized values into quartiles.

2.3. Depressive symptoms

Depressive symptoms were assessed using the eight-item ver-
sion of the Centre for Epidemiological Studies-Depression scale
(CES-D) which has comparable psychometric properties to the full
20-item CES-D (Turvey et al., 1999). Items captured information on
whether or not participants had experienced different symptoms
of depression, ‘‘much of the time” in the past week. Items were cat-
egorized according to a 3-factor solution (negative affect, anhedo-
nia, somatic) identified in an analysis of CES-D data across five
cohort studies (Carleton et al., 2013). We characterised items load-
ing on negative affect and anhedonia factors as assessing psycho-
logical symptoms, resulting in three somatic symptoms
(‘‘everything I did was an effort”, ‘‘sleep was restless” and ‘‘I could
not get going”) and five psychological symptoms (‘‘enjoyed life”,
‘‘felt depressed”, ‘‘happy”, ‘‘lonely”, ‘‘felt sad”).

2.4. Confounding variables

Information on self-reported physician-diagnoses of autoim-
mune and inflammatory disorders were recorded (diabetes,
rheumatoid arthritis, and coronary heart disease). The use of med-
ications with an anti-inflammatory effect (glucocorticoids and beta
blockers), antidepressants and body mass index (BMI) were
assessed during a visit to participants’ homes by nurses. Antide-
pressants, glucocorticoids and beta blockers were categorized
using the British National Formulary (BNF) 61 (‘‘British National
Formulary (BNF) 61 – March 2011”).

2.5. Statistical analysis

We used v2 test to examine differences in categorical variables.
Depressive symptoms were treated as dichotomous variables
(no = 0, yes = 1). We examined associations between quartiles of
CRP and individual CES-D items in separate logistic regression
models in which effect estimates were adjusted for sex, age, and
race/ethnicity, and the sum of the remaining items (to account
for the overlap between different depressive symptoms), autoim-
mune and inflammatory disorders, glucocorticoids and beta block-
ers (model 1). We then additionally adjusted for BMI (model 2). We
tested for a difference in the trend across quartiles of CRP using

orthogonal polynomial contrasts. We then included an interaction
term between quartiles of CRP and antidepressant treatment.

A sensitivity analysis using linear regression examined the asso-
ciation between CRP with the sum of the three items assessing
somatic symptoms, and also the sum of the five psychological
symptoms. All analyses were conducted using Stata 13.

3. Results

3.1. Association between C-reactive protein and depressive symptoms

After adjusting for autoimmune disorders, inflammatory disor-
ders, and anti-inflammatory medication there was an independent,
dose-response association between quartiles of CRP and somatic
symptoms relating to everything being an effort (odds ratios
[ORs] of 1.20, 1.31, and 1.97 for the second, third, and fourth quar-
tiles of CRP respectively, compared with the first; P for
trend < 0.001), restless sleep (ORs of 1.11, 1.15, and 1.37; P for
trend = 0.002), and not being able to get going (ORs of 1.33, 1.40,
and 1.60; P for trend = 0.007). The association with negative affect
(‘‘felt depressed”) was also statistically significant (P for
trend = 0.03); but for other items relating to affect (sadness) and
anhedonia were not (Tables 1 and 2). Additional adjustment for
BMI partially attenuated estimates for restless sleep (ORs of 1.08,
1.11, and 1.30; P for trend = 0.002) and not being able to get going
(ORs of 1.28, 1.31, and 1.45; P for trend = 0.02).

3.2. Association between C-reactive protein and depressive symptoms
stratified by antidepressant use

For the one in ten participants who took antidepressants
(10.6%), the association between CRP and all but the symptoms
of restless sleep (model 1: P = 0.03; model 2: P = 0.04) and feeling
depressed (P = 0.02) were not significant at conventional levels
(model 1: Tables S1 and S2). In contrast, among study members
not treated with antidepressants, there was an independent
dose-response association for somatic symptoms (Table S3). The
associations between CRP and restless sleep (P = 0.16) and not
being able to get going (P = 0.12) were attenuated after adjustment
for BMI, whereas the association for everything being an effort was
not (P < 0.001).

There was a non-significant association between quartiles of
CRP and psychological symptoms among those untreated with
antidepressants (Table S3), and an inverse association between
CRP and feeling depressed (P = 0.02). A significant interaction indi-
cated the dose-response trend was stronger in those untreated
than treated with antidepressants for the items relating to fati-
gue/low motivation – everything being an effort (P for a difference
in trend = 0.02) and restless sleep (P for a difference in trend = 0.04,
see Supplementary Fig. 1).

3.3. Sensitivity analyses

People with missing data had fewer symptoms of depression
(P < 0.001), except restless sleep (P = 0.09); fewer reported baseline
heart disease (P = 0.005), diabetes, rheumatoid arthritis and used
antidepressants (P < 0.001); they had a lower body mass index
and level of CRP (P < 0.001), more took beta blockers (P = 0.03),
but no differences were found by age, sex, or the use of glucocor-
ticoids (P > 0.05). The pattern of attenuation for our main results
was replicated in models using the sum of the items assessing
somatic (Tables S5) or psychological symptoms (Tables S6).
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