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Abstract

It is generally known that the prevalence of depression rises dramatically when there are se-
vere crises in the population. Since the COVID-19 pandemic, the number of new major de-
pressive episodes has risen by around 27.6% worldwide. These alarming figures show that the
prediction of depression is essential for the population worldwide. It is important to keep an
eye on depression at an early stage, even after the rise of the pandemic and to make further
efforts to ensure that depression can be recognized and treated at an early stage. Psychosocial
parameters are of central importance in the diagnosis of depression, as they enable a com-
prehensive understanding of the factors influencing the development and severity of depres-
sion. They help to identify risk factors such as unemployment, social isolation and experiences
of discrimination, which may increase the risk of depression. They may also enable individu-
alized diagnosis and treatment that is tailored to the specific psychosocial challenges of pa-
tients. By taking these parameters into account, preventive measures and targeted interven-
tions can be developed to improve treatment outcomes and increase the quality of life of
those affected. Therefore, this study focusses on the prediction of depressive disorders using
psychosocial parameters. The care of depression in multimorbid patients should be signifi-
cantly improved in general practitioner (GP) care and depression should be detected as early
as possible so that chronicity can be minimized. Psychosocial parameters should be consid-
ered in GP practice so that preventive action can be taken against the onset of depressive
symptoms. To this end, the following parameters will be focused on in the GP setting: Age,
gender, level of education, financial problems, previous mental illness in the family, discrimi-
nation, physical activity, loneliness and well-being. The logistic regression analyses showed
significant correlations between the psychosocial variables (unemployment, population, dis-
crimination at school, family history of iliness, loneliness and social support) and the probabil-
ity of depressive illness (SKID 1l) in the outpatient setting. Using a machine learning approach,
a model was created to better classify the depressed patients from the mentally unimpaired
patients. We found that loneliness, social well-being, number of inhabitants, physical activity
and unemployment play a substantial role in improving the diagnosis of depression. Future
studies should have a focus on psychosocial parameters in outpatients with depression. Since

our study sample was small, results should be confirmed in independent cohorts.
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1. Theoretical background

1.1 Depression

Depression is a serious illness that significantly impairs quality of life and is associated
with high health and social burdens. According to the World Health Organization (WHO), more
than 300 million people worldwide suffer from a depressive disorder, which accounts for
around 4.4% of the world's population (WHO, 2017). The most common mental illness in Ger-
many, right after anxiety disorder at 15.4%, is affective disorders at 9.8%, of which unipolar
depression alone accounts for 8.2% (Jacobi et al., 2016). Millions of people across Europe are
affected by depression, and the data for Germany reflects this worrying trend. There has also
been a significant increase in cases of depression in this country, which underlines the need
for targeted measures and support (WHO, 2017). The latest findings show that the data for
depressive disorders has risen by 16.4%. Worldwide, a high burden of disease has been de-
tected (GBD, 2024). This underlines the urgency of investing heavily in prevention and treat-

ment

1.1.1 Prevalence and diagnosis of depression

In the following, the prevalence in relation to the effects of the psychological and social
parameters will be taken across Europe and then specifically in Germany. In order to be able
to compare the prevalence to the European area, depressive symptoms were surveyed using
the Patient Health Questionnaire 8 (PHQ8) with 254.510 participants from Germany and 24
EU member states. This study showed a prevalence of 9.2% in Germany, which is higher than
the European average of 6.6%. This affects 10.8% of women and 7.6% of men. The EU average
was 7.9% for women and 5.2% for men, which was significantly lower than in Germany. Look-
ing specifically at the severity of depression, the prevalence of a mild depressive episode in
Germany is 6.3% and the European average is 4.1% (Hapke, Cohrdes, & Nibel, 2019). In Ger-
many, there is a population-representative health survey for adults, Gesundheit in Deutsch-
land aktuell, which is linked to the Robert Koch Institute. Since 2014/2015, the main focus has
been on self-assessment of general health, health complaints and the resulting restrictions in
everyday life, as well as mental health. In particular, people who had their place of residence
in Germany were surveyed. Between 2008 and 2011, the Patient Health Questionnaire 9
(PHQ9) was used to measure depressive symptoms in 7.988 German adults aged 18 to 79. In

this study, 8.1% of adults (10.2% of women and 6.1% of men) had experienced depressive



symptoms (Busch et al. 2013). The older population (aged 65 and over) had a lower level of
depressive symptoms (6.7%) in contrast to the younger population (aged 15-29) with 11.5%.
Compared to the European average, older people in Germany are affected at 9.1% and
younger people at 5.2% (Hapke, Cohrdes, & Nibel, 2019). Alarming figures were published by
the WHO in 2015. It is estimated that 322 million people worldwide are affected by depres-
sion. This corresponds to 4.4% of the world's population and has increased by 18% in the last
ten years (WHO, 2017). In the study by Jacobi and colleagues (2016), 23.602 people aged 18
and over with permanent residence in Germany were surveyed between November 2014 and
July 2015. For this purpose, depressive symptoms were calculated using the PHQ8 within the
last two weeks. The lifetime prevalence of depressive symptoms in this study was 11.6% over-
all (15.6% for women and 8.6% for men). An earlier study by Busch et al. (2013) already
showed an accumulation of depression in the 18 to 29 age group, with a prevalence of 11.8%
among women. The research group of Strine et al. (2006) came to the same conclusion, show-
ing that the probability of having depressive symptoms is lower in adults aged 55 than in 18
to 24-year-olds. A subsequent study (Heidemann, 2021) collected further data from the gen-
eral population between April 2019 and September 2020. These were based on a random
sample and due to the COVID-19 pandemic, were mainly recruited via landline and mobile
phone numbers. The PHQ8 was also used again to survey depressive symptoms. A total of
22,708 people between the ages of 18 and 99 took part in the survey (11.959 women, 10.687
men and 60 participants with a different gender identity or no gender identity). Within the
last two weeks, 8.3% of participants reported depressive symptoms (8.8% women and 7.5%

men).

1.1.2 Diagnostics of depression

Affective disorders can occur in both unipolar and bipolar forms, but this paper only
refers to unipolar depression. In the International Statistical Classification of Diseases and re-
lated health problems (ICD-10), depression is subdivided into a mild (F32.0), moderate (F32.1)
and severe (F32.2) episode (WHQ, 2019). The latter can be present with or without psychotic
symptoms. In all episodes, those affected suffer from the following three main symptoms: a
depressed mood, a loss of interest/joylessness and a reduction in drive. There are also accom-
panying symptoms such as concentration and attention difficulties. There may be an increase

in pronounced tiredness and early waking with difficulty falling asleep and sleeping through
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the night. The symptoms can also affect eating behavior with a reduced appetite. The ability
to feel pleasure may be diminished, a reduced sense of self-worth and difficulties with self-
confidence may occur. Feelings of guilt or thoughts about one's own worthlessness can per-
meate everyday life. In addition to hopelessness, suicidal thoughts or actions can also occur.
The depressed mood is either present with a morning low or constantly. The effects can also
influence the loss of libido. Other somatic symptoms may also be present, as well as marked
psychomotor inhibition or agitation. Depending on the predominant symptoms, a mild, mod-
erate or severe episode can be diagnosed. In order to be diagnosed, the main symptoms must
have been present for at least 14 days without interruption. A repeated depressive episode is
coded as a recurrent depressive disorder. There are also several other diagnoses that involve
a persistent and usually fluctuating mood disorder, such as persistent affective disorder with
cyclothymia (F34.0) or dysthymia (F34.1) (WHO, 2019).

In order to fully understand the diagnostic process of unipolar depression, the symp-
toms, the course over time and the differential diagnosis of other disorders must be recorded.
It is also necessary to determine whether comorbidities such as metabolic syndrome and sui-
cidal tendencies are present (WHO, 2019). In addition to ICD diagnostics, the S3 guidelines
(AWMF, 2022) recommend diagnostics based on the bio-psycho-social model according to the
IDF criteria (International Classification of Functioning, Disability and Health) with a psychoso-
cial history and the recording of limitations in quality of life, functioning and participation of
associated components of a diagnostic process. This approach is primarily intended to reduce
over- and under-diagnosis and the resulting incorrect, under- or over-therapy. The diagnostic
interview is the gold standard of diagnostics. The following psychometric tests are recom-
mended as self-assessment scales: PHQ9, Beck Depression Inventory (BDI-Il), Hospital Anxiety
and Depression Scale (HADS), Questionnaire for the Diagnosis of Depression (FDD-DSM.IV) and
the General Depression Scale (CES-D). The following four questionnaires were recommended
as external assessment scales: Hamilton Depression Rating Scale (HDRS17, HDRS;21 & HDRS24),
Bech-Rafaelsen Melancholia Scale (BRMS), Montgomery-Asberg Depression Rating Scale
(MADRS) and the Inventory of Depressive Symptoms (IDS-C).

With regard to differential diagnosis, the following diagnoses must be ruled out in ad-
vance: bipolar disorders and cyclothymia, adjustment disorders, grief reactions and organic

affective disorders (neurological focal symptoms, pronounced cognitive impairment psychotic

11



symptoms, known severe chronic or acute somatic comorbidities, etc.). Multifactorial explan-
atory concepts are convinced that an interaction between biological and psychosocial factors
can be assumed. Several risk factors for the occurrence of a depressive disorder have been
identified. On the one hand, biological factors can have an influence on depression. A family
history of depressive disorders or first-degree relatives may have a genetic vulnerability (K6h-
ler et al., 2018). Another aspect is socio-demographic factors, which are discussed in particular
in this study. These include gender, older age, belonging to an ethnic minority and low socio-
economic status. Other psychological factors and psychosocial risk factors such as loneliness,
widowhood, social isolation, current stressful life events or chronic stress can be risk factors
for the development of depression (Kohler et al., 2018). In addition, lifestyle changes such as
diet, smoking or lack of exercise can increase the risk of developing depression (Berger et al.,
2019). Engel (1977) developed the biopsychosocial model as an explanation for the develop-
ment and course of depression, which emphasizes that biological, psychological and social

factors play a reciprocal role.

1.2 Psychosocial impairments

The following section provides an overview of psychosocial factors and their role in
depressive disorders. These influence not only the risk of developing depression, but also the
course and treatment of the illness. The bio-psycho-social model (Engel, 1977) already shows
us the interaction that both psychological and social components are closely linked. Psycho-
social factors include, for example, family and interpersonal relationships, life events, occupa-
tional and financial stressors, as well as social support and integration. There is no single def-
inition for psychosocial components (Engel 1977). The following section focuses specifically

on social determination and its aspects and then describes loneliness and well-being in detail.

1.2.1 Social determinants

Social determination has focused on how living and working conditions can influence
people's health status (Marmot, 2005). Social determinants are considered to be the driving
cause of many global health inequalities, such as lower life expectancy, higher infant mortality
rates and a higher disease burden in disadvantaged population groups. Social determination
was based on the concept of social gradient. This indicates that people with lower social status
face greater health risks and have a shorter life expectancy compared to those with higher
status, and that the impact of social position can build up over time (Marmot & Bell, 2016).
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Differences in social determinants are viewed as a consequence of unequal resource distribu-
tion and can be mitigated through targeted social and economic policies and program devel-
opment (Marmot et al., 2008). In terms of mental health, the social gradient affects both the
risk of disorders and access to services. In a review of social determination, Allen and col-
leagues (2014) used a model that incorporated: a life-course perspective, spanning from pre-
natal stages to old age; community-level contextual factors, such as environmental conditions
and healthcare systems; and country-level factors, including political and economic condi-
tions, cultural norms, and specific policies. Overall, they found that mental disorders dispro-
portionately impact poor and disadvantaged populations. They also acknowledged that cu-
mulative stress and physical health may act as mechanisms through which the effects of social
determinants intensify over the course of a lifetime (Allen et al., 2014). Other research shows
how cumulative aspects can influence health over several generations (Braveman, Egerter &
Williams, 2011). With the development of social determinants, a distinction between up-
stream and downstream determinants has arisen. Braveman and colleagues (2011) highlight
those downstream social determinants, such as economic opportunities, serve as underlying
causes that typically influence health through upstream social determinants, such as living
conditions. They broadened the concept of social determinants to encompass all non-medical
factors affecting health. This includes not only fixed individual characteristics like gender and
race/ethnicity but also more flexible factors such as educational attainment, occupational sta-
tus, and social support. Fisher and Baum (2010) discuss the impact of chronic stress on mental
health and explore how low socioeconomic status affects mental health for individuals at the
lower end of the social gradient. This includes the stress of managing daily challenges, fear of
uncertain and unpredictable living conditions, and a perceived lack of control.

In the 1970s, it was first established that there is a gender-specific difference in de-
pression (Bebbington (1996); Piccinelli & Wilkinson (2000), Kiihner (2003)). In some cases, it
was found that almost twice as many adult women as adult men suffer from depression
(Weissman and Klerman (1977). The study by Frank, Carpenter & Kupfer (1988) examined
gender differences in a cohort of 230 patients with recurrent depression. The subjects came
by self-referral, physician referral or a broad-based public information campaign. Both male
and female patients had comparable clinical characteristics and baseline severity. However,
gender differences were found in specific depressive symptoms and response to treatment,

particularly in the use of self-report instruments. Female patients showed increased levels of
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appetite and weight gain, increased somatization, and increased expressions of anger and
hostility. In contrast, male patients responded more quickly to treatment. Despite the large
number of studies that found that there are differences in relation to gender, critical opinions
on the study situation are also expressed. Hammarstrom et al. (2009) aimed to critically eval-
uate medical publications on depression about gender-specific factors and their explanatory
models. It was specifically pointed out that a closer look at and a better understanding of
gender differences in depression are of great importance. In particular, it was criticized that
many medical articles often relied on stereotypical or generalized assumptions about gender.
The complex interactions between biological, social and psychological factors were not suffi-
ciently taken into account. As a result, important nuances in the diagnosis and treatment of
depression may have been overlooked. The study by Salk, Hyde & Abramson (2017) examined
gender-specific differences in depression using a meta-analysis. In particular, the influence of
gender on diagnosis and symptoms was examined. Women were diagnosed with depression
more frequently than men and differences were found in the specific symptoms. Sadness and
feelings of hopelessness were reported equally frequently in both genders. Women tended to
show a higher burden of sleep disturbances, weight loss and weight gain, excessive fatigue
and increased feelings of guilt. Men, on the other hand, showed abnormalities such as irrita-
bility, aggression or risky behavior, especially at the behavioral level. The results of the study
are primarily aimed at focusing not only on the prevalence of depression, but also on the type
and intensity of the symptoms. While extensive studies have already shed light on the gender-
specific difference, the effects in the context of primary care are less well understood.
Concerning the size of the place of residence, the lowest prevalence of depressive
symptoms was found in small towns compared to people living in large cities, medium-sized
towns and rural areas (Busch et al. 2013). Robinson and his research team (2017) also con-
firmed in relation to urbanicity that a lower prevalence of disorders is shown in rural areas
compared to city dwellers. The prevalence of depressive symptoms varied between federal
states (e.g. Berlin: 14.6%, Thuringia: 7.4%). Among men, the lowest prevalence was found in
Bavaria (5.7%). The gender differences are particularly striking in Bavaria (11.2% to 5.7%) and
Brandenburg (14.6% to 7.5%). There were probably several reasons for the increase from 8.1%
in 2014 t0 10.1%in 2017. One of the causes may be the temporal trend, as well as the different
guestionnaire selection of the PHQ; further research on this is necessary (Bretschneider, Kuh-

nert & Hapke, 2017).
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When looking at the educational status, it is also clear to see that a lower prevalence

was shown in the upper education group than in the middle or lower education group. When
age, gender and level of education are combined, it was found that one in five women in the
lower education group aged between 18 and 29 had depressive symptoms (22.4%). For men
in the lower education group, the highest prevalence was found between the ages of 30 and
44 (17.8%) (Strine et al., 2006).
Here too, the frequency of depressive symptoms decreased with increasing education.
Women in the lower education group were three times as likely to be affected by depressive
symptoms, men four times as often. Overall, depressive symptoms were found to be lower
with increasing age and higher education (Heidemann, 2021).

In addition, a correlation was found between socioeconomic status and the prevalence
of depressive symptoms. People with a low socioeconomic status showed a threefold higher
prevalence than people with a low socioeconomic status (Busch et al. 2013).

The assessment of factors such as prevalence, age, gender, level of education and so-
cio-economic status is crucial to obtain a comprehensive picture of depression. Concerning to
the factors mentioned, the studies show an influence on the severity of depressive symptoms.
To specifically examine the various factors, several aspects are usually examined simultane-
ously in studies, which sometimes makes the individual presentation difficult. In view of the
psychosocial aspects as described: Age, gender, level of education, place of residence, it is
important to keep the living and working circumstances in mind as well. As determinants,
these can have a significant influence on people's health outcomes and are therefore now
explained in more detail.

In recent years, it has been shown that social determinants have an impact on mental
health in certain population groups. For example, unemployment, precarious employment
and working conditions have been associated with increased psychological distress (Hans &
Lee, 2015; Reibling et al., 2017). More specifically, employment status has even been found
to impact mental health. Affleck, Carmichael, and Whitley (2018) demonstrated that unem-
ployment has a more significant impact on men mental health compared to women. Research
from Sweden has shown that individuals with lower incomes commonly experience poor men-
tal health (Amroussia, Gustafsson & Mosquera, 2017). Family relationships also have an im-
pact on mental health, both negative and positive. More specifically, reduced depressive

symptoms were linked to living with family, positive family relationships, and strong family
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bonds (Han & Lee, 2015; Brydsten, Hammarstrom & San, 2018). Health data also showed a
strong connection with support from others, feelings of community belonging, and confidence
in others (Brydsten, Hammarstrom & San, 2018; Han & Lee, 2015; Salami et al, 2017; Pflum et
al, 2015). Other protective factors against mental health disorders are the impact of perceived
emotional support and the size of the friend and family network (Smyth et al., 2015).
Concerning society, the focus was increasingly placed on safety in the neighborhood.
Based on personal perceptions and experiences, neighborhood safety has been examined and
found to be an important predictor of mental health (Chen et al., 2017; Stansfeld et al., 2017).
A study in China showed that a lower level of depression is associated with satisfaction in the
living environment and safety in the neighborhood. The study by (Fu, 2018) can substantiate
this aspect with the result that a higher level of depression stands out in neighborhood con-
flicts. The psychosocial aspects play an important role in the analysis of social determination.
These factors not only shape individual experiences and perspectives, but also significantly
influence social positioning and access to resources within a society. By understanding the
interactions between psychosocial variables and social determinants, deeper insights can be
gained into how structural inequalities emerge and persist. This makes it clear that a holistic
view of these aspects is essential in order to develop effective strategies for prevention and
health promotion. However, the reverse approach must also be kept in mind. Mental illness
can have an impact on social factors such as homelessness, dropping out of school and unsta-

ble marriages (Corrigan et al., 2012; Ljungquvist et al., 2016; Hjorth et al., 2016).

1.2.2 Loneliness

If the variable of loneliness is now examined, this must be specified in the context of
depression. This plays an important role in the development of effective prevention and treat-
ment approaches. For this reason, the focus is now specifically on loneliness and several re-
search findings have already been presented and reviewed for the GP setting. It should be
noted that research interest in loneliness has increased, especially during the COVID-19 pan-
demic (Entringer, 2022), so the current studies are often related to COVID-19. However, this
paper does not specifically address the pandemic period, but the latest figures should illus-
trate that loneliness is an important parameter. Loneliness, or subjective social isolation, is
defined as an aversive experience that occurs when a person's network of social relationships

is perceived as quantitatively or qualitatively desolate. This means that a person can be lonely
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both when they have fewer social relationships than they would like (quantitatively) and when
their social relationships are not as deep and fulfilling as they would like (qualitatively). Lone-
liness can occur when a person realizes that their social environment is insufficient and their
need for attachment is unmet. A defining characteristic here can be the lack of controllability
or changeability, as well as the fact that it is not observable from the outside. Objective social
isolation can be distinguished, as this refers to the objective absence of a caregiver. It is im-
portant to distinguish between the two terms, as objective isolation is not a sufficient condi-
tion for loneliness. For example, a high number of social contacts does not protect against the
feeling of being alone. A person can very well be alone and not feel lonely, but it also means
that a person can be in a relationship but feel lonely in it. A further conceptual distinction
must be made with the word being alone. In most cases, the state of being alone is consciously
chosen and is an objective state. For example, you can do something on your own and enjoy
the time. Objective isolation is only as bad as it is voluntarily chosen (Krieger & Seewer, 2022).
Various researchers (Knight et al., 1988; McWhirter, 1990; Brewer & Gardner, 1996) have un-
dertaken different categorizations over time to better represent loneliness. The following cat-
egorization is now presented: Emotional loneliness describes the lack of a close, intimate
bond, such as in a romantic relationship. Social loneliness, on the other hand, describes the
lack of friendships and other personal relationships. Collective loneliness refers to the feeling
of not being part of a larger community or society as a whole. Although this distinction is useful
in theory, in practice it is often difficult to separate these different aspects (Hawkley, Browne
& Cacioppo, 2005). As loneliness is not a formal diagnosis in a medical context, there are no
standardized diagnostic criteria that clearly define loneliness. In addition, there is a lack of
standardized and systematically collected epidemiological data to specifically describe it. This
severely limits comparability between the various studies. There is no clearly defined, gener-
ally valid threshold that determines when a person is considered lonely (Krieger & Seewer,
2022). In the SOEP (Socio-Economic Panel) and the SOEP-CoV (Socio-Economic Panel Corona
Special Survey) study, loneliness was measured using the SOEP-UCLA loneliness scale (Hawk-
ley et al., 2016). The Socio-Economic Panel is a long-term study of a representative nature that
is conducted in Germany and includes both households and individuals. The questionnaire
contains three questions, which together should reflect the respondents' current feelings of
loneliness. These questions are as follows: "To what extent do you feel that you lack the com-

pany of others?", "How often do you feel excluded?" and "How often do you experience social
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isolation?". Respondents were asked to answer these three questions on a five-point response
scale from "1 = Never" to "5 = Very often". The answers to all three questions were averaged
to produce a loneliness index for each person for the following analyses, with possible values
ranging from 1 to 5 and higher values indicating greater loneliness. Individuals who scored a
mean of at least three on the loneliness scale were conspicuous. This means that, on average,
they felt lonely at least occasionally.

In 2013, the proportion of people in Germany who were at least occasionally affected
by loneliness was 14.4%, while in 2017 it was 14.2% (Entringer, 2022). This prevalence rate
makes it clear that loneliness is a widespread phenomenon and not just an isolated occur-
rence. In fact, a considerable number of people in Germany are affected by loneliness. Ac-
cording to the study results, 40.1% of the German population experienced loneliness at least
occasionally during the period under review (Entringer, 2022). This proportion is alarmingly
high and is likely to be due to social isolation caused by restrictions on interpersonal contact.
However, it should be noted that most studies on loneliness during the COVID-19 pandemic
are based on cross-sectional data, which means that a direct comparison with values from
previous years is not possible. In addition, loneliness during the second lockdown has hardly
changed compared to the first lockdown. At 42.3%, it remained at a consistently high level,
even though contact restrictions were still in place. However, it is unclear whether this long-
lasting loneliness has become chronic over the course of the COVID-19 pandemic or whether
it is a temporary state of loneliness that decreases as contact restrictions are eased. This can-
not be assessed based on the available data. It is therefore important to closely monitor lone-
liness in the German population in the coming years. This is the only way to identify at an early
stage whether the figures are falling significantly. Before the outbreak of the COVID-19 pan-
demic, older people over the age of 75 had the highest prevalence of loneliness (16.6%), fol-
lowed by people aged 30 to 45 (15.3%) and people under the age of 30 (14.5%). People aged
45 to 60 (13.1%) and 60 to 75 (12.7%) were the least affected by loneliness (Entringer, 2022).
The prevalence of loneliness by gender showed no significant differences between 2013 and
2017. Women tended to be slightly lonelier than men, with prevalences of 15.7% and 12.5%
respectively. A similar pattern emerged in relation to education level and income. People with
low education or income were lonelier than those with medium or high education or income.
Before the pandemic, 22.1% of those with low education were lonely, compared to 14.1% of

those with medium education and only 10.0% of those with high education (Entringer, 2022).
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The post-pandemic results further confirm that those with a low level of education are at in-
creased risk (Kirkland et al., 2023).

Entringer (2022) was also able to find significant results with regard to migration back-
ground: People with a direct migration background were more likely to be affected by loneli-
ness before the pandemic than those without a migration background, with prevalences of
21.8% and 12.6% respectively. People in employment had a lower prevalence of loneliness
than those not in employment, with prevalence rates of 11.1% [10.4% - 11.9%] and 18.9%
[17.7% - 20.1%] respectively. Household structure was also an important factor: single parents
had the highest prevalence of loneliness (22.7%), followed by people living alone (18.5%) and
couples with children (12.8%). The prevalence of loneliness also differed depending on the
type of employment. Full-time employees were less lonely than non-full-time employees
(10.0% vs. 16.8%). Shift work was also associated with a lower prevalence of loneliness (11.5%
vs. 15.1%). Place of residence and previous depression diagnosis were other important fac-
tors. People with a previous diagnosis of depression had an increased risk of being lonely
(33.7%). The trend across different population groups has been mixed during the COVID-19
pandemic. Some groups, such as women, younger people and couples with children, became
new risk groups. On the other hand, pre-pandemic risk factors such as education level, income
and employment no longer played a significant role in the prevalence of loneliness during the
pandemic (Entringer, 2022). The effects of the COVID-19 pandemic will not be discussed fur-
ther in this report. The prevalence of loneliness in Germany is comparable to that in other
European countries. For example, in Spain in 2011, 11.5% of the population reported being
lonely regularly (Yang & Victor, 2011), while in the UK in 2018, around 16% of people were
affected by loneliness at least occasionally (Pyle & Evans, 2018). In Greece, loneliness even
affected around 21% of the population in 2016 (Baarck et al., 2021). Studies show that loneli-
ness is associated with a major health risk. Chronic loneliness can promote both mental and
physical illnesses. People with a chronic illness have a lower level of life satisfaction and a
lower sense of well-being. In addition, the risk of developing an anxiety disorder or depression
increases (Domenech-Abella et al, 2019). The study by Domenech-Abella et al. (2019) also
provided important insights into the complex relationships between mental health problems,
loneliness and social networks in old age. They emphasized the importance of social relation-

ships and the role of loneliness as a risk factor for mental health problems in older people.
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1.2.3 Well-being

The last psychosocial parameter to be examined in this study is well-being. When re-
searching this topic, it is noticeable that it has mainly been studied in relation to older people
and that there is little research on younger people. In the Irish Longitudinal Study on Ageing
(TILDA), older people were defined as those who had reached an advanced stage of life, typi-
cally retirement age or beyond. In this longitudinal study, researchers focused specifically on
health, well-being and other aspects of ageing in people in Ireland. The research group (Hom
et al., 2020) analyzed a large number of studies using a meta-analysis to determine whether
there was a consistent relationship between sleep problems and loneliness. Sleep problems
were defined as problems such as insomnia, restless sleep, too little sleep or other sleep dis-
orders. It was shown that sleep problems and loneliness are significantly linked. People with
sleep problems have an increased risk of feeling lonely and vice versa. A systematic review
and meta-analysis (Valtorta et al., 2016) also found that there is a link between loneliness,
social isolation and the risk of coronary heart disease and stroke. People who feel lonely or
socially isolated have an increased risk of developing cardiovascular disease compared to peo-
ple with strong social ties and a sense of belonging. A considerable number of studies have
found statistically significant associations between depressive symptoms and loneliness. Two
research teams identified a small but significant association (Hsueh et al., 2019; Lim & Kua,
2011). Other studies found a moderate effect size (Conde-Sala et al., 2019; Green et al., 1992;
Sjoberg et al., 2013), while a single study found a significant effect size (de la Torre-Luque et
al., 2019). In order to shed more light on the aspect of well-being, the study by Henkel and
colleagues (2003) is included, as they provided essential study results. The results of the study
suggest that the use of the WHO-5 as a diagnostic tool improves the ability of GPs to recognize
depressive symptoms. The questionnaire could serve as a checklist for GPs to clarify the diag-
nosis of depression as quickly as possible. The WHO (1998) already recommends integrating
this step as a standard part of the general practitioner's consultation and having it available in

the waiting room as standard.

1.3 Psychosocial impairments in primary care
As primary care providers for patients with a depressive disorder, GPs are crucial in
setting the course for guideline-based intervention. Depression is one of the most commonly

diagnosed mental disorders in patients who consult a general practitioner. Studies estimate
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that up to 20% of patients attending primary care outpatients have clinically significant de-
pression (Burnham et al., 1989; Coulehan et al. 1990; Gerber et al., 1992). Then, as now, most
patients with depression are first treated in primary care and not in the psychiatric sector

(Manderscheid et al., 1993 and Regier et al., 1993).

1.3.1 Influence of psychosocial factors on depression care

In the current global scientific debate on medical care, the importance of psychosocial
factors for the health and well-being of the population is increasingly emphasized. These fac-
tors, which include both socio-demographic and clinical variables, are of crucial relevance to
the structure and effectiveness of the healthcare system. A recent empirical study addresses
this issue by examining the relationship between psychosocial parameters and the implemen-
tation of preventive mental health interventions in primary care practices. For the study by
Miller et al, (2024), comprehensive data were collected from a total of 126,306 patients
(57.6% women and 42.2% men) in primary care in Michigan. The sample included a variety of
individuals of different ages (16-104 years), gender, ethnicity, and clinical characteristics. The
retrospective cohort sample was collected from 18 primary care clinics within the health sys-
tem. Subjects were interviewed using the PHQ4, PHQ9 and the GAD7. Sociodemographic data
were collected uniformly during the first encounter with patients. Results showed that certain
demographic characteristics, such as younger age and female gender, were associated with
higher rates of mental health screening in primary care. Clinical characteristics, such as the
presence of certain chronic conditions or the number of physician visits, were also significant.
The descriptive analyses revealed a significant association between clinic size and location and
the prevalence of mental health screening, which was confirmed in both regression models.
It was surprising to find that smaller clinics and clinics in areas with a shortage of mental health
providers had significantly higher rates of mental health screening (Miiller et al., 2024). No
gender-specific differences were found in the assessment of health status by doctors. How-
ever, women usually rate their state of health worse than men. They mainly report pain or
problems during sexual intercourse (Kronke & Spitzer, 1998). Men, on the other hand, rate
their lack of appetite, overeating and a feeling of failure or guilt more frequently as problem-
atic (Williams et al., 1995). The 2003 study by Hildebrandt, Stage and Kragh-Sgrensen exam-

ined gender differences in the severity and symptoms of depressive disorders in general prac-
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tices in Denmark. The authors analyzed data from 230 patients who had to have met the cri-
teria for recurrent depression according to the ICD-10 criteria. They found that male and fe-
male patients had similar clinical characteristics and severity. However, there were gender-
specific differences in symptoms. Women were more likely to show symptoms such as in-
creased appetite, weight gain, somatization and expressions of anger and hostility. In contrast,
male patients responded more quickly to treatment. In the study by Bertakis et al. (2001), it
was observed that women had a higher prevalence of depressive symptoms, which they self-
reported using the BDI. Women with elevated BDI scores indicating severe depression were
more likely to be diagnosed by their GP than men with comparable BDI scores (N=508). Re-
cruitment took place as follows, prior to the first GP appointment, study participants were
interviewed to collect socio-demographic data and to assess their self-reported depressive
symptoms and general health. In the study described, the following hypothesis was put for-
ward: female patients are more likely to be diagnosed as depressed by their GPs, which is
associated with a higher clinical prevalence of depression. In addition, it was suggested that
the increased use of healthcare services by female patients contributes to the higher propor-
tion of women diagnosed with depression. This is because increased contact with female pa-
tients enables doctors to identify their depression more accurately. Subsequently, Poutanen
and colleagues (2009) also addressed the question of whether there may be gender-specific
differences in the diagnosis of depression. In the Finnish sample, however, it was shown that
men exhibited more severe depressive symptoms than women. In general, empirical evidence
has shown that the low treatment rate among men is not due to a better state of health, but
to the discrepancy between the perception of need and help-seeking behavior. This is mostly
due to outdated traditional social norms of masculinity (Moller-Leimkihler, 2002). Other as-
pects of social determination have not yet been studied more specifically in the GP and out-

patient setting in Germany.

1.3.2 Empirical studies on depression treatment in primary care

There are already studies in Germany that have looked at depressive symptoms in pri-
mary care. The Depression 2000 study (Winter et al., 2000) was one of the first nationwide
epidemiological cross-sectional studies in primary care to provide data on the prevalence of
depressive illnesses on a specific reference date. Complete data were collected from a total

of 14,758 patients aged 16-65 years in 412 GP practices and compared with GPs' statements.
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On that day, every patient was requested to fill out a standardized survey that gathered details
about their biosocial background, the purpose of their doctor's visit, the impact of their symp-
toms on daily life, any prior treatments or assistance sought, signs of depression, and the pro-
gression of their condition. Depressive symptoms were evaluated using the Depression
Screening Questionnaire (DSQ) (Wittchen & Perkonigg, 1997), a well-established tool known
for its high diagnostic sensitivity and specificity in diagnosing depression based on DSM-1V and
ICD-10 criteria. After the patient questionnaires were completed, the physicians performed a
separate clinical evaluation using a standardized assessment tool to determine the diagnostic
status, severity of the condition, ongoing and past treatments, and other therapeutic
measures. According to the completed patient questionnaires in the study, the prevalence of
depressive disorders (according to ICD-10 criteria) in GP practices is 10.9%. However, one dis-
advantage of the study is that it does not allow any conclusions to be drawn about the con-
nection between depression and physical illness. Beesdo-Baum and colleagues (2017) re-
cruited 3499 completed patient questionnaires in the form of an epidemiological study. This
guestionnaire recorded the reason for the consultation, biosocial characteristics, health con-
ditions, depressive and other psychological complaints, treatments and current quality of life.
The participating patients were on average 53.8 years old (range: 18-95 years) and 60.4% were
female. After the consultation, the practitioner completed a questionnaire on physical and
mental health conditions, diagnoses and treatments. A total of 3367 patients and doctors'
guestionnaires were included in the data analysis. Depressive symptoms were also measured
in this study using the DSQ. On the cut-off date of the study, the prevalence of depression
according to the DSQ (ICD-10 criteria) was 14.3% and 10.7% according to the medical diagno-
sis. Half of the patients identified by the DSQ were also diagnosed with depression by their
doctor. The DSQ shows that people over the age of 65 were less likely to be affected. The
practitioners mainly diagnosed women aged 40 and over with full-blown depression. In com-
parison, only a few physician variables were associated with a match between the study diag-
noses of the DSQ and the physician's assessment. Doctors with an additional qualification in
psychotherapy recognized the conspicuous DSQ cases significantly better (65.3 %) than doc-
tors without this additional qualification (47.0 %) (Beesdo-Baum et al., 2017). Another study
(Jacobi et al., 2002) in the past deals with reported depressive disorder in the GP setting meas-

ured on one day. A total of 20,421 patients were also surveyed with the DSQ in several GP
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practices in Germany. The information provided by the patients was compared with the infor-
mation on the doctors' assessment forms. The results confirmed that here too, 11.3% of pa-
tients fulfilled the ICD-10 criteria for a depressive disorder. On the reference date, 4.2% of
primary care patients met the criteria for major depression according to DSM-IV. The proba-
bility of meeting these criteria was higher in women than in men. The analyses of potential
predictors showed that people over 40 years of age were more frequently affected than peo-
ple under 40 years of age. On a positive note, the detection rate of general practitioners was
59%, which is slightly higher than in the comparative studies. This may have been mainly due
to the fact that 13.6% of doctors had additional qualifications in psychotherapy. In addition,
59% stated that they had completed at least three further training courses on depression in
the last two years. The doctors' self-assessment revealed that 66.6% rated their ability to rec-
ognize and diagnose depression as "good". In addition, being unemployed, retired and being
a housewife were predictors of an increased likelihood of a major depression diagnosis com-
pared to being employed. The number of days of incapacity for work could not be identified
as a predictor here. When diagnosed using the DSM-V criteria, 74.8% of depressed patients
were correctly identified by the family doctor, but when diagnosed using ICD-10, only 17.2%
of patients were identified as depressed. 11.7% of subjects who did not meet DSM or ICD
criteria on the patient questionnaires were diagnosed with depression by the practitioner.
This showed that the specificity of the doctors' judgments is significantly lower than the sen-
sitivity. The sensitivity of physicians' diagnoses of depression may be promising, but this is
obviously accompanied by a high rate of false positive diagnoses. This suggests that the in-
creased attention paid to depressive syndromes in general practice over the last decade has
contributed to improved detection. Nevertheless, the high rate of false positive diagnoses re-
mains problematic (Jacobi et al., 2002). Kendrick (2000) showed that initiatives to improve
primary care physicians' adherence to depression guidelines have not resulted in significant
advances in diagnostic accuracy or patient outcomes. In addition, two thirds of adults with
depression continue to be underserved and the choice of treatment in primary care is limited

(Thornicroft et al, 2017).

1.3.3 The role of the General practitioner in the treatment of depression
Various aspects were examined in relation to depression and its diagnosis by the GP. One

aspect of this was that active feedback from the GP to the patient could minimize the severity
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of depression, but the study situation on this is very ambiguous (Léwe et al., 2024). A notable
feature of the German healthcare system is that the doctors involved had an exceptionally
heavy workload, managing an average of 62 patients each day. In total, 8% of the doctors were
pursuing additional training in psychotherapy, and another 8% were in the process of obtain-
ing such qualifications. Only 24% of doctors reported finding the treatment of depressed pa-
tients rewarding, while 54% indicated they felt inadequate in managing patients with depres-
sion. Overall, 90% of doctors reported that patients with depression require significantly more
time compared to those with other medical conditions. Given this, it was surprising that few
doctors (7.5%) reported referring depressed patients to mental health specialists whenever
possible (Wittchen & Pittrow, 2002). The fact that GPs are one of the first and therefore es-
sential points of contact for patients has been explained above. However, the shortage of
doctors in Germany must also be taken into account. The Robert Bosch Stiftung (2021) as-
sumes that around 11,000 GP positions will be vacant in Germany in 2023. This would mean
that 40% of rural districts are undersupplied. Here, too, solutions are desperately being sought
and general health centers could provide relief, even a solution to the problem (Robert Bosch
Stiftung, 2021). Fewer and fewer newly licensed GPs are willing to set up in rural areas in
particular. Existing practices are finding it difficult to find successors, meaning that more and
more practices are having to close, especially in rural areas. There are many reasons for this,
such as the poor local infrastructure. Despite various concepts (remuneration supplements,
turnover guarantees), it is difficult to minimize the prevailing shortage of doctors (Kassenarz-

tliche Bundesvereinigung, 2024).

2. Research questions and hypotheses

There are gaps in previous research with regard to the consideration of psychosocial pa-
rameters in the diagnosis of depressive patients, particularly in naturalistic cohorts of GPs. The
prediction of depressive symptoms, their course and the associated psychiatric risks have not
been investigated in previous studies. These gaps are to be closed and therefore the following

hypotheses derived from the literature are put forward for this study:

1. Theinfluence of demographic variables and living environment
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H1la: There is a significant difference in the occurrence of depressive symptoms be-

tween the ages and genders of patients in GP care.

H1b: The current relationship status, especially living with a partner, has a significant

influence on the occurrence of depressive symptoms in patients in GP care.

Hlc: The occupational situation has a significant influence on the occurrence of de-

pressive symptoms in patients in primary care.

H1d: The number of inhabitants of the place of residence has a significant influence on

the occurrence of depressive symptoms in patients in general practitioner care.

The influence of psychosocial stressors

H2a: Discrimination at school has a significant influence on the occurrence of depres-

sive symptoms in patients in primary care.

H2b: Discrimination in the workplace has a significant influence on the occurrence of

depressive symptoms in patients in primary care.

H2c: There is a significant influence between a patient's financial problems and the

likelihood of developing a depressive disorder in the GP practice.
H2d: There is a significant association between the presence of mental and depressive
disorders in the family and the likelihood that a patient will develop a depressive dis-

order in the GP practice.

H2e: There is a significant association between a patient's low physical activity and the

likelihood of developing a depressive disorder in GP practice.
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H2f: There is a significant influence between a patient's high level of loneliness and the

likelihood of developing a depressive disorder in GP practice.

H2g: There is a significant relationship between a patient's lower general well-being

and the likelihood of developing a depressive disorder in GP practice.

3. Methods

In the following, the study design and the recruitment setting are presented and an over-
view of the samples is given. The questionnaires used are then presented and the test quality
is described. Finally, the statistical analysis follows and explains the statistical procedure with

the data set.

3.1 Study design

The Graduate College POKAL (Predictors and Clinical Outcomes of Depressive Disor-
ders in Primary Care) has the main goal of significantly improving the care of depression in
primary care patients. Through the collaboration of various specialist disciplines and leading
scientists, new starting points for better primary care are to be developed. In particular, new
diagnostic and therapeutic options are to be developed. The main aim is to fundamentally
improve the productive interaction between doctors, practice teams and patients. There are
nine projects in total, with the following three focal points: 1. the challenge of diagnostics, 2.
the challenge of treatment and 3. the challenge of implementation. The present work is the-
matically located in point 1 of the diagnostic challenge and includes the "Prediction models
for depression using psychological markers". The aim here is to significantly improve marker-
based prediction models for patients with unipolar depression for general practitioner assess-
ment and diagnosis. The topic of the dissertation presented here is derived from the over-
arching theme described above: "Prediction of depression using psychosocial parametersin a
naturalistic cohort recruited in GP practices". The data was collected and analyzed at the Psy-
chiatric Clinic of the LMU University Hospital in Munich under the direction of Prof. Dr. Peter
Falkai. In addition, GP practices in and around Munich were recruited. Funding and support
were provided by the German Research Foundation (DFG-GrK 2621). The ethics application

for the outpatient cohort was approved by the Ethics Committee of LMU University Hospital
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in October 2022. This study is a Cross-sectional study that compares depressed subjects (dis-
eased cases) with non-depressed subjects (controls) with regard to demographic and psycho-

social factors.

3.2 Sample and recruitment procedure

In order to generate a representative outpatient sample, recruitment was carried out
in three cooperating GP practices, in the psychiatric outpatient clinic of the LMU University
Hospital and from the general population. The inclusion criterion for the outpatient cohort
was the age of 18 and not older than 70. In addition, no illness from the schizophrenic spec-
trum or bipolar disorder was allowed to be present. Acute suicidal tendencies, a current ad-
diction, cognitive impairments and pregnancy were also not permitted. The German language
had to be understood in order to be able to sign the written declaration of consent. The con-
sent form was obtained from licensed physicians and psychotherapists. The subjects were in-
formed that all questions should be answered as truthfully as possible. Patients were excluded
if they developed an exclusion criterion during the course of the study. Study participants
could withdraw their consent at any time and without giving reasons. The inclusion and exclu-
sion criteria were discussed in consultation with the treating GPs and information was ob-
tained from the treating psychiatrists at the clinic. The general population was selected and
included through direct contact (flyers, direct approach). In order to make the sample as large
as possible, the inclusion and exclusion criteria were set to ensure broad participation. Re-
cruitment took place on site in the GP practices, usually between 07:00 and 12:00 am. At the
same time, flyers and information material were distributed in other GP practices, which then
referred patients to us. The psychiatric outpatient clinic is located in the same building as the
study office, so an appointment was made with these patients in the same building. The gen-
eral population was also examined in the psychiatric clinic of the LMU University Hospital. In
order to be able to address as many population groups as possible, recruitment took place not
only in the center of Munich, but also in outlying areas and outside of Munich. The recruitment
process was continuously monitored so that under-representative groups could be specifically
included if necessary. This measure made it possible to obtain a cohort that reflects the de-
mographic diversity of the general population. Subjects were offered a 25€ Rewe voucher as

subject allowance. Each subject who came to the LMU University Hospital to participate had

28



the opportunity to be connected to the outpatient clinic immediately in case of acute symp-
toms. General practitioners in and around Munich were contacted by e-mail to see if they
were interested in participating in the study. The GP practices were able to contact the study
team by e-mail or telephone. The GP practices received an expense allowance of 500€ per
month for the additional organizational work. The recruitment period was from the beginning
of October 2022 to the end of June 2024.

The patient data was collected using external and self-rating scales and questionnaires.
In order to ensure comparability of the data, a questionnaire package was compiled for the
subjects (see Appendix). Both mentally conspicuous and mentally inconspicuous subjects
were included in the recruitment. Due to the different recruitment locations, it was not pos-
sible to determine a specific sequence of examinations. The study complied with the require-
ments of the DSGVO and all subjects were pseudonymized. The patient data was processed in
the Centraxx database (Kairos GmbH 2009-2021 Version: 3.18.3.22). In this study, the regula-
tions of medical confidentiality and data protection are observed. All collected personal data
and findings will be pseudonymized and the personal data will be replaced by a number code.
All pseudonymized study documents will be kept under lock and key at the Clinic for Psychiatry
and Psychotherapy for 15 years after completion or discontinuation of the study. The pseu-
donymized electronic data will be stored on a password-protected clinic drive for this period
and deleted at the end of this period (Eder & Pfeiffer et. al 2023). The course of the inclusion
date was as follows: Subjects were informed again regarding the informed consent form and
included after the study background, procedure and risks were explained. The interviews were
conducted and analyzed by trained personnel. The questionnaire package of self-ratings,
which was affixed with a prepaid return envelope, was handed out on site after the interviews.
The reason for this was that answering the questionnaire would take around 45 minutes and
time should be set aside for this at home.

At the end of June 2024 after recruitment, the data were completely digitized and
cleaned in Centraxx (Kairos GmbH, 2009-2021, version: 3.18.3.22). To achieve the statistical
objectives, a sample size of 450 subjects (alpha = .05, power = .85) was required. The primary
outcome of the study is the prediction of the development of depressive disorders. Specifi-
cally, the study aims to determine how accurately psychosocial parameters can be used in the
GP setting to predict depression. The psychosocial parameters are to be used to reliably pre-

dict the development of new depression.

29



3.3 Measuring instrument

As depressive symptoms do not only occur with depression, but can also occur as con-
comitant or secondary symptoms, a number of interviews were used. The following two ex-
ternal rating questionnaires were selected on the basis of existing experience in order to spec-
ify the depressive symptoms:

Structured Clinical Interview for DSM-5 Disorders - Clinical Version (SCID-5-CV). The in-
terview is conducted using a structured, fixed manual and asks for psychiatric diagnoses ac-
cording to the DSM-5. This should serve to validate the diagnosis of depression (First et al.,
2016).

The Montgomery Asberg Depression Rating Scale (MADRS) is a questionnaire for ex-
ternal assessment of the severity of depressive symptoms and is administered as an interview.
The assessment period refers to the past week and the questionnaire consists of ten ques-
tions. The questions are rated on a seven-point scale from zero to six. After adding up all the
guestions, the total score can be between zero and 60. The following symptoms are assessed:
visible sadness, reported sadness, inner tension, insomnia, loss of appetite, difficulty concen-
trating, inactivity, numbness, pessimistic thoughts and suicidal thoughts. The score range is
divided into four categories: 0-6 (no depression), 7-19 (mild depression), 20-34 (moderate de-

pression) and 35 (severe depression (Snaith et al., 1986).

The other self-rating questionnaires were specifically selected for the psychosocial var-
iables in order to cover as many areas of the respondents' lives as possible:

Collection of socio-demographic information based on the basic phenotyping of the
biobank (BBM) taken from the inpatient setting. This comprises standardized questions on the
occupational situation, living situation and other psychosocial stress factors that are collected
as part of the biobank of the Psychiatric Clinic of the LMU University Hospital. The question-
naire was expanded to include additional contextual factors on the experience of the occupa-
tional situation and family stress factors. Survey of psychiatric history (if available) and family
history of psychiatric and somatic illnesses. This questionnaire mainly collected anamnestic
data on the psychiatric history and illnesses in the family context.

The Patient Health Questionnaire 9 (PHQ-9) as a depression module is a self-assess-

ment instrument that asks about the presence and frequency of nine depressive symptoms
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within the last two weeks in accordance with the diagnostic criteria for major depression ac-
cording to DSM-IV. These include the following aspects: reduced interest or pleasure, de-
pressed mood, sleep disturbances, tiredness or loss of energy, appetite disturbance, feelings
of worthlessness or guilt, concentration disturbance, psychomotor slowness or restlessness,
suicidal thoughts. Depending on the stated frequency of the symptoms, each item is assigned
0 (not at all), 1 (on individual days), 2 (on more than half of the days) or 3 (almost every day)
points. The scale sum value then corresponds to the sum of the point values of all nine items
and varies between zero and 27 points. A score of ten or more points is defined as the pres-
ence of depressive symptoms (Kroenke, Spitzer & Williams, 2001).

The University of California, Los Angeles (UCLA) Loneliness Scale was designed to meas-
ure loneliness, but without specifying the concept of loneliness. The three questions can be
answered on a Likert scale of 0 (not at all), 1 (rarely), 2 (often) and 3 (very often). Research
into the three-point scale has shown good internal, convergent and discriminant validity (Rus-
sell, 1996).

The Lubben Social Network Scale (LSNS6) examines social isolation in older adults living
in the community. The questionnaire consists of six questions, with six different response op-
tions. These are aimed at how many people there is contact with: 0 (9 or more), 1 (5 to 8), 2
(30r4),3(2),4 (1) and 5 (none). Three of the questions asked about contact with family
members and relatives and the other three about contact with friends and neighbors. There
is a high degree of internal consistency, high correlations with criterion variables and good
convergent validity (Lubben et al., 2006).

The 5-Item Well-Being Index (WHO-5) measures subjective psychological well-being
over the past two weeks. The Well-Being Index consists of five questions, with six different
response options 0 (all the time), 1 (most of the time), 2 (about more than half the time), 3
(slightly less than half the time), 4 (now and then) and 5 (at no time). There is a high level of
clinical validity and the questionnaire has already been used successfully in a large number of
study areas (Topp et al., 2015). In addition, the WHO-5 showed good sensitivity and specificity
in predicting major depression in adults (Henkel et al., 2004)

The questionnaire on contextual factors associated with depression from The Brazilian
Longitudinal Study of Adult Health (ELSA) was derived from the ELSA dataset and consists of a
total of 26 questions. The main objectives of the ELSA study in Brazil are to investigate the

incidence and progression of diabetes, cardiovascular diseases, their biological, behavioral,
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environmental, organizational, psychological and social factors. The questionnaire was admin-
istered to 15,105 civil servants in Brazil and the age range was between 35 and 74 years. The
collection of data on reproductive patterns, marriages, family composition and care grouping,
and work-family interactions allows the role of these often less studied variables to be exam-
ined. The ELSA study provides a basic understanding of the causation and progression of psy-
chosocial and pathophysiological disease through the variables surveyed. Among the sociocul-
tural and psychological factors, stress at work, ethnicity and discrimination, the interface be-
tween work and family, neighborhood characteristics, social class, social capital and social

networks are queried as social risk factors (Aquino et al., 2012).

3.4 Statistical analysis

The dataset was first preprocessed (Pyle 1999): strings had to be given numerical val-
ues in order to be able to feed them into the models. For example, no into a zero and a yes
into a one. Further, one-hot encoding was applied to categorical variables such as occupation,
marital status and current occupational situation. For each category a new column was cre-
ated and whether one category was present or not the row value was one or zero (Harris &
Harris, 2015). Row values with more than 50% missing values were dropped. Columns with
low variance below a threshold of 0.01 are also excluded. Since the missing data is classified
as MAR (Missing at Random) and not MCAR (Missing Completely at Random), KNN (K-Nearest
Neighbors Imputation) imputation is used. In this method, missing values are estimated based
on the similarity of the data points by using the values from nearest neighbor data sets (Little
& Rubin, 1987). Descriptive statistics were calculated to obtain a comprehensive overview of
the recruited outpatient cohort. The dataset included ordinal questions (e.g. age, neighbor-
hood conditions) and binary items (e.g. gender, marital status) as well as continuous data,
including scores from the MADRS, WHO5, and PHQ9 scales. For the latter the mean and stand-
ard deviation were reported. In order to better characterize the cohort and highlight potential
differences between groups, a comparative analysis was conducted between depressed and
non-depressed participants. Depending on the distribution of the data, a T-test, the chi-square
test or the Mann-Whitney U test were calculated.

For Analysis was used: python version 3.9.18 with Pandas version: 1.5.2; NumPy ver-

sion: 1.24.3, scipy version 1.9.3 for general calculations, statsmodels version 0.13.5 for logistic
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regression, imblearn version 0.11.0 for borderline smote, matplotlib version: 3.6.2 and scikit-

learn version 1.2.2 for Machine learning (ML) Modell.

3.4.1 Logistic Regression

Logistic regression is a statistical technique used to model the relationship between a
binary dependent variable and one or more independent variables. Originally introduced by
David Cox (1958), logistic regression allows the probability of a particular outcome to be cal-
culated using the logistic function. This function transforms the linear combination of predic-
tors into a probability that lies between zero and one, which is particularly useful for dichoto-
mous outcomes such as yes/no or sick/healthy (Cox, 1958). In the calculations the dependent
variable is depression (SKID 1), and the independent variables are age, gender, number of
inhabitants, relationship status, occupational situation, number of inhabitants, discrimination,
financial problems, presence of mental and depressive disorders in the family, physical activ-
ity, loneliness and well-being. The calculations were carried out on 372 non-depressed pa-
tients and 72 depressed patients. The effect size was calculated for each independent variable
of the logistic regression with the OR, which represents the ratio of the odds of the event
occurring with a change in the independent variable. Statistical significance of the results was
assessed using p-values. A p-value less than 0.05 was considered statistically significant.
Within the Machine Learning Pipeline Logistic Regression was used as a prediction model,
which will be described in further detail in 3.4.2.

After that we performed classical frequentist logistic regression twice on the whole
dataset. First, we perform logistic regression with a hypothesis-based approach based on the
hypotheses derived from a literature search. Second, we also used the factors found by the
machine learning pipeline to compare the performances. Gender and age at study inclusion

were considered as covariates and added in both models.

3.4.2 Machine Learning Pipeline

Machine learning is a broad and dynamic field that involves the development of algorithms
capable of learning from and making predictions or decisions based on data. Contrary to clas-
sical hypothesis-led study design and building, where models are typically constructed around
pre-existing theories or assumptions, ML is inherently data-driven. In ML, patterns, relation-

ships, and insights are derived directly from the data itself, without requiring predefined rules
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or hypotheses (Bishop, 2006). One of the foundational techniques within machine learning is
regression analysis. Regression models are integral to ML because they provide a straightfor-
ward yet powerful method for understanding the relationships between variables and making
predictions. In essence, regression models are designed to predict an outcome based on one
or more input features. They work by estimating the coefficients of the input features that
minimize the difference between the predicted and actual values. They are widely used not
only for their simplicity and interpretability but also as building blocks for more complex ma-
chine learning models (Hastie et al., 2009). Moreover, they provide valuable insights into the
nature of data and the relationships between variables, which can inform the design and im-
provement of more sophisticated algorithms. By learning from data, regression models can
adapt to new information, making them a key tool in the broader context of machine learning
(Breiman, 2001). The hyperparameters were optimized by grid search. Hyperparameters are
parameters whose values must be set before training the model and which influence the
learning behavior of the model. Grid Search systematically searches through a defined grid of
hyperparameters to identify the best combination. The goal is to find the combination that
achieves the best performance of the model based on a specific metric. Grid search is widely
used in machine learning practice especially in combination with methods such as cross-vali-
dation to validate model performance and minimize the risk of overfitting (Bergstra & Bengio,

2012).

Following hyperparameters were optimised: C, Limited-memory Broyden-Fletcher-Gold-
farb-Shanno Algorithm (Imbfgs) and the alpha value of the Lasso regression which was per-
formed in order to conduct a feature selection. The regularization strength C of the logistic
regression was optimized and set to one (Byrd et al., 1995). Detemined by grid search Imbfgs
was chosen as the optimization algorithm, a standard solver that is well suited for small data
sets and is characterized by a good convergence speed. In addition to the model configuration,
as feature selection procedure Least Absolute Shrinkage and Selection Operator (Lasso) re-
gression was integrated to select the most relevant features for the model. Within this proce-
dure, another hyperparameter, the alpha value, was set to 0.05. This value indicates that a
regularized model is used for feature selection, where alpha determines the regularization
strength for the feature selection model. Lasso regression reduces the number of features by
setting less important features to zero, which reduces the complexity of the model (Tibshirani,

1996).
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Data was split into training (80% of participants) and testing subsets (20% of participants)
with randomly and stratified selected — were Bordeline SMOTE was conducted with the Train-
ing set. SMOTE (Synthetic Minority Over-sampling Technique) generates synthetic examples
specifically near the borderline between classes, which helps improve model performance on
minority classes without oversampling indiscriminately. A distinction is then made between
training data and test data. In the training data set, SMOTE (Synthetic Minority Over-sampling
Technique) is used to artificially create new data points for the less represented classes,
thereby improving the classification of these classes (Chawla et al., 2002). More specifically,
the Borderline-SMOTE (Synthetic Minority Over-sampling Technique) as an extension of the
classical SMOTE technique. Borderline SMOTE aims to improve the quality of the synthetic
examples by focusing on the examples that are on the edge of the decision boundary. These
examples are more critical as they often represent the most difficult cases that are the most
challenging for the model to learn. The method generates synthetic data points that shift the
decision boundary and thus improve the performance of the classifier on the boundary cases
(Han, Wang & Mao, 2005). This technique identifies borderline cases in our cohort that are
close to the cut-offs for depression and generates synthetic data sets to better represent less
represented classes (Little & Rubin, 1987). The test set, however, was left unaltered to ensure
an unbiased evaluation of model performance on real-world data.

The nested cross-validation framework consisted of two levels: an inner and an outer
cross-validation loop, both utilizing five folds. Nested cross-validation is an extended method
of cross-validation that is used in particular when hyperparameter optimization is involved.
The method addresses the problem of double dipping, where the data is used both to select
the best hyperparameters and to evaluate the model (Varma & Simon, 2006). In nested cross-
validation, the data is split into multiple folds. In each round, one-fold is used as a test set,
while the remaining folds are used for training and hyperparameter optimization. This method

involves two levels of cross-validation:

e Outer loop: The data set is split into training and test sets, with the test set being used
for the final evaluation of the model.
e Innerloop: A further cross-validation is performed within the training sets of the outer

loop to find the best hyperparameters.
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This nested structure helps Nested Cross-Validation to avoid overfitting and provide a more
realistic estimate of model performance on new, unknown data. Separating the optimization

from the evaluation in two nested loops ensures a bias-free estimation of model performance.

After completing the nested cross-validation, the final model performance was deter-
mined by the results from the last iteration of the outer cross-validation loop. Various metrics
are used to evaluate model performance. A key metric for this work is the F1 score. The F1
score is a metric for evaluating the accuracy of a classification model. It is the harmonic mean
of precision and recall and is used in particular when a balance between these two metrics is
desired (Sokolova & Lapalme, 2009). To better evaluate the diagnostic accuracy of the test
under investigation, the specificity and sensitivity are considered. The sensitivity of a test in-
dicates the proportion of people correctly diagnosed as sick among all those actually sick in
the sample examined. A test procedure with high sensitivity can rule out a disease with a high
degree of certainty. Specificity describes the proportion of people correctly diagnosed as
healthy among all those in the sample who are not ill. A test with high specificity is particularly
good at confirming an iliness with a high degree of certainty (Altmann & Bland, 1994). To eval-
uate a binary classifier, the accuracy is determined based on the proportion of correctly clas-
sified cases in a data set. Both the correctly classified cases, true positives and true negatives,
are considered in relation to the total number of cases. To determine how well a model per-
forms in identifying the respective classes, the positive predictive values and the negative pre-
dictive values are included. This provides information on the overall accuracy of a classifier
(Bishop, 2006). Additionally, the permutation importance was calculated in order to deter-
mine features with the highest predictive performance of the model. A higher value means
that permuting this feature strongly degrades the model performance, indicating a greater
importance of the feature (Breiman, 2001). The permutation importances were calculated us-
ing the scikit-learn inspection module. In the code, the permutation importances are averaged
over several repetitions (n_repeats = 30) to reduce random fluctuations (Breiman, 2001). In
addition, a Receiver Operating Characteristic (ROC) curve was created for all the regression

models (Zwei & Campbell, 1993). Figure 1 illustrates the process of ML.
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Fig.: 2 Machine learning process

4. Results

This section begins by describing the descriptive results of the sample in more detail. The
relationship between psychosocial parameters and depression in the outpatient sector is then
discussed. The number of patients who were not recruited from the GP environment was not
specifically recorded during recruitment. The number of responses (N) varies, as not all re-
spondents answered every question in full. This was considered in the calculation and is shown

accordingly in the results.

4.1 Descriptive statistics

The present sample with a total of 454 test persons consisted of 60% female and 40%
male study participants. The average age at study inclusion was 41.2 years (SD = 14.28), with
an age range of 18 - 70 years. Most participants were between 29 and 54 years old (25%-75%
interquartile range). 93.9% of the participants had been born in Germany. When asked
whether they themselves, their parents or grandparents had grown up in another country,
15.8% answered yes. When asked about the language, 95.7% stated that their mother tongue

was German. On average, participants currently lived in a larger city or metropolitan region
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(Tab.: 1). The place where they had grown up was on average in a smaller medium-sized town

(Tab.: 2).

Variable non-depressed (%) depressed (%)
until 5.000 (village/country town) 2 3

until 20.000 (small town) 23 13

until 50.000 (small medium-sized town) 16 11

until 100.000 (large medium-sized town) 9 1

until 500.000 (large city) 5 0

above 500.00 (large city) 45 60

Tab.: 1 What is the size of your current place of residence (inhabitants)?

*Non-depresses N=372, depressed N=63

Variable non-depressed (%) depressed (%)
until 5.000 (village/country town) 20 26

until 20.000 (small town) 34 40

until 50.000 (small medium-sized town) 13 11

until 100.000 (large medium-sized town) 6 3

until 500.000 (large city) 5

above 500.00 (large city) 23 19

Tab.: 2 What is the population of the town/city in which you (mainly) grew up?
*Non-depressed N=373, depressed N=72

Regarding their current marital status, the respondents stated the following cohabita-
tion: 22.3% single, 15.5% living in a couple, 27.0% married (including registered civil partner-
ship), 2.0% unmarried, separated, 5.9% divorced. With regard to their occupational situation,
32.9% worked full-time, 18.7% part-time, 46.6% were in other categories (housewife/house-
husband, maternity or parental leave, in retraining, pupil, student, in vocational training/ap-
prenticeship/dual studies, pensioner, semi-retirement, early retiree, permanently unable to
work, marginally employed/mini-job, occasionally employed, federal voluntary service/volun-
tary social year or other) and 1.8% stated that they were currently unemployed. The calcula-
tions were carried out including unemployment, since the other variables were not significant.
Looking at family life, 20.3% stated that their parents had separated. In 56.5% of cases, a fam-

ily history of mental illness is already known (anxiety disorders, depression, obsessive-com-
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pulsive disorder, alcohol or drug addiction, medication dependence, schizophrenia or psycho-

sis, manic-depressive illness and autism). If the level of education of this sample was examined

more closely, most of the test persons had a school-leaving certificate with a vocational bac-

calaureate. With the 25%-75% interquartile range, most of the qualifications ranged from in-

termediate school leaving certificate to A-levels. Overall, 84.5% were employed during the

survey and worked an average of 29.5 hours per week. The average weekly working hours are

27 hours per week (SD = 15.37) and the average monthly net income is itemized in Tab.: 3.

Variable

non-depressed (%)

depressed (%)

missing

less than 500€
500 - 1.000€
1.000 - 1.500€
1.500 - 2.000€
2.000 - 2.500€
2.500 - 3.000€
3.000 - 3.500€
3.500 - 4.000€
4.000 - 5.000€
5.000 - 6.000€
6.000 - 7.000€
7.000 - 8.000€
8.000 - 9.000€
9.000 - 10.000€

10.000 - 12.000€

above 12.000€

0
4
8
8
17

— N
[N

O O OO W NPPOYNW

Tab.: 3 What is the approximate average net monthly household income?

*Non-depressed N=372, depressed N=72
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Tab.: 4 showed the group comparison between the entire sample, the non-depressed
subjects and the depressed subjects in tabular form in order to provide a better overview of
the cohort presented. The p-values were corrected using the Benjamini-Hochberg procedure

(Benjamini & Hochberg, 1995).

Variable total non-depressed depressed p-value
N=454 N=372 N =72
SD M SD M SD M
age 14,3 41,2 14,6 41 11,9 39 0,29
discrimination (school) 0,98 2,39 0,91 2,28 0,91 1,99 0,01
discrimination (work) 1,05 2,32 0,93 2,24 0,99 2,01 0,08
LSNR 6 6,34 17,42 5,21 18,24 5,27 13,14 0,01
Loneliness-Scale 2,1 2,79 1,53 2,37 2,21 4,57 0,01
MADRS 8,86 7,74 5,33 4,79 7,94 22,78 0,01
PHQ9 5,57 6,62 3,2 4,98 5,58 13,53 0,01
WHO5 5,93 16,4 4,43 14,95 4,35 22,51 0,01
sports activity 0,47 0,68 0,42 0,77 0,5 0,51 0,01
people in the neighbourhood are trustworthy 0,89 1,04 0,81 1,14 0,95 1,44 0,04
people in the neighbourhood help each other 1,10 1,36 0,91 1,31 1,10 1,88 0,01
people generally don't get along in the neighbourhood 1,01 3 0,88 2,98 0,94 2,72 0,05
total (%) non-depressed (%) depressed (%)
parents separated 27 19 28 0,22
marital status (unmarried) 22 19 39 0,01
marital status (married) 27 30 11 0,01
Currently in psychiatric treatment 20 69 29 0,01
previous mental illnesses 57 56 78 0,01
unemployment 11 1 10 0,01
sex (woman/men) 60/ 40 59/ 41 46 / 26 0,71

Tab.: 4 socio demographic Data

*M = mean; SD = standard deviation. The N can vary for the values, because the participants have left out questions.

4. 2 Relationship between psychosocial parameters and depression in the outpatient setting

Based on the SKID interview, 16.2% of participants currently had a diagnosed depressive
disorder. In the second external rating, the MADRS, the average score was 7.7 (SD = 8.8). Most
participants had a score between one and 11 (25% - 75% interquartile range). The PHQQ total
score had an average value of 6.4 (SD = 5.57) with a range of three to 26 points for the partic-
ipants. Currently, 19.5% of the study participants were undergoing psychiatric treatment. The
average age at first psychiatric complaints was 22.8 years (SD = 14.28) and the age at first
seeking help was 29.4 years (SD = 13.37). The average number of (partial) inpatient psychiatric
treatments was 1.7 treatments (SD = 2.66). Experiences of discrimination in the workplace (SD
=1.05) and at school (SD = 0.98) were measured below. The values ranged from zero to three
and in both categories the average value was 2.2. The spread of responses was similar in both
areas, which indicated a certain diversity in the experiences of the test subjects.

Regarding other questionnaires, the following results were obtained: for social networks

(LSNS6), the average score was 17.5 (SD = 6.34), with a range of zero to 30 and a median score
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of 18. The feeling of loneliness (UCLA Loneliness Scale) had an average score of 2.8, (SD = 2.10)
with a range of zero to nine. Here, 50% of the participants had values between one and four
and the standard deviation is 2.1. The average well-being score of the WHO-5 was 16.4 (SD =
5.93).

In the present data set, classic logistic regressions produced the following results for the
variables: A more intense feeling of loneliness ("Lonliness_overall") is strongly positively asso-
ciated with the prediction of the positive class (coefficient = .89). “Loneliness_overall" had the
highest permutation Importance (Importance = .09) of the variables, which showed that lone-
liness was the most important feature in the model which was determined by the ML Pipeline.
A more intense feeling of LSNS6 score (which measures social networks and social support)
was negatively associated with the diagnosis of depression (coefficient = -.61). The LSNS6
score also had a significant permutation Importance (Importance = .04). The number of inhab-
itants (coefficient = -.48), which possibly indicated the size of the place of residence, had a
negative coefficient. The number of inhabitants had a moderate importance (Importance =
.02). Unemployment was positively associated with the prediction of positive class (coefficient
=.35). Unemployment had the lowest permutation Importance among the listed characteris-
tics (Importance = .01). Regular physical activity also had an influence on the model, but less
strongly than the other characteristics (coefficient: - .25). Physical activity had a low permuta-

tion importance (Importance = .01).
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Fig. 2.: Permutation Importance
* Loneliness measured with the: UCLA Loneliness Scale and physical activity was measured using the question: “Do you en-

gage in physical activity at least once a week?”

To better illustrate the logistic regression models in training, the specificity and sensitivity

were described with the help of the model's confusion matrix:

predicted not depressed predicted depressed
actually not depressed 234 63
actually depressed 34 49
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4.2.1 Training Data
The model achieved an overall accuracy of .74 for the socio-demographic data during
training. The sensitivity for depressive cases was .59 and the specificity was.59. For the
non-depressed cases, the sensitivity and specificity were .79. Depressive cases had an ac-
curacy of .58. This resulted in an F1-score of .50 for depressive cases and the AUC value
was .75. For the PHQ9, the model achieved an overall accuracy of .83. The sensitivity was
.78 and the specificity was .59. The PHQ9 model using the PHQ9_Sum_Score shows a high
performance with an area under curve (AUC) score of .89 and an overall accuracy of .83.
The depressive cases achieved a precision of .58 and a sensitivity of .78, which represented
an improvement in sensitivity compared to the logistic regression model. The F1 score for
the depressed cases achieved an F1 score of .66. For the WHO5 model, the sensitivity was
.72 and the specificity was .59. The WHO5 model, which only uses the WHO5_Sum_Score,
achieved an AUC score of .87 and an overall accuracy of .77. The non-depressive cases also
performed better in this model, with a precision of .91 and a sensitivity of .78, which indi-
cated a high specificity in the prediction of non-depressive cases. The depressive cases
achieved a precision of .48 and a sensitivity of .72, resulting in an F1 score of .57 for the

depressive cases.

1.0 -
0.8
3
@
= 06
=
5
[e]
[« 8
S 0.4
'—
02 - Sociodemographic data (AUC = 0.75)
- PHQ9 data (AUC = 0.89)
_." WHOS5 data (AUC = 0.86)
o.o ‘. T T L Ll
0.0 0.2 0.4 0.6 0.8 1.0

False Positive Rate

Fig. 3.: Receiver Operating Characteristic — Training Data — where additional borderline cases were introduced due to using
borderline SMOTE - Logistic Regression
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4.2.2 Test Data

The model achieved an overall accuracy of .85 for the socio-demographic data in the
test. The sensitivity was .57 and the specificity was .57. The non-depressive cases performs
better than the depressive cases with a precision of .92 and a sensitivity of .91. The latter
achieved a precision of .53 and a sensitivity of .57. This led to an F1 score of .55 for the de-
pressed cases. For the PHQ9 model in the test, the model achieved an overall accuracy of .84.
The sensitivity for depressive cases was .86, and the specificity was .84. The PHQ9 model, as
measured by the PHQ9_Sum_Score, performed strongly with an AUC of .90 and an overall
accuracy of .84. For the depressed cases achieved an accuracy of .50 and a sensitivity of .86.
The F1 value of the depressed cases was .63. In the test, the WHO5 model showed an overall
accuracy of .80. For depressive cases, a sensitivity of .79 and a specificity of .80 were meas-
ured. With the WHO5_Sum_Score, the WHO5 model achieved an AUC value of .87 and an
overall accuracy of .80. The precision is .95, and the sensitivity is .80. Depressive cases
achieved a precision of .42 and a sensitivity of .79, resulting in an F1 score of .55 for the de-

pressed cases.
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Fig. 4.: Receiver Operating Characteristic — Test Data — Logistic Regression
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4.2.3 Logistic regression

Two logistic regression models were calculated. Model one was developed and calcu-
lated on a hypothesis-driven basis. A logistic regression analysis for the hypothesis-driven
model revealed a statistically significant result, x* (22, N = 444) = 139.44, p < .001, and ex-
plained 35.42% (Pseudo R?) of the variance. Model two, on the other hand, is based on the
factors identified in the machine learning pipeline and was calculated considering the entire
data set (N=444; Pseudo R2: 0.29; p < 0.001). In Tab.: 5 the results of the hypothesis-based,
classical regression are presented and in comparison, to this, Tab.: 6 shows a regression that

was carried out with the entire data set and then compared with the variables of the ML

model.
dependent variable: depression with the SKID Il
95% Cl
independent variable: b SE z p lower value upper value OR
constant -2.1606 0.185 -11.661 0.001 -2.524 -1.797 0.099
age -0.0608 -0.378 0.161 0.706 -0.377 0.255 0.711
gender 0.0146 0.153 0.095 0.924 -0.286 0.315 1.056
number of inhabitants 0.2851 0.192 1.484 0.138 -0.091 0.662 1.100
relationship status 0.1044 0.157 0.663 0.507 -0.204 0.413 1.094
unemployement 0.5066 0.196 2.586 0.010 0.123 0.891 1.642
discrimination at school -0.7293 0.298 -2.448 0.014 -1.313 -0.145 0.423
discrimination at workplace 0.0207 0.246 0.084 0.933 -0.461 0.502 0.977
financial problems 0.3752 0.168 2.237 0.025 0.046 0.704 0.785
presence of mental and
depressive disorders in the 0.4516 0.172 2.623 0.009 0.114 0.789 1.391
family
physical activity -0.1990 0.166 -1.198 0.231 -0.524 0.126 1.370
loneliness 0.7603 0.195 3.903 0.001 0.379 1.142 1.929
well-beeing -0.5663 0.194 -2.914 0.004 -0.947 -0.185 0.550
Tab.: 5 classical hypothesis-based regression
dependent variable: depression with the SKID Il
95% Cl
independent variable: b SE z p lower value upper value OR
constant -2.1747 0.186 -11.711 0.001 -2.539 -1.811 0.114
age -0.3106 0.176 -1.761 0.078 -0.656 0.035 0.742
gender 0.1173 0.160 0.735 0.462 -0.196 0.430 1.123
loneliness 0.8865 0.171 5.180 0.000 0.551 1.222 2425
well-beeing -0.5886 0.175 -3.364 0.001 -0.932 -0.246 0.558
number of inhabitants -0.3354 0.165 -2.037 0.042 -0.658 -0.013 0.716
unemployement 0.4736 0.183 2.594 0.009 0.116 0.831 1.604
physical activity -0.1224 0.151 -0.811 0.417 -0.418 0.173 0.882

Tab.: 6 classical regression with the ML parameters

An ROC curve (area = .83) was calculated in order to have a comparison metric (Fig.:

5). In addition to the modeling, a multiple linear regression was performed using the machine
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learning model. Age and gender were included in the model as additional covariances. Finally,
the ROC curve (Fig.: 6) for the hypotheses put forward was presented graphically, showing an

area under the curve (AUC) of .88, which confirmed the high performance of the model in

distinguishing between depressed and non-depressed cases in GP practice.
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Fig. 6.: Depicts the Receiver Operating Characteristic of pre-
defined hypotheses that were found trough a literature
search

Fig. 5.: Shows the Receiver Operating Characteristic of the
factors found trough the ML pipeline within the Logistic Re-
gression Model

5. Discussion

In this chapter, the results of the study presented are interpreted and discussed. The re-
sults are then compared with the current state of research. Finally, the strengths and limita-

tions of the present work for research are drawn.

5.1 Summary of the results in the context of the hypotheses

The sample consisted of predominantly German participants who were on average 41
years old and most of whom lived in a larger city or metropolitan area. The proportion of
women (60%) must be considered when interpreting the data. The majority of the participants
had a higher level of education (vocational baccalaureate or higher), which may indicate a
higher social and economic status. In addition, the test subjects had a high average net income
of 2.500 - 3.000€. Since most of the participants were employed and work an average of 29.5
hours per week, this could indicate a stable economic situation for the test subjects. At the
same time, however, there was a small group that was unemployed, which can be seen as a
risk factor for psychological stress and depression. The high proportion of married people or

people living in couple relationships (around 42.5% in total) indicate a stable social support
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system, which could have a positive effect on well-being. However, the proportion of partici-
pants whose parents had separated (20.3%) and the high number of known mental illnesses
in the family (59.5%) could indicate increased mental stress within this recruited cohort. The
high prevalence of an urban lifestyle and an economically stable situation suggests that both
protective and stressful factors were captured by the socio-demographic data in this popula-
tion. These factors could influence the risk of mental illness, which should be considered in
future studies or interventions. The SKID interview showed that 16,2% of subjects currently
suffered from a depressive disorder, which means that the majority did not show any notice-
able symptoms in this interview. The MADRS score (7.7) indicated low to moderate depressive
symptoms, whereby the high standard deviation (8.8) indicates a considerable variance in the
severity of symptoms among the participants. The PHQ-9 values (6.4) also showed a moderate
depressive burden in the sample. A significant proportion of the study participants were cur-
rently undergoing psychiatric treatment, which indicates an existing burden. The average age
at the onset of first symptoms and at first seeking help shows a time delay, which indicates a
delay in seeking help of around seven years. Although the mean value for first psychiatric help
is 29.17, the large standard deviation indicates that some participants had many treatments,
while others had few or no treatments. The average number of (partial) inpatient psychiatric
was 1.7 treatments, which specifically means that 50% of the participants have had between
zero and two treatments in their lifetime. In terms of experienced discrimination, it was shown
that most respondents had a moderate to high experience of discrimination in the workplace
(SD = 1.05). The LSNDR6 indicates a moderate social network in the sample population (M =
17.42; SD = 6.34). In the UCLA Loneliness Scale (M = 2.8), the standard deviation of 2.1 indi-
cates that the respondents' answers are widely dispersed. This suggests that there are partic-
ipants with both a very low and a very high loneliness score. With its mean value, the WHO-5
indicated a medium level of well-being (M = 16,4; SD = 5.93). This means that most partici-
pants experience a balanced sense of well-being, with no extremes such as zero or 30. As 25%
of participants scored 21 or above, this indicates that a quarter of participants had a fairly high

sense of well-being.

With regard to the machine learning process, the following results were shown in the
training dataset: the identification of 234 true negatives means that only a few people were
incorrectly classified as depressed, which indicates a high specificity. As in every model, there

are also subjects who were incorrectly classified as false negatives, although they belong to
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the depressive cohort. For the 49 true positives, the model shows a high sensitivity. The clas-
sification performance of the training shows for the socio-demographic data for non-depres-
sive cases that the sensitivity is .79, which means that the model correctly identified .79 of the
actual instances of this cases. The specificity for these cases is also .79, indicating that the
model correctly identified .79 of the actual non-depressed as such. For depressive cases, the
sensitivity is .59, indicating that the model correctly identified .59 of the actual depressives in
this class. The specificity for depressive cases is .59, meaning that the model correctly identi-
fied .59 of the actual non-depressives as such. In summary, the results show that the model
has a good ability to identify class 0 and is minimally more limited in identifying class 1. The
specificity is identical to the sensitivity for both classes. With an AUC score of .75, it is shown
that the model has a good overall ability to distinguish between the classes. In other words,
the socio-demographic data show a difference between depressed subjects and healthy sub-
jects. If the model is considered in relation to the PHQJ, a high performance in sensitivity and
specificity could be demonstrated. The AUC score of .89 shows a very good ability to distin-
guish between the classes. The WHO-5 model shows good performance with a sensitivity for
non-depressive cases of .78 and for depressive cases of .72. The specificity reflects the ability
of the model to correctly classify non-depressive. The AUC score of .86 underlines the overall
good discriminatory ability of the model between the classes. When all three areas are com-
pared with each other, it is noticeable that two standardized and established test procedures
such as the PHQ9 and the WHO-5 are only minimally better at predicting depression than the
sociodemographic data. The PHQ9 and the WHOS5 were developed specifically for the diagno-
sis of depression and are based on diagnostic criteria. In contrast, the sociodemographic sur-
vey does not contain any questions on symptoms. These results underline the key function of
sociodemographic data in communication between GPs and their patients. While question-
naires should certainly continue to be completed in the waiting area, the present results make
it clear that sociodemographic data are just as important. With an accuracy of .77 on the WHO-
5, the sociodemographic scores show an almost similar accuracy of .74. The integration of
sociodemographic data into the diagnostic process can provide valuable insights that go be-
yond the purely symptom-oriented questionnaires. Especially when it comes to capturing a
more comprehensive picture of the patient's life circumstances. These findings can be directly
incorporated into treatment planning, which standardized tests such as the PHQ9 and the

WHO-5 cannot do in the same way. The results suggest that the inclusion of information such
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as loneliness, well-being, unemployment and physical activity is of great importance, espe-
cially for psychotherapeutic practice. This indicates that a stronger focus on socio-demo-
graphic factors is essential in primary care. Not only does the accuracy of diagnosis improve,
but the therapeutic relationship is also strengthened and individualized treatment approaches

can be created.

The logistic regression analysis revealed significant correlations between certain vari-
ables and the probability of depressive disorders in the outpatient setting. Regarding the hy-
potheses, the following conclusions were drawn: a non-significant p-value (p > .05) indicates
that age at study inclusion has no statistically significant influence on the occurrence of de-
pressive disorders. The OR of .06 suggests that an increase in age is associated with a lower
likelihood of depression, but this relationship is not significant. Regarding the variable gender,
the p-value indicates that gender has no significant effect on the occurrence of depressive
disorders. We found an OR of 1.2, indicating that women have a slightly higher probability of
depression, but this relationship is not statistically significant. Hypothesis 1a is therefore re-
jected. Hypothesis 1b regarding the relationship status of the test subjects has no significant
influence on the probability of a current depressive illness (p = .51) and is therefore also re-
jected. The coefficient is positive, suggesting that individuals who are in a committed relation-
ship and living with their partner may have a slightly higher likelihood of having a depressive
disorder compared to other categories ("No" and "In a committed relationship but not living
together"). However, this effect is not significant and therefore the influence cannot be con-
firmed. Unemployment is significantly positively associated with depression (p < .01). We
found an OR of 0.51, indicating that unemployed people are 1.7 times more likely to be de-
pressed, suggesting that unemployment is a risk factor for depression. Hypothesis 1c is there-
fore confirmed. The analysis shows that the number of inhabitants of the place where the
participants grew up is significantly negatively associated with the probability of depression
(p < .05). The odds ratio of .71 indicates that people from larger towns are about 29% less
likely to suffer from depression. This suggests that hypothesis 1d can be confirmed. Hypothe-
sis 2a, that discrimination at school has a significant influence on depressive symptoms, was
confirmed. The analysis shows that discrimination at school is significantly negatively associ-
ated with the probability of depressive disorders (p = .01). The odds ratio of .48 suggests that
experiencing discrimination at school may be associated with an approximately 52% lower

likelihood of depressive illness. This suggests that experiencing discrimination at school may
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be associated with a lower likelihood of current depressive illness, but this seems contradic-
tory and should be investigated further. Experiencing discrimination at work has no signifi-
cant effect (p =.93) on the likelihood of current depressive illness. Financial problems show a
significant influence (p = .03) on the probability of a current depressive illness. Hypothesis 2b
is rejected, whereas hypothesis 2c is confirmed. Hypothesis 2d, which asks about previous
family illnesses, is significant (p = .01). This indicates that a family history of mental illness is
associated with a higher probability of a depressive illness and the hypothesis can be con-
firmed. Physical activity is not significantly associated with depression (p > 0.05) and hypoth-
esis 2e is therefore rejected. The OR of .20 indicates that physical activity may have a slightly
protective effect, but this effect is not statistically significant. The results of the logistic regres-
sion for loneliness (Lonliness_total) (p = .01) show that a coefficient of .76 is significantly pos-
itively associated with the occurrence of depressive symptoms. This indicates that people who
report a higher level of loneliness are more likely to be classified as depressed. Social support
(LSNS6_total) has a significant negative impact on the occurrence of depression (p < .04). An
OR of .57 indicates that greater social support is associated with a reduction in the likelihood
of depression, suggesting that social networks have a protective effect. Hypothesis 2f and 2g

can therefore be successfully confirmed.

Finally, a new regression was run on the entire dataset to ensure comparability across
different approaches. Loneliness is the most important feature in the model in terms of both
coefficients and permutation importance, suggesting that it is a strong predictor of depres-
sion. People who feel lonely are more likely to be categorized as depressed social support
from the (LSNS6) also plays a significant role. Its influence is negative, which means that
stronger social networks reduce the risk of depression. People with stronger social networks
and more social support are less likely to be classified as depressed. Population size and un-
employment are also relevant, but less influential. The number of inhabitants indicates that
people in larger towns are less likely to be classified as depressed. One possible reason for this
could be the better social and economic conditions. Although unemployment in particular is
positively associated with the prediction of depression, it plays a lesser role overall in the
model prediction. The unemployment results indicate that unemployment is a risk factor for
depression, as people without a job are more likely to be classified as depressed. Physical
activity in particular plays a minor role in the model prediction. The results for physical activity

show that increased activity can be associated with a reduction in depressive symptoms. This
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interpretation sheds light on which factors the model has identified as important predictors
for the states to be classified and how strongly these factors influence the model's decisions.
The Importance of LSNS6 indicates that social support and networks play a significant role in
model prediction but are less important than loneliness. The number of inhabitants influences
the model, but not as strongly as loneliness and social support. Unemployment and physical

activity are less decisive for the prediction than the other characteristics.

5.2 Discussion of the results considering the current state of research

The present results extend the correlations documented in the literature between de-
mographic, psychosocial factors and depressive symptoms. The gender differences reported
in the literature (Bebbington (1996); Piccinelli & Wilkinson (2000), Kiihner (2003)) could not
be confirmed in this study. There are still inconsistent findings in the literature (Hammarstrom
et al. 2009). Empirical evidence has already shown that the low treatment rate among men is
not due to a better state of health, but rather, for example, to the discrepancy between the
perception of need and behavior when seeking help. This is probably still due to outdated
traditional social norms (Moller-Leimkiihler, 2002). In comparison to the sample recruited
here, this problem can be illustrated: 46% of women fulfil depressive symptoms and only 26%
of men. In ourmachine learning model presented here, gender did not show any significance,
but future studies should confirm these results. Other studies (Weissman and Klerman, 1977;
Kronke & Spitzer, 1998; Williams et al, 1995; Stage & Kragh-S@rensen et al, 2003; Poutanen et
al, 2009; Miiller et al, 2024) have shown a wide variety of results on this for decades and it will
probably take much larger, longitudinal studies to clarify the question of whether there are
gender-specific differences in prevalence or whether depressive symptoms determine the re-
sponse behavior to the therapy. In all researched studies (Busch et al., 2013; Hapke, Cohrdes,
& Niibel, 2019; Strine et al., 2006), the highest prevalence of depressive symptoms in both
genders was between 18 and 29 years of age. This cannot be reflected in the outpatient setting
here, as the average age is 41 years. The results of Beesdo-Baum and colleagues (2017) point
in the same direction, the participating patients were on average 53.8 years old, with a range
of 18-95 years and 60.4 % were female. Therefore, it is pointed out that also other psychoso-
cial parameters should be addressed. Overall, Allen and colleagues (2014) discovered that
mental disorders most heavily impact disadvantaged and impoverished populations. This can
also be shown here by the net household income per person. In our study, the subjects with

depressive symptoms had the lowest income with an average of 2.500€. The analysis shows
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the significant role of unemployment as a risk factor for depression. This is in line with previ-
ous studies that have shown a strong link between unemployment and mental illness (Hans &
Lee, 2015; Reibling et al., 2017). Our calculations show that the size of the place of residence
is also a relevant factor. People who grew up in larger towns are significantly less likely to
suffer from depression. However, the researched studies report that the lowest prevalence of
depressive symptoms was found in small towns (Robinson et al., 2017 & Busch et al., 2013).
The correlation we found could be explained by several factors. Larger cities may offer better
access to health services, social networks and employment opportunities, which could act as
protective factors against depression. It should also be noted that, on average, participants
live in larger cities than they grew up in. This indicates that changes in city size across the
lifespan may play a role in mental health (Lederbogen et al., 2011). These results suggest that
the city size in which the subjects grew up may have a long-term influence on mental health.
This should be investigated further in future studies. One caveat is that our study largely took
place in the greater Munich area and therefore fewer patients came from small towns.

We found that family history was significantly associated with an increased likelihood
of depressive illness. This finding is consistent with previous studies that emphasize the im-
portance of family influences on mental health (Han & Lee, 2015; Brydsten, Hammarstrom &
San, 2018). When considering educational status, we were also able to recognize that a lower
prevalence was shown in the upper education group than in the middle or lower education
group, which has also been documented in the literature (Heidemann, 2021). An unexpected
finding of our study is the relationship between experiencing discrimination at school and a
lower likelihood of depression. At first glance, this relationship appears contradictory, as dis-
crimination is typically considered a risk factor for mental iliness (Benner et al., 2018). One
possible explanation could be that the difficulties experienced at school may promote resili-
ence or that the adult test subjects subsequently developed stronger coping strategies. In ad-
dition, the average age in our study was 42 years and we cannot draw any conclusions about
the presence of depression in childhood and adolescence. Further research is needed to bet-
ter understand this relationship. Studies related to discrimination in school and depression in
adulthood were not found in the literature. Smyth and colleagues (2015) identified the impact
of perceived emotional support and the size of the friend and family network as protective
factors against mental health disorders. This may also be reflected by the LSNS6 in the cohort.

Our results showed a negative influence on the occurrence of depression (p <.01). This means
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that stronger social support is associated with a reduction in the likelihood of depression, in-
dicating that social networks have a protective effect. In terms of society, there has been an
increased focus on safety in the neighborhood (Chen et al., 2017; Stansfeld et al., 2017). A
study in China showed that a lower level of depression can be associated with satisfaction in
the living environment and safety in the neighborhood (Fu, 2018). The neighborhood connec-
tion was also surveyed in this sample and the questions correlated strongly with the severity
of depressive symptoms. Further studies, especially in German-speaking countries, are
needed to substantiate our findings.

The results presented in relation to loneliness show that it has remained high even
after the COVID-19 pandemic. The presence of loneliness shows that it is a key predictor of
the onset of depressive symptoms in outpatients. These findings are consistent with the grow-
ing literature that identifies loneliness as a significant risk factor for depression, particularly in
post-pandemic contexts (Entringer, 2022; Kirkland et al., 2023). The importance of social sup-
port for mental well-being is again underpinned by our findings. People with a strong social
network are significantly less likely to suffer from depression. This is confirmed by numerous
studies that emphasize the protective factor of social support for mental health (Smyth et al.,
2015).

Henkel and colleagues (2003) have pointed out that the use of the WHO-5 scale can
help GPs to recognize depression at an early stage. The results here confirm this, but the socio-
demographic data should not only be seen as a supplement to established test procedures
but should be investigated as an essential component of the diagnosis and treatment of de-
pression. Our results could have an impact on the design of future diagnostic tools and thera-
peutic treatment approaches. For example, the waiting room in GP surgeries should serve as
a tool here, in which patients can fill out a PHQ9 in a resource-saving manner and socio-de-
mographic data can be determined. The GPs could already be provided with valuable infor-
mation and the personal discussion could clarify any unanswered questions. In our recruited
cohort, 16.2% of depressed patients were interviewed. The literature confirms that up to 20%
of patients treated as outpatients in primary health care have depression (Burnham et al.,
1989; Coulehan et al. 1990; Gerber et al., 1992). If more recent studies that relate the diag-
nostic criteria specifically to the ICD-10 are included, the prevalence indicates 10 - 14% of

depressed patients in GP practices (Winter et al., 2000; Beesdo-Baum et al., 2017 & Jacobi et
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al., 2002). Research is also already being conducted worldwide on the topic of social determi-
nation in the outpatient setting (Muller et al., (2024); Hildebrandt, Stage & Kragh-Sgrensen
(2003); Bertakis et al. (2001); Poutanen and colleagues (2009)), but the comparability of the
data is limited. This supports the argument that it is important to conduct further studies on
this topic in order to enable comparability. It is difficult to compare studies across countries,
as there is no standardized global approach to primary care. For example, the system of a
general practitioner differs between countries and some also offer disorder-specific consulta-
tion hours or support services (Miiller et al., 2024).

Screening for mental ilness is often challenging for primary care providers. This is due
to various factors such as insufficient specialist knowledge in the field of psychiatric care
(Beesdo-Baum et al., 2017; Jacobi et al., 2002), potentially negative reactions from patients to
the screening, as well as the perception and getting to know the patients personally. However,
time constraints and a lack of familiarity of primary care providers with the treatment of psy-
chiatric disorders also play an essential role (Wittchen & Pittrow, 2002). GPs who have com-
pleted an additional qualification in psychotherapy had significantly better scores in the recog-
nition of depression (Beesdo-Baum et al., 2017). This shows the importance of specific training
for GPs, especially with the prevalence of 9.2% for depression in Germany, which is higher
than the European average of 6.6% (Hapke, Cohrdes, & Niibel, 2019). Given the considerable
importance of early and specialized treatment for depressed patients, it is surprising that only
a small proportion of doctors (7.5%) report consistently referring their patients to psychia-
trists. This is mainly due to the fact that the doctors surveyed emphasized the difficulty of
referring patients to psychotherapists (49.6%) or psychiatrists (31.9%) (Wittchen & Pittrow,
2002). These figures highlight a worrying gap in care. This may be due to a lack of resources,
time pressure or inadequate training in dealing with mental illness in primary care.

Particularly alarming is the fact that two thirds of depressed adults in Germany con-
tinue to be underserved, which underlines the urgency of improving care structures (Thorni-
croft et al., 2017). This undersupply is reflected both in the limited availability of specialists
and in the limited variety of treatment options offered in primary care (Robert Bosch Stiftung
(2021) & Kassenarztliche Bundesvereinigung (2024)). Primary care, which for many patients is
the first and often only point of contact with the healthcare system, therefore does not appear
to be adequately prepared for the complex needs of depressed patients. This situation high-

lights the urgent need for increased efforts to improve collaboration between GPs and mental
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health specialists. Training for primary care physicians must be expanded and the availability
of specialized services (e.g. psychotherapy) must be increased. Only through integrated care
that addresses the individual needs of patients can the problem be countered.

In order to strive for an improvement in one's own country, a wide variety of concepts
should be examined to enable the practitioner to provide patient-oriented care. In the overall
comparison of the studies presented, particular attention should be paid to the fact that every
depression has an individual course. In addition, the age differences between patients must
be taken into account, as the perception and weighting of depression can differ (Beesdo-Baum
et al., 2017). In order to obtain an overall view, large samples of data on psychosocial factors
should be collected in order to integrate these aspects. The measures recommended in the
S3 guidelines, such as the use of screening questionnaires and flow charts or individual train-
ing courses on depression, appear to play a subordinate role in GP depression diagnostics to

date (AWMF, 2022).

5.3 Strengths and limitations

It is a cross-sectional outpatient study in which information on the course of the disor-
der could not be considered retrospectively, or only to a limited extent. A follow-up by a lon-
gitudinal study is advisable to be able to depict the prospective course. Due to the time and
administrative effort required for the study, practices were selected in the vicinity of the LMU
University Hospital working and residential cities. The participating medical practices that
have registered to take part in the study already show an intrinsic motivation for the topic.
The motivation of the participants could have been influenced by the awarding of the trial
vouchers. Due to the lack of specific laboratory parameters as a basis for the diagnosis of de-
pression, a detailed anamnesis and the use of diagnostic procedures as well as careful evalu-
ation of the results are required. A major limitation of this study is the fact that the sample of
depressive patients is small. This can be seen, for example, in the lack of correlation between
gender and the occurrence of depression. The result is not statistically significant in the re-
gression, despite a clear majority of depressed women in the sample. This indicates an inade-
guate sample size, which may not be sufficient to reliably recognize the differences between
the genders. The lack of significance indicates that the observed distribution may have come

about by chance and does not necessarily point to an actual correlation. A larger sample or
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additional analyses may be required to be able to make clearer statements about the influ-
ence of gender on the development of depression. This also applies to age and relationship
status. However, it is even more significant that unemployment, the number of inhabitants
and discrimination at school showed significant results despite the smaller sample. It also re-
lates to loneliness and well-being, which are particularly important for future studies in ther-
apeutic settings. Preventive measures based on psychosocial parameters could have an influ-
ence on reducing the incidence of depression in patients in general practice. This aspect could
not be researched and was not included in the study. Not only the specific focus on psychoso-
cial factors, as presented in our work, is new in the GP setting, but also the statistical approach
shows a new and innovative side of this work. Machine learning was added to classical statis-

tics to identify extended correlations and patterns.

5.4 Outlook

The studies from the literature are usually conducted using outdated questionnaires
and methods and cannot be explicitly compared with today's measurement instruments. So-
cio-cultural aspects are not included enough; these should also be considered across the
board and most studies do not imply this. It is also important to recognize that differences in
mental health in relation to characteristics such as race, gender and ethnicity often stem from
experiences of oppression or discrimination. A difficult component is to implement a focus on
mental illness in GP practices. A calm setting in which the practitioner and patient can fully
open is usually required for the enquiry into mental well-being. The time pressure and the
large number of patients in GP surgeries usually do not allow this.
Future studies should replicate our results in GP practices. In other words, large samples
should be aimed for, a longitudinal research design should be chosen, and the use of machine
learning methods should be included. This may lead to the improvement of diagnostic criteria
for GPs based on simple screening tools. This could provide a new perspective on the diagnosis
of depression and clarify early warning signs by including psychosocial parameters. Those af-

fected could thus receive more effective treatment and support.
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VI Apendix

Klinik und Poliklinik fur Basisphenctypisierung /Aufnahmebogen

Psychiatrie und Psychotherapie

Y KLINIKUM
1. Soziodemographische Informationen

Vorname, Familienname

Wann sind Sie geboren? [ —

Tag / Monat / Jahr
In welcher Stadt/ welchem Ort sind Sie geboren?
Ihr Geschlecht? O weiblich [ mannlich O divers
Ihre KérpergroBe cm
Ihr aktuelles Korpergewicht kg

Derzeitiger Familienstand [Mehrfachnennungen sind méglich]

[ ledig [ verheiratet*, getrennt lebend
[ in Paarbeziehung lebend [ geschieden
[ verheiratet* [ verwitwet

*incl. eingetragene Lebenspartnerschaft

Mit wem leben Sie zusammen? [Zutreffendes bitte ankreuzen. Mehrfachnennungen sind méglich]

[ allein [J Geschwister [ therapeutische Wohngemeinschaft
[ Lebenspartner/-in [J GroReltern / GroBelternteil G)

[J Ehepartner/-in [ andere Familienangehérige betreutes Wohnen

[ kind(er) [ Freunde/ Bekannte [J Notunterkunft

[ Entem(teil) [ wohngemeinschaft [ obdachlos/kein fester Wohnsitz

[0 schwiegereltern(teill (1 Wohnheim

Wie viele Personen leben in Ihrem Haushalt, Sie selbst eingeschlossen?
Gemeint sind alle Personen, die zum Haushaltseinkommen beitragen oder davon abhéngig sind. Wenn Sie in

einer Wohngemeinschaft wohnen, aber z.B. das Gehalt nicht geteilt wird: eine Person.

Anzahl Erwachsene (d.h. > 18 Jahre):
Anzahl Minderjahrige (d.h. < 18 Jahre):

Haben Sie leibliche Kinder?
[J nein Wenn ja, wieviele?
Oja Wenn ja, wie alt sind ihre Kinder? in Jahren] __

Sind Sie alleinerziehend?

Oja [ nein

Versorgen Sie pflegebediirftige Angehdrige?

Oja O nein




Ihr héchster Schulabschluss

[ schiiler/in, besuche eine allgemeinbildende
Vollzeitschule

[J schiiler/in, besuche eine berufsorientierte
Aufbau-, Fachschule 0.4,

[ von der Schule abgegangen ohne
Hauptschulabschluss
[Volksschulabschluss]

[ qualifizierter Hauptschulabschluss /
[Voiksschulabschiuss]

[ Mittlere Reife / Realschulabschluss

[J Fachabitur / Fachhochschulreife

[J Abitur / Aligemeine Hochschulreife
[z.B. Gymnasium, FOS-13]

[ Abschluss der Polytechnischen Oberschule 10.

Klasse
{vor 1965: 8. Klasse]

[ Férder-/Sonderschulabschluss

[ einen anderen Schulabschluss, und
zwar

Welche beruflichen Ausbildungsabschliisse haben Sie?
[Kreuzen Sie bitte Zutreffendes an, Mehrfachnennungen sind moglich]

Berufsvorbereitungsjahr]

[ Promotion
[ Einen anderen beruflichen Abschluss:

[J gegenwartig Schiiler/-in, daher (noch) keine berufliche Ausbildung
[ gegenwartig in beruflicher Ausbildung [Auszubildende/-r, Student/-in, Praktikant/-in,

[ Keinen beruflichen Abschluss und bin nicht in beruflicher Ausbildung
[ Beruflich-betriebliche Berufsausbildung abgeschlossen [Lehre / Ausbildung).

[ Berufiich-schulische Ausbildung abgeschlossen [Berufsfachschule, Handelsschule,
Vorbereitungsdienst fiir den mittleren Dienst in der offentlichen Verwaltung]

[ Ausbildung an einer Fach-, Meister-, Technikerschule, Berufs- oder Fachakademie abgeschlossen
[ Bachelor an einer (Fach-)Hochschule abgeschlossen

[ Fachhochschulabschluss [z. B. Diplom, Master]

O universititsabschluss [z. B. Diplom, Magister, Staatsexamen, Master]

lhre derzeitige berufliche Situation

[Kreuzen Sie bitte Zutreffendes an, Mehrfachnennungen sind maglich]

[ volizeit erwerbstatig
[ Teilzeit erwerbstitig
[ Hausfrau/Hausmann

[ 1n Umschulung
O Arbeitslos

Oseit
O student/-in
[ Rentner/-in, Pensionar/-in
O Attersteilzeit
[0 vorruhestandler/-innen

[J Dpauerhaft erwerbsunfahig

[ aufgrund kérperlicher Erkrankung

[ andere:

[ Mutterschafts-, Erziehungsurlaub, Elternzeit oder sonstige Beurlaubung

[ .Ein-Euro-Job” [bei Bezug von Arbeitslosengeld 1]
[ schiiler/-in an einer allgemeinbildenden Schule

[ in einer beruflichen Ausbildung/Lehre/duales Studium [Sie bekommen Geld in Ihrer Ausbildung]

[ aufgrund psychischer/psychiatrischer Erkrankung

O Geringfiigig erwerbstatig, 450 Euro- oder Mini-Job
[ Gelegentlich oder unregelméRig beschéftigt
O Bundesfreiwilligendienst, Freiwilliges Soziales/Okologisches Jahr

71



Waren Sie in den letzten drei Monaten berufstétig?
[ nein Cja &  Wennja, 1. Arbeitsmarkt? [ nein Oja

Wie viele Stunden arbeiten Sie normalerweise insgesamt pro Woche?
_ bezahlte Stunden / Woche

Wie hoch ist in etwa das durchschnittliche monatliche Haushaltseinkommen?

[Das gesamte monatliche Nettoeinkommen, dass alle in threm Haushalt Zusammenlebende nach Abzug der
Steuern und Sozialabgaben, bzw. nach Abzug der Betriebsausgaben bei Selbststéndigen haben? Unter
durchschnittlichem monatlichem Nettoeinkommen Ihres Haushalts ist die Summe zu verstehen, die sich aus
Lohn, Gehalt, Einkommen aus selbststéndiger Tétigkeit, Rente oder Pension ergibt. Rechnen Sie bitte auch die
Einkiinfte aus &ffentlichen Beihilfen, Einkommen aus Vermietung und Verpachtung, Vermdgen, Wohngeld,
Kindergeld und sonstige Einkiinfte hinzu und ziehen Sie dann Steuern und Sozialversicherungsbeitrége ab (bzw.

falls selbststandig abziiglich der Betriebsausgaben und Steuern)

[J weniger als 500€ [J 2000-2500€ [J 4000-5000 € [J 8000-9000 €
[J 500-1000 € [ 2500-3000 € [J 5000-6000€ [ 9000-10000¢€
[J 1000-1500 € [J 3000-3500 € [J 6000-7000 € [ 10000-12000€
[ 1500-2000 € [ 3500-4000 € [ 7000-8000 € [ aber 12000€

Sind Sie selbst, ihre Eltern oder ihre GroBeltern [gréBtenteils] in einem anderen Land aufgewachsen als dem
Land ihres jetzigen Wohnorts? [Mehrfachnennungen bei ,ja* méglich]

Onein  [ja, ich selbst Oja, Mutter;Land: [ ja, GroBelterngeneration
Land: [ ja, Vater; Land:
In welchem Land sind Sie geboren? [J peutschland
[ anderes Land:
Welche Sprache ist lhre Muttersprache? [ peutsch
[ andere Sprache:

Welche GréRe hat ihr aktueller Wohnort (Einwohnerzahl)?

O bis 5000  [Dorf/Landstadt] O bis 100.000 [GroBe Mittelstadt]
[ bis 20.000 [Kleinstadt] [ bis 500.000 [GroRstadt]
O bis 50.000 [Kleine Mittelstadt] [ iiber 500.000 [GroBstadt]

Welche Einwohnerzahl hatte der Ort / die Stadt, in welchem/r Sie (iberwiegend) aufgewachsen sind?

[J bis 5000  [porf/Landstadt] O bis 100.000 [GroBe Mittelstadt]
[ bis 20.000 [Kleinstadt] [ bis 500.000 [GroBstadt]
[ bis 50.000 [Kleine Mittelstadt] [ iiber 500.000 [GroBstadt]

Sind Sie in lhrer Kindheit / Jugend umgezogen? Und wenn ja, wie oft?
I nie

[J im Alter von  0-5 Jahren. Anzahl Umziige: ____

] im Alter von  5-10 Jahren. Anzahl Umziige: ____

[J im Alter von 10-15 Jahren. Anzahl Umziige: _
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2. Psychiatrische Vorgeschichte

Befinden Sie sich aktuell in psychiatrischer Behandlung?

[ ja, ambulant [ ja, teilstationdr [ ja, stationér [ nein.

Bei wem befinden Sie sich derzeit in ambulanter Behandlung aufgrund lhrer psychischen
Erkrankung/Probleme? [Mehrfachnennungen méglich]

[ psychiater/in/Nervenarzt [ psychotherapeut/in (psychologische/r oder arztliche/r)
[J Neurologe
[ Hausarzt [J Andere:

[0 psychologe/Beratungsstelle [ Keine ambulante Behandiung diesbez(glich

Wie alt waren Sie, als bel Ihnen zum ersten Mal psychische / psychiatrische Symptome auftraten?
[z.8. Beginn Freudlosigkeit bei Depression, Beginn Angste bei Angststérungen]

(Jahre)

Wie alt waren Sle, als Sie zum ersten Mal wegen seelischer/psychischer Beschwerden Kontakt zu
professioneller medizinischer, psychotherapeutischer, und / oder psychologischer Hilfe aufnahmen?

(Jahre)

An wen haben Sie sich bei diesem Erstkontakt aufgrund ihrer psychischen Beschwerden gewendet?

[J Psychiater/-in / Nervenarzt/-in (ambulant) [J Hausarzt/-in

[ psychotherapeut/in (psychologische/r oder [ andere Arzt/Arztin

arztliche/r) [ andere Kilinik (stationér)

[ psychiatrische / psychosomatische Kiinik O Andere:

stationér) [ heutige/derzeitige Behandlung ist der
Neurologe/-in Erstkontakt

[0 psychologe/in/Beratungsstelle/Seelsorge

Wie alt waren Sie bei der ersten (teil-) stationéren psychiatrischen Behandlung?

(Jahre)

Wie viele Male waren Sie bisher in (teil-)stationérer psychiatrischer Behandlung?
[Verlegungen ausschliefen; falls ungenau, bitte niedrigste Zahl nehmen; falls zu zahlreich, bitte ,99" angeben;
aktueller stationarer Aufenthalt wird mitberechnet]

3. Familienanamnese

Haben sich Ihre Eltern getrennt?

[ Nein Oua > Mein Alter damals:

Haben Sie den Kontakt zu einem Elternteil (oder vergleichbar wichtigen Person) fiir ldngere Zeit oder
dauerhaft verloren (z.B. durch Tod, Trennung, Geféngnis) verloren? Wie alt waren Sie, als dies das erste Mal

passlerte?

[ nein [ ja, zur Mutter [ ja, zum Vater Dja. andere Person:
Mein Alter: ___ Mein Alter: ___ Mein Alter: _
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Wie viele Geschwister haben Sie?

Anzahl der Geschwister Oo 01 2 O3 Oa4 O»4

Anzahl der Halbgeschwister [J 0 O1 O2 Os Oa Os4

Leidet oder litt einer lhrer leiblichen Angehdrigen an einer der folgenden psychischen Erkrankungen?

Angststérung (z.B. Panikstérung, Phobien, andere Angststdrungen)

[ Mutter [0 Geschwister [ Halbgeschwister [ GroBeltern

O vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Depression

[ Mutter [J Geschwister [J Halbgeschwister [ GroBeltern

[ vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Zwangserkrankung

[ Mutter [J Geschwister [ Halbgeschwister [ GroReftem

[ vater O Eineiige Zwillingsgeschwister ] Tante / Onkel

[ eigenes Kind [ zweielige Zwillingsgeschwister [ nein / nicht bekannt
Alkohol- oder Drogenabhéangigkeit

[ Mutter [ Geschwister [ Halbgeschwister [ GroReltern

O vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Medikamentenabhangigkeit

I Mutter [J Geschwister [] Halbgeschwister [ GroReltern

[ vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Schizophrenie oder Psychose

O Mmutter [ Geschwister [ Halbgeschwister [ GroBeltern

[ vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Manisch-depressive (bipolare) Erkrankung

I Mutter [J Geschwister [ Halbgeschwister [ GroReltern

[ vater [ Eineiige Zwillingsgeschwister [J Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Demenz / demenzielle Erkrankung

I Mutter [J Geschwister [ Halbgeschwister [ GroReltern

[ vater [ Eineiige Zwillingsgeschwister 1 Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
Autismus

I Mutter [J Geschwister [ Halbgeschwister [ GroBeltern

[ vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister 3 nein / nicht bekannt
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Geistige Behinderung

O Mutter [J Geschwister [ Halbgeschwister [ GroBeltern
[ vater [] Eineiige Zwillingsgeschwister [J Tante / Onkel
[ eigenes Kind [ zweieiige Zwillingsgeschwister ] nein / nicht bekannt

Nicht definierte psychische Erkrankung /starker Verdacht auf psychische Erkrankung

[ Mutter [J Geschwister [ Halbgeschwister [ GroBeltern
O vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel
[ eigenes Kind [J zweieiige Zwillingsgeschwister [ nein / nicht bekannt

Suizide in lhrer Verwandtschaft

O Mutter ] Geschwister [ Halbgeschwister ] GroReltern
[ vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel
[ eigenes Kind [J zweieiige Zwillingsgeschwister [ nein / nicht bekannt

Leidet oder litt einer Ihrer leiblichen Angehdrigen 1. Grades (Eltern, Geschwister, eigene Kinder) an einer der
folgenden kérperlichen Erkrankungen?

[ piabetes mellitus [ Herzinfarkt [ Krebsleiden
uckerkrankheit") [ schiaganfall [J Rheuma/Autoimmunerkrankung
Bluthochdruck O

Ubergewicht

Hatte ein Verwandter von lhnen vor seinem 60. Lebensjahr einen Herzinfarkt?

[ Mutter [ Geschwister [ Halbgeschwister [ GroBeltern

[ vater [ Eineiige Zwillingsgeschwister [ Tante / Onkel

[ eigenes Kind [ zweieiige Zwillingsgeschwister [ nein / nicht bekannt
4. Psychopharmaka

Haben Sie bereits einmal Psychopharmaka zur Verbesserung lhrer psychischen Symptome genommen?

[ nein
Jja = Wenn ja, welche

Nehmen Sie aktuell Psychopharmaka zur Verbesserung lhrer psychischen Symptome?

[ nein
Oja = wennja, welche

Haben Sie in den letzten 12 Monaten Beruhigungsmittel, Schlafmittel, Sedativa, Hypnotika benétigt bzw.
eingenommen?

[ nein _ [J 1-mal pro Monat oder seltener

[ ja > wenn ja, welche und wie oft? [ 2- bis 4-mal im Monat

[ 2- bis 3-mal pro Woche

[J 4-mal oder mehrmals pro Woche, aber nicht

Efaghen
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Loneliness Scale aus dem Socio-Economic Panel
Die folgenden Fragen beziehen sich auf Ihr soziales Umfeld.

Gar nicht | Selten Haufig Sehr

héufig
Wie oft haben Sie das Gefiihl, dass lhnen die a 0 A o
Gesellschaft anderer fehlt?
Wie oft haben Sie das Gefiihl, auBen vor zu sein? | O O O
)Nle‘ oft haben Sie das Gefiihl, dass Sie sozial 5 o 3 o
isoliert sind?

Lubben Social Network Scale

Unser soziales Umfeld bietet uns Gesellschaft und Freizeitkontakte, aber auch Hilfe und Unterstiitzung in

ernsten Situationen.

Zuniéchst fragen wir nach Kontakten zu Familienangehdrigen und Verwandten (Eheparter, Kinder,

Enkelkinder, Verschwégerte und andere Verwandte).

9oder | 5bis [3oder [2 [1 |keine |
mehr |8 4
Mit wie vielen Familienangehdrigen treffen Sie sich
mindestens einmal im Monat oder haben Sie mindestens ] O (m] ool O
einmal im Monat sonstigen Kontakt (z.B. telefonisch)?
Mit wie vielen Familienangehdrigen sind Sie so vertraut, dass N o o a O
Sie sie um Unterstiitzung bitten knnen?
Mit wie vielen Familienangehd&rigen sind Sie so vertraut, dass o o o O
Sie private Angelegenheiten mit ihnen besprechen kdnnen?
Jetzt fragen wir nach Kontakten zu Freunden und Nachbarn.
Q9oder | 5bis |3oder (2 |1 |keine
mehr 8 4
Mit wie vielen Freunden oder Nachbam treffen Sie sich
mindestens einmal im Monat oder haben Sie mindestens a a ] oo a
einmal im Monat sonstigen Kontakt (z.B. telefonisch)?
Mit wie vielen Freunden oder Nachbarn sind Sie so veriraut,
dass Sie sie um Hilfe bitten knnen? o - 0 ojo] o
Mit wie vielen Freunden oder Nachbam sind Sie so vertraut,
dass Sie private Angelegenheiten mit ihnen besprechen O O O oo (]
kénnen?

WHO-5 Fragebogen zum Wohlbefinden

Die folgenden Aussagen betreffen Ihr Wohlbefinden in den letzten zwei Wochen. Bitte markieren Sie bei
jeder Aussage die Antwort, die Ihrer Meinung nach am besten beschreibt, wie Sie sich in den letzten zwei

Wochen gefiihlt haben.
In den letzten zwei Wochen... Die Meistens | Etwa Etwas |Ab | Zu
ganze mehrals | weniger | und | keine
Zeit die alsdie |zu m Zeit-
Halfte Halfte punkt
der Zeit | der Zeit
...war ich froh und guter Laune [m] [m] [m] a m] [m]
...habe ich mich ruhig und entspannt gefiihit a [} [m} O [m] O
..habe ich mich energisch und aktiv gefiihit O O O a O O
..habe ich mich beim Aufwachen frisch und o o o a o a
ausgeruht gefiihlt
..war mteln Alltag voller Dinge, die mich O 0 o o 5 U
interessieren
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Patient Health Questionnaire -9

Wie oft filhlten Sie sich im Verlauf der letzten 2 Wochen durch die folgenden Beschwerden beeintréchtigt?

zufiigen mochten?

Uberhaupt | An An mehr | Beinahe
nicht einzelnen | alsder | jeden
Tagen Hilfte Tag
der Tage

Wenig Interesse oder Freude an lhren Tétigkeiten a O (] a
Niedergeschlagenheit, Schwermut oder ;
Hoffnungslosigkeit o o = a
Schwierigkeiten ein- oder durchzuschlafen oder
vermehrter Schlaf o o o 0
Miidigkeit oder Gef(ihl, keine Energie zu haben a O (m| O
Verminderter Appetit oder (iberméBiges Bedirfnis zu a O o o
essen
Schlechte Meinung von sich selbst; Gefiihl, ein Versager o O o o
zu sein oder die Familie enttduscht zu haben
Schwierigkeiten, sich auf etwas zu konzentrieren, z.B. o a o o
beim Zeitunglesen oder Fernsehen
Waren |hre Bewegungen oder lhre Sprache so
verlangsamt, dass es auch anderen auffallen wiirde?
Oder waren Sie im Gegenteil ,zappelig” oder ruhelos und m} a a a
hatten dadurch einen stérkeren Bewegungsdrang als
sonst?
Gedanken, dass Sie lieber tot wéren oder sich Leid 0 o o o
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Pokal - ID: Aktuelles Datum:

Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up

VELSA Fragebogen

1.Geben Sie Ihr Geschlecht an:
Bitte wahlen Sie eine der folgenden Antworten:

o Mannlich
o Weiblich
o Divers

2. Sind Sie derzeit verheiratet oder in einer Beziehung und leben Sie mit lhrem Partner

zusammen?
Bitte wahlen Sie eine der folgenden Antworten:

o Ja
o Nein (Sie kédnnen Frage 3. Uberspringen)
o In einer festen Partnerschaft, aber nicht zusammenlebend

3. Hat lhr Partner eine andere ethnische Herkunft oder Nationalitét als Sie?
Bitte wahlen Sie eine der folgenden Antworten:

o Ja

o Nein

4, Ist Ihre feste Beziehung in den letzten 12 Monaten in die Briiche gegangen, z. B. durch
Scheidung, Trennung oder Auszug?
Bitte wahlen Sie eine der folgenden Antworten:

o Ja
o Nein

5. Kimmern Sie sich um jemanden mit einer Krankheit oder Behinderung (kérperlich oder
geistig), der auf besondere Pflege angewiesen ist?
Bitte wéahlen Sie eine der folgenden Antworten:

o Ja
o Nein

6. Gehen Sie mindestens einmal pro Woche einer sportlichen Aktivitat nach?
Bitte wéhlen Sie eine der folgenden Antworten:

o Ja

o Nein
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Pokal - ID: Aktuelles Datum:
Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up

7. Wie groB ist der Unterschied zwischen inrem Traumkorper und ihrer aktuellen Figur?
Bitte wéhlen Sie eine der folgenden Antworten:

o Kein Unterschied
o Klein
o Moderat
o GroB
o SebhrgroB
8. Hatten Sie schon einmal einen Herzinfarkt, einen Schlaganfall oder ein anderes kardio-

vaskuldres Ereignis (etwa eine Durchblutungsstdrung an den Beinen oder andere Organe)?
Bitte wahlen Sie eine der folgenden Antworten:

o Ja

o Nein
0. Hatten sie innerhalb der letzten 12 Monate Kopfschmerzen, wenn ja, wie haufig?
Bitte wahlen Sie eine der folgenden Antworten:

o Nie oder fast nie (in dem Fall kénnen Sie Fragen 12, 13 und 14 berspringen)

o Seltener als einmal pro Monat

o Ein oder zweimal im Monat

o Etwa einmal pro Woche

o Haufiger als einmal pro Woche

o Taglich

10. Bewerten Sie die Intensitat der Kopfschmerzen:
Bitte wahlen Sie eine der folgenden Antworten:

o Leicht (stért nur geringflgig bei der Erledigung Ihrer téglichen Aufgaben)

o MaBig (behindert, aber verhindert nicht die Ausfiihrung ihrer téglichen Aufgaben)

o Schwer (verhindert die Ausfiihrung zahlreicher taglicher Aufgaben)
11. Wenn Sie innerhalb der letzten 12 Monate unter Kopfschmerzen litten, haben Sie dabei die
meiste Zeit auf Licht sensibel reagiert?

Bitte wahlen Sie eine der folgenden Antworten:

o Ja

o Nein
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Pokal - ID: Aktuelles Datum:
Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up

12. Litten Sie innerhalb der letzten 12 Monate auch unter Migraneanféllen, wenn ja wie héufig?
(Ein Migréneanfall zeichnet sich durch einseitigen pulsierenden Kopfschmerz aus, der durch Bewegung
verstérkt wird, Der Schmerz wird haufig von Symptomen wie Ubelkeit, Appetitlosigkeit, Erbrechen, Licht-
und Geréuschempfindlichkeit oder Reizbarkeit begleitet. Die Schmerzen halten in etwa 4-72h an.) Bitte
wahlen Sie eine der folgenden Antworten:

o Nie oder fast nie

o Seltener als einmal pro Monat
o Ein oder zweimal im Monat

o Etwa einmal pro Woche

o Haufiger als einmal pro Woche
o Téglich

13. Bestand bei Ihnen jemals eine Schwangerschaft?
Bitte wahlen Sie eine der folgenden Antworten:

o Ja
o Nein
Bitte Beantworten Sie die folgenden zwei Fragen, falls bei Ihnen jemals eine Schwangerschaft

bestanden hat:

13a. Litten Sie wihrend einer Schwangerschaft an einer Praeklampsie, Eklampsie oder
dem HELLP-Syndrom? (Schwere Erkrankung wéhrend einer Schwangerschaft, die mit
hohem Blutdruck und Wassereinlagerungen einhergeht.)

Bitte wahlen Sie eine der folgenden Antworten:
o Ja
o Nein

13b. Haben Sie dabei eines oder mehrere der folgenden, genannten Ereignisse erlebt?

Bitte withlen Sie die zutreffenden Antworten aus (Mehrfachauswahl):
o Totgeburt nach der 24, Schwangerschaftswoche
o Abtreibung einer Schwangerschaft

o Fehlgeburt (Abort), der vorzeitige Abgang einer Schwangerschaft vor der 20.
Schwangerschaftswoche

o Trotz regelméBigen, ungeschiitzten Geschlechtsverkehrs lber ein Jahr
ausbleibende Schwangerschaft

o Deutliche Gewichtszunahme von iiber 30 kg wahrend der Schwangerschaft

o Keine der genannten Optionen
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Pokal - ID: Aktuelles Datum:
Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up

14. Haben Sie sich jemals in lhrem Leben aufgrund von Diskriminierung in einer der hier
genannten Situationen benachteiligt gefiihlt? Wann zuletzt?

Bitte kreuzen Sie pro Zeile eine der folgenden Optionen an:
Vor weniger Vor mehr
p p Vor mehr als .
als einem als einem 12 M:naten Noch nie
Monat Monat
Am Arbeitsplatz
In der Schule
An offentlichen
Platzen (Banken,
Handelseinrichtungen,
Krankenhduser, Amter
usw.)

Bezuglich des

Wohnens

(Schwierigkeiten beim

Mieten/Kaufen einer ;
Wohnung, Probleme !
in der Nachbarschaft '

usw.)

15. Gab es innerhalb der letzten 12 Monate Phasen, in denen Sie unter ermnsten finanziellen

Schwierigkeiten litten?
Bitte wahlen Sie eine der folgenden Antworten:

o Nein
o Einmal

o Mehrmals

16. Wie hoch ist Ihr monatliches Pro-Kopf-Haushaltsnettoeinkommen?
Bitte wahlen Sie eine der folgenden Antworten:

Bis 500 Euro netto im Monat
500,01€-1500 € Euro netto im Monat
1000,01€-1500 € Euro netto im Monat
1500,01 € - 2000 € Euro netto im Monat
2000,01€-2500 € Euro netto im Monat
2500,01€-3000 € Euro netto im Monat
3000,01€-3500 € Euro netto im Monat
3500,01€-4000 € Euro netto im Monat
4000,01€-4500 € Euro netto im Monat
4500,01€-5000 € Euro netto im Monat
mebhr als 5000 Euro im Monat

O 0000000 O0OO0OOCO
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Pokal - ID: Aktuelles Datum:
Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up

17.Waren Sie innerhalb der letzten zwdlf Monate berufstétig?
Bitte wahlen Sie eine der folgenden Antworten:

o Ja

o Nein (in dem Fall kénnen Sie die Fragen 18-22 iberspringen und auf Seite 8 fortfahren)

18. Bitte beantworten Sie die folgenden Fragen, falls Sie innerhalb der letzten 12 Monate
berufstitig gewesen sind. Lesen Sie die Fragen durch und kreuzen Sie Zutreffendes an:
Bitte kreuzen Sie pro Zeile eine der folgenden Optionen an:

' Niemals
g Haufig Manchmal Selten oder fast
! nie

Kénnen Sie an ihrem Arbeitsplatz {
Neues erlernen?

Bendtigt ihre Arbeit einen hohen Grad
an Expertise oder besondere
Fertigkeiten?

Ist es in Ihrem Job wichtig die
Initiative zu ergreifen?

Kénnen Sie in ihrem Beruf bestimmen |

was gemacht werden muss?

Konnen Sie in ihrem Beruf bestimmen
wie Aufgaben erledigt werden
missen?

¢ Haben Sie ausreichend Zeit, um ihre
Aufgaben zu erledigen?

Wie héufig missen Sie ihre Arbeit
sehr rasch ausfilhren? [

Missen Sie in ihrer Arbeit die gleiche
Aufgabe sehr haufig ausflihren?

Wie haufig miissen Sie sehr hart
arbeiten (sehr viel in einem kurzen
Zeitraum umsetzen)?

Keine
Antwort
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Pokal - ID: Aktuelles Datum:

Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up
Niemals .
- Keine
Haufig Manchmal Selten od?‘ri ;ast Antaodt

Verlangt ihr Beruf zu viel von lhnen?

Wie héufig begegnen ihnen in inrer
Arbeit sich wiedersprechende
Anforderungen?

Wie héaufig werden sie durch Arbeit
und hausliche Verpflichtungen davon
abgehalten Zeit fiir sich selbst zu
nehmen?

Wie haufig werden sie durch

berufliche Verpflichtungen davon

abgehalten sich Zeit fir ihre Familie zu ) i
nehmen?

Wie héufig beeintrachtigen
Familienangelegenheiten ihre
Verpflichtungen gegeniber ihrer
Arbeit (z.B piinktlich zur Arbeit
erscheinen, Aufgaben ausfiihren,
Teilnahme an Meetings auch zu
ungewdhnlichen Arbeitszeiten)?

Wie haufig erschwert ihre berufliche
Situation den héduslichen
Verpflichtungen nachzukommen?

19. Geben Sie an inwiefern sie den gegebenen Aussagen zustimmen oder nicht zustimmen.
Bewerten Sie ihre berufliche Situation innerhalb der letzten 12 Monate.
Bitte kreuzen Sie pro Zeile eine der folgenden Antworten an:

Stimme zu Stimme eher Stimme eher Stimme
zZu nicht zu nicht zu

Wenn Sie keinen guten
Tag haben, zeigen ihre
Arbeitskollegen hierfir
Verstandnis.

An ihrem Arbeitsplatz
treffen Sie eine ruhige und
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Pokal - ID: Aktuelles Datum:

Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up
Stimme zu Stimme eher Stimme eher Stimme
zu nicht zu nicht zu
angenehme Umgebung
an.

An ihrem Arbeitsplatz
kommen die Kollegen gut
miteinander aus.

Sie genieBen die Arbeit
mit ihren Arbeitskollegen.

Sie kénnen auf die
Unterstlitzung ihrer
Kollegen zéhlen.

Sie haben ein gutes
Verhéltnis zu ihren
Vorgesetzten.

20. Wurden Sie innerhalb der letzten 12 Monate,
auBerhalb ihrer gewdhnlichen Arbeitszeiten, via Telefon,
E-mail, oder andere Kommunikations-medien auf
Grund irgend-welcher Arbeits-angelegenheiten
kontaktiert.

Bitte wahlen Sie eine der folgenden Antworten:
o Téaglich
o Mindestens einmal pro Woche
o Zweimal pro Monat oder etwas haufiger
o  Seltener als zweimal pro Monat

o Niemals oder fast nie

21. Hatten Sie in den letzten 12 Monaten mit Konflikten
zwischen lhren beruflichen Anforderungen und fhrem
Familienleben zu k&mpfen?

Bitte wahlen Sie eine der folgenden Antworten:

o Taglich

o Mindestens einmal pro Woche

o Zweimal pro Monat oder etwas haufiger
o Seltener als zweimal pro Monat

o Niemals oder fast nie

22. Geben Sie auf einer Skala von 1 bis 10 (1 = kein Stress, 10 = maximal vorstellbarer Stress)
an, wie belastet sie durch ihre berufliche Situation innerhalb der vergangenen 12 Monaten

waren. Bitte wahlen Sie eine der folgenden Optionen:

1 2 3 -+ 5 6

7 8 9 10
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Pokal - ID: Aktuelles Datum:
Phase: o Studienbeginn 0 4-Wochen Follow-up o 1 Jahres Follow-up

Fragen zum Zusammenhalt in der Nachbarschaft

Die Nachbarschaft bezieht sich auf den Ort der Gemeinschaft, in der Sie in den letzten 12 Monaten
hauptsachlich gewohnt haben. Konkret meinen wir den Ort, an dem sich Ilhr Haus befindet, und
die Umgebung, in der Sie Inren téglichen Aktivitdten nachgehen, z. B. Einkaufen. Dazu kann auch
der Ort gehdren, an dem sich religiése, &ffentliche oder kommerzielle Einrichtungen befinden.

23. Welche GréBe hat ihr aktueller Wohnort?
Bitte wéhlen Sie eine der folgenden Antworten:

o bis 100 o bis 100 000

o bis 5000 o bis 500 000

o bis 20 000 o bis 1000 000

o bis 50 000 o mehrals 1 000 000

Folgende Aussagen handeln thematisieren ihre Nachbarschaft und wie sie sich dort fuhlen.
24. Beurteilen Sie wie diese Fragen auf ihre aktuelle Wohnsituation zutreffen.

Trifft zu  Trifft eher Teils / Trifft eher Trifft
zu teils nicht zu nicht zu

Die Menschen in meiner
;Nachbarschaft teilen NICHT die
gleichen kulturellen, ethischen
und moralischen Standards,
sowie Verhaltensweisen. !

Die Menschen in meiner Nach-
barschaft sind vertrauenswiirdig.

In meiner Nachbarschaft hilft man .
sich gegenseitig.

Generell kommen die Menschen
in meiner Nachbarschaft nicht
miteinander aus.

‘Unsere Nachbarschaft genieBt
einen engen Zusammenhalt und
wir haben gemeinsame
iInteressen, die uns verbinden.
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MADRS

(Montgomery und Asberg Depressions-Skala)

1.) Sichtbare Traurigkeit

(Dieses Item beinhaltet die sich in Sprache, Mimik und Haltung ausdriickende
Mutlosigkeit, Niedergeschlagenheit und Verzweiflung)

Keine Traurigkeit

Sieht niedergeschlagen aus, ist aber ohne Schwierigkeiten aufzuhellen.

Wirkt die meiste Zeit (iber traurig und ungliicklich

Sieht die ganze Zeit iber traurig und ungliicklich aus. Extreme Niedergeschlagenheit

(2] [;] F-N (7] | N] B [=)

2) Berichtete Traurigkeit

(Beinhaltet die vom Patienten berichtete traurige Stimmung, gleichgiiltig ob sich
diese sichtbar ausdriickt oder nicht, einschlieflich Entmutigung,
Niedergeschlagenheit, dem Gefiihl der Hilflosigkeit und Hoffnungslosigkeit.
Bewerten Sie nach Starke, Dauer und dem AusmaR der
StimmungsbeeinfluBbarkeit durch auBere Ereignisse)

Vorlibergehende Traurigkeit je nach den Umstanden 0
Traurig oder mutlos, jedoch ohne Schwierigkeiten aufzuheitern. ;
Intensives Gefiihl der Traurigkeit und Hoffnungslosigkeit. Die Stimmung ist jedoch immer noch durch auBere j
Umsténde beeinfluBbar.

Ausdauernde oder unveranderliche Traurigkeit, Mutlosigkeit oder Hoffnungslosigkeit 2

3.) Innere Spannung

(Beinhaltet sowohl ein schwerdefinierbares Gefiihl von Missbehagen als auch
Gereiztheit, Unruhe, innere Erregung bis hin zu Angst und Panik. Bewerten Sie
nach Starke, Haufigkeit, Dauer und dem AusmaR, in dem Beruhigung gesucht
wird)

Leicht. Nur voriibergehende innere Spannung. 0
1
Gelegentlich Gefiihl von Missbehagen und Gereiztheit. 2
3
Anhaltendes Gefiihl innerer Spannung oder Erregung. 4
Kurzzeitige Panikanfélle, die der Patient nur mit Milhe beherrscht.
5
Nicht beherrschbare Angst oder Erregung. Uberwiltigende Panik. 6
4) Schlaflosigkeit (Beinhaltet die subjektive Erfahrung verminderter Schlafdauer oder —tiefe,
verglichen mit dem vorher normalen Schlafverhalten)
Schlaft wie gewdhnlich. 0
1
Leichte Schwierigkeiten einzuschlafen. Oberflachlicher, unruhiger Schlaf. Geringfiigig verkiirzte Schlafdauer. 2
3
Schlaf mindestens 2 Stunden verkiirzt oder unterbrochen. 4
5
Weniger als 2-3 Stunden Schlaf. 6

5.) Appetitverlust

(Beinhaltet das Gefiihl der Abnahme des Appetits, verglichen mit dem
vorherigen normalen Zustand. Bewerten Sie nach Starke des Appetitverlusts
oder dem zum Essen benétigten Zwang)

Normaler oder verstarkter Appetit.

Geringfiigige Appetitminderung.

Kein Appetit. Nahrung wie ohne Geschmack.

Nur mit Uberredung zum Essen zu bewegen.

(2] [43] E-N [#]) | N] B )
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6.) Konzentrationsschwierigkeiten (Beinhaltet Schwierigkeiten der Konzentration, angefangen vom
einfachen Sammeln der eigenen Gedanken bis zum vdlligen Verlust der
Konzentrationsfahigkeit. Bewerten Sie nach Starke, Haufigkeit und AusmaR der
Unfahigkeit zur Konzentration)

Keine Konzentrationsschwierigkeiten. 0
1
Gelegentliche Schwierigkeiten, die eigenen Gedanken zu sammeln. 2
3
Schwierigkeiten, sich zu konzentrieren und einen Gedanken festzuhalten. 4
5
Nicht in der Lage, ohne Schwierigkeiten zu lesen oder ein Gesprach zu fiihren. 6
7.) Untatigkeit (Beinhaltet Schwierigkeiten ,in Schwung zu kommen* oder Verlangsamung bei
Beginn oder Durchfiihrung der taglichen Arbeiten)
Nahezu keine Schwierigkeiten ,in Schwung zu kommen*. Keine Tragheit. 0
1
Schwierigkeiten, aktiv zu werden. 2
3
Schwierigkeiten, einfache Routinetatigkeiten in Angriff zu nehmen, Ausfiihrung nur mit Mihe. 4
5
Vollstandige Untatigkeit. Unfahig, ohne Hilfe etwas zu tun. 6
8.) Gefiihllosigkeit (Beinhaltet das subjektive Empfinden des verminderten Interesses fiir die
Umgebung oder Aktivitaten, die vorher Freude bereiteten)
Normales Interesse fiir Umgebung oder fiir andere Menschen. 0
1
Vermindertes Interesse flr Aktivitaten, die vorher Freude bereiteten. 2
3
Verlust des Interesses fiir die Umgebung. Verlust der Gefiihle fir Freunde und Angehdrige. 4
5
Die Erfahrung der Gefiihllosigkeit, Unfahigkeit, Arger, Trauer oder Freude zu empfinden. Vollstandiger oder 6
schmerzhaft empfundener Verlust des Gefiihls fiir nahe Verwandte und Freunde.
9.) Pessimistische Gedanken (Beinhaltet Schuldgefiihle, Minderwertigkeitsgefiihle, Selbstvorwiirfe,
Versiindigungsideen, Reuegefiihle und Verarmungsideen)
Keine pessimistischen Gedanken. 0
1
Zeitweise Gedanken ,versagt zu haben®, Selbstvorwiirfe oder Selbsterniedrigungen. 2
3
Bestandige Selbstanklagen. Eindeutige, aber logisch noch haltbare Schuld- und Versiindigungsideen. Zunehmend 4
pessimistisch in Bezug auf die Zukunft.
5
Verarmungswahn, Reuegefiihl, nicht wiedergutzumachende Siinden und Schuld. Selbstanklagen, die logisch absurd, 6
jedoch unkorrigierbar sind.
10.) Selbstmordgedanken (Beinhaltet das Gefiihl, das Leben sei nicht mehr lebenswert, der natiirliche Tod

sei eine Erlésung. Selbstmordgedanken und Vorbereitung zum Selbstmord.
Selbstmordversuche sollten die Bewertung nicht direkt beeinflussen)

Freude am Leben oder die Ansicht, dass man im Leben die Dinge 0
nehmen muss, wie sie kommen.

1
Lebensmiide. Nur zeitweise Selbstmordgedanken. 2

3
Lieber tot. Selbstmordgedanken sind Haufig. Selbstmord wird als méglicher Ausweg angesehen, jedoch keine 4
genauen Plane oder Absichten.

5
Deutliche Selbstmordplane und —absichten, falls sich eine Gelegenheit bietet. Aktive Vorbereitung zum Selbstmord. 6




Aktuelle Major Depression Episode

A. AFFEKTIVE EPISODEN

AKTUELLE
MAJOR DEPRESSION EPISODE

KRITERIEN
MAJOR DEPRESSION EPISODE

]

Ich méchte lhnen nun einige Fragen zu lhrer
Stimmung stellen.

A. Mindi

funf der folgenden Symp
wihrend d lben 2 h
Periode und stellen eine Anderung gegeniiber
dem vorher bestehenden Funktionsniveau dar;
indestens eines der Symp ist entweder
(1) depressive Verstimmung oder {2) Verlust
an Interesse oder Freude.

SCID-5-Cv

Wihrend des letzten Monats, d.h. seit (VOR EINEM
MONAT), gab es da eine Zeit, in der Sie sich fast
jeden Tag die meiste Zeit des Tages depressiv oder
niedergeschlagen fiihlten? (Hat irgendjemand
gesagt, dass Sie niedergeschlagen oder depressiv
aussehen?)

WENN NEIN: Haben Sie sich fast jeden Tag, die_
meiste Zeit des Tages Uber traurig, leer oder
hoffnungslos gefiihlt?

WENN JA ZU EINER DER OBIGEN FRAGEN:

Bitte beschreiben Sie das genauer! Wie lange hielt
dies an? (2 Wochen lang?)

1. Depressive Verstimmung fur die meiste Zeit
des Tages an fast allen Tagen, von der
betroffenen Person selbst berichtet (z.B. fuhlt
sich traurig, leer oder hoffnungslos) oder von
anderen beobachtet (z.B. erscheint den
Tranen nahe).

WENN A1 MIT ,+* KODIERT: Hatten Sie wéhrend
dieser Zeit weniger Interesse oder Freude an
Aktivitaten, die Ihnen gewdhnlich Freude

hten? (Bitte beschreiben Sie das g 1)

WENN A1 MIT ,—* KODIERT: Gab es wihrend des
letzten Monats, d.h. seit (VOR EINEM MONAT}
eine Zeit, in der Sie das Interesse oder die Freude
an Aktivitaten verloren haben, die Ihnen
gewdhnlich Freude machten? (Bitte beschreiben

Sie das genauer!)

WENN JA ZU EINER DER OBIGEN FRAGEN:
War das fast jeden Tag der Fall? Wie lange
hielt das an? (2 Wochen lang?)

2. Deutlich vermindertes Interesse oder
Freude an allen oder fast allen Aktivitaten, an
fast allen Tagen, fur die meiste Zeit des Tages
{entweder nach subjektivem Bericht oder von
anderen beobachtet).

_,,_[E
_+lE|

Depression Episode), Seite 13.

WENN BEIDE A1 UND A2 FUR DEN AKTUELLEN MONAT MIT ,~“ KODIERT WURDEN, weiter mit A15 (Frihere Major

BEZIEHEN SIE SICH BE! DEN FOLGENDEN FRAGEN
AUF DIE SCHLIMMSTEN 2 WOCHEN WAHREND DES
VERGANGENEN MONATS.

Wihrend dieser Zeit (2-WOCHIGER ZEITRAUM) ...

_.. wie war lhr Appetit? (Im Vergleich zu sonst?

Mussten Sie sich zum Essen zwingen? Haben Sie
[weniger/mehr] als sonst gegessen? War das fast
jeden Tag? Haben Sie an Gewicht ab- oder
zugenommen?)

WENN JA: Wie viel? (Haben Sie versucht,
| T b P hmen]?)

e —

3. Deutlicher Gewichtsverlust ohne Diat oder
Gewichtszunahme (z.B. mehr als 5% des
Korpergewichtes in einem Monat) oder
verminderter oder gesteigerter Appetit an fast
allen Tagen.

_,,‘E
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Aktuelle Major Depression Episode

11

... wie haben Sie geschlafen? (Ein- oder
Durchschlafprobleme, hdufiges oder zu friihes
Erwachen, ODER gesteigertes Schlafbediirfnis?)

Wie viele Stunden haben Sie geschlafen
(einschlieBlich Nickerchen)? Wie viele Stunden
haben Sie vor dieser Phase von (Depressivitit/
EIGENER AUSDRUCK) iiblicherweise geschlafen?

War das fast j Nacht?

4. Insomnie oder Hypersomnie an fast allen -

Tagen.

... waren Sie so nervds oder unruhig, dass Sie nicht
stillsitzen konnten?

5. Psychomotorische Unruhe oder Verlang- -

samung an fast allen Tagen (durch andere
beobachtbar, nicht nur das subjektive Geflhl

Oder das Gegenteil — sprachen oder bewegten Sie von Rastlosigkeit oder Verlang; ing).

sich langsamer als sonst (als ob Sie sich durch eine

zéhe Masse oder Schlamm bewegten)? HINWEIS: ACHTEN SIE AUF DAS VERHALTEN
WAHREND DES INTERVIEWS.

WENN JA ZU EINER DER OBIGEN FRAGEN: War es

so schlimm, dass andere Personen es bemerkten?

Was haben diese beobachtet? War das fast jeden_

Tag?)

... wie viel Energie hatten Sie? (Fiihlten Sie sich 6. Mudigkeit oder Energieverlust an fast allen -

sténdig miide und abgeschlagen? Fast jeden Tag?)

Tagen.

... flihlten Sie sich wertlos?

Fiihlten Sie sich schuldig wegen Dingen, die Sie
getan oder auch nicht getan haben?

WENN JA: Welche Dinge betrifft das? (Liegt das
nur daran, dass Sie sich wegen |hrer Krankheit
nicht mehr um solche Dinge kiimmern konnten?)

WENN JA ZU EINER DER OBIGEN FRAGEN: Fast.
jeden Tag?

7. Gefiithle von Wertlosigkeit oder tibermagige -

oder unangemessene Schuldgefthle (die auch
ein wahnhaftes Ausmafl annehmen konnen),
an fast allen Tagen (nicht nur Selbstvorwiirfe
oder Schuldgefihle wegen des Krankseins).

+
i H

... hatten Sie Schwierigkeiten beim Denken oder
Konzentrieren? Fiel es lhnen schwer, alltagliche
Dinge zu ent: 1? (In welchen Situationen hat

sich das ausgewirkt? Fast jeden Tag?)

heid

8. Verminderte Fahigkeit zu denken oder sich
zu konzentrieren oder verringerte Entschei-
dungsfahigkeit an fast allen Tagen (entweder
nach subjektivem Bericht oder von anderen
beobachtet).

... war es so schlimm, dass Sie oft iiber den Tod
nachdachten oder daran, dass es besser ware tot zu
sein? Dachten Sie daran, sich das Leben zu nehmen?

WENN JA: Haben Sie etwas in dieser Hinsicht
unternommen? (Was haben Sie unternommen?
Haben Sie liberlegt, wie Sie sich das Leben
nehmen kdnnten? Haben Sie irgendwelche
Vorbereitungen getroffen? Haben Sie versucht,
sich das Leben zu nehmen?)

9. Wiederkehrende Gedanken an den Tod -

(nicht nur Angst vor dem Sterben), wieder-
kehrende Suizidvorstellungen ohne genauen
Plan, tatséachlicher Suizidersuch oder genaue
Planung eines Suizids.

MINDESTENS FUNF DER OBEN NEIN JA || A10

AUFGEFUHRTEN SYMPTOME VON KRITERIUM

A (A1-A9) SIND MIT ,+*“ KODIERT.
Weiter mit A15 (Frithere Weiter mit A11,
Major Depression Episode), [1 néchste Seite.
Seite 13.
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Aktuelle Major Depression Episode

FALLS UNKLAR: Welche Auswirkungen hatten
(SYMPTOME DEPRESSION) auf Ihr Leben?

STELLEN SIE DIE FOLGENDEN FRAGEN NUR WENN
NOTWENDIG:

Wie haben sich (SYMPTOME DEPRESSION) auf Ihre
Beziehungen oder den Umgang mit anderen Menschen
ausgewirkt? (Haben [SYMPTOME DEPRESSION] zu
irgendwelchen Problemen mit lhrer Familie, Inrem
Partner oder Ihren Freunden gefiihrt?)

Wie habe sich (SYMPTOME DEPRESSION) auf lhre
Arbeit/die Schule ausgewirkt? (Waren Sie arbeiten/in
der Schule? Fiel es Ihnen durch [SYMPTOME

DEPRESSION] schwerer, Ihre Arbeit/Schulaufgaben zu
machen? Haben [SYMPTOME DEPRESSION] die
Qualitat Ihrer Arbeits-/Schullei gen beeinfl

?)

Wie haben (SYMPTOME DEPRESSION) sich auf Ihre
Fahigkeit ausgewirkt, Dinge zu Hause zu erledigen?
Wie ging es mit einfachen Alltagstatigkeit wie sich
anziehen, baden oder Zdhne putzen? Und wie war es
mit anderen Dingen, die Ihnen wichtig sind, wie
religiose Aktivitéten, Sport oder Hobbies? Haben Sie
irgendetwas vermieden zu tun, weil Sie sich nicht
danach fiihiten?

Haben (SYMPTOME DEPRESSION) irgendwelche
anderen wichtigen Lebensbereiche beeinflusst?

FALLS DIE SYMPTOME DER DEPRESSION KEINE
LEBENSBEREICHE BEEINTRACHTIGEN: Wie sehr litten
Sie unter (SYMPTOME DEPRESSION)?

B. Die Symptome verursachen in klinisch
bedeutsamer Weise Leiden oder Beeintrachti-
gungen in sozialen, beruflichen oder anderen
wichtigen Funktionsbereichen.

SCID-5-CV
- +

[an ]
i [ |

Weiter mit
A12, unten.

Weiter mit A15
(Frihere Major
Depression
Episode),
Seite 13.

FALLS UNBEKANNT: Wann hat die (DEPRESSIVE
EPISODE) begonnen?

Kurz bevor diese depressive Phase begann, waren Sie
da korperlich erkrankt?

FALLS JA: Was hat der Arzt gesagt?

Kurz bevor die Phase begann, haben Sie da irgend-
Iche Medil t: ?

FALLS JA: Hat sich die Dosis gedndert?

Kurz bevor die Phase begann, haben Sie da Alkohol
getrunken oder Drogen konsumiert?

Beachten Sie die Hinweise zur Feststellung
i atiologischer GMCs oder Substanzen/
i Medikamente im Manual, Kapitel 9.

C. [Primare Depressive Episode] Die Symptome | NEIN JA
sind nicht Folge der physiologischen Wirkung
einer Substanz [z.B. Substanz mit Missbrauchs- -
potenzial, Medikament] oder eines anderen PRIMAR
medizinischen Krankheitsfaktors.
HINWEIS: Kodiere ,NEIN* nur, wenn die Diagnose:
Episode auf einen allgemeinen Depressive
medizinischen Krankheitsfaktor (GMC) Stérung
oder auf Drogen oder Medikamente aufgrund AMC
zurickzufihren ist. oder Substanz-
induzierte
i : Schlaganfall, | Depressive
Chorea Huntington, Morbus Parkinson, Stérung
Traumatische Gehirnverletzungen, Morbus l
Cushing, Hypothyreose, Multiple Sklerose,
y ischer Lupus erythemat Weiter mit A15
LAY ¥ (Frihere
mﬁl&uﬁmﬂmﬂkﬂm Depressive |
beinhalten: Alkohol (I/E), Phencyclidine (), Episode),
Halluzinogene (1), Inhalanzien (1), Opioide Seite 13.
(I/E), Sedativa, Hypnotika oder Anxiolytika
(1/E), Amphetamine oder andere Stimulanzien <
(1/E), Kokain (I/E), antivirale Stoffe (Efavirenz), AKTUELLE
Kardi kulare Medik (Clonidin, MAJOR
Guanethidine, Methyldopa, Reserpin), Retinol- DEPRESSION
saurederivate (Isotretinoin), Antidepressiva, EPISODE
Antikonvulsiva, Antimigranemittel (Triptane), Weiter mit A13,
Antipsychotika, Hormonelle Stoffe (Kortikos- néchste Seite.

teroide, hormonelle K ptiva, Ag |

des Gonadotropin freisetzenden Hormons,
Tamoxifen), Mittel zur Raucherentwohnung
(Vareniclin), Inmunologische Stoffe (Interferon).
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A18

Frithere Major Depression Episode

SCID-5-CV

BEZIEHEN SIE SICH BEI DEN FOLGENDEN FRAGEN AUF DIE SCHLIMMSTEN 2 WOCHEN DER ZU ERFASSENDEN

FRUHEREN MAJOR DEPRESSION EPISODE.

FALLS UNKLAR. Wihrend (MAJOR DEPRESSION EPISODE), wann waren Sie am meisten (depressiv/EIGENER

AUSDRUCK)?

Wihrend dieser Zeit (SCHLIMMSTE 2-WOCHIGE
ZEITSPANNE) ...

... wie war |hr Appetit? (Im Vergleich zu sonst?
Mussten Sie sich zum Essen zwingen? Haben Sie
[weniger/mehr] als sonst gegessen? War das fast
jeden Tag? Haben Sie an Gewicht ab- oder
zugenommen? Wie viel? Haben Sie versucht

ab- oder zuzunehmen?)

3. Deutlicher Gewichtsverlust ohne Diat oder
Gewichtszunahme (z.B. mehr als 5% des
Korpergewichts in einem Monat) oder vermin-
derter oder gesteigerter Appetit an fast allen
Tagen.

A7

... wie haben Sie geschlafen? (Ein- oder

Durchschlafprobleme, héufiges oder zu friilhes
Erwachen, ODER gesteigertes Schlafbediirfnis?)

Wie viele Stunden haben Sie geschlafen
(einschlieBlich Nickerchen)? Wie viele Stunden
haben Sie vor dieser Phase von (Depressivitét/
EIGENER AUSDRUCK) liblicherweise geschlafen?
War das fast jede Nacht?

4. Insomnie oder Hypersomnie an fast allen
Tagen.

... waren Sie so nervds oder unruhig, dass Sie nicht
stillsitzen konnten?

Oder das Gegenteil - sprachen oder bewegten Sie
sich langsamer als sonst (als ob Sie sich durch eine’
zéhe Masse oder Schlamm bewegten)?

WENN JA ZU EINER DER OBIGEN FRAGEN: War es
so schlimm, dass andere Personen es bemerkten?
Was haben diese beobachtet? War das fast jeden_
Tag?)

5. Psychomotorische Unruhe oder Verlang-
samung an fast allen Tagen (durch andere
beobachtbar, nicht nur das subjektive Gefthl
von Rastlosigkeit oder Verlangsamung).

HINWEIS: ACHTEN SIE AUF DAS VERHALTEN
WAHREND DES INTERVIEWS.

... wie viel Energie hatten Sie? (Fiihlten Sie sich
stindig miide und abgeschlagen? Fast jeden Tag?)

6. Mudigkeit oder Energieverlust an fast allen
Tagen.

... flihlten Sie sich wertlos?

Filhlten Sie sich schuldig wegen Dingen, die Sie
getan oder auch nicht getan haben?

WENN JA: Welche Dinge betrifft das? (Liegt das
nur daran, dass Sie sich wegen Ihrer Krankheit
nicht mehr um solche Dinge kiimmern konnten?)

WENN JA ZU EINER DER OBIGEN FRAGEN:
Fast jeden Tag?

7. Gefuhle von Wertlosigkeit oder Gbermafige
oder unangemessene Schuldgefiihle (die auch
ein wahnhaftes Ausmaf annehmen kénnen),
an fast allen Tagen (nicht nur Selbstvorwirfe
oder Schuldgefihle wegen des Krankseins).

... hatten Sie Schwierigkeiten beim Denken oder
Konzentrieren? Fiel es Ihnen schwer, alltégliche
Dinge zu heiden? (In welchen Situationen hat
sich das ausgewirkt? Fast jeden Tag?)

8. Verminderte Fahigkeit zu denken oder sich
zu konzentrieren oder verringerte Entschei-
dungsfahigkeit an fast allen Tagen (entweder
nach subjektivem Bericht oder von anderen
beobachtet).
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Friihere Major Depression Episode

FALLS UNBEKANNT: Wann hat die Phase mit
(Depression/EIGENER AUSDRUCK) begonnen?

Beginn der Depression (Monat/Jahr)

Al4

Wie viele Male im Leben waren Sie mindestens 2
Wochen lang fast jeden Tag (depressiv/EIGENER
AUSDRUCK) und hatten einige der von Ihnen

genannten Symptome, wie z.B. (SYMPTOME DER

Gesamtzahl der Episoden einer Major
Depression, einschlieilich der aktuellen
Episode.

Al4

Weiter mit A29

A15

AKTUELLEN MAJOR DEPRESSION EPISODE)? (KODIEREN SIE 99, WENN ZU VIELE (Aktuelle
EPISODEN ODER WENN EINZELNE EPISODEN || pmanische
SCHLECHT VONEINANGER ABGRENZBAR). Episode),

Seite 17
FRUHERE KRITERIEN
MAJOR DEPRESSION EPISODE MAJOR DEPRESSION EPISODE

HINWEIS: WENN AKTUELL DEPRESSIVE STIMMUNG A. Mindestens fiunf der folgenden Symptome

ODER INTERESSENVERLUST VORLIEGT, ABER DIE bestehen wahrend derselben 2-Wochen-

KRITERIEN FUR EINE MAJOR DEPRESSION EPISODE | Periode und stellen eine Anderung gegentber

NICHT VOLL ERFULLT SIND, DANN SAGEN SIE BEI dem vorher bestehenden Funktionsniveau dar;

DEN FOLGENDEN BEIDEN SCREENING-FRAGEN mindestens eines der Symptome ist entweder

(A15 UND A16): ,Gab es jemals eine andere Zeit ... | (1) depressive Verstimmung oder (2) Verlust
an Interesse oder Freude.

Gab es jemals, d.h. irgendwann in Ihrem Leben, eine | 1. Depressive Verstimmung fur die meiste Zeit - +

Zeit, in der Sie sich fast jeden Tag die meiste Zeit des Tages an fast allen Tagen, von der

des Tages depressiv oder niedergeschlagen fiihiten? | betroffenen Person selbst berichtet (z.B. fuhlt

(Bitte beschreiben Sie das genauer!) sich traurig, leer oder hoffnungslos) oder von
anderen beobachtet (z.B. erscheint den

WENN NEIN: Haben Sie sich fast jeden Tag, die | Trénen nahe).
des T iber traurig, le r
fiihlt?
WENN JA ZU EINER DER OBIGEN FRAGEN:
Wie lange hielt dies an? (2 Wochen lang?)
WENN A15 MIT ,+“ KODIERT: Haben Sie wéhrend | 2. Deutlich vermindertes Interesse oder - +

dieser Zeit das Interesse oder die Freude an
Aktivitaten verloren, die Ihnen gewéhnlich
Freude machten? (Bitte beschreiben Sie das
genauer!)

WENN A15 MIT ,~“ KODIERT: Gab es jemals eine
Zeit, in der Sie das Interesse oder die Freude an
Aktivitdten verloren haben, die Ihnen gewdhnlich
Freude machten? (Bitte beschreiben Sie das
genauer!)

WENN JA ZU EINER DER OBIGEN FRAGEN:
Wann war das? War es fast jeden Tag? Wie
lange hielt das an? (2 Wochen lang?)

Freude an allen oder fast allen Aktivitaten, an
fast allen Tagen, fur die meiste Zeit des Tages
(entweder nach subjektivem Bericht oder von
anderen beobachtet).

WENN BEIDE A15 UND A16 MIT ,~“ KODIERT WURDEN, weiter mit A29 (Aktuelle Manische Episode), Seite 17.

Kam das in Inrem Leben mehrmals vor? (Wann war
es am schlimmsten?)

FALLS UNKLAR: Hatten Sie eine solche Zeit in den
letzten 12 Monaten, d.h. seit (VOR EINEM JAHR)?

HINWEIS: Wenn es mehr als eine frihere
Episode gibt, wahlen Sie die ,,schlimmste”
fur die folgenden Fragen zur Friiheren Major
Depression Episode. Wenn es jedoch eine
Episode in den letzten 12 Monaten gab,
beziehen Sie sich auf diese, auch wenn es
nicht die schlimmste war.
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... war es so schlimm, dass Sie oft iiber den Tod
nachdachten oder daran, dass es besser ware tot zu
sein? Dachten Sie daran, sich das Leben zu nehmen?

WENN JA: Haben Sie etwas in dieser Hinsicht
unternommen? (Was haben Sie unternommen?
Haben Sie iiberlegt, wie Sie sich das Leben
nehmen kdnnten? Haben Sie irgendwelche
Vorbereitungen getroffen? Haben Sie versucht,
sich das Leben zu nehmen?)

9. Wiederkehrende Gedanken an den Tod
(nicht nur Angst vor dem Sterben), wieder-
kehrende Suizidvorstellungen ohne genauen
Plan, tatsachlicher Suizidersuch oder genaue
Planung eines Suizids.

.

WENN JA: Gehen Sie zuriick zu A15, Seite 13 und erfragen Sie die Symptome flir diese Episode.

WENN NEIN: Weiter zu A29 (Aktuelle Manische Episode), Seite 17.

MINDESTENS FUNF DER OBEN NEIN JA || A24
AUFGEFUHRTEN SYMPTOME VON KRITERIUM A
(A15-A23) SIND MIT ,+“ KODIERT.
Gab es noch irgendeine andere Zeit, in der Sie (depressiv/EIGENER AUSDRUCK) waren und sogar noch Weiter mit
mehr von den Symptomen hatten, nach denen ich Sie eben gefragt habe? A25
" (Kriterium B).

FALLS UNKLAR: Welche Auswirkungen hatten
(SYMPTOME DEPRESSION) auf Ihr Leben?

STELLEN SIE DIE FOLGENDEN FRAGEN NUR WENN
NOTWENDIG:

Wie haben sich (SYMPTOME DEPRESSION) auf Ihre
Beziehungen oder den Umgang mit anderen
Menschen ausgewirkt? (Haben [SYMPTOME
DEPRESSION] zu irgendwelchen Problemen mit
lhrer Familie, lhrem Partner oder Ihren Freunden
gefiihrt?)

Wie haben sich (SYMPTOME DEPRESSION) auf Ihre
Arbeit/die Schule ausgewirkt? (Waren Sie arbeiten/
in der Schule? Fiel es lhnen durch [SYMPTOME
DEPRESSION] schwerer, Ihre Arbeit/Schulaufgaben
zu machen? Haben [SYMPTOME DEPRESSION] die
Qualitét lhrer Arbeits-/Schulleistungen beeinflusst?)

Wie haben (SYMPTOME DEPRESSION) sich auf lhre
Féhigkeit ausgewirkt, Dinge zu Hause zu erledigen?
Wie ging es mit einfachen Alltagstitigkeiten wie
sich anziehen, baden oder Zéhne putzen? Und wie
war es mit anderen Dingen, die lhnen wichtig sind,
wie religidse Aktivitdten, Sport, oder Hobbies?
Haben Sie irgendetwas vermieden zu tun, weil Sie
sich nicht danach fiihlten?

Haben (SYMPTOME DEPRESSION) irgendwelche
anderen wichtigen Lebensbereiche beeinflusst?

FALLS DIE SYMPTOME DER DEPRESSION KEINE
LEBENSBEREICHE BEEINTRACHTIGT HABEN: Wie
sehr litten Sie unter (SYMPTOME DEPRESSION)?

B. Die Symptome verursachen in klinisch
bedeutsamer Weise Leiden oder Beeintrachti-
gungen in sozialen, beruflichen oder anderen
wichtigen Funktionsbereichen.

1

;

Gab es noch irgendeine andere Zeit, in der Sie (depressiv/EIGENER AUSDRUCK) waren und Sie dadurch
noch mehr Probleme hatten als in der Zeit, nach der ich Sie eben gefragt habe?

WENN JA: Gehen Sie zuriick zu A15, Seite 13 und erfragen Sie die Symptome fiir diese Episode.

WENN NEIN: Weiter zu A29 (Aktuelle Manische Episode), Seite 17.

Weiter mit
A26
(Kriterium C),
nédchste
Seite.

T
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FALLS UNBEKANNT: Wann hat die (DEPRESSIVE
EPISODE) begonnen?

Kurz bevor die depressive Phase begann, waren Sie
da korperlich erkrankt?

FALLS JA: Was hat der Arzt gesagt?

Kurz bevor die Phase begann, haben Sie da irgend-
Iche Medik t en?

B

C. [Primare Depressive Episode] Die Symptome
sind nicht Folge der physiologischen Wirkung

einer Substanz (z.B. Substanz mit f -
Missbrauchspotenzial, Medikament) oder PR"V'AR_]
eines medizinischen Krankheitsfaktors. ~ —1 ¥
Diagnose:
HINWEIS: Kodiere ,,NEIN“ nur, Depressive ]
wenn die Episode auf einen allgemeinen Storung |
dizinischen Krankheitsfaktor (GMC) aufgrund AMC

oder auf Drogen oder Medikamente

NEIN

oder Substanz-/

JA

(Depression/EIGENER AUSDRUCK) begonnen?

zurtckzufihren ist. Medikamenten- | | |
FALLS JA: Hat sich die Dosis geandert? induzierte [
Siehe Liste dtiologischer GMCs oder Depressive
Kurz bevor die Phase begann, haben Sie da Alkohol | Substanzen/Medikamente in A12, Stérung
getrunken oder Drogen konsumiert? Seite 12.
RS b S e 1 S FRUHERE
| Beachten Sie die Hinweise zur Feststellung : | MAJOR
: atiologischer GMCs oder Substanzen/ I DEPRESSION
i Medikamente im Manual, Kapitel 9. [ EPISODE
FALLS UNBEKANNT: Gab es noch irgendeine andere Zeit, in der Sie so (depressiv/EIGENER AUSDRUCK) Weiter mit
___| waren, aber nicht (an GMC erkrankt waren/SUBSTANZ konsumiert haben)? A27, unten.
I:: WENN JA: Gehen Sie zuriick zu A15, Seite 13 und erfragen Sie die Symptome fiir diese Episode.
WENN NEIN: Weiter zu A29 (Aktuelle Manische Episode), Seite 17.
FALLS UNBEKANNT: Wann hat diese Phase mit Beginn der Depression (Monat/Jahr) ganifi 8 A27

+ 2 Woch

Wie oft waren Sie im Leben mind
lang fast jeden Tag (depressiv/EIGENER AUSDRUCK)
und hatten einige der von lhnen genannten
Symptome, wie z.B. (SYMPTOME DER SCHLIMMSTEN
EPISODE)?

G ahl der Episoden einer Major
Depression, einschlielich der aktuellen
Episode.

(KODIEREN SIE 99, WENN ZU VIELE
EPISODEN ODER WENN EINZELNE EPISODEN
SCHLECHT VONEINANDER ABGRENZBAR).

Weiter mit A29
(Aktuelle
Manische
Episode),
néachste Seite.

iumj
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