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ABSTRACT

Objectives: The aims of this study were to investigate whether baseline leisure-time physical activity
(LTPA) is associated with future recovery from depression among patients with a depression diagnosis
and whether baseline LTPA is associated with total physical activity after five years of follow-up.
Methods: A total of 258 patients aged >35 years with clinically confirmed depression at baseline par-
ticipated. The study was conducted between 2008 and 2016 in municipalities within the Central
Finland Hospital District. Depressive symptoms (DS) were determined with the Beck Depression
Inventory (BDI) with a cutoff score >10, and depression diagnoses were confirmed by the Mini-
International Neuropsychiatric Interview (MINI). Blood pressure and anthropometric parameters were
measured and blood samples for glucose and lipid determinations were drawn at baseline. LTPA,
physical activity, and other social and clinical factors were captured by standard self-administered
questionnaires at baseline and the five-year follow-up point.

Results: Of the 258 patients, 76 (29%) had DS at follow-up. Adjusted odds ratio (OR) for future DS
was 1.43 (confidence interval [CI] 0.69-2.95) for participants with moderate LTPA and 0.92 (CI
0.42-2.00) for participants with high LTPA, compared with low LTPA at baseline. Higher baseline LTPA
levels were associated with higher total physical activity in the future (=0.14 [95% Cl: 0.02-0.26] for
linearity = 0.024).

Conclusion: Baseline LTPA did not affect the five-year prognosis of depression among depressed
patients in a Finnish adult population. Because the baseline LTPA level predicted the future total phys-
ical activity, it could be included as a part of the overall health management and treatment of depres-
sion in clinical practices.
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Introduction activity were significantly associated with more severe
depression.
Recent studies have also shown that independently of

sociodemographic characteristics, leisure-time physical activ-

The benefits of physical activity for the treatment and pre-
vention of depression are well known. Engaging in physical

exercise or having a physically active lifestyle can reduce
depressive symptoms (DS) and also reduces the risk of devel-
oping depression [1-3]. In their Cochrane review, Cooney
et al. [4] concluded that physical exercise may have at least
a moderate-sized effect for reducing DS and that physical
exercise may be as effective as psychological therapies or
medications. Similarly, Mammen and Faulkner [5] stated in
their review that any physical activity level, including low lev-
els, such as walking, may prevent future depression. In turn,
Ringen et al. [6] found in their recent study that among

ity (LTPA) can benefit everyone with DS regardless of age,
gender, education, family, social status, or living environment
[7]. In the body of literature, LTPA is defined as physical
activity that an individual engages in during free time [8]
that is not related to regular work, housework, or transporta-
tion activities [9]. In addition, lifetime physical activity has
been shown to be linked to depression in such a manner
that childhood physical activity may reduce the risk of
depression in adulthood [10]. Furthermore, promoting life-
time LTPA may reduce DS in older age [11]. In the literature,

inpatients with severe mental illness, low levels of physical physical activity is defined as any bodily movement
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produced by skeletal muscles that result in energy expend-
iture. Studies have shown that in daily life, physical activity
can be categorized as occupational, sports, conditioning,
household, or other activities [12], and physical activity is
used as an umbrella term that encompasses all daily physical
activities in which LTPA is one part of total daily phys-
ical activity.

Because recent studies have suggested that physical activ-
ity and LTPA alone or as adjuncts to other treatments (medi-
cation and psychotherapy) [2] are promising and plausible
methods of treating and preventing depression and DS, it is
relevant to explore whether self-assessed LTPA levels can
predict future depression among those who have already
been diagnosed as depression positive. Thus, the aims of this
study, as a part of the Finnish Depression and Metabolic
Syndrome in Adults (FDMSA) study, were to investigate
whether baseline LTPA is associated with future recovery
from depression among patients with a depressive diagnosis
and whether baseline LTPA is associated with total physical
activity after five years of follow-up.

Materials and methods

The study data from this prospective cohort study were
drawn from the FDMSA baseline study (2008-2011) and its
follow-up study (2012-2016), which were conducted within
the municipalities in Central Finland Hospital District with a
catchment area of 274,000 inhabitants. The Ethics Committee
of the Central Finland Hospital District approved the study
protocol prior to the commencement of the study. The study
enrollment was based on written and oral patient informa-
tion. All participants signed a written informed consent form
before any study procedures commenced. The study popula-
tion was enrolled from the group of new and old mild to
moderately depressed patients who were experiencing a
new depressive episode, were 35 years or older, and who
scored >10 on the BDI. Participants were self-referred or
referred by general practitioners to depression nurse case
managers. Participants’ psychiatric diagnoses were confirmed
by a diagnostic structured interview, the Mini-International
Neuropsychiatric Interview (MINI), administered by trained
depression nurse case managers.

At the baseline, a total of 706 referred patients scored 10
or more on the BDI. From these, 447 patients met the criteria
for clinical depression (major depressive episode, major
depressive episode with melancholic features, dysthymia)
after the diagnostic interview. Of these, 258 patients took
part through the follow-up stage, and those participants
whose BDI scores were 10 or over at follow-up were classi-
fied as having DS. Depression (and Type 2 diabetes) are
more prevalent in the Finnish population after 35years of
age; therefore, in this study, the authors decided to focus on
the >35year age group [13]. The age limit of 35years was
also chosen to obtain a stable study population, which facili-
tates having a more prolonged follow-up [14]. By including
self-referred patients along with general practitioner referred
patients, we obtained a representative sample comprising
both mild and more severely depressive participants [13,14].

At baseline, all participants filled out a standard self-
administered questionnaire containing questions about their
socioeconomic background, health, and health behaviors,
previously diagnosed somatic disorders, and LTPA.
Participants also took part in a physical examination and col-
lection of blood samples. Moreover, participant DS was
assessed, and clinical depression was confirmed. At the five-
year follow-up, participants filled out the same standard self-
administered questionnaire. Participants’ DS, clinical depres-
sion, and total physical activity were also assessed at the
five-year follow-up.

Participant LTPA was assessed by asking ‘How often do
you participate in physical activity for at least half an hour so
that you are out of breath and sweating?’ Answers were clas-
sified into three levels: low (twice per month or less), moder-
ate (about once or twice per week), or high (three times per
week or more). In previous studies, self-assessed LTPA has
shown a high correlation with physical fitness as measured
by maximal oxygen uptake [15].

At follow-up participants’ total physical activity was
assessed using the short-form International Physical Activity
Questionnaire (IPAQ). The IPAQ was developed as an instru-
ment for cross-national monitoring of physical activity [16],
and it has been proved to be a valid and reliable method of
collecting physical activity data in cross-sectional studies [17].
The IPAQ short form consists of seven questions about phys-
ical activity (in work, leisure time, commuting, exercising, or
for sport) during the previous seven days. Participants were
asked to assess the number of times they had engaged in at
least 10 min of vigorous activity (hard physical effort that
makes one’s breathing labored), moderate activity (moderate
physical effort that makes breathing a little difficult), or walk-
ing, as days per week, hours per day, and minutes per day.
Further, daily sitting time as hours and minutes per day were
also assessed. Answers were then classified as IPAQ grades
(low, moderate, high) via the IPAQ scoring protocol [18]. At
the five-year follow-up, answers for physical activity were
converted and expressed as metabolic equivalent (MET) [19]
hours per week (METh).

The severity of DS was captured using the 21-item Beck
Depression Inventory (BDI) [20] completed by participants.
The cutoff point was set at >10 [13]. The psychiatric diagno-
sis was confirmed with the diagnostic Mini-International
Neuropsychiatric Interview (MINI), version 5.0.0 [21], delivered
by a trained study nurse. In Finland, depression nurse case
managers are an important part of the basic health care
team, and they primarily organize the treatment of
depressed patients together with the general practitioners
[13]. The patients were treated according to the current
Finnish treatment guidelines for depression, meaning with
antidepressive medications and/or psychotherapy [13].

At baseline, the participant’'s weight, height, and blood
pressure were measured. Weight and height were measured
with the participant wearing light clothing and were accurate
to the nearest 0.5cm and 0.1 kg, respectively. Blood pressure
was measured twice after 15min rest time with a mercury
sphygmomanometer and the patient in a sitting position.
The physical examination was conducted by trained study
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Table 1. Participants’ baseline social and clinical characteristics according to follow-up categorization as with or without

depressive symptoms (DS).

DS at follow-up

Yes

Variables N=182 N=76 p-Value
Female, n (%) 142 (78) 53 (70) 0.16
Age, years (SD) 51 (10) 52 (10) 0.54
Body mass index (kg/mz), mean (SD) 279 (5.4) 28.7 (6.0) 0.26
Education, years, mean (SD) 114 (3.0 10.5 (3.1) 0.035
Blood pressure (mmHg), mean (SD)

Systolic 130 (16) 131 (12) 0.55

Diastolic 81 (10) 81 (10) 0.79
Total cholesterol (mmol/l), mean (SD) 5.13 (0.99) 5.13 (1.01) 0.97
HDL cholesterol (mmol/l), mean (SD) 1.54 (0.40) 1.56 (0.42) 0.73
LDL cholesterol (mmol/l), mean (SD) 3.13 (0.93) 3.08 (0.86) 0.70
Triglyceride (mmol/l), mean (SD) 1.32 (0.72) 1.39 (0.86) 0.54
Plasma glucose (mmol/l), mean (SD) 5.64 (0.85) 5.84 (1.44) 0.17
Married or cohabiting n (%) 115 (63) 43 (57) 0.32
Employment status n (%) 0.15

Employed 94 (52) 28 (37)

Unemployed 36 (20) 18 (24)

Student 5@3) 2 (3)

Retired 47 (26) 28 (37)
Smoking, n (%) 52 (29 26 (34) 0.37
Alcohol, servings per week, n (%)

None 34 (19) 19 (25)

1-5 105 (58) 36 (47)

6-9 18 (10) 10 (13)

>10 25 (14) 11 (14)
BDI score, mean (SD) 22.4 (8.0) 25.1 (7.3) 0.011
BDI >10, n (%) 71 (39) 72 (94)
Antidepressant, n (%) 122 (67) 56 (74) 0.29
Disease, n (%)

Neurological disease 5@3) 0 (0) 0.33

Cardiovascular disease 30 (16) 13 (17) 0.96

Rheumatic disease 7 (4) 3 (4) 0.99

Lung disease 16 (9) 10 (13) 0.29

Diabetes mellitus 16 (9) 15 (20) 0.014
LTPA, n (%) 0.30

Low 42 (23) 18 (24)

Moderate 70 (38) 36 (47)

High 70 (38) 22 (29)

BDI: Beck Depression Inventory; HDL: high-density lipoprotein; LDL: low-density lipoprotein; LTPA: leisure-time phys-

ical activity.

nurses [22]. The body mass index (BMI) was defined as the
person’s weight (kg) divided by the square of the height (m).
The World Health Organization (WHO) has defined over-
weight as a BMI >25 and obesity as a BMI >30 [23].

The blood samples were drawn between 8:00 a.m. and
11:00 a.m. after 12h of fasting, for glucose and lipid deter-
mination. Serum total cholesterol, high-density lipoprotein
(HDL) cholesterol, low-density lipoprotein (LDL) cholesterol,
triglycerides, and plasma glucose were analyzed using
Modular  Analytics SWA  (Hitachi  High-Technologies
Corporation, Tokyo, Japan) [13,13,24].

Statistical analysis

Data are presented as means with standard deviation (SD) or
as counts with percentages. Statistical comparisons between
DS groups were made using a t-test for continuous variables
and Pearson’s chi-square for categorical variables. The
adjusted hypothesis of linearity (orthogonal polynomial) was
evaluated using generalized linear models (analysis of covari-
ance and logistic models), with the appropriate distribution

and link function. Models included age, gender, years of educa-
tion, diabetes, and BDI as covariates. The bootstrap method was
used when the theoretical distribution of the test statistics was
unknown or in the case of violation of the assumptions (e.g.
non-normality). Rank-based (Spearman) partial correlations were
calculated between baseline and follow-up LTPA, adjusted for
age, sex, years of education and diabetes. Confidence intervals
for the correlation was obtained by bias-corrected bootstrapping
(5000 replications). The normality of variables was evaluated
graphically and with the Shapiro-Wilk W-test. The Stata 16.0
statistical package (StataCorp LP, College Station, TX, USA) was
used for the analysis.

Results

A total of 258 patients with confirmed clinical depression at
baseline and who took part in the five-year follow-up were
included in the analysis. Of these, DS (BDI >10) was confirmed
in 76 patients (29%). The majority of participants were female
(n=195, 76%). Table 1 shows the baseline sociodemographic
and clinical characteristics of the participants according to the
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Figure 1. Proportion (%) of participants with DS (BDI score >10) at follow-up
according to baseline LTPA level. Adjusted for baseline age, gender, years of
education, diabetes, and BDI. BDI: beck depression inventory; DS: depressive
symptoms; LTPA: leisure-time physical activity.

follow-up DS status. Those participants with DS at the follow-up
had fewer years of education (p=0.035), more DS (p=0.011),
and higher prevalence of diabetes (p=0.014) at baseline than
those participants without DS.

In a comparison of the main baseline characteristics (age,
gender, BDI level) of those who participated and those who
did not participate in the follow-up, there was no statistically
significant difference between the groups.

Statistical analysis revealed that the baseline LTPA level
(adjusted for age, sex, years of education, diabetes, and BDI)
was not associated with the DS status at the five-year follow-
up (Figure 1). Age, sex, years of education, diabetes and BDI
adjusted odds ratio (OR) for future depression was 1.71 (Cl
0.61-4.79) for participants with moderate LTPA and 1.00 (Cl
0.35-2.85) for participants with high LTPA, as compared with
low LTPA at baseline. Crude OR were 1.2 (Cl 0.61-2.38) and
0.73 (Cl 0.35-1.52) for participants with moderate or high
LTPA and low LTPA, respectively. The result did not change
even though the BDI adjusting was removed.

Instead, higher baseline LTPA levels were associated with
higher physical activity in the future. Those participants with
higher LTPA levels had more METh per week at follow-up
than those with lower baseline LTPA levels [f=0.15 (95% CI:
0.03-0.27) for linearity =0.021] (Figure 2(a)), and this associ-
ation did not differentiate between follow-up DS status
(Figure 2(b)). Correlation (adjusted for age, sex, years of edu-
cation, and diabetes) between baseline and follow-up LTPA
split by follow-up DS status was for participants with DS 0.52
(95% Cl: 0.34-0.71) and 0.32 (95% Cl: 0.18-0.46) for partici-
pants without DS, respectively.

At the follow-up, among the participants without DS, 34%
had low, 30% had moderate, and 36% had high physical
activity levels (expressed as IPAQ grade). Among those

100 1 (a) (b)
90 - O Without DS
] H With DS
80 -
70 - T
. ]
3 60 -
2 ] _
g 50 1 L
o 4
'_
w40
= ]
30 ¥ 1
20 -
10 ) DS: p=0.70
— LTPA: p=0.029
0 1 Interaction: p=0.88
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LTPA at baseline LTPA at baseline

Figure 2. (a) Participant (all) physical activity expressed as METh per week at
follow-up according to baseline LTPA level. Adjusted for baseline age, gender,
years of education, diabetes, and BDI. (b) Participant (separate with DS and
without DS) physical activity expressed as METh per week at follow-up accord-
ing to baseline LTPA level. Adjusted for baseline age, gender, years of educa-
tion, and diabetes. BDI: beck depression inventory; DS: depressive symptoms;
LTPA: leisure-time physical activity; METh: metabolic equivalent hours per week.

Low Moderate

participants with DS, 37% had low, 32% had moderate, and
32% had a high physical activity classification.

Discussion

This study showed that baseline LTPA levels did not predict
an improvement in DS among depressive patients at a five-
year follow-up. However, baseline LTPA did predict future
total physical activity. Moreover, baseline depressive diag-
nosed participants who still had DS at the five-year follow-up
had fewer years of education and poorer health status (more
diabetes and DS) at baseline.

Our study findings are in line to a certain extent with
some earlier studies. While physical activity has been found
to be an effective method of reducing depression, as well as
preventing and protecting against depression [1-3], in our
study sample, earlier physical activity levels were not related
to a subsequent recovery from depression. On the other
hand [25], for example, found in their recent study after a
two-year follow-up that physical activity predicts future
remission of depressive disorder only in younger adults but
not in older depressive patients. Our findings are in line with
the findings from [25] on older depressive patients. Also,
although physical activity can be a protective factor and
effective treatment method for depression, it might not be
favorable for everyone. Some individuals may benefit less
from physical activity and exercise in the same way that
some benefit less from other treatments of depression, such
as medication, due to different biological, clinical, psycho-
logical, and/or social moderators [26]. Again, autonomous
motivation and social support from the patient’s friends and



family, as well as from health professionals, may play the key
role in exercise adherence [26]. From earlier studies, we also
know that the course of depression fluctuates and the sever-
ity of DS can vary over time [27-29].

Our finding that baseline LTPA was associated with the
future total physical activity level is consistent with findings
that physical activity stays relatively stable and the level of
physical activity rarely changes over time [25]. The physical
activity level of depressed patients might also reflect a trait
(feature of one’s personality) instead of the state of depres-
sion [25]. Also, according to a study by [20], as compared
with adulthood physical activity, an earlier physical activity
history does not contribute to the progression of DS to a
greater degree. Further, there is evidence of a longitudinal
and bi-directional relationship between a low physical activ-
ity and the severity of depression and anxiety symptoms and
odds for disorders chronicity [31]. In this light, our findings
are important because being physically active can create bet-
ter odds of successful protection from depression, and thus,
health professionals should encourage their patients to
engage in physical activity by endorsing it in everyday life
and as an add-on to other treatments for depression. Once a
physically active lifestyle has been gained and stabilized, the
probability of it being a permanent situation is more plaus-
ible [25].

Earlier studies have shown that depression is often associ-
ated with other illnesses [32,33], a poorer living environment,
and lower socioeconomic status [34,35]. This kind of associ-
ation was found in our study as well with years of education,
diabetes, and DS. Our finding that depressed patients had
more diabetes is in line with the recent knowledge that dia-
betes is a risk factor for depression and that depression is
more prevalent in people with diabetes [36]. In addition, the
fact that depression may remain underdiagnosed when
comorbid with diabetes underlines the importance of prop-
erly identifying and treating both illnesses [36].

In Finland, LTPA has increased in recent decades among
the general population, but total physical activity has
remained fairly stable [37]. According to the recent Finnish
national FinHealth 2017 survey, one-third of the Finnish adult
population were physically inactive, and approximately only
half of the population achieved the national recommended
physical activity level [38]. Given that in our study sample,
only one-third of the participants achieved the same level, it
seems that depressive patient physical activity is lower than
in the overall Finnish population. This could be one reason
for the diminishing effects of physical activity on future DS
among our study sample.

Overall, in light of earlier studies, it seems that factors
other than physical activity alone influence the remission of
DS. Patient traits, socioeconomic background, and other
somatic illnesses such as diabetes might be, together or indi-
vidually, more important elements of individual well-being
and health than is a physically active lifestyle. Nonetheless,
promoting physical activity is especially important because it
certainly has positive impacts on overall health and well-
being and seldom has any adverse effects.

NORDIC JOURNAL OF PSYCHIATRY 5

Because many recent studies have focused mainly on the
immediate or short-term effects of physical activity on
depression, the main strength of this study is its five-year
longitudinal design, nationally representative capture, and
depression confirmation. In this study, we also had a nation-
ally representative study population with a catchment area
of 274,000 inhabitants. Another study strength is that we
used a structured diagnostic interview (MINI) to confirm
depression. The main limitations lie in the possibility of LTPA
and total physical activity overestimation by participants and
the study results’ generalizability. As the study population
included only patients 35years or older, the generalizability
to younger persons is questionable. Also, follow-up was at
only one time point, which can be considered a weakness
because many depression patients cycle between periods.
Again, one study weakness is the lack of data on intra- and
inter-observer variability.

Conclusion

Baseline LTPA did not affect the five-year prognosis of
depression among depressed patients in a Finnish adult
population. However, as baseline LTPA predicted future phys-
ical activity, those in clinical practice should consider includ-
ing it as a part of overall health management and the
treatment of depression.
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