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Abstract

Background: syncope is a common problem which increases in older age groups. In syncope clinics, patients who are
depressed have higher rates of unexplained syncope and higher rates of recurrent syncope.

Obijectives: we aim to examine the rates of depression in older patients reporting syncope and the effect of anti-depressants
(ADs) on the rates of syncope.

Design: epidemiological, point-prevalence study.

Setting and participants: data came from the Irish Longitudinal Study on Ageing, which includes 8,175 adults aged 50 and
older, living in the community in Ireland.

Measurements: the Centre for Epidemiological Studies Depression scale was used to assess levels of depression. Multinomial
regression was used to analyse the data with a P-value of <0.05 determining significance.

Results: 7,993 participants aged 50 and older were included, and of these 349 reported at least one syncopal episode in the
last year. Prevalence of syncope was 4.4%. After controlling for participant characteristics and general health, those with severe
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depression had a greater risk of single and multiple syncopal events (telative risk ratios [RRR]: 2.78 and 2.84, respectively,
P <0.050) and participants treated with tricyclic anti-depressants (TCAs) were also at greater risk for single and multiple synco-
pal episode in the last year (RRR: 2.31, P= 0.062; RRR: 2.95, P < 0.05).

Conclusions: this study demonstrates an increased risk of syncope in patients with depression, with higher rates of syncope
reported with increasing severity of depression. Treatment with TCAs increases both the risk and frequency of syncope in the
community. Depression is a potentially modifiable risk factor for syncope but treatment options need to be tailored in the

older patient population.

Keywords: depression, syncope, anti-depressant medication, older people

Introduction

Syncope is defined as a sudden loss of consciousness asso-
ciated with the inability to maintain postural tone, followed
by spontaneous recovery [1]. The true incidence of syncope
in the general population is difficult to estimate due to the
lack of definition, differences in population prevalence and
under reporting in the general population |2]. Large popula-
tion studies have shown a rise in the incidence of syncope as
people age. The Framingham cohort estimates that the cu-
mulative incidence of syncope is ~50% in men and women
aged >80 years [3]. In tandem with the observed rise in inci-
dence, there is an increase in both hospital admissions and
morbidity and mortality in older patients who present with
syncope [4, 5]. Syncope recurrence rates are also higher in
older age groups [6]. In older patients, multiple causes of
syncope are often present and the medical history may be
less reliable than in the young [7]. For example, polypharmacy
and cognitive impairment are known risk factors which can
increase susceptibility to syncope in older populations [8].

Depressive symptoms have been described in patients
with recurrent vasovagal syncope, as well as unexplained
syncope [9, 10]. Despite the higher rates of depression seen
in patients who experience syncope, the exact relationship
between the two has not been fully established. In older
cohorts, there have been links observed between depressive
symptoms and rates of syncope. In older patients who have
been hospitalized for syncope, there were higher rates of de-
pression diagnosed after 2 years of follow-up [11]. However,
in community-dwelling cohorts, the prevalence of depression
and its role in susceptibility to syncope remain unknown.
With an estimated prevalence of between 2 and 5%, depres-
sion is a significant co-morbid condition in community-dwell-
ing older cohorts [12, 13]. Anti-depressant (AD) medications
are also increasingly being prescribed for older patients with
studies showing a prevalence of AD prescriptions to be
between 10 and 13.7% of prescriptions for community-
dwelling older people [14, 15].

To date, no population-based study has investigated the
prevalence of syncope in community-dwelling elderly popu-
lations and its relationship to depression. We aim to estimate
the prevalence of depression in older patients treporting
syncope and the effect that treatment of depression with
commonly prescribed ADs has on rates of syncopal attacks.

Methods

Data

The data come from Wave 1 of The Irish Longitudinal Study
on Ageing (TILDA), which includes 8,175 adults aged 50
and older living in the community in Ireland. TILDA is a na-
tionally representative survey of people aged 50 and over.
The houschold response rate was 62% and those who parti-
cipated provided informed consent. Participants were inter-
viewed in their homes and were invited to attend a
comprehensive physical health assessment. Further study
details are presented as follows described in detail previously
[16]. In this study, we use data from the in-home assessment.

Study procedures

Computer-assisted personal interview

Structured interviews were undertaken in the respondents’
homes by trained professional social interviewers using
computer-assisted personal interviewing, During the inter-
view, information on the health and well-being of partici-
pants, including demographics, socioeconomic status,
medical history, personal health behaviours and physical
functioning and medication use, was collected.

Ethics

Ethical approval for the study was obtained from the Trinity
College Research Ethics committee. All participants provided
written informed consent prior to participating in the study:

Measures

Syncope

All participants were asked whether they had fainted at any
point during their lifetime. Those who responded positively
were asked for further details that included whether they
were a frequent fainter in youth (yes/no), had fainted in the
past 12 months (yes/no) and how many faints they had
experienced in the past 12 months.
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Center for epidemiological studies depression scale

Center for Epidemiological Studies Deptession scale (CES-D)
was used to assess depression [17]. This is a 20-item scale that
asks respondents to evaluate how often (‘rarely or none of the
time’ to ‘most or all of the time’) in the last week they have
expetienced a symptom. Higher scores indicate increased de-
pression. Cut-off values were applied, where 015 indicates no
or mild depression, 16-26 indicates moderate depression and
27 and higher indicates severe depression [18].

Anti-depressant use

All AD medications were coded using the World Health
Organizations Anatomical Therapeutic Chemical index [19]. All
ADs have the same first 4 digit code (NOGA); once ADs were
identified, these were broken into classes. In this paper, we only
make the distinction between selective serotonin reuptake inhi-
bitors (SSRIs), tricyclic anti-depressants (TCAs) (serotonin—nor-
epinephrine reuptake inhibitors, serotonin antagonist and
reuptake inhibitors, tetracyclic and monoamine oxidase inhibi-
tors) due to small number of other ADs prescribed.

Co-morbidity

A number of self-reported conditions were controlled for in
the analysis, these include high blood pressure, angina, heart
attack, heart failure, diabetes, stroke, transient ischaemic
attack, lung disease and dementia. These were all dichotom-
ously coded (absent/present).

Anti-hypertensive medications

Participants were asked ‘Are you currently taking any tablets

or pills for high blood pressute?’ (yes/no).

Substance abuse

Participants were asked ‘Has a doctor ever told you that you
have any of the following conditions?” where alcohol or sub-
stance abuse was listed as one of the conditions (yes/no).

Demographic information

Age, sex, level of education achieved (primary/none, sec-
ondary and tertiary) and marital status (married, never
martied, widowed or separated/divorced) were controlled
for in the analysis.

Statistical analysis

Descriptive statistics were used to explore the relationships
between syncope, depression and AD usage. To calculate the
prevalence of syncope, survey weights, cluster and stratum
were set and tabulation and cross tabulation was used. The
standard errors were calculated using the Taylor series lineat-
ization method, and differences assessed using the design-
based F statistic.
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The outcome, number of syncopal episodes in the past
12 months, is a count variable and was over dispersed
(standard deviation larger than the mean [mean=0.09,
SD =0.78]). We therefore chose to categorize our outcome
into three categories: no episodes, one syncopal episode and
multiple syncopal episodes. As a result of this categorization,
we use bivariate multinomial regression to investigate the
relationships between recent syncopal episodes with depres-
sion and AD use. Subsequently, we fitted a multivariate
multinomial regression model using survey weights where we
adjusted for age, sex, education, marital status, health condi-
tions, anti-hypertensive medications and substance abuse.
Relative risk ratios (RRR) were produced and represented the
chance that an observation fell into the comparison category
rather than the baseline category (no syncopal events).
Finally, we investigated interaction terms between medication
type and depression. All analyses are conducted in Stata
(vi2.1).

Results

A total of 8,175 participants, aged 50 and older, were en-
rolled in this study; of which, 152 were excluded due to in-
complete data. An additional 30 participants were excluded
with a self-reported physician diagnosis of dementia or a
Mini-Mental State Exam result of <18, due to potential recall
bias. This resulted in a final sample of 7,993 participants.
Descriptive statistics can be seen in Table 1. The age of the
patients ranged from 50 to 99 years with an interquartile
range of 56—71 (SD 0.2). Of all the participants, 225 reported
one syncopal episode in the last year, and 124 reported
two or more syncopal episodes. The sample had an evenly
split gender distribution. Females reported higher rates of
recurrent syncope when compared with their male counter-
parts (59.1 versus 40.9%) but this failed to reach statistical
significance. Compared with participants with no episodes,
participants with syncopal episodes reported higher rates of
all health conditions. There were statistically significantly
higher rates of hypertension, heart attack, stroke and anti-
hypertensive use in the group who reported syncope. In rela-
tion to AD medication usage, the most frequently prescribed
AD was the SSRI class, with 3.9% of the total sample taking
an SSRI.

Prevalence

The overall prevalence of syncope in the TILDA population
was 4.4% (overall), 2.8% (SE = 0.2) for one syncopal event
and 1.6% (SE=0.1) for multiple syncopal events. The
prevalence rates of syncope differed for AD medication type
and depression. Patients who were taking SSRIs, TCAs had a
higher prevalence of syncope (for both a single and multiple
syncopal event) while there was a non-significant trend of an
increase for those on other ADs (Table 2). This difference in
prevalence was significant only in regards to SSRIs and
TCAs. Participants with symptoms of depression (CES-D
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Table |. Demographic and clinical characteristics of participants (7 = 7,993)

No episode—past 12 months

One syncopal episode—past
12 months

Multiple syncopal episodes—
past 12 months

Test statistic

Male

Female
Age (non-weighted)
Age (mean and SD)
Education

Primary/none

Secondary

Third/higher
Marital status

Married

Never married

Separated/divorced

Widowed
Co-morbidity

High blood pressure

Angina

Heart attack

Heart failure

Diabetes

Stroke

TIA

Lung disease
Substance abuse
Anti-hypertensive

Medication

SSRI

Tricyclic

Other

Dr ever told you that you

have depression

CES-D
None/mild
Moderate
Severe

n=17,664 Weighted
prevalence,
% (SE)
3,507 48.1 (0.5)
4,137 51.9 (0.5)
7,644 63.7 (SD-9.69)
63.8 (0.2)
2,310 37.7.(0.8)
3,077 43.7 (0.7)
2,257 18.6 (0.5)
5,327 68.7 (0.7)
730 9.5 (0.4)
499 6.3 (0.3)
1,088 15.5 (0.5)
2,803 37.2.(0.6)
392 5.3(0.3)
344 4.6 (0.3)
79 1.1 (0.1
582 7.9 (0.3)
104 1.4 (0.1)
153 2.0 (0.2)
297 4.0 (0.3)
121 1.6 (0.2)
2,398 32.1(0.6)
271 3.7(0.2)
94 1.3 (0.1)
139 1.8 (0.2)
384 4.8 (0.3)
6,950 90.6 (0.4)
528 7.1 (0.4)
166 2.3(0.2)

n=225 Weighted
prevalence,
% (SE)
114 51.7 (3.5)
111 48.3 (3.5)
225 64.6 (SD-10.49)
64.4 (0.8)
69 37.8 (3.5)
95 45.0 (3.3)
61 17.2 (2.1)
144 61.6 (3.5)
26 12.1 2.2
21 9.8 (2.1)
34 16.5(0.7)
106 49.1 (3.4)
17 8.5 (2.0
19 9.1 (2.1)
3 1.5 (0.9)
21 9.1 (2.0)
8 4.1 (1.4
1 4.8 (1.5
15 7.4 (1.9)
5 2.3 (1.0)
86 39.1 (3.3)
12 6.3 (1.8)
7 3.1(1.2)
7 2.6 (1.0
16 7.3 (1.8)
183 79.9 (2.7)
29 13.8 (2.4)
13 6.3 (1.7)

n=124 Weighted
prevalence,
% (SE)
48 40.9 (4.8)
76 59.1 (4.8)
124 63.5 (SD-10.06)
63.9 (1.0)
44 45.3 (4.8)
39 34.0 (4.3)
41 20.7 (3.3)
69 54.0 (4.6)
18 13.8 (3.1)
16 14.0 (3.3)
21 18.2 (3.6)
57 46.8 (4.8)
19 17.9 (3.7)
7 5.9 (2.3)
3 3.2(1.8)
16 13.0 (3.1)
9 6.8 (2.3)
6 4.6 (1.9)
10 7.9 (2.5)
3 3.0 (1.8)
51 41.7 (4.7)
13 10.7 (2.9)
8 6.32(2.3)
3 2.4 (1.5)
23 19.2 (3.9)
94 74.4 (4.2)
19 15.1 (3.2
11 10.5 (3.0)

F(2,1245.6) =1.64

Fip g4y = 0.29

Fuosg1.2)=1.31

F(6,3681.8) = 3.74%*

Foi042.6)= 7.817%%F
Fa 2485 = 18.46%%*
F1246.2) = 4.38*

Fo 12467y =221
F(2,1245.7) =215
Fo1245.3) = 15415
Fo 12417y = 5.26%*
Fa 2345 = 4.68%*
Fo,1230.1) = 0.89

F(2,1243.8) = 4.59%*
Flo,1237.2) = 8.57%%%
Fo249.8) = 12.68%%
F(2,1244.(>) =0.44
Fo1248.1) = 22.65%%*

Fapa73.5) = 17.370%*

Total
” Weighted
prevalence,
% (SE)
3,669 48.1 (0.5)
4,324 51.9 (0.5)
7,993 63.7 (SD-10.06)
63.8 (0.2)
2,423 37.8 (0.8)
3,211 43.6 (0.7)
2,359 18.6 (0.5)
5,540 68.2(0.7)
774 9.7 (0.4
536 6.5(0.3)
1,143 15.6 (0.5)
2,966 37.7 (0.6)
428 5.6 (0.3)
370 4.7 (0.3)
85 1.1 (0.1)
619 8.0 (0.3)
121 1.5 (0.1)
170 2.1(0.2)
322 7.9 (0.3)
129 1.7 (0.2)
2,535 32.4 (0.6)
296 3902
109 1.4 (0.1)
149 1.9 (0.2)
423 5.1 (0.3)
7,227 90.1 (0.4)
579 7.4 (0.4)
190 2.5(0.2)

*P <0.050; ¥¥P < 0.010; ¥*P <.001.
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Table 2. Weighted prevalence and standard errors of syncope by medication and depression

One syncopal episode in past 12 months

n Weighted prevalence, % (SE)

SSRI (2 =296)

Yes 12 4.6 (1.3)

No 213 2.8 (0.2)
Tricyclic (= 109)

Yes 7 6.3 (2.4)

No 218 2.8 (0.2)
Other (7= 149)

Yes 7 3.92(1.5)

No 218 2.82 (0.20)
Dr ever told you that you have depression

Yes 16 4.06 (1.04)

No 209 2.78 (0.20)
CES-D

None/mild 183 2.52 (0.20)

Moderate 29 5.30 (0.95)

Severe 13 7.07 (1.83)

Multiple syncopal episodes in past 12 months F Statistic
n Weighted prevalence, % (SE)
13 4.20 (1.16) Fo 1237.2) = 8.57%%*
111 1.41 (0.15)
8 6.89 (2.49) F 1240.8) = 12.68%+*
116 1.44 (0.14)
3 1.97 (1.17) Fo1244.8 = 0.44
121 1.51 (0.15)
23 5.69 (1.26) Fo 1248.1) = 22.65%+*
101 1.29 (0.14)
94 1.25 (0.13) Faz473.8) = 17.37%%%
19 3.10 (0.72)
11 6.25 (1.87)

*P <0.050; #¥P < 0.010; #*P < 0.001.
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Figure 1. Prevalence of syncope by age and history of
depression.

categories) or a diagnosis of depression by a physician had a
significantly higher prevalence of syncope than those without
symptoms or a diagnosis of depression. There was an age
gradient apparent in the prevalence of syncope and being on
any AD, having depressive symptoms or having both
(Figure 1). Older adults (75+ years) taking an AD or having
depressive symptoms had a higher prevalence of syncope
than younger adults (50—64 years) taking an AD or with de-
pressive symptoms. The reverse was seen for the prevalence
for those both on an AD and with depressive symptoms;
this however may have been due to very small numbers in

this group.

Covariates of syncopal events

Effect of depression

Participants who reported moderate or severe symptoms of
depression as evidenced by CES-D testing were more likely
to have experienced at least one syncopal episode on the past

506

year. This is evidenced by the prevalence rates (Table 2) and
the results from both the bivariate (Table 3) and multivariate
(Table 4) multinomial regression analyses. Participants who
reported being told by their doctor that they had depression
were also more likely to have experienced multiple syncopal
episodes within the last year.

After controlling for demographic characteristics, health
conditions and AD use these relationships were less pro-
nounced (Table 4). Participants with severe depression
(CES-D) were at an increased risk of either a single syncopal
episode (RRR =2.8) (CI —1.48 to 5.25) or multiple syncopal
episodes (RRR = 2.9) (CI —1.27 to 6.45), when compared with
those with none or mild symptoms of depression. Participants
with moderate depression were at an increased risk only of a
single syncopal episode (RRR=2.0) (CI —-1.29 to 3.01).
Finally, participants who reported being told by a doctor that
they had depression had a higher risk of experiencing multiple
syncopal episodes (RRR = 2.7) (CI —1.36 to 5.19).

Effect of ADs

Before adjusting for participant characteristics, health condi-
tions and depression, participants taking ecither SSRIs or
TCAs were at greater risk of having experienced a single or
multiple syncopal episodes (Table 3). All relationships were
significant aside from the relationship between SSRIs and a
single syncopal episode, which approached significance.
After controlling for participant characteristics, health condi-
tions and depression (CES-D or doctor diagnosis), SSRIs
wete no longer significantly associated with syncopal events
in the past 12 months. In regards to participants on TCAs,
there remained significantly increased risk of multiple synco-
pal events (RRR =3.0) (CI 1.15-7.94). The relationship to a
single syncopal event was not statistically significant;
however, there was a trend suggesting increased risk of a
single syncopal episode (RRR = 2.3) (CI 0.97-5.63).
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Table 3. Bivariate multinomial regression results comparing a single and multiple syncopal episode with no syncopal episode

in the past 12 months (7 = 7,993)

No episode versus one syncopal episode

No episode versus multiple syncopal episodes

SSRI
Tricyclic
Other
Dr ever told you that you have depression
CES-D
None/mild
Moderate
Severe

RRR (95% CI) Povalue
1.75 (0.96-3.22) 0.069
2.50 (1.11-5.61) 0.027
1.41 (0.63-3.17) 0.405
1.55 (0.89-2.70) 0.118
Ref

2.21 (1.48-3.30) <0.001
3.11 (1.76-5.49) <0.001

RRR (95% CI) Povalue
3.13 (1.71-5.76) <0.001
5.28 (2.40-11.60) <0.001
1.33 (0.40-4.41) 0.639
4.68 (2.82-7.76) <0.001
Ref

2.60 (1.57-4.32) <0.001
5.54 (2.86-10.74) <0.001

RRR, relative risk ratio.

Table 4. Multivariate multinomial regtession tesults comparing a single and multiple syncopal episode with no syncopal

episode in the past 12 months (7 = 7,993)

No episode versus one syncopal episode

No episode versus multiple syncopal episodes

Variable RRR (95% CI) P-value RRR (95% CI) P-value
Sex: female 0.79 (0.60-1.05) 0.600 1.18 (0.76-1.83) 0.460
Age 1.00 (0.99-1.02) 0.110 0.99 (0.96-1.02) 0.432
Education

Primary/none Ref Ref

Secondary 1.23 (0.89-1.70) 0.203 0.76 (0.48-1.22) 0.259

Third/higher 1.12 (0.77-1.63) 0.556 1.17 (0.72-1.90) 0.534
Marital status

Married Ref Ref

Never married 1.31 (0.85-2.01) 0.216 1.81 (1.03-3.18) 0.038

Separated/divorced 1.59 (0.98-2.57) 0.060 2.10 (1.14-3.85) 0.017

Widowed 1.05 (0.68-1.63) 0.807 1.30 (0.66-2.56) 0.442
SSRI 1.25 (0.68-2.31) 0.467 1.29 (0.57-2.92) 0.546
Tricyclic 2.33 (0.97-5.63) 0.060 3.02 (1.15-7.94) 0.025
Other 0.98 (0.41-2.36) 0.973 0.46 (0.10-2.02) 0.300
Hypertensive medication 0.62 (0.37-1.04) 0.073 1.13 (0.47-2.72) 0.787
Dr ever told you that you have depression 0.99 (0.52-1.88) 0.980 2.66 (1.36-5.19) 0.004
CES-D

None/mild Ref Ref

Moderate 1.97 (1.29-3.01) 0.002 1.65 (0.96-2.84) 0.069

Severe 2.79 (1.48-5.25) 0.002 2.86 (1.27-6.45) 0.011
Co-morbidity

High blood pressure 2.19 (1.34-3.59) 0.002 1.03 (0.43-2.49) 0.943

Angina 1.10 (0.59-2.04) 0.770 3.68 (2.00-6.76) <0.001

Heart attack 1.60 (0.89-2.87) 0.117 0.51 (0.21-1.23) 0.135

Heart failure 0.85 (0.23-3.09) 0.808 1.91 (0.56-6.48) 0.298

Diabetes 0.96 (0.59-1.57) 0.870 1.28 (0.70-2.35) 0.422

Stroke 2.22 (1.03-4.75) 0.041 4.20 (1.90-9.26) <0.001

TIA 1.75 (0.82-3.73) 0.147 1.52 (0.54-4.26) 0.421

Lung disease 1.57 (0.89-2.76) 0.120 1.42 (0.68-3.00) 0.350

Continned

Discussion

In this representative population sample of community-
dwelling adults aged 50 and older, we investigated the
prevalence of syncopal events. This is the largest, to our
knowledge, investigation of the prevalence of syncopal
events in a population-based community-dwelling sample of
older people. Participants in this study with depression or
using TCAs were at increased risk of syncopal events.

Syncope and depression

In this study, participants with depression were more likely to
have reported syncope in the last year. Furthermore, partici-
pants who were classified with moderate or severe depression
according to the CES-D scale were more likely to have
reported a syncopal event in the last year and were also more
likely to have reported multiple syncopal events in the last
year. This effect appears to be independent of common co-
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morbidities including cardiovascular disease. This study has
added to the observations made previously of the link
between depressive symptoms and syncope. Previous studies
have focused on groups presenting to specialized syncope
clinics as well as patients who were hospitalized for syncope
[9,10,11,20]; therefore, it is difficult to extrapolate the obset-
vations previously made in these studies to a general popula-
tion. This study was performed on a representative sample
and is more likely to reflect the true incidence and prevalence
of syncope rates in patients reporting symptoms of depres-
sion. The data show that depression is a significant co-
morbid condition in older people with syncope. Previous
work by our group has highlighted the link between depres-

sion and falls in older people.

Effects of AD medications

The prevalence of a syncopal event was higher for partici-
pants who were taking either an SSRI or a TCA. However,
once we adjusted for demographic characteristics, health
conditions and depression, we found that the increased risk
of a syncopal event was only for participants prescribed
TCAs. Taking a TCA increased the odds of experiencing
multiple syncopal events. There was a trend towards higher
rates of syncope in those taking SSRIs but this failed to reach
statistical significance. This again was the first paper to fully
explore the effects of commonly prescribed ADs on
syncope. Previous studies investigating AD medication use in
older people have highlighted increasing concerns regarding
the safety of these medications [21]. Cohort studies have
shown a higher risk of adverse events in older people on AD
medication with increasing rates of gastrointestinal bleeding,
myocardial infarction, stroke, falls and overall mortality
reported [22].

SSRIs have previously been shown to be beneficial for
recurrent syncope in younger cohorts [23, 24]. Patients in
these studies demonstrated a longer time between syncopal
episodes and a reduction in pre-syncopal symptoms when
treated with SSRIs. These studies, however, wete unable to
separate out the effect that mood had on the rates of recur-
rent syncope. The authors did comment on the positive
effects on mood in the SSRI group, which they felt may have
been therapeutically beneficial [25]. This study differs in that
we were able to correct for the effect of depression on
syncope. When depression score was corrected for, usage of
SSRIs was associated with an increased risk of syncope but
this failed to reach statistical significance. There was also a
trend towards recurrent syncope in this group.

This study was designed as an epidemiological, point-
prevalence study and was therefore unable to draw any firm
causation for the observed effects of TCAs. Previous studies
have focused on the cardiovascular side effects of TCAs on
older people. The most commonly reported cardiovascular
side effect due to TCAs was hypotension, but also included
bradycardia and tachycardia [26, 27]. Other studies have
shown significant blood pressure alterations causing ortho-
static hypotension [28]. A previous study with community-
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dwelling older people found an increase in falls and hip
fractures but did not specifically mention rates of syncope
[29]. However, further work in this area is needed to help in-
dividualize patient risk and guide clinicians when prescribing
TCA.

The strength of this study is that the population was rep-
resentative of community-dwelling older Irish adults.
However, we had to rely solely on self-reported syncope and
depression. The CES-D has been shown to be correlated
with clinical ratings of depression; however, the CES-D is
not considered a tool for the formal diagnosis of depression.
Also, depression symptoms (CES-D) were assessed as occut-
ring in the past week only, whereas syncope was assessed in
the past 12 months. It is possible that we are underestimating
the relationship between depression and syncope. A series of
single items were used to assess syncope. Reporting syncopal
episodes within the last year has previously been shown to
have a good predictive value for future syncope risk [30].
However, this method is liable to recall bias and may be influ-
enced by a patients understanding of what fainting is. It may,
for example, underestimate other conditions which are
similar to syncope such as seizure disorders. An MMSE
cut-off score of 18 was used to exclude patients from the
final analysis. A further analysis of subgroups based on
MMSE score showed no statistically significant difference
(f*: 5.45, P=0.244) between faints in the past 12 months
and MMSE score. There are also very few respondents in
the older age groups who are taking ADs and have depres-
sive symptoms, limiting our conclusions about this older
group. Finally, the data used in this study are cross-
sectional. These limitations in the study reduce our ability
to fully understand the associations between depression,
AD use and syncope. To achieve this, a prospective longitu-
dinal study is required. As a longitudinal study, however,
there are further opportunities to examine this effect in
tuture waves of the TILDA study and observe the associ-
ation over time.

In summary, there is a clear association between depressive
symptoms and the prevalence of syncope. Clinicians should be
aware of this, as depression is a potentially modifiable co-
morbidity in older patients who present with syncope. The
choice of treatment should also be given careful consideration
as increased rates of syncope have been observed with com-
monly used ADs. Further studies are needed to focus on the
causes for the observed association found in this study:

Key points

» Community-dwelling patients with depression have higher
rates of syncope.

* Patients with moderate or severe depression are more likely
to report multiple episodes of syncope.

* Patients treated with TCA medications have a higher preva-
lence of syncopal events.
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