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The role of cognitive dysfunction in the symptoms and remission from depression
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Abstract
The disability and burden associated with major depression comes only in part from its affective symptoms; cognitive dysfunctions associated with depression also play a crucial role. Furthermore, these cognitive impairments during depression are manifold and multilevel affecting elementary and more complex cognitive processes equally. Several models from different directions tried to evaluate, conceptualize and understand the depth and magnitude of cognitive dysfunctions in depression and their bidirectional interactions with other types of depressive symptomatology including mood symptoms. In the current review, we briefly overview different types of cognitive symptoms and deficits related to major depression including hot and cold as well as trait- and state-like cognitive alterations and we also describe current knowledge related to the impact of cognitive impairments on the course and outcomes of depression including remission, residual symptoms, function, and response to treatment. We also emphasize shortcomings of currently available treatments for depression in sufficiently improving cognitive dysfunctions and point out the need for newer pharmacological approaches especially in cooperation with psychotherapeutic interventions.
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Background
Major depression is one of the leading causes of years lived with disability in the developed world, therefore exploring those factors contributing to sustained disability during depressive disorders is crucial. Studies show that in addition to mood symptoms, cognitive deficits associated with depression also play a major role in this [1].

Review
Cognitive symptoms during depression
ICD and DSM mention cognitive disturbances during depression only in general, most studies, however, describe a wide range of cognitive dysfunctions during the acute phase of depression. Research indicates that verbal and visual short and long-term memory, executive functions, psychomotor skills and attention are all impaired in depressed patients [2–7]. Results, however, are somewhat contradictory, in part because studies investigate patients of different age with different clinical characteristics, illness course and medication schemes with differing methodology. Furthermore, several studies observed sustained cognitive deficits also in patients in remission [4, 8]. Patients in everyday clinical practice also report complaints reflecting cognitive dysfunctions, and clinicians do not necessarily associate part of these complaints with cognitive dysfunctions; therefore, their recognition may be problematic (Table 1).Table 1Symptoms reflecting cognitive dysfunctions reported by patients in everyday clinical practice


	Cognitive function/domain
	Complaint
	Impact on everyday life
	Report of patient
	Exploratory questions

	Attention
	Loses track of thoughts
Cannot pay attention
Difficulty concentrating
	Cannot absorb information during conversation, watching a movie, or reading
Cannot concentrate on tasks
Lack of motivation
	“I can’t concentrate”
“It seems as if I don’t pay attention to anything”
	Is it difficult for you to read a magazine or to work with data at your workplace, or pay attention to tv or in a conversation?

	Memory
	No short term memory
Forgetfulness
Cannot count
	Does not remember everyday tasks
Needs lists and notes
Feels old
Loses or forgets things
At the workplace feels embarrassed and stupid
	“I forget everything”
“I forget tasks, dates, meetings, and it is especially inconvenient at my workplace”
	Does it happen that you can not find your keys, you do not remember names, or what you need to buy, or you lose track of tasks to do at home or work?

	Executive functions
	Procrastination and delaying
No self-confidence
Inability to decide
Cannot deal with more than one thing simultaneously
	Not enough self-confidence for decisions
Is afraid and anxious because of consequences
Avoids making decisions, is anxious because of decisions and delegates them to others
Procrastination
	“I can’t decide in anything”
“I don’t dare to decide”
“I can’t make up my mind”
	Is it difficult for you to make decisions at home or at work?
Does it require a big effort to start or complete tasks at home or work due to this? How does this influence your everyday life?

	Psychomotor speed
	Brain is foggy
Slowed movement
Tiredness, lethargy
	No energy
The smallest task takes a long time
Feels slowed down, and feels brain is not working
Cannot think
	“My brain feels blocked”
	Do you feel your thinking is significantly slowed down?




                        
Investigation of cognitive symptoms of depression was for a long time only secondary after mood symptoms, although cognitive impairments and abnormalities, spanning from symptoms affecting elementary neurocognitive functions through concentration problems, memory problems and inability to decide to negative automatic thoughts, dysfunctional attitudes and maladaptive schemata constitute an important part of depressive symptomatology [3], which also well reflects that multilevel cognitive disturbances intertwine the clinical picture of depression, and cognitive distortions typical of depressive thinking well describe the basic disturbance of cognitive processing (Table 2). Thus, although depression is considered a primarily affective disorder, we are increasingly aware that it is also paralleled by a very marked and clinically significant disturbance in cognitive functions [2]. At the same time pharmacotherapy of depression is aimed almost exclusively at alleviating mood symptoms, and pays only little attention to cognitive disturbance in depression in spite of the fact that cognitive symptoms are significant predictors not only of therapeutic response, but also of later everyday and psychosocial function, and they also play a prominent role among residual symptoms.Table 2Disorders of information processing in depression: frequent cognitive distortions [36]


	Cognitive distortions and logical fallacies

	Dichotomous/all or nothing thinking
	Absolute and black-and white thinking, refusing anything which includes any minor imperfections

	Overgeneralisation
	Generalization based on a single experience of failure, perceiving a single negative event as an endless series of failures

	Negative filter/selective abstraction
	Designating the whole situation as negative based on a single negative detail, disproportionate attention to negative details and ignorance for positives

	Discounting positives
	Successes, accomplishments and positive characteristics do not count

	Jumping to conclusions
	Negative conclusions in the absence of evidence; supposing without any basis that others will react in a negative way, the person continuously expects things to end badly

	Magnification/minimization
	Arbitrary and disproportionate maximization of own faults and negative events, arbitrary and disproportionate minimization of good characteristics or events

	Emotional reasoning/logic
	Reasoning based on emotions, treating negative emotions as facts, and drawing conclusions based on them

	“Should” statements
	Formulating expectations as primary motives, criticizing self and others with should and must not statements

	Labeling
	Identifying self with own mistakes, applying these labels instead of admitting and acknowledging own mistakes

	Personalisation and blame
	Holding self responsible for something the person has no control over or something the person is not responsible for, or blaming others ignoring own role




                        
Hot and cold cognitive symptoms
Cognitive symptoms associated with depression primarily denote basically distinct and diverse phenomena; elementary neurocognitive changes during depression on the one hand, and pervasive depressive symptoms developing on the background of maladaptive schemata, dysfunctional attitudes and automatic negative thoughts on the other. Cognitive functions and dysfunctions cannot be separated from mood and emotional symptoms. In order to understand the versatile and multicolored cognitive alterations in depression we differentiate hot, or affect-laden and cold, or affect-independent cognitive functions. While disturbances of cold cognitions can primarily be identified with neurocognitive testing, disturbances of hot cognitions are often detected during conversation, although the two types of cognitive processes interact. “Cold” cognition indicates information processing independent of emotional influences, which can be detected with tests where the stimulus is emotionally neutral and the outcome of the test is not important from a motivational aspect [4]. Abnormalities of “hot” cognitions can be observed in tasks related to stimuli carrying an emotional valence. In depressed patients distortions of processing congruent with mood are reported in several cognitive domains, while in other domains abnormalities related to cognitive processing of reward and punishment have been described. Depressed patients give more negatively biased answers in tests related to emotional processing which also concern perception, memory, attention and working memory. Furthermore, depressed patients show altered performance in reward- and punishment processing which indicates an increased sensitivity towards negative feedback and a decreased sensitivity towards positive feedback, and decreased learning related to rewarding cues [4, 5, 9, 10]. Other authors, however, suggest that “cold” cognitive deficits observed in depression can also be explained in part by alterations in “hot” cognitive processing, that is, emotion-independent cognitive tasks in many instances become emotion-laden in depressed patients especially in case of feedback-based tasks. This is also reflected by the catastrophic reaction of depressive patients to perceived failure which means that following one mistake they show a higher error rate in the next trial [4, 5]. These well illustrate that elementary neurocognitive alterations play a central role in the manifestation of other depressive symptoms as well.

Cognitive neuropsychological theory of depression
One approach to depression is expressed in Beck’s cognitive model which views depression as developing on the bases of stable, self-reinforcing, maladaptive negative schemata and dysfunctional attitudes and attributional styles. Negative expectations contribute to the emergence of typical depressive thinking processes such as negative automatic thoughts, negative emotional biases or rumination, that is, contribute to abnormal “hot” cognitive processing in a top-down manner. During cognitive therapy for depression patients are in essence taught, by tasks involving working memory, inhibitory processes and problem solving, to be able to exert “cold” cognitive control over their top–down negative biases [4].
The modern cognitive neuropsychological model of depression is a reformulation and expansion of Beck’s cognitive model of depression with results from pharmacological studies and concerning elementary neurocognitive functions. This integrated approach postulates that during depression, beyond the above, due to a dysfunction in the monoaminergic neurotransmitter systems there is an alteration in the bottom–up processing of emotional stimuli resulting in negative perceptions, and thus negative biases and negative schemata result from the decreased monoaminergic modulation in neural circles in the background of emotional processing [4, 11] which is also supported by the observation that in healthy and depressed subjects bias concerning processing of reward-related and emotional stimuli can be influenced by manipulation of monoaminergic neurotransmission. The resulting dysfunctional negative schemata are themselves also capable of generating top–down biases manifested as negative expectations which sustain negative schemata [4]. By influencing bottom–up negative biases SSRIs decrease symptoms; however, this may only be successful if, with the help of these changes, patients make an effort to correct their dysfunctional cognitive processes by questioning and restructuring their top-down biases. This is also supported by the fact that pharmacotherapy and cognitive therapy are significantly more effective in combination compared to either method on its own [12].

Trait- and state-like cognitive deficits during depression
When reviewing cognitive deficits characteristic of depression it is important not only to distinguish between hot and cold cognitions, but also to differentiate between those cognitive functions occurring exclusively during depressed episodes and those observable also between episodes or even prior to the development of symptomatic illness. By identifying trait- and state-like cognitive alterations it would be possible to explore those cognitive characteristics and dysfunctions which are present even preceding the illness and can in many times be identified also in first-degree non-affected relatives and could therefore be considered as trait-like vulnerability markers. Furthermore, it is important to study and evaluate those residual cognitive symptoms which are present after the alleviation of affective symptoms during remission, since these profoundly and pervasively influence quality of life and function.


The role of cognitive symptoms in illness course and function
In a prospective study in depressive patients it was established that in addition to lack of energy and problems of sleep, cognitive symptoms dominate during the course of depression, and cognitive symptoms are present during 85–94 % of the length of depressive episodes and 39–44 % of the length of periods of remission [13]. This indicates not only that this is a frequent complaint affecting a large portion of patients, but also that they negatively influence quality of life of depressed patients in the majority of time [13]. Deficits of executive function and verbal learning as well as certain other types of memory deficits can also be identified during euthymic periods in young adult patients [6, 14–16] and these are independent of clinical variables indicating severity of illness [3, 17]. Another study evaluated neurocognitive symptoms of depressed patients at baseline and after 6 months and at the time of follow-up 60 % of the investigated patients exhibited significant neurocognitive deficits [18]. Further studies indicated that with every episode there is a decrease in cognitive function and that interepisode cognitive function is related to the number of previous episodes [19, 20].
Cognitive impairment also plays a role in functional recovery from depression both in unipolar and bipolar disorder [18, 21]. Everyday function is often impaired even during remission, and in the background residual symptoms, comorbid conditions, false diagnoses and long-lasting cognitive impairment may play a role. Mood and affective symptoms on their own often fail to justify the impairment associated with depression [18], and the alleviation of affective symptoms is often not paralleled by an equal increase in daily function [22]. Impairments in several neurocognitive domains were shown to disrupt daily function. In a study in depressed patients it was found that 6 months after baseline neurocognitive function was strongly and significantly associated with functioning after controlling for residual depressive symptoms [18] which indicates that neurocognitive function plays a key role in functional recovery. Neurocognitive deficits may lead to the impairment of daily function in manifold ways, by deteriorating the chance of obtaining and sustaining a job, school and work related progress and promotion, academic and workplace productivity, sustaining a household and social and family relationships, as well as problem solving, and depression also impairs capacity for coping with the deleterious effects of the illness. Impaired coping and prolonged impairment affecting daily functions burdens family, friends and colleagues as well [2, 18, 23] thus deteriorating or diminishing social support over time, and therefore the patient is increasingly left to his own compromised problem solving and coping capacities which also further increases stress [18]. Therefore, neurocognitive deficits not only influence current function and quality of life, but can also predict long-term function. A study indicated that cognitive (mainly executive) functions evaluated at admission [24] predicted outcomes 4 months later in young depressives both related to severity of depression and work and social function. Improving cognitive functions also indicate functioning 6 months later [24] which suggests that improvement of neurocognitive function is associated with a greater likelihood of functional remission and thus emphasizes the importance of cognitive functions in the therapy of depression.

Cognitive symptoms and pharmacotherapy of depression
Independently of the severity of symptoms neurocognitive deficits predict worse therapeutic response during SSRI pharmacotherapy in young and elderly patients also after correcting for severity of depressive symptoms [4, 24, 25]. However, interaction between cognitive impairment and pharmacotherapy is bidirectional; more severe cognitive deficits indicate not only worse response to SSRI pharmacotherapy, but treatment in many cases negatively impacts cognitive functioning. In one study one quarter of SSI-treated patients reported loss of creativity, and other cognitive side effects including concentration difficulties, loss of ambition, memory and problem solving capacity impairment [25]. Patients treated with newer antidepressants do better from a cognitive aspect compared to untreated patients, but still perform worse compared to healthy controls [26]. As we emphasized, cognitive disturbances are among the most common residual symptoms of depression in spite of treatment, which reflects that currently available antidepressants are not able to sufficiently improve cognitive symptoms of depression.
Serotonergic dysfunction and cognitive symptoms of depression
Acute tryptophan depletion leads not only to low mood in vulnerable subjects, but also cognitive dysfunction which, besides the well-known association between serotonergic function and major depression, also raises attention to the role of serotonergic dysfunction in the background of cognitive symptoms [27–29]. In line with this, pharmacotherapy aimed at the serotonergic system decreases depression-related deficits in cognitive domains and functions including episodic memory, working memory, attention and executive function [28, 30], although results are somewhat contradictory. Agents also including a noradrenergic component such as SNRIs or NRI improve certain cognitive functions during depression and SNRI therapy appears to be more effective with respect to cognitive functions compared to SSRI treatment [31, 32]. In spite of these, cognitive impairments associated with major depression in many cases also persist after affective symptoms disappear; therefore, sufficient treatment aimed at these symptoms is still lacking [28, 32, 33]. Results suggest that cognitive deficits resulting from serotonin depletion cannot be restored by antidepressants which act exclusively by blocking serotonin reuptake. A multimodal antidepressant, vortioxetine, besides inhibiting serotonin reuptake also exerts a direct pharmacological effect on various serotonergic receptors antagonizing 5HT3, 5HT1D and 5HT7 receptors while exerting a partial agonist effect on 5HT1B and an agonist effect on 5HT1A receptors [34]. By directly impacting serotonergic receptor function in addition to blocking serotonin reuptake vortioxetine appears to restore memory deficits elicited by serotonin depletion according to preliminary results [28]. A preclinical rat study showed that unlike escitalopram and duloxetine, vortioxetine restored object recognition and spatial working memory deficits caused by serotonin depletion. Since occupancy of serotonin transporters is above 90 % in case of all three agents these results suggest that this effect is directly due to the effect of vortioxetine exerted on serotonergic receptors [28, 34]. In a double-blind clinical study in elderly depressive patients vortioxetine significantly improved performance in the Digit Symbol Test and the Ray Verbal Learning Test while duloxetine treatment only improved verbal learning parameters [35]. Performance on the Digit Symbol Test reflects the function of several cognitive domains and is a measure of processing speed, executive function and attention, therefore while effect of duloxetine on cognitive function was mainly mediated by verbal learning and memory, vortioxetine, which improves cognitive functions on both tests delivered a broad effect due to the complex impact on neurotransmitters playing a role in cognitive function [34]. Path analyses also indicated that two-thirds of the effect of vortioxetine on cognitive function is a direct effect and is not due to an improvement in the mood symptoms of depression.



Conclusions
Depression profoundly and fundamentally changes perception of and interaction with the environment and pervasively impacts elementary and complex neurocognitive processes which play a role in these. Furthermore, the effect of depression on cognitive function determines daily function in the long term and also influences to which degree patients are capable of psychotherapy and psychotherapeutic improvement [4]. Persistent cognitive dysfunction is also important clinically, because it decreases coping capacities and influences therapeutic compliance and cooperation as well [6]. The results of studies show that during major depression cognitive deficits profoundly influence therapeutic response, risk of relapse, as well as function and quality of life, and in several cases they persist between two acute episodes during remission as well. Cognition is thus a key target in the treatment of depression especially with respect to early recognition and intervention, since by the improvement of cognitive symptoms not only functional decline, but also risk of relapse can be decreased [17]. Psychotherapeutic interventions aimed at improving cognitive dysfunctions, such as adaptive or compensatory strategies targeted at frontosubcortical functions, diaries, memory improvement, or formal cognitive remediation and neurorehabilitation programs not only decrease symptoms, but also disability associated with depression. Therefore, on the one hand, such psychosocial, occupational or cognitive programs are needed which target cognitive deficits associated with depression at multiple levels, while on the other hand we need to pay more attention to these symptoms also during pharmacotherapy.

Authors’ contributions
XG participated in conceiving, designing and writing the paper as well as collecting and analyzing the literature. MP participated in conceiving the paper, analyzing the literature and writing the paper. GS participated in outlining the structure of the paper, collecting the relevant literature and studies analyzing them and writing the paper. AFC participated in designing the paper and analyzing the literature as well as writing the paper. ZR participated in conceiving the study, reviewing and analyzing the relevant literature and writing the paper. PD took part in designing and conceiving the paper, designing and performing the literature search, analyzing the studies and writing the paper. All authors read and approved the final manuscript.
Acknowledgements
Xenia Gonda and Peter Dome are recipients of the Janos Bolyai Postdoctoral Fellowship of the Hungarian Academy of Sciences.

Compliance with ethical guidelines

                           Competing interests Zoltan Rihmer and Xenia Gonda are member of the Advisory Board of Lundbeck Hungary. The other authors have no conflict of interest to report.



                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Naismith SL, Longley WA, Scott EM, Hickie IB. Disability in major depression related to self-rated and objectively measured cognitive deficits: a preliminary study. BMC Psychiatry. 2007;7:32.PubMedCentralCrossRefPubMed

2.
Hammar A, Ardal G. Cognitive functioning in major depression—a summary. Front Hum Neurosci 2009;3(26):1–7.

3.
Marazziti D, Consoli G, Picchetti M, Carlini M, Faravelli L. Cognitive impairment in major depression. Eur J Pharmacol. 2010;626(1):83–6.CrossRefPubMed

4.
Roiser JP, Elliott R, Sahakian BJ. Cognitive mechanisms of treatment in depression. Neuropsychopharmacology. 2012;37(1):117–36.PubMedCentralCrossRefPubMed

5.
Burt DB, Zembar MJ, Niederehe G. Depression and memory impairment: a meta-analysis of the association, its pattern, and specificity. Psychol Bull. 1995;117(2):285–305.CrossRefPubMed

6.
Castaneda AE, Suvisaari J, Marttunen M, Perala J, Saarni SI, Aalto-Setala T, Aro H, Koskinen S, Lonnqvist J, Tuulio-Henriksson A. Cognitive functioning in a population-based sample of young adults with a history of non-psychotic unipolar depressive disorders without psychiatric comorbidity. J Affect Disord. 2008;110(1–2):36–45.CrossRefPubMed

7.
Austin MP, Mitchell P, Goodwin GM. Cognitive deficits in depression: possible implications for functional neuropathology. Br J Psychiatry. 2001;178:200–6.CrossRefPubMed

8.
Beats BC, Sahakian BJ, Levy R. Cognitive performance in tests sensitive to frontal lobe dysfunction in the elderly depressed. Psychol Med. 1996;26(3):591–603.CrossRefPubMed

9.
Tavares JVT, Clark L, Furey ML, Williams GB, Sahakian BJ, Drevets WC. Neural basis of abnormal response to negative feedback in unmedicated mood disorders. Neuroimage. 2008;42(3):1118–26.CrossRef

10.
Robinson OJ, Cools R, Carlisi CO, Sahakian BJ, Drevets WC. Ventral striatum response during reward and punishment reversal learning in unmedicated major depressive disorder. Am J Psychiatry. 2012;169(2):152–9.CrossRefPubMed

11.
Harmer CJ, Goodwin GM, Cowen PJ. Why do antidepressants take so long to work? A cognitive neuropsychological model of antidepressant drug action. Br J Psychiatry. 2009;195(2):102–8.CrossRefPubMed

12.
Hollon SD, Jarrett RB, Nierenberg AA, Thase ME, Trivedi M, Rush AJ. Psychotherapy and medication in the treatment of adult and geriatric depression: which monotherapy or combined treatment? J Clin Psychiatry. 2005;66(4):455–68.CrossRefPubMed

13.
Conradi HJ, Ormel J, de Jonge P. Presence of individual (residual) symptoms during depressive episodes and periods of remission: a 3-year prospective study. Psychol Med. 2011;41(6):1165–74.CrossRefPubMed

14.
Biringer E, Lundervold A, Stordal K, Mykletun A, Egeland J, Bottlender R, Lund A. Executive function improvement upon remission of recurrent unipolar depression. Eur Arch Psychiatry Clin Neurosci. 2005;255(6):373–80.CrossRefPubMed

15.
Smith DJ, Muir WJ, Blackwood DHR. Neurocognitive impairment in euthymic young adults with bipolar spectrum disorder and recurrent major depressive disorder. Bipolar Disord. 2006;8(1):40–6.CrossRefPubMed

16.
Airaksinen E, Larsson M, Lundberg I, Forsell Y. Cognitive functions in depressive disorders: evidence from a population-based study. Psychol Med. 2004;34(1):83–91.CrossRefPubMed

17.
Lee RS, Hermens DF, Porter MA, Redoblado-Hodge MA. A meta-analysis of cognitive deficits in first-episode major depressive disorder. J Affect Disord. 2012;140(2):113–24.CrossRefPubMed

18.
Jaeger J, Berns S, Uzelac S, Davis-Conway S. Neurocognitive deficits and disability in major depressive disorder. Psychiatry Res. 2006;145(1):39–48.CrossRefPubMed

19.
Kessing LV. Cognitive impairment in the euthymic phase of affective disorder. Psychol Med. 1998;28(5):1027–38.CrossRefPubMed

20.
Sweeney JA, Kmiec JA, Kupfer DJ. Neuropsychologic impairments in bipolar and unipolar mood disorders on the CANTAB neurocognitive battery. Biol Psychiatry. 2000;48(7):674–84.CrossRefPubMed

21.
Martinez-Aran A, Vieta E, Torrent C, Sanchez-Moreno J, Goikolea JM, Salamero M, Malhi GS, Gonzalez-Pinto A, Daban C, Alvarez-Grandi S, et al. Functional outcome in bipolar disorder: the role of clinical and cognitive factors. Bipolar Disord. 2007;9(1–2):103–13.CrossRefPubMed

22.
Kennedy N, Foy K, Sherazi R, McDonough M, McKeon P. Long-term social functioning after depression treated by psychiatrists: a review. Bipolar Disord. 2007;9(1–2):25–37.CrossRefPubMed

23.
Papakostas GI, Petersen T, Mahal Y, Mischoulon D, Nierenberg AA, Fava M. Quality of life assessments in major depressive disorder: a review of the literature. Gen Hosp Psychiatry. 2004;26(1):13–7.CrossRefPubMed

24.
Withall A, Harris LM, Cumming SR. The relationship between cognitive function and clinical and functional outcomes in major depressive disorder. Psychol Med. 2009;39(3):393–402.CrossRefPubMed

25.
Bolling MY, Kohlenberg RJ. Reasons for quitting serotonin reuptake inhibitor therapy: paradoxical psychological side effects and patient satisfaction. Psychother Psychosom. 2004;73(6):380–5.CrossRefPubMed

26.
Gualtieri CT, Johnson LG, Benedict KB. Neurocognition in depression: patients on and off medication versus healthy comparison subjects. J Neuropsychiatry Clin Neurosci. 2006;18(2):217–25.CrossRefPubMed

27.
Booij L, Van der Does AJ, Haffmans PM, Riedel WJ, Fekkes D, Blom MJ. The effects of high-dose and low-dose tryptophan depletion on mood and cognitive functions of remitted depressed patients. J Psychopharmacol. 2005;19(3):267–75.CrossRefPubMed

28.
Jensen JB, du Jardin KG, Song D, Budac D, Smagin G, Sanchez C, Pehrson AL. Vortioxetine, but not escitalopram or duloxetine, reverses memory impairment induced by central 5-HT depletion in rats: evidence for direct 5-HT receptor modulation. Eur Neuropsychopharmacol. 2014;24(1):148–59.CrossRefPubMed

29.
Sobczak S, Riedel WJ, Booij I, Aan het Rot M, Deutz NEP, Honig A. Cognition following acute tryptophan depletion: difference between first-degree relatives of bipolar disorder patients and matched healthy control volunteers. Psychol Med. 2002;32(3):503–15.CrossRefPubMed

30.
Cassano GB, Puca F, Scapicchio PL, Trabucchi M. Italian Study Group on Depression in Elderly Patients: paroxetine and fluoxetine effects on mood and cognitive functions in depressed nondemented elderly patients. J Clin Psychiatry. 2002;63(5):396–402.CrossRefPubMed

31.
Herrera-Guzman I, Herrera-Abarca JE, Gudayol-Ferre E, Herrera-Guzman D, Gomez-Carbajal L, Pena-Olvira M, Villuendas-Gonzalez E, Joan GO. Effects of selective serotonin reuptake and dual serotonergic–noradrenergic reuptake treatments on attention and executive functions in patients with major depressive disorder. Psychiatry Res. 2010;177(3):323–9.CrossRefPubMed

32.
Herrera-Guzman I, Gudayol-Ferre E, Herrera-Guzman D, Guardia-Olmos J, Hinojosa-Calvo E, Herrera-Abarca JE. Effects of selective serotonin reuptake and dual serotonergic–noradrenergic reuptake treatments on memory and mental processing speed in patients with major depressive disorder. J Psychiatr Res. 2009;43(9):855–63.CrossRefPubMed

33.
Herrera-Guzman I, Gudayol-Ferre E, Herrera-Abarca JE, Herrera-Guzman D, Montelongo-Pedraza P, Blazquez FP, Pero-Cebollero M, Guardia-Olmos J. Major depressive disorder in recovery and neuropsychological functioning: effects of selective serotonin reuptake inhibitor and dual inhibitor depression treatments on residual cognitive deficits in patients with major depressive disorder in recovery. J Affect Disord. 2010;123(1–3):341–50.CrossRefPubMed

34.
Mork A, Pehrson A, Brennum LT, Nielsen SM, Zhong H, Lassen AB, Miller S, Westrich L, Boyle NJ, Sanchez C, et al. Pharmacological effects of Lu AA21004: a novel multimodal compound for the treatment of major depressive disorder. J Pharmacol Exp Ther. 2012;340(3):666–75.CrossRefPubMed

35.
Katona C, Hansen T, Olsen CK. A randomized, double-blind, placebo-controlled, duloxetine-referenced, fixed-dose study comparing the efficacy and safety of Lu AA21004 in elderly patients with major depressive disorder. Int Clin Psychopharmacol. 2012;27(4):215–23.CrossRefPubMed

36.
Burns DD. The feeling good handbook. Rev. edn. New York: Plume; 1999.




OEBPS/sidebar.gif





OEBPS/contact.gif





