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EDITORIAL

Recurrent brief depression — more investigations in clinical samples
are now required!

Classifications of depression based on secondary care samples may have little relevance in primary
care settings, where many patients do not fulfil criteria for major depression; for example, through
having depressive symptoms that are either too mild or too brief. And yet many such patients
receive antidepressant treatments (antidepressants and various psychotherapies). At a time when
the appropriate recognition and treatment of people with depressive symptoms is the subject of
much discussion, and there is concern about the burgeoning number of new psychiatric diagnoses,
the burden and hazards of depressive disorders need to be emphasized. The paper by Pezawas et al.
(2003) (in this issue) reports the findings of an epidemiological study in adolescents and young
adults, and provides a detailed description of the prevalence and features of one such disruptive
disorder, namely recurrent brief depression.

IS RECURRENT BRIEF DEPRESSION A ‘NEW’ DISORDER?

Although recurrent brief depression has been described as ‘a new subtype of affective disorder’
(Angst et al. 1990), it may have a long history: Kraepelin (1921) included short and mild depressive
states within the overall category of manic depressive illness. Before the arrival of categorical
classificatory schemes, Paskind (1929) had noted that patients with short-lived but recurring de-
pressive episodes were common in primary care settings, and the risk of suicide associated with
transient but severe mood disturbance had also been emphasized (Buzzard et al. 1930).

The ground-breaking Research Diagnostic Criteria (Spitzer et al. 1978) included the diagnosis of
intermittent depression, but placed it within the category of minor depression, thereby indicating
that it was a relatively mild disorder. Based largely on the findings of the pivotal prospective
epidemiological study in young adults (the ‘ Zurich Study’) of Angst and colleagues (1984), recur-
rent brief depression was formally recognized as a distinct form of depressive disorder in the last
decade. The International Classification of Diseases (World Health Organization, 1992) includes
the category of recurrent brief depressive disorder (ICD-10 F38.10), although the DSM-IV appears
less convinced, and only places it within Appendix B —the group of disorders worthy of further
investigation (American Psychiatric Association, 1994).

HOW COMMON IS RECURRENT BRIEF DEPRESSION?

The Zurich Study found that approximately half of those community subjects who had received
treatment for depression did not fulfil diagnostic criteria for major depression, through experienc-
ing depressive episodes that were too short-lived (i.e. less than the 2 week cut-off). Around half of
these treated subjects experienced brief depressions which occurred approximately monthly, and
were associated with significant social and occupational impairment (Angst & Dobler-Mikola,
1985). By developing operationalized criteria for ‘recurrent brief depression’ Angst and colleagues
were able to show that the disorder had a lifetime prevalence of approximately 10 %, similar to that
for major depression. Further epidemiological studies have suggested that recurrent brief depression
may be a common condition. The point prevalence in the World Health Organization study on
Psychological Problems in General Health Care was around 4—-6 % (Weiller et al. 1994); the lifetime
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prevalence in the general population of Sardinia has been estimated to be 6-:9% (Altamura et al.
1995). However, recurrent brief depression had a prevalence of only 2% in the DSM-IV Mood
Disorders Field Trial (Keller ez al. 1995). The study reported by Pezawas et al. (2003) indicates that
recurrent brief depression has a lifetime prevalence in young adults of 2-6 %, and thereby places its
prevalence towards the lower end of the range. The true prevalence in the sample may be somewhat
higher, as subjects who experienced brief depressive episodes within 1 year of a major depressive
episode could not be allocated to the category of recurrent brief depression.

WHAT ARE THE FEATURES IN EPIDEMIOLOGICAL STUDIES?

As originally defined, the symptoms of recurrent brief depression are essentially similar to those of
major depression, being briefer but no less severe (Angst et al. 1990). The findings of the Zurich
Study indicated that these two disorders did not differ with respect to age of onset, family history,
social class and presentation for treatment, although childhood emotional and behavioural prob-
lems were described significantly more often by adults with recurrent brief depression. In the
Zurich Study, recurrent brief depression showed similar co-morbidity with somatic disorders,
greater co-morbidity with panic disorder, and lesser co-morbidity with dysthymia, than did major
depression: whereas the lifetime risk of attempted suicide did not differ significantly between the
disorders (Angst & Hochstrasser, 1994).

A 7 year follow-up study of individuals with recurrent brief depression found considerable flu-
idity into and out of the condition (Angst & Hochstrasser, 1994). Of all probands with the disorder
between the ages of 20-23 years, 29 % fulfilled the criteria again 7 years later. However, 13 % had
developed major depression, 6 % had developed the pattern of both major depression and recurrent
brief depression; 53 % had no diagnosis of depression over the 7 years. Follow-up in probands who
fulfilled criteria for major depression at the initial assessment showed that 15% had developed
recurrent brief depression, and 8 % experience both major and brief depressive episodes (Angst
& Hochstrasser, 1994).

The study reported by Pezawas er al. (2003) has produced some interesting findings. First,
recurrent brief depression did not show the female preponderance typical of major depression
(or dysthymia). Secondly, the symptom profile of the two disorders was different: ‘classical’ de-
pressive symptoms (low mood, loss of interest or pleasure, guilty feelings and suicidal thoughts)
were more common in subjects with major depression; only disturbed sleep was significantly more
common in recurrent brief depression. Thirdly, the pattern of co-morbidity also differed, recurrent
brief depression showing less 1-year co-morbidity with panic disorder, social phobia, generalized
anxiety disorder and obsessive—compulsive disorder, and more co-morbidity with post-traumatic
stress disorder, than did major depression.

Perhaps the most intriguing finding reported by Pezawas et al. is the lack of an association with
attempted suicide in ‘combined depression’ (i.e. subjects with a lifetime co-occurrence of major
depressive disorder and recurrent brief depression). Whereas the Zurich Study showed that people
with combined depression had a lifetime attempted suicide rate of 30% by the age of 28 years
(Angst et al. 1990), the Munich Study found that none of those with combined depression had
attempted suicide. This may be because the authors included subjects with milder, sub-threshold
conditions within the category of combined depression.

WHAT ARE THE FEATURES IN CLINICAL SAMPLES?

The psychopathological features of patients with recurrent brief depression have not been studied
extensively. Prospective investigations in small secondary care samples of highly selected patients
in London indicate that brief depressions are of similar severity to major depressive episodes, with
a median duration of 3—4 days but an irregular periodicity (95% occurring more frequently than
every 8 weeks, but only 66 % showing a monthly recurrence) (Montgomery et al. 1990).

The results of prospective studies in out-patients, with regular assessment of depressive symp-
toms, suggest that there is little co-morbidity with dysthymia or bipolar disorder. Patients with
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recurrent brief depression experience depressive symptoms only intermittently (only 15-20 % of the
duration of follow-up) and therefore cannot fulfil criteria for dysthymia; similarly only 3% of
patients experience brief hypomanic episodes (Montgomery et al. 1990). Suicide attempts appear
common, especially in the group with combined depression, although this may result from referral
bias. There is no clear link to the menstrual cycle in women, in either epidemiological or clinical
samples.

Little is known about the degree of overlap between recurrent brief depression and forms of
personality disorder, such as DSM-IV borderline personality disorder or ICD-10 emotionally un-
stable character disorder. The affective instability, unpredictability, associated substance misuse
and suicidal behaviour of ‘recurrent brief depression’ can all be understood as maladaptive per-
sonality traits, and further investigations are needed.

ARE THERE ANY EVIDENCE-BASED TREATMENTS FOR RECURRENT BRIEF
DEPRESSION?

Epidemiological studies indicate that many people with recurrent brief depression receive treatment,
but there are as yet no proven treatments for the disorder. In a double-blind placebo-controlled
study of fluoxetine treatment in patients with a history of suicide attempts but without major
depression, there was no advantage for the drug in preventing brief depressive episodes or associ-
ated deliberate self-harm (Montgomery et al. 1994). The results of placebo-controlled studies with
paroxetine in some patients with repeated deliberate self-harm and probable recurrent brief de-
pression are not necessarily applicable to the wider population of patients with the condition
(Kocmur et al. 1998; Verkes et al. 1998). In other papers, Pezawas and colleagues have reported
beneficial effects with fluoxetine, reboxetine and mirtazapine (Pezawas et al. 2002 a; Stamenkovic
et al. 1998, 2001), but placebo-controlled studies are needed before any treatment can be rec-
ommended.

CONCLUSION

The study reported by Pezawas and colleagues (2003) attempted to establish whether recurrent brief
depression is sufficiently common and disabling to merit further research. The authors also wished
to ascertain whether it is a discrete condition rather than a prodrome or residual feature of another
disorder; and to identify risk factors for the condition. Do they succeed in these objectives?

While epidemiological studies have demonstrated that recurrent brief depression is indeed a
common condition, associated with significant impairment, and considerable co-morbidity, there is
still some uncertainty regarding the degree of association with suicidal behaviour. The absence of
suicide attempts in the combined group in this sample contrasts not only with the findings of other
epidemiological studies, but also with observations from the prospective investigations in London,
and more recent follow-up studies in Viennese patients (Pezawas et al. 2002).

Pezawas and colleagues have certainly helped characterize the features of the condition in a
younger community sample than that in the Zurich study, but the presence of recurrent brief
depression was not determined at the baseline assessment, and risk factors for later recurrent brief
depression are not reported. The study was therefore not able to establish fully whether recurrent
brief depression evolves into or from another disorder, and more community studies are needed to
establish the fluidity of passage between the different categories of depressive disorder. For the time
being, the findings of the Zurich study suggest that recurrent brief depression and major depression
show substantial longitudinal overlap.

Clinicians may be disappointed that there are still no proven treatments for what appears a
common and disabling condition in community samples. However, evidence-based treatments will
undoubtedly only become available after the epidemiology and psychopathological features of
recurrent brief depression in primary and secondary care samples have been characterized more
fully.

DAVID S. BALDWIN
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