
Depression is widely viewed as a chronic
and recurrent mental illness that carries
a high burden of illness, which is mostly

related to a young age at onset and chronicity of
illness.1 However, not everyone who recovers
from a first episode of depression will have a sub-
sequent episode. In a related research article, Col-
man and colleagues used population-based longi-
tudinal data to try to identify risk factors that
predict recurrence.2

Individuals with recurrent depression tend to
have more severe initial episodes and a poorer
response to treatment during subsequent recur-
rences compared with those without recurrent
depression.3 One goal of predicting which
patients are likely to experience a recurrence is to
identify those who should receive long-term
treatment for depression. Although this is logical,
predicting recurrence is a formidable challenge.
The inability to predict recurrence with confi-
dence means that we lack the tools to apportion
resources to those who have the greatest need.
More research is required to better understand the
natural history of the disorder — including its
recurrence — to guide clinical practice.

Colman and colleagues used longitudinal sur-
vey data from the National Population Health
Survey, which has been administered to a cohort
every two years since 1994/95. This survey
includes questions from a depression rating scale,
which enabled the authors to model recurrence.
Of the respondents, 585 reported experiencing
depression during the baseline year (2000/01)
and had variable courses of recurrence during the
follow-up period. Despite including many vari-
ables in the analysis, the authors found that only
three predicted recurrence in the multivariable
regression: history of depression, daily smoking
and a low level of mastery (a psychological con-
cept that describes a sense of control over one’s
life and experiences). History of depression was,
by far, the strongest predictor of recurrence.

There may be two reactions to this study. One
reaction is to believe that the data in this longitu-
dinal survey are not comprehensive enough to
allow us to identify factors that accurately pre-
dict depression. The other reaction is to believe

that there is no method beyond that used by Col-
man and colleagues that can add to our ability to
predict recurrence.2

Data from population-based surveys may be
useful for understanding the predictors of recur-
rence because the samples tend to be more het-
erogeneous than those derived from clinical pop-
ulations and therefore may potentially be more
representative of the population with the disor-
der. At the same time, such heterogeneity can
lead to at least two major limitations. First, it
may be harder to study recurrence because there
will be fewer people with severe depression (and
many more with mild to moderate depression) in
nonclinical samples. Less severity of depression
in the sample population will reduce the inci-
dence of recurrence in the sample. Second, lon-
gitudinal surveys assess individuals at regular
intervals (e.g., every two years in the National
Population Health Survey). These intervals are
not necessarily selected to correspond with the
recurrence of depressive episodes, thus there is a
good chance that even with frequent assessment,
respondents will need to rely on their recall of
depressive episodes.

The National Population Health Survey
included few measures that might help us to bet-
ter understand recurrence. Depression, like all
mental illnesses, is believed to have a bio -
psychosocial cause. There is little in the way of
biological or psychological measures in this sur-
vey. Those who do not believe that this survey is
sufficient would likely want a follow-up study
that follows a population-based cohort of indi-
viduals from incident episode of depression.
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• Predicting which patients have a recurrent form of depression is
challenging.

• Studying all variables that could predict recurrence of depression is
difficult because it is a biopsychosocial illness.

• Increased severity of illness and a history of depression are the
strongest predictors of recurrence.

• Strategies to manage recurrent depression should target patients with
severe and recurrent forms of depression in the absence of more
refined predictors.

Key points
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Such a follow-up study should also include bio-
logical markers (genetic tests) and more compre-
hensive psychological measures.

What would be an appropriate reaction to those
who believe that the study accurately and compre-
hensively describes the recurrence of depression?
The most robust predictors of recurrence were
severity of illness at first presentation and a history
of depression. Smoking and low mastery are also
predictors, but it is unclear how to use this infor-
mation to change the trajectory of depression. Per-
ceived mastery may be tapping into a personality
or resiliency trait that could be targeted clinically.
Unfortunately, mastery is a global measure of con-
trol, so it is difficult to ascertain what is actually
being captured with this measure. The utility of
smoking as a predictor of depression is less clear.

The response to clinical severity and recurrence
from a health system perspective is to apportion
resources to individuals who are severely ill, espe-
cially at first presentation, and to those who have
had a recurrence. This would appear to be an
appropriate strategy to manage depression (indeed,
it is an appropriate strategy for any disease or con-
dition). Unfortunately, the reality for most people
with depression is that access to specialty care is

problematic and treatment options beyond psy-
chopharmacology are scarce.

Until we have the equivalent of the Framing-
ham rules for assessing cardiovascular risk to pre-
dict the risk of depression, we should stick to what
we know: people with severe and recurrent depres-
sion need access to comprehensive strategies to
help manage the very real risk of poor quality of
life and depression-related burden of illness.
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