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Letters to the Editor

  

  

  

Dr Gilman and Colleagues Reply

To the Editor: We appreciate the interest of Drs Wakefield 
and Schmitz in our study of the bereavement exclusion in major 
depressive disorder (MDD).1 In fact it was Wakefield and colleagues’ 
prior work on this issue2,3 that motivated our study.

The crux of their letter is that our ability to identify cases of 
complicated bereavement was compromised by methodological 
decisions and by the structure of the National Epidemiologic 
Survey on Alcohol and Related Conditions (NESARC) interview, 
both of which distort our findings and invalidate our conclusions. 
Most importantly, they criticized our inclusion of multiepisode 
depression cases; they also suggested that we should have used 
the NESARC’s “feeling worthless” item to determine the presence 
of “morbid preoccupation with worthlessness.” To be sure, the 
NESARC is not the perfect dataset for validating the diagnostic 
criteria for MDD, and we addressed many of its shortcomings in 
the Limitations section of our article.

Briefly, the NESARC assessed the detailed symptoms of 
depression that were present during participants’ worst episode of 
mood disturbance. As a result, only for the single-episode cases could 
it be established whether or not a bereavement-related depression 
was or was not accompanied by DSM-IV “complicated” symptoms 
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the comparisons of bereavement-excluded depression with 
complicated bereavement (what Drs Wakefield and Schmitz refer 
to as “complicated”/“uncomplicated” comparisons, presented in 
column 2), bereavement-excluded depression did not differ from 
complicated bereavement on any of the antecedent indicators 
except that the bereavement-excluded group had a lower odds of 
prior antisocial personality disorder. In terms of the consequent 
indicators, the bereavement-excluded group reported a lower level 
of psychosocial impairment, was less likely to seek depression 
treatment, and had a lower risk for major depression during the 
follow-up interview 3 years later.

In the comparisons of MDE with complicated bereavement 
(in column 1), there were no significant differences on any of the 
antecedent indicators. In the analyses of consequent indicators, the 
MDE group reported slightly more impairment, was more likely to 
seek treatment, and had a higher odds of major depression during 
the follow-up interview.

Thus, when limited to single-episode cases, bereavement-
excluded depression could be viewed as “less pathological” than 
complicated bereavement in terms of its prospective course, but not 
in terms of its preexisting vulnerability. In contrast, MDE could be 
viewed as “more pathological” than complicated bereavement in 
terms of its prospective course, but also not in terms of preexisting 
vulnerability. One could argue whether the antecedent or consequent 
validator comparisons should be given equal weight; perhaps the 
consequent outcomes might be viewed as more important clinically. 

Table 1. Comparisons of Antecedent and Consequent Indicators of Psychopathology Among Individuals in the 
National Epidemiologic Survey on Alcohol and Related Conditions With a Single Episode of Major Depressive 
Episode (MDE), Bereavement-Excluded Depression, and Complicated Bereavement (n = 4,141)a

MDE (vs complicated bereavement)
Bereavement-Excluded Depression  

(vs complicated bereavement)
Antecedent indicatorsb OR (95% CI) OR (95% CI)
High family history loading of psychiatric disorders

Depression 1.07 (0.77 to 1.48) 0.54 (0.27 to 1.07)
Alcoholism 1.38 (0.96 to 2.00) 0.88 (0.36 to 2.17)

Disorders prior to depression onset
Panicc 1.09 (0.55 to 2.19) 1.44 (0.32 to 6.49)
Generalized anxiety disorderc 1.12 (0.46 to 2.70) 0.65 (0.15 to 2.81)
Social phobia 1.72 (0.94 to 3.16) 0.97 (0.31 to 3.02)
Alcohol dependence 1.06 (0.70 to 1.61) 0.88 (0.34 to 2.27)

Personality disorders
Avoidantc 1.32 (0.66 to 2.62) 0.52 (0.10 to 2.65)
Obsessive-compulsive 1.43 (0.94 to 2.17) 0.78 (0.32 to 1.89)
Paranoid 1.29 (0.82 to 2.03) 0.92 (0.27 to 3.16)
Schizoidc 1.62 (0.89 to 2.94) 0.41 (0.10 to 1.66)
Histrionicc 1.32 (0.63 to 2.75) 0.50 (0.06 to 4.37)
Antisocialc 0.85 (0.51 to 1.42) 0.13 (0.02 to 0.70)

Consequent indicators Regression Coefficient (95% CI) Regression Coefficient (95% CI)
Psychosocial impairmentd 0.19 (0.01 to 0.37) −0.61 (−0.93 to −0.29)
Treatment seeking for depressione OR (95% CI) OR (95% CI)

Any treatment 2.47 (1.84 to 3.32) 0.31 (0.16 to 0.60)
Sought treatment from mental health professional 2.90 (2.07 to 4.07) 0.29 (0.13 to 0.68)
Hospitalized for depression Inestimable Inestimable
Visited emergency room for depressionc 1.53 (0.73 to 3.22) 0.11 (0.01 to 0.86)
Prescribed medication for depression 3.06 (2.17 to 4.31) 0.37 (0.17 to 0.81)

Risk for disorders at during the 3-year follow-up periode

Depression 1.73 (1.09 to 2.77) 0.41 (0.17 to 0.99)
Panicc 1.17 (0.59 to 2.33) 0.27 (0.05 to 1.53)
Social phobiac 1.40 (0.70 to 2.79) 0.35 (0.04 to 2.92)
Generalized anxiety disorderc 1.86 (0.91 to 3.79) 1.10 (0.25 to 4.85)
Alcohol dependencec 1.21 (0.66 to 2.21) 0.92 (0.20 to 4.21)

aAll analyses adjusted for participant age, sex, marital status, race/ethnicity, and educational attainment.
bResults of multinomial logistic regression analyses of depression category, with complicated bereavement as the reference. Odds ratios 

indicate the likelihood of either MDE or bereavement-excluded depression, relative to complicated bereavement. Each row presents the 
results from a separate model.

cImprecise estimates due to < 5 participants in the bereavement-excluded group with these outcomes.
dLinear regression model of psychosocial impairment scores. Regression coefficients indicate mean differences in psychosocial 

impairment scores between individuals with MDE or bereavement-excluded depression and individuals with complicated bereavement.
eLogistic regression models of indicators of treatment seeking and risk for psychiatric disorders during the follow-up period.

(eg, psychomotor retardation). With respect to worthlessness, the 
DSM-IV complicated symptom of “morbid preoccupation with 
worthlessness” signifies a much greater degree of severity than is 
indicated by the Criterion A symptom of “feelings of worthlessness”; 
we thought it dubious to use the “worthlessness” item to infer the 
presence of morbid preoccupation.

Drs Wakefield and Schmitz raise concerns that warrant further 
evaluation. Therefore, we reanalyzed the NESARC data, retaining 
only single-episode cases of depression. Of the 8,626 cases meeting 
symptom criteria for a depressive episode analyzed in our original 
report, 4,141 (weighted percent = 47.8) experienced a single 
lifetime episode. Of these single-episode cases, 131 were excluded 
from a DSM-IV diagnosis due to bereavement and 350 were 
included as DSM-IV cases despite concurrent bereavement due to 
symptom severity (ie, complicated bereavement). Following Drs 
Wakefield and Schmitz, we reclassified 24 of the 131 bereavement-
excluded cases that reported “feelings of worthlessness” into the 
complicated bereavement group. Thus, of all single-episode cases, 
88.8% were categorized as major depressive episode (MDE), 2.5% 
were categorized as bereavement-excluded depression, and 8.7% 
were categorized as complicated bereavement (bereavement-
related depression that qualified for MDE because of severity or 
duration).

We used the same analytic methods as in our original 
report, but to address Drs Wakefield and Schmitz, we used 
complicated bereavement as the reference group (Table 1). In 
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However, in terms of diagnostic validation, this issue remains 
uncertain. We therefore interpret these results as providing at 
best equivocal support for the validity of the DSM-IV criteria for 
complicated bereavement.4 This is because the DSM-IV framework 
does not anticipate substantial differences between complicated 
bereavement and MDE, which we observed, but does anticipate 
differences between complicated bereavement and bereavement-
excluded depression, which we observed in part. These findings 
suggest that the DSM-IV criteria do not function entirely as 
intended, specifically with respect to weaknesses in the definition 
of “complicated bereavement.”4 The approach we used remains 
an indirect one, however, and diagnostic validator comparisons 
alone cannot provide definitive evidence regarding the boundaries 
between disorder and non-disorder.

Our study provided an additional result that bears on the 
bereavement debate—the societal impact of eliminating it. The 
DSM-IV bereavement exclusion removed only 2.3% of all individuals 
meeting symptomatic criteria for MDE from a diagnosis. If we were 
to exempt individuals with a past history of depression from the 
bereavement exclusion, as Wakefield and First recently proposed,5 
the bereavement exclusion would remove only 1.2% of all depressive 
episodes that would otherwise meet diagnostic criteria for MDE 
based on symptoms, 2-week duration, and clinical significance. 
Therefore, the fears that have been expressed,3 particularly on the 
Internet and in the popular press, regarding a dramatic expansion 
of psychiatric diagnosis and treatment that would occur following 
the elimination of the bereavement exclusion seem profoundly 
overstated. (cf, “Anyone with depressive symptoms for just two 
weeks after suffering a significant loss would be diagnosed with 
major depressive disorder, massively pathologizing normal intense 
grief.”6 … “We can look forward … to a time when medication will 
be given more routinely to people who are grieving; even when they 
have a relatively mild depressive feeling during that grief.”7).

In light of our study’s equivocal support for the DSM-IV’s 
bereavement-exclusion/complicated-bereavement exception, 
we commented that removing the bereavement exclusion would 
eliminate a diagnostic criterion that is largely inconsistent with 
DSM’s “descriptive approach that attempted to be neutral with 
respect to theories of etiology.”8(pxxvi) That is because the bereavement 
exclusion assumes a causal relationship between the loss of a loved 
one and a depressive episode, an assumption predominantly guided 
by theories of stress and mental illness.9 Basing the diagnostic 
criteria on specific causal models was common in early versions 
of the DSM (eg, depressive neurosis in DSM-II was defined as “an 
excessive reaction of depression due to an internal conflict or to 
an identifiable event such as the loss of a love object or cherished 
possession”10[p40]), but was essentially abandoned by DSM-III. We 
agree with Wakefield and his colleagues that social context is an 
important consideration in defining the pathological significance 
of depressive symptoms and that aspects of social context, including 
the loss of a loved one, are important determinants of the onset and 
clinical course of major depression.11–13 We believe that psychiatry 
should strive to move beyond a purely descriptive nosology to 
one based on etiology. Unfortunately, our results suggest that the 
validity of the current distinction between uncomplicated and 
complicated bereavement remains unclear.
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