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Dr Corruble and Colleagues Reply

To the Editor: The aim of the bereavement exclusion E criterion
for major depressive episode (MDE) is to discriminate subjects with
a modest “normal” depressive syndrome that should not be medi-
calized prematurely.

Our results,! in line with previous ones,? actually show that this
criterion has a poor discriminant validity in treatment-seeking in-
dividuals. Indeed, among 11,510 individuals with depressive symp-
toms, matched subjects fulfilling the MDE A, B, C, and D criteria,
and differing only on the presence/absence of the E criterion based
on the clinician’s judgment, were not different in terms of 6-week
outcome.! The strength of our studies is their naturalistic real-
world design, no other studies assessing the E criterion reliability
having been published.

We do not share the interpretation of our data proposed by
Wakefield and First, who argue that our sample “generally did not
qualify for exclusion” and that the clinicians did not apply the cri-
terion correctly. Their allegation is based on the presence of some
symptoms (worthlessness, suicidal ideation, psychomotor retar-
dation), actually assessed based on the MDE A criterion, which
stipulates that “5 (or more) of the criterion A symptoms have to
be present during the same 2-week period and represent a change
from previous functioning”3®32”) These symptoms are not incom-
patible with the E criterion exclusion; indeed, the A criterion does
not inform about their “persistence for longer than 2 months” or
the extent to which they entail “marked” functional impairment or
“morbid preoccupation” or whether they are “not better accounted
for by bereavement.” For example, suppose Mr A, whose wife died
2.5 months ago, has some mild feelings of worthlessness, consistent
with the MDE A criterion, but is not judged to be “morbidly preoc-
cupied” with worthlessness. He also has psychomotor retardation
and suicidal ideation, consistent with the A criterion, but neither
symptom has been present for more than 2 months. Mr A also
has moderate but not “marked” functional impairment. He could
qualify for the MDE A criterion but not necessarily be disqualified
for the BE. Thus, our colleagues err in asserting “Yet any one of
these symptoms disqualifies an individual from BE exclusion.”
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We share the viewpoint of our colleagues, and of Clayton,* about
the wording of the E criterion, which is confusing, in part because
of its double negative formulation. Moreover, this criterion is mark-
edly polythetic, mixing relationship to bereavement and 4 differ-
ent symptoms as assessed for duration, functional impairment, or
morbid preoccupation. The statement “symptoms are not better
accounted for by Bereavement™>®32”) is also confusing because it
refers mainly to the implicit model of each clinician. Indeed, we
performed a brief survey among 20 psychiatrists, investigating their
understanding of the E criterion. Fourteen of them did not under-
stand it correctly. Thus, the polythetic, subjective, complex, vague,
and ambiguous E criterion does not work in routine practice.

This discussion has implications for the DSM-5: Should the
E criterion for the diagnosis of MDE be retained? If so, to what
extent and based on which data? Or should it be deleted? Unfor-
tunately, our data cannot answer these questions. Nonetheless, on
the basis of the absence of published data about what could be a
relevant, coherent, and evidence-based rewording, the suggestions
of Clayton,* and previous reports (especially from Dr Wakefield)
arguing that bereavement and other life stressors should not have
different status,” we would argue for deleting the BE, while pos-
sibly retaining a V code for bereavement. Although there are some
concerns that this could lead to an unacceptably high rate of major
depressive disorder (MDD) being diagnosed, there are other ways
of addressing this concern, such as insisting on a higher criterion
A symptom cutoff score® or a longer duration of symptoms.” And
this risk should be balanced against potential risk associated with
retaining the BE, eg, failure to recognize bona fide MDD.®
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