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n describing treatment outcome in antidepressant ef-
ficacy trials, it is common to define treatment re-
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Objective: We recently derived a cutoff on a
self-report scale corresponding to the most com-
monly used definition of remission in depression
treatment studies (i.e., Hamilton Rating Scale for
Depression [HAM-D] score ≤ 7). However, recent
research has suggested that use of this cutoff on
the HAM-D to define remission is overinclusive.
The goal of the present report from the Rhode
Island Methods to Improve Diagnostic Assess-
ment and Services (MIDAS) project was to
examine how many depressed patients in ongoing
treatment who are considered to be in remission
by a self-report equivalent of the HAM-D defini-
tion of remission nonetheless do not consider
themselves to be in remission.

Method: Five hundred thirty-five psychiatric
outpatients treated for a DSM-IV major depres-
sive episode were asked whether they considered
themselves to be in remission and completed
the Clinically Useful Depression Outcome
Scale (CUDOS), a measure of the severity of
the DSM-IV symptoms of depression. The study
was conducted from August 2003 until July 2004.

Results: Nearly one quarter of the patients
who met the remission threshold on the CUDOS
(55/249) did not consider themselves to be in re-
mission. Among the CUDOS remitters, the total
score on the CUDOS was significantly lower
(p < .001) in patients who considered themselves
to be in remission than in patients who did not
indicate that they were in remission. Examination
of specific symptoms revealed greater appetite
disturbance and hypersomnia in the patients
who did not think they were in remission.

Conclusions: Our results suggest that
heterogeneity of clinical status exists even
among patients who are minimally depressed
and considered to be in remission according to
contemporary definitions on symptom severity
scales.

(J Clin Psychiatry 2005;66:1134–1138)

I
sponse as an improvement of 50% or more in scores on
symptom measures such as the Hamilton Rating Scale for
Depression (HAM-D)1 and remission as a score below a
predetermined cutoff score on the scale. Recognizing re-
mission among patients who have responded to treatment
is clinically important because the presence of residual
symptoms in treatment responders predicts an increased
likelihood of relapse.2–5 Because of the prognostic sig-
nificance of residual symptoms, experts in the treatment
of depression have suggested that achieving remission
should be viewed as the primary goal.6–12

Through the years, many cutoff scores have been used
on the HAM-D to define remission13,14; however, since
the publication of the recommendations of Frank and col-
leagues,15 a general consensus has emerged to define re-
mission on the HAM-D as a score of 7 or less. Research
from our laboratory, however, has questioned the validity
of this cutoff and suggested that a lower cutoff score is a
more valid indicator of remission.16 Our results were con-
sistent with the findings of Judd and colleagues,17 who
found that patients who had “recovered” but had a low
level of residual symptoms were at greater risk of relapse
compared with recovered patients who were completely
asymptomatic. Extrapolating from their findings, Judd et
al. suggested that the cutoff score of 7 on the HAM-D to
identify remission was too high. Thus, there is some un-
certainty as to how asymptomatic patients should be in
order to consider them to be in remission.

Recently, we demonstrated that a self-report scale
could be used to identify remission in depressed outpa-
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tients.18 Specifically, we found that a cutoff on a self-
report depression scale could be derived that correspond-
ed highly to the commonly used definition of remission
on the HAM-D (i.e., score ≤ 7).

The goal of the present report from the Rhode Island
Methods to Improve Diagnostic Assessment and Services
(MIDAS) project was to examine how many depressed
patients in ongoing treatment who are considered to be in
remission by a self-report equivalent of the Frank et al.15

definition of remission on the HAM-D nonetheless do not
consider themselves to be in remission. If recent research
is correct in indicating that use of the cutoff of ≤ 7 on the
HAM-D to define remission is overinclusive, then we
would expect that a substantial number of these patients
would not consider themselves to be in remission. We
then compared the symptom profiles of patients who did
and did not consider themselves to be in remission.

METHOD

The study was conducted from August 2003 until July
2004. Participants were 535 psychiatric outpatients who
were being treated for a DSM-IV major depressive epi-
sode in the Rhode Island Hospital Department of Psychi-
atry outpatient practice. This private practice group pre-
dominantly treats individuals with medical insurance on a
fee-for-service basis, and it is distinct from the hospital’s
outpatient residency training clinic that predominantly
serves lower income, uninsured, and medical assistance
patients. For some patients, the diagnosis of major depres-
sive disorder (MDD) was based on the Structured Clinical
Interview for DSM-IV (SCID),19 whereas others were di-
agnosed on the basis of an unstructured clinical interview.
We did not record how many patients were interviewed
with the SCID. The sample included 182 men (34.0%)
and 353 women (66.0%) who ranged in age from 21 to 80
years (mean = 44.2 years, SD = 11.5). The Rhode Island
Hospital institutional review committee approved the re-
search protocol, and all patients provided informed, writ-
ten consent.

Patients completed 2 questionnaires. During the past
several years, as part of the MIDAS project, we have
developed several disorder-specific interview-based and
self-report screening and outcome measures that were de-
signed to be easily incorporated into routine clinical prac-
tice.20 One such measure is the Clinically Useful Depres-
sion Outcome Scale (CUDOS). The CUDOS contains 18
items assessing each of the DSM-IV inclusion criteria for
MDD and dysthymic disorder as well as psychosocial im-
pairment and quality of life. Compound DSM-IV symp-
tom criteria referring to more than 1 construct (e.g., prob-
lems concentrating or making decisions, insomnia or
hypersomnia) were subdivided into their respective com-
ponents, and a CUDOS item was written for each compo-
nent. The respondent is instructed to rate the symptom

items on a 5-point Likert scale indicating “how well the
item describes you during the past week, including today”
(0 = not at all true/0 days, 1 = rarely true/1–2 days,
2 = sometimes true/3–4 days, 3 = often true/5–6 days,
4 = almost always true/every day). A Likert rating of the
symptom statements was preferred in order to keep the
scale brief. The scale is available from the lead author
(M.Z.) upon request.

The initial studies of the reliability and validity of the
CUDOS have indicated that the scale has strong psycho-
metric properties (M.Z.; T. Sheeran, Ph.D.; I. Chelminski,
Ph.D., manuscript in preparation). Five hundred sixty-
eight psychiatric outpatients completed the scale, and the
internal consistency reliability coefficient was 0.90. Test-
retest reliability, examined in 176 patients who completed
the scale a second time within a week of the first adminis-
tration, was 0.92. The CUDOS was significantly corre-
lated with the HAM-D (r = 0.69) and the Clinical Global
Impressions-Severity of Illness scale21 (r = 0.71), clinician
ratings of the severity of depressive symptoms, as well as
with the self-rated Beck Depression Inventory22 (r = 0.81).
Thus, the CUDOS is a psychometrically strong instrument
that correlates highly with clinician ratings of depression
yet is brief enough to be easily incorporated into clinical
practice because on average it takes less than 2 minutes to
complete.

In a second validation study of the CUDOS, the scale
was completed by 267 depressed outpatients in ongoing
treatment who were also rated on the 17-item HAM-D.18

The mean score on the 17-item HAM-D for the 267 de-
pressed outpatients was 11.1 (SD = 8.4; range, 0–36).
The Pearson correlation between the HAM-D and the
CUDOS was 0.89. We examined the ability of the CUDOS
to identify patients who were in remission according
to the HAM-D across the range of CUDOS cutoff scores
by conducting a receiver operating curve analysis. The
sensitivity, specificity, and overall classification rate of
the CUDOS for identifying remission according to the
HAM-D threshold score of ≤ 7 were examined for each
CUDOS total score. On the basis of a cutoff score < 20, the
CUDOS had a high level of agreement with the HAM-D
definition of remission (sensitivity = 87.4%, specificity =
87.8%, total agreement = 87.6%, kappa = 0.75).

The second questionnaire used in the present study as-
sessed patients’ opinions regarding the importance of dif-
ferent factors in determining remission from depression.
On the front of the 2-sided questionnaire, the instructions
read as follows:

During the past decade, researchers who study the treat-
ment of depression have discussed the best method of evalu-
ating response to treatment. One area of controversy is what
are the most important factors in determining who has re-
sponded well to treatment. Some experts say that the most
important thing to look at are the symptoms of depression—a
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person should be considered in remission when the symp-
toms of depression (such as depressed mood, sleep and ap-
petite changes, fatigue, problems concentrating, etc.) have
gone away. Other experts say that the most important thing
to look at is how a person is functioning, regardless of
whether they are still experiencing some symptoms of
depression. Other aspects of remission have also been
proposed.

The purpose of this brief questionnaire is to learn what
patients believe are the most important factors in determin-
ing whether someone is in remission from their depression.
Please rate how important you think each of the following
factors are in determining whether someone is in remission
from depression. After rating the importance of each item
circle the number of the item that you think is the most im-
portant factor.

Before completing the questionnaire, please provide the
following background information:

The questions eliciting background information in-
cluded gender, age, education, and a question regarding
the patient’s perception of whether he or she was cur-
rently in remission from depression (0 = yes, 1 = no).

Data Analysis
In our previous study, we established that a cutoff

score of 20 on the CUDOS highly corresponded to the
HAM-D definition of remission. Our interest in the
present report was to examine whether heterogeneity re-
mained within the group of patients that met this defini-
tion of remission. Therefore, we selected patients scoring
below 20 on the CUDOS and then subdivided them into
2 groups based on whether or not they considered them-
selves to be in remission. We used the χ2 statistic to com-
pare the 2 groups on categorical variables and t tests
to compare them on continuous variables. Because no
prior study has been conducted on this topic, we consid-
ered our analyses exploratory and did not correct for mul-
tiple comparisons.

RESULTS

Fifty-four (10.1%) of the 535 patients were excluded
because they did not answer all of the questions on the
CUDOS, thereby leaving a sample of 481 patients. There
were no statistically significant demographic differences
between the patients who did and did not complete the
scale. Slightly more than half of the sample (53.2%,
N = 256) scored below 20 on the CUDOS and were con-
sidered to be in remission. Seven (2.7%) of the 256 pa-
tients who scored below 20 on the CUDOS did not answer
the question regarding remission status, leaving a sample
of 249 patients. There were no significant demographic
differences between the patients who did and did not
answer this question.

One hundred ninety-four (77.9%) of the 249 patients
who were in remission according to the CUDOS indicated
that they were in remission on the yes-no question di-
rectly evaluating self-perceived remission status, and 55
(22.1%) did not consider themselves to be in remission.
The data in Table 1 show that there were no differences in
age, gender, or education between the patients who did
and did not consider themselves to be in remission.

The mean ± SD total score on the CUDOS was sig-
nificantly lower in patients who considered themselves
to be in remission than in patients who did not indicate
that they were in remission (8.4 ± 5.4 vs. 12.6 ± 5.0,
t = 5.06, p < .001). The patients who were in remission
were significantly less likely to report 1 or more symp-
toms of depression occurring every day or nearly every
day (25.3% vs. 50.9%, χ2 = 13.2, p < .001). Regarding
specific symptoms, the data in Table 2 show that the pa-
tients who indicated that they were not in remission were
significantly more likely to report appetite disturbance
and hypersomnia.

DISCUSSION

Our results suggest that heterogeneity of clinical status
exists even among patients who are considered to be
in remission according to contemporary definitions on
symptom severity measures. Nearly one quarter of the pa-
tients who met the remission threshold on the CUDOS
nevertheless did not consider themselves to be in remis-
sion. Among the CUDOS remitters, a comparison of self-
rated remitters and nonremitters yielded expected dif-
ferences in symptom severity. Examination of specific
symptom differences revealed greater appetite distur-
bance and hypersomnia in the patients who did not think
they were in remission.

What might be the clinical significance of these find-
ings? We would expect that patients who do not consider
themselves to be in remission are more likely to want
changes in their treatment. Interestingly, the minimally

Table 1. Demographic Characteristics of Minimally Depressed
Outpatients in Psychiatric Treatment Who Did and Did Not
Consider Themselves to Be in Remissiona

Self-Reported Self-Reported
Remittedb Not Remitted

Characteristic (N = 194) (N = 55)

Sex, N (%)
Female 134 (69.1) 37 (67.3)
Male 60 (30.9) 18 (32.7)

Education, N (%)
Less than high school graduate 5 (2.7) 1 (1.8)
High school graduate 95 (50.5) 33 (60.0)
College graduate 88 (46.8) 21 (38.2)

Age, mean (SD), y 45.4 (11.6) 42.2 (11.9)
aNone of the differences between groups was statistically significant.
bData on education status missing for 6 patients in the remission

group.
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depressed outpatients who did and did not indicate that
they were in remission differed in somatic symptoms of
depression but not cognitive symptoms. We cannot rule
out the possibility that the reports of sleep and appetite
disturbance represent, in part, medication side effects
rather than true symptoms of depression. Regardless
of the cause, the presence of these symptoms influences
patients’ self-assessment of remission status and poten-
tially increases the likelihood of requested changes in
treatment.

The CUDOS reflects the DSM-IV criteria for MDD,
which have been criticized for being overly represented
by psychological in contrast to physical symptoms.23

Other somatic symptoms such as headaches, backaches,
musculoskeletal complaints, or muscle tension might also
differentiate between patients who do and do not consider
themselves to be in remission.

The findings also have implications for the threshold
used on symptom inventories to define remission. The
relatively large percentage of patients who met the
CUDOS definition of remission but did not consider
themselves to be in remission suggests that the CUDOS
threshold may be too inclusive. This is consistent with our
research suggesting that the cutoff score of ≤ 7 on the
HAM-D as used to define remission may be too high. We
previously have examined the validity of different cutoff
scores on the 17-item HAM-D in a series of articles.16,24,25

We found heterogeneity among patients who were de-
fined as remitted using the cutoff of ≤ 7 such that patients
with higher scores on the HAM-D demonstrated greater
psychosocial morbidity than lower-scoring remitters,
thereby suggesting that the threshold to define remission
should be lowered. We, and others, have also found that

some patients scoring ≤ 7 on the HAM-D simultaneously
met criteria for a depressive disorder.25,26 There is a con-
ceptual problem with a definition of remission that allows
for individuals who continue to meet criteria for the disor-
der to also be considered in remission. The results of the
present study, while not based on the HAM-D per se but
instead on a self-report scale that is highly concordant
with the HAM-D definition of remission, are consistent
with other findings questioning use of the cutoff score of
≤ 7 on the HAM-D to define remission.

Several limitations of the study should be noted. The
study was conducted in a single outpatient practice in
which the majority of the patients were white and female
and had health insurance. The generalizability to samples
with different demographic characteristics needs to be
demonstrated.

The patients were recruited after having been in treat-
ment for varying lengths of time. While all patients were
receiving pharmacotherapy, only a subset was in ongoing
psychotherapy. Unfortunately, this information was not
recorded. It is unknown how patients’ conceptualization
of remission might be influenced by their treatment ex-
perience. Patients with comorbid conditions were in-
cluded, though the influence of comorbid conditions on
ratings of symptoms, impairment, and remission is un-
known. However, heterogeneity in treatment effort, co-
morbidity, and other clinical and psychosocial parameters
such as the number of prior episodes, episode duration,
and intervening life events increase the generalizability of
the findings to depressed patients in ongoing outpatient
treatment.

The assessment of remission status was based on a
single yes-no question on a paper-and-pencil question-
naire. It is possible that some patients did not understand
the meaning of the term remission, although the term was
defined in the instructions of the questionnaire. Nonethe-
less, patients may have had varying conceptualizations of
remission. Psychiatric researchers have different opinions
regarding the concept of remission, so it would not be sur-
prising for patients to differ. In fact, this variability is one
of the reasons for conducting the study. Because patients’
self-perceptions of remission status are likely to be asso-
ciated with requests for treatment modification, it is im-
portant to better understand the symptom differences be-
tween patients who do and do not consider themselves to
be in remission. Finally, in another report, we found ex-
pected differences in symptom severity, psychosocial
functioning, and quality of life between patients who did
and did not indicate that they were in remission, thereby
lending support to the validity of the assessment of remis-
sion status.27

The assessments of overall symptom severity and spe-
cific symptoms were based on a relatively new self-report
questionnaire. The CUDOS has been validated as a mea-
sure of remission status when compared with the HAM-D

Table 2. Depressive Symptoms in Minimally Depressed
Outpatients Who Did and Did Not Consider Themselves
to Be in Remission

Self-Reported Self-Reported
Remitted Not Remitted
(N = 194) (N = 55)

Depressive Symptom N % N %

Sad or depressed 3 1.5 1 1.8
Anhedonia 2 1.0 0 0.0
Poor appetite 2a 1.0 3 5.5
Greater appetite 7b 3.6 9 16.4
Difficulty sleeping 14 7.2 5 9.1
Sleeping too much 3a 1.5 4 7.3
Psychomotor agitation 7 3.6 1 1.8
Psychomotor retardation 4 2.1 4 7.3
Fatigue 10 5.2 5 9.1
Guilt 4 2.1 4 7.3
Worthlessness 1 0.5 1 1.8
Problems concentrating 9 4.6 2 3.6
Indecisiveness 0 0.0 0 0.0
Wished I were dead 0 0.0 0 0.0
Suicidal thoughts 0 0.0 0 0.0
Hopelessness 1 0.5 0 0.0
aSignificant at p < .05.
bSignificant at p < .01.
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definition of remission, and there is good agreement at
the symptom level when compared with clinician assess-
ments of specific symptoms. However, it has not yet re-
ceived study by other investigators.

Disclosure of off-label usage: The authors have determined
that, to the best of their knowledge, no investigational information
about pharmaceutical agents that is outside U.S. Food and Drug
Administration–approved labeling has been presented in this article.
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