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Abstract

Background: Remission is a common outcome of short-term trials and the main goal of acute and longterm
treatment. The longitudinal stability of remission has rarely been investigated under naturalistic treatment
conditions.

Methods: Naturalistic multisite follow-up study. Three-year symptomatic long-term outcome of initially hospitalized
tertiary care patients (N = 784) with major depressive episodes. Remission rates as well as the switch rates between
remission and non-remission were reported.

Results: After one, two and three years 62 %, 59 % and 69 % of the observed patients met criteria for remission.
During the follow-up 88 % of all patients achieved remission. 36 % of maintained remission from discharge to 3-
years, 12 % of all patients never reached remission and 52 % percent showed a fluctuating course switching from
remission to non-remission and vice versa. There was considerable transition between remission and non-remission.
For example, from discharge to 1 year, from 1 to 2, and from 2 to 3 years 25 %, 21 % and 11 % lost remission.

Conclusion: Cumulative outcome rates are encouraging. Absolute rates at predefined endpoints as well as the
fluctuations between these outcomes reflect the variable and chronic nature of major depression.

Background
Drug approval authorities like the European Medicines
Agency demand that clinical relevant outcome criteria like
remission should be used in antidepressant short-term tri-
als [1]. Also in clinical practice remission, commonly de-
fined as the virtual absence of depressive symptoms, is
still one of the main goals of acute antidepressant treat-
ment [2, 3]. Evidence from naturalistic long-term studies
of depressed inpatients suggests that up to 90 % achieve a
full remission over a 2–5 year period [4–8]. In addition,
remitted patients experience significantly lower relapse
rates [9, 10].
On the other hand, it is known that the nature of de-

pression is rather unstable: Symptoms improve and

worsen over time and patients can switch between a
symptomatic and a remitted state [10, 11, 12, 13]. How-
ever, the stability of remission so far has only rarely been
reported. Most long-term reports tend to focus either on
cumulative remission rates or on relapse rates, but do
not report how many patients develop symptoms again
and leave the remitted state after a certain period. Thus,
the fluctuations inherent in major depressive disorder
can easily be missed and cumulative remission rates
might lead to an overestimation of positive outcome in
major depression. Moreover, the majority of results on
remission relies on data from randomized controlled tri-
als with limited generizability with respect to a real
world settings [4–8].
With regards to inpatient treatment our group re-

cently reported that among a representative sample of
tertiary care inpatients (N = 1014) with major depressive
episode more than 50 % of all patients reached remission
at discharge [14, 15].
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Here we present the 3-year long-term results of this
prospective, multicentre follow-up trial on inpatients
with major depressive disorder. This cohort was
followed up annually after discharge from inpatient
treatment with attention to course and outcome of the
major depressive disorder. The current report comple-
ments the description of the acute inpatient outcome.
Relapse rates and risk factors have already been reported
in a companion paper [10].
In this report we specifically aimed at investigating the

rates and the stability of remission at the 1, 2 and 3 year
follow-up. Additionally we sought to investigate how
many patients never remit from discharge on and to get
an estimate of the antidepressant treatment level during
the follow-up.

Methods
Study overview and organization
This prospective naturalistic multicenter follow-up was
primarily designed to address the issues of treatment re-
sistance, relapse, chronicity and suicidality in depressive
disorders within the framework of psychiatric university
and district hospitals. It was part of the German research
network on depression (GRND) and was funded by the
German Federal Ministry of Education and Research
(BMBF). The study was planned to be conducted in repre-
sentative inpatient groups and settings using clinical man-
agement tools that easily can be applied in daily practice.
The follow-up consisted of two parts: a) the naturalis-

tic acute inpatient treatment period with biweekly mea-
surements [14], which was followed by b) a long-term
naturalistic follow-up lasting up to 3 years after dis-
charge. Here, results of the three year follow-up were
presented. Twelve study centers across Germany partici-
pated in this trial, including seven university hospitals
(Berlin: Campus Charité Mitte and Campus Benjamin-
Franklin, Düsseldorf, Halle, Heidelberg, Munich: MPI
and LMU) and five district hospitals (Gabersee, Inn-
Salzach-Clinic/Bavaria, Haar, Isar-Amper-Clinic/Bavaria,
Berlin: Auguste-Viktoria-Hospital, St.-Joseph-Hospital
and St.-Hedwig-Hospital). Clinical research coordinators
at each site assisted in protocol implementation and
computerized data collection.

Experimental procedures
Sample and data collection
The diagnose of a depressive spectrum disorder accord-
ing to DSM-IV was confirmed at baseline and at dis-
charge at the end of the acute phase and at each annual
follow-up visit using the Structured Clinical Interview
for DSM-IV (SCID-I) [16]. SCID II was applied to care-
fully assess comorbid axis II personality. To allow inclu-
sion of clinical representative populations the following
inclusion and exclusion criteria was applied:

Inclusion criteria were:

1) Age between 18 and 65
2) Signed written informed consent
3) Hospitalization and fulfilling of ICD-10 diagnostic

criteria for any major depressive episode (ICD-10:F32,
F33, F34, F38) or for a depressive disorder not
otherwise specified (ICD-10: F39) as primary diagnosis.

Exclusion criteria were:

1) Organic cause of depression
2) Insufficient knowledge of German language
3) Distance from place of residence to the study center

of more than 100 km

The 3-year follow-up period started after discharge
from inpatient treatment.
The annual follow-up ratings further included, the

Hamilton Depression Rating Scale, (HAMD-17) [17], the
MADRS [18] and the collection of socio-demographic
and clinical variables using the systematic basic assess-
ment scale of clinical and socio-demographic variables
in psychiatry (BADO) [19]. These methods were de-
scribed in detail in a study protocol, which allowed post-
hoc analyses. The respective local Ethics Review
Committee of each participating site has approved the
study protocol. Signed written informed consent was ob-
tained from all participants.

Treatment
During the follow-up, patients were treated naturalistic-
ally at the discretion of the respective outpatient psych-
iatrist/neurologist, family doctor or general practitioner
in charge. All medication decisions including medication
discontinuation and switches were made by the respect-
ive physicians. Treatment was recorded as prescribed
medication class at each follow-up visit.

Outcome criteria
HAMD-17 and MADRS total scores were calculated for
all follow-up visits. Remission was defined as HAMD-17
total score ≤ 7 [20].

Statistical analysis
In order to assess if drop-outs were at random, group
comparisons between drop-outs after one year and the 3-
year follow up sample were conducted using Fisher’s exact
test, in case of categorical data and Wilcoxon-Mann-
Whitney-U test in case of metrical data, respectively.
In order to account for the comparably high dropout

rate we looked at two different samples 1) The LOCF
sample with a total number of 784 patients at each visit
and 2) The completer sample (=observed case analysis,
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OC) of 148 patients, with visits at each follow-up. Due
to the exploratory character of these group comparisons
there is no multiple testing problem and therefore no re-
spective corrections have been performed.
All statistical analyses were performed using the statis-

tical software environment R 2.11.1 [21].

Results
Patient disposition
Detailed description of patient disposition of the acute
treatment phase can be found elsewhere [14]. The num-
bers of patients eligible for follow-up analysis at baseline,
at 1, 2 and 3 years are displayed in the flow chart in Fig. 1.
Of all (n = 1073) enrolled patients 1014 patients had

complete baseline HAMD ratings. At discharge 784 pa-
tients entered into the 3-year follow-up phase. During
the 3-year follow-up phase 641 (82 %) patients withdrew
from the follow-up. The reasons included withdrawal of
consent (n = 235), lost to follow-up (n = 317, death (n = 16,
8 = cardiovascular events, 2 = cerebrovascular events,
2 = pneumonia, 3 = suicide, 1 = cancer) patients moving
into a different town (n = 34), difficulties coming to the
study visits (n = 23).
Patients remaining in the follow-up sample were sig-

nificantly more women, had lower rates of personality
disorders, were less often referred to inpatient treatment
due to suicidality, were more often living in a relation-
ship, were less often discharged against medical advise,
were longer hospitalized and had higher HAMD-17
baseline scores (Table 1).

Depression ratings
Remission rates, HAMD-17 and MADRS mean scores
for observed case analysis and last observation carried
forward method are summarized in Table 2.

Remission
Remission rates at discharge 1- ,2- and 3-year follow-up
were 54 %, 55 %, 56 % and 58 %, respectively (LOCF).
Completer analysis showed remission rates of 64 %,
62 %, 59 % and 69 % (Table 2).
According LOCF 86 %, 93 % and 98 % maintained re-

mission after one, two and three years. And only 14 %,
7 % and 2 % switched to non-remission after one, two
and three years (Fig. 2).
In the completer sample the remission status was con-

stant in 75 %, 79 % and 89 % after one, two and three
years. 25 %, 21 % and 11 % switched to non-remission
from the preceding to the following year after 1, 2 and
3 years (Fig. 3).

Illness course
67 % of all discharged patients remitted symptomatically
at some time point during the 3-year follow-up and
43 % maintained remission, 33 % never reached a remit-
ted state, whereas 24 % had a fluctuating course (LOCF).
In the completer sample 88 % remitted at some time

point during the 3 year period, only 36 % of all patients
maintained their remission status throughout all visits,
12 % did never remit and 52 % showed a fluctuating
course (OC) (Table 3).

Treatment
In order to get an estimate for the development of the
prescribed medication and treatment we relied on the
observed cases (OC) of 143 patients.
At discharge 96.3 % of 143 patients had at least one

antidepressant, at three year follow-up still 70.4 % of all
patients were taking a minimum of one antidepressant,
whereas 21.4 % were taking no psychopharmacologic
medication at all. Of the 70.4 % patients taking antide-
pressants, 23.8 % got TCAs, 21.4 % SSRIs and 28 % got

Screening (12 Centers) 
N = 1073

Enrollment Inpatient Phase
N =951

Enrollment Follow-Up
N =784

1-Year Follow-Up
N =458 (59%)

2-Year Follow-Up
N =329 (42%)

3-Year Follow-Up
N =143 (18%)

Acute Inpatient Phase Follow-Up

Fig. 1 Flow-chart for patients showing the number of available patients
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dual acting antidepressants (either venlafaxine or mirta-
zapine) and 6.4 % received MAO inhibitors (Fig. 4).
Apart from atypical antipsychotics (rising form 6.5 % at

discharge to 14.9 % at 3-year follow-up) the prescription
rates of all other medication classes declined. Benzodiaze-
pines and tranquilizers showed the largest decline (from
51.9 % at discharge to 13.0 % at 3-year follow-up), followed
by declining rates of patients receiving psychotherapy (from
81.5 % to 30.6 % at 3-year follow-up).

Discussion
In this report we applied a descriptive approach and fo-
cussed on remission rates and its stability for a series of
depressed subjects for a period of 3-years.

Cumulative remission rates
From that perspective the outcome looks quite promis-
ing: 67 % of the LOCF sample and most patients of the
OC (88 %) sample recovered at some time point during
three years (cumulative remission rate). These cumula-
tive rates are in a comparable range to other naturalistic
long-term follow-ups. Holma found 88.5 % after 5 years,
O’Leary 88 % after 3 years and Ramana 80 % after 2 years
[4, 6, 7]. Also the landmark study by Keller about the

naturalistic 5-year course of 431 subjects with major de-
pression found cumulative recovery rates (defined as 8
consecutive weeks with no or minimal symptoms) of
70 % after 1 year, 81 % within 2 years, 87 % within
4 years and 88 % within 5 years [8].

Absolute response and remission rates
In contrast to cumulative rates, absolute remission rates
at a certain follow-up time tend to be considerably
lower. With respect to remission rates after one, two
and three years, the LOCF analysis revealed 55 %, 56 %
and 58 % of remitters in the present study. With respect
to observed cases after one, two and three years, almost
62 % completer after one, (59 %) after two and (69 %)
after three years met criteria for remission (OC).
The naturalistic Vantaa sample comprised 163 outpa-

tients (OC sample) and applied DSM-IV criteria over a
continuous period of two months [4]. After five years
50 % of the observed cases were in full remission in this
follow-up study.
The MADRS remission rates of observed cases

(MADRS < 9) of the naturalistic SLICE study on a pri-
mary care population (n = 1031) after 1- (70.7 %) and 2-
years (75.3 %) were higher than in the present report

Table 1 Differences between patients lost to follow-up (drop-outs) and the completer sample

Drop-out (n = 641) Completer (n =143) OR p-value

Female 375 (59 %) 96 (67 %) 1.39 0.017

Positive family anamnesis 241 (38 %) 59 (41 %) 1.12 0.42

Recurrent depression 337 (53 %) 84 (59 %) 1.24 0.11

Any personality disorder 260 (41 %) 44 (31 %) 0.64 0.043

Suicidality admission reason 337 (53 %) 61 (43 %) 0.66 0.001

Living with a partner 248 (39 %) 81 (57 %) 2.04 <0.001

Discharged against medical advise 64 (10 %) 7 (5 %) 0.47 0.009

Number of hospitalisations before admission 0 ± 2.00 (0–21) 0.5 ± 2.00 (0–15) 0.15

Inpatient treatment time (days) 49 ± 47.50 (1–278) 56 ± 46.00 (1–363) 0.007

Age 44.4 ± 12.30 (18.2–69.6) 45.7 ± 11.70 (18.6–65.9) 0.1

Age at onset 38.1 ± 12.81 (10–69) 38.3 ± 12.61 (9–65) 0.89

HAMD 17 baseline 22.8 ± 5.88 (2–40) 21.7 ± 6.08 (1–40) 0.005

HAMD 17 discharge 7.8 ± 5.79 (0–31) 7.7 ± 5.46 (0–30) 0.77

Table 2 MADRS and HAMD total scores (and standard deviation) and proportion of responders (50 % HAMD-17 baseline reduction)
and remitters (HAMD-17≤ 7) at discharge, year 1, year 2 and year 3: last observation carried forward and completer analysis

N DISCHARGE YEAR 1 YEAR 2 YEAR 3

Remission rate (LOCF) 423 (54 %) 431 (55 %) 436(56 %) 451 (58 %)

Remission rate (OC) 92 (64 %) 89 (62 %) 84 (59 %) 99 (69 %)

HAMD-17 (LOCF) 8.8 (±6.8) 7.4 (±7.4) 6.3 (±6.8) 6.6 (±6.8)

HAMD-17 (OC) 7.6 (±5.9) 7.2 (±7.8) 7.1 (±7.4) 6.1 (±6.4)

MADRS (LOCF) 12.5 (±7.6) 10.9 (±9.9) 10.6 (±10.1) 10.6 (±10.1)

MADRS (OC) 11.9 (±6.8) 9.4 (±11.2) 9.3 (±10.8) 8.3 (±9.6)
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[22]. But it needs to be considered, that a primary out-
patient sample usually includes less severe and less re-
fractory patients in comparison to a tertiary care
inpatient population as in the report at hand [23].
The PROSPECT study reported HAMD-17 remission

rates of the observed cases of an intervention group re-
ceiving algorithm-based interventions of 40.1 % after
one and of 49.7 % after two years although the mean
HAMD baseline severity (18.1 vs. 24), was only in a
moderate range [24].
Thus, all in all the rates of the present report are in a

similar range to other naturalistic data with a tendency
towards the upper range, despite its tertiary referral in-
frastructure. An important limitation in that context is
the high drop-out rate of 82 % leading to a selection of
patients with favourable outcomes (also see limitations).
Although “real world” patients and patients included

in randomized controlled trials are not easily compar-
able [25, 26], a look into long-term data of a recent ran-
domized controlled trial, might still be informative. For
example in the Co-Med trial remission rates after 7-
months were lower with 48 % (LOCF). But here the
observational period was shorter and the remission cri-
terion stricter (patients had to be in a remitted state on

2 consecutive visits) [27]. Another example is the PRE-
VENT trial, here the remission rates of this double blind
randomized controlled long term trial comparing fluox-
etine against venlafaxine (N = 268) were higher at year
one (67–68 %) and (71 %–77 %) at year two (OC) [28].

Stability of remission and illness course
The stability of remission for LOCF and OC analysis is
illustrated in flow chart diagrams (see Figs. 2 and 3).
Due to the high drop-out rate, the OC analysis seems to
be the most reliable one in that respect (see limitations).
The highly fluctuating course of major depressive dis-

order is reflected by 52 % of patients (OC) showing a
fluctuation from remission to non-remission and vices
versa throughout the three years. This result is in line to
the previously published corresponding relapse rates
which have been retrospectively assessed at each follow-
up. Of the 458 patients 155 (33.6 %) experienced at least
one severe relapse during the 3-year follow-up period.
The highest rate was found in the first month and the
first year (25.3 %) after discharge from inpatient treat-
ment declining to 16.1 % two years thereafter [10].
A finer grained picture can be obtained by only look-

ing at the switch rates from remission to non-remission.
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Fig. 2 The year to year movement from discharge on until the end of the 3-year follow-up of patients being in HMAD-17 remission (dark) or
non-remission (light) for the LOCF sample (N = 784). The width of the arrows corresponds to the magnitude of the percentage. For example, from
discharge to year one 86 % stayed in remission whereas 82 % stayed non-remitters. 14 % of non-remitted patients became remitters and 18 % of
remitted patients lost remission at the 1-year follow-up
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These rates vary between 11 % and 25 % with 45 % loos-
ing remission at some time point during the three years.
Only 36 % of all patients (and 55 % of initially remitted
patients) stayed in remission during the whole time
(OC). The recent naturalistic PREDICT-NL study
followed 174 primary care outpatients with major de-
pressive disorder (out of 1338 attendants) for a period of
three years. In line with our results the authors found a
rate of 40 % with a fluctuating course and rate of 43 %
staying in remission right from the start. The benign
rates can again be well explained by the milder and less
complex cases of a primary care outpatient population.
However, still 17 % of patients in the PREDICT-NL
study had a chronic course and stayed in an episode for
the whole 3 years [26]. In the report at hand, 12 % of all
discharged patients stayed in non-remission from

discharge up to 3-years and thus had a chronic course
(OC, Table 3). This level of chronicity is also in accord-
ance with earlier reports. Keller reported that 12 % pa-
tients of the CDS study did not reach recovery after
5 years [9]. Likewise Jules Angst reported in his 21 year
follow-up of 406 initially hospitalized patients that 13 %
of all patients developed a chronic course [27]. Spijker
found a slightly higher rate of 20 % of patients with
MDD who had not fully recovered after a period of two
years in the NEMESIS study [29].

Treatment
After three years 70.4 % of the completer sample re-
ceived at least one antidepressant. A recent systematic
review including 14 large observational naturalistic/epi-
demiologic surveys reported adherence rates ranging
from 30–97 % (median 67 %) [30]. The comparably high
psychotherapy rate as well as the high rate of patients
being in specific mental health care (84 % year one,
81 % year two and 78 % year three), together with a
higher chance of adherent patients staying in the com-
pleter sample might have led to high adherence rates in
the completer sample. In addition it should be kept in
mind that, the German health care system provides
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Fig. 3 The year to year movement from discharge on until the end of the 3-year follow-up of patients being in HMAD-17 remission (dark) or
non-remission (light) for the OC sample (N = 143). The width of the arrows corresponds to the magnitude of the percentage. For example, from
discharge to year one 75 % stayed in remission whereas 61 % stayed non-remitters. 39 % of non-remitted patients became remitters and 25 % of
remitted patients lost remission at the 1-year follow-up

Table 3 Total numbers (%) of patients remaining remitters/no
remitters/respondents/no respondents after three years: last
observation carried forward and completer analysis

LOCF OC

Remission 337 (43 %) 51 (36 %)

No Remission 259 (33 %) 17 (12 %)
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healthcare insurance for all community members, allowing
a free choice of doctor. Therefore, the encouraging adher-
ence rates can partly be traced back to specialized mental
health care advanced by the German insurance policy.

Limitations
The most important limitation pertains to the high
dropout rate. Attrition rates in long-term studies of
similar time spans, range from 18 % [31], to 72 % [32,
33]. The Texas algorithm project showed similar attrition
rate after one year of 47 % [34]. Thus, the three-year attri-
tion rate of the present study of about 82 % of the patients
entering the follow-up appears to be within a high range.
Amongst others, one reason for the high attrition rate

in the study at hand may have been due to the way par-
ticipants during the follow-up had to be contacted in ac-
cordance with the study protocol. Participants were only
allowed to be contacted via letters and not via telephone
or email. Thus, over the three years twenty mailing
waves have been performed. In addition, no telephone
interviews were intended for the yearly visits but face to
face interviews had to be performed instead. Although
these interviews might result on the one hand in a
higher data quality, they may led to higher attrition rates
on the other hand. For future studies contact via Email
and especially telephone calls, which have shown to in-
crease retention time in trials are clearly preferable [35].
The drop out analysis revealed that patients staying up

to three years in the follow up exhibited variables that
are associated with better longterm outcome (female
gender, less comocrbid personality disorders, living more
often with partner, less often discharged against medical
advice, longer inpatient treatment time, lower Hamilton
baseline score, (Table 1)).

These variables are largely in line with the variables as-
sociated with lower attrition in the STAR*D Study and
the Texas algorithm project [34]. Patients of the drop
out sample showed significantly lower remission rates in
step one and two of STAR*D [34, 36]. Thus the outcome
of the OC sample of the report at hand are if anything
optimistic and it seems likely that we have overestimated
positive outcome[37, 38].
Nevertheless, this sample of 3-year long-term data of

initially hospitalized, naturalistic treated and extensively
reevaluated patients with major depression is still one of
the largest European follow-ups.
Since there were broad inclusion and only few exclu-

sion criteria, patients who would have been excluded in
most randomized controlled trials, were included in our
study. This is a limitation and strength at the same time.
The results of this study could be more generalizable to
routine clinical practice and exert high external validity
for adult inpatients with major depressive disorder. On
the other hand internal validity is reduced due to the
lack of any control group. Therefore conclusions regard-
ing treatment effects are very limited. In addition these
results might not be easily generizable to outpatient
populations or elderly patients [39].
We also strictly focused on remission on certain points

in time without applying any duration thresholds. Sev-
eral authors suggested that a patient should at least
remain in remission for at least 8 consecutive weeks
before he can be considered as recovered [2, 9]. More-
over, since there was no course interview implemented,
we cannot rule out that a patient who is in remission at
all three visits may have experienced episodes or more
illness activity in between the visits. Thus our rates of
remission are, if anything, optimistic. Modern outcome
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measures like ecological momentary assessment tech-
niques (EMA) could provide promising tools which
might complement such traditional outcomes measures.
Thus, in summary the results of the 3-Year completer

sample, even if positively biased, are rather disappointing
with 12 % showing a chronic course, 52 % a highly fluctu-
ating course and only 36 % percent a stable remission and
call for future strategies enhancing long-term outcome.

A comment on missing data in long-term trials - Last
observation carried forward (LOCF) and observed cases (OC)
Valid analyses of longitudinal data are complex and diffi-
cult, especially if data are missing for reasons that are re-
lated to the outcome. We used two traditional methods
to address this problem: 1) the LOCF method which im-
putes data by carrying the last observation forward and
2) the completer or observed case analysis by only in-
cluding those patients who had an observation at each
visit and at endpoint. It is often argued that the bias in
LOCF leads to a “conservative” (under-) estimation of
treatment effects. On the other hand, the completer ana-
lysis or observed case analysis is assumed to lead to an
overestimation of treatment effects. Therefore a com-
bined approach can help to get a realistic idea of the
outcome rates.
In the present study LOCF indeed estimated absolute

remission at the predefined time points rates more con-
servatively but overestimated the stability over the long
term course due to the high rate of patients lost to
follow-up. For example stable remitters were higher in
the LOCF analysis than with the OC method (43 %,
LOCF vs 36 % OC). In contrast, the observed case ana-
lysis showed less conservative absolute outcomes (e.g.
yielding higher remission rates after 1, 2 and 3 years)
but allows a more realistic look on the development over
the long term course.
In recent years modern imputation methods like mixed

models for repeated measures are becoming more and
more common and are often recommended as preferable
method. On the other hand it has been emphasized that
they are not the cure for all problems associated with
missing data [40, 41].

Conclusion
The present results may reflect clinical wisdom and ex-
perience that patients with major depression have an in-
herent tendency to recover and that we can reassure our
patients that in the long run almost all patients will ex-
perience a significant symptom reduction. But on the
other side a significant percentage will again become
more symptomatic in the long run. Thus major depres-
sive illness appears to have a highly unstable and fluctu-
ating course. Furthermore, 12 % of patients did not
remit initially and did not reach remission by the end of

the study. The persistence of significant levels of psycho-
pathology is associated with significant psychosocial im-
pairment and calls for long-term treatment intervention
studies addressing this unmet need.

Ethics
All methods were described in detail in a study protocol,
which allowed post-hoc analyses. Signed written in-
formed consent was obtained from all participants.
The respective local Ethics Review Committee of each

participating site has approved the study protocol as
follows:
The Ethics Review Committee of the Ludwig Maximillian’s

University of Munich has approved the protocol for
the sites: LMU, MPI, Inn-Salzach-Clinic and Isar-
Amper-Clinic;
The Ethics Review Committee of the Campus Charité

Mitte in Berlin has approved the protocol for the sites:
Auguste-Viktoria-Hospital, St Joseph-Hospital, St Hedwig-
Hospital and Campus Benjamin Franklin.
The Ethics Review Committee of the University of

Düsseldorf approved the protocol for the site Düsseldorf.
The Ethics Review Committee of the University of

Halle has approved the protocol for the site Halle.
The Ethics Review Committee of the University of

Heidelberg approved the protocol for the site Heidelberg.

Consent to publish
Non-Applicable.

Availability of data and material
The data will not be made available in order to protect
the participants identity.

Competing interests
All authors declare that they have no competing interests.

Authors’ contributions
FS, MO, PF, MR, MB and HJM developed the Idea for this analysis. FS, RS, MA, PB,
GL, MR, MB and HJM were involved with data collection. MO completed the
data analysis. FS and HJM wrote all drafts of the manuscript, which was
commented by all authors. All authors read and approved the final manuscript.

Acknowledgement
The network study was conducted in 12 psychiatric hospitals: Berlin Charite
Campus Mitte (Andreas Heinz, Mazda Adli, Katja Wiethoff), Berlin Charité
Campus Benjamin Franklin (Isabella Heuser, Gerd Bischof), Berlin Auguste
Viktoria Klinik (Joachim Zeiler, Robert Fisher, Cornelia Fähser), Berlin St.
Hedwig (Florian Standfest), Berlin St. Joseph (Dorothea Schloth), Düsseldorf
(Wolfgang Gaebel, Joachim Cordes, Arian Mobascher), Gabersee (Gerd Laux,
Sissi Artmann), Haar (Wolfram Bender, Nicole Theyson), Halle (Andreas
Marneros, Dörthe Strube, Yvonne Reinelt, Peter Brieger), Heidelberg
(Christoph Mundt, Klaus Kronmüller, Daniela Victor), München LMU (Hans-
Jürgen Möller, Ulrich Hegerl, Roland Mergel, Michael Riedel, Florian
Seemüller, Florian Wickelmaier, Markus Jäger, Thomas Baghai, Ingrid Borski,
Constanze Schorr, Roland Bottlender), München MPI (Florian Holsboer,
Matthias Majer, Marcus Ising).
The study was performed within the framework of the German Research
Network on Depression, which was funded by the German Federal Ministry
for Education and Research BMBF (01GI0219). The BMBF had no further role
in study design; in the collection, analysis and interpretation of data; in the

Seemüller et al. BMC Psychiatry  (2016) 16:153 Page 8 of 10



writing of the report; and in the decision to submit the paper for
publication.

Author details
1Department of Psychiatry and Psychotherapy, Ludwig-Maximilians-University
Munich, Nussbaumstrasse 7, 80336 Munich, Germany. 2Department of
Psychiatry and Psychotherapy, Carl Gustav Carus University Dresden,
Technical University Dresden, Fetscherstr. 74, 01307 Dresden, Germany.
3Department of Psychiatry and Psychotherapy, Campus, Charité Mitte (CCM),
Charitéplatz 1, 10117 Berlin, Germany. 4Department of Psychiatry and
Psychotherapy, Martin-Luther University Halle-Wittenberg, Julius-Kühn-Str.7,
06097 Halle, Germany. 5Department of Psychiatry and Psychotherapy,
kbo-Inn-Salzach-Klinikum, Gabersee 7, 83512 Wasserburg, Germany.
6Department of Psychiatry and Psychotherapy, Vinzenz von Paul Hospital,
Rottweil, Germany. 7Department of Psychiatry, Psychosomatic and
Psychotherapy, kbo-Lech-Mangfall-Klinik, Garmisch-Patenkirchen, Germany.
8Department of Psychiatry, Psychosomatic and Psychotherapy,
Bezirkskrankenhaus Kempten, Robert-Weixlerstrasse 46, 87435 Kempten,
Germany.

Received: 23 February 2016 Accepted: 5 May 2016

References
1. European Medicines Agency - News and Events - European Medicines

Agency publishes guideline on clinical investigation of medicines for
depression [http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_
and_events/news/2013/05/news_detail_001799.jsp&mid=WC0b01ac
058004d5c1]. Accessed 5 Jun 2015.

2. Frank E, Prien RF, Jarrett RB, Keller MB, Kupfer DJ, Lavori PW, Rush AJ,
Weissman MM. Conceptualization and rationale for consensus definitions of
terms in major depressive disorder. Remission, recovery, relapse, and
recurrence. Arch Gen Psychiatry. 1991;48:851–5.

3. Möller H-J. Outcomes in major depressive disorder: the evolving concept of
remission and its implications for treatment. World J Biol Psychiatry Off J
World Fed Soc Biol Psychiatry. 2008;9:102–14.

4. Holma KM, Holma IA, Melartin TK, Rytsala HJ, Isometsa ET. Long-term
outcome of major depressive disorder in psychiatric patients is variable. J
Clin Psychiatry. 2008;69:196–205.

5. Naz B, Craig TJ, Bromet EJ, Finch SJ, Fochtmann LJ, Carlson GA. Remission
and relapse after the first hospital admission in psychotic depression: a
4-year naturalistic follow-up. Psychol Med. 2007;37:1173–81.

6. Ramana R, Paykel ES, Cooper Z, Hayhurst H, Saxty M, Surtees PG. Remission
and relapse in major depression: a two-year prospective follow-up study.
Psychol Med. 1995;25:1161–70.

7. O’Leary D, Costello F, Gormley N, Webb M. Remission onset and relapse in
depression. An 18-month prospective study of course for 100 first
admission patients. J Affect. 2000;57:159–71.

8. Keller MB, Lavori PW, Mueller TI, Endicott J, Coryell W, Hirschfeld RM, Shea T. Time
to recovery, chronicity, and levels of psychopathology in major depression. A 5-
year prospective follow-up of 431 subjects. Arch Gen Psychiatry. 1992;49:809–16.

9. Geddes JR, Carney SM, Davies C, Furukawa TA, Kupfer DJ, Frank E, Goodwin
GM. Relapse prevention with antidepressant drug treatment in depressive
disorders: a systematic review. Lancet Lond Engl. 2003;361:653–61.

10. Seemüller F, Meier S, Obermeier M, Musil R, Bauer M, Adli M, Kronmüller K,
Holsboer F, Brieger P, Laux G, Bender W, Heuser I, Zeiler J, Gaebel W, Riedel
M, Falkai P, Möller H-J. Three-Year long-term outcome of 458 naturalistically
treated inpatients with major depressive episode: severe relapse rates and
risk factors. Eur Arch Psychiatry Clin Neurosci. 2014;264:567–75.

11. van der Voort TYG, Seldenrijk A, van Meijel B, Goossens PJJ, Beekman ATF,
Penninx BWJH, et al. Functional versus syndromal recovery in patients with
major depressive disorder and bipolar disorder. J. Clin. Psychiatry. 2015;76:
e809–814.

12. Lee AS, Murray RM. The long-term outcome of Maudsley depressives. Br J
Psychiatry. 1988;153:741–51.

13. Kennedy N, Abbott R, Paykel ES. Remission and recurrence of depression in
the maintenance era: long-term outcome in a Cambridge cohort. Psychol
Med. 2003;33:827–38.

14. Seemüller F, Riedel M, Obermeier M, Bauer M, Adli M, Kronmüller K,
Holsboer F, Brieger P, Laux G, Bender W, Heuser I, Zeiler J, Gaebel W,
Dichgans E, Bottländer R, Musil R, Möller H-J. Outcomes of 1014

naturalistically treated inpatients with major depressive episode. Eur
Neuropsychopharmacol J Eur Coll Neuropsychopharmacol. 2010;20:346–55.

15. Henkel V, Seemüller F, Obermeier M, Adli M, Bauer M, Mundt C, et al. Does
early improvement triggered by antidepressants predict response/
remission? — Analysis of data from a naturalistic study on a large sample of
inpatients with major depression. J. Affect. Disord. 2009;115:439–49.

16. Fydrich H-UWMZT: SKID Strukturiertes Klinisches Interview für DSM-IV.
Hogrefe. Göttingen, Germany; 1997.

17. Schwab JJ, Bialow MR, Clemmons RS, Holzer CE. Hamilton rating scale for
depression with medical in-patients. Br J Psychiatry J Ment Sci. 1967;113:83–8.

18. Montgomery SA, Asberg M. A new depression scale designed to be
sensitive to change. Br J Psychiatry. 1979;134:382–9.

19. Cording C, Gaebel W, Spengler A: Die neue psychiatrische Basisdokumentation.
Eine Empfehlung der DGPPN zur Qualitätssicherung im (teil-) station„ren
Bereich. [The new psychiatric basic documentation. A recommendation by the
DGPPN for quality assurance in inpatient treatment]. Spektrum Psychiatr
Nervenheilkd 1995;24:3–41.

20. Riedel M, Möller H-J, Obermeier M, Schennach-Wolff R, Bauer M, Adli M,
Kronmüller K, Nickel T, Brieger P, Laux G, Bender W, Heuser I, Zeiler J,
Gaebel W, Seemüller F. Response and remission criteria in major
depression–a validation of current practice. J Psychiatr Res. 2010;44:1063–8.

21. R Foundation for Statistical Computing: R: A Language and Environment for
Statistical Computing. Vienna, Austria; 2012. https://www.r-project.org/.

22. Akerblad A-C, Bengtsson F, von Knorring L, Ekselius L. Response, remission
and relapse in relation to adherence in primary care treatment of depression: a
2-year outcome study. Int Clin Psychopharmacol. 2006;21:117–24.

23. Vuorilehto MS, Melartin TK, Rytsälä HJ, Isometsä ET. Do characteristics of
patients with major depressive disorder differ between primary and
psychiatric care? Psychol Med. 2007;37:893–904.

24. Alexopoulos GS, Reynolds 3rd CF, Bruce ML, Katz IR, Raue PJ, Mulsant BH,
Oslin DW, Ten Have T, PROSPECT Group. Reducing suicidal ideation and
depression in older primary care patients: 24-month outcomes of the
PROSPECT study. Am J Psychiatry. 2009;166:882–90.

25. Seemüller F, Möller H-J, Obermeier M, Adli M, Bauer M, Kronmüller K,
Holsboer F, Brieger P, Laux G, Bender W, Heuser I, Zeiler J, Gaebel W,
Schennach-Wolff R, Henkel V, Riedel M. Do efficacy and effectiveness samples
differ in antidepressant treatment outcome? An analysis of eligibility criteria in
randomized controlled trials. J Clin Psychiatry. 2010;71:1425–33.

26. Zimmerman M, Mattia JI, Posternak MA. Are subjects in pharmacological
treatment trials of depression representative of patients in routine clinical
practice? Am J Psychiatry. 2002;159:469–73.

27. Rush AJ, Trivedi MH, Stewart JW, Nierenberg AA, Fava M, Kurian BT, Warden
D, Morris DW, Luther JF, Husain MM, Cook IA, Shelton RC, Lesser IM, Kornstein
SG, Wisniewski SR. Combining medications to enhance depression outcomes
(CO-MED): acute and long-term outcomes of a single-blind randomized study.
Am J Psychiatry. 2011;168:689–701.

28. Thase ME, Gelenberg A, Kornstein SG, Kocsis JH, Trivedi MH, Ninan P, et al.
Comparing venlafaxine extended release and fluoxetine for preventing the
recurrence of major depression: results from the PREVENT study. J. Psychiatr.
Res. 2011;45:412–20

29. Spijker J, de Graaf R, Bijl RV, Beekman ATF, Ormel J, Nolen WA. Duration of
major depressive episodes in the general population: results from The
Netherlands Mental Health Survey and Incidence Study (NEMESIS). Br J
Psychiatry J Ment Sci. 2002;181:208–13.

30 Pampallona S, Bollini P, Tibaldi G, Kupelnick B, Munizza C. Patient adherence
in the treatment of depression. Br J Psychiatry J Ment Sci. 2002;180:104–9.

31. Angst J. The course of affective disorders. Psychopathology. 1986;19 Suppl
2:47–52.

32. Stegenga BT, Kamphuis MH, King M, Nazareth I, Geerlings MI. The natural
course and outcome of major depressive disorder in primary care: the
PREDICT-NL study. Soc Psychiatry Psychiatr Epidemiol. 2012;47:87–95.

33. Frank E, Kupfer DJ, Perel JM, Cornes C, Jarrett DB, Mallinger AG, Thase
ME, McEachran AB, Grochocinski VJ. Three-year outcomes for
maintenance therapies in recurrent depression. Arch Gen Psychiatry.
1990;47(12):1093–9.

34. Warden D, Rush AJ, Carmody TJ, Kashner TM, Biggs MM, Crismon ML,
Trivedi MH. Predictors of attrition during one year of depression treatment:
a roadmap to personalized intervention. J Psychiatr Pract. 2009;15:113–24.

35. Gervasoni N, Legendre-Simon P, Aubry J-M, Gex-Fabry M, Bertschy G,
Bondolfi G. Early telephone intervention for psychiatric outpatients starting
antidepressant treatment. Nord J Psychiatry. 2010;64:265–7.

Seemüller et al. BMC Psychiatry  (2016) 16:153 Page 9 of 10

http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/news/2013/05/news_detail_001799.jsp&mid=WC0b01ac058004d5c1
http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/news/2013/05/news_detail_001799.jsp&mid=WC0b01ac058004d5c1
http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/news/2013/05/news_detail_001799.jsp&mid=WC0b01ac058004d5c1
https://www.r-project.org/


36. Warden D, Rush AJ, Wisniewski SR, Lesser IM, Kornstein SG, Balasubramani
GK, Thase ME, Preskorn SH, Nierenberg AA, Young EA, Shores-Wilson K,
Trivedi MH. What predicts attrition in second step medication treatments
for depression?: a STAR*D Report. Int J Neuropsychopharmacol Off Sci J Coll
Int Neuropsychopharmacol CINP. 2009;12:459–73.

37. Sabaté E, Organization WH: Adherence to Long-Term Therapies: Evidence
for Action. Germany: World Health Organization; 2003.

38. Prukkanone B, Vos T, Burgess P, Chaiyakunapruk N, Bertram M. Adherence
to antidepressant therapy for major depressive patients in a psychiatric
hospital in Thailand. BMC Psychiatry. 2010;10:64.

39. Kennedy GJ, Kelman HR, Thomas C. Persistence and remission of depressive
symptoms in late life. Am J Psychiatry. 1991;148:174–8.

40. Molnar FJ, Man-Son-Hing M, Hutton B, Fergusson DA. Have last-observation-
carried-forward analyses caused us to favour more toxic dementia therapies
over less toxic alternatives? A systematic review. Open Med Peer-Rev Indep
Open-Access J. 2009;3:e31–50.

41. Prakash A, Risser RC, Mallinckrodt CH. The impact of analytic method on
interpretation of outcomes in longitudinal clinical trials. Int J Clin Pract.
2008;62:1147–58.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Seemüller et al. BMC Psychiatry  (2016) 16:153 Page 10 of 10


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study overview and organization

	Experimental procedures
	Sample and data collection
	Treatment
	Outcome criteria
	Statistical analysis

	Results
	Patient disposition
	Depression ratings
	Remission
	Illness course
	Treatment

	Discussion
	Cumulative remission rates
	Absolute response and remission rates
	Stability of remission and illness course
	Treatment
	Limitations
	A comment on missing data in long-term trials - Last observation carried forward (LOCF) and observed cases (OC)

	Conclusion
	Ethics
	Consent to publish
	Availability of data and material

	Competing interests
	Authors’ contributions
	Acknowledgement
	Author details
	References

