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Abstract

Background: Persistent low grade depression symptoms are common and impairing in major 

depressive disorder (MDD) yet rarely reported in treatment follow-up studies (Judd et al., 

1998a; Kennedy et al., 2004), suggesting that extant sustained remission rates may not reflect 

this important clinical feature. Furthermore, no long-term MDD treatment follow-up study has 

reported on quality of life ratings across functioning levels and years throughout the follow-up 

period, thus the severity, breadth, and persistence of functional impairment remain unclear. 

Accordingly, the current study evaluated the course of MDD with consideration of low grade 

depressive symptomatology and holistic features (e.g., quality of life).

Methods: We report long-term (9–14 years) follow-up data from individuals with MDD (N = 

37) who underwent either Cognitive Therapy (CBT) or a course of selective serotonin reuptake 

inhibitor (SSRI) treatment. Patients provided retrospective reports of depression symptoms and 

quality of life in the years following treatment.

Results: Chronic depression symptoms (most often mild in severity) and decreased quality of 

life in multiple domains are frequent and suggest poorer sustained remission rates than previously 

observed in the literature.

Limitations: Study limitations include small sample size recruited via convenience sampling 

methods.

Conclusions: Findings support a conceptualization of depression recovery that entails persistent 

symptoms and vulnerabilities. Clinical recommendations are provided for discussing these 

features of depression recovery with patients.
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1. Introduction

Intervention follow-up research examining the course of major depressive disorder (MDD) 

has revealed a concerning picture regarding the endurance of therapeutic effects. Decades 

ago, studies assessing depression symptoms across severity levels and years found that 

persistent inter-episode low grade depression symptoms are common after treatment (Judd 

et al., 1998a; Kennedy et al., 2004). The purpose of this article is to document with new 

data that these trends persist despite advancement in depression treatment, and their effects 

are further reaching, extending to quality of life metrics. Accordingly, we conducted a 

retrospective long-term (9–14 years) follow-up of individuals who received treatment with 

a selective serotonin reuptake inhibitor (SSRI) or Cognitive Therapy (CBT) for MDD and 

documented temporal and severity patterns of symptoms and functioning.

A substantial body of literature has shown that subthreshold depression symptoms are an 

important assessment target in MDD, with high prevalence, persistence, and association with 

clinical outcomes (Fava et al., 2002; Fava et al., 2007a, 2007b; Kennedy and Foy, 2005; 

Tranter et al., 2002). Subsyndromal symptoms are common both before, “prodromal,” and 

after, “residual,” depressive episodes and can encompass a wide range of potential affective 

(e.g., mood), cognitive (e. g., attributional styles), and behavioral disturbances (e.g., social 

withdrawal) (Fava et al., 2007a, 2007b; Kennedy and Foy, 2005), with similar symptoms 

observed during prodromal and residual phases (Fava et al., 1994). Symptoms are often 

long-lasting, roughly three times longer than actual depressive episodes (Kennedy et al., 

2004), and are associated with poor treatment outcomes, e.g., quicker time to relapse, more 

frequent episodes, and a more chronic illness trajectory (Fava et al., 2002; Fava et al., 

2007a, 2007b; Kennedy and Foy, 2005; Tranter et al., 2002). With high prevalence and 

persistence of low grade depressive experiences comes the potential for long-term impact 

on functioning and quality of life. Indeed, functioning deficits across broad life domains, 

e.g., social relationships (Kennedy and Paykel, 2004), physical health (ten Doesschate et 

al., 2010; Woo et al., 2014) and work (Beck et al., 2011; Martin et al., 1996), have been 

reported in MDD, with even subthreshold depressive experiences affecting functioning (Judd 

et al., 2000a). High frequency and persistence of low grade depressive symptoms as well 

as their relationship to functioning/quality of life impairments highlights their importance in 

evaluating treatment outcome, yet their inclusion in outcome estimates is uncommon (Fava 

et al., 2007a, 2007b).

Accordingly, we sought to document MDD symptoms and associated holistic variables 

(e.g., quality of life and return to treatment) in a long-term intervention follow-up. In 

light of research suggesting high frequency of chronic low grade symptoms yet their 

rare inclusion in treatment outcome estimates, an additional question is whether cross-

year, cross-severity measurements provide different sustained remission estimates than 

more traditional measures. The answer would inform future research on whether to 
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target personalizing medicine for long-term treatment outcomes (e.g., predicting sustained 

response to one intervention or another) versus adjusting approaches for measuring and 

targeting sustained remission, as problems are more systemic. Thus, if sustained remission 

estimates are worse than long-term follow-up estimates observed for empirically supported 

MDD treatments, it would provide preliminary support for re-considering the long-term 

impact and relevance of mainstream treatment approaches.

In order to document depressive symptoms and functioning following treatment for MDD, 

we conducted retrospective interviews of individuals with MDD who received CBT or 

an SSRI 9–14 years prior. The retrospective interview measure collapsed across diverse 

depression symptoms (e.g., affective, cognitive, behavioral), for a single measure of 

depression severity (mild, moderate, severe) at each time point. Depression symptom 

indices consisted of 1) post-treatment survival estimates (across symptom severity levels), 

2) proportion of follow-up years asymptomatic, and 3) duration estimates of maximum 

asymptomatic periods. We hypothesized that study estimates of sustained remission will be 

poorer (fewer patients meeting sustained remission) than literature would suggest. Because 

CBT and SSRI may differ in endurance of treatment effects, with CBT showing more 

favorable outcomes (Bockting et al., 2015), as an exploratory aim, we compared initial study 

treatment groups (CBT, SSRI) on symptom indices.

To further provide a holistic image of the individual’s experience with MDD following 

intervention, we report descriptive data (proportion estimates) for treatments sought and life 

satisfaction across life domains in the years following study participation. We hypothesize 

patients will often seek additional mental health treatments and will report persistent 

functioning deficits.

2. Method

2.1. Participants

We recruited individuals who received CBT (N = 74) or an SSRI (N = 25) as part of clinical 

trials for MDD. A multi-site clinical trial (MH58356; PI: Thase, MH58397; PI: Jarrett) 

examined the efficacy of CBT and fluoxetine for relapse prevention in recurrent/chronic 

MDD; another study (MH074807; PI: Siegle) examined neural markers of acute response 

to CBT for MDD (including first episode cases); a third study (Pittsburgh Foundation: 

M2007-0114; PI: Siegle) examined neural markers of acute response to SSRI for MDD 

(including first episode cases). Patients met MDD DSM-IV diagnostic criteria, determined 

by a structured clinical interview (SCID-IV; First et al., 1996) and at least 14 on the 

Hamilton Rating Scale for Depression (HRSD) (Hamilton, 1960). The multi-site trial 

had the additional criterion that participants had to meet criteria for chronic or recurrent 

depression. The CBT and SSRI-only studies required at least 14 on the HRSD at both 

the screening and intake visits. Prior exclusion criteria consisted of concurrent severe 

mental disorders, alcohol or drug dependence, or medical conditions that could influence 

depressive symptoms. In addition, if participants were considered at risk for suicide or if 

they had previously received CBT for MDD, they were not allowed to participate. The 

CBT protocols consisted of 16–20 sessions of Cognitive Therapy, including techniques 

like recognizing maladaptive cognitive distortions and challenging them through therapeutic 
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cognitive exercises (Beck, 1979). Pharmacotherapy sessions were of the same number and 

frequency as CBT sessions. Sessions were 30–45 min in length and were conducted by 

a psychiatric nurse who inquired about general mood status, administered the HRSD and 

Frequency, Intensity, and Burden of Side Effects (FIBSR; Wisniewski et al., 2006), and 

provided psychoeducation about medication. A psychiatrist consulted with the nurse and 

patient for the final 5–10 min of the session. We obtained follow-up data from 27 CBT 

and 10 SSRI participants (demographics in Table 1, comparison with original sample in 

Supplement 1). Of the recruited sample, 2 participants met diagnostic criteria for dysthymic 

disorder during their initial study interview, and 11 participants were considered to have 

chronic MDD.

2.2. Recruitment

We recruited participants via mailed letters, phone calls, emails, and private messages 

through popular social media sites (Facebook and LinkedIn). To obtain participant contact 

information, we reviewed prior study records and conducted several internet searches 

using Google, free person-search websites, social media sites, and www.whitepages.com 

(recruitment consort in Supplement 2).

2.3. Measures

2.3.1. Depression symptoms—To assess depression symptoms, participants 

underwent a phone interview while completing an online graphical representation of their 

depression symptoms and life stressors. We adapted the National Institute of Mental 

Health Retrospective Life Chart Method (NIMH-LCM-R; Leverich & Post, 1993) to span 

a longer follow-up period and to allow online administration (details in Supplement 3a–

c). Participants reported symptoms across three severity levels (mild, moderate, severe), 

collapsing across different types of symptoms (Supplement 3c) at one-month increments 

across years (chart processing in Supplement 4). Participants also reported on life events 

and additional depression treatments. NIMH-LCM-R depression scores have been shown to 

correlate with other depression measures, e.g., HRSD, Inventory of Depressive Symptoms 

(Hörn et al., 2002).

2.3.2. Quality of life—Similar to the NIMH-LCM-R, to assess quality of life across 

life domains and years, participants drew a graphical representation of functioning across 

life domains and years during the interview. Participants reported on seven life domains 

(physical health, mood, work, social relationships, family relationships, leisure time 

activities, and ability to function in daily life) taken from the last item of the Quality of 

Life Enjoyment and Satisfaction Questionnaire (QLESQ; Endicott et al., 1993). Prompt and 

scale anchors were from the QLESQ; participants reported life satisfaction on a scale of 

Very Poor (1) to Very Good (5).

2.4. Procedure

Participants first completed consent documentation online. Prior to the interview, we 

instructed participants to review calendars, medical records, physician notes, diaries, social 

media accounts, and any other sources of information that would help them remember 

depressed periods. We also instructed participants to have information sources available 
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during their interview. A clinical psychology PhD-student (MVS) conducted all interviews 

via www.Miro.com, an online “whiteboard” that the participant and interviewer could access 

simultaneously and see real-time edits. Each participant completed the interview measures 

with the interviewer’s assistance over the phone for approximately 2 to 3 h. Procedures were 

approved by the University of Pittsburgh’s Institutional Review Board.

2.5. Literature comparison analyses

2.5.1. Depression symptoms—To test whether study estimates of sustained remission 

differed from literature estimates, we relied on prior results of meta-analyses of MDD 

intervention follow-up research, which provided relapse/recurrence estimates ranging from 

39 % to 54 % (Brouwer et al., 2019; Steinert et al., 2014; Vittengl et al., 2007). We 

selected the most conservative estimate because studies may be prone to more favorable 

outcomes, due to shorter follow-up periods and potential requirements for acute response/

remission. Choosing the highest relapse/recurrence rate provides the most conservative test, 

thus we used the relapse/recurrence rate of 54 % (i.e., a sustained remission rate of 46 %) 

for statistical comparisons. To derive sample sustained remission estimates, we submitted 

depression symptoms to a series of criteria to establish binary individual outcome values 

(sustained remission or not). Survival estimates of sustained remission were defined as 

never reporting depression symptoms of different severity levels (mild, moderate, or severe) 

for at least a month. Proportion of follow-up years experiencing depression provided two 

definitions, a more conservative measure of ≥80 % of the follow-up asymptomatic (Judd 

et al., 1998b; Judd et al., 2000b) and a more lenient estimate of ≥50 % of the follow-up 

asymptomatic. The more lenient estimate (≥50 %) was not from the literature but instead 

is in response to prior acknowledgement that ≥80 % may be challenging to apply clinically 

(Judd et al., 2016). In addition, we assessed maximum duration of asymptomatic periods 

against three thresholds (55, 33.75, and 24 months). More conservative estimates were from 

a MDD longitudinal study as median lengths of “well” periods (initial inter-episode (55 

months) or time between minor or major depressive episodes (33.75 months)) following 

asymptomatic remission (Judd et al., 2016). The most lenient estimate (24 months) is a 

practical threshold of interest.

2.5.2. Quality of life—We compared participants’ responses on the quality of life 

interview with QLESQ community norms (Endicott et al., 1993; Rapaport et al., 2005) 

(Table 2). For each life domain, we calculated the proportion of follow-up that patients 

reported life satisfaction at the community-norm level. As a practical index of interest, we 

calculated the proportion of follow-up that patients reported at least “good” life satisfaction.

3. Results

3.1. Survival estimates post-treatment for different depression severity levels

Chi-square tests showed study-sample survival estimates were worse than literature 

estimates of sustained remission. A large majority (33/37) of participants experienced 

depression symptoms of at least mild severity within one year after study participation; 

the remaining 4 participants experienced at least mild depression within 3 years of 

concluding treatment (Fig. 1). Zero participants remained asymptomatic for the duration 
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of the follow-up period, lower than would be expected based on the literature, χ2(1) = 

22.07, p < .001, RR = 1.85, 95 % CI [1.37–2.49]. The majority of participants (24/37) 

experienced at least moderate depression within one year. Of the remaining 14 participants, 

13 eventually experienced moderate depression within 10 years. One participant never 

experienced moderate depression within the follow-up period, lower than expected based 

on literature, χ2(1) = 18.79, p < .001, RR = 1.80, 95 % CI [1.33–2.43]. A substantial 

proportion (14/37) of participants experienced severe depression within one year after study 

participation. Of the remaining 23, all but 5 eventually experienced severe depression within 

11 years, χ2(1) = 9.32, p = .002, RR = 1.60, 95 % CI [1.15–2.21].

3.2. Proportion estimates of follow-up years experiencing symptoms

With proportion estimates, both chi-square tests suggested worse study outcomes than prior 

studies. Participants spent on average 73.77 % (range: 18.37 %–100 %) of the follow-up 

period experiencing depression symptoms. One participant (2.07 % of sample) experienced 

at least 80 % of the follow-up without symptoms, the threshold of “asymptomatic recovery” 

(Judd et al., 1998b; Judd et al., 2000b), χ2(1) = 18.79, p < .001, RR = 1.80, 95 % CI [1.33–

2.43]. Eight participants (21.62 %) met a more lenient cut-off of >50 % of the follow-up 

period without depression symptoms, χ2(1) = 4.89, p = .027, RR = 1.43, 95 % CI [1.01–

2.02]. The most frequent depression symptoms were of mild severity (M = 33.1 %, range: 

0–100 %), followed by moderate (M = 22.0 %, range: 0–65.3 %) and severe (M = 18.6 %, 

range: 0–89.4 %), separated by year in Supplement 5.

3.3. Duration estimates of maximum asymptomatic periods

Two of the three chi-square tests showed poorer outcomes for maximum asymptomatic 

periods than the literature threshold, with the third showing a nonsignificant trend (p = .051). 

A sizable subset (21.62 %) of patients reported never experiencing a single asymptomatic 

moment (<1 month) in the years following the study. On average, participants reported 

13.80 (range: 0–60.20) maximum consecutive months without depression symptoms. One 

participant (2.07 % of sample) met the most conservative threshold of at least 55 months 

(Judd et al., 2016), χ2(1) = 18.79, p < .001, RR = 1.80, 95 % CI [1.33–2.43]. Four 

participants (10.81 % of sample) met the threshold of at least 33.75 months (Judd et al., 

2016), χ2(1) 11.24, p < .001, RR = 1.64, 95 % CI [1.19–2.26]. Nine participants (24.32 % 

of sample) met the most lenient threshold of at least 24 months, χ2(1) = 3.80, p = .051, RR 

= 1.40, 95 % CI [0.99–1.98]. Maximum consecutive asymptomatic months were minimal for 

most participants (Fig. 2).

3.4. Symptom estimates by intervention type

We assessed whether depression symptom indices differed between study treatment groups 

and found that CBT and SSRI samples did not differ on survival estimates but differed 

on some proportion estimates of follow-up symptoms as well as maximum asymptomatic 

periods (Supplement 6a). CBT participants showed generally more favorable outcomes 

than the SSRI sample, reporting a smaller proportion of follow-up with symptoms and 

longer maximum asymptomatic periods; however, symptom indices were still poor for most 

participants (Supplements 6b–6d), and chi-square results remained largely consistent when 
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limited to the CBT sample (instead of the combined CBT and SSRI sample) (Supplement 

6e).

3.5. Proportion estimates of follow-up years spent undergoing additional treatments

Participants spent an average of 38.85 % (range: 0–99.17 %) of the years following 

acute intervention receiving additional treatment (psychotherapy and/or pharmacological). 

Participants reported an average of 17.77 % (range: 0–99.17 %) of the follow-up in 

psychotherapy and an average of 26.13 % (range: 0–98.11 %) of the follow-up taking 

medication (separated by study treatment sample, Supplement 7). During depressive periods, 

participants received psychiatric treatment (therapy and/or medication) approximately half 

of the time or less (Table 3).

Proportion estimates of follow-up years with good life satisfaction across life domains.

Average reported functioning ranged from 2.64 (0.74) to 3.13 (0.83) across life domains, 

on a scale of 1 (very poor) to 5 (very good). When comparing participants’ responses 

with community norms, participants reported comparable quality of life an average of 9.2 

% (daily functioning) to 22.1 % (work) of the follow-up. When lowering the comparison 

threshold to at least “good” life satisfaction, average proportions ranged from 42 % (mood) 

to 63 % (physical health) of the follow-up period, with all but two domains (physical health 

and daily functioning) below 50 % threshold (Table 2). Proportion estimates show that it 

is common for MDD patients to experience persistent quality of life impairments across 

life domains; however, for some domains, a subset of participants report quality of life 

comparable to non-depressed controls for most of the follow-up period (Fig. 3), suggesting 

some MDD patients experience good life satisfaction for some life domains despite chronic 

depressive symptomatology.

4. Discussion

The study objective was to document the course of depression symptoms (in relation to prior 

estimates of sustained remission) and holistic features across years following treatment for 

MDD. Consistent with prior literature (Judd et al., 1998a; Kennedy et al., 2004) but despite 

advancements in depression intervention research, findings suggested that individuals with 

MDD experience chronic depression symptoms often within one year following treatment. 

Symptoms were most frequently mild, but most individuals also experienced moderate and 

severe symptoms during follow-up. When comparing study sustained remission estimates 

with literature estimates, study measures showed statistically fewer individuals experienced 

sustained remission after treatment. We also observed that MDD patients often returned to 

treatment and experienced deficits in life satisfaction, with only a minority of participants 

reporting life satisfaction comparable to non-depressed community norms for some life 

domains.

The finding of persistent depression symptoms is consistent with prior follow-up studies 

(Judd et al., 1998a; Kennedy et al., 2004) and shows their observations from naturalistic 

treatment settings hold true for more rigorous, structured intervention protocols. Prior 

studies similarly found frequent persistent depression symptoms (about half of the follow-up 
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period) that were most often mild in severity. Although MDD follow-up research reporting 

traditional measures of sustained remission suggest a significant proportion of individuals 

with MDD will experience relapse and/or recurrence (Gotlib and Hammen, 2008), estimates 

reported here were statistically worse than suggested by empirically-supported intervention 

follow-up studies in MDD (Brouwer et al., 2019; Steinert et al., 2014; Vittengl et al., 2007). 

Thus, when factoring in low grade depression symptomatology into follow-up estimates of 

relapse/recurrence, long-term treatment outcome estimates appear even less favorable.

The observation of prevalent, persistent symptoms provides support for a treatment 

approach that incorporates routine symptom assessment, in pursuit of full remission. 

Indeed, as residual symptoms are commonplace and related to clinical outcomes (Fava 

et al., 2002; Fava et al., 2007a, 2007b; Kennedy and Foy, 2005; Tranter et al., 2002), 

symptom monitoring stands to inform provider treatment decisions, for which more 

than one intervention may be necessary to achieve asymptomatic remission (Fava et al., 

2007a, 2007b). Findings support sequentially implemented interventions, as this approach 

involves continued assessment and treatment of residual symptoms (Fava et al., 2007b; 

Fava and Tomba, 2010; Guidi et al., 2016; Guidi and Fava, 2021). An example of the 

sequential approach involves first providing an antidepressant medication and later adding 

psychotherapy (e.g., CBT) to address remaining symptoms, an approach that has been 

supported by a recent meta-analysis to reduce risk of relapse and recurrence in MDD (Guidi 

and Fava, 2021). Even after asymptomatic remission is achieved, study findings and related 

literature support regular monitoring for subthreshold symptoms and intervention upon their 

return.

In addition to persistent symptoms, we observed poor life satisfaction across domains, which 

should be interpreted within the context of the nuanced quality of life MDD research. Our 

cross-year functioning estimates showed that after treatment, MDD patients often experience 

chronic lower life satisfaction than non-depressed individuals, who on-average report good 

to very good life satisfaction (Endicott et al., 1993; Rapaport et al., 2005). Although prior 

research shows depression treatment improves quality of life (Jha et al., 2014; Kolovos et 

al., 2016), most robust findings come from studies reporting on the acute treatment phase 

(IsHak et al., 2011; Papakostas et al., 2004). Studies that have assessed long-term estimates 

of life satisfaction in MDD following treatment have shown more modest improvements, 

influenced by instances of relapse/recurrence (Kocsis et al., 2002). In addition, some studies 

have found that although quality of life improves with reduced depression symptoms, it is 

worse than healthy controls (IsHak et al., 2011), the general population (Angermeyer et al., 

2002; IsHak et al., 2015), and individuals with a chronic medical condition (Hays et al., 

1995). Indeed, partial remission with residual disability has been identified as a common 

MDD trajectory (Ormel et al., 1993). Our findings are most consistent with studies using 

longer follow-up methods.

Study findings are to be considered in light of methodological limitations specific to the 

life chart interview. Findings are based on retrospective reports, which could entail several 

potential sources of bias such as difficulties with remembering depression severity and 

influence of current depressive state on reporting. Recognizing this limitation, referencing 

additional sources of information was encouraged prior to and during the interview to assist 
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with charting. The interview also involved assessing one year at a time, and life events 

were assessed before depression and quality of life, to use events as additional anchors 

for memory. Another limitation is that the life chart collapses across diverse depression 

symptoms (e.g., mood, sleep disturbances, decreased energy), thus, the interview measure 

does not inform the presence/absence of specific symptoms during treatment follow-up. 

As specific symptoms may represent different mechanisms of depression maintenance and 

inform individual treatment decisions (Fava et al., 2007a, 2007b), future long-term treatment 

follow-up studies would benefit from using a method that maintains some symptom 

type distinction. The life chart measure also does not provide the information needed to 

determine diagnoses, so we are unable to report on participant diagnostic status during 

follow-up. Close to a third of the sample was considered to have a more persistent diagnosis 

(e.g., dysthymic disorder or chronic MDD) during the initial study interview, but it is 

unknown whether these participants continued to meet diagnostic criteria for persistent 

depressive disorder during follow-up or whether other participants went on to later develop 

persistent depressive disorder. Without updated diagnostic information, we cannot conclude 

that study findings refer to a specific depression diagnosis (i.e., just MDD), but instead, 

findings inform a broader unipolar depression continuum, supported by prior research (Judd 

et al., 1998a; Kennedy et al., 2004).

Additional study limitations pertain to study design and sample. One design limitation 

is the absence of data on participants prior to initial depressive episode(s), thus findings 

cannot speak to whether depressive episodes cause persistent depressive symptoms and 

functioning deficits or whether unfavorable treatment outcomes instead represent depressive 

personality traits/other trait variables present prior to MDD onset. Another design limitation 

pertains to the naturalistic follow-up, in which participants continued to undergo additional 

treatments. With participants receiving antidepressant medication and/or psychotherapy 

for approximately 40 % of the follow-up, study data do not inform long-term outcomes 

of specific treatment modalities. Instead, follow-up treatment estimates show that even 

with rigorously-administered initial treatment and later mental health services, participants 

experienced persistent depression. Sample limitations involve the use of convenience 

sampling methods. Although the recruited subsample did not statistically differ from the 

original sample on depression variables (Supplement 1), it is possible they differed on 

other variables, resulting in negatively biased estimates. However, the recruited sample 

had a larger proportion of patients who completed treatment (Supplement 1), which could 

suggest more favorable outcomes. Lastly, the sample was also small, particularly compared 

to epidemiological studies. This was due to 1) the limited sample on which we had detailed 

diagnostic and treatment data from over a decade ago and 2) the challenging nature of 

the recruitment and interview process necessary to collect as-valid-as-possible data from 

participants. Our current results suggest the value in using such procedures on a larger scale.

In summary, the current study adds to the literature on long-term treatment outcomes in 

MDD by illustrating that when factoring in low grade depression symptoms, sustained 

remission estimates are worse than more traditional estimates. The study also adds to 

research on holistic features of MDD recovery, showing that the MDD course often involves 

return to mental health services and chronic functioning deficits across life domains. One 

implication of this work is that despite decades of advancement in treatment, people are still 
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not staying “well” for sustained periods after a depressive episode. An additional implication 

is that, consistent with a long history of thinking about chronic depression (Akiskal, 1997; 

Brunello et al., 1999; Judd et al., 2000b; Rihmer et al., 2007; Rosenthal and Akiskal, 1985), 

the very term “recovery” may be inaccurate for many MDD patients. Individuals who are 

vulnerable to episodes of depression may also be vulnerable to a lifetime of chronic low-

grade symptomatology and low quality of life. Depression symptoms and related holistic 

features may appear before the first episode of depression and return shortly after a given 

episode remits, thus, thinking of depression as fully “recovered” may be, for many people 

who have been depressed, misleading.

Despite persistent symptoms and quality of life impairments in the sample, some 

participants reported comparable quality of life to non-depressed individuals for some 

life domains (Fig. 3). The observation of high functioning despite chronic symptoms 

suggests that life satisfaction for some domains may be more malleable than depression 

symptomatology. This insight could lead to a different way of thinking and speaking to 

patients about post-acute-depression expectations. For example, clinicians could prepare 

patients for chronic vascillations in symptomatology, reminding them that high quality of 

life, across multiple domains, is possible for individuals, despite persistent symptoms.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Fig. 1. 
Survival estimates for depression severity levels across years.
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Fig. 2. 
Maximum reported asymptomatic consecutive months.

Note. Histogram showing counts (out of 37 participants) for maximum reported 

asymptomatic consecutive months.
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Fig. 3. 
Proportion of follow-up at the community-norm functioning level.

Note. Histograms showing counts (out of 37 participants) for the proportion of the follow-up 

period participants reported functioning at least at the community norm average (Endicott et 

al., 1993; Rapaport et al., 2005) for each life domain.
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Table 1

Demographics of recruited sample (N = 37).

Gender Female (N = 28, 75.68 %)

Age

 At interview 46.11 (10.96)

 During study 36.59 (10.97)

Ethnicity White (N = 33, 89.19 %)

Non-White (N = 4, 10.81 %)

Education 15.53 (2.10)
a

Number of depressive episodes 3.69 (2.64)
a

Hamilton Depression Rating Scale Pre: 19.69 (4.79)
a

Post: 7.96 (6.96)
a

Acute treatment status Completed treatment (N = 34, 91.89 %)

Acute treatment remission status
b Remitter (N = 19, 51.35 %)

a
Reduced N’s: Education (N = 36), Number of depressive episodes (N = 35), Hamilton Depression Rating Scale scores (N = 35).

b
Remitter is defined as ≤7 on Hamilton Depression Rating Scale at post (Frank et al., 1991).
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Table 3

Mean proportion of depressive episodes that participants received treatment.

Depression severity

Mild Moderate Severe

Therapy 0.17 (0–1.00) 0.21 (0–1.00) 0.27 (0–1.00)

Medication 0.31 (0–1.00) 0.25 (0–1.00) 0.33 (0–1.00)

Therapy and/or medication 0.40 (0–1.00) 0.39 (0–1.00) 0.51 (0–1.00)

Note. Mean (range).
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