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http://www.ncbi.nlm.nih.gov/pubmed/20473068Amsterdam, J. D. and J. Shults (2010). "Efficacy and mood conversion rate of short-term fluoxetine monotherapy of bipolar II major depressive episode." J Clin Psychopharmacol 30(3): 306-311. .


OBJECTIVE: As part of a long-term, relapse-prevention study of antidepressant versus mood stabilizer monotherapy of bipolar II major depressive episode, we prospectively examined the efficacy and mood conversion rate of initial fluoxetine monotherapy. We hypothesized that there would be a statistically significant reduction in depressive symptoms without a clinically meaningful increase in mood conversion symptoms. METHODS: Patients received open-label fluoxetine monotherapy 10 to 80 mg daily for up to 14 weeks. Primary outcome was change over time in Hamilton Depression Rating score, with secondary outcomes including the proportion of treatment responders and remitters, change over time in Young Mania Rating Scale (YMRS) score, and frequency of mood conversion episodes. RESULTS: One hundred forty-eight patients had at least 1 post-baseline measurement. Mean Hamilton Depression Rating score decreased by 9.0 points (P < 0.0005). There were 88 responder patients (59.5%; 95% confidence interval [CI], 51.1%-67.4%) (P < 0.0005) and 86 remitter patients (58.1%; 95% CI, 49.7%-66.2%) (P < 0.0005). Mean time to remission was 64.4 days (95% CI, 59.1-69.7 days). Six patients (4.1%; 95% CI, 1.5%-8.6%) (P < 0.0005) had hypomania, and 29 patients (19.6%; 95% CI, 13.5%-26.9%) (P < 0.0005) had subsyndromal hypomania, which did not result in treatment discontinuation. Six patients (4.1%; 95% CI, 1.5%-8.6%) had a YMRS score of 8 or greater (P < 0.0005), and 4 patients (2.7%; 95% CI, 0.7%-6.8%) (P < 0.0005) had a YMRS score of 12 or greater at any study visit. CONCLUSIONS: Although design limitations constrain the interpretation of the current findings, fluoxetine monotherapy may be an effective short-term treatment of bipolar II major depressive episode with a relatively low rate of syndromal hypomanic episodes.

Amsterdam, J. D. and J. Shults (2010). "Efficacy and safety of long-term fluoxetine versus lithium monotherapy of bipolar II disorder: a randomized, double-blind, placebo-substitution study." Am J Psychiatry 167(7): 792-800. http://www.ncbi.nlm.nih.gov/pubmed/20360317.


OBJECTIVE: The authors examined the safety and efficacy of long-term fluoxetine monotherapy, lithium monotherapy, and placebo therapy in preventing relapse and recurrence of bipolar type II major depressive episode. The authors hypothesized that fluoxetine monotherapy would be superior to lithium monotherapy with a similar hypomanic mood conversion rate. METHOD: Patients at least 18 years old who recovered from their major depressive episode during initial open-label fluoxetine monotherapy were randomly assigned to receive 50 weeks of double-blind monotherapy with fluoxetine at 10-40 mg/day, lithium at 300-1200 mg/day, or placebo. The primary outcome measure was time to relapse or recurrence. Secondary outcome measures included the proportion of patients remaining well and the frequency of hypomanic symptoms. RESULTS: There were no significant differences in clinical or demographic characteristics among the fluoxetine (N=28), lithium (N=26), and placebo (N=27) groups. The mean time to relapse was 249.9 days for the fluoxetine group, 156.4 days for the lithium group, and 186.9 days for the placebo group. The hazard of relapse was significantly lower with fluoxetine compared with lithium, and the estimated hazard of relapse with lithium was 2.5 times greater than with fluoxetine. There were no statistically significant or clinically meaningful differences in hypomanic symptoms among treatment groups over time. One patient taking fluoxetine and one patient taking placebo discontinued treatment because of hypomania. CONCLUSIONS: These findings suggest that long-term fluoxetine monotherapy may provide superior relapse-prevention benefit relative to lithium monotherapy after recovery from bipolar II major depressive episode without an increase in hypomanic mood conversion episodes.

Amsterdam, J. D., G. Wang, et al. (2010). "Venlafaxine monotherapy in bipolar type II depressed patients unresponsive to prior lithium monotherapy." Acta Psychiatr Scand 121(3): 201-208. http://www.ncbi.nlm.nih.gov/pubmed/19694630.


OBJECTIVE: We examine the safety and efficacy of venlafaxine monotherapy in bipolar type II (BP II) patients with major depressive episode (MDE) who were unresponsive to prior lithium monotherapy. We hypothesized that venlafaxine would be superior to lithium with a low hypomanic conversion rate. METHOD: Seventeen patients who were unresponsive to prior lithium monotherapy were crossed to venlafaxine monotherapy for 12 weeks. The primary outcome was within-subject change in total Hamilton Depression Rating (HAM-D) score over time. Secondary outcomes included the change in Young Mania Rating (YMRS) and clinical global impressions severity (CGI/S) and change (CGI/C) scores. RESULTS: Venlafaxine produced significantly greater reductions in HAM-D (P < 0.0005), CGI/S (P < 0.0005), and CGI/C (P < 0.0005) scores vs. prior lithium. There was no difference in mean YMRS scores between treatment conditions (P = 0.179). CONCLUSION: Venlafaxine monotherapy may be a safe and effective monotherapy of BP II MDE with a low hypomanic conversion rate in lithium non-responders.

Bagner, D. M., J. W. Pettit, et al. (2010). "Effect of maternal depression on child behavior: a sensitive period?" J Am Acad Child Adolesc Psychiatry 49(7): 699-707. http://www.ncbi.nlm.nih.gov/pubmed/20610139.


OBJECTIVE: The purpose of this study was to examine the effect of maternal depression during the child's first year of life (i.e., sensitive period) on subsequent behavior problems. METHOD: Participants were 175 mothers participating in the Oregon Adolescent Depression Project (OADP) who met lifetime diagnostic criteria for major depressive disorder (MDD) and completed the child behavior checklist (CBCL) for their first child at some point during the child's first 12 years (mean = 4.91 years). RESULTS: Regression analyses indicated that MDD in the sensitive period was a significant predictor of internalizing and total behavior problems on the CBCL while controlling for several demographic variables (e.g., child and mother age, child gender). Maternal depression before pregnancy and during the prenatal period did not significantly predict later child behavior problems, suggesting that the effect was not driven by the presence of previous MDD and was specific to the first year of life. CONCLUSIONS: Presence of maternal MDD during a child's first year of life represents a sensitive period and increases the risk of adverse child outcome. The findings suggest the importance of identification, prevention, and early intervention. Future studies should examine these findings in more diverse, heterogeneous samples.

Beltman, M. W., R. C. O. Voshaar, et al. (2010). "Cognitive-behavioural therapy for depression in people with a somatic disease: meta-analysis of randomised controlled trials." The British Journal of Psychiatry 197(1): 11-19. http://bjp.rcpsych.org/cgi/content/abstract/197/1/11.


Background Meta-analyses on psychological treatment for depression in individuals with a somatic disease are limited to specific underlying somatic diseases, thereby neglecting the generalisability of the interventions. Aims To examine the effectiveness of cognitive-behavioural therapy (CBT) for depression in people with a diversity of somatic diseases. Method Meta-analysis of randomised controlled trials evaluating CBT for depression in people with a somatic disease. Severity of depressive symptoms was pooled using the standardised mean difference (SMD). Results Twenty-nine papers met inclusion criteria. Cognitive-behavioural therapy was superior to control conditions with larger effects in studies restricted to participants with depressive disorder (SMD = -0.83, 95% CI -1.36 to -0.31, P<0.001) than in studies of participants with depressive symptoms (SMD = -0.16, 95% CI -0.27 to -0.06, P = 0.001). Subgroup analyses showed that CBT was not superior to other psychotherapies. Conclusions Cognitive-behavioural therapy significantly reduces depressive symptoms in people with a somatic disease, especially in those who meet the criteria for a depressive disorder.

Bruffaerts, R., K. Demyttenaere, et al. (2010). "Childhood adversities as risk factors for onset and persistence of suicidal behaviour." The British Journal of Psychiatry 197(1): 20-27. http://bjp.rcpsych.org/cgi/content/abstract/197/1/20.


Background Suicide is a leading cause of death worldwide, but the precise effect of childhood adversities as risk factors for the onset and persistence of suicidal behaviour (suicide ideation, plans and attempts) are not well understood. Aims To examine the associations between childhood adversities as risk factors for the onset and persistence of suicidal behaviour across 21 countries worldwide. Method Respondents from nationally representative samples (n = 55 299) were interviewed regarding childhood adversities that occurred before the age of 18 years and lifetime suicidal behaviour. Results Childhood adversities were associated with an increased risk of suicide attempt and ideation in both bivariate and multivariate models (odds ratio range 1.2-5.7). The risk increased with the number of adversities experienced, but at a decreasing rate. Sexual and physical abuse were consistently the strongest risk factors for both the onset and persistence of suicidal behaviour, especially during adolescence. Associations remained similar after additional adjustment for respondents' lifetime mental disorder status. Conclusions Childhood adversities (especially intrusive or aggressive adversities) are powerful predictors of the onset and persistence of suicidal behaviours.

Cosci, F., I. J. Knuts, et al. (2010). "Cigarette smoking and panic: a critical review of the literature." J Clin Psychiatry 71(5): 606-615. http://www.ncbi.nlm.nih.gov/pubmed/19961810.


OBJECTIVE: Cigarette smoking increases the risk of panic disorder with or without agoraphobia's emerging. Although the cause of this comorbidity remains controversial, the main explanations are that (1) cigarette smoking promotes panic by inducing respiratory abnormalities/lung disease or by increasing potentially fear-producing bodily sensations, (2) nicotine produces physiologic effects characteristic of panic by releasing norepinephrine, (3) panic disorder promotes cigarette smoking as self-medication, and (4) a shared vulnerability promotes both conditions. The aim of this review was to survey the literature in order to determine the validity of these explanatory models. DATA SOURCES: Studies were identified by searching English language articles published from 1960 to November 27, 2008, in MEDLINE using the key words: nicotine AND panic, tobacco AND panic, and smoking AND panic. STUDY SELECTION: Twenty-four studies were reviewed and selected according to the following criteria: panic disorder with or without agoraphobia and nicotine dependence, when used, diagnosed according to the Diagnostic and Statistical Manual of Mental Disorders, Third Edition, Revised, Fourth Edition, or Fourth Edition, Text Revision; no additional comorbidity or, if present, adjustment for it in the statistical analyses; use of adult or adolescent samples; comparison with a nonclinical control group or application of a crossover design. DATA EXTRACTION: Non-significant results or trends only were reported as no difference. Data on anxiety disorders or substance abuse in general were not included. DATA SYNTHESIS: Panic and cigarette smoking each appear to have the capacity to serve as a causal factor/facilitator in the development of the other. Although the temporal pattern and the pathogenetic explanations of such a co-occurrence are still being discussed, cigarette smoking tends to precede the onset of panic and to promote panic itself. CONCLUSIONS: Additional studies are strongly recommended.

Freeman, M. P., M. Fava, et al. (2010). "Complementary and alternative medicine in major depressive disorder: the American Psychiatric Association Task Force report." J Clin Psychiatry 71(6): 669-681. http://www.ncbi.nlm.nih.gov/pubmed/20573326.


OBJECTIVE: To review selected complementary and alternative medicine (CAM) treatments for major depressive disorder (MDD). PARTICIPANTS: Authors of this report were invited participants in the American Psychiatric Association's Task Force on Complementary and Alternative Medicine. EVIDENCE: The group reviewed the literature on individual CAM treatments for MDD, methodological considerations, and future directions for CAM in psychiatry. Individual CAM treatments were reviewed with regard to efficacy in MDD, as well as risks and benefits. Literature searches included MEDLINE and PsycINFO reviews and manual reference searches; electronic searches were limited to English-language publications from 1965 to January 2010 (but manual searches were not restricted by language). Treatments were selected for this review on the basis of (1) published randomized controlled trials in MDD and (2) widespread use with important clinical safety or public health significance relevant to psychiatric practice. An action plan is presented based on needs pertaining to CAM and psychiatry. CONSENSUS PROCESS: Consensus was reached by group conferences. Written iterations were drafted and sent out among group members prior to discussion, resolution of any differences of interpretation of evidence, and final approval. CONCLUSIONS: A review of randomized controlled trials for commonly used CAM treatments such as omega-3 fatty acids, St John's wort (Hypericum), folate, S-adenosyl-l-methionine (SAMe), acupuncture, light therapy, exercise, and mindfulness psychotherapies revealed promising results. More rigorous and larger studies are recommended. Each CAM treatment must be evaluated separately in adequately powered controlled trials. At this time, several CAM treatments appear promising and deserve further study. The greatest risk of pursuing a CAM therapy is the possible delay of other well-established treatments. Clinical, research, and educational initiatives designed to focus on CAM in psychiatry are clearly warranted due to the widespread use of CAM therapies.

Freeman, M. P., D. Mischoulon, et al. (2010). "Complementary and alternative medicine for major depressive disorder: a meta-analysis of patient characteristics, placebo-response rates, and treatment outcomes relative to standard antidepressants." J Clin Psychiatry 71(6): 682-688. http://www.ncbi.nlm.nih.gov/pubmed/20573327.


OBJECTIVE: To compare patient characteristics, placebo-response rates, and outcome differences in active treatment compared to placebo in randomized controlled trials (RCTs) of complementary and alternative medicine (CAM) and standard antidepressants for major depressive disorder (MDD). DATA SOURCES: Eligible studies were first identified using searches of PubMed/MEDLINE, restricted to English, by cross-referencing the search term placebo with each of the antidepressants (those that had received letters of approval by the US, Canadian, or EU drug regulatory agencies for the treatment of MDD) and selected CAM agents. These searches were limited to articles published between January 1, 1980, and September 15, 2009 (inclusive). Reference lists from identified studies were also searched for studies eligible for inclusion. STUDY SELECTION: We selected RCTs for MDD that included validated diagnostic assessment and baseline/outcome measures of illness severity. Assessment was limited to widely used CAM agents most frequently studied in RCTs with pill placebo: St John's wort, omega-3 fatty acids, and S-adenosyl-L-methionine (SAMe). DATA SYNTHESIS: Of eligible publications, 173 reported results of 1 trial, and 5 included > 1 trial, representing a total of 185 RCTs. Patient variables, including illness severity, were similar across CAM and antidepressant RCTs, except for a higher proportion of women in CAM studies (P = .0003). Random-effects meta-analysis indicated that both antidepressant and CAM monotherapy resulted in superior response rates compared with placebo. Placebo-response rates were significantly lower for patients enrolled in CAM versus antidepressant RCTs (P = .002). Meta-regression analyses yielded no significant differences in the relative risk of prematurely discontinuing therapy due to any reason between active treatment and placebo for antidepressant and CAM RCTs, although discontinuation due to adverse events was higher in antidepressant RCTs compared to CAM RCTs (P = .007). CONCLUSIONS: Participants in CAM trials were more likely to be female and to have a lower placebo-response rate compared to those in standard antidepressant trials for MDD. Trials of standard antidepressants and CAM therapies were composed of patients with similar depression severity.

Gaudiano, B. A. and M. Zimmerman (2010). "The relationship between childhood trauma history and the psychotic subtype of major depression." Acta Psychiatr Scand 121(6): 462-470. http://www.ncbi.nlm.nih.gov/pubmed/19764926.


OBJECTIVE: Increasing evidence exists linking childhood trauma and primary psychotic disorders, but there is little research on patients with primary affective disorders with psychotic features. METHOD: The sample consisted of adult out-patients diagnosed with major depressive disorder (MDD) at clinic intake using a structured clinical interview. Patients with MDD with (n = 32) vs. without psychotic features (n = 591) were compared as to their rates of different types of childhood trauma. RESULTS: Psychotic MDD patients were significantly more likely to report histories of physical (OR = 2.81) or sexual abuse (OR = 2.75) compared with non-psychotic MDD patients. These relationships remained after controlling for baseline differences. Within the subsample with comorbid post-traumatic stress disorder, patients with psychotic MDD were significantly more likely to report childhood physical abuse (OR = 3.20). CONCLUSION: Results support and extend previous research by demonstrating that the relationship between childhood trauma and psychosis is found across diagnostic groups.

Hawton, K. (2010). "Completed suicide after attempted suicide." BMJ 341(jul13_1): c3064-. http://www.bmj.com/cgi/content/extract/341/jul13_1/c3064.


An increasing number of nations are developing national strategies to try to prevent some of the estimated million suicides that occur annually throughout the world. Detection of people at risk is a key component of such programmes. Although attempted suicide (or self harm) is an important risk factor, the risk of suicide after attempted suicide seems to differ between countries. In the United Kingdom, the risk of suicide in the first year after self harm, although 60-100 times greater than in the general population,2 3 4 is much lower than that reported from other countries.  In the linked cohort study (doi:10.1136/bmj.c3222), Runeson and colleagues assess the effect of the method of the attempted suicide on the risk of subsequent completed suicide.  Using data from Swedish national case registers, the authors found that one in 10 people (12%) admitted to hospital after attempted suicide between 1973 and 1982 died by suicide during long term follow-up (to the end of 2003), 4.2% within the first year. These figures are three to four times greater than those found in UK samples.2 3 4 Possible explanations include differing sources of patient samples (all those in the Swedish study had been admitted for inpatient medical care), variations in characteristics of patient populations, and differences in general population levels of suicide.  The most important finding from the Swedish study was that the risk of completed suicide varied considerably according to the methods used in earlier attempts. Compared with patients who had tried to poison themselves, those who used hanging (strangulation or suffocation) had a particularly high risk of subsequent suicide, with more than half eventually dying by suicide (and over two thirds of these people dying in the year after the index attempt). Risk was also higher in people who had tried to gas themselves, jumped from a height, used firearms, and attempted to drown. However, relative lethality should not be assumed from the general method used for self harm—in another Scandinavian study of patients who had attempted suicide by poisoning, those who had used more lethal poisons had a greater subsequent risk of suicide.  Although the absolute and relative levels of suicide risk after attempted hanging reported in Runeson and colleagues’ study are far greater than found in a recent UK study,7 the important point is that people who use more lethal methods in non-fatal attempts have a greater risk of subsequent suicide ...

Hill, A. L., D. G. Rand, et al. (2010). "Emotions as infectious diseases in a large social network: the SISa model." Proceedings of the Royal Society B: Biological Sciences: -. http://rspb.royalsocietypublishing.org/content/early/2010/07/03/rspb.2010.1217.abstract.


(Full text freely viewable/downloadable) Human populations are arranged in social networks that determine interactions and influence the spread of diseases, behaviours and ideas. We evaluate the spread of long-term emotional states across a social network. We introduce a novel form of the classical susceptible–infected–susceptible disease model which includes the possibility for ‘spontaneous’ (or ‘automatic’) infection, in addition to disease transmission (the SISa model). Using this framework and data from the Framingham Heart Study, we provide formal evidence that positive and negative emotional states behave like infectious diseases spreading across social networks over long periods of time. The probability of becoming content is increased by 0.02 per year for each content contact, and the probability of becoming discontent is increased by 0.04 per year per discontent contact. Our mathematical formalism allows us to derive various quantities from the data, such as the average lifetime of a contentment ‘infection’ (10 years) or discontentment ‘infection’ (5 years). Our results give insight into the transmissive nature of positive and negative emotional states. Determining to what extent particular emotions or behaviours are infectious is a promising direction for further research with important implications for social science, epidemiology and health policy. Our model provides a theoretical framework for studying the interpersonal spread of any state that may also arise spontaneously, such as emotions, behaviours, health states, ideas or diseases with reservoirs.

Holma, K. M., T. K. Melartin, et al. (2010). "Incidence and Predictors of Suicide Attempts in DSM-IV Major Depressive Disorder: A Five-Year Prospective Study." Am J Psychiatry 167(7): 801-808. http://ajp.psychiatryonline.org/cgi/content/abstract/167/7/801.


ObjectiveProspective long-term studies of risk factors for suicide attempts among patients with major depressive disorder have not investigated the course of illness and state at the time of the act. Therefore, the importance of state factors, particularly time spent in risk states, for overall risk remains unknown. MethodIn the Vantaa Depression Study, a longitudinal 5-year evaluation of psychiatric patients with major depressive disorder, prospective information on 249 patients (92.6%) was available. Time spent in depressive states and the timing of suicide attempts were investigated with life charts. ResultsDuring the follow-up assessment period, there were 106 suicide attempts per 1,018 patient-years. The incidence rate per 1,000 patient-years during major depressive episodes was 21-fold (N=332 [95% confidence interval [CI]=258.6-419.2]), and it was fourfold during partial remission (N=62 [95% CI=34.6-92.4]) compared with full remission (N=16 [95% CI=11.2-40.2]). In the Cox proportional hazards model, suicide attempts were predicted by the months spent in a major depressive episode (hazard ratio=7.74 [95% CI=3.40-17.6]) or in partial remission (hazard ratio=4.20 [95% CI=1.71-10.3]), history of suicide attempts (hazard ratio=4.39 [95% CI=1.78-10.8]), age (hazard ratio=0.94 [95% CI=0.91-0.98]), lack of a partner (hazard ratio=2.33 [95% CI=0.97-5.56]), and low perceived social support (hazard ratio=3.57 [95% CI=1.09-11.1]). The adjusted population attributable fraction of the time spent depressed for suicide attempts was 78%. ConclusionsAmong patients with major depressive disorder, incidence of suicide attempts varies markedly depending on the level of depression, being highest during major depressive episodes. Although previous attempts and poor social support also indicate risk, the time spent depressed is likely the major factor determining overall long-term risk.

Kapur, N., J. Cooper, et al. (2010). "Postcards, green cards and telephone calls: therapeutic contact with individuals following self-harm." The British Journal of Psychiatry 197(1): 5-7. http://bjp.rcpsych.org/cgi/content/abstract/197/1/5.


Self-harm is a major public health problem and universal interventions such as contacting individuals by post or telephone following a self-harm episode have received much attention recently. They may also appeal to service providers because of their low cost. However, a widespread introduction of these interventions cannot be justified without a better understanding of whether they work, and if so how.

Knuts, I. J., F. Cosci, et al. (2010). "Cigarette smoking and 35% CO(2) induced panic in panic disorder patients." J Affect Disord 124(1-2): 215-218. http://www.ncbi.nlm.nih.gov/pubmed/19896718.


BACKGROUND: A disproportionately large number of persons with panic disorder (PD) smoke cigarettes compared to people in the general population and individuals with other anxiety disorders. Clinical and epidemiological data suggest that cigarette smoking increases the risk for the development and maintenance of PD. The carbon dioxide (CO(2)) challenge is well established as experimental model for panic. The present study seeks to examine whether cigarette smoking has an influence on laboratory elicited panic in PD patients. METHODS: In total 92 subjects (46 smokers and 46 non-smokers) with PD, according to the DSM-IV criteria, were compared. All subjects received a baseline clinical assessment and underwent a 35% CO(2) challenge. Response to the challenge was evaluated via the Panic Symptom List and the Visual Analogue Fear Scale. RESULTS: The two samples did not differ on baseline anxiety level. Smokers had a significantly higher increase in panic symptoms in response to the challenge compared to non-smokers (p=0.04). LIMITATIONS: This type of study does not provide information concerning the underlying mechanisms of the link between smoking and panic. Study limitations include lack of formal assessment of personality and of inter-rater reliability. CONCLUSIONS: The present findings are consistent with the idea that smoking facilitates panic in PD subjects. This may have clinical implications, as quitting smoking could become one of the relevant steps in the treatment of PD patients.

Kroenke, K., D. Theobald, et al. (2010). "Effect of Telecare Management on Pain and Depression in Patients With Cancer: A Randomized Trial." JAMA 304(2): 163-171. http://jama.ama-assn.org/cgi/content/abstract/304/2/163.


Context Pain and depression are 2 of the most prevalent and treatable cancer-related symptoms, yet they frequently go unrecognized, undertreated, or both. Objective To determine whether centralized telephone-based care management coupled with automated symptom monitoring can improve depression and pain in patients with cancer. Design, Setting, and Patients Randomized controlled trial conducted in 16 community-based urban and rural oncology practices involved in the Indiana Cancer Pain and Depression (INCPAD) trial. Recruitment occurred from March 2006 through August 2008 and follow-up concluded in August 2009. The participating patients had depression (Patient Health Questionnaire-9 score > or =10), cancer-related pain (Brief Pain Inventory [BPI] worst pain score > or =6), or both. Intervention The 202 patients randomly assigned to receive the intervention and 203 to receive usual care were stratified by symptom type. Patients in the intervention group received centralized telecare management by a nurse-physician specialist team coupled with automated home-based symptom monitoring by interactive voice recording or Internet. Main Outcome Measures Blinded assessment at baseline and at months 1, 3, 6, and 12 for depression (20-item Hopkins Symptom Checklist [HSCL-20]) and pain (BPI) severity. Results Of the 405 participants enrolled in the study, 131 had depression only, 96 had pain only, and 178 had both depression and pain. Of the 274 patients with pain, 137 patients in the intervention group had greater improvements in BPI pain severity over the 12 months of the trial whether measured as a continuous severity score or as a categorical pain responder (> or =30% decrease in BPI) than the 137 patients in the usual-care group (P < .001 for both). Similarly, of the 309 patients with depression, the 154 patients in the intervention group had greater improvements in HSCL-20 depression severity over the 12 months of the trial whether measured as a continuous severity score or as a categorical depression responder (> or = 50% decrease in HSCL) than the 155 patients in the usual care group (P < .001 for both). The standardized effect size for between-group differences at 3 and 12 months was 0.67 (95% confidence interval [CI], 0.33-1.02) and 0.39 (95% CI, 0.01-0.77) for pain, and 0.42 (95% CI, 0.16-0.69) and 0.41 (95% CI, 0.08-0.72) for depression. Conclusion Centralized telecare management coupled with automated symptom monitoring resulted in improved pain and depression outcomes in cancer patients receiving care in geographically dispersed urban and rural oncology practices. 

McElroy, S. L., B. E. Martens, et al. (2010). "Placebo-controlled study of quetiapine monotherapy in ambulatory bipolar spectrum disorder with moderate-to-severe hypomania or mild mania." J Affect Disord 124(1-2): 157-163. http://www.ncbi.nlm.nih.gov/pubmed/19963274.


BACKGROUND: There are no randomized, placebo-controlled data for quetiapine in outpatients with bipolar spectrum disorder (ambulatory BSD) and moderate-to-severe hypomanic or mild manic symptoms (hypomania/mild mania). METHODS: An 8-week, randomized, double-blind, placebo-controlled trial of quetiapine in ambulatory BSD with hypomanic/mild manic symptoms, defined operationally as a score of >or=3 but <5 on the mania subscale of the Clinical Global Impressions Scale Modified for Bipolar Illness (CGI-BP) at baseline and one prior study visit, at least 3 days but no more than 2 weeks apart. The primary outcome measure was the rate of change in the Young Mania Rating Scale score (YMRS). RESULTS: During the 8-week study period, patients receiving quetiapine (average daily dose=232mg) had a marginally greater rate of reduction in mean total YMRS score than patients receiving placebo (p=0.06). Additionally, CGI-BP mania (p=0.01) and the CGI-BP overall (p<0.001) scores were significantly reduced and the CGI-depression score (p=0.08) was marginally reduced in the quetiapine group. Six (32%) quetiapine patients and 8 (40%) placebo patients did not complete the trial. LIMITATIONS: Small sample size and high attrition (36%). CONCLUSION: Quetiapine was marginally more effective than placebo in reducing hypomanic/mild manic symptoms in ambulatory BSD as assessed by the YMRS. It was more effective than placebo in reducing manic symptoms and global bipolar symptoms as assessed by the CGI-BP. The drug's discontinuation rate was similar to placebo's. Controlled trials of quetiapine and other compounds with mood stabilizing properties in larger groups of ambulatory BSD patients with hypomanic/mild manic symptoms appear warranted.

McElroy, S. L., R. H. Weisler, et al. (2010). "A double-blind, placebo-controlled study of quetiapine and paroxetine as monotherapy in adults with bipolar depression (EMBOLDEN II)." J Clin Psychiatry 71(2): 163-174. http://www.ncbi.nlm.nih.gov/pubmed/20122366.


OBJECTIVE: The aim of this study was to evaluate the efficacy and tolerability of quetiapine and paroxetine monotherapy for major depression in bipolar disorder. METHOD: 740 patients (478 bipolar I, 262 bipolar II) with major depressive episodes (DSM-IV) were randomly assigned to quetiapine 300 mg/d (n = 245), quetiapine 600 mg/d (n = 247), paroxetine 20 mg/d (n = 122), or placebo (n = 126) for 8 weeks. The primary end point was the change from baseline in Montgomery-Asberg Depression Rating Scale (MADRS) total score. The study was conducted from May 2005 to May 2007. RESULTS: Mean MADRS score change from baseline at 8 weeks was -16.19 for quetiapine 300 mg, -16.31 for quetiapine 600 mg, -13.76 for paroxetine, and -12.60 for placebo (P < .001 for both quetiapine doses, P = .313 for paroxetine, vs placebo). Quetiapine-treated (both doses), but not paroxetine-treated, patients showed significantly greater improvements (P < or = .05) in most secondary outcomes measures at week 8 versus the placebo group. Paroxetine significantly improved Hamilton Anxiety Rating Scale scores versus placebo (P < .05) but not MADRS or Hamilton Depression Rating Scale (HDRS) scores. Both quetiapine doses were associated with greater improvements than paroxetine for MADRS and HDRS scores. The most common adverse events were dry mouth, somnolence, sedation, and dizziness with quetiapine (both doses) and dry mouth, sedation, headache, insomnia, and nausea with paroxetine. The incidence of treatment-emergent mania/hypomania was lower with quetiapine compared with paroxetine and placebo. CONCLUSIONS: Quetiapine (300 or 600 mg/d), but not paroxetine, was more effective than placebo for treating acute depressive episodes in bipolar I and II disorder. Quetiapine treatment was generally well tolerated. 

Nakhai-Pour, H. R., P. Broy, et al. (2010). "Use of antidepressants during pregnancy and the risk of spontaneous abortion." CMAJ 182(10): 1031-1037. http://www.cmaj.ca/cgi/content/abstract/182/10/1031.


Background: The risk of relapse of depression or the diagnosis of some other psychiatric disorders during pregnancy necessitates the use of antidepressants despite possible adverse effects. Whether such use increases the risk of spontaneous abortion is still being debated. We evaluated the risk of spontaneous abortion in relation to the use of antidepressants during pregnancy. Methods: Using a nested case-control study design, we obtained data from the Quebec Pregnancy Registry for 5124 women who had a clinically detected spontaneous abortion. For each case, we randomly selected 10 controls from the remaining women in the registry who were matched by the case's index date (date of spontaneous abortion) and gestational age at the time of spontaneous abortion. Use of antidepressants was defined by filled prescriptions and was compared with nonuse. We also studied the classes, types and doses of antidepressants. Results: A total of 284 (5.5%) of the women who had a spontaneous abortion had at least one prescription for an antidepressant filled during the pregnancy, as compared with 1401 (2.7%) of the matched controls (odds ratio [OR] 2.09, 95% confidence interval [CI] 1.83-2.38). After adjustment for potential confounders, we found that the use of antidepressants during pregnancy was associated with an increased risk of spontaneous abortion (OR 1.68, 95%CI 1.38-2.06). Stratified analyses showed that use of selective serotonin reuptake inhibitors alone (OR 1.61, 95% CI 1.28-2.04), serotonin-norepinephrine reuptake inhibitors alone (OR 2.11, 95% CI 1.34-3.30) and combined use of antidepressants from different classes (OR 3.51, 95% CI 2.20-5.61) were associated with an increased risk of spontaneous abortion. When we looked at antidepressant use by type versus no use, paroxetine use alone (OR 1.75, 95% CI 1.31-2.34) and venlafaxine use alone (OR 2.11, 95% CI 1.34-3.30) were associated with an increased risk of spontaneous abortion. Interpretation: The use of antidepressants, especially paroxetine, venlafaxine or the combined use of different classes of antidepressants, during pregnancy was associated with an increased risk of spontaneous abortion.  (See too discussion at http://pn.psychiatryonline.org/content/45/14/14.2.full).

Parker, G., M. Fink, et al. (2010). "Issues for DSM-5: Whither Melancholia? The Case for Its Classification as a Distinct Mood Disorder." Am J Psychiatry 167(7): 745-747. http://ajp.psychiatryonline.org/cgi/content/full/167/7/745.


Melancholia, a syndrome with a long history and distinctly specific psychopathological features, is inadequately differentiated from major depression by the DSM-IV specifier. It is neglected in clinical assessment (e.g., in STAR*D [1]) and treatment selection (e.g., in the Texas Medication Algorithm Project [2]). Nevertheless, it possesses a distinctive biological homogeneity in clinical experience and laboratory test markers, and it is differentially responsive to specific treatment interventions. It therefore deserves recognition as a separate identifiable mood disorder.  Melancholia has been variously described as "endogenous," "endogenomorphic," "autonomous," "type A," "psychotic," and "typical" depression (3–6). In contrast to the current DSM criteria for the melancholia specifier (features of which are often shared with major depression), it has characteristic clinical features (5–7). Clinical Features:

1. Disturbances in affect disproportionate to stressors, marked by unremitting apprehension and morbid statements, blunted emotional response, nonreactive mood, and pervasive anhedonia—with such features continuing autonomously despite any improved circumstances. The risks for recurrence and for suicide are high. 

2. Psychomotor disturbance expressed as retardation (i.e., slowed thought, movement, and speech, anergia) or as spontaneous agitation (i.e., motor restlessness and stereotypic movements and speech). 

3. Cognitive impairment with reduced concentration and working memory. 

4. Vegetative dysfunction manifested as interrupted sleep, loss of appetite and weight, reduced libido, and diurnal variation—with mood and energy generally worse in the morning. 

5. Although psychosis is not necessarily a feature, it is often present. Nihilistic convictions of hopelessness, guilt, sin, ruin, or disease are common psychotic themes. 

Raes, F. (2010). "Rumination and worry as mediators of the relationship between self-compassion and depression and anxiety." Personality and Individual Differences 48(6): 757-761. http://www.sciencedirect.com/science/article/B6V9F-4YCV7VB-2/2/b18f5bf1a1336b4ef87777846399b234.


The mediating effects of rumination (with brooding and reflection components) and worry were examined in the relation between self-compassion and depression and anxiety. Two hundred and seventy-one nonclinical undergraduates completed measures of self-compassion, rumination, worry, depression and anxiety. Results showed that for the relation between self-compassion and depression, only brooding (rumination) emerged as a significant mediator. For anxiety, both brooding and worrying emerged as significant mediators, but the mediating effect of worry was significantly greater than that of brooding. The present results suggest that one way via which self-compassion has buffering effects on depression and anxiety is through its positive effects on unproductive repetitive thinking.

Runeson, B., D. Tidemalm, et al. (2010). "Method of attempted suicide as predictor of subsequent successful suicide: national long term cohort study." BMJ 341(jul13_1): c3222-. http://www.bmj.com/cgi/content/abstract/341/jul13_1/c3222.


Objective To study the association between method of attempted suicide and risk of subsequent successful suicide. Design Cohort study with follow-up for 21-31 years. Setting Swedish national register linkage study. Participants 48 649 individuals admitted to hospital in 1973-82 after attempted suicide. Main outcome measure Completed suicide, 1973-2003. Multiple Cox regression modelling was conducted for each method at the index (first) attempt, with poisoning as the reference category. Relative risks were expressed as hazard ratios with 95% confidence intervals. Results 5740 individuals (12%) committed suicide during follow-up. The risk of successful suicide varied substantially according to the method used at the index attempt. Individuals who had attempted suicide by hanging, strangulation, or suffocation had the worst prognosis. In this group, 258 (54%) men and 125 (57%) women later successfully committed suicide (hazard ratio 6.2, 95% confidence interval 5.5 to 6.9, after adjustment for age, sex, education, immigrant status, and co-occurring psychiatric morbidity), and 333 (87%) did so with a year after the index attempt. For other methods (gassing, jumping from a height, using a firearm or explosive, or drowning), risks were significantly lower than for hanging but still raised at 1.8 to 4.0. Cutting, other methods, and late effect of suicide attempt or other self inflicted harm conferred risks at levels similar to that for the reference category of poisoning (used by 84%). Most of those who successfully committed suicide used the same method as they did at the index attempt--for example, >90% for hanging in men and women. Conclusion The method used at an unsuccessful suicide attempt predicts later completed suicide, after adjustment for sociodemographic confounding and psychiatric disorder. Intensified aftercare is warranted after suicide attempts involving hanging, drowning, firearms or explosives, jumping from a height, or gassing.

Suppes, T. (2010). "Is There a Role for Antidepressants in the Treatment of Bipolar II Depression?" Am J Psychiatry 167(7): 738-740. http://ajp.psychiatryonline.org/cgi/content/full/167/7/738.


(Free full text editorial)  Amsterdam and Shults in this issue of the Journal (1) present results from their study of patients with bipolar II depression whose depression responded to an open-label trial of fluoxetine and who were then randomly assigned to double-blind treatment with fluoxetine, lithium, or placebo. At first blush, the Amsterdam and Shults article appears to answer a long-term controversy over the use of antidepressants in patients with bipolar II disorder. In patients initially found responsive to fluoxetine by achieving a depression score below 8 on the Hamilton Depression Scale and then randomly assigned to continue fluoxetine or to start either lithium or placebo, the fluoxetine group had the fewest recurrences and the lowest hazard ratio for recurrence of depression. Is this answer definitive enough to guide clinical practice?  As someone involved in clinical trials, my bias is that despite their limitations, clinical trials provide us with scientific data that should carry more weight than hypothesis-generating data derived from case/control, retrospective, or case studies. An important strength of this particular study is its detailed application of placebo-controlled, randomized methodology. However, its strength should be juxtaposed to its equally strong limitation of using this methodology in an enriched-responder, small-sample population, where the primary outcome was depression recurrence and not a metric of overall mood stability in this group of patients with bipolar disorder. An enriched maintenance sample may be a reasonable step forward, but a controlled trial of treatment from the initial acute illness to the continuation phase would be a more compelling demonstration of efficacy ... Although depression is a major component of the burden of bipolar disorder, a critical point that needs to be carefully considered in assessing the overall benefit of each treatment is the prevention of mood instability. Amsterdam and Shults clearly define criteria for hypomania and subsyndromal hypomania. Using a Young Mania Rating Scale threshold of 8, fluoxetine-treated patients were three times more likely than lithium-treated patients to have a hypomanic study visit; the findings were also present, but attenuated, using a threshold 12. Overall, the proportion of patients receiving fluoxetine meeting their various definitions of hypomania was 50% versus about 34% for those patients on blinded lithium or placebo (Table 3: including events noted of mood lability, subsyndromal hypomania, or hypomania). Does this mean fluoxetine treatment prevented the recurrence of depression, but at the risk of some degree of mood instability? This conclusion is reinforced by the Young Mania Rating Scale individual profile plots (Figure 3), which show noticeably greater excursions above 0 for fluoxetine and for placebo, compared to lithium. These findings of mood instability reinforce the need for caution. While we already know that patients with bipolar II disorder are less prone to hypomania then patients with bipolar I disorder (7, 8), recent work by Frye et al. (9) suggests that even subsyndromal low levels of hypomania can be predictive of switch into more manic states and be early warning signs of mood lability. Amsterdam and Shults may also be minimizing the development of mixed states, which have concerned others who study the course of bipolar disorder (10). For example, their attribution of symptoms such as insomnia to either hypomania or depression based on the rater's judgment is a nonstandard approach that has not been validated by other groups. Can the researchers or the patient know with certainty if insomnia, for example, is due to depression, hypomania, or is part of a complex mixed presentation?  Is there a group of patients who might do better with antidepressants than without them? The clinical message would seem to be there are some patients with bipolar II depression who may benefit from fluoxetine or potentially other SSRI antidepressants, but clinicians need to watch for mood lability and other signs of destabilization. Overall recommendations for long-term treatment of bipolar II depression are not resolved by this study, but neither can we dismiss the apparent well-being of many of the patients in this study. 

Walker, J. G., A. J. Mackinnon, et al. (2010). "Mental health literacy, folic acid and vitamin B12, and physical activity for the prevention of depression in older adults: randomised controlled trial." The British Journal of Psychiatry 197(1): 45-54. http://bjp.rcpsych.org/cgi/content/abstract/197/1/45.


Background Few randomised controlled trials (RCTs) have examined potential preventive agents in high-risk community populations. Aims To determine whether a mental health literacy intervention, the promotion of physical activity, or folic acid plus vitamin B12 reduce depression symptoms in community-dwelling older adults with elevated psychological distress. Method An RCT with a completely crossed 2x2x2 factorial design: (400 mcg/d folic acid + 100 mcg/d vitamin B12 v. placebo)x(physical activity v. nutrition promotion control)x(mental health literacy v. pain information control). The initial target sample size was 2000; however, only 909 adults (60-74 years) met the study criteria. Interventions were delivered by mail with telephone calls. The main outcome was depressive symptoms on the Patient Health Questionnaire (PHQ-9) at 6 weeks, 6, 12 and 24 months. The Clinicaltrials.gov registration number is NCT00214682. Results The drop-out rate was low (13.5%) from randomisation to 24-month assessment. Neither folic acid + B12 (F(3,856) = 0.83, P = 0.476) nor physical activity (F(3,856) = 1.65, P = 0.177) reduced depressive symptoms at any time point. At 6 weeks, depressive symptoms were lower for the mental health literacy intervention compared with its control condition (t(895) = 2.04, P = 0.042). Conclusions Mental health literacy had a transient effect on depressive symptoms. Other than this, none of the interventions significantly reduced symptoms relative to their comparator at 6 weeks or subsequently. Neither folic acid plus B12 nor physical activity were effective in reducing depressive symptoms.

Walkup, J. T. (2010). "Treatment of Depressed Adolescents." Am J Psychiatry 167(7): 734-737. http://ajp.psychiatryonline.org/cgi/content/full/167/7/734.


(Full text is freely viewable) There is much to like about the Treatment of Resistant Depression in Adolescence (TORDIA) study (1) and the 24-week follow-up article in this issue of the Journal (2). Foremost, TORDIA is a tribute to hard work and perseverance. The authors, a terrific group of investigators, took on an extremely challenging clinical issue at a time not conducive to antidepressant research. In the middle of the study, the Food and Drug Administration reported on the association of youth suicidal behavior with antidepressant use (3). Consequently, the study was shut down until the investigators, the institutional review boards, and the National Institute of Mental Health (NIMH) could find a way to safely continue the study. Once the study was restarted, the TORDIA team had to figure out how to resume recruitment during a time of great uncertainty and patients' reluctance to use selective serotonin reuptake inhibitors (SSRIs). The delays in the study would have spelled failure for most investigative groups, but this group of investigators got the study up and running again, then applied for additional NIMH funding, convincing the peer reviewers and NIMH to see the project through to its conclusion. The fact that such a large study received additional funding is a testimony to the credibility of the research group and the importance of the topic. If TORDIA was not done then and by this group, it was likely never to be done. The TORDIA 24-week outcomes report the rates of remission/recovery, relapse, and, importantly, the characteristics of subjects that predicted outcome. To summarize, TORDIA enrolled teens ages 12–18 years (N=344) who had failed a previous trial of an SSRI and randomly assigned them to a medication switch only (another SSRI or venlafaxine) or a medication switch plus cognitive behavioral therapy (CBT) (another SSRI plus CBT or venlafaxine plus CBT). Subjects were treated for 12 weeks, and then week-12 responders were continued in their assigned arms and followed until week 24. Roughly 40% of those who failed a previous trial of an SSRI reached remission by week 24, regardless of treatment group. Responders at week 12 reached remission more quickly and at higher rates than those who responded after 12 weeks. Lower baseline depression, hopelessness, and anxiety predicted higher rates of remission, as did lower week-12 ratings of depression, hopelessness, anxiety, suicidal ideation, and family problems as well as the lack of dysthymia, anxiety, and drug use. With TORDIA, the Treatment for Adolescents with Depression Study (TADS) (4), and the Adolescent Depression Antidepressant and Psychotherapy Trial (ADAPT) (5), we have a pretty clear picture of what to expect from our best strategies for treating teen depression. TADS suggests that upward of 60%–70% of teens with moderate-severe depression will respond to medication or medication and CBT. TADS also suggests that younger, less impaired, and less comorbid patients do better with treatment generally and that combined treatment was robust to any moderating factor. Importantly, patients who had severe and persistent depression benefited equally from medication alone or combined CBT and medication (6). TORDIA suggests that of those who fail that first test of medication, approximately 40% will remit to the next antidepressant trial. In the ADAPT trial, nonresponders to a brief intervention (N=128) and those too ill for the brief intervention or already on medication (N=85) were evaluated, and those appropriate for entry (N=208) were randomly assigned 1:1 to an SSRI or an SSRI plus CBT. Response rates at 12 weeks were 41.6% in combined treatment and 43.6% in SSRI only treatment. The lower 12-week response rates relative to TADS may reflect the more severe baseline status of ADAPT subjects or may reflect the exclusion of brief intervention responders, which may have reduced the overall number of responders in the main trial (N=34) ... What about those who failed to respond in these studies? We still have much to learn. Improving CBT response seems a reasonable goal. Including modules for specific depression issues, as is done in interpersonal psychotherapy (8), may be more helpful than generic CBT, but as these complex patients have other issues, implementing evidence-based modules for anxiety (exposure and response prevention), drug abuse, suicidality, family problems, etc., may go a long way to reducing depression in teens. Although adult studies would suggest that augmentation with lithium or a thyroid hormone or adding a second antidepressant of a different class might be helpful (9), those strategies have not been evaluated in teens. Perhaps the most important step in improving outcomes for teen depression is to make sure that teens get to the clinic and get there early in their course of illness. There has been a lot of public chatter about how antidepressants are not effective or are harmful for teens that may be keeping teens and their families away from treatment. Investigator-initiated studies such as TADS, APADT, and TORDIA (as opposed to industry-sponsored studies, which are likely fundamentally flawed (10)—a topic for another editorial) are unequivocally clear that treatment for teen depression that includes medication is effective and can be implemented safely. Hopefully, broadly disseminating the results of TORDIA, TADS, and ADAPT can improve outcomes for depressed teens. 

Young, A. H., S. L. McElroy, et al. (2010). "A double-blind, placebo-controlled study of quetiapine and lithium monotherapy in adults in the acute phase of bipolar depression (EMBOLDEN I)." J Clin Psychiatry 71(2): 150-162. http://www.ncbi.nlm.nih.gov/pubmed/20122369.


OBJECTIVE: The aim of this study was to compare the efficacy and tolerability of quetiapine and lithium monotherapy with that of placebo for a major depressive episode in bipolar disorder. METHOD: 802 patients with DSM-IV-defined bipolar disorder (499 bipolar I, 303 bipolar II) were randomly allocated to quetiapine 300 mg/d (n = 265), quetiapine 600 mg/d (n = 268), lithium 600 to 1800 mg/d (n = 136), or placebo (n = 133) for 8 weeks. Primary endpoint was the change in Montgomery-Asberg Depression Rating Scale (MADRS) total score. The study was conducted from August 2005 to May 2007. RESULTS: Mean MADRS total score change from baseline at week 8 was -15.4 for quetiapine 300 mg/d, -16.1 for quetiapine 600 mg/d, -13.6 for lithium, and -11.8 for placebo (P < .001 for both quetiapine doses, P = .123 for lithium, vs placebo). Quetiapine 600 mg/d was significantly more effective than lithium in improving MADRS total score at week 8 (P = .013). Quetiapine-treated (both doses), but not lithium-treated, patients showed significant improvements (P < .05) in MADRS response and remission rates, Hamilton Depression Rating Scale (HDRS), Clinical Global Impressions-Bipolar-Severity of Illness and -Change, and Hamilton Anxiety Rating Scale (HARS) scores at week 8 versus placebo. Both quetiapine doses were more effective than lithium at week 8 on the HDRS and HARS. The most common adverse events were somnolence, dry mouth, and dizziness with quetiapine (both doses) and nausea with lithium. CONCLUSIONS: Quetiapine (300 or 600 mg/d) was more effective than placebo for the treatment of episodes of acute depression in bipolar disorder. Lithium did not significantly differ from placebo on the main measures of efficacy. Both treatments were generally well tolerated. 

Zimmerman, M., J. N. Galione, et al. (2010). "Psychiatric diagnoses in patients who screen positive on the Mood Disorder Questionnaire: Implications for using the scale as a case-finding instrument for bipolar disorder." Psychiatry Res. http://www.ncbi.nlm.nih.gov/pubmed/20656360.


Bipolar disorder is prone to being overlooked because its diagnosis is more often based on retrospective report than cross-sectional assessment. Recommendations for improving the detection of bipolar disorder include the use of screening questionnaires. The Mood Disorder Questionnaire (MDQ) is the most widely studied self-report screening scale that has been developed to improve the detection of bipolar disorder. Although developed as a screening scale, the MDQ has also been used as a case-finding measure. However, studies of the MDQ in psychiatric patients have found high false positive rates, though no study has determined the psychiatric diagnoses associated with false positive results on the MDQ. The goal of the present report from the Rhode Island Methods to Improve Diagnostic Assessment and Services (MIDAS) project was to identify the psychiatric disorders associated with increased false positive rates on the MDQ. Four hundred eighty psychiatric outpatients were interviewed with the Structured Clinical Interview for DSM-IV (SCID) and completed the MDQ. After excluding the 52 patients diagnosed with a lifetime history of bipolar disorder we compared diagnostic frequencies in patients who did and did not screen positive on the MDQ. Based on the Hirschfeld et al. scoring guidelines of the MDQ, 15.2% (n=65) of the 428 nonbipolar patients screened positive on MDQ. Compared to patients who screened negative, the patients who screened positive were significantly more likely have a current and lifetime diagnosis of specific phobia, posttraumatic stress disorder, alcohol and drug use disorders, any eating disorder, any impulse control disorder, and attention deficit disorder. Results were similar using a less restrictive threshold to identify MDQ cases. That is, MDQ caseness was associated with significantly elevated rates of anxiety, impulse control, substance use, and attention deficit disorders. Studies using the MDQ as a stand-alone proxy for the diagnosis of bipolar disorder should consider whether the presence of these other forms of psychopathology could be responsible for differences between individuals who screen positive and negative on the scale.

Zimmerman, M., J. N. Galione, et al. (2010). "Screening for bipolar disorder and finding borderline personality disorder." J Clin Psychiatry. http://www.ncbi.nlm.nih.gov/pubmed/20361913.


OBJECTIVE: Bipolar disorder and borderline personality disorder share some clinical features and have similar correlates. It is, therefore, not surprising that differential diagnosis is sometimes difficult. The Mood Disorder Questionnaire (MDQ) is the most widely used screening scale for bipolar disorder. Prior studies found a high false-positive rate on the MDQ in a heterogeneous sample of psychiatric patients and primary care patients with a history of trauma. In the present report from the Rhode Island Methods to Improve Diagnostic Assessment and Services project, we examined whether psychiatric outpatients without bipolar disorder who screened positive on the MDQ would be significantly more often diagnosed with borderline personality disorder than patients who did not screen positive. METHOD: The study was conducted from September 2005 to November 2008. Five hundred thirty-four psychiatric outpatients were interviewed with the Structured Clinical Interview for DSM-IV and Structured Interview for DSM-IV Personality Disorders and asked to complete the MDQ. Missing data on the MDQ reduced the sample size to 480. Approximately 10% of the study sample were diagnosed with a lifetime history of bipolar disorder (n = 52) and excluded from the initial analyses. RESULTS: Borderline personality disorder was 4 times more frequently diagnosed in the MDQ positive group than the MDQ negative group (21.5% vs 4.1%, P < .001). The results were essentially the same when the analysis was restricted to patients with a current diagnosis of major depressive disorder (27.6% vs 6.9%, P = .001). Of the 98 patients who screened positive on the MDQ in the entire sample of patients, including those diagnosed with bipolar disorder, 23.5% (n = 23) were diagnosed with bipolar disorder, and 27.6% (n = 27) were diagnosed with borderline personality disorder. CONCLUSIONS: Positive results on the MDQ were as likely to indicate that a patient has borderline personality disorder as bipolar disorder. The clinical utility of the MDQ in routine clinical practice is uncertain.



