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Full remission in depression
La rémission complète de la dépression

Full remission: a return to normal functioning

Sidney Kennedy, MD

Mood and Anxiety Disorders Program, Department of Psychiatry, University of Toronto, Toronto, Ont.

The articles in this “Full remission in depression” sec-
tion were written with one primary goal: to help those
with major depressive disorders (MDD) achieve and
sustain full remission. Although definitions of full re-
mission vary, from a patient perspective, remission is
the elimination of depressive symptoms and a return
to premorbid levels of functioning.

Each article was developed by the primary author and
critically reviewed by the coauthors. The basis for each
review was a MEDLINE search, supplemented by a re-
view of reference lists. However, the articles are not
meant to be definitive reviews on the subjects. Because
many of these topics have been reviewed previously, our
focus was on newer articles and those that identified “full
remission” as a focus of investigation.

There is no “level playing field” in the literature on
optimal outcomes for MDD. Trials examining compar-
ative rates of response, remission, relapse and recur-
rence differ in many parameters that may have an
impact on outcome. Patient groups vary in severity,
chronicity and treatment setting (i.e., inpatient v. out-
patient). Duration of therapy and length of follow-up
varies from weeks to months to years. Dosing and ad-
herence issues are often overlooked, and attrition dur-
ing follow-up is often disregarded. Perhaps the most
important variation that complicates study compar-
isons is inconsistency of outcome measures.

In 1991, Frank and colleagues1 proposed consensus

definitions for terms used to describe the course of
MDD. They defined partial remission as a period dur-
ing which an improvement of sufficient magnitude is
observed that the individual is no longer fully sympto-
matic but continues to display evidence of more than
minimal symptoms.1 This has been operationalized to
mean a Hamilton Rating Scale for Depression – 17 item
version (HAM-D17) score in the 8–15 range. Response
can be thought of as the point at which a partial remis-
sion begins. Full remission is defined as a period of
improvement of sufficient magnitude such that the
individual is virtually asymptomatic. The term relapse
refers to the return of symptoms during remission,
while recurrence implies a completely new episode of
depression.1 There is inconsistency in the literature re-
garding the length of time required for a patient to be
asymptomatic before they are “in remission”; the
length varies from 4 to 6 months.

When defining treatment stages, there is general
agreement that the acute phase of treatment lasts until
remission is achieved, and treatment given until the
remission period is ended is called continuation ther-
apy. Subsequent treatment is considered maintenance
therapy.2–4 This dichotomy between continuation and
maintenance phases has, as yet, no scientific validity,
and recent Canadian Guidelines for Depression Treatment
recommend using only the terms “acute” and “mainte-
nance” to describe phases of antidepressant treatment.5
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“Response” is generally defined as a 50% reduction
in symptoms; however, this does not account for the
initial severity of illness and may include “responders”
who still have HAM-D scores at the high end of partial
remission (e.g., 15). Full remission presents an even
greater challenge; although many studies define a full
remission as a score of 7 or less on HAM-D17, this varies
significantly. Criteria to define relapse and recurrence
also vary greatly, from clinician opinion, to DSM-IV
criteria for depression, to a HAM-D score above 15.

In the articles that follow, response data (i.e., at least a
50% reduction in symptoms) are cited, but the focus of
the articles is full remission. The criteria vary, generally
between a score of 7 or below and a score of 10 or below
on the HAM-D17 and HAM-D21, respectively. To offer
some consistency and simplify data for the reader,
HAM-D results have been cited when available. Re-
garding relapse and recurrence, no standard definitions
are available. Evidence suggests that distinguishing be-
tween relapse and recurrence is not clinically relevant.6

It follows, then, that the continuation and maintenance
phases of treatment should be collapsed into mainte-
nance therapy. Thus, acute therapy is that required to
achieve full remission, and maintenance therapy is that
needed to sustain the fully remitted state.5

Despite these limitations, a number of consistent
points emerge that can help clinicians move toward the
goal of achieving and sustaining full remission. First, it
is important to use some type of rating scale to objec-
tively measure therapeutic outcomes. Otherwise, how
will we know that we have achieved full remission? A
simplified, shortened version of the HAM-D with just 7
items may be a practical tool, and it is presented in this
series of papers.

Second, the goal of treatment should be full remis-
sion. Anything less leaves a patient with depressive
symptoms and an increased risk of subsequent depres-
sive episodes. Patients need to be treated early and ag-
gressively to a fully remitted state. Recently published
data suggest differences between antidepressant agents
in their ability to achieve full remission.7 However, the
concept requires further exploration, not only in the
world of antidepressant pharmacotherapy, but also
when evidence-based psychotherapies and combina-
tion treatments are being evaluated.

Third, maintenance therapy plays a vital role in re-
ducing the risk of relapse. Patients who enter a mainte-
nance treatment phase at full therapeutic dosages for
6–12 months reduce their risk of relapse by 50%.8 In

addition, some patients at high risk for relapse will
benefit from long-term therapy. The need for mainte-
nance therapy is further supported by evidence from
neurological studies of changes in postmortem brain
tissue that may be related to the course of illness and
may be prevented with successful treatment.9 A num-
ber of intriguing questions have been raised about the
potential protective or inoculative role of cognitive be-
havioural therapy with or without pharmacotherapy
and the application of this technique to various subpop-
ulations of depressed patients.10,11

Finally, one must consider the therapeutic alliance.12

A positive patient–caregiver relationship can improve
adherence and have a favourable impact on outcome.

References

1. Frank E, Prien RF, Jarrett RB, Keller MB, Kupfer DJ, Lavori PW,
et al. Conceptualization and rationale for consensus definitions
of terms in major depressive disorder. Remission, recovery,
relapse, and recurrence. Arch Gen Psychiatry 1991;48(9):851-5.

2. Kupfer DJ. Management of recurrent depression. J Clin Psychi-
atry 1993;54(2):29-33.

3. Goodwin FK. The biology of recurrence: new directions for the
pharmacologic bridge. J Clin Psychiatry 1989;50:40-4.

4. Montgomery SA. Efficacy in long-term treatment of depres-
sion. J Clin Psychiatry 1996;57:24-30.

5. Kennedy SH, Lam RW, and the CANMAT Depression Work
Group. Clinical guidelines for the treatment of depressive
disorders. Can J Psychiatry 2001;46(Suppl 1):385-585.

6. Viguera AC, Baldessarini RJ, Friedberg J. Discontinuing anti-
depressant treatment in major depression. Harv Rev Psychiatry
1998;5:293-306.

7. Thase ME, Entsuah AR, Rudolph RL. Remission rates during
treatment with venlafaxine or selective serotonin reuptake
inhibitors. Br J Psychiatry 2001;178:234-41.

8. Frank E, Kupfer DJ, Perel JM, Cornes C, Jarrett DB, Mallinger
AG, et al. Three-year outcomes for maintenance therapies in
recurrent depression. Arch Gen Psychiatry 1990;47:1093-9.

9. Rajkowska G. Postmortem studies in mood disorders indicate
altered numbers of neurons and glial cells. Biol Psychiatry 2000;
48:766-77.

10. Fava GA, Rafanelli C, Grandi S, Conti S, Belluardo P. Preven-
tion of recurrent depression with cognitive behavioral ther-
apy: preliminary findings. Arch Gen Psychiatry 1998;55:816-20.

11. Teasdale JD, Segal ZV, Williams JM, Ridgeway VA, Soulsby
JM, Lau MA. Prevention of relapse/recurrence in major de-
pression by mindfulness-based cognitive therapy. J Consult
Clin Psychol 2000;68:615-23.

12. Cohen NL, Parikh SV, Kennedy SH. Medication compliance in
mood disorders: relevance of the health belief model and other
determinants. Prim Care Psychiatry 2000;6:101-10.

Kennedy

234 Rev Psychiatr Neurosci 2002;27(4)

Competing interests: Dr. Kennedy has received research support
from Pfizer, Astra-Zeneca, Organon and Boehringer Ingelheim; is
on the speakers’ bureaus of Lundbeck, Organon, Wyeth-Ayerst and
GlaxoSmithKline; and serves on advisory boards for Pfizer, the
Lundbeck Foundation, Eli Lilly, GlaxoSmithKline and Servier.


