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How should the samples be selected when
evaluating the effectiveness of treatments for
depression in routine clinical practice?

“\-\ODE ISLAND HOSP/TA‘

Department of Psychlatry

% &
%, &
%”c/ iy

'my ot
Prove Diagrostic Assess™®

Mark Zimmerman, MD; Reina Kiefer, BA; Sophie Kerr, BA; Caroline Balling, BS; Theresa Morgan, PhD

Introduction: A better understanding of the effectiveness of
psychiatric treatment in clinical practice will depend on
systematically measuring outcome. In the present report from the
Rhode Island Methods to Improve Diagnostic Assessment and
Services (MIDAS) project, we examined the impact of sample
selection on evaluating the effectiveness of an intensive
treatment program in treating depression. Methods: From a
sample of 1,596 partial hospital patients, 656 (41.1%) received
the Structured Clinical Interview for DSM-IV (SCID) (1) and the
borderline personality section of the Structured Interview for
DSM-IV Personality (SIDP-1V) (2) at intake. Most patients were
not evaluated with these measures due to a lack of available
interviewers. All patients completed a daily version of the
Clinically Useful Depression Outcome Scale (CUDOS-D) (3)
each day they attended the program. Analysis was limited to
patients who attended the program for at least 3 days and
completed the CUDQOS-D at admission and discharge. We
evaluated outcome in the following ways: (1) change in mean
scores on the CUDOS-D from intake to discharge, (2) percent of
patients who responded to treatment, with response defined as a
reduction of the CUDQOS-D scores from admission to discharge of
at least 50%, (3) percent of patients who remitted, with remission
defined at a discharge CUDOS-D score of 10 or less, and (4)
effect size. Data Analysis: We examined the 4 outcome
measures with 3 different approaches to sample selection: (1) in
all patients, regardless of diagnosis, (2) in all patients, regardless
of diagnosis, but requiring a minimum baseline CUDOS-D
severity score, and (3) in 3 non-overlapping diagnostic groups of
patients, also requiring a minimum baseline CUDOS-D severity
score (a score of 20 indicates depression of at least mild severity
and a score of 30 indicates that of at least moderate severity)
(Table 1). Of the 1,596 partial hospital patients (65.4% female,
32.6% male, 2.0% transgender; mean age of 37.3 £ 13.9 years;
76.6% white), 56.8% were diagnosed with MDD (with an
3.3% 7.8%

depression (with an additional 0.2% in partial remission), 77.2%

additional in partial remission), with  bipolar

with any mood disorder diagnosis, and 22.8% had no mood
disorder diagnosis. Results: Implementing a symptom severity
requirement had the greatest impact on remission rates
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and effect sizes: as the minimum severity threshold increased,
the remission rate dropped and the effect size increased,
regardless of diagnostic group. When examining the sample
found that
approximately half of the patients with MDD/bipolar depression

based on different diagnostic groups, we
responded to treatment and less than one-third remitted by time
of discharge. There was no difference in the response or
remission rate between patients with other mood disorders and
no mood disorder. Conclusions: Given that the sample
selection for effectiveness studies is intended to yield a sample
that is more representative of patients treated in routine clinical
practice, we do not plan to utilize a minimum severity threshold
in future analyses of our outcome database. Further, we plan to
examine diagnostic groups separately, to examine the change in
mean scores from admission to the end of treatment, and to
report response rates, remission rates, and effect sizes. We
strongly recommend that a minimum set of reporting standards
be adopted to enhance comparability across studies and to

reduce the likelihood of bias due to selective reporting of results.
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