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Aim of the study was to identify patient variables that predict specific patterns of symptom course during and after hospital treatment for major depressive disorder (MDD). In a sample of 518 patients, four pairs of clinically relevant patterns of symptom change were contrasted. The time points of measurement were admission, discharge, 3 and 12 month after discharge. CATREG was used to identify the best sets of predictors from 28 variables. A greater reduction in self-criticism during hospital treatment was the strongest predictor of rapid and sustained improvement. Traumatic childhood experiences and lower abilities for communication with others predicted a transient relapse after discharge, while a co-morbid personality disorder and higher level of anxiety differentiated between those with a persistent relapse and those with only a transient relapse in depressive symptoms following discharge. Overall, patients with less severe depression at admission, better abilities in self-perception, and less self-criticism (baseline and/or greater reduction during treatment) showed a better outcome after 1 year. There is limited generalizability to other countries and treatment settings. Data on personality functioning were not available for all patients and findings are correlational in nature. However, findings are in support of a psychotherapeutic focus on a reduction of self-criticism in MDD. Patient with traumatization, a co-morbid personality disorder and lower abilities to communicate their emotional needs should get specific attention and support after discharge from hospital treatment.
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INTRODUCTION

Major depressive disorder (MDD) shows a broad variability in symptom courses, with a considerable percentage of patients experiencing relapses or recurrences after symptom free periods (1, 2). To identify patient variables that are predictive of different patterns of symptom course is of clinical importance (3). For example, knowledge of variables predicting a high risk of relapse after discharge could help identify the subgroups of patients who need special attention and require interventions to prevent relapse (4).

In a first step, we aimed to describe the most relevant patterns of symptom course in a sample of patients with MDD that needed hospital treatment and were assessed at four time points of measurement: admission, discharge, 3 months and 1 year after discharge [INDDEP-study, see (5–7)]. Seven distinguishable patterns of symptom change were found empirically and shown in Figure 1 (8), which replicated the categories remission, relapse and recurrence as described by Kupfer (9), but also additional courses with clinically meaningful trajectories. These included a subgroup of patients with a persistent but comparatively slow improvement of symptoms and subgroups of patients with a temporary or prolonged relapse after discharge from hospital (8).
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FIGURE 1. Patterns of symptom course. Lines = Means (error bars = CI95); gray area = Range = Min to Max, by time point; Meaning of QIDS scores ≤ 5 = normal; 6–10 light depression; 11–15 moderate depression; 16–20 severe depression; >20 very severe depression; T0 = admission; T1 = discharge; T2 = 3 months after discharge; T3 = 1 year after discharge; four pathways (A, Response, B, Slow-Response, D, Transient-Relapse, G, Retarded-Response) end in an acceptable range of symptoms—health or mild depression—and three pathways (C, Recurrence; E, Nonresponse; F, Persistent Relapse) end with moderate or severe symptoms of depression after 1 year.


The aim of this secondary data analysis was to identify predictors of those patterns of symptom course that are relevant for clinical decision making. To address this question, specific, selected patterns were contrasted, showing clinically relevant but different symptom progressions. For the pairwise contrasts, five of the seven originally identified patterns of symptom courses were used. More specifically, we aimed to explore the following questions:

(a) What distinguishes patients with a good outcome at discharge from hospital and persistent improvement (pattern A “Fast response”) from patients with good outcome at discharge and a transient relapse shortly afterwards (pattern D “Transient relapse”)? The latter group might need specific interventions for preventing immediate relapse.

(b) What distinguishes patients with a transient relapse (pattern D) from patients who relapse shortly after discharge and remain in this condition (pattern F “Persistent relapse”)? The latter group could be a group that has different needs in terms of maintenance therapy.

(c) What distinguishes patients with a fast response (pattern A) from patients with a continuous, but slow improvement to remission one year after discharge (pattern B “Slow response”)? A better knowledge of characteristics of the group of patients with slow improvement can be important for psychoeducation (patients, relatives, but also clinicians: Slow improvement does not necessarily mean poor long-term outcome).

And finally, (d) What distinguishes patients with a good outcome after 1 year (patterns A and B: fast or slow response) from patients with a poor outcome after 1 year (patterns E “Nonresponse” or F “Persistent relapse”)? This contrast will reveal overall predictors of a good or poor symptom course.



METHODS


Sample

The sample analyzed comprised inpatients and day hospital patients with a moderate, severe or very severe MDD from the INDDEP-study (5, 6). The 604 patients included in the study were recruited consecutively at eight psychosomatic hospitals in Germany between March 2011 and April 2014. Inclusion criteria were a main diagnosis of MDD according to DSM IV, age 18–65, a score of > 10 on the Quick Inventory of Depressive Symptomatology (QIDS, clinician rating), informed consent and sufficient knowledge of the German language. Exclusion criteria were: psychosis (current or life time), bipolar disorder, substance dependency (current or last 3 years), current suicidal ideation, antisocial personality disorder, cognitive impairment and dementia, an admission for diagnostic reasons (not treatment) and a second admission during the recruitment period [for the study protocol see (5)]. Patients were assessed at four time points of measurement: admission, discharge, 3 months after discharge and 1 year after discharge. As imputation of missing data was not applied for the analysis of patterns of symptom change (8), the sample consisted of N = 518 cases (518/604, 86%) with complete observations at all four time points of measurement.

Mean age of the 518 patients was 44.0 years (SD = 11.7). 65.3% (N = 338) of the sample was female, 47.3% (N = 245) had a partner, 51.4% (N = 263) had went to school for more than 10 years and 85.7% (N = 381) were employed. The mean number of previous episodes of MDE was 3.0 (SD = 6.7). 15.0% (N = 77) of the sample had a chronic depression (duration > 24 months) and 12.7 % (N = 66) of the patients were diagnosed with double depression. The mean of additional axis-I diagnoses according to DSM IV was 1.1 (SD = 1.7) and 35.8% (N = 198) had one or more personality disorder. 73.2 % (N = 379) of the patients had been hospitalized previously.

The treatment programs had a psychodynamic orientation and provided time-limited, intense multimodal psychotherapy, including individual psychotherapy sessions, group psychotherapy, art and body therapy and family sessions. Additionally, support of a social worker, sessions with the nursing team, pharmacotherapy, educational elements, physicians' rounds and medical care were offered [see Zeeck et al. (5–7)]. Psychosomatic day hospital programs were comparable to programs of inpatient units. Treatment was provided 5 days a week (Monday to Friday) from 8 a.m. to about 4 p.m. Overall treatment duration was 10.5 weeks (SD = 4.3). Psychopharmacological treatment was prescribed according to treatment guidelines. 52.2% of the sample received antidepressants (assessed at discharge) (6, 7).



Measurement

Instruments included the SCID I and II [clinician rating; (10, 11), the Quick Inventory of Depressive Symptomatology [QIDS, clinician rating; (12); Cronbach's alpha in our study: α = 0.8 for the total score], the Symptom-Check-List 90-R (13); the Childhood Trauma Questionnaire [CTQ, (14, 15)], the Depressive Experience Questionnaire [DEQ, (16, 17)], which entails the subscales dependency, self-criticism and self-efficacy (only the subscales dependency and self-criticism were used in this study), and a Questionnaire on Social Support [SozU-K14, (18)]. For a more detailed description of measures see Zeeck et al. (7).

In this analysis we also used data of the OPD-Structure Questionnaire [OPS-SQ, (19)] which was not part of the original study, but available for 328 patients. The OPD-SQ encompasses the following subscales: Self-perception, object-perception, self-regulation, regulation of relationships, internal communication, external communication, attachment to internal objects, and attachment to external objects. The instrument measures aspects of personality functioning (20). Sociodemographic data, treatment duration (inpatient or day hospital treatment), antidepressant medication and the number of somatic diagnoses were coded by research assistants. From SCID assessments the following parameters were derived to describe characteristics of depressive symptomatology and co-morbidity: Number of previous episodes of MDD, duration of the current episode, the number of additional axis-I diagnoses and co-morbidity with a personality disorder. A summary of the variables included in the predictor analyses can be found in Table 1.


Table 1. Variables included in the predictor analyses.
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The statistical procedure identifying the patterns of symptom trajectories was a cluster analyses for dependent data (21), see also Hartmann et al. (8). The seven trajectories are visualized in Figure 1.



Statistical Analyses

The data were analyzed with CATREG, which is a method for regression with categorical variables using optimal scaling. The method is implemented in the Categories package of SPSS V24 (22). CATREG allows processing interval, ordinal and nominal scaled variables. Their relations are not restricted to linear trajectories. A normality of residuals is not required.

The dependent variables were (nominal) categories of outcome patterns. For each contrast of patterns we aimed to select the best set of significant predictors from a list of potentially important variables (see Table 1).

The predictor variables were transformed by replacing categories with optimal values, called category quantifications, using the optimal scaling methodology (23). In our models we transformed the values of all (potentially) interval scaled variables into ordinal scaled categories (7 categories, equal distribution of cases into categories).

For selecting a subset of predictors, we used the Lasso (least absolute shrinkage and selection operator) (24), which is incorporated in the CATREG method. The Lasso applies a penalty to the regression model to reduce the estimation variance due to multicollinearity. The Lasso was applied an explorative way to select a stable subset of predictors.

The selected regression models comprise all variables with significant parameter estimates and sufficient tolerance statistics (> 0.8, indicating negligible collinearity). In case of relevant non-linearity we present transformation statistics or figures showing the relation between a predictor and the dependent variable.

Overall, 29 possible predictor variables were analyzed. The scores of the questionnaires were T-normed by gender and/or age (Mean of normal / healthy population = 50, ± 1 SD = ± 10) whenever possible. For example, a T-score of 70 shows that a patient (a group) obtained a value (mean) of 2 SDs above the normal mean. T-tests and cross tabulations with Chi-Square-tests were used to examine differences between groups of trajectories.




RESULTS

The statistics of all comparisons are summarized in Table 2.


Table 2. Discrimination of patterns of symptom change.
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(A) Fast Response vs. (D) Transient Relapse

Comparing the subgroup of patients with a fast and lasting response (A) with the subgroup of patients experiencing a transient relapse shortly after discharge (D), we found that traumatic childhood experiences and difficulties in external communication of emotions (OPD-ExC) were the most important predictors for a transient relapse. “External communication” as an aspect of personality functioning encompasses the ability to get in contact with others, to communicate affect and the ability for empathy. Furthermore, patients with less reduction in self-criticism during treatment had a higher risk for a transient relapse.



(D) Transient Relapse vs. (F) Persistent Relapse

If the subgroup with a transient relapse (D) was compared with the subgroup of patients with a persistent relapse shortly after a successful hospital treatment (F), the latter showed less change in self-criticism during treatment, higher levels of anxiety at admission and more often had a co-morbid personality disorder.



(A) Fast Response vs. (B) Slow Response

Comparing the subgroup of patients with a good and persistent response (A) and the subgroup with a good, but slower response (B), only the level and change in self-criticism was predictive. A higher level in self-criticism and less reduction of it over the course of treatment was associated with a slower reduction of depressive symptoms.



(A, B) Fast or Slow Response vs. (E, F) Non-response or Persistent Relapse

Comparing patients with a remission 1 year after hospital treatment with those that were still depressed, poor outcome was predicted to a similar extent by a higher severity of depression at admission, a lower ability for self-perception and higher levels or less reduction in self-criticism. The OPD-SP subscale measures structural impairment related to the self: Difficulties with self-reflection, affect differentiation and an impaired sense of identity.




DISCUSSION

A main finding of the study was that change in self-criticism emerged as the most relevant predictor for a lower risk for relapse and a positive 1 year outcome in MDD in a group of severely disturbed patients that were in need of hospital treatment. Furthermore, patients with less change in self-criticism showed lower improvements over time. Self-criticism is seen at the core of psychopathology in MDD regardless of the theoretical orientation (25, 26), and seems also to be a relevant phenomenon in other mental disorders (27). It has been shown before that self-criticism is associated with severity of MDD and higher rates of relapse (27–29). Our findings are in support of the assumption that self-criticism might not only be a moderator (30, 31), but also a mediator of change in MDD. As self-criticism is usually correlated with the severity of depression, it could be argued that it represents just an alternative measure of depression severity or change. The correlation between self-criticism and depression in our sample was only r = 0.26 at intake. This association shows that depression severity is not comprehensively explained by self-critcism.

Self-criticism in our study was measured with the Depressive Experience Questionnaire (DEQ), which was developed by Blatt et al. Based on psychodynamic theory, S. Blatt postulated a two-dimensional model, differentiating between depressed patients primarily dealing with issues around relatedness and dependency (feeling lonely and abandoned: “anaclitic depression”) and those who are preoccupied with self-definitional issues and autonomy (high levels of self-criticism, feelings of failure and worthlessness: “introjective depression”) (26). The DEQ subscales “dependency” and “self-criticism” were designed to assess these dimensions, which are postulated to describe personality traits associated with vulnerability to depressive disorders.

Importantly, patients with a greater reduction of self-criticism during the course of treatment showed more favorable outcomes after discharge. We assume that this reduction is primarily due to a successful psychotherapeutic treatment. In Germany, psychosomatic hospitals with a psychodynamic orientation have to structure treatment by defining a focus oriented on the Operationalized Psychodynamic Diagnosis [OPD; (20)], which includes the axes interpersonal relations (axis II: dysfunctional interpersonal patterns), conflict (axis III) and structure (axis III). It is likely that problem areas associated with a high level of self-criticism like dysfunctional interpersonal patterns, difficulties in the regulation of self-esteem, or high personal standards will be defined as a therapeutic focus and worked on, having an impact on the level of self-criticism. However, further research has to show if a reduction in self-criticism is directly linked to the improvement of depression or only a marker of unknown change processes (e.g., changes in personality functioning).

Although some studies showed that the level of self-criticism was higher in women compared to men (29, 32), gender did not emerge as a predictor that was able to differentiate between the patterns of symptom change we identified. This is in line with a previous analysis of overall predictors of outcome in the INDDEP study (7) and a meta-analysis of Cuijpers et al. (33). It might be that high levels of self-criticism are a specific vulnerability factor for depression in females, but that it is relevant for symptom course and outcome in both, men and women.

In the subgroup of patients with MDD that made traumatic experiences in childhood and have difficulties in external communication (meaning that they show low abilities to communicate how they feel and get in contact with others), the transition phase after discharge needs specific attention. A holding environment and the availability of daily contacts might be especially helpful for this group, with the challenge to cope with a situation after discharge in which this support is abruptly reduced. Further studies have to show if more intense outpatient support can reduce the risk for relapse in this patient group. Childhood trauma was repeatedly shown not only to be relevant in the etiology of depression, but also associated with a higher risk for recurrent and chronic depression (34, 35). However, in our study not all of the patients with traumatic experiences had a long lasting relapse. The subgroup with a higher risk for a persistent relapse suffered from a co-morbid personality disorder and presented with higher anxiety levels. It might be a subgroup with less coping abilities and a higher vulnerability in separation situations that may fit into the category of individuals with complex PTSD, as defined in ICD 11, who suffer from emotional dysregulation, negative self-concept, and interpersonal difficulties and show an overlap with borderline personality disorder (36). Overall, childhood trauma in the INDDEP-study was associated with initial depression severity, but not outcome after 1 year (37).

A positive symptom course after 1 year (remission) was not only predicted by a lower initial level and a higher change in self-criticism, but also by lower initial depression severity and higher abilities in a core area of personality functioning: Self-perception. This underlines the importance of psychotherapeutic treatment that aimed not only to reduce self-criticism (38), but also to improve the ability for affect-differentiation and the reflection on one's own mental states. That higher levels of depression severity at baseline predict a poorer course of the illness is in line with previous studies [e.g., (39)].

It is important to note that in nearly all of the analyses personality functioning emerged as a predictor variable. A co-morbid personality disorder or impairment in specific areas of personality functioning predicted poorer and more problematic symptom courses over time. Personality disorders were repeatedly found to be predictive of a more complicated and poorer course in MDD (40). However, our findings show that it might be important for future studies to look more specifically, which areas of personality functioning are most relevant in MDD and should be focused on in treatment.

Interestingly, sociodemographic variables, co-morbidity with further mental disorders, characteristics of depressive symptomatology like chronic depression or the number of prior episodes, and treatment with antidepressants did not predict differences in the patterns of symptom change we compared. It could be assumed that these variables might be associated with, for example, depression severity, and level of self-criticism. However, in our analyses self-criticism, a co-morbid personality disorder and impairment in personality functioning emerged as the most relevant parameters.

The findings extend a previous and predictor analysis on the same data set that focused more broadly on predictors of outcome at discharge and the 3 month follow up. Co-morbidity was found to predict outcome at discharge and low social support predicted relapse 3 month after hospital treatment (7). We choose not to replicate the former analysis constructing an overall analysis trying to predict all seven clusters, because such an approach would obscure the differences of subgroups at certain splitting points of the trajectories, e.g., relapse after discharge or not (clusters A vs. D). The findings could be helpful to inform clinicians as well as patients and point to subgroups of patients that might need adapted treatment strategies. Fostering change in self-criticism should be further examined as a potential mediator of sustained change in MDD.

Strengths of the study are the use of structured interviews for assessment and the inclusion of variables that are related to personality functioning and dysfunctions cognitions. Using CATREG and the Lasso for statistical analysis minimizes the risk of unstable predictor selection and overfitting of the regression models. Further we see varying amounts of explained variance with varying sets of predictors. This information allows evaluating the clinical relevance of predictions between certain clusters of change. While remission and transient relapse (A vs. D) can be discriminated fairly well, the line between transient and persistent relapse (D vs. F) is harder to draw. Overall the amount of explained variance (0.184 ≤ R2 ≤ 0.284) for this secondary exploratory analysis with dichotomous criteria is adequate, but implies cautious clinical interpretation.

Limitations comprise the specific treatment context (psychosomatic hospitals in Germany) that limits generalizability. Furthermore, data from the OPD-structure questionnaire were only available for a subsample of patients and mental disorders were categorized according to DSM IV, as the study was conducted before publication of DSM 5 (41). However, in terms of diagnostic criteria for MDD, there was only one significant change: individuals experiencing a grief reactions to the loss of a loved one, are no longer diagnosed with MDD within the first two months, although fulfilling criteria of MDD. As the nature of findings is correlational, they have to be interpreted with caution. Furthermore, results were not cross-validated and should be replicated in other samples. Finally, there might be other important moderators of change in MDD that were not included in the analysis.

In sum, higher levels and less change in self-criticism seem to be closely related to a poorer and more complicated course of the illness. Traumatic experiences in this study go along with a heightened risk for difficulties in the transition phase after discharge from hospital treatment. However, this does not mean a poor course in all the cases. Those with impaired personality functioning and with a co-morbid personality disorder show a poorer course of MDD and might be in need of more specific treatment and support.



DATA AVAILABILITY STATEMENT

The datasets generated for this study are available on request to the corresponding author.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the University of Freiburg Ethics Committee, Engelberger Str. 21, 79106 Freiburg (ethics vote No. 39/11). The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

AZ designed and coordinated the INDDEP-study and wrote the first draft of the manuscript with the help of IL. AH was responsible for data analyses and integrity of the data. JW was co-coordinator of the INDDEP-study. JW and HW helped with planning and supervision of the study. SH and KE were responsible for data aquisition and data management. All authors critically revised the manuscript and read and approved the final version.



FUNDING

The INDDEP-study was funded by the Heidehofstiftung GmbH Stuttgart (Project No. 59055.02.1-4). The Heidehofstiftung GmbH Stuttgart had no role in the design and conduct of the study, collection of data, data management, data analysis or interpretation of results. The funder played no role in preparation, revision and the descision to submit the manuscript for publication. The article charge was funded by the German Research Foundation (DFG) and the University of Freiburg in the funding programme Open Access Publishing.



REFERENCES

 1. Hardeveld F, Spijker J, De Graaf R, Hendriks SM, Licht CMM, Nolen WA, et al. Recurrence of major depressive disorder across different treatment settings: results from the NESDA study. J Affect Disord. (2013) 147:225–31. doi: 10.1016/j.jad.2012.11.008

 2. Verduijn J, Verhoeven JE, Milaneschi Y, Schoevers RA, van Hemert AM, Beekman ATF, et al. Reconsidering the prognosis of major depressive disorder across diagnostic boundaries: full recovery is the exception rather than the rule. BMC Med. (2017) 15:215. doi: 10.1186/s12916-017-0972-8

 3. Bockting CL, Hollon SD, Jarrett RB, Kuyken W, Dobson K. A lifetime approach to major depressive disorder: the contributions of psychological interventions in preventing relapse and recurrence. Clin Psychol Rev. (2015) 41:16–26. doi: 10.1016/j.cpr.2015.02.003

 4. Biesheuvel-Leliefeld KEM, Kok GD, Bockting CLH, Cuijpers P, Hollon SD, van Marwijk HWJ, et al. Effectiveness of psychological interventions in preventing recurrence of depressive disorder: meta-analysis and meta-regression. J Affect Disord. (2015) 174:400–10. doi: 10.1016/j.jad.2014.12.016

 5. Zeeck A, von Wietersheim J, Weiss H, Beutel M, Hartmann A. The INDDEP study: inpatient and day hospital treatment for depression - symptom course and predictors of change. BMC Psychiatr. (2013) 13:100. doi: 10.1186/1471-244X-13-100

 6. Zeeck A, von Wietersheim J, Weiß H, Scheidt CE, Völker A, Helesic A, et al. Symptom course in inpatient and day clinic treatment of depression: results from the INDDEP-Study. J Affect Disord. (2015) 187:35–44. doi: 10.1016/j.jad.2015.07.025

 7. Zeeck A, von Wietersheim J, Weiss H, Scheidt CE, Völker A, Helesic A, et al. Prognostic and prescriptive predictors of improvement in a naturalistic study on inpatient and day hospital treatment of depression. J Affect Disord. (2016) 197:205–14. doi: 10.1016/j.jad.2016.03.039

 8. Hartmann A, von Wietersheim J, Weiss H, Zeeck A. Patterns of symptom change in major depression: classification and clustering of long term courses. Psychiatry Res. (2018) 267:480–9. doi: 10.1016/j.psychres.2018.03.086

 9. Kupfer DJ. Long-term treatment of depression. J Clin Psychiatry. (1991) 52(Suppl):28–34.

 10. Fydrich T, Renneberg B, Schmitz B, Wittchen H-U, First MB, Benjamin L. SKID-II: Strukturiertes Klinisches Interview für dms-iv; Achse ii: Persönlichkeitsstörungen; Interviewheft; Eine Deutschsprachige, erw. Bearb. der amer. Originalversion des SKID-II von. First MB, Spitzer RL, Gibbon M, Williams JBW, Benjamin L, (Version 3/96). Göttingen: Hogrefe, Verlag für Psychologie (1997).

 11. Wittchen H-U, Fydrich T, Zaudig M. SKID: Strukturiertes Klinisches Interview für DSM-IV; Achse I und II. Achse I: Psychische Störungen. Göttingen: Hogrefe (1997).

 12. Rush AJ, Trivedi MH, Ibrahim HM, Carmody TJ, Arnow B, Klein DN, et al. The 16-Item quick inventory of depressive symptomatology (QIDS), clinician rating (QIDS-C), and self-report (QIDS-SR): a psychometric evaluation in patients with chronic major depression. Biol Psychiatr. (2003) 54:573–83. doi: 10.1016/S0006-3223(02)01866-8

 13. Franke G. Die Symptom-Checkliste Von Derogatis (scl-90-r) - Deutsche Version - Manual. Göttingen: Hogrefe (2002).

 14. Spinhoven P, Penninx BW, Hickendorff M, van Hemert AM, Bernstein DP, Elzinga BM. Childhood trauma questionnaire: factor structure, measurement invariance, and validity across emotional disorders. Psychol Assess. (2014) 26:717–29. doi: 10.1037/pas0000002

 15. Wingenfeld K, Spitzer C, Mensebach C, Grabe H, Hill A, Gast U, et al. Die deutsche version des childhood trauma questionnaire (ctq): erste befunde zu den psychometrischen Kennwerten. Psychother Psych Med. (2010) 60:442–50. doi: 10.1055/s-0030-1247564

 16. Blatt SJ, Zohar AH, Quinlan DM, Zuroff DC, Mongrain M. Subscales within the dependency factor of the depressive experiences questionnaire. J Pers Assess. (1995) 64:319–39. doi: 10.1207/s15327752jpa6402_11

 17. Beutel ME, Wiltink J, Hafner C, Reiner I, Bleichner F, Blatt S. Abhängigkeit und Selbstkritik als psychologische Dimensionen der Depression - Validierung der deutschsprachigen Version des Depressive Experience Questionnaire (DEQ). Z Für Klin Psychol Psychiatr Psychother. (2004) 52:1–4.

 18. Fydrich T, Geyer M, Hessel A, Sommer G, Braehler E. Fragebogen zur sozialen unterstuetzung (f-sozu): normierung an einer repraesentativen stichprobe fragebogen zur sozialen unterstuetzung (f-sozu; a social support questionnaire): norms of a representative sample. Diagn. (1999) 454:212–6. doi: 10.1026//0012-1924.45.4.212

 19. Ehrenthal JC, Dinger U, Horsch L, Komo-Lang M, Klinkerfuss M, Grande T, et al. [The OPD structure questionnaire (OPD-SQ): first results on reliability and validity]. Psychother Psychosom Med Psychol. (2012) 62:25–32. doi: 10.1055/s-0031-1295481

 20. Zimmermann J, Ehrenthal JC, Cierpka M, Schauenburg H, Doering S, Benecke C. Assessing the level of structural integration using operationalized psychodynamic diagnosis (OPD): implications for DSM-5. J Pers Assess. (2012) 94:522–32. doi: 10.1080/00223891.2012.700664

 21. Genolini C, Falissard B. KmL: a package to cluster longitudinal data. Comput Methods Programs Biomed. (2011) 104:e112–21. doi: 10.1016/j.cmpb.2011.05.008

 22. Meulman JJ, Heiser WJ. SPPS Categories 13.0. Chicago, IT: SPSS Inc (2004).

 23. Gifi A. Nonlinear Multivariate Analysis. Chichester: John Wiley (1990).

 24. Tibshirani RJ. Regression shrinkage and selection via the Lasso. J R Stat Soc Ser B. (1996) 58:267–88. doi: 10.1111/j.2517-6161.1996.tb02080.x

 25. Beck AT. Cognitive therapy of depression: new perspectives. In: Clayton PJ, Barrett JE, editors. Treatment of Depression: Old Controversies and New Approaches. New York, NY: Raven Press (1983) p. 265–290.

 26. Blatt SJ. Experiences of Depression: Theoretical, Clinical, and Research Perspectives. Washington, DC: American Psychological Association (2004).

 27. Werner AM, Tibubos AN, Rohrmann S, Reiss N. The clinical trait self-criticism and its relation to psychopathology: a systematic review - update. J Affect Disord. (2019) 246:530–47. doi: 10.1016/j.jad.2018.12.069

 28. Hawley L, Zuroff D, Brozina K, Ho M, Dobson K. Self-critical perfectionism and stress reactivity following cogntive behavioral therapy for depression. Int J Cogn Ther. (2014) 7:287–303. doi: 10.1521/ijct.2014.7.3.287

 29. Luyten P, Sabbe B, Blatt SJ, Meganck S, Jansen B, de Grave C, et al. Dependency and self-criticism: relationship with major depressive disorder, severity of depression, and clinical presentation. Depress Anxiety. (2007) 24:586–96. doi: 10.1002/da.20272

 30. Brouwer ME, Williams AD, Forand NR, DeRubeis RJ, Bockting CLH. Dysfunctional attitudes or extreme response style as predictors of depressive relapse and recurrence after mobile cognitive therapy for recurrent depression. J Affect Disord. (2019) 243:48–54. doi: 10.1016/j.jad.2018.09.002

 31. Marshall MB, Zuroff DC, McBride C, Bagby RM. Self-criticism predicts differential response to treatment for major depression. J Clin Psychol. (2008) 64:231–44. doi: 10.1002/jclp.20438

 32. Lopez Molina MA, Jansen K, Drews C, Pinheiro R, Silva R, Souza L. Major depressive disorder symptoms in male and female young adults. Psychol Health Med. (2014) 19:136–45. doi: 10.1080/13548506.2013.793369

 33. Cuijpers P, Weitz E, Twisk J, Kuehner C, Cristea I, David D, et al. Gender as predictor and moderator of outcome in cognitive behavior therapy and pharmacotherapy for adult depression: an “individual patient data” meta-analysis. Depress Anxiety. (2014) 31:941–51. doi: 10.1002/da.22328

 34. Nanni V, Uher R, Danese A. Childhood maltreatment predicts unfavorable course of illness and treatment outcome in depression: a meta-analysis. Am J Psychiatr. (2012) 169:141–51. doi: 10.1176/appi.ajp.2011.11020335

 35. Wiersma JE, Hovens JGFM, van Oppen P, Giltay EJ, van Schaik DJF, Beekman ATF, et al. The importance of childhood trauma and childhood life events for chronicity of depression in adults. J Clin Psychiatr. (2009) 70:983–9. doi: 10.4088/JCP.08m04521

 36. Jowett S, Karatzias T, Shevlin M, Albert I. Differentiating symptom profiles of ICD-11 PTSD, complex PTSD, and borderline personality disorder: a latent class analysis in a multiply traumatized sample. Personal Disord. (2019) 11:36–45. doi: 10.1037/per0000346

 37. Docter A, Zeeck A, von Wietersheim J, Weiss H. Influence of childhood trauma on depression in the INDDEP study. Psychoanal Psychother. (2018) 32:217–34. doi: 10.1080/02668734.2018.1459803

 38. Choi BH, Pos AE, Magnusson MS. Emotional change process in resolving self-criticism during experiential treatment of depression. Psychother Res J Soc Psychother Res. (2016) 26:484–99. doi: 10.1080/10503307.2015.1041433

 39. Katon W, Unützer J, Russo J. Major depression: the importance of clinical characteristics and treatment response to prognosis. Depress Anxiety. (2010) 27:19–26. doi: 10.1002/da.20613

 40. Huibers MJH, Cohen ZD, Lemmens LHJM, Arntz A, Peeters FPML, Cuijpers P, et al. Predicting optimal outcomes in cognitive therapy or interpersonal psychotherapy for depressed individuals using the personalized advantage index approach. PloS ONE. (2015) 10:e0140771. doi: 10.1371/journal.pone.0140771

 41. American Psychiatric Association [APA]. Diagnostic and Statistical Manual of Mental Disorders, 5th ed. DSM 5. Arlington, VA: American Psychiatric Publishing, Inc (2013).

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Zeeck, von Wietersheim, Weiss, Hermann, Endorf, Lau and Hartmann. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpsyt-11-00147-t002.jpg
A “Fast response”

vs. D “Transient Relapse” :!\;\

Categorical Regression R2 df F P=<

ANOVA 0.264 12,95 2.845 0.002
Predictors Measurement level Tolerance (after Importance df F P<

transformation)

CTQ Total Ordinal 0.980 0.461 4 18.012 0.000
DEQ2 _T1-TO Ordinal 0.960 0.143 4 6977 0.000
OPD_ExC Ordinal 0.980 0.397 4 14.665 0.000

D, Transient relapse o e
vs. F, Persistent relapse* t

ANOVA 0.184 10,113 2552 0,008

DEQ2 Seff-criticism Ordinal 0991 0.368 5 11.676 0000
SCL-ANXTO Ordinal 0978 0.291 4 4150 0004
PDym Norminal 0972 0.341 1 8.154 0005
A, Fast response “vs. B,, Slow |

response” ==

ANOVA 0204 11,188 4.387 0.0001

DEQ2 Self Criticism Ordinal 0315 0.837 5 33.072 0001
Difference DEQ2 T1-TO Ordinal 0685 0.837 6 56,038 0001
A&B, Final remission “vs. E&F, E \_ o v

Final Non-response”

ANOVA 0.284 12,164 5.430 0.0001

Depression Severity Ordinal 0.938 0.271 2 5.762 0.017
DEQ2 Self-criticism Ordinal 0.786 0.250 3 4.607 0.004
DEQ2 Diff. T1-TO Ordinal 0.884 0.246 4 17.702 0.001
OPD_SP Ordinal 0.845 0.233 3 4.909 0.030

DEQ2, Depressive Experience Questionnaire, subscale 2 selfcriticism; T1-T0, change from admission to discharge; T, time point of admission; CTQ, childhood trauma questionnaire,
total score; OPD_ExC, OPD structure questionnaire external communication; OPD_SP, OPD structure questionnaire, subscale self-perception; PD y/n, co-morbid personality disorder
yes/no; SCL-SOM, Symptom-Check-List, subscale somatization; SCL-Anx, Symptom-Check-List, subscale anxiety; N_add Axis 1, number of additional axis 1 diagnoses.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Self-Criticism and Personality Functioning Predict Patterns of Symptom Change in Major Depressive Disorder



		Introduction



		Methods



		Sample



		Measurement



		Statistical Analyses







		Results



		(A) Fast Response vs. (D) Transient Relapse



		(D) Transient Relapse vs. (F) Persistent Relapse



		(A) Fast Response vs. (B) Slow Response



		(A, B) Fast or Slow Response vs. (E, F) Non-response or Persistent Relapse







		Discussion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		References

















OPS/images/cover.jpg
’ frontiers
in Psychiatry

Self-Criticism and Personality
Functioning Predict Patterns of
Symptom Change in Major
Depressive Disorder





OPS/images/fpsyt-11-00147-g001.gif
Fastresponse

16

Slow response

Neo1

Recurrence

Ness

Nonresponse

—

Persistent relapse.

NegT

Retarded response.

.

Transient reapse

Ne6





OPS/images/fpsyt-11-00147-t001.jpg
Variable

Age
Gender

Education

Occupation

Number of previous episodes of MDD
Chronic depression)

Number of additional axis | diagnoses
Co-morbid personality disorder
Co-morbid somatic illness
Depression severity at intake
SCL-Global severity index GS
SCL-Anxiety subscale
SCL-Somatization subscale

CTQ total score

DEQ Dependency subscale

DEQ Self-criticism subscale

DEQ Change dependency subscale
DEQ Change Self-criticism subscale
Social support (Sozuk 14 total score)
OPD-SP Self perception

OPD-OP Object perception

OPD-SR Self-regulation

OPD-RRe Regulation of relationships.
OPD-INtC Internal communication
OPD-EXC External communication
OPD-AIO Attachment to internal objects

OPD-AEO Attachment to external objects

Antidepressant medication

Treatment duration (weeks)

Time point

TO
TO0
TO
TO
T0
TO
T0
TO
T0
TO
TO
TO
T0
TO
TO0
TO
TO-T1
TO-T1
TO
TO
T0
T0
TO
T0
TO
T0
TO
T
B |

Level of measurement

0Z000D0000D0DO0OO0O0DO0DODO0OO0O0DOZZZ2Z02Z2Z22Z222ZO

No of categories for MDS

NN NN N N N NN N NN NN N NN NN®®N NG NN N

Meaning of nominal categories

(Equal distribution)

f/m

</> 19 years
Employed/Unempolyed
None/1-2/more

<=/> 24 months

Yes/No
None/1-2/more
Moderate/Severe/Very severe
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
(Equal distribution)
Yes/No

(Equal distribution)

T0, admission; T1, discharge; TO-T1, change from admission to discharge; SCL, Symptom Check List; CTQ, Childhood Trauma Questionnaire; DEQ, Depressive Experience
Questionnaire; OPD, Operationalized Psychodynamic Diagnostics; (equal distribution), interval scaled variables were transformed into 7 ordered categories of equal size (N), covering
the whole range of the original variable; O, ordinal; N, nominal.









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Psychiatry





