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Although the diagnostic concept of recurrent brief depres- 
sion (RBD) is relatively recent (Angst and Dobler-Mikola 
1984, 1985), episodes of brief depression have been docu- 
mented since the 19th century. 

In his excellent monograph on melancholia, Pohl 
(1852) described a female patient who had developed a 
recurrent melancholic disorder over a period of 2 years, 
displaying symptoms of depression, anxiety, loss of ap- 
petite, insomnia, and an inability to work. After "recov- 
ery", she developed multiple brief depressive episodes, 
which lasted no more than 2 days but which recurred con- 
stantly. This led Pohl to formulate the question: "is this 
periodic melancholia?" (p. 124). 

Head (1901) described cases of brief depression in 
considerable detail: the symptoms only lasted for a period 
of a few or more hours, but the patient would frequently 
recall the depression as having persisted for 1 or 2 days. 
Head stressed, however, that the condition usually did not 
remain stable over the period of days but ebbed and 
flowed in attacks of varying duration. Such brief depres- 
sion was frequently linked with ideas of suicide or with an 
impulse for self-destruction and suicide (p. 364). 

Gregory (1908, 1915) of the Bellevue Hospital, New 
York, drew attention to the great clinical relevance of 
what he described as "transient attacks of manic-depres- 
sive insanity," attacks which might be of some days' or 
even of only a few hours' duration, were quite frequently 
observed, and which he termed "atypical". Gregory made 
the significant observation that these fleeting attacks were 
independent of menstruation. He also ascribed many sud- 
den and unexpected suicides to them. Gregory pointed out 
that such attacks often went unrecognized, even by the pa- 
tient himself, who frequently interpreted them as some 
common physical ailment. He identified some cases as 
"somatic phases of manic-depressive psychoses" (p. 1043). 
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In other instances, he reported a close association with 
dipsomania, which he explained as a special form of the 
recurrent transient attacks of depression. 

Paskind's (1929) investigation of the histories of 633 
cases of recurrent attacks of manic-depressive depression 
in the private records of his colleague Patrick (1929), 
found 13.9% of cases with a history of an attack lasting 
from a few hours to a few days. He observed that such 
diminutive attacks of manic-depressive depresssion were 
rarely recognised for what they were. Describing the typ- 
ical symptoms of such illnesses, he stressed the fact that 
most patients were not seen by physicians and that "con- 
sequently [the attacks] may be repeated for decades with- 
out skilled observation until the first protracted depres- 
sion" (p. 133). Like Gregory, Paskind noted the risk of 
suicide among these patients, a risk also emphasised by 
Patrick (1929) and Read (1929). Paskind considered the 
treatment for the brief attacks to be the same as that for 
the long ones. 

Busse et al. (1955) also observed recurrent brief de- 
pression as a frequent disorder amongst the elderly in the 
community. The authors state (p. 897): " . . .The depressive 
periods.., occurred at least once a month, and their dura- 
tion varied from a portion of an hour to a few days. The 
subjects reported that these episodes of depression had not 
occurred in their younger years." Nevertheless, "a signifi- 
cant portion of our subjects reported a definite increase in 
frequency and depth of depressive episodes". 

As early as 1899, Kraepelin classified short, mild de- 
pressive and hypomanic states bordering on normality in 
the group "manic-depressive insanity." Yet such short 
states of depression, frequently severe rather than mild, 
have been consistently neglected by psychiatric research 
although they are common. 

Since 1980, brief depressive episodes have become the 
focus of renewed attention. Clayton et al. (1980) de- 
scribed the syndrome of "very brief depression" (VBD), 
which was observed in a study of affective disorders 
among professional women. VBD was characterised as a 
depressed mood of 3-7 days' duration, with three or more 
depressive symptoms and a change in mood or personal- 
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ity that was recognised by others. Clayton stressed that 
such episodes were not systematically associated with the 
premenstrual phase in females. 

Prospective observation studies were carried out in 
London by Montgomery and Montgomery (1982, 1983) 
and Montgomery et al. (1989, 1990) on psychiatric pa- 
tients with a history of several suicide attempts, and 
brought to light some important clinical findings. The pa- 
tients were given long-term treatment, aimed at prevent- 
ing further suicide attempts. During treatment, they expe- 
rienced irregular episodes of brief depression, which man- 
ifested itself as multiple short-lived depressive mood 
swings of 3 days median duration, most of them severe 
and sometimes associated with suicidal intentions. 

In 1978, a longitudinal, epidemiological cohort study 
of young adults assessing subthreshold psychiatric mor- 
bidity was launched in Zurich, Switzerland. An analysis 
of the continuum from normal to pathological depresive 
mood swings (Angst and Dobler 1984) showed the fre- 
quent occurrence of depressive episodes lasting not more 
than 8 days. Three subgroups of brief depression were 
distinguished: non-recurrent, low recurrent and highly re- 
current. 

RBD was thereafter the subject of further investiga- 
tions (Angst and Dobler-Mikola 1985). The first opera- 
tional definition applied different symptom thresholds for 
males and females (Angst and Dobler-Mikola 1985, 1988) 
but was later revised by Angst (1988). According to this 
definition, the manifestation of a fully developed major 
depressive syndrome, with four out of eight symptoms 
(DSM-III) or five out of nine symptoms (DSM-III-R) is 
crucial to a diagnosis of RBD (Angst et al. 1989, 1990). 
Approximately 90% of RBD episodes last on average 1 to 
3 days. They recur irregularly and frequently. A minimum 
frequency of 12 per year is required for a diagnosis of RBD. 
In order to avoid over-diagnosing in population surveys, 
subjective work impairment is also required as a diagnos- 
tic criterion. 

The Zurich Study demonstrated the clinical relevance 
of recurrent brief depression, its social consequences, and 
rates of treatment, and established the high risk of at- 
tempted suicide and the social disability associated with 
it. A positive family history was present in RBD subjects, 
as in the case of major depressives. RBD and major de- 
pression also share comorbidity with anxiety disorders 
and substance abuse. RBD and major depression are often 
present longitudinally in the same subjects, without there 
being any systematic preference as to sequence. It was 
concluded that RBD does not form a special psychiatric 
disorder but belongs to the spectrum of mood disorders, 
as Kraepelin (1899) suggested. He erroneously unified 
bipolar and unipolar depression, whereas RBD belongs in 
the majority of cases to the unipolar group. 

More recently, community studies (Maier et al. 1992; 
L6pine 1992) and the comprehensive WHO study of pri- 
mary care patients carried out in 15 treatment centres in 
14 countries worldwide, have confirmed the existence of 
RBD. Their findings have corroborated the high prevalence 
of the disorder in the general population and in general prac- 

tice and confirmed its comorbidity with attempted suicide, 
other forms of depression, anxiety disorders and substance 
abuse. Another study (Staner et al. 1992) reported abnor- 
malities in neuroendocrine functions and changed sleep 
patterns in patients with RBD and found a relatively low 
overlap with personality disorders (axis-II diagnoses). 

It is surprising that a condition that is so common 
should have received such scant scientific attention over 
the past century. An explanation for this was suggested by 
Paskind (1929) when he observed that "Very likely, most 
patients subject to brief attacks alone are not seen by 
physicians or are seen only by general practioners, since 
these illnesses are short, may appear at long intervals and 
apparently yield to some simple remedy. Consequently 
they may be repeated for decades without skilled observa- 
tion until the first protracted depression." (p. 133) 

Fortunately, RBD was integrated as a new diagnostic 
category in ICD-10 (1992) with a slightly softer frequency 
criterion; however, in DSM-IV (1994) it is still listed, to- 
gether with minor and other depression, as a subcategory 
of depressive disorders "not otherwise specified." 

Over the past few years, important new data on RBD 
have been collected and are now being published in this 
special issue of our journal. The WHO Study mentioned 
earlier on psychological problems in general health care is 
of paramount importance in this respect. It is form this 
important study, carried out in 14 countries, that Weiller et 
al. report prevalence rates of recurrent brief depression 
and describe the practical relevance of this subtype of de- 
pression in general practice. The current prevalence rate 
of roughly 10% in primary care confirms the results of 
earlier community studies carried out in Zurich and in 
Mainz (Maier et al. 1992).The papers in this special issue 
also deal with the presently available diagnostic criteria 
and discuss whether or not they should be revised. Here 
the main focus is on two questions: the frequency crite- 
rion of RBD, i.e. whether the episodes should have oc- 
curred monthly over 1 year or (new) 6-monthly or even 
(new) less frequently, and on the impairment criterion. 
The diagnostic criteria may, indeed, require further im- 
provement in the future; however, in order to avoid over- 
diagnosis, changes will need to be based on empirical data 
and validated by community studies. 

RBD shows some seasonality; there may even be a sub- 
class of seasonal RBD disorder, as suggested by Kasper et 
at. in this issue. 

The treatment of RBD remains an unsolved problem 
and is an increasing challenge. By definition, we are deal- 
ing with a "rapid cycling," brief unipolar depressive ill- 
ness, which is apparently difficult to treat, as illustrated by 
the pioneering studies carried out by Montgomery et al. 
(1979, 1983). Their most recent results are presented in 
this issue. Unfortunately, none of the studies which they 
have so far conducted has been able to find a prophylactic 
effect of antidepressants against the recurrence of brief 
depression. 

Despite the now extensive research into recurrent brief 
depression, many questions remain unanswered: Can we 
improve the definition? Is the assessment reliable? Is there 



a p rophy lac t i c  t rea tment?  A r e  there any p syc hosoc i a l  
r isk  fac tors?  W h a t  is the re la t ionsh ip  be tween  R B D  and 
personali ty disorders? Nevertheless,  it is now established 
that recurrent brief  depression belongs to the spectrum of  
mood disorders,  is a frequent condit ion and a major  - not a 
minor  - form of  affective illness, and that it is found across 
cultures. As such, RBD deserves much greater attention. 

References 

American Psychiatric Association (1980) Diagnostic and Statisti- 
cal Manual of Mental Disorders (DSM-III). (3rd ed) American 
Psychiatric Association, Washington DC 

American Psychiatric Association (1987) Diagnostic and Statisti- 
cal Manual of Mental Disorders (DSM-III-R). American Psy- 
chiatric Association, Washington DC 

American Psychiatric Association (1993) DSM-IV Draft Criteria. 
Task Force in DSM-1V. American Psychiatric Association, 
Washington, D.C. 

Angst J (1988) Recurrent brief depression. A new concept of mild 
depression. In: Abstracts of the XVIth C.I.N.P. Congress, Mu- 
nich 1988. Psychopharmacology (Suppl) 96:62 

Angst J, Dobler-Mikola A (1984) The Zurich Study. II. The con- 
tinuum from normal to patholgocial depressive mood swings. 
Eur Arch Psychiatry Neurol Sci 234:30--38 

Angst J, Dobler-Mikola A (1985) The Zurich Study. A prospective 
epidemiological study of depressive, neurotic, and psychoso- 
matic syndromes. IV. Recurrent and nonrecurrent brief depres- 
sion. Eur Arch Psychiatry Neurol Sci 234:408-416 

Angst J, Dobler-Mikola A (1988) Depressive Syndrome in einer 
Kohorte junger Erwachsener im L~ingsschnitt. In: Olbrich RG 
(ed) Prospektive Verlaufsforschung in der Psychiatrie. 
Springer, Berlin Heidelberg New York pp 67-81 

Angst J, Merikangas KR, Scheidegger P (1989) Recurrent brief de- 
pression: a new subtype of affective disorder. British Associa- 
tion for Psychopharmacology (BAP), Canadian College of 
Neuropsychopharmacology (CCNP), Joint Annual Meeting, 
Cambridge, England, 1989 

Angst J, Merikangas KR, Scheidegger P, Wicki W (1990) Recur- 
rent brief depression: a new subtype of affective disorder. J Af- 
fect Disord 19 : 87-98 

Busse EW, Barnes RH, Silverman AJ, Thaler M, Frost LL (1955) 
Studies of the processes of aging, X: the strengths and weak- 
nesses of psychic functioning in the aged. Am J Psychiatry 111 : 
896-901 

173 

Clayton PJ, Marten S, Davis MA, Wochnik E (1980) Mood disor- 
der in women professionals. J Affect Disord 2 : 37-46 

Gregory MS (1908) Annual Report of Bellevue and Allied Hospi- 
tals, New York 

Gregory MS (1915) Transient attacks of manic-depressive insan- 
ity. Med Rec 88 : 1040-1044 

Head H (1901) Certain mental changes that accompany visceral 
disease. Brain 24 : 345-369 

ICD-10 (1992) The ICD-10 Classification of Mental and Behav- 
ioural Disorders. Clinical descriptions and diagnostic guide- 
lines. World Health Organization, Geneva 

Kraepelin E (1899) Psychiatrie. Ein Lehrbuch far Studierende und 
Arzte. (6. Aufl.) Bart, Leipzig 

Ldpine JP, Boyer P, Rein W, Dreyfus JP (1992) A French National 
Survey of tranquillizer users with Eur Sympos Psychiatr Epi- 
demiol Soc Psychiatry, Zurich April 1992 (Abstract) 

Maier W, Lichtermann D, Oehrlein A, Fickinger M. Depression in 
the community: A comparison of treated and non-treated cases 
in two non-referred samples. Psychopharmacology 106: 
$79-$81 

Montgomery SA, Montgomery D (1982) Pharmacological preven- 
tion of suicidal behaviour. J Affect Disord 4:291-298 

Montgomery SA, Montgomery D, McAuley R, Rani S J, Roy DH, 
Shaw PJ (1979) Maintenance therapy in repeat suicidal behav- 
iour: a placebo controlled trial. Proc 10th International Con- 
gress for Suicide Prevention and Crisis Intervention, pp 
227-229 

Montgomery SA, Roy D, Montgomery DB (1983) The prevention 
of recurrent suicidal acts. Br J Clin Pharmacol 15: 183S-188S 

Montgomery SA, Montgomery D, Baldwin D, Green M (1989) In- 
termittent 3-day depression and suicidal behaviour. Neuropsy- 
chobiology 22:128-134 

Montgomery SA, Montgomery D, Baldwin D, Green M (1990) 
The duration, nature and recurrence rate of brief depressions. 
Prog Neuro Psychopharmacol Biol Psychiatry 14 : 729-735 

Paskind HA (1929) Brief attacks of manic-depressive depression. 
Arch Neurol Psychiatry (Chicago) 22:123-134 

Patrick HT (1929) Brief attacks of manic-depressive depression. 
Arch Neurol Psychiatry (Chicago) 22:133-134 

Pohl E (1922) Die Melancholie nach dem neuesten Standpunkte 
der Physiologie und auf Grundlage klinischer Beobachtungen. 
Verlag JG Calve'schen Buchhandlung, Prag 

Read CF (1929) Brief attacks of manic-depressive depression. 
Arch Neurol Psychiatry (Chicago) 22:133 

Staner L, De La Fuente JM, Kerkhofs M, Linkowski P, Mendle- 
wicz J (1992) Biological and clinical features of recurrent brief 
depression: a comparison with major depressed and healthy 
subjects. J Affect Disord 26:241-246 


