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Background: There is increasing interest in the extent
to which individuals with subthreshold depression face
increased risks of subsequent major depression and other
disorders.

Objective: To examine linkages between the extent of
depressive symptoms (asymptomatic, subthreshold, ma-
jor depression) at ages 17 to 18 years and mental health
outcomes up to age 25 years in a New Zealand birth co-
hort.

Design: Data were gathered during the Christchurch
Health and Development Study, a 25-year longitudinal
study of a birth cohort of 1265 New Zealand children (635
males, 630 females).

Setting: General community sample.

Participants: The analysis was based on 1006 partici-
pants who represented 80% of the original cohort.

Main Outcome Measures: Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition symptom cri-

teria for major depression and anxiety disorder, treatment-
seeking, suicidal ideation, and suicide attempt.

Results: There were significant associations (P�.01) be-
tween the extent of depression at ages 17 to 18 years and
rates of subsequent depressive symptoms, major depres-
sion, treatment for depression, anxiety disorder, treat-
ment for anxiety disorder, suicidal ideation, and suicide
attempts. After adjustment for covariate factors, the ex-
tent of depression at ages 17 to 18 years remained asso-
ciated with later depression and suicidal tendencies.
Planned comparisons showed that sample members with
subthreshold depression had a similar prognosis to those
meeting criteria for major depression.

Conclusions: Findings suggest that sample members with
subthreshold depression are a group with elevated risks
of later depression and suicidal behaviors. Current di-
agnostic procedures, which classify people with sub-
threshold depression into complex discrete groups, might
obscure the fact that depressive symptoms are dimen-
sional and range from none to severe.
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I NTRODUCING STANDARDIZED DI-
agnostic criteria for major depres-
sion (MD) has overcome many is-
sues relating to the classification
and treatment of individuals with

depression.1-4 At the same time, dividing
the population into “cases” and “non-
cases” has raised issues about the status
of individuals with minor or subthresh-
old depression. These individuals have
clinically relevant symptoms of MD with-
out meeting the full criteria for this dis-
order.5-7 It has been increasingly recog-
nized that individuals with subthreshold
depression do not have a similar progno-
sis to those who are asymptomatic. How-
ever, there is little agreement on how to
address the diagnosis of subthreshold de-
pression.3,8 Modern classification sys-
tems such as the Diagnostic and Statisti-
cal Manual of Mental Disorders, Fourth

Edition (DSM-IV) have established diag-
nostic categories for subsyndromal de-
pressive symptoms, including “dysthy-
mia,” “brief recurrent depression,” and
“minor depressive disorder.”9 Alterna-
tively, evidence suggests that there is a con-
tinuum of depressive disorders that do not
exist within discrete categories.10,11

Increasing evidence suggests that in-
dividuals with subthreshold depression
have an increased risk of subsequent MD
and other adverse outcomes.11-14 For ex-
ample, Lewinsohn et al10 found that in-
creasing levels of subthreshold depres-
sive symptoms predicted later MD and
substance abuse or dependence. How-
ever, there are a number of limitations to
the research evidence in this area. First,
in most studies, the length of follow-up
from the initial diagnosis was relatively
short (typically 1 year; see Cuijpers and
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Smit15), which raises issues about the extent to which sub-
threshold depression is prognostic of later outcomes. Sec-
ond, most studies focused on the extent to which sub-
threshold depression predicts later MD but did not address
the extent to which individuals with subthreshold de-
pression are at risk for other mental disorders. Finally,
little attention was given to the issue of confounding. In
particular, the higher risks experienced by individuals
with subthreshold depression might not be due to the
sequelae of subthreshold depression per se but might re-
flect social, contextual, and related factors that are asso-
ciated with the reporting of subthreshold depression and
related to later MD and other mental disorders.

Against this background, we report the results of a
7-year prospective study of the linkages between sub-
threshold depression in adolescence (17-18 years) and
subsequent mental health in young adulthood (18-25
years) using data on a birth cohort of more than 1000
New Zealand young people studied to the age of 25 years.
The aims of this study were (1) to document the preva-
lence of subthreshold depression, (2) to examine the link-
ages between subthreshold depression and subsequent
mental health outcomes, and (3) to adjust the associa-
tions between subthreshold depression and later mental
health outcomes for potentially confounding factors.

METHODS

PARTICIPANTS

Data were gathered as part of the Christchurch Health and
Development Study— a longitudinal study of a birth cohort of
1265 children (635 males, 630 females) who were born in the
Christchurch (New Zealand) urban region in mid 1977. This
cohort was studied at birth, at 4 months, at 1 year, and at
annual intervals to age 16 years and again at ages 18, 21, and
25 years using information from a combination of sources,
including parental interviews, teacher reports, psychometric
testing, self-reports, and medical and police records.16 All
study information was collected on the basis of signed and
informed consent from study participants. The analyses
reported in this article were based on the sample of 1006
young people who were assessed on measures of depression at
age 18 and on mental health outcomes at age 21 or 25 years.
This sample represented 80% of the initial cohort of 1265
sample members.

EXTENT OF DEPRESSION

At age 18 years, sample members had a comprehensive mental
health interview designed to assess aspects of psychosocial ad-
justment. Part of this interview used items from the Compos-
ite International Diagnostic Interview (CIDI)17 to assess DSM-
IV18 symptom criteria for MD. Participants were questioned about
both current (past month) symptoms and symptoms occur-
ring in the past 12 months, as well as any associated impair-
ment. For the present analysis, this information was used to
construct a 3-level variable representing the extent of depres-
sion over the interval from 17 to 18 years. Sample members
who reported 5 or more of the relevant diagnostic criteria for a
major depressive episode at any time in the past 12 months,
and who also reported severe impairment in at least 1 area of
life functioning, were classified as having MD (18.4% of the
sample). Sample members who met the core symptom criteria

of depressed mood or loss of interest for a period of at least 2
weeks, but who did not meet the diagnostic cut point of 5 or
more symptoms or who did not report significant distress or
impairment of functioning, were classified as having subthresh-
old depression (7.3%). The remaining sample members were
classified as asymptomatic (74.4%).

MENTAL HEALTH OUTCOMES

At ages 21 and 25 years, sample members again had a compre-
hensive mental health interview that examined aspects of psy-
chosocial adjustment since the preceding assessment.

Items from the CIDI were used to assess DSM-IV symptom
criteria for MD. Sample members were questioned about depres-
sive symptoms occurring over the past month, the past 12 months,
and the period since the previous assessment, as well as any as-
sociated impairment. In addition, any participant who reported
either of the core major depressive symptoms (depressed mood,
loss of interest) was also questioned about seeking treatment for
depression. We used this information to construct the follow-
ing measures of depression for each interval (18-21 years, 21-25
years): (a) whether the individual met DSM-IV diagnostic crite-
ria for a major depressive episode at any time during the inter-
val, (b) a count of the number of DSM-IV symptom criteria for
MD reported at any time during the interval, and (c) whether
the respondent sought treatment for depression from a mental
health professional (general practitioner, psychiatrist, psycholo-
gist, counselor) during the interval.

We used relevant CIDI items to assess DSM-IV criteria for
a range of anxiety disorders, including generalized anxiety dis-
order, social phobia, specific phobia, panic disorder, and ago-
raphobia. In addition, sample members who reported any anxi-
ety symptoms were also questioned about seeking treatment
for anxiety-related problems. This information was used to con-
struct the following measures of anxiety disorder for each in-
terval (18-21 years, 21-25 years): (a) whether the individual
met DSM-IV criteria for any anxiety disorder during the inter-
val, (b) a count of the total number of anxiety disorders for which
the participant met diagnostic criteria during the interval, and
(c) whether the sample member sought treatment for anxiety-
related problems from a mental health professional during the
interval.

We questioned sample members on the frequency of sui-
cidal thoughts or suicide attempts occurring since the previous
assessment. This questioning was conducted separately from
the questioning about depressive symptoms and was used to
construct 2 measures of suicidal behavior for each interval
(18-21 years, 21-25 years): (a) whether the sample member
reported any suicidal ideation during the interval and (b) a
count of the number of suicide attempts (if any) reported in
each interval.

CONFOUNDING FACTORS

Data gathered during the course of the study provided infor-
mation on a wealth of factors that might confound the asso-
ciations between the extent of depression at ages 17 to 18 years
and later mental health. The following factors were selected as
potential confounders on the basis of previous analyses on the
cohort.19,20

Maternal education at the time of the survey child’s birth
was classified in 3 levels according to the mother’s highest level
of educational attainment (no formal qualifications, high-
school qualifications, tertiary qualifications). Maternal age was
coded in whole years at the time of the survey child’s birth. Fam-
ily socioeconomic status was assessed at the point of birth us-
ing the Elley-Irving21 scale of socioeconomic status for New Zea-
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land. This index classifies families into 6 levels on the basis of
paternal occupation. The quality of family living standards was
assessed at annual intervals from ages 1 to 10 years on the ba-
sis of interviewer ratings made on a 5-point scale from very good
to very poor.

As part of the study, detailed information was obtained at
annual intervals from birth to age 15 years on any changes in
family composition. An index of family instability during child-
hood used a count of the total number of changes of parents
experienced by the child up to age 15 years. The quality of pa-
rental attachments during adolescence was assessed at age 15
years using the Armsden and Greenberg22 Parental Attach-
ment Scale. The reliability of this scale, assessed using coeffi-
cient �, was 0.87. When sample members were aged 15 years,
parents were questioned about their history of alcoholism or
problems with alcohol: 11.9% of the sample had at least 1 par-
ent who reported alcohol problems. When sample members were
aged 11 years, parents were questioned about their use of can-
nabis or other illicit drugs: 24.4% of the sample had at least 1
parent with a history of illicit drug use.

At ages 18 and 21 years, sample members were questioned
concerning their experience of childhood sexual abuse prior to
age 16 years and the nature and context of any episodes of abuse.
Using these data, we constructed a 4-level classification of the
severity of the abuse experience based on the worst episode of
abuse reported at either age.23 This classification was no sexual
abuse (86.0% of the sample), noncontact sexual abuse only (2.7%),
contact sexual abuse not involving attempted or completed in-
tercourse (5.1%), or attempted or completed intercourse (6.2%).
The extent of childhood physical abuse was assessed on the ba-
sis of the young people’s reports of the extent of parental use of
physical punishment during their childhoods (prior to age 16
years), also obtained when sample members were aged 18 years
and 21 years. The extent of physical punishment was coded on
a 4-point scale based on the highest level of physical punish-
ment reported at either age23: parents never used physical pun-
ishment (4.5% of the sample), parents rarely used physical pun-
ishment (78.2%), at least 1 parent regularly used physical
punishment (11.3%), or at least 1 parent used physical punish-
ment too often or too severely (6.0%).

The first individual characteristic recorded was gender. We
assessed child neuroticism using a short-form version of the neu-
roticism scale of the Eysenck Personality Inventory,24 which was
administered when sample members were aged 14 years. The re-
liability of this scale, assessed using coefficient �, was 0.80. Nov-
elty seeking was assessed using the novelty-seeking subscale of
the Tridimensional Personality Inventory,25 administered when
sample members were aged 16 years. The reliability of this scale,
assessed using coefficient �, was 0.76. We obtained a measure
of self-esteem at age 15 years using the Coopersmith Self-
Esteem Inventory.26 The full-scale score was used in the present
analysis, and this measure had a reliability (�) of 0.76.

At ages 15 and 16 years, sample members were questioned
using components of the Diagnostic Interview Schedule for Chil-
dren27 to assess DSM-III-R28 criteria for MD and anxiety disor-
ders, including overanxious disorder, generalized anxiety dis-
order, social phobia, and simple phobia over the previous 12
months. In addition, we questioned sample members about sui-
cidal thoughts and suicide attempts over this period. This in-
formation was combined over the 2 assessment periods to pro-
vide measures reflecting the history of MD, anxiety disorder,
and suicidal behaviors prior to age 17 years.

When the sample members were 18 years old, we obtained
information on a range of other mental health problems that
were comorbid with depressive symptoms. CIDI items were
used to assess DSM-IV diagnostic criteria for a range of anxiety
disorders, including generalized anxiety disorder, social pho-
bia, specific phobia, panic disorder, and agoraphobia. We also

used CIDI items to assess DSM-IV diagnostic criteria for a
range of substance-use disorders, including alcohol abuse,
alcohol dependence, illicit drug abuse, and illicit drug depen-
dence. Sample members were also questioned about suicidal
thoughts and suicide attempts occurring since the previous
assessment.

STATISTICAL METHODS

The statistical significance of the bivariate associations
between the extent of depression at ages 17 to 18 years and
subsequent mental health outcomes at 18 to 21 years and 21 to
25 years (Table 1) was tested using the �2 test for dichoto-
mous outcomes and negative binomial regression for count
data. Tests of the linearity of the observed associations were
conducted using the Mantel-Haenszel �2 test of linear trend for
dichotomous outcomes and negative binomial regression for
count data.

To adjust the observed associations for confounding by child-
hood and family factors and comorbid disorders, we fitted gen-
eralized estimating equation models29,30 to the data. These mod-
els pooled the repeated measures on each outcome at ages 18
to 21 years and 21 to 25 years to produce an estimate of the
population-averaged effect of the level of depression at ages 17
to 18 years on the outcome after adjustment for covariates. For
dichotomous outcomes, we fitted logistic regression models,
whereas for count outcomes, we used negative binomial mod-
els. The general form of the fitted model was

g (Yit)=B0+B1Xi1+B2Xi2+�BjZij+Uit

where Yit represented the outcome Y for subject i in interval t;
g (Yit) represented the log odds of Yit for dichotomous out-
comes or the logarithm of Yit for count data; Xi1 and Xi2 were
design variables representing membership of the subthresh-
old or MD groups respectively for each subject; Zij was the set
of confounding factors for subject i; and Uit represented the
disturbance terms for the model. The disturbance terms Uit were
assumed to be correlated over time. From the fitted model, es-
timates of the covariate adjusted rate ratios were obtained. The
generalized estimating equation model in the equation yields
an estimate of these ratios averaged over the 2 measurement
periods (18-21 years, 21-25 years). (These estimates were given
by eB1 and eB2.) The fitted model parameters were also used to
conduct multiple tests of significance between pairs of model
parameters. We fitted all generalized estimating equation mod-
els using Stata 6.0.31 To test for gender � depression interac-
tions, we extended the model in the equation to include gen-
der � depression interaction terms.

To examine the implications of loss to follow-up, missing data,
and possible sample selection bias on the results, we used the
data weighting methods described by Carlin et al.32 These meth-
ods involved a 2-stage analysis process. In the first stage, we con-
structed a sample selection model by using data gathered at birth
to predict participation at each time point. This analysis showed
that there were statistically significant (P�.05) tendencies for
the attained sample at each age to underrepresent children from
socially disadvantaged backgrounds (low parental education, low
socioeconomic status, single-parent family). The sample was then
poststratified into a series of groups and the probability of study
participation estimated for each group at each age. In the sec-
ond stage of the analysis, we reanalyzed the data with the ob-
servations for each individual weighted by the inverse of the prob-
ability of study participation at each age. This analysis produced
essentially identical conclusions to the analysis reported here,
suggesting that the effects of sample selection bias on the re-
sults were likely to be minimal.
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RESULTS

ASSOCIATIONS BETWEEN EXTENT OF
DEPRESSION AND LATER MENTAL HEALTH

Table 1 shows the cohort classified into 3 groups (asymp-
tomatic, subthreshold, MD) on the basis of measures of
MD at ages 17 to 18 years. For each group, the table re-
ports on mental disorders and treatment-seeking at ages
18 to 21 years and 21 to 25 years. Each comparison was
tested for statistical significance using the �2 test for di-
chotomous outcomes and negative binomial regression
for count data.

For measures of depression, anxiety, and suicidal be-
haviors, the table shows clear and significant trends for
the extent of depression at ages 17 to 18 years to be re-
lated to subsequent mental health outcomes at ages 18 to
21 years and 21 to 25 years. In most instances, the results
suggested a dimensional model in which rates of subse-
quent outcomes varied with the extent of depression at
ages 17 to 18 years. To test this dimensional model, we
applied tests of linearity to the data, and all cases showed
evidence of significant linear trends between the extent
of depression at ages 17 to 18 years and later outcomes.

COVARIATE ADJUSTED RESULTS

The findings in Table 1 fail to take into account poten-
tial confounding factors that might have been related to

depression at ages 17 to 18 years and also to later out-
comes. As explained in the Methods section, a number
of potentially confounding factors were identified on the
basis of previous analyses of this cohort. These confound-
ing factors included child, family, social, and related life
history measures; comorbid mental disorder at age 18;
and MD, anxiety disorders, and suicidal behaviors prior
to age 17.

To take these factors into account, we fitted general-
ized estimating equation models to the data at ages 18
to 21 years and 21 to 25 years. For dichotomous out-
comes, we fitted logistic regression models, whereas for
the count variables, we used negative binomial regres-
sion models. From these models, we computed esti-
mates of covariate-adjusted, population-averaged rate ra-
tios (see Methods), comparing the rate of disorder in the
subthreshold and MD groups relative to the asymptom-
atic group for each outcome (Table 2). In all analyses,
we made planned comparisons between the rate ratios
for various groups, and the table also gives the overall
statistical significance of the association with each out-
come after adjustment for confounding. The table shows
the following:

1. Following control for confounding, significant as-
sociations remained between the extent of depression at
ages 17 to 18 years and subsequent depression (MD, de-
pressive symptoms, treatment-seeking). In all compari-
sons, the results show that those individuals in the sub-
threshold and MD groups had significantly higher rates

Table 1. Associations Between Extent of Depression and Rates of Subsequent Mental Health Problems

Outcome

Extent of Depression (17-18 y)

�2 (2 df ) P ValueAsymptomatic Subthreshold Major Depression

18-21 y (n = 728) (n = 73) (n = 182)
Major depression, % 16.4 27.4 50.0 83.5 �.001
Mean No. of

depressive symptoms
1.7 3.4 5.0 158.7 �.001

Sought treatment for
depression, %

6.7 13.7 32.4 76.5 �.001

Any anxiety disorder, % 9.2 13.7 25.3 31.9 �.001
Mean No. of anxiety

disorders
0.12 0.21 0.43 44.9 �.001

Sought treatment for
anxiety-related problems, %

2.5 9.6 13.2 31.7 �.001

Suicidal ideation, % 10.0 20.6 26.4 33.3 �.001
Mean No. of suicide

attempts
0.04 0.12 0.16 12.5 �.005

21-25 y (n = 725) (n = 72) (n = 179)
Major depression, % 15.7 33.3 39.1 50.4 �.001
Mean No. of

depressive symptoms
1.7 3.3 4.0 195.3 �.001

Sought treatment for
depression, %

11.0 26.4 26.8 33.7 �.001

Any anxiety disorder, % 14.2 19.4 31.3 27.5 �.001
Mean No. of anxiety

disorders
0.20 0.29 0.50 29.0 �.001

Sought treatment for anxiety-
related problems, %

5.2 13.9 15.6 23.5 �.001

Suicidal ideation, % 10.2 20.8 16.2 10.1 �.01
Mean No. of suicide

attempts
0.02 0.07 0.09 7.3 �.05
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of subsequent depression and treatment-seeking than
those in the asymptomatic group. However, the ad-
justed rates of disorder and treatment-seeking in the sub-
threshold and MD groups were not significantly differ-
ent.

2. For measures of subsequent anxiety disorder, the
adjusted associations with prior depression were gener-
ally modest and not statistically significant. The ad-
justed rates of anxiety disorder in the subthreshold group
were no different from those in the asymptomatic group,
whereas those in the MD group had only mildly el-
evated rates of anxiety disorder in comparison with the
other groups. However, treatment-seeking for anxiety-
related problems remained significantly associated with
the extent of prior depression after adjustment. In addi-
tion, the adjusted rate ratios of treatment-seeking in the
subthreshold and MD groups were similar and signifi-
cantly higher than those in the asymptomatic group.

3. The results for measures of suicidal behavior were
similar to those for the depression outcomes. For sui-
cidal ideation, the association with extent of depression
at ages 17 to 18 years remained significant after adjust-
ment for confounding. Further, the adjusted rates of sui-
cidal ideation in the subthreshold and MD groups were
significantly higher than for the asymptomatic group but
were not significantly different from each other. For sui-
cide attempts, the pattern of adjusted rate ratios was sug-
gestive of increasing risk with increasing severity of de-
pression at ages 17 to 18 years. However, the adjusted
association with extent of depression at ages 17 to 18 years
was only marginally significant, perhaps reflecting the
reduced precision of this analysis as a result of the low
base rate of suicide attempts.

SUPPLEMENTARY ANALYSES

To examine the extent to which the associations be-
tween early depression and later outcomes varied with
gender, the models in Table 2 were extended to include
gender by extent of depression interaction terms. No sig-
nificant interactions were found, suggesting that the as-
sociations between the extent of depression at ages 17

to 18 years and subsequent mental health were gener-
ally similar for males and females.

We also extended the analysis to examine the extent to
which depressive symptoms were related to later sub-
stance dependence (alcohol, illicit drugs) at ages 18 to
21years and 21 to 25 years. The analysis suggested that early
depression was unrelated to later substance dependence
when due allowance was made for covariate factors.

COMMENT

In this study, we used data gathered over the course of a
25-year longitudinal study to examine the longer-term
consequences of depressive symptoms in adolescence. The
study showed that at the age of 18 years, more than a quar-
ter of the cohort reported at least 1 core DSM-IV symp-
tom of MD, with 18.4% meeting criteria for MD. The rate
of MD in our cohort at age 18 years was comparable with
the rate reported for the Dunedin Multidisciplinary Study
(17.2%) at age 18 years.33 Overall, 7.3% of the sample
met criteria for subthreshold depression. This rate is some-
what lower than that reported in other studies, and it
might reflect specific features of this study, including the
age of the cohort and the methods used to define MD.

Two major findings emerged from this analysis. First,
in comparison with those who were asymptomatic, young
people with subthreshold depression had elevated risks
of later depression and suicidal behaviors. Second, the
risks of future adverse outcomes for those with sub-
threshold depression were similar to the risks experi-
enced by those meeting criteria for MD. Collectively, these
findings make a strong case for the view that those with
subthreshold depression should not be classified as “non-
cases” and treated as though they have a similar prog-
nosis to those who are asymptomatic.5,12 Rather, the re-
sults suggest that the future mental health risks faced by
those with subthreshold depression are similar to the risks
experienced by those with MD.

These findings confirm and extend previous re-
search in this area in at least 3 ways. First, the findings
show that the increased risks associated with subthresh-

Table 2. Rate Ratios* Between Levels of Depression and Subsequent Mental Health Outcomes After Adjustment for Confounding

Outcome†

Extent of Depression (17-18 y)‡

�2 (2 df ) P ValueAsymptomatic Subthreshold Major Depression

Major depression 1a§ 2.4b (1.5-3.8) 2.4b (1.7-3.5) 28.3 �.001
No. of depressive symptoms 1a 1.9b (1.5-2.5) 1.8b (1.5-2.2) 49.6 �.001
Treatment for depression 1a 2.6b (1.5-4.5) 2.3b (1.5-3.6) 20.5 �.001
Any anxiety disorder 1a 1.1a (0.6-1.9) 1.3a (0.9-2.1) 1.9 .38
No. of anxiety disorders 1a 1.0a (0.6-1.7) 1.3a (0.9-1.9) 2.6 .27
Treatment for anxiety-related problems 1a 2.4b (1.1-4.9) 2.5b (1.5-4.5) 12.7 �.005
Suicidal ideation 1a 2.3b (1.3-4.0) 1.8b (1.1-2.9) 11.2 �.005
No. of suicide attempts 1a 1.6a,b (0.5-5.2) 2.2b (1.1-4.4) 5.4 .07

*The confidence interval is 95%.
†For dichotomous outcomes, the rate ratio measure used is the odds ratio; for continuous (count) measures, the rate ratio measure used is the incidence rate

ratio.
‡The sample size for the regression models was n=887.
§The results of planned comparisons for each outcome are indicated by the superscripts (a or b). Rate ratios with different superscripts are significantly different

from each other. Rate ratios with the same superscript are not significantly different.
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old depression are not transitory and might be evident
up to 7 years following an index episode. These findings
are consistent with other studies using similar fol-
low-up periods.8,10,12,14 Second, the results show that the
associations between subthreshold depression and later
outcomes hold, even following control for confounding
factors. Third, the results suggest that subthreshold de-
pression might be associated with increased risks of other
mental health problems, such as suicidal ideation and at-
tempts, in addition to increased risks of future depres-
sive symptoms and MD. To our knowledge, no current
study has examined all of these factors in combination,
using a prospectively assessed representative popula-
tion sample.

The findings clearly support the view that measures
of MD are best described by a dimensional model in which
the severity of symptoms ranges from none to severe. Un-
der this model, those meeting diagnostic criteria for MD
represent the extreme of a continuum rather than a dis-
tinct group of individuals suffering from a specific dis-
order. In turn, these conclusions raise important issues
about the classification of depression. The traditional
method of classifying depression in current diagnostic
systems, including the DSM-IV18 and International Clas-
sification of Diseases, 10th Revision,34 has been to distin-
guish those with clinically significant symptoms from oth-
ers. As shown in this article, such an approach leads to a
neglect of those with symptoms that fall below thresh-
old and might also obscure the dimensional features of
depressive disorder.

An alternative approach to current methods of clas-
sification is to base the classification of disorders on the
distinction between individuals with and without symp-
toms. Those with symptoms may then be classified fur-
ther into those with various levels of symptoms, rang-
ing from mild to severe. Under this approach, the
population is classified into a series of ordered sets that
describe the extent of depressive symptoms on a con-
tinuum from none to severe. This continuum subsumes
those meeting diagnostic criteria but also recognizes the
distinction between those who are asymptomatic and
those who have a subthreshold disorder. This issue has
been addressed to some degree by the addition of fur-
ther diagnostic categories to the DSM-III35 and later to
the DSM-IV.9,18,36 The inclusion of “dysthymic disorder”
as a diagnosis of subthreshold depressive symptoms dates
back to the DSM-III, but “recurrent brief depression” and
“minor depressive disorder” were appended to the DSM-
IV. However, a potential difficulty with these exten-
sions is that they lead to the classification of an increas-
ing number of “disorders,” which might simply reflect
the fact that measures of depressive symptoms are di-
mensional and range from none to severe. It might be
parsimonious and accurate to classify individuals on the
basis of the extent of their depressive symptoms rather
than create a complex vocabulary to describe different
“types” of depression.

A number of limitations apply to the present study.
First, the results apply to a specific cohort that was stud-
ied at a specific time and in a specific context. The ex-
tent to which these findings can be replicated in other
populations and contexts requires verification. Second,

despite the relatively large sample size, statistical power
might have been too small to detect significant differ-
ences, such as between the subthreshold group and the
asymptomatic group in suicide attempts.

The present findings have clinical implications to the
extent that individuals with subthreshold disorders clearly
form a population who is at a significantly increased risk
for further depression and suicidal behaviors. There is a
clear case for suggesting a need for increased clinical at-
tention and surveillance for those with symptoms of de-
pression who fail to meet current criteria for MD. The
recognition of early symptoms of depression then raises
the question as to whether the onset of MD can be pre-
vented by treating subthreshold symptoms and how to
do so. Future research can be directed toward answer-
ing these questions.
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