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Objective: This prospective study aimed to investigate the prognosis and rehabilitation of 
patients with recurrent depression and first episode depression after acute treatment in China.
Methods: A total of 434 patients with first-episode or recurrent depression who received acute 
treatment respectively from sixteen hospitals in thirteen cities in China were enrolled in this 
prospective study. All patients were followed up for 6 months after acute treatment. The 
following data were collected at baseline period and 1, 3, and 6 months after acute treatment: 
general information of patients, medication information and patient’s condition changes, brief 
16-item quick inventory of depressive symptomatology self-report (QIDS-SR16), patient health 
questionnaire-15 (PHQ-15), quality of life enjoyment and satisfaction questionnaire-short form 
(Q-LES-Q-SF), Sheehan disability scale (SDS) and digit symbol substitution test (DSST).
Results: During the baseline period, there was a significant difference in QIDS-SR16 
between recurrent patients and first-episode patients (p < 0.05), and there was no significant 
difference in other indicators (p > 0.05). At one month after acute treatment, there were 
significant differences in the total QIDS-SR16 score, the total Q-LES-SF score, the social life 
score, and the family life/home responsibilities score of SDS in patients with recurrent 
depression and first-episode depression (p < 0.05). At three months after acute treatment, 
there were significant differences in the total Q-LES-SF score and social life score of SDS in 
patients with recurrent depression and first-episode depression (p < 0.05). At six months after 
acute treatment, there were significant differences in the total QIDS-SR16 score, the social 
life score, and the total Q-LES-SF score in patients with recurrent depression and first- 
episode depression (p < 0.05). Compared with that data during the baseline period, the 
QIDS-SR16 scores and the SDS scores of all patients decreased, and the Q-LES-SF scores of 
all patients gradually increased as time went on during the consolidation period.
Conclusion: The recurrent patients have more severe social function impairment, depres-
sive symptoms, and lower life quality than that of the first-episode depressed patients. Given 
the negative impact of depressed symptom on recurrent patient, more attention should be 
paid to the treatment of recurrent patient and recurrence prevention of first episode patient.
Keywords: depression, first-episode, recurrent patient, prognosis

Background
Depression is a mood disorder characterized by persistent depression, loss of 
interest, and pleasure.1 At present, there are 350 million patients with depression 
in the world. It is expected that depression will become the second-largest potential 
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disease which will threaten human physical and mental 
health by 2020.1 Half of the patients with depression could 
get temporary treatment by the routine primary prevention 
treatment; however, 20% to 40% of the patients only have 
substantial improvement over 24 months.2 Frank et al 
defined recurrent depression as a new episode of depres-
sion after a recovery cycle. Recovery refers to the com-
plete remission after a depressive episode, which lasts for 
2 weeks at least.3 The average time from the second epi-
sode to the first episode was three years.4 Each person with 
depression has an average of five to nine separate depres-
sive episodes in his or her lifetime.5,6 In a long-term 
follow-up of depressed patients who responded to electro-
convulsive therapy (ECT), investigators found a 42.3% 
recurrence of depression in their total sample over an 
8-year follow-up data.7

Depression can cause certain damage to the physical 
health, psychological state, and sexual function of 
patients.8 Besides, patients with depression often have 
cognitive dysfunction especially in patients with refractory 
depression.9,10 Approximately 55% of patients with major 
depressive disorder respond to initial antidepressant treat-
ment, with remission in 33% of these patients.10 However, 
patients who respond or remit to antidepressant treatment 
often have residual symptoms, such as anxiety, depression, 
sleep problems, fatigue, cognitive dysfunction, etc, which 
may interfere with their somatic and social function, affect 
their quality of life, and increase the risk of recurrence.11 

Therefore, the observation of residual symptoms is of 
great significance for the judgment of prognosis and the 
choice of treatment plan. Previous studies have shown that 
the patients with less depressive symptoms often have 
better social function, social relation and role function. 
For many patients, even if the depressive symptoms are 
relieved, the impaired function cannot be completely 
recovered.12 The degree of functional impairment in 
patients with depression is closely related to the quality 
of life and the severity of symptoms.13 The patients with 
more obvious depressive symptoms often have worse 
quality of life.14 In China, the quality of life of outpatients 
with depression is also poor.15 Therefore, the goal of 
treatment of depression is not only to alleviate the symp-
toms of depression, but also to improve the social func-
tion, life function and quality of life of patients.16 

Pharmacological treatment of depression is almost exclu-
sively aimed at relieving mood symptoms, the treatment of 
the remaining symptoms as well as patient function also 
require further exploration.17

It has been demonstrated that there are some differ-
ences in cognitive function, memory function between the 
first-episode patients and the recurrent patients;17 

Talarowska et al18 reported that the cognitive function of 
recurrent patients was worse than that of first-episode 
patients. Other studies showed that there was no signifi-
cant difference in the severity of anxiety and depression 
between first-episode patients and recurrent patients, but 
the performance of recurrent patients was significantly 
worse than that of first-episode patients in Wisconsin 
Card Sorting Test (WCST).19 These studies contribute to 
understand the differences in symptoms and cognition 
between first-episode patients and recurrent patients, and 
to develop more specific treatment to complete remission 
and prevent recurrence in the management of depression. 
In the western countries, there are many studies on the 
difference between first-episode patients and recurrent 
patients, but there are few systematic studies in China. 
Due to cultural differences, it is worth exploring whether 
the comparison results of the two groups of patients in 
various aspects will be different from the studies in other 
countries. Additionally, long-term follow-up comparative 
data require to be further supplemented and in-depth ana-
lyzed after treatment in the acute phase in China. In this 
prospective study, we observed the changes of assessment 
indicators of patients with first-episode or recurrent 
depression during the first 6 months of follow-up after 
acute treatment in China, and then evaluate the prognosis 
and rehabilitation of these patients, which may contribute 
to understand these change characteristics of Chinese 
patients and provide specific treatment plan for the 
depressed patients in China.

Methods
Patients
This study was conducted in thirteen cities of China from 
June 2016 to December 2016, and the eligible patients 
who received acute treatment respectively from sixteen 
hospitals were enrolled in this study. These patients were 
diagnosed with depressive disorders according to the ICD- 
10.20 All participants provided written informed consent. 
This study was approved by Ethics Committee of Beijing 
Chaoyang Hospital, Beijing Anding Hospital, and Tongji 
Hospital of Tongji University ((2016) Scientific research 
No. (37) - 201640fs-2), complies with the principles of the 
Declaration of Helsinki.

https://doi.org/10.2147/NDT.S317770                                                                                                                                                                                                                                  

DovePress                                                                                                                                    

Neuropsychiatric Disease and Treatment 2021:17 3040

Zu et al                                                                                                                                                                Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Inclusion Criteria
(1) over 18 years old; (2) conformity with the ICD-10 
diagnosis of a depressive episode (F32) or recurrent depres-
sive disorder (F33); (3) According to the visual analogue 
scale (VAS), current state (depression) of patients recovered 
50% or more compared with the beginning of the onset of 
this episode; (4) According to the doctor’s judgment, anti-
depressants were the main treatment for patients. The cate-
gories of “antidepressants” include tricyclic and tetracyclic 
antidepressants, SSRI antidepressants, SNRI antidepres-
sants, NaSSA antidepressants, NDRI antidepressants 
(bupropion, etc.), SARI antidepressants (trazodone, nefazo-
done, etc.), α2-adrenergic receptor antagonists and 5-HT1, 
5-HT2 receptor antagonists (mianserin, etc.), NARI antide-
pressants (rui, etc.), and other classes such as Agomelatine. 
(6) After the depressive episode, the patient received anti-
depressants for 8 weeks (inclusive) to 12 weeks (inclusive), 
and the cumulative days of drug withdrawal during that 
period was less than 14 days; (7) According to the doctor’s 
judgment, the patient’s education level and reading com-
prehension ability of Chinese did not affect the accuracy 
and speed of completing the self-rating scale by themselves; 
(8) The patients were followed up for at least 6 months.

Exclusion Criteria
(1) A clear history of manic or hypomanic episodes, or 
a diagnosis of bipolar affective disorder, schizophrenia, 
schizoaffective disorder, or psychiatric disorders asso-
ciated with other diseases; (2) Patients had been enrolled 
in the pre-trial study; (3) Based on the investigator’s 
judgment, patients could not follow the study protocol.

Assessment Instruments
Brief 16-Item Quick Inventory of Depressive 
Symptomatology Self-Report (QIDS-SR16)
QIDS-SR16,21 a patient self-rating scale with 16 items, is 
a good tool for measuring depressive symptoms. The QIDS- 
SR16 bases on the nine symptom domains (Sleep, Sad 
Mood, Appetite/Weight, Concentration/Decision Making, 
Self-view, Thoughts of Death or Suicide, General Interest, 
Energy Level, and Restlessness/Agitation) that define 
a major depressive episode. The “Sleep, Appetite/Weight, 
and Restlessness/Agitation” domains are based upon two or 
more questions. The other domains are each rated by a single 
item. Each domain is scored from 0 to 3 and reflects increas-
ing amounts of pathology, so the total test score ranges from 
0 to 27.22

Patient Health Questionnaire-15 
(PHQ-15)
PHQ-1523 is a patient self-rating scale. A total of 15 items 
of the Patient Health Questionnaire-15 (PHQ-15) are used 
to assess the severity of patients’ somatic symptoms. Each 
item score ranges from 0 to 2 and the total score ranges 
from 0 to 30, and the higher the PHQ-15 scores meant the 
more severe the physical symptoms.

Quality of Life Enjoyment and Satisfaction 
Questionnaire-Short Form (Q-LES-Q-SF)
The life quality of patients was assessed using the Quality of 
Life Enjoyment and Satisfaction Questionnaire-Short Form 
(Q-LES-Q-SF),24 which included 16 question items reflecting 
subjective satisfaction with the quality of life in the past week. 
The 1–14 items (scored from 1 to 5) reflect the subjective 
satisfaction of all aspects of life quality (including physical 
health; social relations; ability to function in daily life; ability to 
get around physically; mood; family relations; sexual drive and 
interest; ability to work on hobbies, work, leisure time activ-
ities; economic status; household activities; living/housing 
situation; and overall sense of well-being); the 15–16 items 
reflect the daily medical level and overall life satisfaction. The 
total score ranged from 0 to 70 comes from the sum of scores of 
1–14 items. A higher score meant higher life quality.25

Sheehan Disability Scale (SDS)
The patients were administered the Sheehan Disability Scale 
(SDS)20,26 to assess the extent to which depression inter-
fered with functioning in work/school, household, relation-
ship, and social roles in the worst month of the past year. 
Responses are scored according to a 0-to-10 visual analog 
scale (none (0), mild (1–3), moderate (4–6), severe (7–9), 
and very severe (10)), and the total score ranges from 0 to 
30. A higher score means more functional impairment.

Digit Symbol Substitution Test (DSST)
Cognitive functioning was assessed using the Digit Symbol 
Substitution Test (DSST: executive functioning, speed of pro-
cessing, and attention). The test score ranges from 0 to 133.27

Sample Size Calculation and Sampling 
Method
There was no formal sample size calculation in this study. 
The estimated sample size was based on the feasibility of 
the study. Patients were selected by continuous sampling 
in each center.
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Research Process
Before the study began, all medical staff in different hos-
pitals would be required to gather together and learn the 
standard diagnosis and evaluation conduction. Residual 
symptoms referred to subthreshold depressive symptoms 
after a depression attack, which usually occurred after 
treatment but not cured. All patients were followed up 
for 6 months after acute treatment (Figure 1). The follow-
ing data were collected at baseline period and 1, 3, and 6 
months after acute treatment: general information of 
patients, medication information and patient’s condition 

changes, QIDS-SR16, PHQ-15, Q-LES-Q-SF, SDS, and 
DSST. During the follow-up period, the patient’s condition 
was stable, and could enter the next round of observation. 
The patient would withdraw from this study if the condi-
tion resumed. All assessments were conducted by an inde-
pendent worker who was blinded to this study. All 
assessments have a validated Chinese version.

Statistical Analysis
Data was analyzed by Statistic analysis system 
(SAS9.4). Normally distributed measurement data were 

Figure 1 Research flow chart.
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expressed as mean ± standard deviation (SD), while 
non-normally distributed measurement data were 
expressed as median (interquartile range), and the com-
parisons were examined by Student t-test and nonpara-
metric rank-sum test (non-parametric distribution). The 
categorical or hierarchical data were expressed as n (%), 
and the differences between the two groups were exam-
ined by the CMH test. Negative binomial regression was 
used to control for non-normally distributed dependent 
variables. Multiple comparisons were corrected 
using the Bonferroni method. After adjusting for 
covariates with significant statistical differences between 
groups in baseline assessment and other univariate ana-
lyses, we adjusted estimates of differences between 
groups and P < 0.05 was considered statistically 
significant.

Results
General Information of Patients
A total of 434 patients were enrolled, during follow-up, 
6 patients were diagnosed with bipolar affective dis-
order and were excluded from analysis. Finally, a total 
of 428 patients were calculated, including 261 (61.0%) 
patients with the first depressive episode and 167 
(39.0%) patients with recurrent depressive disorder. 
There were no significant differences between the two 
groups in age, sex, years of education, the duration of 
antidepressants treatment in this episode, and mode of 
administration (p > 0.05), but the duration of the 

current episode was significantly different (p < 0.001) 
(Table 1).

Differences in Symptoms Between 
Recurrent and First-Episode Depression 
Patients at Baseline After Acute 
Treatment
Comparing the baseline symptoms of patients with first- 
episode depression and recurrent depression, there were no 
significant differences in the total score of QIDS-SR16, 
PHQ15, SDS, DSST test (p > 0.05); however, the total 
scores of Q-LES-SF in patients with recurrent depression 
were significantly lower than that of patients with first- 
episode depression (p < 0.05) (Table 2).

Differences in Symptoms Between 
Recurrent and First-Episode Depression 
Patients at One Month After Acute 
Treatment
At one month after acute treatment, the total QIDS-SR16 
score, the social life score and the family life/home 
responsibilities score in SDS of patients with recurrent 
depression was significantly higher than that of patients 
with first-episode depression (p < 0.05), the total Q-LES- 
SF score of patients with recurrent depression was signifi-
cantly lower than that of patients with first-episode 
depression (p < 0.05). There was no significant difference 
between the two groups in the assessment of the remaining 
aspects (p > 0.05) (Table 2).

Table 1 General Information of Patients

Recurrent n=167 First Episode N=261 F P

Age* 46.0±14.2 43.6±14.3 3.00 0.0841

Gender, n (%)
Male 52 (31.1) 84 (32.2) 0.0514 0.8216

Female 115 (68.9) 177 (67.8)

Education years* 11.8±3.8 12.1±4.4 0.32 0.5711

Duration of current episode, Weeks* 18.2±15.9 23.0±15.8 17.56 <0.0001

Duration of antidepressants treatment in this episode, weeks* 9.7±1.6 9.7±1.6 0.20 0.6562

Antidepressant medication
Antidepressant combination 54 (32.3) 65 (24.9) 2.80 0.0942

Monotherapy 113 (67.7) 196 (75.1)

Benzodiazepines combination, n(%) 100 (59.8) 136 (52.1) 2.49 0.1148

Notes: *Variables were normally distributed and test using Student t-test.
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Differences in Symptoms Between 
Recurrent and First-Episode Depression 
Patients at Three Months After Acute 
Treatment
At three months after acute treatment, the total Q-LES-SF 
score of patients with recurrent depression was signifi-
cantly lower than that of patients with first-episode depres-
sion (p < 0.05). The social life score in SDS of patients 
with recurrent depression was significantly higher than 

that of patients with first-episode depression (p < 0.05) 
(Table 2).

Differences in Symptoms Between 
Recurrent and First-Episode Depression 
Patients at Six Months After Acute 
Treatment
At six months after acute treatment, the total QIDS- 
SR16 score, the social life score in SDS of patients 

Table 2 Differences in Symptoms Between Recurrent and First-Episode Depression Patients at Baseline and 1, 3, 6 Months After 
Acute Treatment

Recurrent n=167 First Episode N=261 F P

Baseline
Total score of QIDS-SR16, median(IQR) a 8 (4.11) 8 (4.9) 2.69 (K-W) 0.1011

Total score of PHQ15, median(IQR)a 5 (3.9) 5 (3.8) 0.29 (KW) 0.5890
Total score of Q-LES-SF b 45.6±8.0 47.9±8.2 6.24 0.0129

Total score of SDS, median(IQR) a 7 (3.12) 6 (2.10) 2.13 (KW) 0.1436

Domain score of SDS: work/school, median(IQR) a 2 (0.5) 2 (0.4) 0.04 (KW) 0.8484
Domain score of SDS: social life, median(IQR)a 2 (0.5) 2 (0.4) 2.44 (KW) 0.1180

Domain score of SDS: family life/home responsibilities, median(IQR)a 2 (0.4) 2 (0.3) 2.54 (KW) 0.1111
DSST test b 39.8±17.6 42.5±17.1 2.37 0.1248

Month 1
Total score of QIDS-SR16, median(IQR) a 5 (3.8) 4 (2.7) 5.33 (KW) 0.0210

Total score of PHQ15, median(IQR) a 3 (2.7) 3.5 (2.7) 0.07 (KW) 0.7935

Total score of Q-LES-SF b 48.0±8.3 50.5±8.3 6.95 0.0008
Total score of SDS, median(IQR) a 4.5 (0.9) 3 (0.6) 4.69 (KW) 0.0304

Domain score of SDS: work/school, median(IQR) a 2 (0.3) 1 (0.2) 2.24 (KW) 0.1343

Domain score of SDS: social life, median(IQR) a 1 (0.3) 1 (0.2) 5.67 (KW) 0.0173
Domain score of SDS: family life/home responsibilities, median(IQR) a 1 (0.3) 1 (0.2) 4.21 (KW) 0.0401

DSST test b 44.8±17.6 46.1±17.4 0.45 0.5010

Month 3
Total score of QIDS-SR16, median(IQR)a 4 (2.6) 3 (1.6) 2.70 (KW) 0.1002

Total score of PHQ15, median(IQR) a 3 (1.6) 3 (1.6) 0.36 (KW) 0.5469
Total score of Q-LES-SF b 48.8±8.4 51.8±8.2 8.75 0.0034

Total score of SDS, median(IQR) a 2 (0.7) 1 (0.5) 2.34 (KW) 0.1265

Domain score of SDS: work/school, median(IQR) a 1 (0.2) 1 (0.2) 0.59 (KW) 0.4437
Domain score of SDS: social life, median(IQR) a 1 (0.2) 0 (0.2) 5.23 (KW) 0.0222

Domain score of SDS: family life/home responsibilities, median(IQR) a 0 (0.2) 0 (0.2) 1.11 (KW) 0.2929

DSST test b 45.9±16.9 46.4±17.5 0.07 0.7972

Month 6
Total score of QIDS-SR16, median(IQR) a 3 (1.5) 2 (0.4) 9.82 (KW) 0.0017
Total score of PHQ15 a 2 (0.5) 1 (0.4) 1.41 (KW) 0.2358

Total score of Q-LES-SF b 49.7±8.9 53.3±8.4 11.45 0.0008

Total score of SDS, median(IQR)a 1 (0.5) 0 (0.4) 3.01 (KW) 0.0826
Domain score of SDS: work/school, median(IQR) a 0 (0.2) 0 (0.2) 1.15 (KW) 0.2836

Domain score of SDS: social life, median(IQR) a 0 (0.2) 0 (0.2) 3.93 (KW) 0.0475

Domain score of SDS: family life/home responsibilities, median(IQR) a 0 (0.2) 0 (0.1) 2.69 (KW) 0.1006
DSST test b 47.5±17.4 47.9±17.6 0.02 0.8759

Notes: aNon-normal distributions and test used K-W rank test. bNormal distributions and test used t-test.
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with recurrent depression was significantly higher than 
that of patients with first-episode depression (p < 0.05), 
the total Q-LES-SF score of patients with recurrent 
depression was significantly lower than that of patients 
with first-episode depression (p < 0.05).

In summary, the follow-up results showed 
that the recovery results (depressive symptoms, quality of 
life, and personal impact on society) of first-episode 
patients were better than that of the recurrent patients.

Follow-Up QIDS-SR16 Data in the 
Consolidation Phase
The current results showed that the QIDS-SR16 scores of all 
patients decreased over time, which indicated that the depres-
sive symptoms of all patients were alleviated. The QIDS- 
SR16 scores of the recurrent patients were higher than that of 
the first episode patients at each time point (Figure 2).

Follow-Up SDS Data in the Consolidation 
Phase
The follow-up data showed that the SDS scores of all 
patients decreased gradually with time (Figure 3), which 
indicated that the impairment of depression to patients’ 
social functions (work/school (Figure 3B), social life 
(Figure 3C) and family (Figure 3D)) was gradually 
decreasing.

Follow-Up Q-LES-SF Data in the 
Consolidation Phase
The Q-LES-SF scores of all patients gradually 
increased over time, which indicated that the 
life quality of all patients gradually improved 
(Figure 4). Then the life quality scores of the first- 
episode patients were higher than that of the recurrent 
patients.

Figure 2 Comparison of QIDS-SR16 scores between patients with recurrent depression and patients with first-episode of depression.
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Digit Symbol Substitution Test (DDST) 
Results
There were no significant differences in DDST outcomes 
between the first-episode and recurrent episode patients 
after treatment in the acute phase with either baseline or 
later follow-up data. The DDST data were elevated in both 
groups as recommended by follow-up time (Table 2).

Discussion
Depression is a psychiatric disorder with a high preva-
lence, which can lead to recurrent depression due to 
incomplete relief of symptoms or residual symptoms.28 

Lopez et al29 found that unipolar depression had 
a cumulative probability of recurrence of 13% within six 
months, and recurrence rates reached 75% and 87% in 10- 
and 15-year after the first episode, respectively. 
Depression will present an enormous burden to the family 

and the community. It is very meaningful to follow up the 
treatment and prognosis of depression. However, the com-
parison between the two groups of patients during the 
consolidation period after acute treatment has not been 
reported in depth. At present, the study focused on the 
comparison of depressive symptoms, social function 
impairment or cognitive function between the patients 
with first-episode depression and patients with recurrent 
depression after acute treatment.

Previous studies have shown that there was a certain 
biological specificity in the first-episode and recurrent 
patients with depression. On the one hand, non-linear 
dynamic analysis of EEG activity showed that there was 
an overall difference between patients with first-episode 
and recurrent depression.30 Brain dynamics results varied 
with the number of previous depressive episodes: the 
complexity of brain electrodynamics in patients with first 
depressive episode returned to normal levels after the 

Figure 3 Comparison of SDS scores between patients with recurrent depression and that of patients with first-episode of depression. (A) The SDS scores of all patients 
decreased gradually with time; (B) the score of SDS domain: work/school decreased gradually with time; (C) the score of SDS domain: social life decreased gradually with 
time; (D) the score of SDS domain: family life decreased gradually with time.
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clinic, whereas that did not happen for the recurrent 
patients.30 These results indicated that with the onset of 
depression, the complexity of dynamics and adaptive abil-
ity decreased. On the other hand, structural brain imaging 
studies of the patients with major depression showed sig-
nificant hippocampal atrophy, which may explain inade-
quate memory, besides, hippocampal abnormalities 
occurred mainly in recurrent patients and depended on 
the duration of depression.31 These results may explain 
that the social function, depressive symptoms, and cogni-
tive function of the first episode patients were better than 
that of the recurrent patients biologically,32,33 and this 
conclusion was also confirmed by clinical data.29

Rapp et al34 compared the depressive symptoms 
between the first episode and recurrent patients and found 
that the social function of the first episode and recurrent 
depression patients were both impaired; however, there was 
no significant difference between the two groups. In present 
finding, there was no significant difference in social func-
tion at baseline between recurrent patients and first-episode 

patients, but in the consolidation period, with the passage of 
time, the social function of recurrent patients gradually 
showed significant differences from first-episode patients, 
and was weaker than that of first-episode patients. In order 
to understand the inconsistency of current result with pre-
vious study, social-culture difference should be taken into 
account. In foreign countries, in addition to medication, 
both the first-episode patients and recurrent patients benefit 
a lot from perfect psychotherapy system and community 
mental health care.35–41 In China, the system of psychother-
apy and community rehabilitation is not well established. 
Recurrent patients may suffer from a lot of difficulties in 
work and interpersonal relationship because of repeated 
depressive symptoms and poor access to psychological 
and community mental health care. The rehabilitation sys-
tems may be different in different countries, and the differ-
ent effect on the social function of patients by the 
rehabilitation systems is worthy of further study. In this 
study, the family function of the recurrent group was 
worse than that of the first-episode group in the first 

Figure 4 Comparison of Q-LES-SF scores and between patients with recurrent depression and that of patients with first-episode of depression.
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month after acute phase, but there was no difference 
between the two groups at the third and sixth months. 
This may be because severe depressive symptoms of recur-
rent patients lead to more function impairment at the begin-
ning stage of consolidation period. To our best knowledge, 
Chinese culture advocates the concept of collective and 
family. Thus, family support for patients is consistent 
regardless of the duration of the disease. This may be the 
reason why there is little difference in family function 
between the two groups over time. At the same time, to 
what extent and how different cultures affect the social 
function of patients with different episodes of depression 
is worth more detailed study.

In validating the differences in cognitive function 
between patients with first-episode depression and those 
with recurrent episodes, Talarowska et al18 found that 
patients with first episode were better than patients with 
recurrent episodes in information processing speed, 
visuospatial and auditory verbal memory and executive 
function, auditory verbal immediate and delayed memory, 
learning ability, and verbal fluency. In a study of neurop-
sychological cognitive function between patients with 
first-episode and patients with recurrent depression, Rapp 
et al34 found that elderly patients with first-episode major 
depression showed significant attention and executive 
impairment, while recurrent patients showed significant 
deficits in episodic memory. In present finding, there was 
no significant difference between recurrent patients and 
first-episode patients at baseline, 1, 3, and 6 six months 
after acute treatment. Our research is inconsistent with the 
results of previous studies. The difference of sample 
objects and evaluation tools is the possible reason. In 
addition, our subjects required that the VAS had recovered 
50% from the onset of the episode, which may be the 
reason for no significant difference in cognitive function.

Maeshima et al42 demonstrated by follow-up data after 
three years that memory dysfunction in patients with 
a single episode of depression may improve to normal 
levels over time after remission. However, memory dys-
function may still be impaired in patients with recurrent 
depression. Our study was followed up for only 6 months. 
As time goes on, is it possible to have the same results? 
Whether the current difference is caused by the different 
follow-up time points of the two studies, we should also 
look forward to further research. On the other hand, 
whether there is a relationship between cognitive differ-
ence and hippocampal volume in the first episode patients 
is worthy of further study and discussion.

Somatic symptoms are not uncommon in depression, 
about 70% of the patients have a variety of somatic symp-
toms, including sleep disorders, appetite disorders, fatigue, 
sexual dysfunction, pain, etc. These symptoms sometimes 
also known as functional somatic symptoms that cannot be 
attributed to any physical disease.43,44 PHQ-15 mainly 
evaluates the physical state of patients, and depression 
with a PHQ-15 score of more than 10 is called somatic 
symptoms. In this study, we found that there was no 
difference between the two groups in terms of physical 
state in the baseline period, and at 1, 3, and 6 months after 
acute treatment, and the average PHQ-15 score was lower 
than 10 points at each time point, which meant no somatic 
symptoms on average. Which was not consistent with 
previously reported in other countries.45 We should con-
sider this problem from the actual clinical situation. 
Although the average score of all patients is less than 10, 
in clinical practice, the physical symptoms of patients are 
different. Some patients’ PHQ-15 score is higher than 10, 
and some patients may tend to zero. Novick et al43 

reported that somatic symptoms were common in patients 
with depression and were associated with severe depres-
sion, low treatment effectiveness, and cure rate in six 
Asian countries or regions. Novick et al,45 in their evalua-
tion of treatment outcomes in depressed patients, found 
that depressed patients of different severity had different 
remission rates of somatic symptoms, that general somatic 
symptoms were associated with higher clinical severity 
and lower remission rates, and that pain symptoms had 
lower remission rates. Therefore, we can further study the 
relationship between somatic symptoms and the severity 
and remission rate of depressive symptoms in patients in 
the consolidation phase in China. Presently, there are few 
reports on the comparison between the first episode 
patients and the recurrent patients in somatic symptoms 
at the consolidation period in China. In this study, we 
compared the somatic symptoms of first-episode patients 
with that of recurrent patients. Although the current results 
show that there is no significant difference between the 
two groups, whether the results will be different needs 
further study if we expand the study to all patients with 
depression in consolidation stage.

QIDS-SR16 is a comprehensive assessment of patients’ 
depression symptoms including physical state, emotional 
state, anxiety state, etc. In our study, the score of QIDS- 
SR16 gradually decreased with time during the consolida-
tion period, which indicated that the patients were gradu-
ally recovery. We also found that there was a significant 
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difference in QIDS-SR16 score between the two groups of 
patients at the first month and sixth months after acute 
treatment, which indicated that the treatment effect of the 
first-episode patients was more obvious than that of the 
recurrent patients over time during the consolidation per-
iod, so in clinical treatment and family care, we should pay 
more attention to the depressive symptoms of recurrent 
patients and prevention recurrence of first episode patients.

Decreased life quality in patients with depression is 
associated with poorer response to medical treatment.46 

In this study, the Q-LES-Q-SF score of recurrent patients 
was significantly lower than that of the first episode 
patients at each time point during the follow-up period, 
which indicated that the quality of life enjoyment and 
satisfaction of recurrent patients was significantly lower 
than that of patients with first episode after acute treat-
ment. The recurrent patients might have worse compliance 
or medication outcomes than that of patients with first- 
episode depression. This suggests that in addition to med-
ical treatment, psychological intervention, community 
mental health care and family support are important reha-
bilitation factors for the patients with recurrent depression.

Limitations and Expectations
There are still some limitations in this experiment. Firstly, 
the samples were not representative enough, as the patients 
were selected from big cities of China. Secondly, the 
follow-up time was short, and it is better to extend the 
follow-up time to make the comparative difference results 
more sufficient. Thirdly, the duration of the current epi-
sode between the two groups was significantly different, 
which needs to be controlled in future research. Fourthly, 
The scales in this study were all self-rating scales, and 
other more scales should be included in future studies. The 
prevention and correction of depression is a systematic 
project involving multiple disciplines and requiring the 
use of a variety of research methods. It is professional, 
complex, long-term, and urgent work. Although good clin-
ical results have been achieved in the current study, more 
in-depth studies are needed.

Conclusions
We examined the differences between Chinese patients 
with recurrent and first episodes of depression in terms 
of depressive symptoms, social functioning, life satisfac-
tion, somatic symptoms, and cognition after treatment in 
the acute phase. The results showed that patients with 
recurrence were more severely impaired in social function, 

life satisfaction, and depressive symptoms than those with 
the first episode.

There were two implications for clinical work accord-
ing to our results: Firstly, we should strengthen the pre-
vention of recurrence for patients who experience the first 
depression attack. Secondly, we should strengthen the 
community rehabilitation and psychological rehabilitation 
for recurrent patients to improve their life satisfaction and 
social function.
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