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CLINICAL DEMENTIA RATINGour further work we have found it advantageoustoDEAR

SIR,refine
the rating scale by the removal of certain

ambiguities.Essential
to many research approaches toThe new improved version is asshown.Alzheimer's

disease is a means for staging the severityLEONARDBERGof
the disease. Your Journal published our ClinicalSuite 16304, Barnes HospitalPlaza,Dementia

Rating (Journal, 140, 566â€”572,1982). FromSt. Louis, Missouri, 63110, USA

Clinical Dementia Rating (CDR)
CDROO.5 123

that the pre-existing literature in this area consists
largely of uncontrolled clinical observations. How
ever, their study gives rise to some problems which
may cast doubt on their conclusions.

First, the authors list several clinical variables which
are reported to discriminate between patients with
â€œ¿�reversibledepression caused by dementiaâ€• and
demented (but not depressed) controls. These
variables include depressed mood, past history of

REVERSIBLE DEMENTIA AND DEPRESSION

DEAR SIR,

In their article on â€œ¿�reversibledementia caused by
depressionâ€•, Rabins et al. (Journal, May 1984, 144,
488â€”92)set out as a major objective the validation of
criteria for distinguishing patients with â€œ¿�reversible
dementia caused by depressionâ€• from irreversibly
demented patients. This is an important issue, given
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depression, depressivedelusions and appetite distur
bance. Given that the demented-depressed patients
were selected on the basis of their fulfilling DSM III
criteria for major depression, it is hardly surprising
that they exhibit a greater frequencyof depressive
phenomena (i.e. the authors have demonstrated that
patients who fulfil criteria for depression are more
likely to be depressed than those who do not).

The only clinical variable not related to selection
criteria that they list is the median duration of
symptoms. Rabins et al found that the median duration
of symptoms for the demented-depressed patients was
two months, compared with five years for the non
depressed demented controls. It is surprising that the
authors present this finding without comment, since it
supports previous clinical observations (Kiloh 1961,
Well 1979).

The second problem which arises concerns the
â€œ¿�predictivevaluesâ€• calculated by the authors. For
example, 10 of the 18 demented-depressed patients
were regarded as suffering from appetite disturbance,
as compared with 4 of the non-depressed demented
controls. The authors have calculated the â€œ¿�predictive
valueâ€•of appetite disturbance as 101(10+4) = 71%.
This figure will in fact refer only to a population in
which there is an equal number of demented-de
pressed and non-depressed demented patients, i.e. a
population of demented patients in which the preva
lence of depression is 50% (this is because predictive
values vary with prevalence [Galen & Gambino 1975]
and failure to appreciate this point can give rise to

serious errors in interpretation of results [Williams et
a!, 1982]). Rabins et a! quote evidence to indicate that
the prevalence of depression in a series of referrals for
dementia is about 9%. Thus, the predictive value of
appetite desturbance (for predicting the occurrence of
depression) in such a series of patients can be
estimatedto benot71%,butabout20%.

Finally, a comment on the title of the paper.
â€œ¿�Reversible dementia caused by depressionâ€• might

more appropriately be described as â€œ¿�reversible de
mentia associated with depressionâ€•. There is insuffi
cient evidence confidently to regard the relationship as
cause-and-effect. This is emphasised by Rabins et al's
finding that 3 of the 18 demented-depressed patients
â€œ¿�remainedcognitively impairedâ€• despite an improve
ment in their depressive symptoms.
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