
Standardised pharmacotherapy and psychotherapy were more
effective than usual care for major depression in primary care

Multifacetsd intervention improved the treatment of depression in
adults in a primary care setting
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Objective
To compare standardised pharma-
cologic or psychotherapeutic treat-
ment with usual care (UC) for major
depression in adults in primary care
settings.

Design
Randomised controlled trial with
8-month follow-up.

Setting
4 ambulatory health centres in the
United States.

Patients
276 patients (mean age 38 y, 83%
women) were recruited from the wait-
ing room. They had depression as
measured by the Diagnostic and Sta-
tistical Manual of Mental Disorders, Re-
vised Third Edition. Exclusion criteria
were current treatment for a mood
disorder and inability or unwillingness
to be part of the study.

Intervention
Patients were allocated to pharma-
cotherapy (n = 91), psychotherapy

Commentary

(n =,93), or UC (« = 92). Pharma-
cothferapy consisted of a 6-week acute
phase (nortriptyline [NT], 25 mg in-
creased to a steady therapeutic range
from 190 to 270 nmol/L), and for pa-
tients who improved, a 6-month con-
tinuation phase of the same N T
regimen. Patients who remained well
after 6 months had their medication
tapered over several weeks. Psycho-
logical treatment during the acute
phase was 16 weekly sessions of in-
terpersonal psychotherapy (IPT).
Patients who improved received 4
monthly continuation-phase sessions.
UC was provided by primary care
physicians, and 37% of these patients
received no mental health treatment
within 2 months of randomisation.

Main outcome measures
Improvement in severity of depressive
symptoms and proportion of patients
who had recovered by 8 months.

Main results
Analysis was by intention to treat. At
8 months, patients who received ei-
ther NT or IPT had lower Hamilton
Depression Rating Scale scores than
did patients who received UC (P <
0.005). The patients in the NT and
IPT groups did not differ for depres-
sive severity scores at any time. More
patients who received NT recovered

after 8 months than did those who
received UC (53% vs 20%, P < 0.001).
{This absolute risk improvement
(ARI) of 33% means that 4 patients
would need to be treated (NNT) with
NT (rather than UC) to have 1 addi-
tional patient report recovery, 95% CI
2 to 5; the relative risk improvement
(RRI) was 170%, CI 73% to 329%.}*
Similarly, more patients who received
IPT recovered than did those who
received UC (51% vs 20%, P< 0.001)
{ARI 31%; NNT 4, CI 2 to 6; RRI
158%, CI 65% to 313%}*. Recovery
rates were similar in the NT and IPT
groups (53% vs 51%, {P = 0.8}*).

Conclusion
Standardised pharmacotherapy and
psychotherapy were more effective
than usual care provided by primary
care physicians for the treatment of
adults with major depression.
Source of funding: National Institute of Men-
tal Health*
For article reprint: Dr. H.C. Schulberg, West-
ern Psychiatric Institute and Clink, 3811
O'Hara Street, Pittsburgh, PA 15213, USA.
FAX412-624-0420.

Most evidence for the efficacy of proposed
treatments for depression has been obtained
from studies of patients referred for special-
ist care. Both of these studies describe the
management of depressive illness in primary
care settings. The study by Schulberg and
colleagues was a randomised controlled trial
comparing UC by the primary care physi-
cian with either N T prescribed according
to a treatment manual or IPT provided in a
standardised manner. When the results were
analysed on an intention-to-treat basis, pa-
tients in the latter 2 groups did equally well,
and both groups did better than patients
who received UC. Participants in this study
were recruited from study-site waiting
rooms. Patients randomised to either N T
or IPT were referred to appropriately

trained clinicians. Initially, patients who re-
ceived UC were instructed to inform their
physician of their mood disorder and to dis-
cuss treatment for it. Later, the investi-
gators informed the patients' physicians
themselves. Only 63 % of patients in the UC
group, however, received any mental health
treatment within 2 months of randomi-
sation. In contrast, 86% of patients in each
of the other 2 groups attended treatment,
at least for the initial session. It seems rea-
sonable to conclude that, at least in the 4
ambulatory health centres studied, screen-
ing and referral for either structured N T
prescription or standardised IPT was a bet-
ter option than screening followed by UC.

Katon and colleagues studied patients
whose depression had been recognised by

*Numbers calculated from data in article,

tin formation supplied by author.

their doctors. All patients came to a single :: .
primary care clinic, staffed by board-certi- :; •
fied family physicians. Patients received ei- o!!•::
ther a multifaceted intervention (including •$.
printed and videotaped material, brief cog- . ):±.
nitive behavioural therapy, and antidepres- ,\:̂
sant medication) or usual care from the .';v
primary care physician. Few details are ••;•;
given of what interventions were actually ••;;;::
used in the UC group; they may have been , • ,^
quite variable because doctors differ in their >;̂
skills in managing mental illness. At the ::.;;;;;
4-month follow-up, patients in the inter-.:;:.
vention group with major depression had :.:;:.;:
improved significantly compared with pa-: i-yM.
dents in the UC group. No similar benefit-:/;,:̂
from the intervention was found among ;-£|

(continued on page 45) Ms

Katon W, Robinson P, Von Korff M,
et al. A multifaceted intervention to
improve treatment of depression in
primary care. Arch Gen Psychiatry.
1996Oct;53:924-32.

Objective
To compare a multifaceted interven-
tion with usual care (UC) for the
treatment of depression in adults in a
primary care setting.

Design
Randomised controlled trial with
7-month follow-up.

Setting
Primary care (health maintenance
organisation) clinic in the United
States.

Patients
153 patients between 18 and 80 years
old (mean age 46 y, 74% women) who
had definite or probable major depres-
sion as measured by a structured inter-
view. Exclusion criteria were alcohol
abuse, psychotic symptoms or serious
suicidal tendencies, dementia, preg-
nancy, terminal illness, poor English, or
intent to withdraw from the Group
Health insurance plan within 12
months.

Commentary (continued from page 44)
participants with minor depression (al-
though it does not follow that they did not
benefit from their care; UC may already
have been optimal in terms of outcome).

What can we conclude from these 2 stud-
ies? Clearly, UC of major depression is sub-
optimal, at least in the contexts in which
this research was done. On the other hand,
none of the 3 interventions appears to offer
an ideal alternative scheme of care. Screen-
ing followed by referral for pharmacologi-
cal or psychotherapeutic management
divorces treatment of the affective disorder
from management of the patient's other
problems. One of the strengths of primary
health care is the opportunity it offers for
integrated, whole-person care. Conversely,
management along the lines outlined by

Intervention
77 patients (46 with minor depression)
were allocated to a multifaceted inter-
vention. 76 patients (42 with minor de-
pression) were allocated to UC. The
intervention group was given printed
and videotaped information on depres-
sion, antidepressant medication, brief
solution-focused cognitive behavioural
therapy, and counselling to improve
adherence (4 to 6 visits). UC was pro-
vided by primary care physicians and
usually involved antidepressant medi-
cation and visits over a 3-month period.
Follow-up was 84% at 4 months.

Main outcome measures
Reduction in depressive symptoms,
medication adherence, and satisfaction
with care of depression and therapy.

Main results
Analysis was by intention to treat. At 4
months, adherence rates were higher in
the multifaceted group than in the UC
group for major (89% vs 62%, P= 0.02)
and minor depression (74% vs 44%,
P= 0.01). Satisfaction with the quality
of care was higher in patients who re-
ceived the multifaceted intervention
than in patients who received UC for
major (89% vs 56%, P < 0.01) and mi-
nor depression(97% vs71 %, P=0.003).

No differences were found in group
rating for medication helpfulness for
either major or minor depression. More
patients with major depression who re-
ceived the multifaceted intervention
showed a > 50% improvement on both
a 20-item depression symptom check-
list (70% vs 42%, P = 0.04) and the
Inventory for Depressive Sympto-
matology scale (74% vs 42%, P = 0.02).
The percentage of patients with minor
depression who improved > 50% did
not differ between the two groups. 65%
of physicians said the multifaceted in-
tervention increased their satisfaction in
treating depression.

Conclusion
Compared with usual care, a multifac-
eted intervention improved adherence
and satisfaction with care in adults with
major and minor depression and also
reduced depressive symptoms in adults
with major depression.
Source of funding: National Institute of
Mental Health.

For article reprint: Dr. W Katon, Department
of Psychiatry and Behavioral Sciences, Box
356560, University of Washington Medical
School, Seattle, WA 98195-6560, USA. FAX
206-543-9520.

Katon and colleagues may consume more
resources than are needed for maximal ef-
fectiveness—and offers nothing to the pa-
tient whose depression is not recognised by
the doctor. We need studies to delineate the
minimal intervention for maximal effective-
ness and further research to determine the
benefits (if any) of enhancing the detection
and subsequent management of depression
in patients who present with somatic or
other nonpsychological symptoms. In the
meantime, those of us who work in primary
care must be willing to hear and acknowl-
edge our patients' distress; apply standard
criteria for the diagnosis of depression; as-
sess the risk of self-harm and identify
comorbidity; prescribe antidepressant medi-
cation with adequate support, in adequate

doses, and for at least 6 months; offer
psychotherapeutic interventions of proven
effectiveness; and be ready to refer when
necessary.

Tim Usherwood, MD
University of Sydney

New South Wales, Australia
Author's response
The cost-effectiveness of collaborative care by
a mental health specialist and primary care
doctor could be improved by targeting pa-
tients with major depression because patients
with minor depression have high recovery
rates with usual primary care. Recent studies
have shown that primary care physicians ac-
curately recognise patients with severe major
depression who are more disabled.

Wayne Katon, MD
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