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NICE updates guidance

THE REVISED NICE GUIDELINE ON DEPRESSION IN
ADULTS, ALTHOUGH BASED ON THE SAME
stepped care model, differs substantially from the
previous guidance both in its definition of depression
and the range of treatments recommended.

If followed, the guidance will significantly change the
way in which we manage depressed patients. Whereas
currently we treat most patients ourselves using
watchful waiting, brief psychological interventions and
targeted antidepressant therapy, most patients will now
need referral to the IAPT programme or elsewhere.

There are four principal strategies for improving
outcomes: case finding; enhanced doctor education;
improved targeting of treatment and case management
programmes. NICE acknowledges the arguments
against screening, i.e. the low PPV, high number needed
to screen and lack of evidence of benefit. Nevertheless,
selective case finding in high-risk groups is still advocated.
However, it does not recommend routine enhanced
care despite evidence that case finding is only effective
when linked to a case management programme.?

The importance of GP communication skills is
recognised. A Dutch study is cited which found skills
training improved outcomes but not detection.

NICE’s decision to switch from ICD-10 to DSM IV is
welcome as the latter defines more precisely the
clinically important boundary above which
antidepressants become more effective than placebo®
Somewhat confusingly, however, the boundary has
been moved to an imprecise point between mild and
moderate major depression. The justification given is
that, while antidepressants are equally effective for all
grades of major depression, the placebo contribution
and hence likelihood of spontaneous recovery
diminishes with increasing severity.*

Computerised CBT, guided self-help or a group
exercise programme are recommended for persistent
subthreshold symptoms or mild depression. Antidepressants
should only be considered if these prove ineffective, or if
there is a history of moderate or severe depression.

None of the proposed psychosocial interventions are
recommended as routine treatments in the British
Association for Psychopharmacology guidelines.® The
effect size for CCBT is small;® the evidence for
bibliotherapy comes mainly from small US studies
which recruited highly motivated and educated
participants;® and exercise therapy only shows a
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moderate, non-significant effect if methodologically
flawed trials are excluded from the analysis.”

For patients who do not respond to low-intensity
psychosocial interventions, NICE recommends a choice
of antidepressant treatment or a high-intensity
psychological intervention as an alternative to
antidepressant treatment. For moderate to severe
depression, antidepressants should be combined with
either CBT or IPT. The additional benefit gained from
psychotherapy, however, is modest (NNT = 8) and may
partly result from a reduction in the dropout rate®

If we are to offer CBT as an alternative/complement
to antidepressant treatment, there must be rapid
access to therapy, with 16-20 sessions provided.

IAPT centres are likely to be swamped with referrals,
particularly as the PHQ-9 overestimates severity.®

Itis disappointing that NICE no longer recommends
enhanced care. A key reason for poor outcomes is that
less than half those receiving treatment complete a
minimum course.® A meta-analysis found that case
management significantly improved both medication
adherence and remission at 6-12 months (effect size =
0.40,NNT = 5)." If the main benefit of combining CBT
with antidepressant treatment is to improve adherence,
it could be argued that case management is a more
cost-effective way of achieving this.2

The guidance should help to reduce overprescribing
of antidepressants and improve access to
psychological treatments. However, the fragmentation
of care is a concern, and | would advocate that the new
range of therapies should be linked to a practice-based
case management programme.
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