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Table 3
Simplified treatment recommendations for depression
Severity

Mild

Moderate

* Consider antidepressants if previous moderate to severe depression, dysthymia or mild depression + complicates management of chronic condition
† First line if ≥2 years (dysthymia)
‡ CCBT and guided self-help not routinely recommended but could be considered for self-motivated individuals. Supervised exercise could be considered but only as an adjunct to other
treatments

than supportive care alone for patients
with mild to moderate depression of at
least eight weeks’ duration (NNT=6).15

The BAP guideline recommends that
antidepressants should be considered
for subthreshold or mild depression
which persists for more than two to
three months.10

6 Moderate to severe depression 
(no chronic condition)
The additional benefit from
psychotherapy is modest (NNT=8)
and may result from greater
adherence to treatment rather than a
genuine therapeutic effect.16

7 & 8 Moderate and severe depression
respectively + chronic condition
Table 3, above, summarises the
differences between the NICE7,8 and
BAP10 guidelines.

9 Collaborative care (chronic condition)
The effect size for collaborative care is
small,17 it is expensive and it is unlikely
to be feasible in most UK settings.
NICE restricts it to nonresponsive
patients with moderate to severe
depression, although a recent
American study reported a moderate
effect size plus improved chronic
disease control for patients with milder
depression (mean PHQ-9 =14.7) and
poorly controlled diabetes and/or CHD.18

10 Continuing antidepressants
The risk of relapse is highest during the
first six months, and antidepressants
decrease the odds of relapse by about
70%.10 The key quality measure is the
proportion of patients benefiting from
antidepressants who remain on them
for at least six months after remission.
In my opinion, if we wish to improve

for Psychopharmacology (BAP)
guideline.10 CCBT appears to be more
effective for anxiety than for
depression;11 the evidence for
bibliotherapy comes mainly from small
studies which recruited highly
motivated, well educated
participants;12 and exercise therapy
only shows a moderate, nonsignificant
effect if methodologically flawed trials
are excluded from the analysis.13

5 Antidepressants for persistent
subthreshold depressive symptoms or
mild depression
We should only consider
antidepressants for patients who have
not responded to a low-intensity
intervention, or who have:
• a previous history of moderate or
severe depression
• dysthymia (subthreshold depression
of ≥ 2 years’ duration)
• mild depression complicating the
care of a chronic condition

There are good reasons for this:
• Antidepressants are little better than
placebo in short duration mild
depression10

• There is a high rate of spontaneous
recovery during the first two to three
months
• Patients prefer psychological
treatments14

• There is a risk of side effects and
drug interactions,  particularly among
elderly patients and those with chronic
conditions. 

However, the drug-placebo
difference may be greater for patients
who have not spontaneously
recovered after two to three months.10

A UK open label pragmatic RCT found
that treatment with an SSRI plus
supportive care was more effective

this, we will need to provide some
form of enhanced care (see box 1,
p24). I found that only 23% of our
patients completed six months’
treatment with antidepressants, which
improved to 36% following
introduction of shared care with the
practice nurse (see figure 1, p21).19

11 Reassessing people prescribed
antidepressants
Telephone follow-up by a healthcare
assistant is a cost-effective way of
ensuring structured follow-up, it
improves medication adherence and
has an effect size comparable with
that reported for collaborative care.20

12 Lack of response to initial treatment
Enhanced care facilitates identification
of nonresponders and treatment
adjustment.

13 Residual symptoms or risk of relapse
It has been suggested that full
recovery should be defined not only
by the absence of residual symptoms
which impair functioning, but also by
the presence of psychological 
well-being.21 

It is important to note that all of the
NICE quality measures are process
measures. In the management of
depression, the quality of the
therapeutic relationship is of great
importance: the patients of therapists
who are warm and empathic improve
significantly and substantially more
than the patients of therapists who are
not empathic.22 Outcome measures
will reflect differences in therapeutic
skill, process measures will not.23

NICE 7,8
Without 
chronic condition

Antidepressants
+ individual CBT
or IPT

Low-intensity psychosocial intervention*

NICE 7,8
With chronic
condition

High-intensity
psychological
intervention,
preferably group CBT
Antidepressants +
individual CBT
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Consider antidepressants†

Antidepressants are an option + should be considered if persistent
(>2-3 months) or previous moderate to severe depression‡
Antidepressants are first-line treatment‡ 
Psychological treatments (CBT, behavioural activation or IPT)
are an alternative in mild to moderate depression

Antidepressants + CBT or behavioural activation

Persistent subthreshold 
symptoms (>2-3 months)

Severe




