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Overview

• How many people with mood disorders are 
there in CMHTs?

• Is there a problem? How effective are our 
treatments for mood disorder?

• If we have so many treatments, why aren’t 
they working?

• Psychological treatments for severe and 
chronic depression: “Where’s my CBT?”



Why treatments might not work

• The wrong patients

– They don’t match those involved in trials where 
the treatment works

• The wrong therapies

– The treatments we have aren’t the right ones for 
the populations we see

• It’s the same problem



The basic premise

• There is little or no evidence to support most 
of our treatments in the populations seen in 
CMHTs



DEPRESSION AND CMHTs

A small slice of the pie or core 
business?



Depression and functioning

• Patients with depression in CMHTs are as 
poorly-functioning as most other disorders…

• The following scores are GAF scores (0-100) 
with higher scores representing better 
functioning



51.3

59.4

68.6

F32 Depressive episode
(severe)

F32 Depressive episode
(moderate)

F32 Depressive episode
(mild)

Functioning is determined by severity of depression, with 
each category (mild, moderate, severe) taking approximately 

10 points off your GAF score



DEPRESSION AND ADMISSIONS 
TO HOSPITAL

A small slice of the pie or core 
business?



Depression in CMHTs

• Due to its prevalence (8-12%), chronicity (20% 
of episodes) and recurrence rates (80% over 
10 years), it’s not surprising that depression 
takes up a lot of time in CMHTs



TREATMENT EFFECTIVENESS

How does it compare in real life?



Effect sizes | 1

• Effect size is simply the size of the difference 
between groups

• It is calculated by dividing the difference in 
means between two groups by the standard 
deviation of the two groups

• The effect size is essentially the percentage of 
a standard deviation that the two groups 
differ by

• Effect size = SMD (Standardised Mean 
Difference)



Effect sizes | 1

• Effect size is simply the size of the difference 
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• It is calculated by dividing the difference in 
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Effect sizes | 2

• However, effect size depends on context – a 
small effect on a serious outcome (e.g. death) 
is more important than a large effect on a 
minor outcome (e.g. temporary rash)

Effect size Size of effect

0.2 Small

0.5 Medium

0.8 Large



Effectiveness of drug treatments

The higher the number, 
the more effective 
(compared to placebo) a 
drug is

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594
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http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

Generally, psychiatric 
drugs are at least as 
effective as other drug 
treatments in medicine
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Average Effect size

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

Antidepressants for an 
acute episode of 
depression (to get a 
response)

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

Antidepressants for 
preventing recurrence/ 
relapse of depression

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

Lithium for preventing 
recurrence/ relapse of 
depression

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

Lithium for preventing 
recurrence/ relapse of 
depression

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

Antipsychotics in 
schizophrenia

http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

High-quality Cognitive 
Behavioural Therapy (CBT) 
for depression (to get a 
response)

Cuijpers, P., van Straten, A., Bohlmeijer, E., et al
(2010) The effects of psychotherapy for adult 
depression are overestimated: a meta-analysis of 
study quality and effect size. Psychological Medicine, 
40, 211-223. 
http://dx.doi.org/10.1017/S0033291709006114

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

http://dx.doi.org/10.1017/S0033291709006114
http://dx.doi.org/10.1192/bjp.bp.111.096594


Effectiveness of drug treatments

Antidepressants 
(acute treatment)

High-quality CBT

Antidepressants 
(maintenance)

Leucht, S., Hierl, S., Kissling, W., et al (2012) Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-
analyses. British Journal of Psychiatry, 200, 97-106. http://dx.doi.org/10.1192/bjp.bp.111.096594

Lithium 
(maintenance)

http://dx.doi.org/10.1192/bjp.bp.111.096594


CLINICAL TRIALS

Do they generalise to our patients?



Generalisability of clinical trials

• It is generally recognised that clinical 
guidelines are only likely to be applicable to 
80% of patients

• For the following conditions, how many 
people in routine clinical practice would be 
excluded from most clinical trials?



Disorder N % Excluded % that trial would 
apply to

Major Depression 803 86% 14%

Bipolar Disorder 276 64% 36%

Social Phobia 363 80% 20%

Generalised Anxiety Disorder 894 80% 20%

Panic Disorder 907 92% 8%

Borderline PD 2,231 70% 30%

Schizophrenia - 80% 20%

Zimmerman, M., Mattia, J. I. & Posternak, M. A. (2002) Are Subjects in Pharmacological Treatment Trials of Depression Representative of 
Patients in Routine Clinical Practice? American Journal of Psychiatry, 159, 469-473. http://dx.doi.org/10.1176/appi.ajp.159.3.469
Hoertel, N., Le Strat, Y., Lavaud, P., et al (2013) Generalizability of Clinical Trial Results for Bipolar Disorder to Community Samples: Findings From 
the National Epidemiologic Survey on Alcohol and Related Conditions. Journal of Clinical Psychiatry, 74, 265-270. 
http://dx.doi.org/10.4088/JCP.12m07935
Hoertel, N., de Maricourt, P., Katz, J., et al (2014) Are participants in pharmacological and psychotherapy treatment trials for social anxiety 
disorder representative of patients in real-life settings? Journal of Clinical Psychopharmacology, 34, 697-703. 
http://dx.doi.org/10.1097/JCP.0000000000000204
Hoertel, N., Le Strat, Y., Blanco, C., et al (2012) Generalizability of clinical trial results for generalized anxiety disorder to community samples. 
Depression and Anxiety, 29, 614-620. http://dx.doi.org/10.1002/da.21937
Hoertel, N., Le Strat, Y., De Maricourt, P., et al (2013) Are subjects in treatment trials of panic disorder representative of patients in routine 
clinical practice? Results from a national sample. Journal of Affective Disorders, 146, 383-389. http://dx.doi.org/10.1016/j.jad.2012.09.023
Hoertel, N., Lopez, S., Wang, S., et al (2015) Generalizability of pharmacological and psychotherapy clinical trial results for borderline personality 
disorder to community samples. Personality Disorders, 6, 81-87. http://dx.doi.org/10.1037/per0000091
Humphreys, K. (2014) A review of the impact of exclusion criteria on the generalizability of schizophrenia treatment research. Clinical 
Schizophrenia & Related Psychoses. http://dx.doi.org/10.3371/CSRP.KH.061314

http://dx.doi.org/10.1176/appi.ajp.159.3.469
http://dx.doi.org/10.4088/JCP.12m07935
http://dx.doi.org/10.1097/JCP.0000000000000204
http://dx.doi.org/10.1002/da.21937
http://dx.doi.org/10.1016/j.jad.2012.09.023
http://dx.doi.org/10.1037/per0000091
http://dx.doi.org/10.3371/CSRP.KH.061314


Summary

• Most patients in clinical trials don’t look like 
‘our’ patients

• Most common reasons for exclusion:

– Comorbidity (e.g. depression)

– Alcohol and/or drug misuse

– Risk of self-harm / suicide

• But these are the very reasons that people are 
in secondary care!

Boter, H., Derks, E. M., Fleischhacker, W. W., et al (2010) Generalizability of the Results of Efficacy Trials in First-Episode 
Schizophrenia: Comparisons Between Subgroups of Participants of the European First Episode Schizophrenia Trial (EUFEST). Journal 
of Clinical Psychiatry, 71, 58-65. http://dx.doi.org/10.4088/JCP.08m04506yel

http://dx.doi.org/10.4088/JCP.08m04506yel


PSYCHOLOGICAL TREATMENT 
FOR SEVERE DEPRESSION

What they didn‘t tell you in school



Why is severity important?

• Mild depression shows less convincing 
differentiation from placebo in drug treatment

• There is evidence that severity (and 
chronicity) may affect the outcome from 
psychological therapy

• Failing to recognise that severity may affect 
the likelihood of response impacts patient 
care



Why is severity important?

Study Effect of severity on response/prognosis

Elkin, 1989 More severe = sl. better response to IPT and TCAs

Shapiro, 1994 No clear effect of severity on response, but 16 
sessions > 8 sessions for more severe depression

Thase, 1991 HRSD-17 ≥ 20 is less likely to remit after CBT

Luty, 2007 If you have severe depression, response to CBT is 
better than response to IPT

Elkin, I., Shea, M. T., Watkins, J. T., et al (1989) National Institute of Mental Health Treatment of Depression Collaborative 
Research Program: General Effectiveness of Treatments. Archives of General Psychiatry, 46, 971-982. 
http://dx.doi.org/10.1001/archpsyc.1989.01810110013002
Shapiro, D. A., Barkham, M., Rees, A., et al (1994) Effects of treatment duration and severity of depression on the effectiveness 
of cognitive-behavioral and psychodynamic-interpersonal psychotherapy. Journal of Consulting and Clinical Psychology, 62, 522-
534. http://www.ncbi.nlm.nih.gov/pubmed/8063978
Thase, M. E., Simons, A. D., Cahalane, J., et al (1991) Severity of depression and response to cognitive behavior therapy. 
American Journal of Psychiatry, 148, 784-789. http://ajp.psychiatryonline.org/cgi/content/abstract/148/6/784
Luty, S. E., Carter, J. D., McKenzie, J. M., et al (2007) Randomised controlled trial of interpersonal psychotherapy and cognitive-
behavioural therapy for depression. British Journal of Psychiatry, 190, 496-502. http://dx.doi.org/10.1192/bjp.bp.106.024729

http://dx.doi.org/10.1001/archpsyc.1989.01810110013002
http://www.ncbi.nlm.nih.gov/pubmed/8063978
http://ajp.psychiatryonline.org/cgi/content/abstract/148/6/784
http://dx.doi.org/10.1192/bjp.bp.106.024729


Gaps in the literature

• The problem is that severity of depression, 
despite having been built into diagnostic 
classifications for decades, has largely been 
forgotten

• Very few studies have stratified by severity 
and most don’t specify ‘severe’ depression as 
a key criterion

• But this is the population we see in secondary 
care and severity is likely to be a key factor in 
predicting treatment outcome



IMPROVING ACCESS TO 
PSYCHOLOGICAL THERAPIES

A bold new step or a white elephant?



IAPT

• England and Wales only (so not clear if we’ll get it 
in Scotland)
– However, many of our psychological therapy services 

may be functioning a bit like IAPT

• It has become the vanguard for ‘psychological 
therapies for all’

• It has cost £400 million from 2011 to 2015 [1]

• “The IAPT model fails over 85% of patients 
referred and costs three times more per session 
than quoted” (Patrick Pietroni, 2015)

[1] https://www.gov.uk/government/news/access-to-psychological-therapies-campaign

https://www.gov.uk/government/news/access-to-psychological-therapies-campaign


Treatment in IAPT
• 50% of people going through IAPT are in 

employment
• Most common diagnoses:

– Depression (29.4%)
– Mixed anxiety and depressive disorder (29.3%)
– Generalised anxiety disorder (17.5%)

• But only half of patients have a useable diagnosis
• The most common intervention is ‘CBT’ (33%) 

followed by self-help (24%)
• 56% of people going through IAPT have 5 or 

fewer appointments

Glover, G., Webb, M. & Evison, F. (2010) Improving Access to Psychological Therapies. A review of the progress made 
by sites in the first rollout year. Stockton on Tees: North East Public Health Observatory. http://www.iapt.nhs.uk/wp-
content/uploads/iapt-year-one-sites-data-review-final-report.pdf

http://www.iapt.nhs.uk/wp-content/uploads/iapt-year-one-sites-data-review-final-report.pdf


The promises of IAPT

Department of Health (2012) IAPT three-year report: The first million patients. London: 
Department of Health. http://www.iapt.nhs.uk/silo/files/iapt-3-year-report.pdf

http://www.iapt.nhs.uk/silo/files/iapt-3-year-report.pdf


Does IAPT deliver?

• It has had no effect whatsoever on prescribing 
of antidepressants (which went up 10% during 
the implementation of the programme)

• It doesn’t get more people back to work

• The cost estimates (and hence the whole 
business case) were wrong

Sreeharan, V., Madden, H., Lee, J. T., et al (2013) Improving Access to Psychological Therapies and antidepressant 
prescribing rates in England: a longitudinal time-series analysis. British Journal of General Practice, 63, e649-e653. 
http://dx.doi.org/10.3399/bjgp13X671641

http://dx.doi.org/10.3399/bjgp13X671641


Does IAPT deliver?

Thompson, C. (2014) Psychological Therapies, England: Annual Report on the use of Improving Access to Psychological Therapies services 
- 2012/13. London: Community and Mental Health statistics team, Health and Social Care Information Centre. 
http://www.hscic.gov.uk/catalogue/PUB13339/psyc-ther-ann-rep-2012-13.pdf

http://www.hscic.gov.uk/catalogue/PUB13339/psyc-ther-ann-rep-2012-13.pdf


Metric Department of 
Health

Real Life

Cost per session 
(low intensity

£32.50 £102.38

Cost per session 
(high intensity)

£55.20 £173.88

Recovery rate 40-50% 12.5%

Griffiths, S. & Steen, S. (2013) Improving Access to Psychological Therapies (IAPT) Programme: Scrutinising IAPT Cost Estimates to 
Support Effective Commissioning. Journal of Psychological Therapies in Primary Care, 2, 142-156. 
http://www.chester.ac.uk/sites/files/chester/IAPT%20-%20Scrutinising%20IAPT%20Cost%20Estimates.pdf
Thompson, C. (2014) Psychological Therapies, England: Annual Report on the use of Improving Access to Psychological Therapies services 
- 2012/13. London: Community and Mental Health statistics team, Health and Social Care Information Centre. 
http://www.hscic.gov.uk/catalogue/PUB13339/psyc-ther-ann-rep-2012-13.pdf

Cost-benefits of IAPT

Completers Intention-to-Treat

http://www.chester.ac.uk/sites/files/chester/IAPT - Scrutinising IAPT Cost Estimates.pdf
http://www.hscic.gov.uk/catalogue/PUB13339/psyc-ther-ann-rep-2012-13.pdf


‘Too big to fail’

• If it’s seen as a model that works, it’s likely to 
be adopted universally, but one size doesn’t fit 
all

• Evidence is being spun and/or misinterpreted 
to over-report the benefits of psychological 
therapies in all populations

• And most people getting psychological 
therapies in IAPT and/or clinical trials aren’t 
like patients in CMHTs



THE EVIDENCE BASE FOR THERAPY 
IN SEVERE DEPRESSION

Selection of modalities and studies



HRSD-17

• The 17-item Hamilton Depression Rating Scale 
was chosen because:

– Categories of severity can be mapped onto it;

– It’s one of the most commonly-used clinician-
rated scales in depression research;

– Most people are familiar with it both clinically, and 
from a research perspective;

– We have the ability to convert scores on other 
scales to HRSD scores



Depression Severity (empirical)

HRSD-17 score Severity

0-7 None

8-16 Mild

17-23 Moderate

≥ 24 Severe

Zimmerman, M., Martinez, J. H., Young, D., et al (2013) Severity classification on the Hamilton Depression 
Rating Scale. Journal of Affective Disorders, 150, 384-388. http://dx.doi.org/10.1016/j.jad.2013.04.028

http://dx.doi.org/10.1016/j.jad.2013.04.028


Depression Severity cut-offs

Severity HRSD-17 MADRS

Mild 8 14

Moderate 17 26

Severe 24 35



Key principles

• We wanted to:

1. Keep the work manageable;

2. Investigate the quality/reliability of existing 
systematic reviews

• We therefore identified trials from existing 
meta-analyses



Choice of modality

• Based on two principles:

– ‘Candidates’ for post-op treatment 
recommendations

– Existing modalities that are granted the ‘evidence-
supported ther’ (EST) status from systematic 
reviews



Chosen reviews

Modality Review Link

BA | Behavioural 
Activation

Ekers et al, 2014 http://dx.doi.org/10.1371/journal.pone.01
00100

CWD | Coping with 
Depression

Cuijpers et al, 2009 http://dx.doi.org/10.1016/j.cpr.2009.04.00
5

CBT | Cognitive-
Behavioural Therapy

Cuijpers et al, 2013 http://www.ncbi.nlm.nih.gov/pubmed/238
70719

IPT | Interpersonal 
Therapy

Cuijpers et al, 2011 http://dx.doi.org/10.1176/appi.ajp.2010.1
0101411

PDP | Psychodynamic 
Psychotherapy

Driessen et al, 2010 http://dx.doi.org/10.1016/j.cpr.2009.08.01
0

PST | Problem-Solving 
Therapy

Cuijpers et al, 2007 http://dx.doi.org/10.1016/j.eurpsy.2006.1
1.001

http://dx.doi.org/10.1371/journal.pone.0100100
http://dx.doi.org/10.1016/j.cpr.2009.04.005
http://www.ncbi.nlm.nih.gov/pubmed/23870719
http://dx.doi.org/10.1176/appi.ajp.2010.10101411
http://dx.doi.org/10.1016/j.cpr.2009.08.010
http://dx.doi.org/10.1016/j.eurpsy.2006.11.001


Reviews of CBASP

• There are no systematic reviews and meta-
analyses but there are a number of large 
studies in populations with ‘chronic’ 
depression

• Studies were identified from a knowledge of 
the evidence base and were subjected to the 
same inclusion criteria



STUDY SELECTION

Criteria for inclusion



Criteria

• The study includes at least one arm with one of 
the modalities under investigation

• The population is aged 18-65 years (i.e. adults)

• The therapy is given as a treatment rather than a 
preventative intervention

• The primary diagnosis is Major Depressive 
Disorder (MDD) for more than 85% of the sample

• The study has a control group (although 
randomisation isn't essential)
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Only 28.3% of 
237 studies met 

these criteria



Criteria met (all studies)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Major Depression

Adults 18-65

Controlled Study
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EST under investigation

YES NO UNKNOWN

Less than half 
actually treated 

patients with MDD



Making sense of severity of 
depression and strength of evidence
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Study of ‘CBT’ in rural Pakistan, 
delivered by community health 
workers to depressed mothers
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CBASP Studies | Chronicity
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(I’m awaiting a 
response…)



CBASP Studies | Have had 
previous drug therapy
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Between one-third and two-thirds of patients in CBASP studies 
had never had an antidepressant
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CONCLUSIONS

Summing it all up



Conclusions | 1

• For severe depression, there is no clearly-
identifiable evidence to support the use of 
(any) psychological therapy



Conclusions | 2

• Absence of evidence ≠ evidence of absence

• However, we need to be cautious about 
extrapolating findings from therapy studies in 
mild-moderate populations



Conclusions | 3

• Our patients are more severe, chronic, and 
comorbid than those in clinical trials

• This raises serious doubts about the 
generalisability of clinical trial data to patients 
in secondary care MH services



Conclusions | 4

• It’s not that we have the wrong patients – it’s 
that our treatments have never been shown 
to work well in the populations we see

• In fact, most treatments offered in CMHTs are 
unsupported by RCT evidence when 
population is taken into account


