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Managing depression in primary care
The type of treatment matters less than ensuring it is done properly and followed up

Several recent studies have evaluated alternative
approaches to managing depression in primary
care. The range of disease and the treatments

examined have varied widely, no doubt contributing to
the variation in results. Nevertheless, randomised trials
leave little doubt that antidepressant drugs are
efficacious in major depression,1 2 and recent evidence
suggests efficacy in dysthymia and subsyndromal
depression as well.3 But what role does counselling play
in the primary care management of patients with vari-
ous forms of depression? Recent trials in primary care
have produced conflicting results and conclusions.

The paper in this issue by Chilvers et al (p 772)4

and an earlier report from the same study5 address
three important questions about treating major
depression in primary care. Is there a difference in the
effectiveness of drugs versus counselling? Is the
non-standardised counselling provided by most men-
tal health providers effective? Does matching treatment
with patient preferences increase effectiveness? In
Chilvers et al’s study only the first question is addressed
using a randomised design. Unfortunately, small
sample sizes and difficulties in follow up urge caution
in interpreting the results. Regarding the second and
third questions, we must settle for non-experimental
comparisons within this sample and with previous
reports.

Chilvers et al conclude that generic counselling
appears to be as effective as antidepressant drugs for
major depression, though patients given drugs may
recover more quickly. There may be differences in
longer term effects as well. Tables 3 and 4 in the paper
show that patients randomised to drugs were 16%
more likely to have a “good” global outcome, 10%
more likely to ever remit, and 30% less likely to be
depressed by research diagnostic criteria. These differ-
ences in 12 month outcomes, none of which reached
statistical significance, raise a conundrum. Are the dif-
ferences between drugs and counselling in the
randomised group large enough to have implications
for practice?

Randomised controlled trials on both sides of the
Atlantic now provide evidence that different approaches
to counselling—cognitive-behavioural,6 interpersonal,1

and problem solving2— have equivalent efficacy to drugs
in treating major depression. But in these studies the

“talking therapy” is applied by protocol using specially
trained counsellors who are often monitored for adher-
ence to the protocol. Chilvers et al’s study placed few
constraints on either the drug treatment or the type of
counselling other than that the counselling should be
provided by an experienced mental health professional
in six sessions. In effect therefore they compared
non-standardised antidepressant use with non-
standardised counselling by experienced mental health
professionals in general practice. Because statistical tests
showed no significant differences in effectiveness the
authors conclude that generic counselling is effective.
Recent comparisons of more rigorously applied
non-directive and cognitive-behavioural counselling
with usual general practitioner care among a broader
range of depressed patients found both specific
therapies to be better than usual care at four months but
not at 12.7 This may suggest advantages for more
specific, standardised counselling over more generic
approaches. Only direct comparisons of generic
counselling with more standardised, specific approaches
will resolve this question.

As to the implications for practice, the results in the
patient preference group may be relevant. Over two
thirds of the patients refused randomisation because
they preferred a particular form of treatment, and
nearly two thirds of them preferred counselling. Both
the high proportion of people with a preference and
the high proportion of them preferring counselling
are consistent with other recent findings.7 8 Within the
patient preference group there were no differences in
outcomes between the groups treated with counselling
or drugs. Thus, regardless of one’s interpretation of the
randomised results, patient selected counselling or
drugs appear to be equally effective if the counselling is
provided by an experienced therapist.

It remains possible that patients without prefer-
ences will have better long term outcomes with drugs
under real world circumstances where follow up may
be sporadic. The major differences between usual care
and protocol driven care for depression are the assur-
ance of adequate intensity of treatment, whether coun-
selling or drugs, and the consistency of follow up.9 10

The low rates of assessment at 12 months in this study
illustrate the difficulties with follow up in everyday
practice. When care is organised to assure intensity and
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continuity of treatment, then the totality of evidence
strongly indicates no difference between specific coun-
selling or drugs. Giving patients with major depression
their choice of treatment and then assuring adequate
intensity of treatment and follow up represent high
quality care.
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Beyond Helsinki: a vision for global health ethics
Improving ethical behaviour depends on strengthening capacity

The fifth revision of the 1964 Declaration of
Helsinki, published in October 2000, sets out
international standards for conducting medical

research with human subjects.1 Revisions of this or any
other research ethics code are unlikely to make
research more ethical throughout the world, however,
without some means of strengthening capacity to pro-
mote and implement such standards.

Strengthened capacity in research ethics is needed
in both developed and developing countries, though
the need is particularly acute in developing countries.
A recent Washington Post investigation into research in
developing countries revealed “a booming, poorly
regulated testing system that is dominated by private
interests and that far too often betrays its promises to
patients and consumers.”2

Research in developing countries was a flash point
of the fifth revision of Helsinki because the declaration
retains the requirement that new treatments should be
tested against the “best current” treatment. Critics
argue that this standard does not allow the testing of
low cost, sustainable treatments, such as aspirin for
coronary artery disease, which might yield substantial
health improvements in developing countries but are
inferior to the best current treatment in developed
countries. Bloom has argued convincingly that global
health would be better served by adopting a standard
of the “highest attainable,”3 and we have offered an
expanded concept of the standard of care in research,
advocating that visiting researchers need a deeper
understanding of the social, economic, and political
context of trials in developing countries.4

But even another revision of Helsinki that incorpo-
rated these recommendations would not, in isolation,
improve the ethics of research in developing countries.
Rather, people are the key—to apply international
codes to local circumstances, develop and enforce

national codes, staff research ethics boards, and imple-
ment research ethics processes.

The Fogarty International Center of the US
National Institutes of Health is spearheading the
movement to strengthen capacity in research ethics by
committing $5.6m (£3.7m) over four years to train fac-
ulty from developing countries in bioethics. These
North-South partnerships will be further strengthened
by South-South regional networks (such as the Forum
for Ethical Review Committees in Asia and the
Western Pacific) and global networks, such as the Glo-
bal Forum for Bioethics in Research, which brings
together researchers in developing countries and
organisations that support clinical research.5

The crucial step, yet to be taken, is to strengthen
ethics centres and training programmes in developing
countries. Direct support by international donors will
be essential, at least initially. A model is the
International Clinical Epidemiology Network
(INCLEN), a programme initially supported by the
Rockefeller Foundation that created a network of clini-
cal epidemiology units around the world: we are
proposing an INCLEN for ethics. With 30 training
centres each producing 12 trainees a year, for example,
3600 people would be trained over 10 years to chair
research ethics boards and teach research ethics to
investigators, research ethics board members, students,
and policy makers. The total cost would be about
$100m.

Important questions remain about how to sustain
this vision; the career paths of the trainees; selecting
the centres; how communities, non-governmental
organisations, and international organisations could be
involved; and how to evaluate the effort. Moreover, how
would this effort integrate with a broader vision of
public health, and the process of strengthening
national health—and health research—systems?
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