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Objective: To evaluate the continued effect of a sequential treatment strategy (fluoxetine
followed by continued medication plus relapse prevention cognitive-behavioral therapy [RP-
CBT]) on relapse prevention beyond the treatment phase.

Method: Youth (aged 8-17 years) with major depressive disorder (MDD) were treated with
fluoxetine for 6 weeks. Responders (=50% reduction on the Children’s Depression Rating Scale—
Revised [CDRS-R]) were randomized to continued medication management alone (MM) or
continued medication management plus RP-CBT (MM+CBT) for an additional 6 months. Long-
term follow-up assessments were conducted at weeks 52 and 78.

Results: Of 144 youth randomized to MM (n = 69) or MM+CBT (n = 75), 67% had at least 1
follow-up assessment, with equal rates in the 2 groups. Remission rates were high, although most
had remitted during the 30-week treatment period. Only 6 additional participants remitted during
long-term follow-up, and there were no differences on time to remission between MM+CBT

and MM. The MM+CBT group had a significantly lower risk of relapse than the MM group
throughout the 78-week follow-up period (hazard ratio = 0.467, 95% CI = 0.264 to 0.823,; XZ =
6.852, p=.009). The estimated probability of relapse during the 78-week period was lower with
MM+CBT than MM only (36% versus 62%). Mean time to relapse was also significantly longer
with MM+CBT compared to MM alone by approximately 3 months (p=.007).

Conclusion: The addition of RP-CBT after acute response to medication management had a
continued effect on reducing risk of relapse even after the end of treatment.

Clinical trial registration information—Sequential Treatment of Pediatric MDD to Increase
Remission and Prevent Relapse; http://clinicaltrials.gov/; NCT00612313.
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Acute-phase treatment interventions for pediatric depression have demonstrated efficacy in
achieving response (typically defined as a 50% improvement in symptoms) and remission
(no or minimal symptoms) compared to placebo or usual care. Effective acute treatments
include antidepressant medications, 2 psychotherapy,®# and a combination of medication
and psychotherapy.>~’ Although these interventions have been shown to be effective in
acute-phase treatments, high rates of relapse are common in youth.8-10 The goal of
continuation-phase treatments is to consolidate response and to prevent relapse (defined as
depressive episode after attaining remission). Continuation-phase treatment studies of adults
with depression have found that continuation-phase cognitive therapy has been beneficial in
reducing rates of relapse compared to placebo.11-20

Few continuation phase trials have been conducted in youth with major depressive disorder
(MDD). Emslie et al. demonstrated reduced relapse rates in youth (N = 102) with MDD who
remained on fluoxetine, compared to switching to placebo, after response to 3 months of
open treatment with fluoxetine.? In a pilot study comparing youth with MDD treated with
acute-phase cognitive-behavioral therapy (CBT) plus 6 months of continuation-phase CBT
to historical controls, Kroll et a/. found lower rates of relapse in those who were treated with
CBT.2! Clarke et al. added booster CBT sessions at the end of acute-phase CBT treatment

JAm Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2022 October 26.


http://clinicaltrials.gov/
https://clinicaltrials.gov/ct2/show/NCT00612313

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Emslie et al.

METHOD

Page 3

for adolescents with MDD and found no impact on relapse rates but an acceleration of
remission.22 Kennard et a/, in a pilot study, found that the risk of relapse was about 8 times
lower in youth with MDD (aged 11-17 years) who were treated with a sequential treatment
strategy of adding continuation CBT (relapse prevention—-CBT [RP-CBT]) to medication
compared to those treated with medication alone after response to acute antidepressant
treatment.23

The authors conducted a larger continuation trial to further examine RP-CBT in youth with
MDD. A total of 200 children and adolescents (ages 8-17 years) with MDD were treated
with fluoxetine for 6 weeks. Responders were then randomized to continue medication
management alone (MM; n = 69) or continue medication management plus RP-CBT
(MM+CBT,; n = 75). Remission rates were high (>80%) across the 30-week continuation
treatment period for both groups, although the 2 groups did not differ significantly on time
to remission during the 30-week continuation-treatment period. Adding CBT led to lower
relapse rates compared to fluoxetine alone over a 30-week treatment period (9% versus
26.50%).24

In this report, we report on the continued effects of adding RP-CBT to medication treatment
for depression beyond the treatment phase of the study (through week 78).

The study results presented are based on the long-term follow-up outcomes from a National
Institute of Mental Health (NIMH)—funded, single-site study examining a sequential
treatment strategy (initial treatment with fluoxetine followed by continued medication plus
CBT compared to continued medication alone) to improve remission and prevent relapse
(see Kennard er a/24 for additional details). A detailed description of the full methodology
and primary outcomes from the treatment period (30 weeks) has been previously reported
(see Kennard er al2%). The study was approved by the University of Texas Southwestern
Medical Center Institutional Review Board.

Study Participants

Procedures

Participants were outpatients (aged 8-17 years) in a general pediatric psychiatry outpatient
clinic. Participants had a primary diagnosis of MDD for at least 4 weeks, a Children’s
Depression Rating Scale-Revised (CDRS-R)2® score of 240, and a Clinical Global
Impression— Severity (CGI-S)26 score of >4. Although MDD was the primary diagnosis,
other concurrent disorders were allowed, with the exception of lifetime bipolar disorder,
psychosis, anorexia, and bulimia, or substance abuse or dependence within the past 6
months. Additional inclusion/exclusion criteria have been presented previously.24

At the initial visit, participants and their parents provided written consent and assent
after the purpose, procedures, risks and benefits, and the rights of study participants were
explained, and all questions were answered. They were then assessed by trained masters-
level independent evaluators (IEs) using the Kiddie Schedule for Affective Disorders and
Schizophrenia-Present and Lifetime Version (K-SADS-PL)? to identify all psychiatric
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illnesses. Additional measures of depression and suicidality severity, including the CDRS-R,
CGI-S, Columbia Suicide History form, Columbia Suicide Severity Rating Scale-Short
(C-SSRS),28 and the Family History Screen,2% were used to identify psychiatric illnesses
within first-degree relatives. Youth were then evaluated 1 week later by a child psychiatrist
to determine eligibility and appropriateness for the study. The child psychiatrist reviewed
the K-SADS-PL with the participant and family, and completed the CDRS-R, CGI-S, and
C-SSRS.

Following assessment, eligible participants began 6 weeks of fluoxetine (10-40mg). At
week 6, responders (based on =50% decrease on the CDRS-R total score by the IE) were
randomized to continue medication management (MM) alone (n = 69) or MM plus RP-CBT
(n = 75) for an additional 6 months (see Kennard et a/2* for additional details). Visits
during continuation treatment for MM occurred at weeks 8, 10, 12, 14, 18, 24, and 30. For
participants in medication management plus RP-CBT (MM+CBT), visits were weekly for 1
month, then every other week for 1 month, and then every 4 to 6 weeks until the end of the
30-week continuation treatment. Beyond week 30, treatment was uncontrolled.

IEs blinded to treatment assignment assessed participants every 6 weeks throughout
continuation treatment, and again at 52 and 78 weeks postbaseline. At the 52- and 78-week
follow-up assessments, the IE completed the CDRS-R, C-SSRS, CGl, and course of illness
using the Adolescent-Longitudinal Interval Follow-Up Evaluation (A-LIFE).3C Participants
continued with IE assessments even if they discontinued study treatments. Treatment beyond
week 30 was not controlled but was tracked through the A-LIFE.

Outcomes were time to remission and rate of relapse. During continuation treatment (30
weeks), remission was defined as CDRS-R <28, with timing of remission determined
through clinical interview and A-LIFE, and relapse was defined as a CDRS-R =40 for

at least 2 weeks or a CDRS-R <40, but with significant clinical deterioration that would
suggest full relapse if the participant’s treatment was not altered.® During the long-term
follow-up period (beyond week 30), remission and relapse were determined through clinical
interview and rating of the A-LIFE. The A-LIFE (adapted from the Longitudinal Interval
Follow-Up Evaluation3?) is a psychiatric diagnostic interview for use in longitudinal studies.
A rating of 1 or 2 on the A-LIFE indicates no or minimal symptoms; a rating of 3 indicates
possible depression; a rating of 4 indicates probable depression, but below criteria for MDD;
and a rating of 5 or 6 indicates definite MDD (moderate or severe). Remission during the
long-term follow-up was defined as at least 2 months with a rating of 1 or 2. Relapse

during the long-term follow-up period included ratings of =4 for at least 2 weeks, with clear
evidence of worsening depressive symptoms. Although ratings of >5 signify a full MDD
episode, clear worsening of depressive symptoms not yet meeting full criteria (that is, a
rating of 4) were included as relapses to remain consistent with the clinical deteriorations
noted during the treatment phase of the study. Only youth who had achieved remission (at
any point in the study) were assessed for relapse (i.e., cannot relapse if not remitted).

“Time spent well in the study” was measured via the A-LIFE. Time spent well was defined
as each week that the youth was rated as a 1 or 2 (no or minimal disorder) on the A-LIFE,
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and was operationalized as the number of weeks of a rating of 1 or 2 divided by the total
number of weeks in the study.

Statistical Analysis

Demographic and clinical characteristics were compared between the MM+CBT and MM
treatment groups, as well as the 2 relapse groups (relapse versus no relapse), using an
independent-sample t test (continuous outcomes) and a X2 or Fisher exact test (categorical
outcomes).

A Cox proportional hazards regression with adjustment for CDRS-R total score, age (child
versus adolescent), and gender was used to compare time to remission and, in a separate
model, time to relapse between participants in the 2 treatment groups during the long-term
(78-week) follow-up period. Hazard ratios (HRs) were also estimated and interpreted as the
effect size estimator for our Cox regression. As part of the survival analysis, right censoring
was used and occurred when incomplete information was available about the survival time
of a given participant; the information was incomplete because the participant did not have
an event during the study. Censoring (or a censored observation) meant a participant who
dropped out or completed the study without remitting/relapsing. We also estimated the
probability of remitting/relapsing or the rates of remission/relapse at each week during the
long-term (78-week) follow-up period.

A negative binomial regression (which is a generalization of the Poisson model for
overdispersed count data), with adjustment for CDRS-R total score, age (child versus
adolescent), and gender, was used to compare the log “time spent well” rates, or incidence of
time spent well in the study (through the 78-week follow-up period), between the 2 groups.
Maximum likelihood estimation and robust standard errors (Huber Sandwich Estimator)
along with type 3 tests of fixed effects were used with the Wald XZ statistic.

Finally, to examine the potential “therapist effect” on our basic survival findings, in a
sensitivity analysis, we replicated our survival models described above using a frailty model
(random effects survival model) with therapist included as a random effect. A separate
frailty model was conducted for time to relapse and time to remission. We also ran separate
intercept-only frailty models with therapist included as a random effect.

Statistical analyses were performed using SAS software, version 9.4 (SAS Institute, Cary,
NC) as well as MedCalc for Windows, version 145.8 (MedCalc Software, Ostend, Belgium).
All analyses were intent-to-treat. Medication management alone was the reference group in
our analytic models. The level of significance for all tests was set at a = 0.05 (2-tailed) and
to address multiple testing (multiplicity), where applicable, p values were adjusted using the
false discovery rate procedure. Hedges’ g was also calculated to estimate effect sizes for
between-group comparisons. The magnitude of Hedges’ g can be interpreted using Cohen’s
(1988) convention as “small effect (0.20),” “medium effect (0.50),” and “large effect (0.80),”
with the caveat that this conventional frame of reference (or rules of thumb regarding the
size of the effect) is relative not only to each other but also to its substantive context, its
operational definition, or even more particularly, to the specific content and research method
being used in any given investigation.3!
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Participant Characteristics

A total of 144 youth were randomized to MM (n = 69) or MM+CBT (n = 75) for 6 months.
The sample consisted of 53.5% (n = 77) females, with 54.2% (n = 78) being non-Hispanic
white. The mean age was 13.8 *+ 2.6 years, and the majority (78.5%, n = 113) were
adolescent (aged =12 years). The mean CDRS-R total score at baseline (before treatment)
was 58.0 £ 7.2, which was reduced at the randomization point (week 6) to 30.9 + 5.7.

The 2 treatment groups did not differ on baseline demographic and clinical characteristics.
Additional details about sample characteristics can be found in Kennard er a/.2*

Attrition and Treatment During the Follow-Up Period

Figure 1 delineates the number of participants continuing with assessments across the
continuum of the study. The average length of time in assessments was similar for those

in MM+CBT and MM only (58.8 £ 25.5 weeks versus 54.3 + 27.7 weeks; p=.32). Of

the 144 randomized youth, 97 (67.4%; 55 in MM+CBT and 42 in MM) remained in the
study assessments through 1 year (week 52), and 82 (56.9%) remained in study assessments
through 1.5 years (week 78). Attrition rates were similar for MM+CBT and MM by week
78 (58.7% versus 55.1%; p = .89). As noted in Kennard et a/.,2* the overall rate of treatment
completion (defined as remaining in the assigned treatment condition up to week 30) was
66% (95 of 144), with a slightly higher (but nonsignificant) treatment completion rate for
the MM+CBT group than for the MM group (70.7% versus 60.9%; p = .22). Table 1 lists
demographic and clinical characteristics for those who had at least 1 visit in the follow-up
period versus those who did not return after week 30.

The mean number of weeks on antidepressant treatment (with any antidepressant) for the
full sample during follow-up was 50.7 £ 24.0 for youth assigned to MM+CBT compared

to 46.2 + 24.7 for those assigned to MM (p = .40). Of the 97 youth who remained in the
study assessments for the follow-up period, most (92.8%; 90 of 97) remained on medication
beyond the 30-week treatment study (no difference between the 2 groups).

Among youth who had at least 1 follow-up assessment, 46 youth reported attending at least
1 individual therapy session beyond the 30-week continuation treatment study: 32 of 55
(58.2%) in MM+CBT and 14 of 42 (33.3%) in MM. The mean number of individual therapy
sessions during the follow-up period was much lower for MM+CBT compared to MM (4.5 =
5.1 versus 16.6 £ 11.1; p<.001).

Hazard of Remission Through 78-Week Follow-Up

As noted in Kennard et a/.,24 115 youth experienced remission by week 30, with no
difference between groups. An additional 6 remitted during the follow-up assessment period.
After adjustment for CDRS-R total score at baseline, age, and gender, Cox regression
revealed that participants in the MM+CBT group did not differ significantly on time to
remission from those in the MM group during the 78-week follow-up period (HR = 1.255,
95% Cl = 0.874-1.801; y2 = 1.50, p=.220).
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Throughout the entire 78-week follow-up period, the mean time to remission for the
MM+CBT group was 14.26 weeks (SE = 2.13) compared with 18.37 weeks (SE = 2.94)
for the MM group (Figure 2). A log-rank test showed that the mean time to remission
between the 2 treatment groups was not significantly different (p=.122), g = 0.258. At the
follow-up weeks (weeks 52 and 78), the estimated probability of remitting with MM+CBT
was about 94% and 96%, respectively, compared with about 89% and 92%, respectively,
with MM alone.

Hazard of Relapse Through 78-Week Follow-Up

Relapse was assessed in participants who achieved remission at any time during the study

(n = 121). After adjustment for CDRS-R total score at randomization, age, and gender, Cox
regression revealed that participants in the MM+CBT group had a significantly lower risk of
relapse than those in the MM group throughout the 78-week follow-up period (HR = 0.467,
95% CI = 0.264-0.823; Xz =6.852, p=.009). Thus, throughout the full 78-week period,
the hazard of relapse for those who received MM+CBT was 0.467 times that of those who
received MM alone; an estimated HR < 1 here (0.467) indicated a lower risk of relapse for
the MM+CBT group compared to the MM-only group.

During the full 78-week follow-up period, the mean time to relapse for MM+CBT was
64.40 weeks (SE = 2.68) compared with 50.93 weeks (SE = 3.61) for MM only (log-rank
test: p=.007, g = 0.499). Figure 3 displays survival curves, plotted at the mean of all
covariates in the model, and indicates that the survival probability of relapsing was lower at
all time periods for MM+CBT compared to MM alone. At weeks 52 and 78, the estimated
probability of relapse for the MM+CBT group was about 27% and 36%, respectively,
compared with about 49% and 62%, respectively, for the MM-only group. Moreover, the

2 treatment groups differed significantly on relapse rates at follow-up week 52 (raw p=
.021, false discovery rate—adjusted p=.021) and week 78 (raw o = .008, false discovery
rate—adjusted p=.015).

Table 2 provides the demographic and clinical characteristics of youth who experienced a
relapse of depression versus those who did not, independent of treatment assignment during
the continuation phase. There were few differences between those who relapsed and those
who did not. However, those who relapsed had more severe depression at baseline (based
on both the CDRS-R Total score and the CGI-Severity score). There was also a higher
proportion of Hispanic participants among those who relapsed.

Time Spent Well

The incidence of “time spent well” was evaluated using a negative binomial regression
model with adjustment for CDRS-R Total score at randomization, age, and gender. The
results revealed that participants in the MM+CBT group had a significantly higher estimated
rate of time spent well than those in the MM group (59.3% versus 48.8%, XZ =4.09, p=
.043, g = 0.341). After adjustment for the above-mentioned covariates, a negative binomial
regression also revealed that the MM+CBT group spent 38.3 (SE = 2.82) weeks well versus
30.4 (SE = 2.95) weeks well with MM only (XZ =3.37, p =.066, g = 0.308).
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DISCUSSION

This article reports on the long-term follow-up period for children and adolescents with
MDD who completed a 30-week continuation treatment study examining the effect of
medication alone versus a sequential strategy of acute treatment with medication followed
by continuation treatment with medication plus CBT. The outcomes during the continuation
treatment period of the study (30 weeks) demonstrated reduced relapse rates for youth who
were in the MM+CBT arm compared to those who received medication alone (9% versus
26.5%; HR = 0.31).24 In the long-term assessments, these differences were maintained for
up to 78 weeks, with the MM+CBT group continuing to have substantially lower relapse
rates compared to MM only (36% versus 62%). In addition, the mean time to relapse was
about 3 months longer for those who received MM+CBT compared to those who received
MM alone. Despite efficacy of adding RP-CBT to prevent relapse, the relapse rates over 1.5
years were still considerable at 36%. Identifying which patients are at greater risk for relapse
will be an important next step. In this report, youth who relapsed had greater depression
severity at baseline. Additional examination of predictors and moderators of relapse of this
sample may provide key factors related to relapse, which in turn could lead to important
targets for future intervention.

Both the MM+CBT and MM groups had similarly high rates of remission by 78 weeks
(>90%). In fact, remission rates for the 2 groups during the long-term follow-up period
were similar to those during the 30-week continuation treatment portion of the study. Like
the 30-week continuation treatment, time to remission was also not statistically different
between the 2 groups during the 78-week follow-up, although the MM+CBT group remitted
approximately 1 month earlier than the MM group. The MM+CBT group was also well (i.e.,
had minimal or no depressive symptoms based on the A-LIFE) for approximately 2 months
longer than the MM group; although not statistically significant (o =.06), 2 months in the
life of a teen is arguably clinically meaningful.

One interesting finding in this study was the continued use of medication beyond the
30-week treatment portion of the study. More than 90% of the sample continued medication
beyond the treatment phase of the study (30 weeks), with the mean length of medication
treatment from 46 to 50 weeks. Thus, most patients remained on medication for 6-9
months, as recommended by treatment guidelines. Of note, although the RP-CBT manual
did not have a specific module for medication adherence, the entire study team (therapists,
psychiatrists, and study coordinators) frequently reminded patients and families about the
importance of medication adherence, and pill counts were conducted at each medication
management visit.

We acknowledge that this study has some limitations. As noted in Kennard et a/.,24 1
limitation was that the participants were not blinded to treatment assignment, which could
have also affected participant and parent perception of outcomes. In addition, treatment
was not controlled after 30 weeks. One-third of youth who were assigned to MM received
psychotherapy after the 30-week continuation treatment phase, with a mean number of

16 sessions, which would be considered an adequate dose of psychotherapy treatment.
Although more youth assigned to MM+CBT did continue to have psychotherapy sessions
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beyond the treatment phase (58%), the humber of sessions was minimal (mean = 4) and
more indicative of booster sessions than full-dose psychotherapy. Finally, attrition affects
results; however, attrition during the long-term assessment period was similar to the attrition
rates in the TADS study beyond the treatment phase.32

We did examine a potential “therapist effect” through a sensitivity analysis by replicating
our survival models using a frailty model (random effects survival model) with therapist
included as a random effect. A separate frailty model was conducted for time to relapse
and time to remission. In each frailty model, with therapist included as a random effect,
our basic survival results and conclusions did not change (results not reported). We also

ran separate intercept-only frailty models with therapist included as a random effect.
Results (not reported) from separate intercept-only frailty models, with therapist included
as a random effect, suggested that therapists did not introduce any significant concomitant
variability concerning the interpretation of our basic survival findings. We also conducted a
separate sensitivity analysis by replicating our Cox and negative binomial regression models,
excluding the 14 youth in the MM-only group who received at least 1 individual therapy
session beyond the 30 week continuation treatment, and the results revealed that our basic
findings persisted with no meaningful change (results not reported).

Despite these limitations, this study suggests that adding CBT after treatment response to
medication improves outcomes not only during the actual continuation treatment phase,

but also has enduring effects for up to a full year after completion of therapy. Yet,

current guidelines for acute treatment continue to suggest beginning treatment for moderate
to severe depression with psychotherapy alone, medication alone, or psychotherapy plus
medication simultaneously (AACAP Practice Parameters).33 Current guidelines regarding
continuation treatment state to continue the treatment for 6 to 9 months after remission.

The findings from this study, however, are consistent with prior adult studies, which suggest
that adding CBT to antidepressant treatment after initial response as a continuation phase
treatment for depression reduces rates of relapse.2? Thus, although most clinicians begin
reducing the frequency of treatment sessions once a patient has shown improvement, the
findings in this pediatric trial support that increasing visit frequency by adding therapy after
response will reduce relapse rates. Furthermore, providing treatment to participants who
are in remission, who are therefore “less ill,” could also reduce the frequency of therapy
sessions (10 sessions versus the 16-20 typical in clinical trials of CBT), which may in turn
increase the cost-effectiveness of CBT treatment in the continuation phase.34

Unfortunately, we currently do not have long-term strategies for treating youth with
depression, as the focus to date has been on acute strategies. To date, there has been only

1 published maintenance study in youth with depression.3®> Maintenance treatment with
antidepressants looks promising for preventing recurrence; however, more long-term studies
are needed. Strategies that are designed to target the prevention of relapse and recurrence
are critical in such a chronic, episodic illness as pediatric depression. Although the field

has made great gains in treating the symptoms of this illness, more work is needed in
maintaining wellness once symptoms subside. &
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FIGURE 2.
Remission survival curves through week 78. Note: For medication management plus relapse

prevention cognitive-behavioral therapy (MM+CBT), n = 75; for medication management
(MM), n = 69.
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FIGURE 3.
Relapse survival curves through week 78. Note: For medication management plus relapse

prevention cognitive-behavioral therapy (MM+CBT), n = 67; for medication management
(MM), n =54,
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Demographic and Clinical Characteristics of Relapsers and Nonrelapsers

TABLE 2

Relapse (n = 49)

No Relapse (n =72)

JAm Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2022 October 26.

Categorical Variables n % n %
Female 28 57.1 35 48.6
Ethnicity
Hispanic 19 388 15 20.8%
Non-Hispanic 30 61.2 57 7927
Race
Caucasian 40 81.6 60 83.3
African American 6 122 6 8.3
Asian 0 0 0 0
American Indian 0 0 1 1.4
Multiracial 3 6.1 5 6.9
No. of Episodes
1 45 91.8 61 84.7
2 2 4.1 11 15.3
3+ 2 4.0 0 0
Baseline CGI Severity
4 5 10.2 19 26.4
5 20 40.8 39 54.2
6 24 490 14 19.4 %%
Comorbid anxiety disorder 13 26.5 15 20.8
Comorbid behavior disorder 15 30.6 26 36.1
Comorbid dysthymia 9 18.4 9 125
Positive family psychiatric history 35 714 56 77.8
Baseline suicidal ideation
None 10 20.4 27 375
Morbid thoughts/death wishes 7 14.3 13 18.1
Suicidal thoughts 21 429 25 34.7
Suicidal plans 2 4.1 2 2.8
Suicide attempts 9 18.4 5 6.9
Attained remission by week 6 21 429 31 43.1
Continuous Variables Mean SD Mean SD
Age 13.7 24 139 2.7
Duration of episode (wk) 42.9 321 41.3 405
Baseline CDRS-R 60.4 75 55.8 6.8
Randomization CDRS-R 30.5 5.8 29.7 55
Week of study exit 67.1 19.3 60.0 23.8
Week of treatment exit 28.1 4.4 27.3 5.4
Week remitted 10.5 7.7 114 12.1

Page 18



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Emslie et al. Page 19

Relapse (h =49) No Relapse (n =72)

Categorical Variables n % n %

% Time well 520 226 733 5%t

Note: CBT = cognitive-behavioral therapy; CDRS-R = Childhood Depression Rating Scale—Revised; CGI = Clinical Global Impression.

*
p<.05

Hok

p<.01

Aok

*
p<.001
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