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n 2009/10 NICE partially updated its guidelines on the treatment and management of depression

in adults. Due to methodological shortcomings the recommendations for psychotherapy must

be treated with caution. Despite recognising the heterogeneous and comorbid nature of depres-

sion, and the limitations of depression as a unitary diagnostic category, NICE treats depression
as if it were a unitary entity differentiated only by severity. The guidance ignores important ae-
tiological factors such as trauma, loss and maltreatment, personality and interpersonal difficulties.
It excludes the largest naturalistic studies on clinical populations treated in the National Health
Service on the grounds that they are observational studies conducted in heterogeneous groups
with mixed neurotic disorders. It unquestioningly accepts that the “brand” of psychotherapy has
construct validity, and ignores psychotherapy process research indicating significant commonali-
ties, and overlap, between treatment modalities and evidence that individual practitioner effects
are larger than the differences between treatment modalities. It fails to consider patient differences
and preferences, which are known to influence uptake, completion and response. It takes an exclu-
sively short-term perspective on a chronic relapsing disorder. It does not consider the evidence for
longer-term treatments. It is of special concern that NICE misrepresents the findings of its own sys-
tematic review by implying that CBT and IPT are superior treatments. NICE's systematic review actu-
ally found no evidence of superiority between CBT, IPT, psychodynamic psychotherapy, or counsel-
ling. Based on the exclusion of much clinically relevant research demonstrating the effectiveness of
psychodynamic psychotherapy and counselling many commentators have alleged a bias towards
CBT in the guidance. With regard to service delivery NICE proposes the replacement of psychiat-
ric assessment and individualised treatment plans, with an unproven stepped-care model. These
clinical and theoretical limitations, perceived bias in the selection of studies, neglect of patient
differences, preferences and values, misrepresentation of results of the systematic review, and the
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proposal for an unproven service delivery model together seriously undermine the validity of the
guidance. The guidance, lacking validity is of questionable use, it undermines patient autonomy,
professional expertise and, ultimately, patient welfare.

Key words: Depression, psychotherapy, guidelines, NICE.

The National Institute for Health and Clinical
Excellence (NICE) provides national guidance on
promoting good health and preventing and treat-
ing ill health. It aspires to be based on the best
available evidence and involve all stakeholders in a
transparent and collaborative manner.! Once pub-
lished, health professionals (and employing organi-
sations) are expected to take NICE guidance fully
into account when deciding treatments.? The guid-
ance on depression is aimed at clinicians, managers
and commissioners. It makes recommendations on
assessment, pharmacotherapy, psychosocial inter-
ventions, relapse prevention and service delivery.

The full updated guideline on depression (707
pages)® starts by describing depression as a broad,
heterogeneous condition, influenced by diverse
biological, psychological and social factors, and
concludes that current diagnostic systems do not
capture this complexity. However, having estab-
lished these facts the guideline oversimplifies in
key areas. Firstly it treats depression as a unitary
diagnosis. Secondly it takes different psychother-
apies at face value as representing distinct well-
characterised interventions rather than the com-
plex interventions that they are. Thirdly it treats pa-
tients as homogenous, without comorbidity, per-
sonality traits or preferences that moderate their
responses to treatment. Fourthly it only considers
short-term studies in what is a chronic relapsing
disorder. Fifthly it excludes effectiveness studies,
because of diagnostic heterogeneity or not being
from randomised controlled trials (RCTs). In ad-
dition to these oversimplifications NICE actually
misrepresents the results of its systematic review
and erroneously implies that it has demonstrated
that cognitive behavioural therapy (CBT) and in-
terpersonal therapy (IPT) are superior treatments,

whereas it has actually showed a lack of difference.
Finally NICE recommends replacing clinical assess-
ment and personalised treatment with an untested
service delivery model.

Clinicians will be only too aware that “pure de-
pression” if it exists at all rarely comes to the atten-
tion of psychiatrists working in the National Health
Service, where comorbidity of all kinds and clinical
heterogeneity are the norm. Epidemiological data
suggest that NICE's model of depression separate
from mixed neurotic conditions does not exist, the
depressive syndrome overlaps with other common
neurotic conditions.* Depressive symptoms occur
in most mental and many physical disorders. Just
consider the core depressive syndromes; depres-
sive adjustment reactions, dysthymia and melan-
cholia:®> Adjustment disorder may be criticized for
vagueness and medicalising problems of living.°
Dysthymia is defined by mild symptoms, but suf-
ferers spend more time depressed, have more
admissions, more self-harm,” higher rates of per-
sonality disorder,® and it is more resistant to brief
psychotherapy.’ Depressive episodes have worse
prognoses when co-occurring with dysthymia.”®
Furthermore depression has diverse aetiologies:
Depressions arising from feelings of loss and activa-
tion of the attachment system (anaclitic depression)
are associated with tearfulness, somatic complaints,
parasuicide and care seeking. Depressions associ-
ated with failure, and activation of the social rank
system (introjective depression) lead to fatigue,
pessimism, guilt, inability to seek help and seri-
ous suicide attempts.'""'? Anaclitic and introjective
depressions appear to have differential responses
to psychotherapy.”*> Some depressive behaviour
can be seen as adaptive:'* After loss of an attach-
ment figure, depression inhibits searching and pro-
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test when it has become futile. In respect of social
dominance and competition the depressive state
may operate as an unconscious, involuntary, los-
ing strategy, enabling the individual to accept de-
feat and accommodate to what would otherwise
be unacceptably low rank.'”®> Displays of unhappi-
ness also evoke sympathy and caring from oth-
ers.'® Understanding the functions of depression
helps distinguish between situations in which de-
pression may be considered in some way adaptive,
and where it is dysfunctional.'”” Most patients with
clinically significant depression meet the criteria
for several different diagnoses and personality dys-
functions.'® Co-morbidity is critically important in
outcome research.'® Depression arising in the con-
text of early relational trauma (childhood bereave-
ment, abuse or neglect) changes brain function®
and may be differentially responsive to psychother-
apy rather than pharmacotherapy.’’ The patients
referred to secondary care psychotherapy services
with depressive symptoms have high levels of per-
sonality disorder, psychotic disorders, comorbid
neurotic disorders, and psychosocial or behavioural
difficulties.?

As NICE itself writes in its guidance on the treat-
ment of depression in children:®® “the most signifi-
cant limitation (to the evidence base) is the concept
of depression itself... it is too broad and heteroge-
neous a category, and has limited validity as a ba-
sis for effective treatment plans. A focus on symp-
toms alone is not sufficient because a wide range
of biological, psychological and social factors have
a significant impact on response to treatment and
are not captured by the current diagnostic systems”
(p9).

Is the “brand” of psychotherapy the most use-
ful level of analysis? In the guideline the different
‘brands’ of psychotherapy are accepted at face
value as having construct validity. However the lit-
erature on psychotherapy process research reveals
that psychotherapy is a complex intervention, and
that ‘brand’ of psychotherapy has a loose relation-
ship to what takes place within psychotherapy or
what the effective ingredients of successful psy-
chotherapy are. Psychotherapies are often con-
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sidered to have non-specific effects (qualities in-
herent in any helping relationship that improve
morale or lead to personal development) and spe-
cific effects (well defined intentional actions by
the psychotherapist, usually considered as tech-
niques). Both types of effects have been shown to
be important.?* The branding of different modali-
ties of psychotherapy belies fundamental overlap
in psychotherapeutic processes, for instance in
the US National Institute of Mental Health's 1985
Treatment of Depression Collaborative Research
Program (TDCRP) IPT was found to correlate more
strongly with the CBT prototype than the IPT pro-
totype.?” Psychoanalytic psychotherapy often
contains significant CBT elements, and change-
promoting processes in CBT can be psychoana-
lytic.?® Convergence is greater when conducted
by master therapists.?”’ Rigid adherence to a par-
ticular model can be negatively associated with
outcome,?®*?? and effective therapists adjust their
use of techniques to the individual patient.*° This
has lead to calls for a move away from what ‘brand’
is best, to what techniques or interpersonal pro-
cesses achieve what ends with which kinds of pa-
tients.?! If specific techniques account for little of
the variance in outcome, then what are the change
promoting ingredients? In psychotherapy, as in
psychiatry generally, the interpersonal relation-
ship is often said to be the basic vehicle for pro-
ducing improvement. The TDCRP showed that the
contribution of the therapeutic alliance outweighs
the modality of treatment, whether CBT, IPT, imi-
pramine or placebo.*? Even with pharmacotherapy
individual psychiatrist effects accounted for more
variance in outcome than did medication over pla-
cebo (9.1% vs 3.4% of variance in BDI score).>*

The third oversimplification is ignoring individual
differences and preferences, instead treating pa-
tients as homogeneous and passive recipients of
psychotherapy. Outcome in psychotherapy and
psychiatry is generally highly personal and can be
difficult to measure precisely. Increasing emphasis
is placed on patient values and recovery. Patient
preferences strongly influence take-up and com-
pletion rates in mental health treatments.?* The
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personality characteristic perfectionism predicts
poorer response to brief treatments.®® Different
personality types respond differentially to explora-
tory versus supportive treatments, and to short-
term versus long-term treatments.*® Personality
dysfunction reduces treatment responses in de-
pression.’” Patients with borderline personality
traits may even be harmed by short-term or direc-
tive treatments.?3 Interestingly the full guideline
contains seven personal accounts of depression (p.
52-68), the majority identified long-term psycho-
dynamic psychotherapy and counselling as most
helpful, none preferred CBT. Most wrote about the
importance of making sense of childhood trauma
and difficulties.

Unfortunately short-term psychological and phar-
macological treatments are only partially effective
in the treatment of depression, at 1-year follow-
up about 60% of those treated with drugs still
meet criteria for caseness,*® and despite improv-
ing depression they do not lead to normal mood.”
Despite these limitations of short-term treatments
NICE excluded evidence for differential outcomes
in long-term psychotherapy because the research is
in mixed neurotic conditions or is observational.***

The exclusion of much research supporting psy-
chodynamic psychotherapy and counselling on
the grounds that it was conducted in heterogene-
ous groups with mixed neurotic disorders* or was
from observational studies,* of long-term psy-
chodynamic psychotherapy, both RCT**™*¢ and ob-
servational,”™*” and of cost effectiveness,*** lead
many commentators to the consultation phase to
suggest a bias towards CBT.*° Close reading of the
draft guideline®' reveals that the decision to with-
draw the previous recommendation for psychody-
namic psychotherapy “was influenced by contex-
tual changes in the NHS including the significant
increase in evidenced based psychological inter-
ventions (guided self help and CBT) made available
through the IAPT programme” (p. 196). This com-
mitment to one model, self-help and CBT, introduc-
es bias and undermines the impartiality and cred-
ibility of the guideline.
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The exclusion of many well-conducted obser-
vational and naturalistic studies is unsatisfactory.
RCTs have been described as “experimental tools
used to test hypotheses not well designed to as-
sess clinical effectiveness”? (p. 67). The danger
of over reliance on RCTs with their controlled set-
tings and atypical patients has been widely com-
mented on.>*** There are specific problems in
using RCTs to assess psychotherapy: Firstly, treat-
ments cannot be blinded. Secondly, the act of ran-
domisation may reduce the effectiveness of psy-
chotherapy, because its effectiveness depends on
the subjects active participation, beliefs and pref-
erences.’® Thirdly, while RCTs are excellent for as-
sessing drugs, psychotherapy contains no directly
acting chemical ingredient, and is analogous with
a chemotherapy placebo.’® RCTs are designed to
control for —and exclude- precisely those inter-
personal processes that are at the core of psycho-
dynamic psychotherapy. Psychodynamic psycho-
therapy requires entering into an interactive, inter-
personal process of exploration of the meaning of
interpersonal events in the patients’ life and in the
psychotherapeutic relationship, and relationships
cannot be randomised any more than friendship,
values, or beliefs. Thus “the idea of evaluating the
efficacy of psychotherapy by controlling for non-
specific or placebo factors is based on a flawed
analogy.”’ Fourthly RCTs are less reliable assess-
ing complex interventions with multiple “active
ingredients”.>® Naturalistic studies offer additional
means of assessing the effectiveness of interven-
tions, particularly complex interventions like psy-
chotherapy.®®

There is an irony that this NICE guideline, which
only admits RCT evidence, has not been tested in
any RCT or shown to lead to improved care.

Having systematically reviewed its selected evi-
dence NICE identifies “no clinically important dif-
ferences” between CBT, interpersonal psychothera-
py (IPT), short-term psychodynamic psychotherapy
and brief supportive counselling, behavioural ac-
tivation or GP treatment as usual (Full Guidance?
p. 234-235). Thus NICE's review actually supports
the ‘equivalence paradox’ that different short-term
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psychotherapies appear equally effective, glob-
ally, in the short-term, in a range of conditions.
The equivalence paradox has survived over thirty
years®® and has been confirmed naturalistically in
the NHS.®' Even though the overall effectiveness
is similar, this does not mean that all individuals
or types of depression respond equally; individual
factors significantly influence outcome. Despite
the absence of evidence of superiority NICE recom-
mends CBT and IPT alone. The full guidance states
“cognitive behavioural therapies have the largest
evidence base” (p. 291) and in the research recom-
mendations section “CBT has the best evidence
base for efficacy but it is not effective for everyone.
The availability of alternatives drawing from a dif-
ferent theoretical model is therefore important” (p.
300). This essential detail is lacking from the short-
er NICE Guidance®? (64 pages) and Quick Reference
Guide®® (28 pages), which are most widely read,
and are likely to be misconstrued as presenting
evidence that CBT and IPT have been proven to be
superior treatments.

With regard to service delivery NICE recom-
mends the replacement of assessment by experi-
enced clinicians able to refer on to a broad range
of psychotherapeutic modalities according to
clinical judgment and patient characteristics and
preferences with a stepped-care model offering
self-help, CBT and IPT. This is despite “very limited
evidence from direct studies in the support of a
stepped care model” (draft for consultation,® p.
100). This stepped care model creates an illusion of
objective standards, but deprives patients of pro-
fessional expertise, individualised treatment and
choice.®*

Depressions are characterised by the interplay of
biological, social and psychological factors, shaped
by the individual, education, social class, beliefs,
values and environment. Judgement is required
to separate abnormal from normal.®® Idiographic
patient factors and values are increasingly recog-
nised in causation and recovery from depression.®®
Psychiatric treatment should be based on diagno-
sis and formulation after detailed clinical assess-
ment, taking into account patient values and pref-
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erences.’” Experienced clinicians consider a wide
array of patient preferences, characteristics and
values in deciding management.®® A diagnosis of
depression alone is insufficient for optimal clini-
cal decision-making. The draft for consultation®?
states: “The guideline development group consider
thatitis important to acknowledge the uncertainly
inherent in our current understanding of depres-
sion and its classification and that assuming a false
categorical certainty is likely to be unhelpful and
worst damaging” (p. 18). However the guidance
does just that.

The needs of the majority of patients, who do not
respond to CBT or relapse within two years (Full
guidance p. 158), or for whom CBT is unacceptable
or ill-suited, must be addressed. Can they benefit
from other psychotherapeutic modalities? Do long-
term treatments or different modalities have supe-
rior long-term outcomes? Which psychotherapeutic
processes, cognitive, behavioural, affective or inter-
personal, and which aspects of the patient, clinician,
and clinician-patient relationship promote change?
Which modalities or processes are best suited to
whom?

In 2009 Andy Burnham, then Secretary of State
for Health, speaking about the Improving Access
to Psychological Therapies programme, declared:
“IAPT stands and falls on choice” and henceforth
will be “providing people with a choice between
different NICE approved treatments, such as CBT,
Interpersonal Therapy, Couples Therapy, Brief
Dynamic Therapy, Counselling and Collaborative
Care”.®® The recognition of the importance of
choice and the shift from NICE's narrow recom-
mendations for guided self help, CBT and IPT to a
wider provision of “approved” therapeutic modali-
ties is welcome. However the shift from “NICE rec-
ommended” to “NICE approved” begs the question
of what process was followed by NICE in “approv-
ing” treatments, because this is not described in
the guidance.

Within the narrow framework established by NICE
the review and statistics may be technically cor-
rect, but the method chosen is inadequate to com-
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prehend the complexity of clinical condition, the
complexity of the interventions and the range of
evidence available. This reduces the clinical utility
of the guidance. Credibility is reduced by commit-
ment to a particular model and “one-size-fits-all”
ecological fallacy (assuming because certain inter-
ventions have general efficacy they should be ap-
plied routinely to all cases). The proposal to replace
expert clinical assessment with an untested model
is wrong and dangerous because by inappropriate
restriction of choice it undermines patient autono-
my, professional expertise and, ultimately, patient
welfare.

Future revisions of the guideline should reflect
what the data show, not simply “count votes”; use
an ecologically valid definition of depression; pay

Focus of the intervention
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due consideration to factors influencing outcome:
heterogeneity, aetiology, comorbidity, patient
preferences; and consider long-term psychother-
apy and naturalistic trials of effectiveness. NICE
should heed the advice of its own chair Michael
Rawlins, who criticising the “undeserved pedestal”
that RCTs occupy’® quotes Bradford Hill, architect
of the RCT:

Any belief that the controlled trial is the only way
would mean not that the pendulum had swung too
far but that it had come right off the hook.”’
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Nature of the intervention

STEP 4: Severe and complex? depression,
risk to life, severe self-neglect

Medication, high-intensity psychological interventions,
ECT, crisis service, combined
treatments, multiprofessional and inpatient care

STEP 3: Persistent subthreshold depressive symptoms
or mild to moderate depression

with inadequate response to initial interventions,
moderate and severe depression

Medication, high-intensity psychological interventions,
combined treatments, collaborative care’
and referral for further assessment and interventions

STEP 2: Persistent subthreshold depressive symptoms,
mild to moderate depression

Low-intensity psychosocial interventions,
psychological interventions, medication and
referral for further assessment and interventions

STEP 1: All konwn and suspected presentations
of depression

Assessment, support, psychoeducation,
active monitoring and referral for further assessment
and interventions

Low-intensity psychological/psychosocial interventions;
individual guided self-help based on CBT principles
computerised CBT

structured group physical activity programme.

group CBT

High-intensity psychological interventions:
CBT

IPT

Behavioural activation

Behavioural couples therapy

Additionally those at significant risk of relapse or with residual symptoms should have;

individual CBT
mindfulness-based cognitive therapy
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Yuctacelg amo 1o NICE
yua v puxobepameia tng kartadbnwpng:
lMepropiopévn KAvikg XpnelpotTnTa

D. McQueen,' P.St. John Smith?

"West London Mental Health NHS Trust, London, ?National Health Service, Redditch, UK

Wuxiatpikr} 2015, 26:188-197

To 2009/10 10 EBVIKS IvaTitoUTto KAVIKAG Aptoateiag (NICE) emkalpomoinoce ev YEPEL TIG KATEV-
Buvtrplec 0bnyieg Tou yia Tn Bepameia kal Tn Siaxeipion TG KATdOAMYNG o€ eVAAIKES. AOyw M-
Bodoloyikwv aduvaplwy ol CUCTACELC Yia TNV YuyxoBepameia Oa mpémel va avTipeTwmifovtal Ye
npoooxn. Mapd TNV avayvwplon tng ETEPOYEVELAG Kal TNG CUVVOONPAG @UONG TNG KAatddAyng,
Kal TOUC TTEPLOPLOMOUC TNG KATABAIPYNC w¢ eviaiag StayvwoTikiAg Katnyopiag, To NICE avtipe-
TWICel TNV KATAOAIYN cav va eMPOKELTO Yld Hla eviaia ovtoTnTa mou SlagopoToleital povov
w¢ mpo¢ TN BaputnTta. Ot 08nyiec ayvoouv onuavTikoUG alTIOAOYIKOUG TTAPAYOVTEG, OTTWG TO
PUXOAOYIKS TPAU A, N ATTWAELA KAl N KAKOUETAXEIPION, N TPOCWIKOTNTA Kal ol SUCKOAIEC OTIC
SlamPOCWTIIKEG OXEOEIG. ATTOKAEIEL TIC HEYOAUTEPEG VATOUPAANIOTIKEG LENETEG OE KAIVIKOUG TIAN-
Buopoug péoa oto EBvikS Xuotnua Yyeiag (NHS) pe tnv emixelpnuatoloyia o1t gival HENETEC
TAPATAPNONG O ETEPOYEVEIC OUAOEG UE MIKTEG VEUPWTIKEG SlaTtapaxég. Aéxetal avavTippnta
OTL YevIKOTEPA N YuxoBeparmeia €xel Soplkn eykupdTNTA, KAl AyVoEi TNV épguva mavw otn St-
adikaoia Tng YuxoBeparmeiag mou Seixvel ONUAVTIKEG OUOIOTNTEG KAl EMIKAAVYPELG HETAEY TWV
Slapdpwv e1ldwv Yuyxobepameiag, kal ototxeia mou Seixvouv Ot n emidpacn Tou BepameuTn i-
val onuavTikotepn amd Ti¢ Slagopéc petady Twv 16wV Yuyxobepameiag. AmoTtuyxavel va e€eTd-
o€l TI¢ S1aPOPEC Kal TIC TPOTIUAOELG TwV aoBevwy, ol omoieg gival yvwoTo ot emnpedlouv TNV
amoyn yia tnv Yuxobepameia, TNV oOAOKAApwWON Kal TNV avtandkplon otn Bepameia. YioOetel
pila amoKAELIOTIKA BpaxumpdBeoun TPOOTTIKA Yia Hia Xpodvia umotpomidlovoa Statapaxn. Asv
ouppepiCeTal amodeIKTIKA oTolXEla yia TIG pakpompdBeopeg Bepameieg. Eival 18laitepa avnou-
XNTIKO 10 yeyovog 0Tt To NICE StaotpeBADVEL TO ATTOTEAECUATA TWV SIKWV TOU CUCTNUATIKWOV
AVOOKOTIOEWV urtovowvTag 6Tl n CBT kat n IPT givat avwtepeg YuxoBepaneieg. tnv mpayuati-
KOTNTA, cuoTnUaTtikh avackomnon tou NICE dev anmédeie avwtepn kapia ek Twv CBT, IPT, Yu-
xoduvapikn 1 cupBouleuTik YuxoBepaneia. Me fdon Tnv e€aipeon KAIVIKA OXETIKWV EPEVVWV
OV ATMOSEIKVUOULV TNV ATTOTEAECHATIKOTNTA TNG YUXOSUVAULKNAG KAt TNG CUMBOUAEVUTIKAG Yuxo-
Bepameiag, moANoi OXOAAOTEG €XOUV LOXUPLOTEL OTL Ol 06NYieC €xouv MPOKATAANYN UTTEP TNG
CBT. ‘Ocov apopd otnv mapoxn umnpeotwyv, To NICE mpoteivel Tnv avtikatdotaon tng Yuyla-
TPIKAG EKTIPNONG Kal TNG e§aToplkeVpEVNG Bepameiag pe éva avamdSeIKTO HOVTENO KAIMAKWTAG
@povTidac. Autoi ol KAIVIKOi Kal BewpnTIKOi TTEPLOPIOUOL, N MEPOANTITIKN ETIAOYH HEAETWY, N
mapdAnyn otnv afloAdynon Twv S1agopwV, TWV MPOTIUNCEWVY Kal TIC aélwv TwV acBevwy, n un
AVTIKEIYEVIKN TTAPAOEon TWV ATMOTEAECUATWY TWV CUCTNHATIKWY AVACKOTIOEWY, Kal N MPo-
TaON Yla éva avamoSeIKTO HOVTENO TAPOXAG UTTNPECLWY, UTTOVOEVUOUV Gofapd To KUPOG TWV
odnylwv. Ot katevBuvTApleg odnyiec pe EANTT eyKUPOTNTA €ival ap@iBoAng xpriong, umovo-
MEVOULV TNV AUTOVOUia ToUu acBevoug, TNV EMAYYEAUATIKN EUTTELPIA Kal, €V TENEL, TN @povTida
Twv aoBevwv.

NéEeig evpeTnpiov: KatdOAiyn, puxoBepaneia, kateuBuvtripieg odnyieg, NICE.
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