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Which clinical practice guidelinesfor
depression? An overview for busy practitioners
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SUMMARY

Background. Many policy and research documents on the
treatment of depression in primary care suggest that general
practitioners (GPs) should make use of clinical guidelines.
Aim. To describe the content of peer-reviewed guidelines
for the detection and treatment of depression in primary
care and help GPs identify the one most useful to their own
needs.

Method. Guidelines were evaluated by an explicit method
using the Institute of Medicine assessment instrument and
according to six key clinical management questions identi-
fied as important by GPs and psychiatrists.

Results. Only five (30%) of the published guidelines identi-
fied met all the pre-defined inclusion criteria. Total scores
for development process and content ranged from 54% to
82%. Validity scores ranged from 52% to 88%. No guideline
answered all the key questions identified by clinicians.
Conclusions. Only two guidelines conform to the quality
standard of a clinical practice guideline. One covers all
aspects of detection and management of depression in pri-
mary care but gives no advice on first-line choice of antide-
pressant, while the other focuses only on medication and
fails to explore problems of case detection or to consider
non-pharmacological treatments. However, taken together
they do cover most of the key clinical issues in a reliable
and valid manner. The identified guidelines vary consider-
ably in both utility and clinical applicability.
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I ntroduction

der presenting to primary care or other physicians are defected.
Even when detected, 30% to 50% of cases are undertreEted.
prevalence of chronicity in depression treated in primary and sec-
ondary care is about 20%.

We performed a survey of peer-reviewed clinical practice
guidelines on the treatment of depressive disorders. We used a
structured assessment instrunient describe the content of the
guidelines, to assess their adequacy, and to explore variations in
content. Our specific aim was to determine whether existing
peer-reviewed publications that meet criteria for a practice guide-
line achieve the appropriate quality standard, are valid, and,
above all, are useful to clinicians treating adults presenting with
depression in primary care.

Method

A practice guideline was defined as a ‘systematically developed
statement to assist practitioner and patient decision about appro-
priate health care for specific clinical circumstanégsuidelines

were searched for using MEDLINE, EMBASE, and PYSCHLIT
with the keywords ‘depression/depressive disorder’ and ‘guide-
line’. Although many apparently relevant titles were found,
papers were only included if the document was written in
English, had been published after 1988 (to ensure information on
SSRIs was included), and was directed for use in the primary
care treatment of adult patients with major depressive disorder.
Guidelines that had not been published or subjected to peer
review were excluded, as were reports from conferences and
workshops discussing the management of depression and guide-
lines developed only for use in particular localities or with more
restricted patient populations.

Each guideline was initially evaluated using the explicit method
described by Field and LoRThey developed an assessment
instrument that is made up of 46 questions rated on a five-point
scale from satisfactory (two) to unsatisfactory with major

CLINICAL practice guidelines have been advocated as amissions (-2). The total quality standard score possible ranges
method of promoting effective clinical practice and reducingfrom -92 to 92. The questionnaire allows judgements to be made

inappropriate variations in health cdréHowever, concerns

both on the process of development of the guideline and the con-

have been expressed about the quality of some guidelines amght of the resulting document. Four attributes concern the devel-
th(—;qr (_affecnveness in changing practi“cé)thers suggest the_lt opment process: clarity, multidisciplinary input, scheduled review,
guidelines have been used to promote the views of narrow integnd documentation. Four others concern the substance of the

est groups.

guideline: clinical applicability, clinical flexibility, reliability, and

Despite such reservations, many professional bodies, includinglidity. The instrument puts major emphasis on the validity of the

the Royal College of General Practitioners (RCGP), haveyuidelines (22 questions, score range = -44 to 44). Validity is
supported the production of guidelines and quality standdrds. assessed in five ways: the strength of the scientific evidence, qual-
primary care and in psychiatry, depression has been targeted agative and quantitative statements about the health benefits and
disorder where clinical guidelines may be useful. It is one of théarms or risks, qualitative and quantitative statements about
five most prevalent disorders seen in general practice and one éxpected health costs or expenditures, the extent to which the
eight individuals may require treatment for depression in theiguideline recommendations are supported by the evidence, and
lifetime. However, only 50% of cases of major depressive disorpotential conflicts with other guidelines. The rating scale is easy to
follow and robust. However, the raters initially familiarised them-
selves with the questionnaire and practised its use on guidelines
not included in the final study. Each guideline was then indepen-
dently rated, first by PLC then (blind to PLC's rating) by JS. Very
few problems occurred and total ratings were identical for three
guidelines and within one or two points for the others. Differences
were discussed and final totals represent an agreed mark.

To assess whether the guidelines provided information that
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was relevant to practising clinicians we surveyed 40 doctors (294 RCGP consensus stateniént.

general practitioners [GPs] and 20 psychiatrists). To make both The assessment of the guidelines’ specific recommendations
groups of doctors reasonably representative of those treating pegs a|l six key clinical questions are shown in Table 2. No guide-
ple with depressive disorders we identified 10 GPs with acadenjne addressed the six management issues identified most fre-
ic links (e.g. undgrgraduate teachers or academics in a univ.ers@y,enﬂy by the clinicians. The AHCPR guideline offers recom-
department of primary care) and 10 other GPs working at differmengations on all topics except first-line antidepressant treat-

ent practices in the same catchment area. We included GPs wiflent, whereas this is the only issue addressed by the NoE guide-
an interest in primary mental health care and about 50% withoyje.
such an interest. Likewise, we identified 10 psychiatrists with Einally, strengths, weaknesses, and general comments on the
academic links and 10 others working in the same catchmenfility of each guideline were recorded (Table 3). Again, the
areas as the GPs. Some of the psychiatrists had a special interg{CPRI0 and the Nof guidelines appear to provide the most

in the treatment of depression and others were general adult pyically relevant, evidence-based information. However, both
chiatrists. Ages of the individuals surveyed ranged from 29 yeargre |ong and detailed documents, whereas the other three guide-
to 51 years, and 24 were male. These clinicians were sent a QUes are considerably more accessible to a busy GP. The key
tionnaire by post asking them to identify key clinical questionssrengths of the other guidelines include a greater emphasis on
on the primary care management of depression that they woulgimary care researdf,a consensus between key professionals
want to be answered by a clinical practice guideline. The cliniygps and psychiatrists) on United Kingdom (UK) practicand

cians were offered a list of eight possible issues but were alsgh emphasis on the need for adequate doses of antidepressant
asked to identify and record any omissions. Thirty-two responsggegication for an adequate period of tithe.

were received (17 GPs and 15 psychiatrists). The responders then
placed their key questions in rank order according to importance. . )
Where the researchers were unclear about any aspects of tR&scussion
responses or comments, the responder was contacted again amgs study has shown that although many papers described as
asked to clarify their contribution. A number of common themesgyuidelines for the detection and treatment of major depression
emerged form the GPs’ and psychiatrists’ responses. These weigve been published, very few conform to the quality standard
formulated into six key questions on the clinical management ofor clinical practice guidelines? We may have excluded other
depression: important documents by not undertaking a systematic review and
1. Threshold: What is the threshold for treatment of depressivBy using a narrow .deflnmon of a.gwdelme but these concerns
symptoms? can be address_ed in two ways. First, feveral systematic reviews
2. First-line: What is the first-line treatment (when to use med-}fj‘urlel3 a;reelzggnavalllj?gcle?irsglsg.th':arte(ienncqﬁlﬁtg i?\lfosrﬁ::;t?:r:yégytﬁ:ﬁost
ication or psychological approaches)? -)':o-date ag 9rloaches to treatment and those published in peer-
3. Drug of choice: Which is the first line antidepressant treat'lrjgviewed 5 PP Is. the d t g pth
ment — tricyclic (or a related medication such as journals, the documents we assessed are more, rather
. : than less, likely to represent the higher end of the quality spec-
lofepramine) or SSRI antidepressant? rum. We believe that this approach most closely approximates to
4. Effectiveness: How does the clinician evaluate if treatmen% : PP y app

. . . ; our explicit aim of identifying publications that a busy clinician
is effective (dose, duration of treatment, change in SYMPyould be likely to access and to give that individual key informa-

toms)? ) 7 > C o
5. Continuation: How long should an effective treatment bet'olg o||_1 the rellablllty,o\%/)ahdny, and ut|||}_y of that dlc_Jc_um_ent. h
continued? eliance on one tobto assess quality and validity is another

6. Secondine: When should reatment be deemed nefec01°01 WEKNESS of (e poject. Howeuer e € he most
and what are the next steps in the clinical management of P ) y :

. . T We also recognise that researchers may argue that our sample of
patient who fails to respond to a first-line treatment? GPs and psychiatrists cannot truly represent their other

Items identified by some clinicians (less than 30%) but not theolleagues. However, the key issues identified were remarkably
majority included issues related to physical investigations (twconsistent and have face validity as some of the most important
GPs and two psychiatrists), the management of comorbidity (twalecision points’ in the primary care management of depression.
GPs and three psychiatrists), and which model of psychological Our review suggests that the ideal guideline on the primary care
treatments (e.g. counselling, interpersonal therapy) should b®anagement of depression is yet to be written. Only two of the
offered (three GPs and one psychiatrist). guidelines could be classified as evidence-based; that is, incorpo-
rating explicit links between recommendations and the quality of
the supporting evidenéé!! These two guidelines differ in that
Results the NoE guideline has a narrower focus (on medication) and
The search yielded 15 documents but only five fulfilled all themakes fewer recommendations than the AHCPR guideline. The
inclusion criteria of the study:'* Four documents were excluded only recommendation in the NoE guideline not supported in the
because they did not refer specifically to the management AHCPR guideline is that tricyclic antidepressants should be used
adults with depression in primary c&& and a further six were as the routine first-line drug treatment in primary care. The reason
excluded because they did not match the definition of a guidéder this is straightforward but controversial: the NoE guideline
line%24Table 1 presents the total score and the validity subscaleses economic analyses to determine the most cost-effective
scores for the five guidelines that were evaluated in detail. option; the AHCPR guideline (written primarily in, and for use in,

As can be seen, the Depression Guideline Panel (AHEPR)the United States of America [USA]) explicitly avoids discussion
guidelines have the highest score on all attributes but the Noriif the cost of treatment. Similarly, the NoE guideline restricts
of England (NoE) guidelines have the highest validity score. itself to the choice of antidepressants once the patient and the GP
The British Association for Psychopharmacology (BARBuide-  have agreed that management plan. The AHCPR guideline is
lines scored lowest on both assessments but were highly compaore comprehensive and looks at detection of depression and
rable with the joint Royal College of Psychiatrists (RCPsych)psychological interventions as well. Unfortunately, neither guide-
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Table 1. Did the guidelines meet the quality standard and was the content valid?

Total quality standard score
(-92't0 92) (%)?

Validity subscale score
(-44 to 44) (%)°

Agency for Health Care Policy and Research 59 (82) 23 (76)
North of England 51 (78) 33 (88)
Effective Health Care Bulletin 25 (64) 14 (66)
RCPsych and RCGP consensus statement 11 (56) 1(52)
British Association of Psychopharmacology 7 (54) 1(52)

aPercentages were calculated using the formula: (raw score + 92) divided by 184; Ppercentages were calculated using the formula: (raw score + 44)
divided by 88.

Table 2. Did the guidelines answer the key questions identified by clinicians?

First-line Second-line
Threshold treatment Drug of choice Effectiveness Continuation treatment
AHCPR' O O g O g O
NoE™" O O O O O O
EHCB?12 O m| g O O |
RCPsych and RCGP'3 O 0 O O O 0
BAP4 O m| O m| O O

agffective Health Care Bulletin.

Table 3. What are the strengths and weaknesses of each of the guidelines?

Guideline Strengths Weaknesses General comments
AHCPR A high quality and valid Large and detailed text The quick reference guide® and the
evidence-based guideline. (extends to two volumes). clinical algorithms are very useful. The
Deals with both detection and Fails to recommend a first-line full volumes are excellent reference texts.
management. The only truly antidepressant treatment and It is clearly written and currently is the
multi-disciplinary perspective avoids all discussion of best of the guidelines available if you can
and the only guideline to detail economic issues. Primarily spare the time.
how to determine response and written with the USA health
when and how to employ system in mind.
psychological therapies.
NoE Evidence-based and includes It assumes the disorder Thorough analysis of prescribing issues
detailed economic analyses. has been detected and that written by experts from around the UK
Prepared to give clear advice the treatment is going to be who are knowledgeable about depression
on which medications to use medication. It fails to consider and about the development of guidelines.
and why. patients who do not want Answers some of the gaps left by the
medication. The economic AHCPR but not exactly ‘bed-time reading’.
analysis inevitably includes
subjective judgements that
not everyone will hold to.
EHCB? Focuses on UK depression The stated aim is to influence A useful systematic review of the

RCPsych and RCGP

BAP

studies undertaken in primary
care. The only document that
does not assume secondary care
research applies to primary care.

Outlines how recognition of
depression can be improved
as well as offering advice on
standard therapeutic doses
of medication.

Focuses on the choice of
antidepressant and gives sound
advice about dose and duration
(particularly continuation

phase treatment).

decision makers and clinicians
so it does not provide as much
clinical advice as may be
required by GPs.

Specific recommendations are
not summarised or highlighted.
Less clear about psychological
management

It is written by psychiatrists

and psychopharmacologists
with a clear preference for
SSRis Fails to include data from
meta-analyses that contradict
some of the expressed views.

literature rather than a detailed clinical
guideline on how or when to undertake
different treatments.

Developed during the Defeat Depression
campaign, this is a concise and readable
consensus of the views of GPs and
psychiatrists from across the UK.

It is easy to read and includes useful
summaries of key information on
pharmacology. This guideline scored
lowest on quality and validity ratings
but the BAP is in the process of drafting
a new document.

agffective Health Care Bulletin.
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line answers all the key clinical management questions but togeth-

er they do cover all the issues in detail.
The other three guidelines scored lower on the quality standar
assessment and also failed to answer all the key management

questions despite their stated aim to be useful in clinical practice.
It might be argued that vagueness on some of the questioq

reflects our current knowledge base about who responds to what’
treatment in what setting. There is still a great deal of debatgs.

about symptom thresholds for prescription of treatment and the

dosage and duration of use of antidepressants in primary, as com-
pared with secondary and tertiary, care settings. However, the ’

lack of consensus on the appropriate first choice of antidepres-

sant is disappointing and the failure to comment on how to deted8.

mine the effectiveness of treatment is also surprising. Only the

AHCPR guideline makes the explicit statement that the aim ofg

treatment is full remission of symptoms.

Evidence from the USA has suggested that depression guide-
lines can be implemented and produce improvements in practice”
in primary care$28 However, recent UK research has been less.

convincing? This study highlights the need for future guidelines

on the treatment of depression, not only to summarise the bes?.

available evidence but also to adhere more closely to the quality

standards for guidelines. It is untenable to constantly demand thgs

GPs treat depression in primary care more effectively if guide-
lines vary so widely in the quality of their assessment of the

available evidence and there is no consistency in the recommefit

dations of what constitutes effective treatment.

Clinically, the next generation of guidelines should place25.
greater emphasis on the key patient management questions and

decision points and have more flexibility in treatment regimens,

including more detailed advice on alternatives to medicafiéh.

Only then are such documents likely to be seen as supporting
GPs in trying to facilitate improved outcomes for depressed

patients in their care. 27,

28.
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