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Psychological treatment for depressive disorder

Cognitive and interpersonal therapies are particularly helpful for patients who cannot take
drugs

Drug treatment for depressive disorders is so well established
that it might seem surprising that the United States National
Institute of Mental Health should have invested in a large
multicentre trial of psychological treatment for these con-
ditions.' In fact, drug treatment has several shortcomings.
Side effects may be troublesome, some patients fail to respond
to an adequate dosage, and in others depression improves at
first but then relapses. The severity of these problems can be
reduced by using the newer antidepressants and lithium, but
there is still room for improvement. An effective psychological
treatment would be a valuable addition to drug treatment.

In recent years two new psychological treatments have been
developed specifically for depressive disorders: cognitive
therapy and interpersonal therapy. Cognitive therapy for
depression was developed by Beck et al to change certain ways
of thinking that occur in depressive disorders and are believed
to contribute to their onset and impede their recovery.2
Cognitive therapy has been evaluated in 27 studies other than
the National Institute of Mental Health trial.3 In six of these
it was compared with antidepressant drugs for treating
moderately depressed outpatients and was found to be at least
as-and in some trials more-effective.49 When drugs and
cognitive therapy have been combined some investigators
have reported additive effects510 but others have not.49 In
three studies in patients treated with cognitive therapy
depression was reported to relapse less than in those treated
with drugs,"-"' but in two of these investigations the drugs
were stopped earlier than is usual.""' Cognitive therapy has
not been shown to be effective in patients who fail to respond
to adequate drug treatment, but in one investigation a
difference was found between the patients who responded to
these two treatments. '4

Interpersonal therapy was developed by Klerman et al to
reduce some of the social problems that may provoke or
prolong depression: for example, loss of close relationships or
conflict in them. 'S This specific treatment has not been used as
widely as cognitive therapy, but a similar general approach is
used in many forms of counselling. Interpersonal therapy
has not been evaluated as extensively as cognitive therapy,
but when compared with antidepressant drug treatment
it produced similar results,'6 and the benefit was greater
in patients with reactive depression than in those with
endogenous depression. '7 When interpersonal therapy and

amitriptyline were given together there was an additive effect
in treating acute illness.'6 Used as a maintenance treatment
interpersonal therapy improves social functioning but not
relapse.' The effects of interpersonal therapy on drug
resistant depression are not known.
The National Institute of Mental Health trial compared

these two psychological treatments with one another and with
drug treatment. An important feature of the trial was the
inclusion of a condition combining placebo and supportive
interviews, which was lacking from the other comparisons of
cognitive therapy and antidepressants. Improvement in this
placebo group was almost as great as that in the drug group,
suggesting a high rate of spontaneous recovery in the patients
chosen for the trial. This could explain why few convincing
differences were found overall between either of the psycho-
logical treatments and placebo and why the more interesting
analyses were those restricted to the more severely depressed
patients. In that group the difference between imipramine
and placebo was clearly significant. The two psychological
treatments occupied an intermediate position: they did not
differ significantly from one another but only interpersonal
therapy was significantly superior to placebo.
The finding of this limited benefit from cognitive therapy is

difficult to reconcile with the more positive results of the other
earlier studies described above. Psychological treatment may
give poor results when the therapists lack competence, but
reasonable steps seem to have been taken to ensure the
effectiveness of the cognitive therapists in this investigation.
It will not be possible to draw firm conclusions from this trial,
however, until all the data are published-including informa-
tion about any differences between patients who responded to
each kind of psychological treatment, the ratings of the
competence of the therapists, and the findings at follow up.
Meanwhile the clinician needs some guidance about the use

of these psychological treatments for depressive disorders.
Drug treatment-which is simple, cheap, and effective-is
the first line of treatment for most depressive disorders. If
cognitive therapy or interpersonal therapy is available it is
reasonable to use either of them for moderately depressed
outpatients who for any reason cannot take drugs in adequate
doses. And though there is no evidence from a clinical trial to
show that either of these psychological treatments is effective
for patients who have failed to respond to a full course of
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antidepressants, there are some pointers in that direction.
The report of some differences between individuals who
respond to cognitive therapy and those who respond to drug
treatment and the report of an additive effect between drugs
and interpersonal therapy make it reasonable to try psycho-
logical treatment in such cases when there are relevant
problems for the therapists to work on. Neither form of
psychological treatment has been shown convincingly to
reduce the relapse rate below that in patients receiving
maintenance antidepressants, but there are individual
patients in whom relapse seems to be closely related to
cognitive factors or interpersonal problems, and in these cases
psychological treatment can be tried when other measures
have failed.

Although the findings of this large American trial do not
support a stronger endorsement of these specific techniques of
psychotherapy for depressive disorders, its results are of great
interest. Our understanding of depressive disorders would be
greatly increased if we knew how specific psychological
therapy in some moderately depressed patients may bring
about changes comparable with those of drug treatment. The
results of further investigations, inclu.ding the remaining
results of the American study, should help to answer this
important question.
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Simulation in surgical training

Trainee surgeons need to acquire skills outside the operating theatre

Pressure on theatre time, the accelerating pace of technical
innovation in surgery, greater expectations of patients, and
the need for surgeons to eliminate the morbidity associated
with the learning phase of any new procedure-all these
provide a stimulus for both surgical trainees and trained
surgeons to introduce and practise techniques before bringing
them to the operating theatre.

Aspiring surgeons have traditionally been introduced to
their craft in the operating theatre. Such a training has three
phases. Firstly, the trainee helps the trainer in the operating
theatre and observes the procedures. Then gradually the
surgeon in training assumes the role of operator rather than
assistant, and he or she is introduced to the use of surgical
instruments and the principles of dissection, ligation, and
suturing under the supervision of a senior surgeon. Eventu-
ally, when sufficient skill and confidence have been developed,
trainees are allowed to operate on their own.

In many instances, however, training falls short of the
ideal. Current surgical practice militates against training
junior surgeons in the operating room. Good surgeons do not
always make good teachers. Teaching in the operating theatre
must inevitably add to the time taken for the operation. As a
result of budgetary constraint and a more rigid attitude of staff
towards hours of work in many NHS hospitals nowadays
operating lists are run much more strictly within predeter-
mined time limits. Surgeons are increasingly under pressure
to reduce waiting lists and may feel compelled to complete as
much operating as possible in the allocated time. In this
"service first" environment the training and experience of
the surgical trainee inevitably suffer. Initial training using
animals in the laboratory has never been widely practised in
Britain because of strict controls on surgical procedures on

animals. This alternative is being used less often in the United
States because of animal rights legislation. '

All these trends have generated increasing interest in the
use of simulation to introduce trainees to the craft of surgery.2
In some specialties simulation techniques are already well
advanced. In orthopaedic surgery, for example, courses using
simulated bones and joints have been organised by Swiss
surgeons at Davos for over 20 years. Fracture fixation,3 joint
replacement, and arthroscopic surgical techniques are now
widely taught in this way. Trainees in otolaryngology, too, are
commonly introduced to the use of the operating microscope
on the bench before being allowed to develop their skills
further in the operating theatre.
The need to teach general surgical trainees the rudiments

of anastomotic technique is now well recognised, and anasto-
mosis workshops introduced to Britain by the Royal College
of Surgeons of England are now regularly held in many large
hospitals.4 Junior trainee surgeons can be taught how to
anastomose bowel, blood vessels, and other hollow viscera
using animal tissues and specially designed jigs.5 6 The
concept of this type of craft workshop has been so well
received by surgeons in training that new variations on this
theme are being explored.

Is it appropriate to extend this principle further to teach
advanced procedures to more senior surgical trainees or even
to introduce new techniques to consultant surgeons who wish
to expand their surgical repertoire? These are the aims of
the "surgical masterclass" organised annually by the Royal
College of Surgeons of Edinburgh. If advanced workshops
like this are to fulfil their potential then more realistic
simulations will have to be developed so that the problems of
surgical access are reproduced accurately. Collaborative work
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