
Editor’s choice
Survival of the richest
My brother raised an ethical dilemma over lunch last
week. Should he give his private patients a prescription
for Tamiflu (oseltamivir) if they ask for one while his
NHS patients don’t have that option? At the time I
didn’t have an answer, but Michael Jefford and
colleagues provide some help in this week’s BMJ
(p 1075). Although the principle of distributive justice
suggests he shouldn’t offer something to some patients
that others can’t have, two other principles guiding
medical ethics—beneficence (acting in the patient’s best
interests) and respect for autonomy—dictate that he
should. “Doctors should be committed to the individual
patient’s interests and autonomy rather than their own
conception of social ideals such as equity,” they say.

But Jefford and his colleagues are talking in the
context of drugs for which the evidence is flimsy but
supply is assured. Does their answer apply where
supplies of a drug are limited? I would think not. Until
Roche and GSK sublicense their neuraminidase
inhibitors so that the world can scale up production
(p 1041), letting some people pay to stash away
supplies inevitably means others who may need the
drug will be denied. When the pandemic comes it will
be survival of the richest, red in tooth and claw.

The world could avoid this grim scenario by
following Canada’s lead. Roche Canada has stopped
private sales of oseltamivir while the government builds
up a supply to be given to those most in need (p 1041).
The US by comparison presents an object lesson in
how not to do it, demonstrating not so much
distributive justice as distributive chaos. Walmart and
other large retail chains have obtained large quantities
of flu vaccine, leaving doctors unable to get hold of
sufficient doses (News Extra)—another example, on top
of last week’s powerful personal view from Lori Smith
in Tennessee, of how the market can’t be trusted to act
in the best interests of individuals or society. Among the
rapid responses, Paul Clift says Smith’s story highlights
precisely why patients’ and clinicians’ organisations
should be uniting to oppose any attempt to bring profit
driven initiatives into the NHS.

Americans’ lack of information about US health-
care reforms may be partly to blame. Gary Schwitzer
monitored health policy news coverage throughout
the 2004 US election year on three award winning
local television stations (p 1089). Despite there being
an estimated 45 million Americans without health
insurance, over this period the most watched
newscasts carried only one story about the uninsured.

There will be flu this winter, and we must be
prepared for a flu pandemic. Fleming gives clear and
sobering advice to healthcare professionals (p 1066).
Plan your response now, familiarise yourselves with
the national plan, prepare to prioritise between
patients, be ready to manage cases by phone, and do
not be swayed by media hype. As for my brother,
perhaps the most immediately useful advice in this
week’s BMJ comes from Jon Durnian (p 1069). Don’t
tell your builders you’re a doctor: they’ll just hike up
the price. Now that’s what I call distributive justice.
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Cognitive therapy protects against relapse in
patients with recurrent depression

Research question Can cognitive therapy help prevent
relapses in people with recurrent depression?

Answer Yes. A brief course of group cognitive therapy can
reduce the risk of relapse in high risk patients

Why did the authors do the study? Recurrent depression is
notoriously hard to treat, but there is some evidence that
cognitive therapy can help prevent relapses. These authors
wanted to extend the evidence to a wider group of patients and
to look more carefully at who might benefit

What did they do? A total of 187 people were recruited to a
pragmatic randomised controlled trial in the Netherlands, 69%
from media advertisements and 31% from psychiatric centres.
Of these, 172 contributed data to the final, intention to treat,
analysis. All participants had recurrent major depression and
were in remission at recruitment after a variety of treatments,
including psychotherapy and antidepressants. The authors
randomly assigned them to continue with their usual
treatment—most commonly antidepressants—or usual
treatment plus an eight week course of group cognitive
therapy. All “usual treatments” were allowed, including drugs,
psychotherapy, counselling, or no treatment.

Over the next two years, researchers assessed the patients three
times for relapses using a well validated structured interview.
The researchers did not know which patients had had cognitive
therapy, and the patients were told not to tell them. The
authors were most interested in the impact of cognitive therapy
on risk of relapse, but they also analysed the overall number
and severity of relapses.

What did they find? Eight weeks of group cognitive therapy
helped prevent relapses in the subgroup of 71 patients who
had had five or more episodes of major depression before the
trial began. In this group 46% of the 37 patients treated with
cognitive therapy had a relapse during the study, compared
with 72% of the 34 patients who continued their usual
treatment (P = 0.01). That’s an absolute risk reduction of 26%,
or a number needed to treat of nearly 4. Cognitive therapy also
reduced the number and severity of relapses in this high risk
group. The benefits appeared early, and seemed to last for the
duration of the trial.

Cognitive therapy did not prevent relapses among the 101
patients with fewer than five previous episodes of depression
(63% of 51 patients given cognitive therapy v 59% of 50
patients given usual treatment only).

The authors conclude that brief cognitive therapy added to
usual treatment (or no treatment) can reduce the risk of
relapse in people at highest risk—those with multiple previous
relapses.

What does it mean? These findings add to growing evidence
that cognitive therapy can prolong remission in some people
with recurrent major depression. Since this trial included
people having a variety of other treatments, or none, the
authors think their results should be widely applicable. It’s not
yet clear why such a brief psychological intervention should
work for so long in such vulnerable patients, and more studies
are required to find out.
Bockting et al. Preventing relapse/recurrence in recurrent depression with cog-
nitive therapy: a randomized controlled trial. Journal of Consulting and Clinical
Psychology 2005;73:647-57
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