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The prevalence of depression rises steeply in mid-adolescence,
say Sally Merry and Karolina Stasiak in an editorial this week
(doi:10.1136/bmj.e6720). This makes school a logical place for
prevention programmes. The school based “resourceful
adolescent programme” performed well in Australia and New
Zealand, in a randomised trial on which Merry was an author.
But Paul Stallard and colleagues have now tested the approach
in eight schools in the UK and found no significant benefit
comparedwith a placebo, despite good fidelity to the programme
in the intervention groups (doi:10.1136/bmj.e6058). Their
randomised trial found that adolescents who received the
intervention reported more depressive symptoms.
Could it be, askMerry and Stasiak, that prevention programmes
based on cognitive behavioural therapy don’t work after all?
This latest trial is, they say, a timely reminder of the need for
caution and for careful systematic research into this costly
disorder.
Andrew Hill, the teenage author of this week’s patient journey,
knows the personal cost of depression. After what seems to have
been successful and well coordinated treatment for non-small
cell lung cancer (doi:10.1136/bmj.e6443), depression often
leads him to hope for the disease to return, just to end the
uncertainty, something that those around him find it hard to
understand.
His story reminds us that depression is complex, not least
because it rarely exists on its own. According to a recent analysis
of electronic health records from UK primary care (Lancet
2012;380:37-43), only about a quarter of people with depression
are free of other chronic conditions. As summarised in the figure
in this week’s Analysis (doi:10.1136/bmj.e6341), those aged
under 65 years had on average 2.6 other conditions, with an

average of 4.9 in those aged over 65. Pain is depression’s most
common bedfellow.
Building on these data, Bruce Guthrie and colleagues explore
how clinical practice guidelines could domore to help clinicians
and patients manage multimorbidity (doi:10.1136/bmj.e6341).
Few guidelines take the leap beyond a single disease—the NICE
2009 guidelines on depression in adults with a chronic physical
health problem are a notable exception. The authors propose
more cross referencing between recommended treatments, and
they give an example of how this might work for an elderly
patient with hypertension, atrial fibrillation, osteoarthritis, and
moderately severe depression.
Doing this across the whole of medicine and then keeping it up
to date represents a sort of holy grail for healthcare. We must
seek it, but even if we find it through new technology, it is
unlikely ever to replace clinical judgment. Much the same can
be said for efforts to integrate different types of evidence into
guidelines, as Tuen Zuiderent-Jerak and colleagues report
(doi:10.1136/bmj.e6702).
As for how clinicians handle multimorbidity, more time to talk
to patients would surely help, though, as Umesh Kadam writes
(doi:10.1136/bmj.e6202), there is little evidence to support this:
most of the evidence for longer consultations in primary care
has focused on patient satisfaction rather than clinical outcomes.
Perhaps we need to think more radically. How can we best
redesign consultations for patients with complex needs? Tell
us what you are doing.
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