
BackgroundBackground Psychological interven-Psychological interven-

tions for postnatal depression can betions for postnatal depression canbe

beneficial in the shorttermbuttheirbeneficial in the shorttermbuttheir

longer-termimpact is unknown.longer-termimpact is unknown.

AimsAims To evaluate the long-termeffectTo evaluate the long-termeffect

onmaternalmood ofthree psychologicalonmaternalmood ofthree psychological

treatments in relationto routine primarytreatments in relationto routine primary

care.care.

MethodMethod Womenwithpost-partumWomenwith post-partum

depression (depression (nn¼193) were assigned193) were assigned

randomly to one of four conditions:randomly to one of fourconditions:

routine primarycare, non-directiveroutine primarycare, non-directive

counselling, cognitive^behaviouralcounselling, cognitive^behavioural

therapyor psychodynamic therapy.Theytherapyor psychodynamic therapy.They

were assessed immediately after thewere assessed immediately after the

treatmentphase (at 4.5 months) and at 9,treatmentphase (at 4.5 months) and at 9,

18 and 60 monthspost-partum.18 and 60 monthspost-partum.

ResultsResults Comparedwiththe control, allComparedwiththe control, all

three treatments had a significant impactthree treatments had a significant impact

at 4.5 months onmaternalmoodat 4.5 months onmaternalmood

(Edinburgh Postnatal Depression Scale,(Edinburgh Postnatal Depression Scale,

EPDS).Onlypsychodynamic therapyEPDS).Onlypsychodynamic therapy

produceda rate ofreductionindepressionproduceda rate ofreductionindepression

(Structured Clinical Interview for DSM^(Structured Clinical Interview for DSM^

III^R) significantly superior to thatoftheIII^R) significantly superior to thatofthe

control.The benefitof treatmentwasnocontrol.The benefitof treatmentwasno

longer apparent by 9 monthspost-longer apparent by 9 monthspost-

partum.Treatmentdidnot reducepartum.Treatmentdidnot reduce

subsequentepisodes of post-partumsubsequentepisodes of post-partum

depression.depression.

ConclusionsConclusions Psychological interven-Psychological interven-

tion for post-partumdepression improvestion for post-partumdepression improves

maternalmood (EPDS) in the shortterm.maternalmood (EPDS) inthe shortterm.

However, this benefit is not superior toHowever, this benefit is not superior to

spontaneous remission inthe long term.spontaneous remission inthe long term.
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Post-partum depression occurs followingPost-partum depression occurs following

approximately 10% of deliveries (Cooperapproximately 10% of deliveries (Cooper

et alet al, 1988; Cox, 1988; Cox et alet al, 1993; O’Hara &, 1993; O’Hara &

Swain, 1996). Although the disorder tendsSwain, 1996). Although the disorder tends

to remit spontaneously after 4–6 monthsto remit spontaneously after 4–6 months

(O’Hara, 1997), it causes considerable dis-(O’Hara, 1997), it causes considerable dis-

tress and disruption to the women and theirtress and disruption to the women and their

families (O’Hara, 1997), and the deliveryfamilies (O’Hara, 1997), and the delivery

of effective treatment is considered a prior-of effective treatment is considered a prior-

ity. Well-controlled research trials haveity. Well-controlled research trials have

revealed that post-partum depressionrevealed that post-partum depression

responds to treatment in the short termresponds to treatment in the short term

(Holden(Holden et alet al, 1989; Wickberg & Hwang,, 1989; Wickberg & Hwang,

1996; Appleby1996; Appleby et alet al, 1997; O’Hara, 1997; O’Hara et alet al,,

2000), with treatment roughly doubling2000), with treatment roughly doubling

the spontaneous recovery rate. However,the spontaneous recovery rate. However,

it is unclear whether this short-term effectit is unclear whether this short-term effect

is maintained and it is not clear whetheris maintained and it is not clear whether

different forms of psychological inter-different forms of psychological inter-

vention might have different impacts. Invention might have different impacts. In

order to address these questions, a con-order to address these questions, a con-

trolled treatment trial was conducted introlled treatment trial was conducted in

which three forms of brief psychologicalwhich three forms of brief psychological

intervention, delivered to a communityintervention, delivered to a community

sample of women with post-partum depres-sample of women with post-partum depres-

sion, were compared with routine primarysion, were compared with routine primary

care, and the women were followed up oncare, and the women were followed up on

four occasions until 5 years post-partum.four occasions until 5 years post-partum.

METHODMETHOD

Source of sampleSource of sample

A large consecutive series of primiparousA large consecutive series of primiparous

women (i.e. 3222), identified through thewomen (i.e. 3222), identified through the

birth records of Addenbrooke’s Hospital,birth records of Addenbrooke’s Hospital,

Cambridge, was screened between JanuaryCambridge, was screened between January

1990 and August 1992 for mood distur-1990 and August 1992 for mood distur-

bance in the early post-partum period bybance in the early post-partum period by

means of a postal administration of themeans of a postal administration of the

Edinburgh Postnatal Depression ScaleEdinburgh Postnatal Depression Scale

(EPDS; Cox(EPDS; Cox et alet al, 1987). Those with, 1987). Those with

suspected post-partum depression (EPDSsuspected post-partum depression (EPDS

score of 12 or more) were assessed system-score of 12 or more) were assessed system-

atically and those found to be sufferingatically and those found to be suffering

from post-partum depression were invitedfrom post-partum depression were invited

to take part in a study in which ‘differentto take part in a study in which ‘different

forms of help to mothers’ were beingforms of help to mothers’ were being

compared.compared.

Inclusion/exclusion criteriaInclusion/exclusion criteria

Women were considered eligible for theWomen were considered eligible for the

study if they fulfilled the following criteria:study if they fulfilled the following criteria:

primiparous, living within a 15-mile radiusprimiparous, living within a 15-mile radius

of the maternity hospital and with Englishof the maternity hospital and with English

as their first language. Women wereas their first language. Women were

excluded if they had delivered prematurelyexcluded if they had delivered prematurely

(before 36 weeks’ gestation), if their infant(before 36 weeks’ gestation), if their infant

had any gross congenital abnormality, ifhad any gross congenital abnormality, if

they had not had a singleton birth or if theythey had not had a singleton birth or if they

were intending to move out of the areawere intending to move out of the area

within the period of the intervention.within the period of the intervention.

Treatment groupsTreatment groups

The women were assigned to one of fourThe women were assigned to one of four

conditions.conditions.

(a)(a) Routine primary care, involving theRoutine primary care, involving the

normal care provided by the primarynormal care provided by the primary

health care team (i.e. general practi-health care team (i.e. general practi-

tioners and health visitors) with notioners and health visitors) with no

additional input (apart from assess-additional input (apart from assess-

ment) from the research team. This isment) from the research team. This is

the control condition of the trial.the control condition of the trial.

(b)(b) Cognitive–behavioural therapy (CBT),Cognitive–behavioural therapy (CBT),

in which a range of techniquesin which a range of techniques

(Hawton(Hawton et alet al, 1989) was used in the, 1989) was used in the

context of an appropriately modifiedcontext of an appropriately modified

form of the interaction guidance treat-form of the interaction guidance treat-

ment described by McDonoughment described by McDonough

(1993). The treatment was primarily(1993). The treatment was primarily

directed not at the maternal depressiondirected not at the maternal depression

itself but at problems identified by theitself but at problems identified by the

mother in the management of hermother in the management of her

infant (concerning, for example,infant (concerning, for example,

feeding or sleeping), as well as atfeeding or sleeping), as well as at

observed problems in the quality ofobserved problems in the quality of

the mother–infant interaction. In thethe mother–infant interaction. In the

context of a supportive therapeuticcontext of a supportive therapeutic

relationship, the mother was providedrelationship, the mother was provided

with advice about managing particularwith advice about managing particular

infant problems, was helped to solveinfant problems, was helped to solve

such problems in a systematic way,such problems in a systematic way,

was encouraged to examine herwas encouraged to examine her

patterns of thinking about her infantpatterns of thinking about her infant

and herself as a mother, and wasand herself as a mother, and was

helped through modelling and re-helped through modelling and re-

inforcement to alter aspects of herinforcement to alter aspects of her

interactional style.interactional style.

(c)(c) Psychodynamic therapy using the treat-Psychodynamic therapy using the treat-

ment techniques described by Cramerment techniques described by Cramer

& Stern (Cramer& Stern (Cramer et alet al, 1990; Stern,, 1990; Stern,

1995), in which an understanding of1995), in which an understanding of

the mother’s representation of herthe mother’s representation of her

infant and her relationship with herinfant and her relationship with her

infant was promoted by exploringinfant was promoted by exploring
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aspects of the mother’s own earlyaspects of the mother’s own early

attachment history.attachment history.

(d)(d) Non-directive counselling, replicatingNon-directive counselling, replicating

the treatment provided in the Edin-the treatment provided in the Edin-

burgh study by Holdenburgh study by Holden et alet al (1989), in(1989), in

which women were provided with thewhich women were provided with the

opportunity to air their feelings aboutopportunity to air their feelings about

any current concerns, such as maritalany current concerns, such as marital

problems or financial difficulties, asproblems or financial difficulties, as

well as concerns they might raisewell as concerns they might raise

about their infant.about their infant.

The three active intervention arms ofThe three active intervention arms of

the trial were selected to determine whetherthe trial were selected to determine whether

treatments that focused (in different ways)treatments that focused (in different ways)

on the mother–infant relationship wouldon the mother–infant relationship would

be more advantageous than a non-specificbe more advantageous than a non-specific

treatment already established as beingtreatment already established as being

effective in alleviating low maternal mood.effective in alleviating low maternal mood.

Therapy was conducted in the women’sTherapy was conducted in the women’s

own homes on a weekly basis from 8 weeksown homes on a weekly basis from 8 weeks

to 18 weeks post-partum. This is the sameto 18 weeks post-partum. This is the same

timing as the treatment delivered bytiming as the treatment delivered by

HoldenHolden et alet al (1989), and the 8-week(1989), and the 8-week

invitation reflects the time when post-natalinvitation reflects the time when post-natal

depression is likely to be detected by thedepression is likely to be detected by the

primary care team in the course of routineprimary care team in the course of routine

post-natal contacts.post-natal contacts.

Method of allocationMethod of allocation

The women were allocated randomly to aThe women were allocated randomly to a

treatment group by the study recruiter,treatment group by the study recruiter,

who drew one of four coloured balls fromwho drew one of four coloured balls from

a bag, the assignment of each therapy to aa bag, the assignment of each therapy to a

different coloured ball having been defineddifferent coloured ball having been defined

at the start of the study and maintainedat the start of the study and maintained

until the end of the recruitment period.until the end of the recruitment period.

TherapistsTherapists

There were six study therapists: a specialistThere were six study therapists: a specialist

in each of the three research treatments andin each of the three research treatments and

three non-specialists (including twothree non-specialists (including two

seconded National Health Service healthseconded National Health Service health

visitors) who were trained in two of thevisitors) who were trained in two of the

treatments, which allowed for an examin-treatments, which allowed for an examin-

ation of expertise effects. P.J.C. and L.M.ation of expertise effects. P.J.C. and L.M.

ran weekly supervision sessions with theran weekly supervision sessions with the

therapists, during which the progress oftherapists, during which the progress of

each case was reviewed and adherence toeach case was reviewed and adherence to

the treatment protocols was ensured.the treatment protocols was ensured.

AssessmentsAssessments

Mental state assessments were made atMental state assessments were made at

baseline (immediately after treatment), atbaseline (immediately after treatment), at

9 and 18 months post-partum and at 59 and 18 months post-partum and at 5

years, by a trained assessor unaware ofyears, by a trained assessor unaware of

the treatment group to which the womenthe treatment group to which the women

had been assigned. Maternal mood washad been assigned. Maternal mood was

assessed using the EPDS as a self-reportassessed using the EPDS as a self-report

measure, as well as by interview using themeasure, as well as by interview using the

depression section of the Structured Clini-depression section of the Structured Clini-

cal Interview for DSM–III–R (SCID; Spitzercal Interview for DSM–III–R (SCID; Spitzer

et alet al, 1989). The content of therapy was, 1989). The content of therapy was

assessed, to check for therapist adherence,assessed, to check for therapist adherence,

using 30 items from the Therapist Ratingusing 30 items from the Therapist Rating

Scale (SiloveScale (Silove et alet al, 1990). Assessments also, 1990). Assessments also

were made of the children’s cognitive andwere made of the children’s cognitive and

emotional development and of the qualityemotional development and of the quality

of the mother–infant relationship (seeof the mother–infant relationship (see

MurrayMurray et alet al, 2003, this issue). The first, 2003, this issue). The first

three waves of assessments were made inthree waves of assessments were made in

the women’s own homes, and the fourththe women’s own homes, and the fourth

and fifth assessment (i.e. 18 months andand fifth assessment (i.e. 18 months and

5 years post-partum) were carried out in5 years post-partum) were carried out in

the research unit.the research unit.

Data analysisData analysis

A power analysis, based on the findings ofA power analysis, based on the findings of

HoldenHolden et alet al (1989) that 69% of women(1989) that 69% of women

with post-partum depression who receivedwith post-partum depression who received

counselling remitted compared with 37%counselling remitted compared with 37%

of controls, indicated that subsamples ofof controls, indicated that subsamples of

44 would be sufficient to detect a treatment44 would be sufficient to detect a treatment

effect on rates of depressive order (5%effect on rates of depressive order (5%

significance level, 80% power).significance level, 80% power).

Initially, the sub-scales of the question-Initially, the sub-scales of the question-

naire concerned with therapy adherencenaire concerned with therapy adherence

were analysed to establish whether theywere analysed to establish whether they

differed between the treatment groups.differed between the treatment groups.

The distributions of the sub-scale measuresThe distributions of the sub-scale measures

were compared using the Kruskal–Walliswere compared using the Kruskal–Wallis

one-way analysis by ranks, and the differ-one-way analysis by ranks, and the differ-

ences between the treatments wereences between the treatments were

calculated using the Hodges–Lehmanncalculated using the Hodges–Lehmann

estimator. Pairwise comparisons, adjustedestimator. Pairwise comparisons, adjusted

appropriately, were used to establish signif-appropriately, were used to establish signif-

icant differences (Siegel & Castellan,icant differences (Siegel & Castellan,

1988). Linear and logistic random effects1988). Linear and logistic random effects

models were used to analyse the repeatedmodels were used to analyse the repeated

measures of maternal mood (Goldstein,measures of maternal mood (Goldstein,

1995; Diggle1995; Diggle et alet al, 1996; Everitt & Pickles,, 1996; Everitt & Pickles,

1999). These models allow for the effect of1999). These models allow for the effect of

the different therapies on maternal moodthe different therapies on maternal mood

over time to be investigated, while takingover time to be investigated, while taking

account of the correlation between theaccount of the correlation between the

repeated measures, and they also allow forrepeated measures, and they also allow for

covariates of interest to be controlled for.covariates of interest to be controlled for.

In the models, the time of each assessmentIn the models, the time of each assessment

visit was treated as a discrete variable.visit was treated as a discrete variable.

Initially, only the baseline EPDS scoresInitially, only the baseline EPDS scores

were controlled for. Further models werewere controlled for. Further models were

then fitted to explore the effect of treatmentthen fitted to explore the effect of treatment

over time, after controlling for social adver-over time, after controlling for social adver-

sity (which was thought to be unbalancedsity (which was thought to be unbalanced

between the treatment groups and relatedbetween the treatment groups and related

to maternal mood) and other baseline co-to maternal mood) and other baseline co-

variates. Several other factors thought tovariates. Several other factors thought to

influence maternal mood were investigated,influence maternal mood were investigated,

including infant gender and maternal ageincluding infant gender and maternal age

(under 25 years defined as young) and edu-(under 25 years defined as young) and edu-

cation level (up to ‘O’ level or GCSEcation level (up to ‘O’ level or GCSE

defined as low). In addition, two deriveddefined as low). In addition, two derived

background variables – negative orienta-background variables – negative orienta-

tion to motherhood and social adversity –tion to motherhood and social adversity –

were investigated, as suggested by previouswere investigated, as suggested by previous

research (Murrayresearch (Murray et alet al, 1996). These were, 1996). These were

derived from factors assessed antenatallyderived from factors assessed antenatally

(i.e. the former from previous termination(i.e. the former from previous termination

of pregnancy, an unplanned pregnancy,of pregnancy, an unplanned pregnancy,

poor relationship with own mother andpoor relationship with own mother and

inability to confide with own mother; theinability to confide with own mother; the

latter from low income, poor housing andlatter from low income, poor housing and

being single or divorced).being single or divorced).

Covariates were retained in the model ifCovariates were retained in the model if

they reached a significance ofthey reached a significance of PP550.05. The0.05. The

adjusted odds ratios from the logisticadjusted odds ratios from the logistic

regression models were converted to ap-regression models were converted to ap-

proximate relative risks using the methodproximate relative risks using the method

of Zhang & Yu (1998), because the ratesof Zhang & Yu (1998), because the rates

of depression were common (i.e.of depression were common (i.e. 4410%;10%;

DaviesDavies et alet al, 1998). Two subgroup analyses, 1998). Two subgroup analyses

were performed: a completer analysis andwere performed: a completer analysis and

an analysis to investigate the effect of levelan analysis to investigate the effect of level

of expertise. The random effects modelsof expertise. The random effects models

were fitted using Mlwin for Windowswere fitted using Mlwin for Windows

(Institute of Education, London, UK). All(Institute of Education, London, UK). All

other analyses were performed using theother analyses were performed using the

SAS program package for WindowsSAS program package for Windows

(version 8.02, SAS Institute, Cary, NC).(version 8.02, SAS Institute, Cary, NC).

RESULTSRESULTS

Description of sampleDescription of sample

A total of 206 women were identified whoA total of 206 women were identified who

fulfilled DSM–III–R (American Psychiatricfulfilled DSM–III–R (American Psychiatric

Association, 1987) criteria for currentAssociation, 1987) criteria for current

major depressive disorder. Of these, onlymajor depressive disorder. Of these, only

13 refused to take part in the study. As13 refused to take part in the study. As

can be seen from the CONSORT diagramcan be seen from the CONSORT diagram

(Fig. 1), the remaining 193 women were(Fig. 1), the remaining 193 women were

assigned randomly to one of four condi-assigned randomly to one of four condi-

tions. Three women refused to participatetions. Three women refused to participate

in the study after being informed of theirin the study after being informed of their

therapy group (one assigned to CBT andtherapy group (one assigned to CBT and

two to psychodynamic therapy). Nineteentwo to psychodynamic therapy). Nineteen

women dropped out of treatment earlywomen dropped out of treatment early

(i.e. they had four or fewer sessions) or(i.e. they had four or fewer sessions) or

moved away from the study area. Of themoved away from the study area. Of the

women identified as being eligible for thewomen identified as being eligible for the

study, 171 (83%) completed therapy: 42study, 171 (83%) completed therapy: 42

in the non-directive counselling group, 41in the non-directive counselling group, 41

in the CBT group, 40 in the psychodynamicin the CBT group, 40 in the psychodynamic

therapy group and 48 in the control group.therapy group and 48 in the control group.

All of the 190 women successfully assignedAll of the 190 women successfully assigned

to one of the four study conditions wereto one of the four study conditions were

approached for follow-up assessments atapproached for follow-up assessments at

4.5, 9 and 18 months. At 5 years, in4.5, 9 and 18 months. At 5 years, in
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addition to all the control participants, onlyaddition to all the control participants, only

those women who had completed therapythose women who had completed therapy

were approached. At 4.5 months, 89% ofwere approached. At 4.5 months, 89% of

the women successfully assigned to a treat-the women successfully assigned to a treat-

ment condition were assessed, at 9 monthsment condition were assessed, at 9 months

this figure was 95%, at 18 months it wasthis figure was 95%, at 18 months it was

94% and at 5 years it was 73% (71% of94% and at 5 years it was 73% (71% of

all controls and 81% of those whoall controls and 81% of those who

completed therapy were assessed at 5 years).completed therapy were assessed at 5 years).

Demographic featuresDemographic features

Table 1 contains demographic informationTable 1 contains demographic information

on those in the control and the treatmenton those in the control and the treatment

groups. The four groups were comparablegroups. The four groups were comparable

on all the background demographic factors.on all the background demographic factors.

They were comparable also in terms of oneThey were comparable also in terms of one

of the antenatal indices of interest – nega-of the antenatal indices of interest – nega-

tive orientation to motherhood. However,tive orientation to motherhood. However,

there appeared to be a difference betweenthere appeared to be a difference between

the groups in terms of the second antenatalthe groups in terms of the second antenatal

index of interest – marked social adver-index of interest – marked social adver-

sity – with more women experiencing highsity – with more women experiencing high

adversity in the control group (i.e. 35%)adversity in the control group (i.e. 35%)

and fewer women in the psychodynamicand fewer women in the psychodynamic

therapy group (i.e. 10%).therapy group (i.e. 10%).

Ten per cent of the women who wereTen per cent of the women who were

successfully randomly assigned did notsuccessfully randomly assigned did not

complete the trial (6 from the non-directivecomplete the trial (6 from the non-directive

counselling group, 1 from CBT, 8 fromcounselling group, 1 from CBT, 8 from

psychodynamic therapy and 4 from thepsychodynamic therapy and 4 from the

control group). Women were consideredcontrol group). Women were considered

to be completers if they attended moreto be completers if they attended more

than four treatment sessions (for womenthan four treatment sessions (for women

assigned to treatment) and did not moveassigned to treatment) and did not move

out of the study area during the therapyout of the study area during the therapy

period. No difference was found betweenperiod. No difference was found between

the completers and non-completers onthe completers and non-completers on

the measures of maternal mood collectedthe measures of maternal mood collected

pre-therapy and at 4.5, 9 and 18 months.pre-therapy and at 4.5, 9 and 18 months.

The women who did not complete therapyThe women who did not complete therapy

were younger (meanwere younger (mean¼24 years, s.d.24 years, s.d.¼6.3)6.3)

than those who did complete (meanthan those who did complete (mean¼2828
years, s.d.years, s.d.¼5.1;5.1; tt¼772.9, d.f.2.9, d.f.¼186,186,

PP¼0.004). The non-completer group also0.004). The non-completer group also

had a higher proportion of women whohad a higher proportion of women who

were single or separated (Fisher’s exactwere single or separated (Fisher’s exact

testtest PP¼0.05). The two groups were0.05). The two groups were

comparable in terms of level of educationcomparable in terms of level of education

and the two derived background measuresand the two derived background measures

of orientation to motherhood and socialof orientation to motherhood and social

adversity.adversity.

Therapy adherenceTherapy adherence

In order to confirm that the three treat-In order to confirm that the three treat-

ments were being delivered as intended,ments were being delivered as intended,

the Therapist Rating Scale was admin-the Therapist Rating Scale was admin-

istered to the women who had receivedistered to the women who had received

one of the three index treatments. Theone of the three index treatments. The

responses to this questionnaire are sum-responses to this questionnaire are sum-

marised in Table 2, along with the medianmarised in Table 2, along with the median

differences between treatment groups. Thedifferences between treatment groups. The

Kruskal–Wallis (KW) test was used to es-Kruskal–Wallis (KW) test was used to es-

tablish whether the responses to each oftablish whether the responses to each of

the six sub-scales differed between thethe six sub-scales differed between the

treatment groups. A treatment effect wastreatment groups. A treatment effect was

found for four of the sub-scales: cognitivefound for four of the sub-scales: cognitive

focus (KWfocus (KW¼24, d.f.24, d.f.¼2,2, PP550.001), behav-0.001), behav-

ioural tasks (KWioural tasks (KW¼58, d.f.58, d.f.¼2,2, PP550.001),0.001),

organisation (KWorganisation (KW¼28, d.f.28, d.f.¼2,2, PP550.001)0.001)

and relationship (KWand relationship (KW¼41, d.f.41, d.f.¼2,2,
PP550.001). Pairwise comparisons, adjusted0.001). Pairwise comparisons, adjusted

appropriately, revealed that the womenappropriately, revealed that the women

who had been assigned to the CBT groupwho had been assigned to the CBT group

had significantly higher median responseshad significantly higher median responses

for cognitive focus, behavioural tasks andfor cognitive focus, behavioural tasks and

organisation compared with the womenorganisation compared with the women

assigned to the non-directive counsellingassigned to the non-directive counselling
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and psychodynamic therapy groups. Theand psychodynamic therapy groups. The

women who received psychodynamicwomen who received psychodynamic

therapy had a significantly higher mediantherapy had a significantly higher median

response on the relationship sub-scaleresponse on the relationship sub-scale

compared with the women assigned to thecompared with the women assigned to the

non-directive counselling and the CBTnon-directive counselling and the CBT

groups. The inner conflict and transferencegroups. The inner conflict and transference

sub-scales did not differ between thesub-scales did not differ between the

treatment groups.treatment groups.

This pattern of findings confirms thatThis pattern of findings confirms that

the treatments were delivered as intended.the treatments were delivered as intended.

Impact of treatment on maternalImpact of treatment on maternal
moodmood

The Edinburgh Postnatal Depression ScaleThe Edinburgh Postnatal Depression Scale

The EPDS scores after the treatment periodThe EPDS scores after the treatment period

are summarised in Table 3 for all womenare summarised in Table 3 for all women

who were randomised successfully. At 4.5who were randomised successfully. At 4.5

months, compared with the women in themonths, compared with the women in the

control condition, the group of womencontrol condition, the group of women

who had received any one of the three treat-who had received any one of the three treat-

ments had lower EPDS scores (mean differ-ments had lower EPDS scores (mean differ-

ence wasence was 771.9; 95% CI1.9; 95% CI 773.5 to3.5 to 770.3).0.3).

After 4.5months themean EPDS scoreswereAfter 4.5months themean EPDS scoreswere

similar. At 9months themean differencewassimilar. At 9months themean differencewas

0.1 (95% CI0.1 (95% CI 771.7 to 1.9), at 18 months it1.7 to 1.9), at 18 months it

was 0.3 (95% CIwas 0.3 (95% CI 771.4 to 2.1) at 5 years it1.4 to 2.1) at 5 years it

waswas 770.7 (95% CI0.7 (95% CI 772.8 to 1.4).2.8 to 1.4).

From Fig. 2a, which shows the meanFrom Fig. 2a, which shows the mean

EPDS score by treatment condition andEPDS score by treatment condition and

assessment visit, it can be seen that theassessment visit, it can be seen that the

mean EPDS scores were lower after themean EPDS scores were lower after the

therapy period for all four groups. At 4.5therapy period for all four groups. At 4.5

months post-partum, the women in themonths post-partum, the women in the

control group appear, from Fig. 2a, tocontrol group appear, from Fig. 2a, to

have had a smaller decrease on averagehave had a smaller decrease on average

in theirin their EPDS score than the women inEPDS score than the women in

the three therapy groups. This is supportedthe three therapy groups. This is supported

by Fig. 2b, which shows that the meanby Fig. 2b, which shows that the mean

percentage reduction in EPDS from base-percentage reduction in EPDS from base-

line is much lower for the control groupline is much lower for the control group

at 4.5 months compared with all theat 4.5 months compared with all the

treatment groups. However, at 9 monthstreatment groups. However, at 9 months

post-partum, treatment appears to havepost-partum, treatment appears to have

produced no further reduction in the meanproduced no further reduction in the mean

EPDS scores.EPDS scores.

The random effects model for the re-The random effects model for the re-

peatedly measured EPDS scores confirmspeatedly measured EPDS scores confirms

these initial observations. At 4.5 months,these initial observations. At 4.5 months,

after controlling for baseline EPDS, theafter controlling for baseline EPDS, the

EPDS scores were found to be significantlyEPDS scores were found to be significantly

lower for all three treatment groupslower for all three treatment groups

compared with the control group (seecompared with the control group (see

Table 3). After the 4.5-month assessment,Table 3). After the 4.5-month assessment,

all treatment groups were found to beall treatment groups were found to be

comparable with the control condition.comparable with the control condition.

After controlling for social adversityAfter controlling for social adversity

and level of education, the same magni-and level of education, the same magni-

tudes of effects were found.tudes of effects were found.

An analysis of only the women who hadAn analysis of only the women who had

successfully completed therapy producedsuccessfully completed therapy produced

the same findings.the same findings.
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Table 2Table 2 Summary of theTherapist Rating Scale (TRS) questionnaire resultsSummary of theTherapist Rating Scale (TRS) questionnaire results

TRS sub-scaleTRS sub-scale CounsellingCounselling

((nn¼41)41)

PsychodynamicPsychodynamic

((nn¼40)40)

Cognitive^behaviouralCognitive^behavioural

((nn¼40)40)

CounsellingCounselling v.v.

cognitive^behaviouralcognitive^behavioural

CounsellingCounselling v.v.

psychodynamicpsychodynamic

PsychodynamicPsychodynamic vv

cognitive^behaviouralcognitive^behavioural

MedianMedian (IQR)(IQR) MedianMedian (IQR)(IQR) MedianMedian (IQR)(IQR) MedianMedian

differencedifference

(95% CI)(95% CI) MedianMedian

differencedifference

(95% CI)(95% CI) MedianMedian

differencedifference

(95% CI)(95% CI)

Cognitive focusCognitive focus 2.22.2 (1.2)(1.2) 2.42.4 (1.2)(1.2) 3.23.2 (1.4)(1.4) 771.01.0 ((771.2 to1.2 to770.6)0.6) 770.20.2 ((770.6 to 0.2)0.6 to 0.2) 770.80.8 ((771.0 to1.0 to770.4)0.4)

Behavioural tasksBehavioural tasks 1.61.6 (1.0)(1.0) 1.21.2 (0.6)(0.6) 3.43.4 (1.0)(1.0) 771.61.6 ((772.0 to2.0 to771.4)1.4) 0.20.2 (0.0 to 0.4)(0.0 to 0.4) 771.81.8 ((772.2 to2.2 to771.6)1.6)

OrganisationOrganisation 1.71.7 (1.2)(1.2) 1.51.5 (1.5)(1.5) 3.03.0 (0.8)(0.8) 771.01.0 ((771.2 to1.2 to770.5)0.5) 0.00.0 ((770.2 to 0.2)0.2 to 0.2) 771.01.0 ((771.2 to1.2 to770.5)0.5)

RelationshipsRelationships 2.02.0 (1.9)(1.9) 3.63.6 (0.6)(0.6) 1.51.5 (1.2)(1.2) 0.40.4 (0.0 to 1.0)(0.0 to 1.0) 771.21.2 ((771.8 to1.8 to770.4)0.4) 1.81.8 (1.4 to 2.2)(1.4 to 2.2)

Inner conflictInner conflict 2.82.8 (1.2)(1.2) 3.03.0 (1.0)(1.0) 3.03.0 (0.7)(0.7) 770.20.2 ((770.6 to 0.0)0.6 to 0.0) 770.20.2 ((770.4 to 0.2)0.4 to 0.2) 0.00.0 ((770.2 to 0.4)0.2 to 0.4)

TransferenceTransference 1.21.2 (0.6)(0.6) 1.21.2 (0.6)(0.6) 1.31.3 (1.0)(1.0) 0.00.0 (0.0 to 0.2)(0.0 to 0.2) 0.00.0 ((770.2 to 0.0)0.2 to 0.0) 0.00.0 (0.0 to 0.4)(0.0 to 0.4)

IQR, interquartile range.IQR, interquartile range.

Table1Table1 Demographic characteristics of thewomen successfully assigned to one of the four conditionsDemographic characteristics of the women successfully assigned to one of the four conditions

Demographic characteristicsDemographic characteristics TreatedTreated UntreatedUntreated

CounsellingCounselling

((nn¼48)48)

Cognitive^behaviouralCognitive^behavioural

therapy (therapy (nn¼42)42)

PsychodynamicPsychodynamic

therapy (therapy (nn¼48)48)

ControlControl

((nn¼52)52)

Age, yearsAge, years

Mean (s.d.)Mean (s.d.) 28.4 (5.3)28.4 (5.3) 27.9 (5.4)27.9 (5.4) 28.1 (5.6)28.1 (5.6) 26.5 (5.1)26.5 (5.1)

RangeRange 20^3820^38 17^3917^39 17^4217^42 18^3618^36

EducationEducation

None/CSE/‘O’ level/GSCENone/CSE/‘O’ level/GSCE 40%40% 52%52% 35%35% 54%54%

‘A’ level/further qualification‘A’ level/further qualification 34%34% 26%26% 44%44% 20%20%

Degree/higher degreeDegree/higher degree 26%26% 21%21% 21%21% 26%26%

Marital statusMarital status

Single/divorced/widowedSingle/divorced/widowed 11%11% 14%14% 6%6% 17%17%

Married/co-habitingMarried/co-habiting 89%89% 86%86% 94%94% 83%83%

Negative orientation to motherhoodNegative orientation to motherhood 26%26% 41%41% 27%27% 45%45%

High social disadvantageHigh social disadvantage 30%30% 24%24% 10%10% 35%35%
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Results on the Structured Clinical InterviewResults on the Structured Clinical Interview
for DSM^III^Rfor DSM^III^R

At 4.5 months, 40% of the controls hadAt 4.5 months, 40% of the controls had

remitted from depression (see Table 4). Inremitted from depression (see Table 4). In

comparison, of the 135 women who hadcomparison, of the 135 women who had

received treatment, 61% had remitted atreceived treatment, 61% had remitted at

this time (percentage difference of 21%;this time (percentage difference of 21%;

95% CI 5 to 37%). After 4.5 months the95% CI 5 to 37%). After 4.5 months the

levels of remission were similar for thelevels of remission were similar for the

treated and control groups. At 9 monthstreated and control groups. At 9 months

only 4% more of the women in the treatedonly 4% more of the women in the treated

group had remitted compared with thegroup had remitted compared with the

control group (95% CIcontrol group (95% CI 7711 to 19%), at11 to 19%), at

18 months 11% less of the treated group18 months 11% less of the treated group

had remitted (95% CIhad remitted (95% CI 7725 to 3%) and at25 to 3%) and at

5 years 4% more of the treated women5 years 4% more of the treated women

had remitted (95% CIhad remitted (95% CI 7711 to 21%).11 to 21%).

The repeated post-partum SCIDThe repeated post-partum SCID

measures of depression were analysed usingmeasures of depression were analysed using

a random effects logistic model. Aftera random effects logistic model. After

controlling for baseline EPDS, at 4.5controlling for baseline EPDS, at 4.5

months, compared with the controls, theremonths, compared with the controls, there

was no difference in the rate of depressionwas no difference in the rate of depression

for the women in the non-directive therapyfor the women in the non-directive therapy

and the CBT groups. Compared with theand the CBT groups. Compared with the

control condition, psychodynamic therapycontrol condition, psychodynamic therapy

was found to be more effective in reducingwas found to be more effective in reducing

the rate of depression (see Table 4). Afterthe rate of depression (see Table 4). After

the 4.5-month assessment, the threethe 4.5-month assessment, the three

treatment groups were found to be nottreatment groups were found to be not

significantly different from the controlsignificantly different from the control

condition with respect to reducing the riskcondition with respect to reducing the risk

of post-natal depression.of post-natal depression.

The effects of treatment remained theThe effects of treatment remained the

same after controlling for social adversitysame after controlling for social adversity

and level of maternal education.and level of maternal education.

An analysis of the outcomes of theAn analysis of the outcomes of the

women who had successfully completedwomen who had successfully completed

therapy produced the same findings astherapy produced the same findings as

those above.those above.

Expertise effectsExpertise effects

For women who received treatment, anFor women who received treatment, an

expertise effect was found for maternalexpertise effect was found for maternal

mood at both 4.5 months and 9 months,mood at both 4.5 months and 9 months,

after controlling for type of treatment, base-after controlling for type of treatment, base-

line EPDS, social adversity and level of edu-line EPDS, social adversity and level of edu-

cation. A significantly greater reduction incation. A significantly greater reduction in

EPDS score was found for women treatedEPDS score was found for women treated

by non-specialists compared with thoseby non-specialists compared with those

treated by specialists at 4.5 months (treated by specialists at 4.5 months (772.1;2.1;

95% CI95% CI 773.7 to3.7 to 770.5,0.5, PP¼0.01) and at 90.01) and at 9

months (months (772.0, 95% CI2.0, 95% CI 774.0 to4.0 to 770.1;0.1;

PP¼0.04). In order to investigate further the0.04). In order to investigate further the

effect of the therapists’ level of expertise ineffect of the therapists’ level of expertise in

relation to the control condition, six treat-relation to the control condition, six treat-

ment categories were created: a specialistment categories were created: a specialist

and a non-specialist group of each of theand a non-specialist group of each of the

three treatments. After controlling for base-three treatments. After controlling for base-

line EPDS, social adversity and level of edu-line EPDS, social adversity and level of edu-

cation, all three non-specialist treatmentcation, all three non-specialist treatment

groups were found to be significantly differ-groups were found to be significantly differ-

ent from the control condition in terms ofent from the control condition in terms of

EPDS score at 4.5 months. TreatmentEPDS score at 4.5 months. Treatment

effects at 4.5 months were estimated aseffects at 4.5 months were estimated as

772.2 for non-specialist non-directive coun-2.2 for non-specialist non-directive coun-

selling (95% CIselling (95% CI 774.0 to4.0 to 770.3;0.3; PP¼0.02),0.02),

773.3 for non-specialist psychodynamic3.3 for non-specialist psychodynamic

therapy (95% CItherapy (95% CI 775.4 to5.4 to 771.1;1.1; PP¼0.003)0.003)

andand 772.4 for non-specialist CBT (95% CI2.4 for non-specialist CBT (95% CI

774.1 to4.1 to770.8;0.8; PP¼0.003). After 4.5 months0.003). After 4.5 months

there was found to be no significant differ-there was found to be no significant differ-

ence between the control condition andence between the control condition and

each of the non-specialist groups. At alleach of the non-specialist groups. At all

assessments, and for all three treatments,assessments, and for all three treatments,

women treated by specialists were nowomen treated by specialists were no

different from those in the control group.different from those in the control group.

For women who had received treat-For women who had received treat-

ment, level of expertise was found to bement, level of expertise was found to be

unrelated to recovery from depressive dis-unrelated to recovery from depressive dis-

order, after having controlled for type oforder, after having controlled for type of

treatment, baseline EPDS, social adversitytreatment, baseline EPDS, social adversity

and level of education.and level of education.

Subsequent post-partum depressionSubsequent post-partum depression

Of the 138 women assessed at 5 years post-Of the 138 women assessed at 5 years post-

partum, a total of 98 had had a subsequentpartum, a total of 98 had had a subsequent
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Table 3Table 3 Estimates of treatment effects using the Edinburgh Postnatal Depression Scale (EPDS): intention-to-treat analysisEstimates of treatment effects using the Edinburgh Postnatal Depression Scale (EPDS): intention-to-treat analysis

Timing of assessmentTiming of assessment Treatment groupTreatment group Summary statisticsSummary statistics Model estimatesModel estimates11

nn MeanMean (s.d.)(s.d.) Treatment effectTreatment effect PP (95% CI)(95% CI)

4.5 months4.5 months ControlControl 5050 11.311.3 (4.8)(4.8)

All treatmentsAll treatments 134134 9.49.4 (5.0)(5.0) 772.52.5 440.0010.001 ((773.9 to3.9 to771.0)1.0)

CounsellingCounselling 4747 9.99.9 (5.9)(5.9) 772.12.1 0.020.02 ((773.8 to3.8 to770.3)0.3)

PsychodynamicPsychodynamic 4545 8.98.9 (4.2)(4.2) 772.62.6 0.0030.003 ((774.4 to4.4 to770.9)0.9)

Cognitive^behaviouralCognitive^behavioural 4242 9.29.2 (4.8)(4.8) 772.72.7 0.0030.003 ((774.5 to4.5 to770.9)0.9)

9 months9 months ControlControl 4848 9.29.2 (5.4)(5.4)

All treatmentsAll treatments 129129 9.39.3 (5.5)(5.5) 770.30.3 0.700.70 ((772.0 to 1.3)2.0 to 1.3)

CounsellingCounselling 4646 9.69.6 (5.8)(5.8) 770.20.2 0.870.87 ((773.5 to 3.2)3.5 to 3.2)

PsychodynamicPsychodynamic 4343 9.59.5 (5.5)(5.5) 0.20.2 0.850.85 ((772.9 to 3.3)2.9 to 3.3)

Cognitive^behaviouralCognitive^behavioural 4040 8.68.6 (5.9)(5.9) 771.01.0 0.330.33 ((774.4 to 2.4)4.4 to 2.4)

18 months18 months ControlControl 4848 8.98.9 (4.4)(4.4)

All treatmentsAll treatments 127127 9.29.2 (5.5)(5.5) 770.10.1 0.940.94 ((771.7 to 1.6)1.7 to 1.6)

CounsellingCounselling 4444 9.69.6 (5.2)(5.2) 0.30.3 0.790.79 ((773.1 to 3.6)3.1 to 3.6)

PsychodynamicPsychodynamic 4141 9.19.1 (5.6)(5.6) 0.10.1 0.920.92 ((773.3 to 3.5)3.3 to 3.5)

Cognitive^behaviouralCognitive^behavioural 4242 8.98.9 (5.4)(5.4) 770.60.6 0.870.87 ((773.9 to 2.8)3.9 to 2.8)

5 years5 years ControlControl 3434 9.99.9 (5.7)(5.7)

All treatmentsAll treatments 9292 9.29.2 (5.0)(5.0) 771.41.4 0.180.18 ((773.4 to 0.6)3.4 to 0.6)

CounsellingCounselling 3333 8.98.9 (4.9)(4.9) 771.91.9 0.620.62 ((775.5 to 1.7)5.5 to 1.7)

PsychodynamicPsychodynamic 2828 9.09.0 (4.5)(4.5) 771.41.4 0.260.26 ((775.1 to 2.2)5.1 to 2.2)

Cognitive^behaviouralCognitive^behavioural 3131 8.98.9 (5.8)(5.8) 770.70.7 0.560.56 ((774.4 to 2.9)4.4 to 2.9)

1. Adjusted for mean centred baseline EPDS score.1. Adjusted for mean centred baseline EPDS score.
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delivery. At the 5-year assessment, whendelivery. At the 5-year assessment, when

detailed psychiatric histories were taken,detailed psychiatric histories were taken,

note was taken of whether any episode ofnote was taken of whether any episode of

depression occurred in the period immedi-depression occurred in the period immedi-

ately following subsequent deliveries. Thereately following subsequent deliveries. There

were 27 episodes of post-partum depressionwere 27 episodes of post-partum depression

subsequent to the initial episode: 20 ofsubsequent to the initial episode: 20 of

these occurred in women who hadthese occurred in women who had

received treatment (i.e. 28%) and 7received treatment (i.e. 28%) and 7

occurred in women who had received nooccurred in women who had received no

intervention (i.e. 27%). There was no dif-intervention (i.e. 27%). There was no dif-

ference between these rates (percentageference between these rates (percentage

difference of 1%; 95% CIdifference of 1%; 95% CI 7719% to19% to

20%,20%, ww22¼0.01; d.f.0.01; d.f.¼1). Treatment for the1). Treatment for the

initial episode of post-partum depression,initial episode of post-partum depression,

therefore, did not have an impact on thetherefore, did not have an impact on the

risk of subsequent post-partum depression.risk of subsequent post-partum depression.

DISCUSSIONDISCUSSION

Treatments for post-partumTreatments for post-partum
depressiondepression

There have been a number of studies of bothThere have been a number of studies of both

the pharmacological and psychologicalthe pharmacological and psychological

treatment of post-partum depression. Onlytreatment of post-partum depression. Only

one of these has been a formal trial of anone of these has been a formal trial of an

antidepressant medication. Applebyantidepressant medication. Appleby et alet al

(1997), in a factorial design involving the(1997), in a factorial design involving the

use of fluoxetine or placebo in combinationuse of fluoxetine or placebo in combination

with one or six counselling sessions, demon-with one or six counselling sessions, demon-

strated an impressive antidepressant effectstrated an impressive antidepressant effect

for both the active drug and the psychologi-for both the active drug and the psychologi-

cal treatment over a 3-month treatment per-cal treatment over a 3-month treatment per-

iod. However, there was no additive effectiod. However, there was no additive effect

of the two treatments, and drug treatmentof the two treatments, and drug treatment

was not superior to the psychological treat-was not superior to the psychological treat-

ment. Given that, of the women with de-ment. Given that, of the women with de-

pression invited to take part in the study,pression invited to take part in the study,

less than half agreed and the main reasonless than half agreed and the main reason

for refusal was ‘reluctance to take medi-for refusal was ‘reluctance to take medi-

cation’, the role of fluoxetine, or indeedcation’, the role of fluoxetine, or indeed

any other antidepressant medication, inany other antidepressant medication, in

the treatment of post-partum depression isthe treatment of post-partum depression is

likely to be limited.likely to be limited.

In another placebo-controlled trial of aIn another placebo-controlled trial of a

pharmacological agent (Hendersonpharmacological agent (Henderson et alet al,,

1991), treatment with oestradiol skin1991), treatment with oestradiol skin

patches for 2 months was found to producepatches for 2 months was found to produce

a greater elevation in mood than placebo;a greater elevation in mood than placebo;

but because the patients in this study werebut because the patients in this study were

all medical referrals, they are likely to haveall medical referrals, they are likely to have

been a sample selected for a greater severitybeen a sample selected for a greater severity

of depression than is typical of the popu-of depression than is typical of the popu-

lation of women with post-partum depres-lation of women with post-partum depres-

sion. The extent to which the findingssion. The extent to which the findings

from this study can be generalised must,from this study can be generalised must,

therefore, be questioned.therefore, be questioned.

In contrast to the questionable clinicalIn contrast to the questionable clinical

utility of antidepressant and hormonal treat-utility of antidepressant and hormonal treat-

ments, several studies have found psycholo-ments, several studies have found psycholo-

gical forms of treatment, notably coun-gical forms of treatment, notably coun-

selling, to be both highly acceptable to theselling, to be both highly acceptable to the

women and highly effective. Thus, Holdenwomen and highly effective. Thus, Holden

et alet al (1989), in an early study of brief non-(1989), in an early study of brief non-

directive counselling delivered women withdirective counselling delivered women with

post-partum depression by health visitors,post-partum depression by health visitors,

found the rate of recovery after 13 weeks tofound the rate of recovery after 13 weeks to

be twice that among those who receivedbe twice that among those who received

counselling compared with those who didcounselling compared with those who did

not. Similar findings have been reportednot. Similar findings have been reported

from a study carried out in Sweden, wherefrom a study carried out in Sweden, where

child health clinic nurses delivered counsel-child health clinic nurses delivered counsel-

ling to women with post-natal depressionling to women with post-natal depression

women (Wickberg & Hwang, 1996).women (Wickberg & Hwang, 1996).

There has been surprisingly little re-There has been surprisingly little re-

search interest in the application of psy-search interest in the application of psy-

chological forms of treatment other thanchological forms of treatment other than

counselling in post-natal depression. Stuartcounselling in post-natal depression. Stuart

& O’Hara (1995) have advocated the use& O’Hara (1995) have advocated the use

of interpersonal psychotherapy. A recentof interpersonal psychotherapy. A recent

controlled trial in which interprersonalcontrolled trial in which interprersonal

psychotherapy was compared with apsychotherapy was compared with a

waiting-list control group found a signifi-waiting-list control group found a signifi-

cant benefit of the index treatment in termscant benefit of the index treatment in terms

of maternal mood and social functioningof maternal mood and social functioning

(O’Hara(O’Hara et alet al, 2000). Its efficacy compared, 2000). Its efficacy compared

with other forms of treatment such as CBTwith other forms of treatment such as CBT

or counselling is not known. Its effective-or counselling is not known. Its effective-

ness as a treatment delivered within theness as a treatment delivered within the

health service also is not established.health service also is not established.

IndividualIndividual vv. group treatment. group treatment

In the current study, the offer of psycho-In the current study, the offer of psycho-

logical intervention was highly acceptablelogical intervention was highly acceptable

417417

Fig. 2Fig. 2 The Edinburgh Postnatal Depression Scale (EPDS) scores by type of therapy and assessment visit: (The Edinburgh Postnatal Depression Scale (EPDS) scores by type of therapy and assessment visit: (~~))

counselling; (counselling; (&&) psychodynamic therapy; () psychodynamic therapy; (**) cognitive^behavioural therapy; () cognitive^behavioural therapy; (^̂) control.) control.
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to the women identified as being eligible toto the women identified as being eligible to

join the study. Indeed, very few of thosejoin the study. Indeed, very few of those

offered one of the interventions refused tooffered one of the interventions refused to

enter the trial, and few of those whoenter the trial, and few of those who

accepted the offer of treatment droppedaccepted the offer of treatment dropped

out. This stands in marked contrast not onlyout. This stands in marked contrast not only

to take-up rates for studies that have offeredto take-up rates for studies that have offered

pharmacological treatment as a componentpharmacological treatment as a component

of the study (Applebyof the study (Appleby et alet al, 1997) but also, 1997) but also

to studies in which group interventions haveto studies in which group interventions have

been offered in pregnancy and the earlybeen offered in pregnancy and the early

post-partum weeks to be vulnerable womenpost-partum weeks to be vulnerable women

and women with depression (Stampand women with depression (Stamp et alet al,,

1995; Buist1995; Buist et alet al, 1999; Brugha, 1999; Brugha et alet al, 2000;, 2000;

ElliottElliott et alet al, 2000). In fact, mothers with, 2000). In fact, mothers with

post-partum depression are commonly re-post-partum depression are commonly re-

luctant to make use of group-based motherluctant to make use of group-based mother

and baby clinics run by health visitors (See-and baby clinics run by health visitors (See-

leyley et alet al, 1996). Thus, although group-based, 1996). Thus, although group-based

interventions may be useful in certain sub-interventions may be useful in certain sub-

samples of women, it seems likely that forsamples of women, it seems likely that for

the majority of primiparous women withthe majority of primiparous women with

post-partum depression initial supportpost-partum depression initial support

needs to be offered on a one-to-one basis.needs to be offered on a one-to-one basis.

Findings of the current studyFindings of the current study
at 4.5 months post-partumat 4.5 months post-partum

After having controlled for baseline EPDSAfter having controlled for baseline EPDS

scores, the EPDS scores at 4.5 months werescores, the EPDS scores at 4.5 months were

found to be lower for all three treatmentfound to be lower for all three treatment

groups compared with the control condi-groups compared with the control condi-

tion. Indeed, by 4.5 months the women intion. Indeed, by 4.5 months the women in

all three treatment conditions had experi-all three treatment conditions had experi-

enced a marked reduction in depressiveenced a marked reduction in depressive

symptoms. The lack of a significant differ-symptoms. The lack of a significant differ-

ence in terms of remission from depressiveence in terms of remission from depressive

disorder between two of the treatment con-disorder between two of the treatment con-

ditions and the controls requires someditions and the controls requires some

explanation. First, the rate of recovery ofexplanation. First, the rate of recovery of

those in the control condition was some-those in the control condition was some-

what higher than that reported in previouswhat higher than that reported in previous

studies (e.g. Holdenstudies (e.g. Holden et alet al, 1989; Wickberg, 1989; Wickberg

& Hwang, 1996). This could be attributa-& Hwang, 1996). This could be attributa-

ble to the amount of attention they receivedble to the amount of attention they received

in both the recruitment and assessmentin both the recruitment and assessment

process. Second, the outcome of thoseprocess. Second, the outcome of those

who received non-directive counsellingwho received non-directive counselling

and CBT from a specialist was unexpect-and CBT from a specialist was unexpect-

edly poor. Indeed, if only the findings fromedly poor. Indeed, if only the findings from

the health visitors is considered for both thethe health visitors is considered for both the

non-directive counselling and the CBT con-non-directive counselling and the CBT con-

ditions, the remission rate for non-directiveditions, the remission rate for non-directive

counselling (which was 54% for all thera-counselling (which was 54% for all thera-

pists) was 60%, and the remission rate forpists) was 60%, and the remission rate for

CBT (which was 57% for all therapists)CBT (which was 57% for all therapists)

was 66%. The likely explanation for thiswas 66%. The likely explanation for this

is that the health visitors were the onlyis that the health visitors were the only

therapists within the trial who had previoustherapists within the trial who had previous

experience of home visiting.experience of home visiting.

Findings of the current studyFindings of the current study
at 9 months post-partumat 9 months post-partum

By 9 months post-partum the positiveBy 9 months post-partum the positive

benefit of the treatments was no longerbenefit of the treatments was no longer

apparent, because the spontaneous remis-apparent, because the spontaneous remis-

sion rate brought the women in the controlsion rate brought the women in the control

group to the same point as those in thegroup to the same point as those in the

three treatment groups. Indeed, apart fromthree treatment groups. Indeed, apart from

the significant difference immediatelythe significant difference immediately

following the intervention between thefollowing the intervention between the

women who had received the treatmentswomen who had received the treatments

and those who had not, there were no dif-and those who had not, there were no dif-

ferences in terms of subsequent depressionferences in terms of subsequent depression

between the controls and the index groupsbetween the controls and the index groups

at either 9 or 18 months. At 5 years (whenat either 9 or 18 months. At 5 years (when

only those who completed treatment oronly those who completed treatment or

had been assigned to the control conditionhad been assigned to the control condition

were approached for assessment) therewere approached for assessment) there

was still no benefit of having receivedwas still no benefit of having received

the intervention. Thus, none of the treat-the intervention. Thus, none of the treat-

ments was related to the number of sub-ments was related to the number of sub-

sequent depressive episodes, post-partumsequent depressive episodes, post-partum

or otherwise.or otherwise.
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Table 4Table 4 Estimates of treatment effects using the Structured Clinical Interview for DSM^III^RDiagnosis (SCID): intention-to-treat analysisEstimates of treatment effects using the Structured Clinical Interview for DSM^III^RDiagnosis (SCID): intention-to-treat analysis

Timing of assessmentTiming of assessment Treatment groupTreatment group Summary statisticsSummary statistics Model estimatesModel estimates11

nn %without depression% without depression RRRR PP (95% CI)(95% CI)

4.5 months4.5 months ControlControl 5050 4040

All treatmentsAll treatments 135135 6161 1.601.60 0.010.01 (1.14^1.98)(1.14^1.98)

CounsellingCounselling 4848 5454 1.381.38 0.140.14 (0.82^1.89)(0.82^1.89)

PsychodynamicPsychodynamic 4545 7171 1.891.89 0.0020.002 (1.33^2.23)(1.33^2.23)

Cognitive^behaviouralCognitive^behavioural 4242 5757 1.501.50 0.090.09 (0.92^1.98)(0.92^1.98)

9 months9 months ControlControl 4848 6969

All treatmentsAll treatments 130130 7373 1.091.09 0.480.48 (0.83^1.26)(0.83^1.26)

CounsellingCounselling 4747 6666 0.990.99 0.770.77 (0.33^1.36)(0.33^1.36)

PsychodynamicPsychodynamic 4343 7979 1.151.15 0.280.28 (0.54^1.39)(0.54^1.39)

Cognitive^behaviouralCognitive^behavioural 4040 7575 1.121.12 0.560.56 (0.45^1.39)(0.45^1.39)

18 months18 months ControlControl 4848 8181

All treatmentsAll treatments 128128 7070 0.870.87 0.210.21 (0.61^1.06)(0.61^1.06)

CounsellingCounselling 4545 6969 0.870.87 0.160.16 (0.28^1.17)(0.28^1.17)

PsychodynamicPsychodynamic 4141 7171 0.850.85 0.200.20 (0.25^1.17)(0.25^1.17)

Cognitive^behaviouralCognitive^behavioural 4242 7171 0.900.90 0.260.26 (0.31^1.18)(0.31^1.18)

5 years5 years ControlControl 3737 7676

All treatmentsAll treatments 102102 8080 1.091.09 0.400.40 (0.62^1.22)(0.62^1.22)

CounsellingCounselling 3333 7979 1.081.08 0.680.68 (0.48^1.28)(0.48^1.28)

PsychodynamicPsychodynamic 3333 7979 1.061.06 0.790.79 (0.40^1.28)(0.40^1.28)

Cognitive^behaviouralCognitive^behavioural 3636 8383 1.131.13 0.440.44 (0.54^1.28)(0.54^1.28)

1. Adjusted for mean centred baseline SCID score.1. Adjusted for mean centred baseline SCID score.
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