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Abstract
Background: Although combined pharmacotherapy and teaching illness management are the standard in the
treatment of depressed inpatients, few studies have been reported of the effects of these programs. The purpose of
this study was to determine the applicability and preliminary effectiveness of a brief, group-based cognitivebehavioural illness management program for depression, and to explore whether patient socio demographic and
clinical characteristics predicted differential treatment response.
Methods: 97 inpatients with a major depression participated in a 6-week treatment program providing psycho
education and skills to cope with the illness. Psychopathology, global functioning, knowledge about depression, selfesteem covering areas of problem solving, assertiveness and social competence were assessed as dependent
variables.
Results: Overall, patients improved over the treatment period on most dimensions of psychopathology,
knowledge about depression, and self-esteem. There was little evidence of differential treatment response as a
function of either socio demographic or clinical variables. However, level of education was related to changes in
psychopathology from pre- to post-treatment with higher educated patients benefiting most. Patients who were
rapidly discharged from the hospital benefited more than inpatients in symptoms and problem solving skills. At twoand six year follow-ups, characteristics such as age and duration of illness were the only significant predictors for
relapses.
Limitations: The absence of a control group limits the conclusions that can be drawn from this study.
Conclusion: These results suggest that this illness management program may be a useful approach to treating
patients with severe depression, and that it warrants further investigation in a controlled study.

Keywords: Severe depression; Inpatient treatment; Illness
management; Cognitive-behaviour therapy; Psycho education;
Predictors; Psychopathology

Introduction
Pharmacological treatment is the mainstay in the management of
recurrent depression, but accumulating evidence supports the role of
cognitive behavioural therapy (CBT) as an important ingredient in
comprehensive treatment programs for acute treatment and relapse
prevention [1-7]. Cognitive Beck et al. [8] and interpersonal therapy
Klerman et al. [9] are the most rapidly growing approaches for
improving knowledge about the illness, symptoms, interpersonal
competence as well as relapse prevention skills of patients with
depression. New approaches mainly developed for the treatment of
partially remitted or chronic forms of depression include the cognitive
behavioural-analysis system of psychotherapy McCullough et al. [10],
mindfulness based cognitive therapy Segal et al. [11] and cognitivepsycho educational interventions [12]. They are all based on cognitive
techniques. The first additionally draws on behavioural Lewinsohn et
al. [13] and interpersonal strategies Klerman et al. [9], the second on
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stress reduction Kabat Zinn [14] and the latter on acquiring knowledge
about the illness including its psychological and pharmacological
treatment options [13,15].
Over the past two decades a range of different illness selfmanagement programs have been developed based on Anderson’s
“psycho educational” multifamily workshops for schizophrenia
Anderson et al. [16] and later depression Anderson et al. [15]
providing information and skills about the illness and its treatment.
Psycho educational programs are to train persons with a psychiatric
disorder in subject areas that serve the goals of treatment and
rehabilitation such as enhancing the person’s acceptance of his illness,
promoting active cooperation with treatment and rehabilitation,
strengthening coping skills to deal with common aspects of the illness
(e.g., stigma) and to compensate for deficiencies by the disorder Bäuml
and Pitschel-Walz [17,18]. Pharmacotherapy and psychotherapy are
not seen as conflicting but closely related to each other.
Up to now illness self-management group-based programs are
offered to patients with schizophrenia and bipolar disorder, however,
to a lesser extent to major depression [19]. Whereas former approaches
merely focused on psychological or biological mono theories, such as
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loss of positive reinforcement Lewinsohn et al. [13], dysfunctional core
beliefs Beck et al. [8], serotonin-reuptake hypothesis or kindling Post
[20], current programs refer to comprehensive vulnerability-stresscoping models integrating both aspects. These models highlight the
interaction between vulnerability, stressors, deterioration in well-being
up to relapse and provide the basis for illness-related cognitions that
enable the patient to understand his illness and to realise how he can
possibly influence its manifestations. Information about
pharmacological (e.g., antidepressants), biological (e.g., sleep
deprivation, electric convulsive shock treatment) and psychological
treatment strategies are provided.
Although the data in reviews are mixed whether combining
pharmacotherapy and psychotherapy leads to better outcome than
mere pharmacotherapy Friedman et al., Pampallona et al., and Segal et
al. [21-23] studies with depressive outpatients suggest that cognitive
therapy is effective at teaching new skills in identifying and coping
with early warning signs of relapse Paykel et al. [5] as well as in
problem solving their maladaptive communication skills [3].
Furthermore, cognitive therapy has been found to lower depressive
symptoms (DeRubeis et al. and Keller et al. [1,3] and vulnerability to
relapse in some studies Hollon et al., Klein et al., Paykel et al., and
Teasdale et al. [2-7] showing that it is clinically beneficial. Field testing
of psycho educational programs indicates that they can be
implemented in a variety of different facilities [24,25]. One controlled
study shows no superior treatment effect in favour of psycho education
compared to another treatment program Dowrick et al. [26]; however,
there are striking effects of integrated treatment programs compared to
standard treatment [27-30].
Up to now there are only few studies on inpatients available.
Participating in interpersonal Schramm et al. [30], cognitive Stuart and
Bowers [31] or cognitive-psycho educational programs Schaub et al.
[12,32] led to high satisfaction with treatment and knowledge of
depression as well as symptom reductions which were even maintained
at six-month follow-up Backenstrass et al. [33]. Only two controlled
studies showed no or only little short-term benefits of combining
pharmacotherapy with cognitive therapy compared to each condition
only Hautzinger et al. [34] or to the combination with supportive
therapy De Jong-Meyer et al. [35], however, there was some evidence
for long-term effects.
There is still an urgent need for further evaluation as combining
pharmacotherapy with psychotherapy seems to be the standard in
treating inpatients Depression Guideline Panel and Wolfersdorf
[36,37] and patient pre-treatment predictors of outcome Hamilton and
Dobson [38] have been scarcely investigated up to now. Even though
cognitive behavioural therapy is an effective treatment for depression
studies provide little guidance about whether it is best provided to
inpatients while they are receiving inpatient services or after discharge
[39]. Reasons for the inpatient setting are to use the time to provide
empirically validated psychological treatments and to address
difficulties with treatment adherence (e.g., homework assignment)
more easily. Reasons to prefer the provision of CBT once an inpatient
had been discharged include smaller costs, more opportunities to
practice and to emphasize generalisation of skills beyond the
therapeutic setting.
This paper focuses on the implementation and evaluation of a
cognitive psycho educational treatment program with psychiatric
inpatients suffering from depression [12]. Providing information about
the illness and its treatment options, training patients in building up
rewarding activities and in modifying negative, dysfunctional beliefs as
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well as relapse prevention skills are the main ingredients of the
program. The study investigates whether inpatients were able to
acquire the information and targeted skills. Furthermore, the question
was addressed whether socio demographic or clinical variables
predicted treatment response to this illness management program and
whether there were different effects of completing the program as
inpatient or as outpatient.

Methods
Patients meeting the following criteria were consecutively recruited
into the study from January 1999 to October 2000 at the University of
the Ludwig Maximilian’s University in Munich, Germany, Department
of Psychiatry and Psychotherapy: diagnosis of major depression
according to DSM IV, post-acute phase of the illness (i.e., remission of
acute symptoms), sufficiently stable to become involved in a cognitive
psycho educational group program twice a week, adequate intellectual
and cognitive capacity and fluent in the German language. Exclusion
criteria were comorbidity on axis I with organic brain syndrome,
bipolar disorder, primary drug or alcohol dependency, schizophrenia
and on axis II with borderline or antisocial personality disorder. As this
study was to show whether this program could be implemented in the
standard setting there was no age limit and simultaneous treatment
with electroconvulsive shocks, trans cranial magnetic stimulation or
sleep deprivation were no exclusion criteria. The study had been
accepted by the ethical commission of the medical faculty in
September 1998. It was supported by the German Ministry for
Education and Research within the promotional emphasis "German
Research Network on Depression" (1999-2000) as a pilot study.
Ninety-seven patients were recruited to participate in the study. 40
patients were diagnosed as having a single episode and 57 patients as
having a recurrent type of major depression. About 50% of the patients
suffered from a severe form of depression. Table 1 lists the patients’
diagnoses.
DSMIV

Diagnoses

Number
(N)

Proportion
(%)

296.2x

Major Depressive Disorder, Single Episode

40

41,2

296.21

MDD, Single Episode, Mild

3

3,1

296.22

MDD, Single Episode, Moderate

17

17,5

296.23

MDD, Single Episode, Severe, Without 15
Psychotic Features

15,5

296.24

MDD, Single Episode,
Psychotic Features

5,2

296.3x

Major Depressive Disorder, Recurrent

57

58,8

296.31

MDD, Recurrent, Mild

1

1,0

296.32

MDD, Recurrent, Moderate

24

24,7

296.33

MDD, Recurrent, Severe, Without Psychotic 24
Features

24,7

296.34

MDD, Recurrent, Severe With Psychotic 8
Features

8,2

Severe

With 5

Table 1: Distribution of diagnoses of the study sample (n = 97).
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The patients had been stabilized for 3.9 weeks (SD =3.4) on average
before they started the program. 63% of the sample was female, 26%
were single, and 62% married, 14% divorced or separated. 17 patients
(18.1%) were defined as drop-outs as they attended less than 2/3 of the
training sessions because of acceleration of symptoms or discharge;

drop-outs did not differ from the treatment takers with regard to socio
demographic or clinical variables. Table 2 summarizes the
demographic and clinical data of 97 patients who participated in the
study.

Characteristic

n

M

SD

Range

Age

50.2

12.1

24-77

Duration of illness (years)

11.1

11.5

0-50

Number of prior hospitalizations

2.8

2.5

1-15

Length of hospitalizations at the current stay before attending the group (weeks)

3.9

3.4

1-27

Diagnosis (ICD 10)

Education

Work qualification

Employment status

Depressive Episode

40

Recurrent depression

57

Elemtary School without qualification

18

Elementary School With qualification

24

High School

18

College

29

Unskilled, semi-skilled

11

Skilled worker

54

Academic career

27

Employed

36

Unemployed

57

Table 2: Demographic and clinical characteristics of the study sample (n = 97).
Patients were treated with individualized pharmacotherapy and the
cognitive psycho educational treatment program designed to help
participants learn how to prevent serious mental illness from
interfering with a functional life style. The treatment program provides
information about the illness and its treatment based on a
vulnerability-stress-coping model of the illness [40]. Building up
rewarding activities and cognitive restructuring are both interventions
that proved their effectiveness in depressive disorders [8,13,40]. The
Session

program teaches strategies to cope with the illness and stressors as well
as to prevent relapse such as identifying and managing early warning
signs of relapse and cooperating with health-care providers. Psycho
educational groups for relatives (6-8 sessions) are also important
Anderson et al. [16] as engaging both patients and relatives might be
most effective [25]. Table 3 gives an overview of the treatment program
covering 12 sessions scheduled twice a week for 90 minutes including a
10 minutes’ break.

Topic

Psycho-education
1

• Getting to know each other and explaining issues of organisation
• Outlining the contents of the treatment program and its procedere (specific topic, working sheets, repetitions)
• Focus on patients’ expectations and explaining the rules of this group
• Symptoms of depression and helpful strategies to cope with it

2

• Causes and treatment options
• Developing the vulnerability-stress-coping-model

3

• Explaining the chemical processes in the brain
• Biochemical modes of action in antipsychotics and other psychopharmacologial agents
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• Side effects and strategies to cope with them
• Other biological and psychotherapeutical approaches
Building up rewarding activities
4

• The vicious circle of depression and how to get out of it
• Mood record and list of activities

5

• Criteria for planning positive activities
• Plan for the week

6

• Importance of establishing a balance between positive activities and requests (plans to reward oneself)
• Planning partial goals and rewards

Cognitive therapy
7

• Introduction of cognitive therapy
• Recognizing the connection between thoughts, feelings, behavior: A-B-C- pattern
• Identifying automatic thoughts

8

• Typical thought distortions and their modification
• Split technique for modifying automatic depressive thoughts
• Stopping rumination

9

• Recognizing the connection between automatic depressive thoughts and dysfunctional core beliefs (model of the iceberg)
• Typical dysfunctional core beliefs
• Record of automatic thoughts and realistic alternatives

10

• Identifying and modifying dysfunctional core beliefs
• Summary of the inputs of cognitive therapy

Relapse prevention
11

• Identifying early warning signs of relapse
• Crisis worksheet and pharmacological relapse prevention
• Individual relapse prevention

12

• Coping with the illess in social situations (eg., meeting co-workers)
• Resource list (literature, addresses), end of the group treatment

Table 3: Description to the treatment program Schaub et al. [12].
16 training groups for patients took place in the inpatient setting.
Patients were encouraged to continue the group treatment as
outpatients if they were discharged. A psychologist was the main
therapist with another psychologist or medical doctor as co-therapist.
Seven psychologists, on average aged 35.1 years (SD=4.7) old, and in
an advanced stage of their education as cognitive behavioural therapist
ran the groups. Every week there was video based supervision to
guarantee treatment fidelity.
Pharmacotherapy at the beginning of the group mainly covered
SSRI (30%), tricyclic antidepressants (26%), mirtazapine (20%), at
post-treatment tricyclic antidepressants (32%), mirtazapine (30%),
SSRI (19%) and at discharge tricyclic antidepressants (30%),
mirtazapine (31%), SSRI (21%). There was a significant decrease of
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benzodiazepine from 50% to 7% and a significant increase of
augmentation with lithium from 12% to 38%. Combined treatment
was possible and only pharmacological agents above 20% are listed.
15.5% of the patients were treated with TMS and 7.2% with ECT.
The major goals of this cognitive psycho educational group
intervention are to improve patients’ understanding of the illness and
its symptoms through teaching information about the nature of
depression and strategies to cope with it. The patients are seen as
experts of their illness and their self-awareness, coping strategies and
self-efficacy are to be enhanced. The program should be up to their
needs and satisfying in order to lay the basis for a good cooperation
with health care providers at present and in the future. At pre- and
post0training, psychopathology was assessed with semi-structured
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interviews using the Hamilton Depression Scale (HAMD) Hamilton
[41,42], Montgomery Asberg Depression Rating Scale (MADRS)
Montgomery and Asberg [43] and the Global Assessment Functioning
Scale (GAF; APA, 1987). Self-assessments included the Beck
Depression Inventory (BDI) Beck and Steer [44] and parts of the
Frankfurt Self-Concept Scale (FSCS) Deusinger [45], covering relevant
aspects of the self-esteem such as problem solving (e.g., “I can cope
with my personal problems quite well”), self-assertiveness (e.g., “I
think I am all right”) and self-competence (e.g., “I am not afraid to
meet with strangers”). A multiple choice knowledge test about
depression Schaub [46], consisting of 17 questions was to assess
changes in knowledge about depression. At post-training the patients
were asked to fill out a self-developed questionnaire Schaub [47],
including fourteen different areas on well-being and satisfaction with
the treatment program.

Results
Data analyses were conducted to address the questions of whether
inpatients who participate in the program were satisfied with it and
showed improvements in psychopathology, psychosocial functioning,
and knowledge about their illness and in self-esteem. Subsequent
analyses evaluated whether patient variables could be identified that
predicted differential response to treatment.
First, to evaluate whether the program covered the inpatients’ needs
and expectations t-tests were performed on the feedback
questionnaire. Figure 1 illustrates the results. All patients thought the
program to be recommended to other patients, 95% felt much better
informed about their illness and about 90% each appreciated it as
helpful and its contents to be implemented in daily living. The patients
were most interested in information about treatment options, aetiology
and course of the illness, coping with the illness, relapse prevention
and information about symptoms. Cognitive-behavioural strategies
such as identifying depressive thoughts and excessive demands as well
as building up rewarding activities were evaluated as effective in
increasing coping enhancement. Concerning their well-being during
the groups the patients assessed nine subscales and the majority rated
the group as interesting and not too demanding.

from Table 4, patients who participated in the cognitive-psycho
educational treatment program were seriously impaired at preassessment. Both HAMD and MADRS pre-scores indicate moderate
and even severe depression (HAMD > 20) in 43 patients (44% of the
sample). GAF pre-scores of the sample indicate very low psychosocial
functioning and the Knowledge Test about Depression pre-scores
shows a moderate level of knowledge (80% of the right answers). BDI
and FSCS pre-scores indicate high subjective impairment and deficits
in line with depressed patients [45]. They show low problem solving
abilities and self-esteem, however, adequate social competence.
Patients improved highly significant on dimensions of
psychopathology, overall functioning, and knowledge about the illness
as well as self-assessed depression and assertiveness from pre to post
treatment, however, only few scales reached results within the normal
range. After having completed the treatment program lasting for six
weeks there were 40% treatment responders with regard to the HAMD
(at least improvement of 50%; c.f., Frank et al. [48] and 36% of
treatment responders with regard to the BDI. The detailed data include
HAMD≤ 6: 22.4% (remitted according to Elkin et al. [49], Hollon et al.
[50]), HAMD>20: 11.8%; BDI≤ 9: 27.8%, BDI> 20: 29.2%, BDI< 10
und HAMD< 10: 33%. These results are comparable to data on
treatment programs with inpatients (such as Schramm et al. [30]),
n=28, treatment responders according to HAMD: 68% and to the BDI:
36%, HAMD≤ 6: 35%, HAMD> 20: 8%; BDI<= 9: 28%, BDI> 20: 11%,
BDI< 10 und HAMD< 10: 48%.
Other significant time effects were on the subscale problem solving
of the Frankfurt Self Concept Scale, however, not yet reaching the
normal range of positive self-concepts. There were no changes in social
competence. Data analyses showed that patients with older age (n=27,
≥60 years old) who were sufficiently stable to attend the groups were as
capable as younger patients (n = 70) to participate at this program.
Older patients showed as much decrease in depressive symptoms
(HAMD; M≥60 years= 6.7, M<60 years =7.7; t=-0.554, p =0.581) as
well as increase in knowledge about depression (M≥60 years= 7.0,
M<60 years =4.6; t=-.873, p =0.387) as their counterparts (Table 4).
Outcome variable

Pretreatment

Posttreatment

Time effect

Mean

SD

Mean

SD

Fstatistic

P

BDI N=69

25.2

9.7

16.3

10.6

47.69

< 0.001

MADRS N=69

22.6

8.1

15.3

8.8

39.976

< 0.001

HAMD N=69

19.1

6.2

12.5

6.6

63.146

< 0.001

12.7

97.9

13.4

22.564

< 0.001

Problem-solving 32.8

7.8

35.4

7.7

6.043

0.017

FSCS/ Self-assertiveness 34.7
N=53

12

38.5

11.4

9.04

0.004

FSCS/
Social 23.9
Competence N=53

5.4

24

4.9

0.05

n.s.

Knowledge test
depression N=56
FSCS/
N=53

Figure 1: Patient’s feed-back and treatment satisfaction with the
cognitive psycho-educational treatment group (N = 97).
Second, to determine whether changes occurred over treatment in
the clinical variables, repeated measures analyses of variances
(ANOVAs) were performed on each outcome measure. As can be seen
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about 92.8

Table 4: Time effects on outcome variables for Repeated Measures
ANOVAs (n = 69*).
To determine whether patient variables predicted a differential
response to treatment a series of repeated measures ANOVAs was
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computed. For these ANOVAs, dimensions of psychopathology,
psychosocial functioning, knowledge about psychosis and self-esteem
at pre- and post-treatment were the dependent variable, with the
predictor variables (e.g., gender) as the independent variable. For each
analysis, the main Group x Time interaction is a test of whether the
patient groups changed differentially over time. There were no
significant group differences for age, gender, employment status or
marital status. Levels of education and work qualification as well as sub
diagnosis were the only variables for which statistically significant
interaction effects emerged. Table 5 summarizes the Group x Time
interactions for significant repeated measures ANOVAs.
Outcome variable

Level
of Level
of Sub
education work
diagnosis
qualification

Status
of
treatment

Low
(n=42) vs.
medium to
high
(n=47)

Low (n=58)
vs. medium
to
high
(n=34)

First
episode
(n=40 ) vs.
recurrent
depression

Outpatients
(n = 44) vs.
inpatients
(n=53)

BDI

4.862*

1.199

(n= 57)

MADRS

1.747

0.247

0

3.612

HAMD

0.638

0.318

0.036

0.583

GAF

0.524

0.01

4.208*

3.338

Knowledge test

3.349

3.31

2.93

2.215

FSCS/Problemsolving 6.689*

8.429**

0.007

4.190*

FSCS/Selfassertiveness

1.18

0.089

0.086

2.554

0.425

1.117

FSCS/
competence

3.113
Social 5.197*

Note: *p < .05; **p < .01; ***p < .001

Table 5: Repeated Measures ANOVAs on patient predictors and
clinical parameters of Out-come Measures: Group x Time Interaction F
Statistics (n=97, degree of freedom=1)
The predictor variables of level of education and work qualification
showed the most significant group differences in outcome variables at
both assessments. Patients with a higher education showed larger
decreases in self-assessed depressive symptoms (pre-treatment BDI
(t1) = 24.5; post-treatment (t2) = 12.9) compared to less educated
patients (t1 = 25.2, t2 =19.3). They also showed larger increases in selfconcept scales such as problem solving (pre-treatment (t1) = 32.8;
post-treatment (t2) = 37.9) compared to their counterparts who were
stagnant at the previous level (t1 = 34.5, t2 = 34.4). The same was
found with social competence (means for higher educated patients: t1
= 24.3, t2 = 25.8) compared to less educated patients (t1 = 24.3, t2 =
23.0), but there was only a trend in self-assertiveness. The status of
work qualification showed even higher scores on problem solving than
the level of education at both assessments. Patients with a higher work
qualification also showed larger gains in problem solving (t1 = 32.5, t2
= 38.8) than less qualified patients (t1 = 33.7, t2 = 34.4). Patients
suffering from a first episode improved more in overall functioning
(GAF: t1 = 49.1, t2 = 66.6) than those with multiple episodes (t1 =
49.5, t2 = 59.7). There was also a trend in the knowledge test about
depression with higher educated and higher qualified patients as well
as patients with first episodes benefiting more than their counterparts.
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Looking at neuropsychological functioning in a subgroup of 27
patients having assessed the verbal learning memory test Helmstedter
and Durven [52], there was a significant effect between delayed
recognition of words and higher level of education (Chi2-Test;
Chi=4.636, p=0.031), however, there was no relationship between
neuropsychological functioning and the knowledge test about
depression.
Looking at differences between inpatients and outpatients the
following results were found. 25 patients (25,8%) were discharged
before the end of group treatment and participated as outpatients. 19
patients (19,6%) were discharged at the end of group treatment. 53
patients (54,6%) continued their inpatient stay at the end of group
treatment for one more month (n=29; 54,7%), for three months (n=16;
30,2%) or more than three but less than seven months (n=8; 15,1%).
There were no differences at the beginning of the group treatment in
terms of depression (HAMD), psychosocial functioning (GAF) and
self-assessments (e.g., BDI).
The drop-out rate in the sample of inpatients (7.5%; N=53) shows a
significant difference to the rate of outpatients (29,5%; N=44).
Outpatients significantly improved in all variables assessed except for
Social Competence whereas inpatients did not improve in the latter
and in problem-solving. Group x Time interactions for significant
repeated measures ANOVAs emerged with outpatients performing
better than inpatients in the BDI (pre- and post-treatment mean scores
t1=24.3, t2=11.8; t1=25.7, t2=18.6) and problem-solving (pre- and
post-treatment mean scores t1=33.4, t2 = 38.8; t1=33.1, t2=34.4).
For each analysis, the main group effect is an indication of whether
the patient characteristic is related to the given variable at the baseline
and follow-up assessments. These results are in line with Table 2 as
there were treatment gains in all variables except social competence.
70 patients (72% of the sample) were followed up for two and six
years. At two year follow-up of 15 patients (four males and eleven
females) and at six-year follow-up 29 patients (nine males and twenty
females) had a relapse. 48.6% of the patients were remitted, 22.9%
partially remitted, 14.3% were treatment refractory and 7.1% had died
(two patients committed suicide and three died of cancer). When the
same variables were used to predict relapse in the preceding analysis,
age (p =0.002 respectively p=0.010) and duration of illness (p=0.034,
resp. p=0.046) were the only significant predictors of relapse
(R2=0.351, resp. R2=0.197): Patients with younger age and longer
duration of illness were more likely to relapse.

Discussion
Increasing evidence supported the effectiveness of cognitive therapy
(CT) for depression in major clinical trials Beck et al. and Rush et al.
[8,52] in the 80ies, however, patients unsuitable for, or with a history of
poor response to antidepressants medication were excluded in these
trials. Thus there was no evidence whether these encouraging results
could be generalized to chronic, drug-refractory patients, yet the group
that might be most in need of effective psychological treatment. At the
beginning of the 21 century and based on complex vulnerability-stress
models integrating biological and psychological aspects there is some
evidence that chronic forms of depression can be effectively treated
combining pharmacotherapy with cognitive treatment strategies,
however, the treatment of non-responsive patients remains a challenge
that needs to be faced.
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This pilot study focused on severely ill depressed inpatients suffering
mainly from recurrent depression that had been pre-treated with
several antidepressants and psycho therapeutically interventions for a
long time. The inclusion criteria covered a broad range of
comorbidities on axis I and II as well as combined treatment options so
that these data can be generalized to the population of severely
depressed inpatients. Great age was no exclusion criteria as other
studies already proved that patients with older age who were capable to
attend the individual or group interventions can also benefit [3,53-55].
In all, the first results of combining cognitive psycho educational
interventions with pharmacotherapy are very encouraging: the patients
showed reductions in depressive symptoms rated by physicians and
patients themselves, improvements in psychosocial functioning, gains
in knowledge about the illness as well as in self-assertiveness and
problem solving. Educating depressive inpatients about their illness
and how to manage their symptoms and their medication can be a
valuable component of a comprehensive treatment program. The
intervention was set up as a group program because of time
effectiveness and mediating effects such as sharing information with
others and role modelling. The low drop-out rate as well as the high
satisfaction with the treatment program demonstrates that inpatients
are eager to learn how to improve coping with their illness. The
absence of a control group limits the conclusions that can be drawn
from this study.
However, these result are in line with other studies including
severely depressed inpatients Backenstrass et al., De Jong-Meyer et al.,
Hautzinger et al., and Schramm et al., [30,32-34] or outpatients with
severe acute, partially remitted or chronic forms of depression (e.g.,
Keller et al. and Teasdale et al. [3,6] indicating that the combination of
pharmacotherapy with psycho therapeutically interventions has a
beneficial effect. It is associated with higher improvement, satisfaction
with treatment and treatment adherence with pharmacotherapy than
drug treatment alone [21,22,56]. The remission rate (HAMD: 40%,
BDI: 36%) during the inpatient group treatment is not as high as in
other studies covering more comprehensive treatment programs
including individual and group interpersonal therapy, however, these
studies excluded treatment non-responders treated with ECT (e.g.,
HAMD: 68%, BDI: 36%) [30]. 55% of our patients continued inpatient
treatment to optimize treatment outcome as residual symptoms may
lead to relapses. Hollon et al. [50] treated outpatients with acute
depression with imipramine and cognitive therapy for 12 weeks
attaining a remission rate of 52%. Thase et al. [57] found a remission
rate of 48% in their mega analysis including 595 outpatients on
imipramine and interpersonal therapy. In the studies of Hautzinger et
al. [34] and de Jong-Meyer et al. [35] with depressive inpatients the
remission rate after eight weeks was 39%.
The major question of interest in this study was: "who gets better
from illness management programs in an inpatient setting?" Up to now
limited attention has been given to the identification of variables that
are predictive of response to therapy with inpatients. Such information
may
enable
clinicians
to
make differential
treatment
recommendations. Two different approaches to this question were
taken here: a series of repeated measures ANOVAs was computed on
patient predictors (independent variable) of outcome measures (e.g.,
HAMD total score at the pre- and post-treatment) focusing on Main
Effects F Statistics and Group x Time Interaction F Statistics. Overall,
there was some evidence of differential treatment response as a
function of socio demographic and clinical variables. Level of
education and work qualification as well as sub diagnosis were
predictive of outcome in some analyses, with level of education most
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consistently predicting differential outcome. This result suggests that
better educated might be more knowledgeable about their illness. To
the extent that these criteria reflect cognitive functioning, these results
suggest that cognitive functioning may be an important factor for the
acquisition of illness management skills. However, the lack of
differences in the rate of learning information in this program suggests
that this program is equally appropriate for patients with either high
and low education or intelligence. There were no significant gender
differences in response to treatment. This result is in line with Thase et
al. [58] concluding from their study that men and women respond
comparably to cognitive therapy of depression. Patients who rapidly
changed to the outpatient setting - on average even at the same
psychopathological level of impairment as the remaining patients –
showed higher gains in well-being and problem solving compared to
their counterparts remaining in the clinic. Other studies Page and
Hooke [59], showed no differences in completing CBT as a patient in
the inpatient setting or in the day clinic.
Studies on rate limiting factors examine the correlation between
psychopathology or information processing variables and an outcome
measure like psychosocial functioning. Some studies show a
relationship of depressive symptoms to neuropsychological
functioning, however, the direction of this relationship is not clear yet
[60]. Up to now there are no studies available focusing on
neuropsychological functioning (e.g., memory, attention), psychosocial
interventions and treatment outcome. More pronounced memory
impairments might be predictive of less improvement of treatment
progress. The maintenance of illness management skills might to be
related to symptomatology with persistent severely depressive
symptoms being a limiting factor, however, in this study even patient
with severe symptoms could benefit from the program.
Major depression is a recurrent disease and brief cognitive therapy
added to either regular care or medication is helpful in preventing
relapse/recurrence. The two and six year cumulative relapse rate for the
70 patients followed-up was 15% and 30% respectively. Since residual
symptoms are highly associated with future relapses Paykel et al. [61]
the low prevalence of complete remission (48.6%) at follow-up in this
naturalistic study is an important finding. Fava [56,62] showed that
cognitive behaviour treatment resulted in a significant lower relapse
rate at two and six year follow-up (15%/40%) than clinical
management (35/90%). However, at six year follow-up antidepressants
were tapered and discontinued whereas in our sample 61.5% of the
patients were still treated with pharmacotherapy.
With regard to variables predicting relapse after two respectively six
years patient age and duration of illness were predictive for outcome.
With regard to CT outcome Sotsky et al. [63] found that briefer
duration of the current episode of depression was associated with
increased responsively to CT whereas Agosti et al. [64] showed no
significant relationship. The number of previous episodes is a wellknown predictor of recurrence in natural cohorts Geddes et al. [65]
whereas this is not the case in preventive CT groups [6,66].

Conclusion
The adequate timing of psychosocial interventions is still a question
to be answered and efficacy of combined, sequential and crossover
psychotherapy and pharmacotherapy are being discussed Segal et al.
[67]. When focusing on the economical perspective some authors vote
that patients should be first stabilised by pharmacological treatment in
the inpatient setting and then psycho therapeutically interventions
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should be added in the outpatient setting [56]. Stabilised depressed
patients living in the community seem to be the best candidates for
psychosocial rehabilitation strategies as these patients are expected to
most readily learn the knowledge about depression and targeted skills.
These patients, however, are more difficult to motivate for this
treatment if they did not participate at a short cognitive psycho
educational inpatient program. From our point of view most inpatients
if sufficiently stabilised to be able to attend the groups are very
interested in sharing their experiences with others as well as to learn
more about possible treatment options. Cognitive psycho educational
treatment programs should therefore be initiated with severely
depressed inpatients and then continued on an outpatient basis.
Future research needs to be conducted exploring the potential role
illness cognition models play to patients’ experiences with combined
treatment. It is possible that there are challenges unique to combined
treatment conditions, such as lack of coherence between
psychotherapeutic and pharmacological models of depressions’ causes,
timeline and controllability, that should be addressed in future research
[22]. Illness concepts already proved to be a powerful predictor of
adherence to prophylactic treatment in bipolar disorder [68]. Studies
are needed to investigate whether the improvement in response
attributable to the combination of drug treatment and psychotherapy
are achieved by specific treatment effects or mainly by improving
treatment adherence with psycho pharmacotherapy. To assess
cognitive deficits instruments should be used that are more sensitive
for cognitive functioning. Research on a larger sample including these
assessments in a randomised controlled design with long term followup has been conducted with support of the German federal ministry of
education and research to address this issue [12].
In summary, the results of this study suggest that educating
inpatients about their illness and how to cope with symptoms can be a
valuable component of a comprehensive approach to the treatment of
depression. We found that relatively few patient characteristics were
predictive of benefit from participation in the cognitive psycho
educational treatment program. Although level of education, work
qualification and sub diagnosis were related to functioning in some
areas, a consistent pattern of differential benefit was not evident, with
most patients improving over time on most measures, despite their
clinical status at baseline. Although limited by the lack of a notreatment control group, this pattern of results suggests that this
cognitive-psycho educational program may be beneficial to a wide
variety of depressive patients, and that differential treatment
recommendations cannot be made at this time. To determine the
effects of the cognitive-psycho educational treatment program, further
research is needed.
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