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Counseling via Analogy:
Improving Patient Adherence
in Major Depressive Disorder

Boadie W. Dunlop, M.D., and Anne L. Dunlop, M.D., M.P.H.

SCOPE AND SEVERITY OF
MAJOR DEPRESSIVE DISORDER

Rates of major depressive disorder (MDD) in the
United States are approximately 16.2% for lifetime preva-
lence and 6.6% for 1-year prevalence.1 Suicide is the 11th
leading cause of death in the United States, resulting
in more deaths annually than human immunodeficiency
virus.2 The consequences and costs of untreated MDD
are immense. The psychosocial consequences of MDD in
terms of marital and family strain are severe, and impair-
ment resulting from MDD contributes to reduced produc-
tivity.3–5 Untreated MDD also has physical consequences
for patients. Evidence suggests that the presence of MDD
is a significant risk factor for stroke, hypertension, heart
disease, and death after myocardial infarction.6–9 The
enormous magnitude and impact of untreated MDD are
highlighted by the World Bank’s 1996 report noting MDD
as the fourth leading contributor to total disability-
adjusted life-years lost on a worldwide basis and by their
projection that MDD will be the second leading contribu-
tor by the year 2020.10

Patient resistance to diagnosis and treatment is seen by
primary care physicians as the most challenging barrier to
initiating treatment for depression.11 Studies examining
patient adherence with medication have found that a sub-
stantial number of patients who are prescribed antidepres-
sants do not take them as directed.12,13 It is estimated that,
of the 57% of patients with MDD receiving treatment for
depression in the primary care setting, only 1 in 5 is ad-
equately treated.1 Insufficient frequency and duration of
treatment for MDD are strongly associated with higher
rates of depressive relapse and impaired functioning.14–17

Another effect of inadequate treatment of MDD is sui-
cide; approximately 15% of all patients hospitalized for
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depression will die by suicide.18 Psychiatric research
has now firmly established the frequency with which
MDD becomes a recurrent or chronic illness. In a primary
care study of patients with MDD, 37% relapsed within
a 1-year follow-up period.19 Likelihood of depressive re-
lapse increases with number of prior episodes of MDD;
the median number of episodes across the life span is
4.20,21 Treatment with antidepressants or psychotherapy
greatly improves time to recovery and lengthens time to
depressive relapse.22,23

TREATMENT SEEKING FOR
MAJOR DEPRESSIVE DISORDER

The process by which patients decide to seek care for
depressive symptoms involves multiple steps, both in
choosing a care provider and in following through with
treatment.24 Beliefs about health care provider helpfulness
and treatment effectiveness affect both the decision to
seek care and the type of provider sought.25,26 Factors
found to correlate with the decision to pursue care for
depression include higher levels of education and high
levels of distress from the episode (i.e., longer duration,
greater impact on role functioning).27–30 Seeking care
from a primary care physician as opposed to a mental
health specialist is associated with lower educational
level and ease of access, but not with severity of symp-
toms, medical comorbidity, or level of social support.29,31

Deciding not to pursue treatment has been associated with
failure in recognizing depression as an illness and not
considering it a serious problem.30

Substantial data demonstrate alterations in brain func-
tion and biochemistry among those with MDD, with nor-
malization of parameters following treatment of MDD via
psychotherapy or medication.32,33 Despite this objective
evidence, mental illnesses such as MDD are often viewed
by sufferers (and their relatives) as deficiencies in charac-
ter or willpower, in contrast to illnesses traditionally con-
sidered “physical.” The tendencies of health insurance or-
ganizations to place special limits on treatment for mental
illnesses and to list mental health benefits and providers
separately from those for other health problems contribute
to this false distinction. Such a non–biologically based
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view of mental illness contributes to resistance in seeking
and accepting treatment for MDD.31,34 In fact, the authors
of a recent study on patient attitudes in primary care
concluded that “up to half of patients with depression may
be reluctant to accept evidence-based treatment for
depression.”31(p999) Given the extent and consequences of
untreated MDD, it is vital that health care providers find
ways to promote patient acceptance of MDD as a treatable
illness and patient willingness to initiate and complete
treatment.

DEVELOPMENT OF THE
MEDICAL ANALOGIES MODEL

We have developed a model for use in clinical practice
that attempts to address the particular challenges faced
by primary care physicians in initiating and sustaining
treatment for their depressed patients. Specifically, in an
effort to promote patients’ understanding of the biological
nature of MDD and increase acceptance of treatment, we
use analogies between 2 common diseases (diabetes and
hypertension) and MDD. This model grew out of unstruc-
tured conversations exploring attitudinal change in pa-
tients initially resistant but later agreeable to treatment,
combined with a review of the treatment-seeking litera-
ture in depression. The model of using medical analogies
specifically targets 2 factors identified by others27–30 as
barriers to initiating treatment in the primary care setting:

low levels of education and low perceived severity of ill-
ness. First, by providing analogies to concrete examples
with which a patient is likely to be familiar, such as hy-
pertension and diabetes, our goal is to make the abstract
and somewhat difficult-to-grasp concepts of “invisible”
brain dysfunction more tangible to less educated patients
and provide a sense that depression is truly an illness.
Most people know someone with diabetes or hyperten-
sion and accept these diseases as biological conditions in
need of treatment. The analogies model can help guide
patients in reframing their psychological distress into a
coherent biological illness. Second, by accentuating the
medical and long-term consequences of untreated depres-
sion, we endeavor to increase patients’ conception of the
illness as a potentially severe problem, emotionally acti-
vating them to consider change. As education alone has
been shown to be insufficient to induce change in many
patients,35 our model emphasizes the biological basis
and potential long-term, severe consequences of MDD,
thus providing a level of motivational enhancement for
change, which other researchers have demonstrated to be
effective.36,37

In Table 1, we list the specific similarities among the
diseases, which can be employed to increase patients’ un-
derstanding of the biological nature and potential severity
of MDD. Such analogies may be particularly useful in pa-
tients with diabetes or hypertension who develop MDD.
We present the table to be used as an aid in the clinical

Table 1. Similarities Among Major Depressive Disorder, Hypertension, and Diabetes for Use in Patient Counseling via Analogy
Feature Major Depressive Disorder Hypertension Diabetes
Prevalence High (6%)a Very high (28%)b High (7%)c

Onset Childhood or adult Childhood or adult Childhood or adult
Etiology Genetic predisposition, Genetic predisposition, Genetic predisposition,

environmental environmental environmental
Primary organ Brain Vasculature Pancreas or muscles/tissues
Disturbed homeostasis Neurotransmitter tone Vascular tone Glucose regulation
Chemical transmitters Serotonin, norepinephrine Norepinephrine, epinephrine Insulin, glucagon
Exacerbating agent Excess social stress Excess stress, salt intake Excess caloric intake
Related disorders Anxiety disorders, Heart disease Hypertension,

substance abuse obesity
Major physical consequences Myocardial infarction, Myocardial infarction, Myocardial infarction,

(if untreated) stroke, hypertension, stroke, renal failure stroke, renal failure,
suicide loss of vision,

amputation
Management (self-monitoring) Mood, thought patterns Blood pressure Blood glucose
Stepped treatment

Mild disease Lifestyle modification via Lifestyle modification Lifestyle modification
social support and exercise, via diet and exercise via diet and exercise
psychotherapy

Moderate disease Medication Medication Medication
Severe disease Medication combinations, Medication combinations, Medication combinations,

electroconvulsive therapy intravenous medications insulin pump
Potential disability Significant Significant Significant
Caregiver stress High Moderate High
aData from Kessler et al.1
bData from Glover et al.38

cData from Acton et al.39
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encounter between health care provider and patient. Not
all points would need to be brought to the patient’s atten-
tion; rather, specific items that the health care provider
believes will resonate with the patient’s conception of the
illness could be selected.

OUR EXPERIENCE WITH THE MODEL

We have found this model to be particularly useful for
patients of lower education levels and those experiencing
minimal role dysfunction despite significant distress. Pa-
tients who have long-standing symptoms or who are ex-
periencing significant consequences (such as losing a job)
as a result of their impairment from depression typically
require little convincing of the need for treatment. Use of
the model during a single office visit is often not success-
ful in changing the mind of a patient resistant to treat-
ment, but continuing to present the case for treatment at
future visits can lead to gratifying acceptance by the pa-
tient, much as has been demonstrated in counseling for
smoking cessation.37 We have also found the model useful
in several patients who, though well educated, were psy-
chologically defended against the idea of being psychi-
atrically vulnerable. In patients such as these, who may
frown upon the concept of “needing a mental crutch,”
emphasizing the “responsible choice” of accepting treat-
ment to prevent long-term consequences that may pose a
problem or burden to loved ones has also proved useful.
While we have not explored the use of our model by
nonphysician providers, there is a potential for this form
of counseling to be developed as a brief intervention by
ancillary providers. It is our hope that wider usage of
medical analogies for depression will result in greater
rates of treatment and reduced stigmatization of patients
treated for mental illness.
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