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everal sets of evidence-based treatment guidelines
have been published to improve detection and treat-
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Objective: Several evidence-based treatment
guidelines for major depressive disorder (MDD)
have been published. However, little is known
about how recommendations for treatment are
adhered to by patients in current usual psychiatric
practice.

Method: The Vantaa Depression Study is a
prospective, naturalistic cohort study of 269 psy-
chiatric patients with a new episode of DSM-IV
MDD who were interviewed with the Schedules
for Clinical Assessment in Neuropsychiatry and
Structured Clinical Interview for DSM-III-R Per-
sonality Disorders between February 1, 1997,
and May 31, 1998, and again at 6 and 18 months.
Treatments provided, as well as adherence to and
attitudes toward both antidepressants and psycho-
therapeutic support/psychotherapy, were investi-
gated among the 198 unipolar patients followed
for 18 months.

Results: Most depression patients (88%) re-
ceived antidepressants in the early acute phase,
but about half (49%) terminated treatment prema-
turely. This premature termination was associated
with worse outcome of major depressive epi-
sodes, and with negative attitudes, mainly ex-
plained by fear of dependence on or side effects
of antidepressants. Nearly all patients (98%) re-
ceived some psychosocial treatment in the acute
phase; about one fifth (16%) had weekly psycho-
therapy during the follow-up. About a quarter
of patients admitted nonadherence to ongoing
treatments.

Conclusion: Problems of psychiatric care
seem most related to continuity of treatment.
While adequate treatments are provided in the
early acute phase, antidepressants are terminated
too soon in about half of patients, often following
their autonomous decisions. From a secondary
and tertiary preventive point of view, improving
continuity of treatment would appear a crucial
task for improving the outcome of psychiatric
patients with MDD.
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S
ment of major depressive disorder (MDD).1–5 Effective
treatments documented include antidepressant medica-
tions (administered in acute, continuation, and mainte-
nance phases) and cognitive-behavioral, interpersonal,
and psychodynamic psychotherapies.1–5 The guidelines
also suggest that treatment be continued until remission
of symptoms and a normal level of functioning are
achieved.1–5

Primary care6–9 and retrospective database studies10,11

have reported frequent shortcomings in depression treat-
ment, including inadequate follow-up dosage and moni-
toring of antidepressant treatment. However, few recent
psychiatric care studies have investigated how treatment
recommendations, especially after the immediate acute
phase, are carried out.12–16 Treatment received, and pre-
dictors of treatment inadequacy and premature termina-
tion, are rarely reported even though premature termi-
nation of treatments is a great concern for clinicians.
According to a review, only 1% to 2% of all publications
on treatment of affective disorders explore factors associ-
ated with medication adherence (how closely a person’s
behavior conforms to medical advice).17 Part of this
neglect is explained by the unresolved confusion about
terminology, and the highly variable methods used in
measuring nonadherence.8,17–19 Recent studies, although
limited in number, show increasing attention being fo-
cused on various risk factors for nonadherence, such
as stigma, health beliefs, and negative attitudes toward
psychiatric treatments.8,10,17,19–23 However, to what extent
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patients’ negative treatment attitudes, fear of side effects,
perceived side effects per se, comorbidity, and severity
of depression influence premature terminations of treat-
ments, or nonadherence, is still poorly understood.17–19

In the present prospective naturalistic follow-up study,
our aims were to describe (1) the quality and continuity of
psychotherapeutic and antidepressant treatments received
in acute, continuation, and maintenance phases of MDD,
(2) patients’ self-reported level of adherence and treat-
ment attitudes, and (3) factors explaining these items
among depressive patients in psychiatric care. We hypoth-
esized that factors associating with premature termination
of treatments and self-reported nonadherence would in-
clude preexisting negative treatment attitudes, perceived
side effects, less severe depression, and more current
comorbidity, and that negative treatment attitudes would
be more common among those with current comorbidity,
especially personality and alcohol use disorders.

METHOD

The background and methodology of the Vantaa De-
pression Study (VDS) have been described in detail
elsewhere.24,25 In brief, the VDS is a collaborative depres-
sion research project between the Department of Mental
Health and Alcohol Research of the National Public
Health Institute, Helsinki, and the Department of Psychi-
atry of the Peijas Medical Care District (PMCD), Vantaa,
Finland. Vantaa is Finland’s fourth-largest city, with a
population of 169,000 in 1997, and the PMCD provides
psychiatric services free of charge to all its citizens.

Screening and Baseline Evaluation
The first phase of patient sampling for the VDS in-

volved screening all patients (N = 806) in the PMCD
for a possible new episode of DSM-IV MDD between
February 1, 1997, and May 31, 1998, in Vantaa.24,25 After
a positive screen, patients were fully informed about the
study project and their participation was requested. Of
the 703 eligible patients, 542 (77.1%) agreed and gave
their written informed consent. Those 161 (22.9%) who
refused to enter the study did not differ significantly
(p > .05) in age or gender from those who consented.

In the second phase of sampling, the 542 consenting
patients were interviewed face-to-face by a researcher
(U.S.L, P.S.L.-M., T.K.M., H.J.R., or T.P.S.) using the
World Health Organization (WHO) Schedules for Clini-
cal Assessment in Neuropsychiatry (SCAN) 2.0,26 for
which all had received training through a WHO certified
training center. Thereby, 269 patients were diagnosed
with DSM-IV MDD and included in the study. Diagnostic
reliability was investigated using 20 videotaped diagnos-
tic interviews; the kappa coefficient for MDD was 0.86
(CI = 0.58 to 1.0), with 95% observed agreement rate.24

The Structured Clinical Interview for DSM-III-R Person-

ality Disorders (SCID-II)27 was used to assess diagnoses
on Axis II. In addition to SCAN 2.0 and SCID-II, the
cohort baseline measurements included the 17-item Ham-
ilton Rating Scale for Depression28 and Scale for Suicide
Ideation.29 The self-report scales included the 21-item
Beck Depression Inventory,30 Beck Anxiety Inventory,31

and Interview Measure of Social Relationships.32

Treatments Provided and Their Continuity
Treatments provided were investigated at baseline and

both follow-up interviews. Psychotherapeutic support
comprised regular appointments with a mental health pro-
fessional aimed at helping the patient by discussing his or
her problems (weekly psychotherapy excluded). Weekly
psychotherapy was defined as weekly therapy sessions
for ≥ 4 weeks with a qualified, certified therapist (usually
with psychodynamic, or sometimes cognitive-behavioral,
training). The adequacy of antidepressant dosage was de-
fined as the usual adult doses in the American Psychiatric
Association (APA) Practice Guideline.1 Continuity of psy-
chotherapeutic and antidepressant treatment was assessed
by interviewing patients and investigating all clinical in-
formation on treatment, including medical and psychiatric
records. Treatment was defined as ongoing as long as
it was provided or prescribed according to psychiatric
records, while termination was the date when treatment
was first documented as not ongoing (or reportedly termi-
nated by the patient if no later contact with a professional).
Here, sequential antidepressant trials and their intermedi-
ate short washout periods were classified as 1 continuous
treatment period.

Patients were asked their subjective reasons for discon-
tinuing antidepressants, with the following alternatives:
(1) poor/no response, (2) side effects, (3) too-expensive
medication, (4) no need for treatment because of recovery,
(5) patient’s autonomous decision, or (6) could not answer.

Self-Reported Treatment Adherence
Self-reported treatment adherence concerning the treat-

ments provided was investigated by interviewing patients
at the follow-ups using a Likert scale with the following
response items: the patient has come to sessions/been on
antidepressants (1) regularly, treatment compliance ad-
equate with respect to treatment goals; (2) somewhat
irregularly, it is unclear whether this would affect treat-
ment goals; (3) very irregularly, the treatment did not pro-
ceed according to plan; or (4) not at all, the provided treat-
ment could not be implemented.

Attitudes
Attitudes toward antidepressant and psychotherapeutic

treatments at baseline were assessed separately by inter-
views and rated on a Likert scale with the following items:
patient (1) actively wants treatment, (2) passively accepts
treatment, (3) has reservations about treatment, (4) has
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definitely negative attitudes toward treatment, or (5) could
not answer. At the follow-ups, patients were interviewed
with scales with the following items: attitudes toward
treatment are (1) very positive, (2) positive, (3) neutral,
(4) negative, (5) very negative, or (6) could not answer.

At baseline, patients with reservations about or defi-
nitely negative attitudes toward treatments were also
asked their subjective reasons for these attitudes, with the
following alternatives: (1) generally negative attitudes to-
ward treatment, (2) fear of side effects (antidepressants)/
not wanting to confide in stranger (psychotherapeutic
treatments), (3) fear of dependence, (4) not knowing
enough about treatment, (5) patient’s/other’s negative ear-
lier experiences in treatment, (6) negative information
from media, (7) no belief that treatment will help, (8) too-
expensive treatment, or (9) could not answer.

Follow-Up
Of the total of 269 subjects with current MDD initially

included in the study, 40 subjects were missing (N = 229)
at 6 months, and 207 patients were interviewed at the
18-month follow-up.25 Patients whose diagnosis was
switched to bipolar disorder during the follow-up (13/269,
[5%]) were excluded from the analyses, and 8 patients
died during the follow-up. The study cohort includes
the 198 unipolar MDD patients who were followed for
18 months. They were mostly women (72%), outpatients
(85%), currently employed (65%), and married/cohabiting
(54%), with a mean (± SD) age of 41.0 (± 11.1) years.25

Employment status of 5 subjects was unknown. The drop-
outs (bipolar cases excluded) were significantly younger
(mean ± SD =35.7 ± 10.2 vs. 41.0 ± 11.1 years, t = 3.24,
df = 254, p = .001), were significantly more often unem-
ployed (31/58 [53%] vs. 68/193 [35%], χ2 = 6.20, df = 1,
p = .013), and had current comorbid psychiatric DSM-IV
disorders (mean ± SD = 3.5 ± 2.0 vs. 3.0 ± 1.7, t = –2.08,
df = 254, p = .038), panic disorder (15/58, [26%] vs.
26/198 [13%], χ2 = 5.41, df = 1, p = .020), and social
phobia significantly more often (17/58 [29%] vs. 34/198
[17%], χ2 = 4.14, df = 1, p = .042) than those attending
the 18-month follow-up. When baseline treatments were
compared, the only significant finding was that dropouts
were without antidepressants more often (13/58 [22%]
vs. 24/198 [12%], χ2 = 3.84, df = 1, p = .050).

During the follow-up, a detailed life chart was cre-
ated.25 We used 2 alternative definitions for duration of in-
dex episode after the first baseline interview: (1) uninter-
rupted duration of major depressive episode (MDE) (time
with full MDE criteria), and (2) time to first onset of state
of full remission lasting at least 2 consecutive months
(time to full remission). As a categorical variable, remis-
sion was defined as in the DSM-IV as at least 2 consecu-
tive months in which criteria were not met for an MDE.
Recurrence was defined as in the DSM-IV as return of
symptoms sufficiently severe to satisfy criteria for MDE

after at least 2 consecutive months of partial or full remis-
sion. Based on the life chart, time during follow-up was
classified into acute, continuation, or maintenance phases
in accordance with the APA Practice Guideline.1 The pa-
tient was in the acute phase for as long as he or she had not
achieved full remission.

Statistical Analyses
The Pearson χ2 test was used to evaluate categorical and

nonparametric data, the Mann-Whitney or Kruskal-Wallis
test to compare continuous variables not normally dis-
tributed, and the 2-sample t test or the 1-way analysis of
variance for continuous variables normally distributed.
Logistic regression (LR) models were used to adjust for
confounding factors. The probability of remaining on first
antidepressants administered was estimated by Kaplan
Meier survival curve. Cox proportional hazards models33

were used in the analyses for predicting time to full remis-
sion. SPSS software, version 11.0.1,34 was used. Treatment
received was reported separately for patients with full, par-
tial, or no remission from the index episode because of a
tendency for more severely ill patients to receive more
treatment in a naturalistic study.35 The level of significance
was set at p < .05.

RESULTS

Treatment Received in the Early Acute Phase
At baseline, most patients (174/198 [88%]) received an-

tidepressants, and for the majority (154/198 [78%]), the
dosage level was adequate for the acute phase. More than
half (112/198 [57%]) of the study cohort patients received
selective serotonin reuptake inhibitors (SSRIs) alone at
baseline; about one fifth (36/198 [18%]), newer antide-
pressants (tetracyclics, a noradrenergic and specific sero-
tonergic antidepressant, a serotonin-norepinephrine reup-
take inhibitor (SNRI), a reversible inhibitor of monoamine
oxidase A); 8% (15/198), tricyclic antidepressants (TCAs);
and 6% (11/198), combination treatment, usually SSRI and
TCA. While SSRIs and newer antidepressants were used
inadequately in the acute phase in only about a tenth of
cases (7% and 11%, respectively), TCAs were used inad-
equately in about half (47%) (χ2 = 20.08, df = 2, p < .001)
of cases. Nearly all patients (98%) received psychothera-
peutic support. However, only a few, and none of those
without remission, received weekly psychotherapy (16%)
or augmentation of pharmacotherapy (e.g., lithium or bu-
spirone). Only 3% received electroconvulsive therapy
(Table 1).

Continuity of Antidepressant Treatment
In contrast to generally adequate treatment in the early

acute phase, the continuity of antidepressant treatment
provision was far less complete, particularly in the con-
tinuation and maintenance phases (Table 2, Figure 1).
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Although the median time on antidepressant treatment
was 55 weeks (95% CI = 34.7 to 75.3) (Figure 1), prema-
ture termination of treatment was common. In about half
of the patients (86/174 [49%]), antidepressant treatment
was terminated before completion of a continuation
phase, or in the early maintenance phase for those with
≥ 3 lifetime episodes. One third of antidepressants were
terminated in the acute phase (57/174 [33%]), i.e., while
the patient was still in MDE or partial remission. About a
quarter of the patients (49/174 [28%]) completed a con-
tinuation phase lasting at least 4 months. Only about a
fifth (13/67 [19%]) of those with ≥ 3 lifetime episodes
proceeded to a maintenance phase.

Predictors of Premature Termination
In stepwise backward LR analyses with premature

termination of antidepressant treatment as a dependent
variable, and factors significant in univariate analyses
as independent variables, premature termination was sig-
nificantly predicted by no earlier antidepressant treatment
(OR = 2.1, 95% CI = 1.10 to 4.16, p = .026), and less se-
vere depression (OR = 1.6, 95% CI = 1.00 to 1.13, p =
.049). Premature termination also was associated with
negative treatment attitudes during the follow-up: 86%
(18/21) of the patients with negative attitudes at 6 months
and 74% (20/27) at 18 months had premature termination
of antidepressant treatment.

Table 1. Antidepressant and Psychosocial Treatments Received and Highest Level of Remission Achieved From the Index Episode
of the Vantaa Depression Study MDD Patients Followed for 18 Months

Full Remission Partial Remission MDD Total
Variable (N = 122) (N = 61) (N = 15) (N = 198) Statistic p

Antidepressant treatment, N (%)
Antidepressant at baseline 101 (83) 58 (95) 15 (100) 174 (88) χ2 = 8.01 .018
Adequacy of first antidepressant triala

Adequate 86 (71) 53 (87) 15 (100) 154 (78) χ2 = 11.79 .019
Inadequate 15 (12) 5 (8) 0 (0) 20 (10)
No antidepressant 21 (17) 3 (5) 0 (0) 24 (12)

≥ 3 Trials on antidepressants 13 (11) 15 (25) 10 (67) 38 (19) χ2 = 28.68 .001
Antidepressant combination treatment 17 (14) 12 (20) 5 (33) 34 (17) NS
Buspirone augmentation 7 (6) 4 (7) 0 (0) 11 (6) NS
Lithium augmentation 0 (0) 0 (0) 0 (0) 0 (0) NS

Psychosocial treatments
Psychotherapeutic support, N (%) 119 (98) 60 (98) 15 (100) 194 (98) NS
Weekly psychotherapy, N (%) 20 (16) 11 (18) 0 (0) 31 (16) NS
No. all psychotherapeutic sessions,

mean (SD)b 16.9 (15.7) 24.6 (26.6) 38.3 (17.6) 21.1 (20.7) F = 9.13 < .001
Duration of psychotherapeutic treatment,

mean (SD), moc 9.4 (6.5) 11.5 (6.0) 17.5 (3.6) 10.7 (6.5) F = 11.93 < .001
Visits to psychiatrist, mean (SD)d 2.9 (3.0) 5.3 (5.9) 8.6 (4.5) 4.1 (4.5) χ2 = 29.69 < .001
Electroconvulsive therapy, N (%) 1 (1) 3 (5) 1 (7) 5 (3) NS

aAntidepressant(s) at adequate dosage level for at least 4 weeks in acute phase.
bData missing for 4.0% of patients; N = 190.
cData missing for 3.5% of patients; N = 191.
dKruskal Wallis test.
Abbreviations: MDD = major depressive disorder, NS = nonsignificant.

Table 2. Continuity of Antidepressant Treatment in the Index Episode and Lifetime Number of MDEs Prior to Entry Among
Vantaa Depression Study MDD Patients Followed for 18 Months

Single Episode 2 Episodes ≥ 3 Episodes Total
(N = 66) (N = 65) (N = 67) (N = 198)

Variable N % N % N % N % χ2 p

No antidepressant (baseline) 16 24 2 3 6 9 24 12 14.73 .001
Antidepressant (baseline) 50 76 63 97 61 91 174 88
Antidepressant ongoing for the index episode 15 23 26 40 35 52 76 38 8.60 .014

In acute phase 8 12 14 22 21 31 43 22 NS
In continuation phase 1 2 1 2 1 2 3 2 NS
In maintenance phase 6 9 11 17 13 19 30 15 NS

Antidepressant discontinued 35 53 37 57 26 39 98 50 8.60 .014
In MDE 4 6 6 9 5 8 15 8 NS
In partial remission 17 26 17 26 8 12 42 21 6.98 .030
In continuation phase 7 11 9 14 7 10 23 12 NS
In maintenance phase 7 11 5 8 6 9 18 9 NS

Antidepressant discontinued and restarted 6 9 6 9 7 10 19 10 NS
Abbreviations: MDD = major depressive disorder, MDE = major depressive episode, NS = nonsignificant.
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Consequences of Premature
Termination of Antidepressants

Patients whose antidepressant treatment was terminated
during the MDE or partial remission achieved full remis-
sion more rarely (24/57 [42%] vs. 77/117 [66%], χ2 = 8.85,
df = 1, p = .003), took longer to do so (mean ± SD =
14.0 ± 5.6 vs. 9.7 ± 6.8 months, OR = 2.2, 95% CI = 1.37
to 3.44, p = .001), and spent less time without any depres-
sive symptoms (median = 2.1 vs. 6.5 months, z = –2.96,
p = .003). About a fifth (19/98 [19%]) of those who dis-
continued treatment had a new antidepressant trial during
the follow-up, most of them for a recurrence (14/19 [74%]
vs. 56/155 [36%], χ2 = 9.93, df = 1, p = .002).

Self-Reported Reasons for
Terminating Antidepressants

The most frequent self-reported reason for discontinu-
ing the first antidepressant trial among those who dropped
out of antidepressant in the acute phase was “autonomous
decision,” which was the main reason for terminating
treatment in 40% (21/52, missing N = 5) of the patients.
Other common self-reported reasons were side effects in
25% (13/52), poor response (11/52 [21%]), and subjective
recovery (6/52 [12%]).

Self-Reported Antidepressant Adherence
Of 142 patients interviewed, 29 (20%) reported non-

adherence at both follow-ups. The majority of patients
(109/142 [77%]) reported taking antidepressants regularly
when treatment was ongoing, about a tenth (16/142 [11%])
somewhat irregularly, and a similar proportion (17/142
[12%]) very irregularly or never.

In stepwise backward LR models adjusting for age,
gender, and severity of MDD, having no avoidant per-
sonality (OR = 4.8, 95% CI = 1.33 to 17.48, p = .017),
or no anxiety disorder (OR = 2.4, 95% CI = 1.01 to 5.71,
p = .047) remained significant predictors for continued
nonadherence. Two thirds (74/124 [60%]) of patients with
no ongoing psychiatric treatment and almost all (68/74

[92%]) of those who had remained in treatment answered
questions about adherence at 18 months.

Psychosocial Treatments
Most depressive patients were provided psychothera-

peutic support in the acute phase, and those with poorer
outcome, not unexpectedly, received it longer (Table 1).
However, only two thirds (44/76 [58%]) of the patients
without full remission remained in psychiatric care for 18
months, and a third of them (24/76 [32%]) were without
any follow-up treatment at 18 months. Only 16% (31/198)
of the patients received weekly psychotherapy during the
follow-up. Most of the patients were already receiving
psychosocial support at baseline, but weekly psycho-
therapy began about 3 months later (mean ± SD = 2.9 ±
4.0 months) and lasted for about 1 year (mean ± SD =
11.0 ± 6.0 months).

In stepwise backward LR analyses with receiving
weekly psychotherapy as a dependent variable, and fac-
tors significant in univariate analyses as independent
variables, the most significant predictors for having psy-
chotherapy were fewer DSM-IV current comorbid psy-
chiatric disorders (OR = 1.4, 95% CI = 1.02 to 1.82, p =
.034), larger social network (OR = 1.1, 95% CI = 1.00 to
1.25, p = .046), and more severe suicidality (OR = 1.1,
95% CI = 1.02 to 1.14, p = .004).

Self-Reported Psychosocial Treatment Adherence
About two thirds (69/124 [56%]) of those without on-

going treatment and 92% of those (68/74) still in psy-
chiatric care answered questions about adherence at 18
months. Nearly all who had received weekly psycho-
therapy (27/28 [96%]) reported attending sessions regu-
larly. Most patients (82/109 [75%]) with psychotherapeu-
tic support also reported attending sessions regularly,
about one fifth (19/109 [17%]) somewhat irregularly, and
7% (8/109) very irregularly or never.

Attitudes Toward
Antidepressant and Psychosocial Treatments

At baseline, the majority (223/262 [85%]) and two
thirds (164/268 [61%]) of patients, respectively, had pos-
itive attitudes toward psychosocial and antidepressant
treatments. Among study cohort patients, attitudes toward
psychosocial treatments remained positive, and in most
(56/68 [82%]) cases, negative attitudes toward antide-
pressants became positive during the follow-up. The fac-
tors explaining negative attitudes at baseline are shown in
Table 3. Among those with reservations or negative atti-
tudes about antidepressants, the most frequently reported
reasons for these attitudes were fears of dependence and
side effects, which were reported by nearly half of the pa-
tients (43% and 41%, respectively) at baseline. No belief
that treatment will help (43%) and unwillingness to con-
fide in a stranger (33%) were the most frequently reported

Figure 1. Probability of Remaining on Antidepressant
Estimated by Survival Curve in the Vantaa Depression Study
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reasons for negative attitudes toward psychotherapeutic
treatments. Patients with negative attitudes about anti-
depressants at entry tended to terminate medications in
the acute phase more often than patients with positive or
neutral attitudes (22/51 [43%] vs. 34/119 [29%], df = 1,
χ2 = 3.43, p = .064). Those with negative attitudes to anti-
depressants or psychosocial treatments at 18 months also
reported nonadherence to them more often than patients
with positive or neutral attitudes (19/24 [79%] vs. 26/130
[20%], χ2 = 34.29, df = 1, p < .001, and 6/8 [75%] vs.
33/140 [24%], χ2 = 10.31, df = 1, p = .001), respectively).

DISCUSSION

We found most depressive patients in psychiatric care
to be receiving adequate antidepressant and psychothera-
peutic treatments in the early acute phase and to have fa-
vorable attitudes toward them. Over time, however, anti-
depressants were terminated too early in about half of
the patients, often following their autonomous decisions.
However, as long as pharmacologic and psychosocial
treatments were ongoing, the majority of patients per-
ceived themselves as adherent to them. Negative treat-
ment attitudes at baseline were more common toward an-
tidepressants than psychosocial treatments and tended to
predict premature termination.

This study involved a relatively large cohort (N = 269)
of both outpatients and inpatients with MDD, effectively
representing psychiatric patients with a new episode of
MDD in a Finnish city. On the basis of an epidemiological
survey, we have estimated that two thirds of all depressed
subjects in the general population of Vantaa seeking psy-
chiatric treatment are treated in the PMCD.12 Patients
were carefully diagnosed using structured interviews with
excellent reliability (kappa 0.86) for the diagnosis of
MDD.24 Other methodological issues are discussed in
earlier reports.24,25 The VDS took place during the era of
modern antidepressants in 1997 to 1999 in a community
psychiatric setting. Before our study in late 1996, a re-

gional practice guideline for the treatment of MDD was
implemented, and education was provided to all mental
health professionals in the PMCD. In the regional practice
guideline, and in our study protocol, it was recommended
that suicidal patients should receive weekly follow-ups
until they were not suicidal. It is probable that education
and these recommendations, as well as the follow-up study
per se, influenced treatments, and patients in our study
cohort did receive somewhat more intensive treatment
than usual. However, visits to psychiatrists (mean = 4),
and augmentation medication were as rare as reported ear-
lier in our record-based study on the PMCD, and also rep-
licated was the finding of more inadequate use of TCAs.12

Continuity of psychosocial and antidepressant treatment
was assessed by investigating all clinical information, in-
cluding medical and psychiatric records, and interviewing
patients at the follow-ups, interviewers thus being aware
of patient treatment status. The study dropouts (23%) are
likely to have somewhat biased our findings toward better
adherence to treatments. The PMCD provides psychiatric
outpatient services free of charge, and the National Insur-
ance Institution reimburses about 50% of antidepressant
costs for depression. The generalizability of our findings
to psychiatric care systems with different organization and
funding is unknown. Our finding that patients without full
remission had more intensive treatment as measured by
frequency of psychotherapeutic sessions, visits to psychia-
trists, and duration of treatment is a well-known tendency
in naturalistic studies,35 and suggests that poor outcome
does not predominantly reflect inferior treatment.

In contrast to generally adequate treatment in the early
acute phase, continuity of antidepressant treatment was far
less complete in the later acute, continuation, and mainte-
nance phases. About half (49%) of the patients terminated
antidepressant treatment prematurely, and only about a
quarter (28%) completed a continuation phase of at least 4
months. Patients with less severe depression and without
previous antidepressant treatment terminated medication
prematurely more often. Those who did so while still in the

Table 3. Factors Associated With Negative Attitudes Toward Antidepressants (N = 97)a and Psychosocial Treatment (N = 27)b

Among Vantaa Depression Study MDD Patients at Baselinec

Factor β Wald χ2 df Odds Ratio 95% Confidence Interval p

Negative attitudes toward antidepressants
Younger age, y –0.03 4.65 1 1.03 1.00 to 1.05 .031
Lower score on Beck Anxiety Inventory –0.04 5.55 1 1.04 1.01 to 1.07 .019
Lower score on HAM-D –0.76 8.88 1 1.08 1.03 to 1.14 .003
Longer duration of MDE prior to entry, mo  0.05 3.85 1 1.05 1.00 to 1.10 .050
No current comorbid alcohol use disorder 0.69 3.86 1 2.00 1.00 to 3.99 .050

Negative attitudes toward psychosocial treatment
Male gender 1.45 11.50 1 4.25 1.84 to 9.80 .001
Dysthymia –1.17 5.59 1 3.22 1.22 to 8.48 .018

aData missing for 0.5% of patients, N = 268.
bData missing for 3% of patients, N = 262.
cTwo stepwise backward logistic regression models with negative attitudes (negative or very negative) toward antidepressant and psychosocial

treatment as dependent variables and univariately significant factors, as well as age and gender, as independent variables.
Abbreviations: HAM-D = Hamilton Rating Scale for Depression, MDD = major depressive disorder, MDE = major depressive episode.
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acute phase achieved full remission significantly less
often (42% vs. 66%) and in a longer time than other
patients. Premature termination of antidepressants was
predicted by negative attitudes. Underlying these attitudes
were most frequently fears of dependence (43%) or side
effects (41%). Many depression patients also reported
having taken an active, autonomous role in the decision
to terminate antidepressants. “Patient’s autonomous deci-
sion” was a more common reason than all perceived side
effects of antidepressants, poor response, or subjectively
perceived recovery. So, it seems that premature termina-
tion of antidepressants not only associates with patients’
negative attitudes, fears of addiction, and side effects, but
also reflects their demands or willingness to cope alone
without medicine. Patients may deny need for treatment
and fear facing their illness as a chronic condition. Anti-
depressants might also be seen as an unnatural way to re-
cover. These results among depression patients accord
with findings in the population of the U.K. Defeat De-
pression campaign,36 as well as with other recent studies,
which reported factors such as stigma, health beliefs,
and negative attitudes to be an important risk factors
for nonadherence.8,10,17,19–23 Providing information on anti-
depressants, not only their side effects but also their
nonaddictiveness during treatment, might prove an effec-
tive way to improve continuity of treatments and outcome
of depression. Antidepressants with fewer side effects,
however otherwise desirable, are unlikely alone to solve
the problem of continuity, as side effects appear less im-
portant as causes of premature termination.

Continuity of psychotherapeutic treatments was as-
sociated with severity and more prolonged depressive
symptoms. Noteworthy, however, was the finding that
about one third (32%) of the patients not achieving full re-
mission during the follow-up were without any psychoso-
cial treatment at 18 months. Less than a fifth (16%) of
the patients received weekly psychotherapy, which was
somewhat surprising because about one third (34%) of
the attending professionals in the PMCD were qualified
and certified therapists in specific psychotherapy, and the
mean number of sessions was high enough for brief psy-
chotherapy. The patients who received psychotherapy
were either those able to form a good treatment alliance
and thus probably more able to benefit from therapy,
or suicidal patients who needed more intensive treatment
in the acute phase. Despite recommendations in practice
guidelines1,5 for more intensive treatment, patients with
personality disorders were most unlikely to receive
weekly psychotherapy.

Negative treatment attitudes at baseline were more
common toward antidepressants than psychotherapeutic
treatments, but in most cases (82%), these attitudes be-
came positive during the treatment. This change in atti-
tude emphasizes the importance of motivating patients
to at least try antidepressants. It also seems important to

ask about patients’ treatment attitudes in order to recog-
nize depressive patients at risk for nonadherence. Against
our hypothesis, MDD patients with negative attitudes
were not those with comorbid personality and alcohol use
disorder. On the contrary, patients with alcohol use disor-
ders had more positive attitudes about antidepressants. We
also found that men and MDD patients with dysthymia
(double depression) needed more encouragement before
accepting psychotherapeutic treatments. The main rea-
sons given for negative attitudes about psychosocial treat-
ments were unwillingness to confide in a stranger and
patients believing they would not be helped by the treat-
ment. Younger age, less severe and longer-lasting depres-
sion, and milder anxiety symptoms also were associated
with negative treatment attitudes.

Nonadherence is rarely an “on-off” phenomenon.
Treatments may occur more or less irregularly, and it may
be unclear whether this significantly affects achieving
treatment goals or not. In contrast to our hypotheses, those
with continued self-reported nonadherence to antidepres-
sants were more often those without comorbidity, espe-
cially those without anxiety and avoidant personality dis-
orders. It seems that presence of perceived distress is
another major factor that motivates continuing in treat-
ment. Nevertheless, both professionals and patients face
difficulties in complying with treatment guidelines, and
the treatment eventually provided is the result of their in-
teraction and compromises.

Overall, our main finding is that problems of psychiat-
ric care in MDD are mostly related to continuity of treat-
ment. While adequate treatments are provided in the early
acute phase, over time, in about half of the patients antide-
pressants are terminated too early, often because of the
patients’ autonomous decisions. From a secondary and
tertiary preventive point of view, improving continuity of
treatment appears a crucial task in improving the outcome
of psychiatric patients with MDD.

Drug names: buspirone (BuSpar and others), lithium (Eskalith,
Lithobid, and others).
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