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	1
	NICE
	general
	general
	AFT, the Association for Family Therapy and Systemic Practice in the UK, wishes to express in the strongest terms its serious concern at the process and conclusions of these guidelines. 

Despite the guidelines’ preliminary analyses that point to the value of working with and through the family system of relationships, NICE has chosen a strategy for evaluating evidence that completely excludes from consideration the therapy that works with family relationships – Family and Systemic Psychotherapy (Family Therapy)

 

If this chosen method has such inappropriate consequences, it is time to reconsider both these guidelines and the whole basis by which NICE decides which therapies to recommend.

	2
	NICE
	general
	General
	There is no acknowledgement of the gaps in addressing the family issues that were highlighted as long ago as Brown and Harris (1978) on the impact of experiences of loss or trauma growing up on being a mother of young children with limited support.

	3
	NICE
	General
	General
	There is no reference to the need for interventions that consider the family issues (apart from couple relationships) that are associated with depression. These issues are addressed in the manual by Jones & Asen (1999)

	4
	NICE
	General
	general
	There is no reference to the need for clinicians to consider assessing the impact of depression on children / young carers, or documents such as Reaching Out: Think Family, or policies for children who have parents with mental health problems. There is evidence that children with a depressed parent are vulnerable (Keitner & Miller 1990: Family functioning and major depression: an overview. American Journal of Psychiatry. 9. 1128-1137.

And the Campbell JFT article

	5
	NICE
	1.1.1.1
	7 & 11
	AFT welcomes the emphasis on involving families and carers in decisions, and providing them with information. These aspirations may lead to disappointment since the only therapies approved are either Ads or individual cognitive behavioural therapies (CBT and IPT) which do not generally involve the family.

	6
	NICE
	1.1.3.1
	12
	Supporting families and carers. Whilst it is important to consider support for families and carers, the guidance does not consider the role of relationship issues. It can be possible to use systemic family therapy as a way of both offering support and addressing the issues that help to resolve the relationship issues so that relapse is reduced. See http://www.aft.org.uk/docs/Reportontheevidencebaseofsystemicfamilytherapy2005.doc

	7
	NICE
	1.1.4.2
	13
	The quality of interpersonal relationships is raised again - as are the person's preferences for treatment. AFT supports the view that treatment and care should take account of patients' needs and preferences.

	8
	NICE
	1.1.4.4
	14
	Competence for working with families from diverse ethic & cultural backgrounds requires specific training and support. These competences are not evidenced in any of the approved RCTs on which the recommendations are based. They are a fundamental component of systemic & family therapy but these therapies have been excluded from the recommendations. 



	9
	NICE
	1.1.4.6
	14
	Whilst it is important to give advice for people with depression and their close relatives or friends on changes of mood, etc, this may also raise tensions and anxiety in ways that do not help to reduce the stress. Considering these issues within couple or family contexts can be very helpful. How will you deal with the fact that the only therapies approved do not tackle these issues?

	10
	NICE
	2.3
	21
	Economic costs: the impact of depression is acknowledged on ‘carers’ and on factors such as employment, but the implications of depression as a ‘disability’ is not considered in terms of family life, especially on children, particularly since slightly more women have depression. An acknowledgment of these costs would make it vital to consider family and systemic treatments, even though there is not the same evidence base.

	11
	NICE
	1.5.1.1
	22
	Consideration of the person's treatment preference should include the offer of being seen with partner or family. Some Psychotherapy services offer this option on receipt of referrals, alongside being seeing as an individual. This gives people the choice to raise relationship issues as well as becoming involved with discussions about what it is like for different family members to live with depression. The relationship issues may include conflict in the current relationship, but new partnerships are often influenced by previous relationship difficulties (e.g. domestic violence), and it can be helpful to talk about ways of moving on with the new partner. How will you deal with the fact that the only therapies approved do not allow for couple or family treatment?

	12
	NICE
	1.8.2.7
	36
	There is evidence that systemic and family therapies can reduce relapses, because of the way that they focus on the relationship issues, whether these are about learning to live with depression or about problems that stir the depressive symptoms and feelings.

	13
	Full
	General
	General
	The work done on these draft guidelines is extremely impressive. However, the job of providing helpful feedback is made unnecessarily difficult by limitations in the full guideline. Sometimes the argument is questionable but claimed to be supported by references that are not listed, which means it cannot be meaningfully discussed. Some examples: 6.1.1 “see Pilling, 2008 for a fuller discussion of these issues.” But there is no Pilling 2008 reference. 5.3.2 “final evidence for the effectiveness of a stepped care model comes from the report on the two IAPT demonstration sites (e.g. Layard et al, 2008)” but no such reference. Also no reference for Kazdin 2008 critique of RCTs,  Prins 2008 (p. 123), “see Piaggio et al, (2006) for fuller discussion of this issue” (p.127) or Roth & Pilling 2009 (p.129).

The contents page gives no titles for the 23 appendices and specifically, when trying to find which studies have been added, once you find that they are in Appendix 17, there are 429 pages but no list of contents or other indication of the structure of the document.

	14
	Full
	General
	General
	AFT, the Association for Family Therapy and Systemic Practice in the UK, wishes to express in the strongest terms its serious concern at the process and conclusions of these guidelines. If the opportunity is not taken to reconsider these recommendations, vulnerable children, young people and adults will suffer unnecessarily, with potentially tragic results. Services which could help very many people and families affected by depression will wither. Opportunities to enrich the evidence base of a broad range of useful therapies will grind to a halt.

Depression is distressing and incapacitating condition, affecting  the person with depression and those close to them. Family and friends will try, often desperately, to help. Many lives and relationships feel the strain – and sometimes the strain can feel unbearable. Close relationships can sometimes fuel difficulties. Family and other close relationships can also be key in supporting people in recovery.

Sometimes it is possible to reduce depression by treating a person in isolation. Sometimes they can then go on to repair their relationships, and sometimes their family is able to support them in ways they find useful. 

Very often, it is more productive to work with the person and their family, supporting the individual and those key to their future care, and helping all those affected better understand their experiences and make useful changes. Working with a relational frame is intimately based on the most significant aspects of that person’s life experiences, familial and cultural context and values rather than some ‘universal’ formulae. It allows the family and other important support networks to participate in the recovery and its maintenance. 

However, despite the guidelines’ preliminary analyses that point to the value of working with and through the family system of relationships, NICE has chosen a strategy for evaluating evidence that completely excludes from consideration the therapy that works with family relationships – Family and Systemic Psychotherapy (Family Therapy) 

AFT is concerned that NICE has become focused on an ever-more restrictive process to ensure one particular research methodology, the randomised control trial, will generate definitive results. 

We strongly urge a pause for reflection so NICE can consider where this strategy has  taken it and whether the same strategy should propel it in future.

In the case of these guidelines, it has resulted in a total exclusion of therapies that work with and through the person’s important relationships. A curious and concerning choice for a condition such as depression, known to be deeply embedded, affecting and affected by those relationships. 

If this chosen method has such inappropriate consequences, it is time to reconsider both these guidelines and the whole basis by which NICE decides which therapies to recommend and which to undermine.

	15
	Full
	General
	General
	The criteria that NICE chose for the GDG do not specify any psychotherapists, and there appeared to be nobody in the GDG who had any experience of or training in systemic and family therapy. It is therefore not surprising that, as discussed below, a major dimension of adult depression, with all its ramifications, has been totally overlooked.

	16
	Full
	General
	General
	The section on research process (p. 125, 6.1.2) indicates why the whole enterprise of treating psychological problems as illnesses of an individual, so that treatments must resemble standardized medications targeted on particular diagnoses, is totally inappropriate to the real world. In the real world depression occurs within a complex of other symptoms, and of the life that the person leads. Suppose for a moment that it is the case that depression arises as a function of the kinds of contexts and relationships that a person inhabits. Sometimes the depression, along with the other ‘symptoms’ has a useful function but it is always distressing. Then therapy needs to work in relation to those contexts and relationships to preserve what the depression preserved, but in ways that make the depression unnecessary. Is there any possible way that the NICE approach to research, which defines it as choosing the best way to cure an individual of a single condition, could provide useful answers?

	17
	Full
	General
	General
	Mental health and other concerns are frequently associated with relational difficulties. Close relationships sometimes fuel problems. Sometimes they break down under the strain. Yet close relationships can also be key to helping people recover from difficulties and improve their lives. 

Depression affects not only the sufferer but all those close to them. A relational frame is key to better supporting not only the sufferer but also to acknowledging and supporting relatives’ and carers’ own mental and physical health needs,  and to developing relational strengths to more usefully support all those affected.

Had a systemic family therapy perspective been included, the documents might have usefully included references to ways in which the strengths and understandings of partners, parents and others could be used as a valuable resource in more effectively supporting those experiencing depression and those important to them.

	18
	Full
	General
	General
	There is a major disjunction between the importance given to family in early parts of the guidelines and the restrictions on research methods that result in excluding any studies that would indicate the value of involving families in treatment. The short guidelines contain repeated reference to the importance of involving families. In these full guidelines:

p. 10, 1.2.2 “The experience of depression can affect the whole family and often the community. The guideline recognises the role of both in the treatment and support of people with depression.”

p. 71, 4.6.1.1 “When working with people with depression and their families and carers practitioners should”: 

Working with families is a specific and complex task. The guidelines say nothing about how practitioners of the recommended psychological therapies (CBT and IPT) would acquire these skills. 

It is systemic couple and family therapies that specialise in  understanding the role of conditions such as depression in the family and have developed competences specifically to involve the family and the community in the treatment. 

	19
	Full
	General
	General
	There are clear indications of the need to take account of the effects of depression on the family and carers. Throughout Section 4, and:

p. 16, 2.1.2  “Marital and family relationships are frequently negatively affected, and parental depression may lead to neglect of children and significant disturbances in children”.  

p.22, 2.3“Other intangible costs of depression include the impact on the quality of life of sufferers and their carers and families.”

The qualitative research presented in Section 4 plays no part in the final recommendations for treatment. These are based entirely on comparisons of  therapies through RCTs. The fact that none of the ‘proven’ therapies address the problems of other family members is just one indication that the criteria for acceptable research have had unduly restrictive consequences.

	20
	Full
	General
	General
	Mental illness can have devastating effects on those around the identified patient. Does NICE accept that decisions about recommended treatment should specifically evaluate the capacity of different treatments to minimise the risk of harm to others?

Specifically the recognised risks of parental mental illness on children include:

 ( increased risk of developing both emotional and

major psychiatric disorders

( negative affect on cognitive and language development, attention and concentration

span, educational achievement, and the social, emotional, and behavioural development 

( Studies also indicate there may be significant underreporting of abuse by children of parents with mental illness, even among those relatively few who are given an opportunity to talk about their experiences.

Cooklin, A (2006), ‘Children of Parents with Mental Illness’, Chap 12 in Children in Family Contexts, Second edition: Perspectives on Treatment, Combrinck-Graham, L (Ed). The Guilford Press.

	21
	Full
	General
	General
	AFT requests that the guidelines stress the importance of addressing relatives’ and carers’ own mental and physical health needs if services are to reduce the impact of depression on all those affected by it, and reduce distress and support recovery of the person with depression.

Most Adult Mental Health workers are not adequately trained to recognise the impact of parental mental health problems on children, or the complex difficulties that may fuel them. Some workers receive training to recognise ‘children at risk’ but not 'low level problems' which may develop in to more embedded, chronic difficulties.

There is clear and urgent need for family sensitive provision and trainings within the AMH system, inclusive of and sensitive to the needs of family members of all ages.

As the SCIE draft guidance on working with parents with mental health problems and their children states:

 “The Crossing Bridges Family Model is a useful conceptual framework that can help staff to consider the family as a whole when assessing the needs and planning care packages for families with a parent with mental health problem. The model illustrates  how the mental health and well-being of the children and adults in a family where a parent is mentally ill, are intimately linked in at least three ways:

• parental mental health problems can adversely affect the development and in

some cases the safety of children

• growing up with a mentally ill parent can have a negative impact on a person’s

adjustment in adulthood, including their transition to parenthood

• children, particularly those with emotional, behavioural or chronic physical

difficulties, can precipitate or exacerbate mental ill health in their parents/carers”

http://www.scie.org.uk/pmhcwg/files/consultationdraft080409.pdf 

	22
	Full
	General
	General
	The exclusion of the study by Leff et al (2000) which was included in the 2004 review raises issues about what is considered in these guidelines. The main reason given for exclusion is that in the comparison treatments more than 50% of participants dropped out. It is unfortunate that 73% of participants found the CBT unacceptable. But the 56% for those who failed to complete a full year of drug treatment is not unusual, and was appropriately discussed in the article.  Within these guidelines, p.112 Dunn et al (1999) reported as finding that only 33% of those prescribed an SSRI completed treatment over 6 months and apparently 93% failed to complete a TCA course. Also, p.113: “ Lingam and Scott (2002), in a systematic review report non-adherence rates between 10% and 60% for antidepressants, with an average around 40%. They were also able to identify only a few well-conducted studies designed to improve antidepressant adherence, with at best modest effects.” 

The general issue raised here is that you do not systematically report dropout as an indication of acceptability of the treatments that you recommend,. In fact, the guidelines do not address the issue of acceptability at all. It is mentioned along with accessibility on page 123 (6.1) but not used as a criterion. Note that basing outcomes on intention to treat does not dispose of the issue of unacceptability.

Also, there is no acknowledgement that the therapy was systemic, conducted by systemic therapists according to a Manual ‘Systemic Couple Therapy and Depression’. Jones & Asen (1999).  This is in keeping with the almost complete absence of reference to systemic and family therapy throughout these guidelines even when the therapy being discussed is systemic.

	23
	Full
	General
	General
	There is an unnecessary circularity pervading the guidelines and most apparent in Section 5. The issue is formulated in terms of depression being a clearly diagnosable condition that should have well defined treatments tailored to its causes. The review of outcome research is based on these highly questionable premises and defines criteria for research to fit them (see comments on p.125-128, 6.1.2.). Inevitably the review finds that only treatments that operate within these assumptions have amassed substantial research in the specified form. So the recommended treatments neatly fit the paradigm and all treatments that do not fit it can be claimed to lack good evidence.

	24
	Full
	General
	General
	Although some qualitative research is presented it is not subjected to rigorous evaluation either by application of long established criteria (e.g. Guba & Lincoln (1989) Fourth generation evaluation. Sage) nor have the guidelines undertaken current methods of meta-synthesis specifically designed to obtain reliable results from an accumulation of qualitative research. This kind of review can parallel the review of quantitative studies in a way that has comparable interpretability.

	25
	Full
	2.1.2
	16
	Your acknowledgment that depression may lead to acts of violence and that marital and family relationships are frequently negatively affected is timely and welcomed. We suggest that these considerations have not been brought into consideration in seriously searching for forms of therapy that will minimise such consequences. Even if the recommended therapies achieve a complete cure of depression for certain patient, these wider consequences of the depression will not be ameliorated by CBT or IPT. Only therapies that work specifically with the wider consequences will have a chance to undo the wider consequences of the depression and return the patient to a web of relationships that is 

These issues appear not to have been considered in any of the RCTs and instead of concluding that it is necessary to look beyond RCTs in order to ensure that essential effects of therapy are given due weight, the draft guidelines seem to have decided that only the effects reported in RCTs will matter. We suggest the decision about which effects of therapy to consider should not be driven by what has been found measurable in RCTs, but by the kind of consideration of the needs of patients and their families, as discussed in this section.

	27
	Full
	2.1.2
	16
	The clearest example of the wider consequences of depression is the co-occurrence of domestic violence. This aspect of depression has not been considered in the guidelines, perhaps because the recommended treatments do not attempt to deal with it, or measure whether CBT and IPT reduce this symptom. Yet it is a major problem.

The impact of domestic violence is felt for generations.  A large proportion of children, adolescents, adults and older adults who experience serious emotional, behavioural and mental health difficulties have experienced domestic violence. (Cunningham, A. & Baker, L. (2004) What About Me? Seeking to Understand a Child’s View of Violence in the Family. Centre for Child & Families in the Justice System: London, Canada

Newton, C. J.  (2001) Domestic Violence: An Overview, TherapistFinder.net Mental Health Journal 

DoH (2008). Refocusing the Care Programme Approach: Policy and Positive Practice Guidance)

Families can be supported in recovery from its aftermath.

Despite greater awareness of ‘domestic’ violence and its consequences, and the excellent support provided within many refuges for individual women and children experiencing the immediate practical and psychological consequences of abuse, there remains: 
·      a shortage of professionals trained to identify risk and support family members who have experienced domestic violence. Too often, a diagnostic label is applied to adult or child distress while the background violence remains unrecognised 

·       a shortage of services to help children and their families recover from the long term effects of violence

·       an urgent need to develop staff training and supervision structures supported by professionals skilled in domestic violence and family work

We need to address urgently the impact of identified, hidden and masked trauma due to violence on all family members and across generations. We need to support family and other potentially supportive relationships if we are to protect and serve the best interests of vulnerable children, young people and adults. 

Working with families can help identify children and adults living with domestic violence and/or its aftermath, and help children and adults recover and build healthier, safer relationships. Helping children talk with their mothers and receive support from them through their acknowledging of the child’s experience can be key in the important task of rebuilding relationships and supporting recovery (Burck, C. (2005) From Parentification to Expertise: Therapeutic Work with Children and Their Parents in the Context of Violence. in Resisting Abuse. From shame to self-empowerment Slovenia Family Therapy Conference Papers.).

While a child’s distress may be recognised by referring frontline professionals, this can mask problems linked to violence within the family or other significant relationships. While the ‘bigger’, relational picture too often remains unexplored in routine assessment, child support professionals risk failing to explore whether children live in contexts of violence or fear. Neglect of these issues can leave children vulnerable to the inappropriate application of psychiatric labels and all family members without appropriate and effective support. 

In supporting vulnerable family members, we need to support the safe relationships that can help sustain them (with parents, grandparents and other close and extended family members, with foster and adoptive parents and wider supportive networks) and to provide services to perpetrators (female and male). Safe work is sometimes possible with couples and families who have experienced domestic violence in the past, supported by rigorous assessment and management of risk  (Cooper, J. and Vetere, A. (2005) Domestic violence and family safety. Chichester: Whurr/Wiley

Vetere, A. and Cooper, J. (2005) ‘The effects of domestic violence: trauma, resilience and breaking the cycle of violence’. In C Newnes and N Radcliffe, eds, Making and Breaking Children's Lives. PCCS Books).

	28
	Full
	2.2
	13
	Although there are many references to the stresses in current relationships (such as Brown and Harris 1978) in the literature review, these are not addressed in the draft guidelines. Systemic couple therapy (Leff 2000, Asen and Jones, 1999) will address such issues.

	29
	Full
	2.4.5
	25
	Couple-focused therapy – this is not a good description of systemic couple therapy, since systemic therapy will hold all family relationships in mind while working with couples.

	30
	Full
	4
	46-61
	The experience of depression: These personal stories convey lots of issues that are addressed within systemic couple therapy, which is available in some mental health services but not others. Systemic therapy can address problems from past relationships, including trauma in childhood whilst also working on current relationships. These personal accounts comment on the need to have different psychological therapies available. The effects of the guidelines will be to reduce their availability.

	31
	Full
	4.4.2
	62
	The research evidence (Khan et al 2007) highlights the links between relationship difficulties and depression, yet these are not addressed within the recommended treatments. See also: Christine Pickering (2004): When a parent suffers from an affective disorder: effect on the child. In Göpfert, M., Webster, J. & Seeman, M: Parental psychiatric Disorder: Distressed parents and their families. (2nd ed). Cambridge University Press. Cambridge.

	32
	Full
	4.5
	69
	It seems important to listen to the views of carers and people with depression about the need for talking therapies, which is supported by the evidence of authors such as Howe (1995), when the guidelines acknowledge a limited amount of research on psychological therapies other than for CBT.

	33
	Full
	4.5
	71
	The needs of young carers and policy documents are acknowledged very briefly, but not in a way that does justice to ‘Keeping The Family In Mind’ or Think Family. There is insufficient reference to and consideration of ‘young carers’ in assessment, treatment or support considerations. It is a requirement to assess the needs of young carers when providing services for parents with mental health problems:

National Service Framework (NSF) for Mental Health, DoH, 1999, p 69. 

Mental Health Policy Implementation Guide: Community Mental Health Teams DoH, 2002c, p13

DOH (2002) Developing Services for Carers and Families of People with Mental Illness. London: HMSO.

There seems no references to bringing a family sensitive and integrated approach into work with children in need or children at risk who have parents experiencing serious mental health difficulties (Every Child Matters 2004, The Children’s Act 2004)

	34
	Full
	4.6.3.1
	72
	AFT respectfully suggests that the modern clinically qualified Family and Systemic Psychotherapist (Family Therapist) has the necessary skills to help families in the precise areas defined within family intervention. In particular the emphasis laid on cultural competence, sensitivity, and respect for difference within family therapy training should ensure that the Family Therapist is adept at engaging with and adapting to any particular needs and experiences of BME families.

The issue of access to psychological therapies for BME service users has been a major concern for Family and Systemic Psychotherapists, many of whom are already involved across the UK in specialist services e.g. for refugees. 

South London and Maudsley NHS Trust is currently in discussion with BME carers contributing to the development of a family and carer strategy for the trust. One of the themes is the fear amongst the BME community of psychiatric services and how difficult/racist experiences of mental health services in the past still influence the BME community’s overall trust of mental health professionals.

	35
	Full
	5.3.2
	98-101
	There are well known problems with the stepped care approach. The justifications offered here fall far short of the standards that NICE claims to apply to research. Evidence from the two IAPT pilot programmes is claimed but there is no reference for such evidence.

	36
	Full
	6.1
	124
	When considering Care Programmes, need to include: Care programme Approach (CPA) briefing: Parents with mental health problems and their children. April 2008. 

http://www.nimhe.csip.org.uk/silo/files/cpa-supporting-parents-.pdf

	37
	Full
	6.1.1
	124
	“for many established therapies and promising new developments there will be insufficient data to recommend them. However, absence of evidence does not mean evidence of absence. Just because an approach is not recommended here does not mean that it is not effective or that it should never be provided, rather that the question of efficacy has not yet been satisfactorily addressed. Where established therapies are not recommended, this should not be taken to justify the withdrawal of provision but rather to suggest the need for research to establish their effectiveness or otherwise.”

This is a valuable statement but NICE must recognized that its repetition in the middle of various guidelines is totally ignored. In practice, NICE guidelines are taken as definitive and are repeatedly used to limit the availability of treatments that NICE does not recommend (cf. statements by Alan Johnson, New Ways of Working and throughout IAPT).

Also the statement is in practice contradicted when there is a NICE requirement (6.5) to preface any other treatment with a statement that “practitioners should take care to explain the uncertainty about the efficacy of xxx in the treatment of depression.”  A requirement that the HPC has indicated that it will rigorously enforce even though it has not yet started regulating psychotherapy.

	38
	Full
	6.1.1
	124
	“these many patients with depressive symptoms that have persisted despite first line treatments. As such we recommend that therapists monitor therapy outcomes carefully so that alternative treatments can be offered where patients do not respond or respond only partially to initial treatments.  ….services. In the absence of recommendations that can be made on the basis of research evidence, services would do well to maintain a broad base of therapeutic expertise, and a sufficient range of potentially effective treatment options pending further research into which approaches are most effective.”

Sorry, but as above, this will come across to the majority of psychotherapists who are regularly treating people with depression as extremely cynical. If the guidelines remain anything like as restrictive as they are in these drafts, it is quite obvious that the health and social services will eliminate any alternative forms of therapy.  There will be no further research (at least in the UK) because there will be no ‘range of potentially effective treatment options’ to research.

	39
	Full
	6.1.2
	125-128
	The description of your preferred process for developing a therapy makes it very clear why you would develop criteria that have succeeded in excluding most psychotherapies. The process and the model of research are not just illustrated by an arbitrary choice of therapy as an example. They are based on a model developed by Paul Salkosvskis for CBT. As you say ‘applies well to some of the therapies we recommend’ (= CBT).  ‘In medical research the RCT is generally considered the gold standard..’. But what if we are not dealing with a medical condition and therefore therapies based on a medical model are not the most appropriate? They will still be those most likely to be researched and to win the contest in any ‘definitive trial’. In other words, this section indicates why the whole enterprise of treating psychological problems as illnesses of an individual, so that treatments must resemble standardized medications targeted on particular diagnoses, is totally inappropriate to the real world. But the CBT defined approach to researching psychotherapy does complete the circle by leading to recommending only the psychotherapy that most resembles a medical treatment for individuals – CBT.

	40
	Full
	6.1.2
	126-127
	Cuijpers et al (2008) as you say, failed to find large differences in efficacy between various psychological treatments for mild to moderate depression. Their finding is consistent with every other comparison of CBT with a well established therapy and with all of your reviews on page 163 in which you repeatedly conclude “no clinically important differences”.  Also page 171 “suggesting broadly similar effects to CBT for couples therapy”. How is this consistent with your conclusion that no therapy other than CBT (and sometimes IPT) can be recommended?

	41
	Full
	6.1.4
	129
	Contextual factors are important, but the reviews do not link up with some contextual factors, e.g. when working with parents with depression, the importance of including an assessment of the parent-child relationship in the consideration of treatments. Study: Lemmens, G., Eisler, I., Migerode, L., Heireman, M., Demyttenaere, K. (2007) Family discussion group therapy for major depression: a brief systemic multi-family group intervention for hospitalized patients and their family members. Journal of Family Therapy. 29 .1. 49-68. Follow up in press: Lemmens, G., Eisler, I., Buysse, A., Heene, E. & Demyttenaere, K.: The effects on mood of adjunctive single family and multi-family group therapy in the treatment of hospitalised patients with major depression: a 15 month follow-up study. Psychotherapy and psychosomatics.   

	42
	Full
	6.1.4
	129
	The SCIE draft guidance on working with parents with mental health problems and their children states:

“compared against a placebo and a ‘no intervention’ group in one trial

(Verduyn et al, 2003) CBT appears to have had no significant effect on depression in mothers whose children had behavioural problems. Indeed, a mother and toddler club appeared as effective in addressing depression in this trial. Similarly, when delivered alongside an existing family-focussed intervention, CBT appears to add little to

improved outcomes when depressed mothers have children with behaviour difficulties (Sanders et al, 2000). In both these trials mothers had been assessed as depressed against recognised clinical criteria.

Sanders, M. and McFarland, M. (2000) ‘Treatment of depressed mothers with disruptive children: a controlled evaluation of cognitive behavioural family intervention’, Behavior Therapy, vol 31, pp 89-112.

Verduyn, C., Barrowclough, C., Roberts, J., Tarrier, N. and Harrington, R. (2003) ‘Maternal depression and child behaviour problems: randomised placebo-controlled trial of a cognitive-behavioural group intervention’, British Journal of Psychiatry, vol 183, pp 342-8.”

These studies are not included in the NICE review.

	43
	Full
	6.4.4
	170
	The definition of couple-focused therapies is quite close to a description of the systemic approach. Except that it oversimplifies what the therapy needs to do as there is no evidence that making the relationships more supportive and less conflictual is what achieves the resolution of depression.  The much more powerful approach of systemic couples therapy is described by Jones & Asen (1999) and was used by Leff et al (2000).

	44
	Full
	6.4.4

& Appendix 18
	170
	The treatment of the Leff et al (2000) RCT raises concerns for systemic therapists. Here we have a carefully conducted study using a fully documented therapy which by any consideration showed that systemic couples therapy was effective (average BDI reduced from 25 to 11 maintained over 2 years), was much more acceptable than two alternative treatments, and was cost-effective. No use is made of its findings because of the patients’ resistance to the other therapies. Or alternatively (p.184, 6.4.8) it is rejected because the antidepressants recommended for use at the time the research was planned are no longer so regularly prescribed. 

Of course, NICE needs to require high standards of research but they also need to be appropriate and not designed to favour particular therapies. Most of the studies accepted in these guidelines were conducted some time in the past and compared to a ‘treatment as usual’ that is very different from today.  None of the CBT studies has been questioned on the grounds that the comparison no longer applies and that the form of therapy is no longer current: “CBT … is quite different now to CBT as practised ten or even five years ago.” Salkovskis, P. (2002). Empirically grounded clinical interventions. Behavioural and Cognitive Psychotherapy, 30(1), 1–2.  This limitation is acknowledged (6.4.8, p. 193) but not applied to constrain the certainty of the recommendations, nor used to allow that many other current therapies are likely to be equally effective and so should be supported.

	45
	Full
	6.4.9
	195
	Most systemic therapists work with couples as well as with individuals and families, and there is “broad evidence of similar outcomes for couples-focused therapy when compared to individual CBT and IPT.” Even if the Leff et al (2000) study is ignored it is not obvious why therapist’s work with couples should ignore attachments and relationships and “be based on behavioural principles and an adequate course of therapy should be 15 to 20 sessions over 5 to 6 months”. (6.5.5.8). Systemic couple work requires on average 6 sessions and in Crane’s survey of 490000 therapies, of the 87000 who received up to 6 sessions of couple and family therapy only 13.4% required further treatment.

D. Russell Crane,  Scott H. Payne (in press) Individual and Family Therapy in Managed Care: Comparing the Costs of Treatments of the Mental Health Professions

	46
	Full
	6.5.3.3
	197
	“The choice of intervention should be influenced by: 

• the person’s treatment preference” 

Could you say 1. where in these guidelines evidence about patient treatment preferences has been considered and influenced which therapy is recommended? and

2. how treatment preferences can be respected if the effect of the guidelines is to eliminate any choice of intervention?
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	Full
	6.5.5.2
	198
	No consideration is being given to the value of including the partner if there are other family issues around, e.g. around parenting
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	Full
	6.5.5.4
	198
	AFT would suggest that in these circumstances, ‘aspects of the treatment that could be improved’ would include attention to the context and relationships in which the patient lives, and other problems in their lives. Unfortunately the requirements of the RCT paradigm eliminate such cases from consideration, and so they only produce recommendations for therapies that have a restricted remit and narrow effects. When they become the dominant recommendation, staff have difficulty in working with the wider picture. As the SCIE draft guidelines state:

“Families facing multiple adversity e.g. depression, drug and alcohol misuse, and homelessness need careful multi-disciplinary and multi-agency assessment and support. However, when assessing these needs, staff rarely take account of the whole family nor do they consider the full spectrum of needs. Service users have commented that assessments are only ‘partial’ because they are too fragmented and ‘only the service user holds the whole picture’.” (p.24)

http://www.scie.org.uk/pmhcwg/files/consultationdraft080409.pdf 



	49
	Full
	6.6
	200
	None of the research recommendations suggest studies on systemic & family therapy, despite proven effectiveness in the Leff et al (2000) study and so many studies on the effectiveness of family therapy with other disorders.
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