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Objective: To obtain data on the clinical outcome of patients with depressive disorders after three months
psychiatric care in a Thai psychiatric unit.
Material and Method: A prospective descriptive study of 96 patients followed up for 3 months. The severity
of depression was measured with the Thai version of the Hamilton rating scale for depression (HAM-D Thai).
Results: The response rate following 3-months psychiatric care was 67.7% (95%CI = 58.18-77.23). Fifty
percent of the patients had a HAM-D Thai score of < 7 at week 12.
Conclusion: The treatment outcome in the Thai psychiatric setting described is comparable to that reported
in other countries
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Depression is a common and disabling
psychiatric disorder with a lifetime prevalence in the
community estimated at 17%(1). Outcome of studies
show that depressive disorders often recur and may
become chronic in up to 25% of patients(2).

The Global burden of Disease study(3) by the
World Health Organization (WHO) recently concluded
that depression is one of the most debilitating health
problems in the world. In 1990, it ranked fourth among
all diseases. The WHO researchers predicted that, by
the year 2020. Depression will rank second after heart
disease and account for 15% of the disease burden in
the world. Depression has been the focus of intense
clinical research and policy concern in both general
medical and mental health specialty practices.

Depressive symptoms are associated with
limitations in well-being and functioning. In a previous
study(4) the clinical course of depression has been
shown to be associated with functional outcomes
(disability days).

The medical outcomes study collected data
from 11,242 outpatients in the United States(5,6). It
showed that depressive symptoms, with or without
major depressive disorder, impaired functional ability
and well-being as much as the most common chronic
medical conditions such as diabetes, chronic lung
disease, hypertension, and heart disease.

The clinical outcome study(7) showed that
adequate antidepressive treatment is effective in at
least 65%-80% of patients and that the return of these
patients to normal function saves considerable costs
associated with untreated depression(5). Depression
has considerable mortality and morbidity, and signifi-
cant numbers of patients respond inadequately to
treatment. It would be useful to know whether, and for
which patients, a structured systematic approach to
treatment might increase compliance, reduce dropouts,
or increase the speed, spectrum, and impact of the
therapeutic effect.

The outcome of patients with depressive
disorders treated in a Thai psychiatric setting is
important to establish, while the response to acute
treatment will provide information on the course of
the disorder in a Thai population.
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The question, What is the clinical response
after a period of psychiatric care? led us to conduct an
observational study to obtain data on the outcome
and burden of patients with depressive disorders in
a Thai psychiatric setting. The information thus
gathered contributes to a better understanding of
the course of depressive disorders and the impact of
treatment on them. In addition, the findings provide
data on the correlation between demographic variables
and outcome measures, as well as the relationship
between outcome variables.

The objective of the present study was to
obtain data on the clinical and functional status of
patients with depressive disorders who had received
3 months psychiatric care.

Material and Method
A prospective descriptive design was used

to obtain the data on the clinical response of inpatients
and outpatients following three months psychiatric
care in the Department of Psychiatry, Ramathibodi
Hospital, between June and December 1999, were
obtained.

Subjects
Male and female patients aged 14-65 years

who had depressive disorders, were selected for
the present study. All of them had new depressive
episodes, of depression with a severity score > 18 on
the Thai version of the Hamilton rating scale for
depression (HAM-D Thai)(8). Each patient gave his or
her informed verbal consent to participate in the
present study which had been approved in the
Ramathibodi Hospital ethics committee. Patients with
severe cognitive dysfunction were not included in
the study.

Measurement
A reduction of 50% in the HAM-D score from

the baseline score was accepted as a clinical response
to treatment for the purpose of the present study(9).

Procedures
All patients who came to the psychiatric

care were screened for depressive symptoms by a
self-administered questionnaire. Potential cases of
depressive disorders were assessed further by the
principal investigator who carried out a formal mental
status examination and rated the patients on the
HAM-D Thai scale. Those who met the diagnostic
and severity criteria were included in the present study.

Ham-D scores were reassessed 2, 6 and 12
weeks after the starting of psychiatric care.

The psychiatric care for this group of patients
was treatment in a medical setting with the average
psychiatric practice experience of 13 staff = 10.36 years.
The mode of treatment were antidepressants accom-
panied with supportive psychotherapy.

Data analysis
Baseline data on the patient’s age, sex, diag-

nosis, severity of illness, duration of illness, educa-
tion, supporting system, family history and previous
psychiatric history were recorded. Physician’s back-
ground data and the treatment administered were
also recorded. For data in means, SD, 95% confidence
intervals were calculated. Differences between the
means were analysis by using ANOVA for repeated
measurements and multiple comparison by the SNK
test. All tests were two-tailed; statistical significance
was set at α = 0.05 of the magnitude of difference.

Results
Ninety six patients met the entry criteria and

which 82 (85.4%) of these provided data at week 12.
The authors failed to obtain complete data on four-
teen patients; (14.5%). 12 of these were lost to follow
up while two patients were dropped from the study
because of deliberate self-harm.

The patients’ baseline characteristics are
summarized in Table 1. The recent stressor within 2-3
months showed 41% of the cases present with marital
conflict, 41% problems with work, 53% problems
with economics,7% problems with the law, 14.0%
problems with a friend. 55.2% cases had a support
system and 60.4% had no problem with the expense of
the treatment.

The mean + SD score on the HAM-D Thai
scale on the baseline was 24.2 + 4.6, The decreases in
this during treatment are shown in Table 3.

The response rates at 12 weeks is shown in
Table 4.

A post treatment Hamilton depression score
of < 7 is a commonly used criterion for complete
response(remission) to treatment among depressed
patients(20,25). Using this criterion, 48 (50.0%) of the
presented patients remitted at week 12. Of the remain-
ing 48 patients, 17 (17.7%) had at least a 50% reduc-
tion in their baseline Hamilton score (Table 5).

The changes is HAM.D Thai scores at the
four treatment intervals are shown in Fig. 1. It will
be noted that the reduction in scores is statistically
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significant (p < 0.001).
The medication prescribed for the patients is

shown in Table 6.

Discussion
As a group, the depressive patients suffered

from significant medical and psychiatric co morbidity.
In primary care this group of patients is common, dis-
abling, costly, and treatable but patients are frequently
unrecognized and therefore not treated. Nonetheless,
their response to the psychiatric care was substantial.

The overall response rate among the presented
patients was 67.7% (95%CI = 58.18-77.23) (Table 4).

Table 1. Demographic characteristics of the patient sample (n = 96)

Demographic characteristic              N (%) Demographic characteristic   N (%)

Age, Mean + SD, Range  39.2+13.39, 17-65 Type of Depression
Sex Major depression 46 (47.9)

Male 15 (15.6) Dysthymia 19 (19.8)
Female 81 (84.4) Depression NOS 12 (12.5)

Education level Atypical depression 12 (12.5)
None   6 (6.3) Depression & psychosis   2 (2.1)
Elementary 35 (36.5) Double depression   4 (4.2)
Secondary 16 (16.7) Hx of medical illness
Vocational 11 (11.5) Yes 61 (63.5)
Bachelor’s degree 26 (27.1) No 35 (36.5)
Post graduate   2 (2.1)  Hx of depression

Marital status Yes 35 (36.5)
Single 30 (31.3) No 61 (63.5)
Married 49 (51.0) Hx of suicidal ideation
Widow 17 (17.7) Yes 53 (55.2)

Income No 43 (44.8)
No income<5000 Bt. 41 (42.7)  Family Hx of depression
5001-10000 Bt. 24 (25.0) Yes 14 (14.6)
10001-20000 Bt. 18 (18.8) No 81 (84.4)
>20000 Bt. 13 (13.5)  Alcohol use

Occupational None 74 (77.1)
None 14 (14.6) Seldom 20 (20.8)
Student 11 (11.5) Often   2 (2.1)
Governor 15 (15.6)  Family Hx of psychiatric illness
Agriculture   3 (3.1) Yes 20 (20.8)
Official   5 (5.2) No 76 (79.2)
Private   9 (9.4)  Family Hx of medical illness
Employee 17 (17.7) Yes 31 (32.3)
Others 22 (22.9) No 65 (67.7)

Medical expense problem  Dead of Family # in the past year
Yes 38 (39.6) Yes 21 (21.9)
No 58 (60.4) No 75 (78.1)

Supporting system
None 43 (44.8)
Yes 53 (55.2)
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Fig. 1 The mean + SD of HAM-D score in each period
of observation
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The absence of a control group limits the conclusions
which can be drawn from the study because the possi-
bility of spontaneous remission in proportion of the
presented patients cannot be excluded. However, the
response is comparable to that in other studies(10).
There was no significant difference in the response
rate to the various antidepressants prescribed for the
presented patients (Table 6). This is in spite of the fact
that other studies of long term treatment have revealed
significant differences between the drug groups due
to better compliance and fewer side effects in patients
treated with SSRI compared with those treated with
tricyclic antidepressants(11).

The average Hamilton depression scale score
nearly halved during the first two weeks of treatment
(from 24.2 at baseline to 13.0 at week 2; Table 3). This
reduction lasted for 12 weeks, by which time half of
the patients had a remission of their depressive
symptoms (Table 5).

The proportion of patients who remitted (with
a HAM-D Thai < 7) in week 2 was 16.7%; in 12 weeks
this figure was 50%. Earlier research suggests that it
takes more than 6 weeks for most patients to show a
complete response and the rate of complete remission
may be substantially lower. It means that with the new
antidepressants there could be a better response rate
in a shorter time of the treatment. Patients may show
some improvement by the end of the first week of
treatment(12) but may not fully respond for more than
4 to 6 weeks(13). Therefore, the full response cannot be
adequately assessed until after this period. In the
present study the fully response was achieved earlier
than that report in the earlier week.

Conclusion
The present results confirm the effectiveness

of psychiatric treatment of patients with depressive
disorders in the department of psychiatry in a univer-
sity teaching hospital.

In the general treatment of such patients, long
and short -term disability and functioning must be taken
into account, in addition to depressive symptoms,
and all relevant modalities of management should be
applied.

Limitations
  1. It is not possible to draw general conclusions from

the present study, as the patients were a select
group, the authors had no control group and
treatment took place in only one setting.

  2. Depressive disorders are mostly recurrent and

Table 2. Number of the stressor from the last 2-3 months

Stressors in last 2-3 months Present Absent

Marital 41 55
Family 53 43
Problem Employment 41 55
Economic 53 43
Problem with Legal   7 89
Problem with friend 14 82

Table 5. The remission proportion rate in each observation
period

 N   % Total

2 weeks 16 16.7 96
6 weeks 29 30.2 96
12 weeks 48 50.0 96

Table 6. Medication and response rate

Mode of treatment Non response Response Total

TCA   3   8 11
SSRI 10 13 23
TCA+BZP   5 14 19
SSRI+BZP   7 15 22
TCA+antipsychotic   4   4   8
SSRI+antipsychotic   -   1   1
TCA+SSRI   1   2   3
Admission   1   2   3
Total 31 59 90

TCT : Tricyclic Antidepressant , SSRI :Selective
serotonin reuptake inhibitor, BZP: Benzodiazepine

Table 4. Response rate after 3 months of psychiatric care

Outcome  N %

Response 65 67.7 (95%CI = 58.2-77.2)
Non response 31 32.3

Table 3. HAM-D score in each period

Baseline
0 week 2 weeks 6 weeks 12 weeks

Mean HAM-D 24.2 13.0 10.2  7.4
(SD) (4.6) (6.8) (6.0) (6.3)
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chronic and need long-term treatment. Therefore,
a three month study is only able to provide limited
(preliminary) information. There is a need for a
longer term research.
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การตอบสนองทางคลินิกของผู้ป่วยโรคซึมเศร้าท่ีได้รับการรักษาทางจิตเวชระยะเวลา 3 เดือน

รณชัย  คงสกนธ,์ อุมาพร  อุดมทรัพยากุล, อุไร  บูรณเชฐ, รุ่งทิพย์  ประเสริฐชัย

วัตถุประสงค์: ศึกษาการตอบสนองตอ่การรักษาทางจติเวชระยะเวลา 3 เดือนของผู้ป่วยโรคซมึเศร้า เปรียบเทียบก่อน
และหลังการรักษา
วัสดุและวิธีการ: Prospective descriptive study ศึกษาในผู้ป่วย โรคซึมเศร้า จำนวน 96 คน ท่ีมารับการรักษาแผนกจิตเวช
โรงพยาบาลรามาธบิดี ติดตามการรกัษา 3 เดือน ด้วยแบบวัด Hamilton rating scale for depression ฉบับภาษาไทย
ผลการศึกษา: อัตราการตอบสนองตอ่การรักษาทางจติเวชระยะเวลา 3 เดือน ร้อยละ 67.7% (95%CI = 58.18-77.23)
จำนวนครึง่หน่ึงของผู้ป่วยมีอาการปกต ิคะแนน HAM-D < 7 ภายหลัง 3 เดือน
สรุป: โรคซึมเศร้า เป็นปัญหาทางสาธารณสุขที่สำคัญที่ผู้เกี่ยวข้องควรตระหนักถึงการสูญเสียความสามารถทาง
หน้าที่การงานทั้งก่อนและหลังการรักษาอย่างชัดเจน แต่เป็นโรคที่ให้การรักษาได้โดยมีอัตราการตอบสนองที่ดี
ในระยะเวลา เพยีง 3 เดอืน ภายใตก้ารรกัษาขบวนการทางจติเวช


