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Abstract
Objective: To systematically review empirical evidence regarding the efficacy of
depression self-management support (SMS) interventions for improving depression
symptomatology and preventing relapse. Methods: Pubmed and PsycINFO databases
were searched for relevant articles on depression SMS interventions. Scanning of
references in the articles and relevant reviews and communications with field experts
yielded additional articles. Two independent reviewers analyzed the articles for inclusion
and data was extracted from the selected articles. Results: 13 papers met the inclusion
criteria and reported the results of six separate studies, including three pilot studies. The
results were mostly positive. A majority of the trials assessing depression severity
changes found SMS to be superior to care as usual. SMS interventions were found to
improve self-management behaviours and self-efficacy. Mixed results were found
concerning relapse rates. Promising results were found on assessments of functional
status. Based on the findings, cost-effectiveness remains unclear. Conclusion: SMS has
been mostly examined through pilot studies with insufficient power. The results are
promising, but larger randomized controlled trials are needed. Practice implications:
SMS interventions can be administered by non-physician professionals and are well
accepted by patients, but more research is needed before we can recommend
implementing specific depression SMS approaches in primary care.
Keywords: Depression; Self-management; Review; Efficacy.
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1. Introduction
Given the high recurrence rates for depression, it is increasingly considered a
chronic illness. Depression recurrence rates vary considerably across studies, but
recurrence seems to be the rule rather than the exception [1]. Mueller et al. [2] report an
85% recurrence rate in a 15-year prospective study, and Roy-Byrne et al. [3] document an
80% recurrence rate over a 5-year period. The DSM IV [4] estimates that “At least 60%
of individuals with Major Depressive Disorder, Single Episode, can be expected to have a
second episode. Individuals who have had two episodes have a 70% chance of having a
third, and individuals who have had three episodes have a 90% chance of having a
fourth” (p. 372). For many years, attempts to improve the care offered to persons
suffering from depression have been based on the Chronic Care Model (CCM) [5-9]. Its
creators argue that usual medical care is designed to address acute conditions with a focus
on diagnosis and treatment. Since the needs of patients with chronic illnesses differ [7,9],
the result has been deficiencies in the care provided to chronically ill patients. Indeed,
living with a chronic condition is associated with specific needs, such as a need for
support with managing and coping with the illness on a day-to-day basis. As stated by
Lorig et al. [10], “The issue of self-management is especially important for those with
chronic disease, where only the patient can be responsible for his or her day-to-day care
over the length of the illness.” Self-management support (SMS) is a component of the
CCM. According to Barlow et al. [11], “Self-management refers to the individual’s
ability to manage the symptoms, treatment, physical and psychological consequences and
life style changes inherent in living with a chronic condition. Efficacious selfmanagement encompasses the ability to monitor one’s condition and to affect the
cognitive, behavioral and emotional responses necessary to maintain a satisfactory
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quality of life” (p.178). The effectiveness of SMS approaches has been demonstrated
empirically for several chronic physical illnesses, including diabetes, asthma and heart
disease [12-14]. However, such approaches have only recently been used with patients
suffering from depression. Reviews have been published of the current evidence on
depression care. General reviews of depression care are available [14-17], as well as
reviews focused on multifaceted interventions [18] or case management [19]. However,
no systematic review has analyzed the specific contribution of SMS to care for patients
with depression.
1.1 Description of depression SMS
Currently there is some confusion over how to conceptualize depression SMS.
The terms “self-help,” “collaborative care” and “self-management support” are
sometimes used interchangeably, or they are combined into a single class of
interventions, despite their distinctly different approaches. It therefore appears that the
differences between these concepts need to be clarified.
Since there is no gold-standard definition of SMS [11], it is difficult to
operationalize it in research. The description of SMS presented here is the result of an
attempt to distill the varying definitions and descriptions in the literature [5-11, 13, 2023] into an integrated and coherent understanding of SMS as it applies to depression.
The goal of SMS is to have patients recognize the signs of deteriorating health
status, plan actions to take when they see signs of relapse, and know what resources are
available and how to access them. SMS also tries to have the patient develop skills for
adhering to the selected plan, regularly monitor changes in symptoms, adopt healthy life
4

habits, communicate effectively with health professionals and the support network, and
avoid situations that can trigger a new episode. Finally, the central components of SMS
include solving problems, identifying objectives for each patient, and developing action
plans [5,6].
Self-management support is distinct from self-help and guided self-help
interventions, which are designed to “assist patients in the treatment of their depressive
symptoms, using a health technology such as written information, audiotape, videotape or
computer presentations” [24]. Essentially, “self-help can be defined as a psychological
treatment, where the patient or client takes home a standardized psychological treatment
and works through it more or less independently” [25]. Self-help interventions have been
mostly designed to be performed independently of professional or paraprofessional
contact [26], whereas guided self-help interventions feature minimal contact with a
professional supporting the patient in their self-therapy. While self-help is intended as a
treatment for depression, SMS is aimed at preventing a relapse and helping patients
maintain good mental health on a day-to-day basis. Self-management support is not a
form of psychotherapy. In fact, it is an adjunct to conventional depression treatments.
Through knowledge transfer and skill development, SMS gives patients suffering from
depression more power over the illness, as well as an active role in maintaining good
mental health and preventing new episodes of depression. The chronic nature of
depression is central to SMS approaches, which do not try to treat an episode in isolation,
but rather modify, in a sustainable way, how an individual takes care of their mental
health and reacts to signs of relapse.
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Depression SMS must also be differentiated from collaborative care interventions,
which focus on adapting the organization of the medical care provided for chronic illness
by applying a systematic team approach to the treatment of depression [26]. Key
components of collaborative care are inspired by evidenced-based models of chronic
illness care, such as the CCM [26, 27]. Among other things, it entails identifying
depressed patients with a validated screening instrument; multidisciplinary teams of
professionals; proactive follow-up; the tracking of symptoms and medication adherence,
often by a case manager; and treatment in accordance with evidence-based guidelines
[28, 29]. Collaborative care interventions are generally delivered in a stepped-care
fashion. Depression SMS is sometimes included in collaborative care interventions, in
which case it constitutes only one aspect of a multifaceted program. Table 1 summarizes
the features distinguishing self-help and collaborative care interventions from SMS
initiatives.
Insert Table 1 here
1.2 Purpose and objectives
In order to be able to improve the primary care services that are offered to this
population, it is important to know the potential of depression SMS approaches. The
objectives of this systematic review are:
To describe depression SMS approaches (what they have to offer, their
components, the target population, their mode of action); and
To examine the efficacy of various SMS approaches.
2. Methods
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2.1 Search methods
Most literature reviews on depression are conducted using at least two databases
[30-32]. Our study used the PubMed and PsycInfo databases. This combination provides
sufficiently broad and complete coverage of the field of treatments for depression, since it
covers both the medical and psychological domains [30, 31]. Since SMS has only
recently been applied to depression, many depression SMS interventions are not
identified as such. We therefore cast a very wide net, using generic key words on our
topic without a detailed description comprising specific self-management activities. The
search was carried out using the following terms and their possible declensions:
depression and self-management, self-care, relapse prevention, self-help, case
management and collaborative care. The database search was conducted in August 2011.
2.2 Selection criteria
Abstracts were reviewed one at a time by two separate investigators for inclusion
in the study. Articles were included on the basis of: 1) publication in English after 1995
in a peer-reviewed journal; 2) presence of qualitative or quantitative outcome measures;
3) a focus on an adult population; and 4) a description of SMS interventions that basically
corresponds to the description provided in Section 1.1. Multifaceted interventions in
which an SMS component was nested were excluded, since it is difficult to isolate the
contribution of a single element in such interventions [15]. Theoretical articles, papers
that do not report outcome measures, reviews, meta-analyses and studies not focused on
depression were excluded. Disagreements on inclusion were resolved through discussion
until consensus was reached. When the title and abstract provided insufficient
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information to reach a decision on inclusion, the paper was retrieved and the full text was
read to further assess the pertinence of inclusion for the final review. Hand searches were
performed of the reference lists of the papers and relevant reviews, and specialists in the
field were contacted for additional, potentially relevant papers.
2.3 Data analysis
The selected trials were assessed for data extraction by one of the authors. Articles
reporting data from a corresponding study were grouped together. Data was extracted on:
the country where the study was conducted, the inclusion criteria used, the number of
participants, the study design, the intervention format and components, the outcome
measures used, and the results. The categories used to code intervention components are
provided in Table 2. For the purpose of our results, we looked for significant differences
between the intervention and control groups in randomized controlled trials and
controlled trials, and in time for pre-post trials. The studies differed substantially in terms
of their format, design, intervention components and outcome measures. Therefore, we
did not conduct a meta-analysis, since this would have required a homogeneous group of
trials .
3. Results
3.1 Trial flow
A total of 5,049 notices were obtained and imported into an EndNote database.
Removal of all duplications, notices published before 1995, articles without an abstract
and literature reviews or meta-analyses produced a sample of 2,905 potentially relevant
abstracts. Figure 1 provides a flowchart of the inclusion process. After reviewing the title
8

and abstract of the remaining papers for inclusion according to our selection criteria, we
were left with 99 articles to read in full text. The 2,806 papers excluded at this stage
either: 1) included participants who did not correspond with our target population; 2)
reported no outcome measure; 3) were reviews or meta-analyses; or 4) did not assess a
self-management support intervention. The systematic hand search of the reference lists
of relevant papers and reviews, as well as our consultation with field experts, yielded two
additional articles. In sum, a total of 101 articles were retrieved for further evaluation, out
of which 13 were selected for the final review. The excluded studies were discarded
because they: 1) targeted a population ≤18 years-old; 2) assessed patients with depression
symptoms but without a formal diagnosis of depression; 3) reported no outcome
measures; 4) were published in a language other than English; or 5) did not meet the
definition of SMS but consisted rather of a self-help, collaborative care, therapy treatment
or some other type of intervention.
Insert Figure 1 here
3.2 Profile of selected studies
The literature review yielded a total of 13 articles reporting the results from 6
different studies. Study details are provided in Table 2. The trial by Smit et al. [40] is the
program developed by Katon et al. [35] adapted for use in the Netherlands. The papers
were published between 2001 and 2010 and were from Italy [44], the Netherlands [40],
the USA [34, 35, 45] and Australia [33]. In terms of study designs, the sample consisted
of four randomized controlled trials, one controlled trial and a pre-post trial; three papers
[33, 34, 45] describe pilot studies.
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A total of 985 persons participated in one of the depression SMS interventions
included in this review, with 19 to 386 subjects per study. The mean age of participants
ranged from 43 to 50 years. All studies used samples with both sexes, with higher ratios
of females in the samples (from 64% to 74%). The studies feature very heterogeneous
participant profiles. Three papers [33, 35, 44] targeted recovered patients, with one of
them [35] being specifically interested in patients at high risk of relapse. Two studies [40,
45] selected participants currently suffering from a major depressive disorder (or
dysthymia or chronic depression), and one study [34] assessed individuals with a history
of recurring depressive disorder or dysthymia, regardless of their current mood state
(partial remission, relapse, recurrence, chronic major depression or dysthymia).
Subjects were recruited on the basis of: 1) referral by a primary care physician
(PCP) [33, 40] or by clinicians in a psychiatry department [45]; 2) a new antidepressant
(AD) prescription from the PCP [35]; 3) a computerized data system that could identify
patients with AD medication for major depressive disorder [36]; and 4) inpatients
identified as hospitalized for major depressive disorder [37]. Three studies tested
interventions developed for primary care settings [33, 35, 40]. Two were designed for
specialty settings: the trial by Franchini et al. [38] targeted patients hospitalized for a
major depressive episode, while Ludman et al. [33] assessed the differential effect of
interventions for patients receiving outpatient psychiatric care. No setting was specified
for the intervention by Ryan et al. [45].
The intervention format consisted in group sessions for two studies [34, 44],
individual sessions for three trials [33, 35, 40], and a combination of individual and
family sessions in Ryan et al. [45]. The interventions were either delivered by a
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psychologist [34, 44, 45], a prevention specialist (a psychologist or a psychiatric nurse)
[40], a depression specialist (a psychologist, a nurse practitioner or a social worker) [35],
or a general practitioner [33]. Three of the interventions provided participants with
complementary material such as a patient manual, an educational videotape or a
relaxation CD.
3.3 Components of self-management support interventions
Eleven distinct components of depression SMS interventions were found (see
Table 3). The SMS programs had from 5 to 8 different intervention elements and
systematically included a psycho-education component. Less often, the program
descriptions also referred to coping with emotions and a written relapse prevention plan.
Some of the key components most often included in the SMS depression intervention
programs were: changing life habits; behavioural activation; improving communication
with the physician, family and friends; learning new habits to better manage the illness;
monitoring symptoms for signs of a relapse; and adherence to treatment.
3.4 Clinical outcomes
3.4.1 Depression symptomatology
All trials except that of Franchini et al. [44] monitored the impact of the SMS
intervention on depression symptomatology. Three of them achieved reduced depression
symptomatology in the SMS condition at post-intervention [45] or compared to other
groups [35, 40], while the other two found no statistically significant difference between
the conditions [33, 34].
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3.4.2 Depression relapse/recurrence rates
Four [33, 35, 40, 44] of six studies measured depression relapse rates. Franchini et
al. [44] found significantly lower relapse rates in the intervention arm compared to care
as usual (14% vs. 32%; p<0.05), and adherence to group sessions was linked to lower
rates of depression. Howell et al. [40] observed a non-significant trend towards decreased
rates of relapse in favour of the intervention arm compared to care as usual (46% vs.
54%). The two other studies found no significant differences between the conditions in
relapse and recurrence rates [33, 35].
3.4.3 Functional status and quality of life
Four studies examined the impact of SMS on functional status or quality of life
[33, 35, 40, 45]. Ryan et al. [45] found that patients’ quality of life, psychosocial wellbeing, general psychosocial functioning and almost all facets of social functioning
improved post-intervention. Katon et al. [35] observed higher social functioning in the
intervention arm. Howell et al. [33] and Smit et al. [40] did not find a significant
advantage for SMS over care as usual.
3.4.4 Self-management behaviours and self-efficacy
Three studies measured AD adherence [34, 35, 40]. Only Katon et al. [35] found
that patients’ adherence to their medication improved in the SMS condition compared to
the control group. Participants in the SMS group also had more confidence in their ability
to manage theside effects of their medication and more favourable attitudes towards
medication compared to participants in the control group. Ludman et al. [38] also
examined the effect of the Depression Recurrence Prevention (DRP) program on other
12

self-management behaviours, such as keeping track of depressive symptoms, monitoring
early warning signs, and planning how to cope with a high-risk situation. The results
show that program participants demonstrated better depression self-management
behaviours and greater self-efficacy in how they managed their depression. Furthermore,
these changes in self-management behaviour and this sense of self-efficacy were
positively associated with improved depressive symptomatology. Smit et al. [40] did not,
however, observe benefits from SMS as compared to care as usual in terms of an
improved sense of self-efficacy.
3.5 Process outcomes
3.5.1 Participation in SMS
In the DRP program, 93% of the subjects attended both visits to the depression
prevention specialist and 80% completed all three follow-up phone calls [38]. Similarly
high participation rates are reported by Smit et al. [40]: 92% of the patients attended to all
three individual face-to-face sessions with a prevention specialist. Ludman et al. [34]
observed that a majority of participants assigned to SMS group sessions attended at least
one session, but only 37% completed the core sessions.
3.5.2 Satisfaction with SMS
Three studies examined the acceptability of intervention programs from the
patient’s perspective. The Howell et al. [33] intervention was well accepted by patients
and general practitioners. Smit et al. [40] found higher satisfaction with care and
information transmission in the SMS group compared to care as usual, and patient
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evaluations of SMS were generally positive. Ludman and al. [34] reported high patient
satisfaction in the professionally-led SMS group.
3.5.3 Care utilization
Two trials [35, 40] evaluated the impact of SMS interventions on care utilization.
Katon et al. [35] found that patients in the control condition made more primary care
visits for reasons other than depression but fewer visits for depression compared to the
SMS group. Smit et al. [40] reported no significant difference in care utilization between
the two groups.
3.6 Cost-effectiveness
Two studies [35, 40] assessed the cost-effectiveness of SMS. Smit et al. [40]
concluded that their SMS intervention was not cost-effective. In Katon et al. [35], SMS
was associated with a modest increase in treatment costs due to additional AD
prescriptions and intervention visits, and with a modest increase in days free of
depression. These results were said to be consistent with other depression care
interventions. The authors concluded that improving care with SMS is a prudent
investment of health care resources.
Insert Table 2 and Table 3 here
Discussion and Conclusion
4.1 Discussion
SMS appears to be a promising intervention for persons suffering from a major
depression. It is associated with reduced depressive symptomatology, improved
14

functioning, a greater sense of self-efficacy and better self-management behaviours. The
results are more mixed with respect to reducing relapse and recurrence rates, but a lack of
statistical power in several of the studies in our corpus suggests that great care should be
exercised when interpreting these results. Among the six different studies we found, three
were pilot studies and one, a controlled trial, was not randomized.
Only the Smit et al. study [40] concluded that SMS is ineffective, but the context of
this pragmatic RCT may help explain why differences were not found between
intervention participants and usual-care participants. Shortly before the participants were
recruited for the Smit et al. study, the investigators trained all the recruiting physicians in
the PCP practices on optimal treatment of depression and compliance with guidelines.
This training may have contributed to the exceptionally high rates of AD adherence and
referral to specialized mental health resources observed in the control group. No
differences were found between the SMS participants and the control group, but the
training received by physicians before patient recruitment may have masked the
beneficial effects of SMS. This bias affects the generalizability of the study’s results to
other contexts.
The study by Katon, which was conducted in the U.S., has the best
methodological qualities. The SMS intervention it evaluated was not better at reducing
the relapse rate than the intervention in the control group (a rate of 35% was found in
both groups in the first year). This may have been due to the very high number of patients
in the control group (between 50% and 65%) who maintained their AD treatment
throughout the study and the fact that the population consisted of persons at a high risk of
relapse. However, the program improved AD adherence, depressive symptomatology and
15

self-management behaviours (monitoring symptoms, remaining vigilant for early signs of
a relapse, planning how to cope with high-risk situations). Over time, improved selfmanagement behaviours were associated with improved symptomatology.
Randomized controlled studies with a sufficient number of participants will be
needed in order to determine the real potential of SMS. Individual and group approaches
should be assessed and eventually compared in order to verify whether the self-help and
mutual support found in groups improves the efficacy of SMS interventions.
This systematic review has revealed that SMS is often confused with self-help
[46], even though these two types of intervention differ in both their nature and
objectives. Self-help is a form of self-administered psychotherapy that is often used in
stepped-care approaches for persons suffering from mild to moderate depression, while
SMS grew out of care for persons suffering from chronic physical illnesses like diabetes
and arthritis. In contrast to the self-help approach, SMS is not a treatment; rather, it is a
complementary intervention aimed mainly at clients who are at risk of a relapse or who
have experienced one or more episodes of depression. The goal is to have patients
actively monitor their mood in order to quickly detect the early warning signs of a
relapse, and act promptly if their mental condition starts to deteriorate. The core of SMS
is adherence to treatment, whether pharmacological or psychotherapeutic. In the future it
will be important to avoid any confusion between SMS and self-help.
Even though Lorig et al. created an SMS program for anyone suffering from a
chronic illness, postulating that the same basic abilities are needed to efficiently manage
one’s diabetes, arthritis or depression [10], we see more and more SMS interventions
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being developed for specific illnesses [47-51]. Depression is no exception, since virtually
all the studies reviewed herein use programs developed specifically for depression. The
exception is the Ludman study, which administered the Chronic Disease SelfManagement Program (CDSMP) to a group of people suffering from depression [34].
However, Ludman found that some of the participants who received the CDSMP would
have preferred an intervention more suitable for depression. It may be that depression is
different from other chronic illnesses due to the related social stigma [52] and how it
affects self-esteem and identity [4], such that depression should be addressed through
interventions that are specifically designed for it. This issue cannot be resolved with our
current level of knowledge. We do not know whether general interventions like CDSMP
are as effective with persons suffering from depression as they are with persons suffering
from chronic physical illnesses, since too few people suffering from depression have
participated in these studies [53-55]. More research needs to be conducted on the
effectiveness of SMS depression interventions, since they are often recommended for
inclusion in programs to improve care [56-60]. Such knowledge would help determine
which SMS programs should be included in these multifaceted interventions, instead of
adding an ineffective SMS component.
This is the first review to have thoroughly and systematically examined SMS
programs for persons suffering from depression. It has clarified the nature of SMS and its
main components, and has drawn a distinction between SMS and self-help, with which it
is often confused [46]. Our review has improved our knowledge of existing SMS
programs. However, our review also entails some limitations. First, it is subject to the risk
of publication bias. Studies are less likely to be published when they report negative or
17

non-significant findings, are from researchers with limited publishing experience, or
report results from programs with insufficient funding for a manuscript to be submitted
for publication, among other things [32]. Therefore, we cannot exclude the risk that the
mostly positive results that emerged from this review on depression SMS were artificially
boosted by a general tendency on the part of researchers, reviewers and editors to prefer
publishing positive findings as compared to negative or non-significant findings [61].
Also, the quality of our analysis is dependent on our definition of the depression SMS
concept. As mentioned previously, there is no gold-standard definition of depression
SMS. Even though our operationalization is intended to be as accurate as possible and is
based on the existing literature on the subject, there is no single way to define depression
SMS, since it is a current domain of investigation.

4.2 Conclusion
Considering the recurring nature of depression, we need specific interventions that
can transfer the necessary knowledge and skills to persons suffering from depression in
order to prevent relapses. SMS shows promise as an intervention for individuals suffering
from major depression. However, given the inconsistent results between and within
studies, as well as the numerous pilot studies with insufficient explanatory power, we
suggest that caution be exercised with our conclusions. Furthermore, rigorous research
with sufficient explanatory power is required.
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4.3 Practice Implications
SMS interventions can be administered by non-physician professionals, such as
nurses, social workers and psychologists, and are well accepted by patients. Under
no circumstances should they be used in the place of the usual treatments for
depression (such as psychotherapy and pharmacotherapy), but may be offered in
conjunction with such treatments. These patient-centered approaches emphasize
relapse prevention rather than short-term symptom reduction and are aimed at
empowering people with depression in the day-to-day management of their illness.
This emphasis on empowerment is even more important, given the fact that it is the
everyday decisions and actions taken by the patients themselves that have the
greatest impact on well-being and health [62]. In addition to supporting patients as
they identify and practice skills to help maintain good mental health (for example,
stress management strategies or the scheduling of pleasant activities), the
professional must also prepare patients so that they can recognize warning signs of a
relapse and respond quickly. Integrating SMS into the monitoring of patients
suffering from depression will require investments in training for the health
professionals who will need to assume this new role [63]. Large-scale studies are
needed before more specific recommendations can be formulated on the SMS
approaches that should be widely introduced into primary care.
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