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Current Depression Psychotherapy Study in the Clinical Research Unit

The COMET Study: Two cognitive therapies for depression

We commenced our third psychotherapy trial for depression in September 2009. The COMET study is a comparison of cognitive 
behaviour therapy (CBT), often referred to as the “gold standard” for psychotherapy for depression, against an innovative therapy 
called metacognitive therapy (MCT). We obtained pilot study funding from Lottery Health and from a University of Otago Research 
Grant for studies which will be running over 2009-2010. In addition, we are about to submit an application for a larger clinical 
trial, which if funded, will continue the COMET study from mid 2011 for a further three years. The COMET study received ethical 
approval from the Upper South B Ethics Committee.

Metacognitive therapy is a cognitive psychotherapy in which negative thinking is identified as a significant feature maintaining 
depression. In CBT, the negative content of depressive thoughts is evaluated to see how accurate and/or helpful the thought 
is. More accurate or helpful thoughts are identified that assist the individual to feel less distressed and lead to behaviours that 
are more constructive in improving or maintaining life functioning. In contrast, with MCT the focus is on the pattern (rather than 
the content) of negative thinking, particularly on depressive rumination and worry. Rumination is a repetitive, circular pattern of 
thinking that intensifies depressive feelings. In MCT, the individual learns to disengage and shift from that pattern of thinking in 
order to engage in more productive activities.

This study aims to compare the speed and effectiveness of CBT and MCT in reducing symptoms of depression. We are particularly 
interested in measuring changes in mood level one month after starting therapy in relation to other key measures such as 
performance on cognitive tasks (e.g. attention and memory). For 20 participants, we will also assess the extent of early change 
in emotional reactivity observable on fMRI brain scans. Other factors that may influence recovery from depression will also be 
examined including clinical, personality and other psychological factors and aspects of the therapy process. 

What is involved in participating in the COMET study?

After an initial telephone call, an appointment will be made to confirm participation in this treatment trial. Detailed information 
will be given about the study and a research assessment will be arranged. Clinician interview, self-report questionnaires and 
cognitive testing will be completed. For those who consent to participate in the brain scan procedure, fMRI assessments will 
be arranged before beginning therapy and four weeks later. Therapy is free to participants and will be provided by experienced 
clinical psychologists at Terrace House between the hours of 8.30 am and 5 pm, Monday to Friday. fMRI assessments are held 
on Saturday mornings. The therapy an individual receives will be randomly determined (i.e. by the toss of a coin). Therapy takes 
place over 12 weeks and consists of two 50 minute sessions for the first two weeks and then weekly sessions for approximately 
10 weeks (for a total of 8-15 sessions depending on clinical need). Brief follow up interviews will occur on three occasions over 
a three year period to monitor how participants are progressing. 

We hope that this research will add to knowledge that will enhance treatment for people with depression in the future.

 Referrals are welcome for people who:

•	 Are	currently	experiencing	a	major	depressive	episode;
•	 Are	physically	healthy;
•	 Are	18	years	and	older;
•	 Are	not	taking	antidepressants	or	other	psychoactive	medications;
•	 Have	not	had	a	recent	trial	of	cognitive	behaviour	therapy	or	metacognitive	therapy;
•	 Are	not	having	other	counselling	or	psychotherapy;
•	 Are	able	to	attend	therapy	sessions	regularly	over	12	weeks	(four	sessions	in	two	weeks	then	weekly)

Please contact Robyn Abbott on 372-0400 for more information. http://www.chmeds.ac.nz/departments/psychmed/cru/cct.pdf

Psychotherapy Trial for Young People with Bipolar Disorder
We have now recruited 100 young people for our psychotherapy trial in bipolar disorder. We expected that approximately half of 
those	recruited	would	have	had	bipolar	I	disorder;	classic	bipolar	disorder;	or	manic	depression	in	which	mania	causes	impairment	
or	leads	to	admission	to	hospital.	We	expected	that	around	half	would	have	had	bipolar	II	disorder	or	bipolar	spectrum	disorder;	
where	mania	or	hypomania	occurs	but	does	not	in	its	own	right	lead	to	major	problems,	except	for	the	depressions	associated	
with the ‘highs’. Instead, we found that 78% had bipolar I disorder. Some of these participants had previously been given a 
diagnosis of bipolar II by other clinicians because they had never been admitted to hospital for mania. However, we believe that 
when	mania	leads	to	job	and	relationship	losses	this	is	bipolar	I	disorder.

When the young people entered our study 68% were unwell, mainly in depressive or mixed mood episodes, while 32% were 
not in a depressive or manic episode. Of the 100 young people recruited only 32 had never made a suicide attempt nor tried to 
self harm (e.g., cutting their wrists, but without the intention of dying), 29 had made both suicide attempts and had self harmed, 
a further 18 had made a suicide attempt, and 21 had self harmed but not made a suicide attempt. When we asked about when 
they had made suicide attempts, most responded that it was when they were depressed. However, when we asked about when 
they	self	harmed	(to	relieve	tension)	the	most	common	reply	was	when	they	were	in	mixed	mood	states;	where	they	have	both	
depressive symptoms and manic symptoms at the same time. Often these are depressions in which the person has energy, is 
restless, activated, agitated, has racing thoughts and cannot settle. Traditionally, self harm has often been linked to borderline 
personality disorder, but this and other local research, suggests that self harm is even more common in the mixed mood states 
of bipolar disorder.

Twenty three of the young people with bipolar disorder said they had their first depressive symptoms before the age of 10 years, 
and 73 by the age of 15. Of these, 63 had experienced their first full blown depressive episode before the age of 15 years, which 
highlights the early age of onset of depression in people with bipolar disorder. Although bipolar disorder can be diagnosed on 
a history of manic episodes alone, only two of our young people had never had depression. By contrast, with the early age of 
onset of depression, few reported any manic symptoms before the age of 15 years. Indeed, the average age for a first episode 
of mania or hypomania was approximately 20 years, and first treatment for mania on average did not happen until around the 
age of 22 years.

In addition to bipolar disorder, many of the young people recruited had also experienced other mental health problems. More 
than 40% had experienced problems due to alcohol, and over 30% had experienced problems with other drugs, most notably 
cannabis and stimulant drugs. Over half of the young people with bipolar disorder also had an anxiety disorder such as panic 
disorder or phobias. Interestingly, 14% had obsessive compulsive disorder, 13% had anorexia nervosa, and 14% bulimia nervosa. 
Within the 76 women in our sample of 100 young people, the percentage with eating disorders would have been even higher, as 
eating disorders are rare in men. This link between bipolar disorder and eating disorders has been understudied.

Most of the 100 young people who entered our study have either completed their 18 months of psychotherapy and medication 
management with us, or withdrawn from the study. By the end of 2010 all those who entered the study will have completed 
treatment, and we will be able to examine the outcome data. Our impressions are that many of the people who have entered the 
study have done remarkably well, and have learnt how to manage their bipolar disorder. Unfortunately, our current treatments do 
not work well for everyone, and for some, bipolar disorder continues to have an adverse impact upon their lives.

One of our most striking impressions is how the development of bipolar disorder impacts on individuals’ views of themselves. 
Many felt that developing bipolar disorder when so young had interfered with their sense of self, and had derailed their personal, 
social, and educational development.

The Mental Health Clinical Research Unit is supported by University of Otago/
Christchurch School of Medicine and Health Sciences, Mental Health Division of the 
Canterbury District Health Board and the Health Research Council of New Zealand.
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Recruitment ends for Binge Eating Psychotherapy Study

After recruiting for six years, we are now completing enrolment of the final participants in the Binge Eating Psychotherapy 

Study. Over 110 women have participated in this study, which was funded by a grant from the Health Research Council of New 

Zealand. 

Therapy involves weekly sessions for a period of six months, followed by monthly sessions for a further six months. The study 

aims to examine whether we can enhance the effectiveness of therapy for binge eating – not only to help women recover from 

binge eating, but also to stay well in the long term. Cognitive behaviour therapy (CBT) is the most effective treatment for bulimia 

nervosa (BN) and binge eating disorder (BED), and uses both cognitive (identifying and challenging unhelpful thoughts or beliefs) 

and behavioural (education and advice, particularly around normalising eating) strategies. However, in spite of CBT being the 

most effective treatment for BN and BED, a proportion of individuals do not fully recover, or relapse after recovery. Our study 

evaluates whether the effectiveness of standard CBT might be enhanced in two different ways. Schema therapy enhances the 

cognitive component of CBT by focusing on changing deeper level beliefs or schemas. Appetite focused CBT enhances the 

behavioural component of CBT by focusing on the role of hunger and satiety in binge eating.

We will continue to re-contact those who have participated in the programme after one, two and four years for a brief assessment 

to find out how they are progressing with eating and general wellbeing. This follow up phase is invaluable, as it allows us to see 

how well these therapies assist people over time. We look forward to catching up with all our participants to see what has been 

happening in their lives and we very much appreciate the continuing involvement of women who have been through the research 

programme with us. 

For further information about the study contact Sarah Rowe or Julia Martin on 372 0400.

Do you have anorexia nervosa or do other people think you are too thin?
We are looking for female volunteers with a body mass index (BMI) of between 15 and 19 for our study of biology, personality 
and eating attitudes. This one day assessment will involve blood tests, a computer task, questionnaires and an interview.  
This is not a treatment for eating disorders. You will receive a $100 voucher to compensate you for your time and transport 
costs. Please contact Kathryn Taylor for more information on 372 0400 or email kathryn.taylor@otago.ac.nz

Comparison of Cognitive Therapies for Depression

We have now completed the recruitment of 100 depressed people for our trial comparing traditional cognitive therapy with 

schema focussed therapy. Of the 100 participants, 69 were women and the average age was 39 years. We are now in the process 

of examining the outcome data to see whether schema focussed therapy is ‘better’ than traditional cognitive therapy, or whether 

the two treatments are comparable. We will be able to report these results in our next newsletter. In both therapies some people 

have done well but, as with all current treatments for depression, sometimes our current treatments do not work as well as we 

would like. We always encourage those with depression to try alternative treatment approaches if first treatments do not work. 

Provided each treatment is given a reasonable time to work (for example six weeks for an antidepressant drug or three months 

for	psychotherapy/counselling),	it	is	best	to	try	different	treatments	rather	than	stick	with	just	one	approach.	Even	then,	perhaps	

one person in ten will not find a treatment that is really effective for their depression. Sometimes, even after years, improvements 

can occur, and new treatment approaches may be effective.

Many	of	the	depressed	people	who	entered	our	trial	had	more	problems	than	just	depression.	Nearly	one	third	had	experienced	

problems	due	to	alcohol	or	drugs.	Approximately	30%	had	experienced	recurrent	panic	attacks,	and	just	over	30%	had	social	

anxiety disorder, which is anxiety in social situations such as speaking in public. Nearly one in five had post traumatic stress 

disorder (PTSD), a state of vigilance, arousal and reliving the past which stems from experiencing past traumatic events either 

as a child or as an adult.

We have treated more than 500 people in our depression trials over the years. While depression is often recurrent, we are also 

struck by the good outcome over time for many people. Even when further episodes of depression happen they often do not 

have the same impact or consequences as earlier episodes. This is most notable in a marked decline in suicide attempts. Of the 

one quarter of depressed patients who have made suicide attempts when we first see them, some will make further attempts 

even after treatment begins, but in the long term the number who continue to make attempts is very low. Contrary to some 

public comments, the treatments for depression, whether antidepressants or psychotherapy, reduce the number of future suicide 

attempts markedly. 

Neuropsychological findings before and after psychotherapy for depression

In the Comparison of Cognitive Therapies Study, patients suffering from depression were treated with one of two alternative 

types of psychotherapy. In addition the patients did a number of tests of memory and other brain functions and the results of 

these were compared with a group of non-depressed volunteers – who overall were the same age and gender.

At baseline (before the psychotherapy), the results were surprisingly consistent. On most of the tasks people suffering from 

depression performed as well as the non-depressed volunteers. However on the tasks involving verbal learning and memory 

(learning words in a list and recalling them) there was a significant difference. People with depression, on average, remembered 

fewer words on all stages of the test.

Some people will remember well the other verbal learning and memory task. We developed this task especially for the study 

because we believed that because of its greater difficulty, it would be more sensitive to changes in memory which we believe 

occur in depression. The words people were asked to remember were in fact non-words based on 3 letters – a consonant–

vowel–consonant. For example, some of the words were “vev”, “fol”, “tib” and “pum”. These are of course very much harder to 

remember because they have no meaning – so it is harder for the brain to relate them to anything. 

As we had hypothesised, the results of the test involving trying to remember these non-words showed an even greater difference 

between people with depression and non-depressed volunteers than did the test involving remembering actual words. We 

therefore hope that this test will be particularly useful in monitoring recovery from depression – that is, that as people recover, 

scores on this task will improve. These data will be available at a later date.

Our conclusions may change as we analyse the data further and complete further studies – but at the moment what we can draw 

from this study is

•	 In	depression	of	this	severity	it	is	verbal	memory	and	learning	that	particularly	seem	to	be	different	from	non-depressed	people

•	 The	new	task	that	we	developed	shows	this	particularly	sensitively


