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Overview

* Why a guideline for depression?
* Main guideline elements

* Guideline tools

* Guideline piloting

* Questions







Major Depressive Disorder
An Important Public Health Problem

* Common
* Detectable
* Reduces functioning & quality of life

* Assocliated with behavioral health risk
(e.g., substance use disorders, STDs)

* Treatable
* Under-recognized & under-treated




Depression as a Coexisting Condition
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* Massie & Holland, 1995; Lustman et al, 1998;
Dobie & Walker, 1992: Morris et al, 1990



ICD-9 Diaghoses — DoD CCEP Report
10,020 with Gulf War Concerns

Any DX Primary Dx
Musc-Skeletal 45% 17%
l1I-Defined 41% 17%
Psychological 37% 1990
Digestive 22% 6%0
Dermatologic 20% 6%
Healthy 19% 11%
Respiratory 18% 7%
Nervous 18% 6%0
Endocrine 11% 2%
Infectious 9% 3%




Work Days Lost — DoD CCEP

Days of Lost Work % of

N Total Mean AllLast,

Psychological 2,453 8,709 3.6 28.0%
Mood 781 3,106 4.0 e 10-0%
Il-Defined 2,506 7,169 2.2 17.0%
Musculoskeletal 2,351 6,757 2.0 15.2%
Neoplasm 108 871 8.1 2.8%
Healthy 1183 866 0.7 2.8%

Total 18,075 43,771 2.4 100.0%



Depression & Physical Symptoms

Number of Number of Psychiatric Disorder N (20)

Symptoms  Patients Anxiety Mood Any
Physical (N=1000)

0-1 215 2(1) 5( 2) 16 ( 7)
2-3 225 17 ( 7) 27 (12) 50 (22)
4-5 191 25 (13) 44 (23) 67 (35)
6-8 230 68 (30) 100 (44) 140 (61)
O+ 130 68 (48) 84 (80) 113 (81)
Somatoform (N=900)

0 654 68 (10) 107 (16) 102 (25)
1-2 143 42 (29) 60 (42) 74 (52)
3-5 87 35 (40) 40 (46) 77 (89)
o+ 49 40 (55) 34 (68) 45 (94)

Kroenke et al. Arch Fam Med 1994; 3:774



MDD Guideline
Purpose

* TOo INcrease primary care awareness,
diagnhosis and treatment of MDD

* Part of the Army Surgeon General’s goal
to provide consistent and high quality
health care




Guideline Development

* Representatives of VHA, Army, Navy, Air Force,
and academia

* Primary care, psychiatrists, psychologists,
soclal workers, administrators, and a chaplain

* Review evidence & develop guideline document
* Develop guideline implementation tools

* Pilot the guideline

* Adopt the guideline

* Intensify implementation efforts

* Reinitiate the process




Depression Guideline
Structure

Three Clinical Modules

* Primary Care
* Outpatient Mental Health Care

* Inpatient Mental Health Care




Main Guideline Points

* Screening

* Emergencies/Red Flags

* Depression Assessment

* Alternative Causes — Medical & Psychiatric
* Triage

* Review & Initiate Therapy

* Follow-up/Reassessment




Primary Care
Initial Screening

Every patient screened once annually —

* prior to seeing provider, unless diagnosis
previously recorded

* two question screen (from Prime-MD)
Do you have little interest or pleasure
INn doing things?
Do you feel down, depressed or
hopeless?




Tools for Guideline
Implementation




Tools:
Primary Care Provider Info

* Algorithms

* Depression Red Flags (urgent risk factors)

* Cage-Aid (comorbid alcohol assessment)

* SIG-E-CAPS (depression symptom assessment)
* Suicide & violence assessment

* Diagnostic criteria (MDD & Dysthymia)

* Patient education guidance

* Admission & referral criteria

* Antidepressant table




Management of Major Depressive Disorder in Adults
in the Primary Care Setting

Initial Assessment ! 1

" Patient age > 18 with suspected N
depression presenting to primary care

. (A e

2 : Primary Care Module

Assess for dangerousness

[B]

—_

Provide appropriate care or refer to
stabilize. Follow legal mandates
€]

Unstable urgent
condition?

N |

Obtain history (including psychiatric,marital, family, Boxes Strate! lv
military, past physical or sexual abuse, and e
Screening

medication or substance use), physical
examination and laboratory tests

Perform mental status examination (MSE)

Drug inventory (including over-the-counter-drugs
and herbals) [D]

Assess signs and symptoms of depression [E]

Emergencies

General assessment

Depression symptoms?

Are depression
symptoms present?

Go to page A2

Assess functional disability

[F]

Is there concern
about patient's
mental health?

Y | Refer to Outpatient Mental
Health Specialty, Module B

Treat and follow-up as
indicated




Management of Major Depressive Disorder in Adults

in the Primary Care Setting
Establish Diagnosis A2

Continue from
page Al

[ ]
11 |I »
Patient with symptoms for rlmal y Car@ MOdU]@
depression
12
Is patient a threat v
to self or others?
[G] /
N Boxes Strategy
13 14
|s there evidence Consider referral to Outpatient ] 2 Danger
of psychosis? t Mental Health Specialty, Module B
[H] Continue medical care as indicated 13. Psychosis
N 14, 17. Alternative causes -
15 . . .
Is there evidence 16 substances, physical illness, meds
of substance use | Use Substance Use Disorder (SUD)
dsorder? guideline 21 —-24.  Psychiatric causes
mania, MDD, comorbidities
N
17 Do medications cause or
contribute to symptoms? 18
[J] Y |  Medical treatment and
Do medical conditions follow-up as indicated
contribute to symptoms?
(K]
N

Did depression
symptoms resolve?

Continue medical follow-up
as indicated

Continue on
page A3




Management of Major Depressive Disorder in Adults
in the Primary Care Setting
Initial Assessment and Treatment

Continue from
page A2

2 Determine and document
DSM-IV criteria for Major
Depressive Disorder (MDD)
[L]
22

Is there evidence of
psychotic features, past

A3

Primary Care Module

mania, or hypomania?

M]

23

Are there signs of
co-morbid psychiatric
conditions?

[N]

Meets DSM-IV
criteria for MDD?
[L]

32 25

Concern about
patient's mental
health persists?

Discuss treatment options and
patient's preferences
Provide patient/family education

m (0]

26

Unable to treat patient
in the primary care
setting?

[P]

Treat as
indicated or
Re-evaluate consider referral

in 1 vyear to
mental health
specialty

7

Is psychotherapy
preferred, appropriate,
and available?

[Q]

Boxes
21 - 24.

25-29.
30.

y

Refer to: Outpatient
Mental Health Specialty
Module B

29 Is pharmacotherapy

appropriate and is
patient willing to take
medications?

[R]

N

k1
Follow-up in 1 to 2 weeks and

monitor for change in patient
status

Initiate pharmacotherapy

[S]

Continue follow-up
Go to page A4

Strategy

Psychiatric causes
mania, MDD, comorbidities

Review options, triage
Initiate pharmacotherapy




Management of Major Depressive Disorder in Adults

in the Primary Care Setting &‘ 4
Follow-up Treatment

35

Patient with MDD on therapy
in primary care

Primary Care Module

k1]
Monitor treatment every 1 to 2 weeks
Assess adherence and side effects
[u1
37 *

Assess response in 4 to 6 weeks

™

Boxes Strategy
36. Follow-up Q 1-2 weeks

Clearly improved?

37-40. Reassess at 4 -6 weeks
41-44. Adjust, 12 week reassess

Somewhat
improved?

40
No improvement and Adjust treatment as
still willing to treat in indicated
current setting? [W]
M
. A 42 A A
Continue for 6 more weeks
Depression is worse Ressess response at 12 weeks
43
Remission?
X1
N 44 Institute continuation and
maintenance phase treatment
Follow-up including:
prevention of recurrence and
patient/family education
[Y]
46 Re-evaluate.
Consult, or refer to Continue in primary care

Qutpatient Mental Health
Specialty, Module B

or current setting




Tools:
Primary Care Provider Info

* Algorithms

* Depression Red Flags (urgent risk factors)

* Cage-Aid (comorbid alcohol assessment)

* SIG-E-CAPS (depression symptom assessment)
* Suicide & violence assessment

* Diagnhostic criteria (MDD & Dysthymia)

* Patient education guidance

* Admission & referral criteria

* Antidepressant table




Red Flags

* Does patient need emergency treatment?
Suicidal or violent thoughts
Inability to care for self
Psychosis or mania
Unstable medical illness
Delirium

* Is active chemical abuse or dependency
present?

* Is there a history of noncompliance or abuse of
medications?

* Is there a strong suggestion of a personality
disorder?




Tools:
Depression Care Forms

* Patient Self-Assessment (Prime-MD PHQ)
* Primary Care Provider Assessment

* Primary Care Referral

* Mental Health Feedback




Form 717-R
Page 1 of 2

Depression
Self-Assessment
1. Meds & OTC

2. Alcohol

3. Prime-MD PHQ

DEPRESSION OUTPATIENT DOCUMENTATION DATE of VISIT:
For uze of this form see MEDCOM Circular 40-13 D INITIAL D FOLLOW-UP

SECTION | - VITAL SIGNS | VISIT INFORMATION /7o e Compiated by Aneilary Support Steif]

Reason for Visit to Primary Care Provider:

AGE: TEMP: PULSE: RESP: B/P: HT: WT:

Do you use tobaceo praducts? [] Ne If yes, what type and how often?
Are you interested in guitting? D Mo D Yes Tobacco cessation literature provided? |:| Yes D MA

Are you in pain? [] Mo If yes, severity of pain on a scale of 1-107 Location:
ls your visit today deployment related? [] Yes [] Mo [] Maybe
Allargies

SEEHT Sigoarire

SECTION Il - DEPRESSION SELF-ASSESSMENT /To Se Complered by Patient]

Do you use alcohal? [] Yes [] Mo Do you use drugs other than prescribed or over the counter? [ | Yes [] Mo
List all current medications {amount, dose, how often)?

List all herbal remedies or supplements:

PRIME-MD PATIENT HEALTH QUESTIONNAIRE:
1. Over the last 2 weeks, how often have you been bothered by any of the following problems?

Circle the number that best describes your situation: Mot  Several Meore Than Nearly
At All Days Half the Day Every Day
a. Little interest or pleasure in doing things. 4] 1 2 3
b. Feeling down, depressed or hopeless. [+] 1 3
c. Trouble falling or staying asleep, or sleeping too much. ] 1 2 3
d. Feeling tired or little energy. 4] 1 2 3
a. Poor appetite or overeating. o 1 2 3
f. Feeling bad about yourself — or that you are a failure or have let
yaursell or your family down. o 1 2 3

g. Trouble concentrating on things, such as reading the newspapar
or watching TV. [+] 1 2 3

h. Moving or speaking so slowly that other people could have
noticed. Or the opposite - being so fidgety or restless that you

hawve been moving around a lot more than usual. ] 1 2 3
i. Theughts that you may be better off dead or of hurting yourself
in some way. o 1 bd 3

[~

_If you checked off any problems on the questionnaire, how difficult have these problems made it for you to do
your work, take care of things at heme, or get along with other people?

[ Mot Diffieult at Al O semewhat Difficult O wvery pifficult O Extremely Difficult

Adagtiad fsom PAIME MO Patan? Hadlth Questicnnens IPHO| * ToaSemiark of Plisai 1he

PATIENT S IDENTIFICATION @Faw fyoed or witfern avines give: Marme — lasr
At it peante dale fespital or medieal faedine)

(Patieni s Signature)

PRIME-MD TOTAL SCORE:

Staff Instructions: Add all numeric responsas and
place total in the spece provided.

MEDCOM FORM 717-R (TEST) (MCHO) AUG 2001 FREVIOUS EDITIONS ARE OBSOLETE Finges [ ol F pages ME VLD




SECTION Ill - MEDICAL ASSESSMENT / DIAGNOSIS /| TREATMENT PLAN | EDUCATION /7o be compleied by Froviderf

PART A - MEDICAL HISTORY | PHYSICAL ASSESSMENT

lIncheda a briaf medical history, personal and family history, treatment of mental illness, pessible organic causes of depressian, phyzical findings, atcl

FRIMEMD SCORE CAGE SCORE:
PART B - MENTAL STATUS ASSESSMENT
Document as indicated, or [¥] if M/& Examples
APPEARANCE: |:| {appearance to age, dress, hygiene, grooming)
SPEECH: |:| {velume, rate, clarity)
MOOoD ¢ AFFECT: O teuthymic, anxious, flat, tearful, blunted, etc)
SENSORILINM: D {time, person, place, situation)
THOUGHT COHEREMCE: |:| {lagical, goal directed, tangential, loose associations)
DELUSIONS | HALLUCINATIONS: [ {parancid, grandiose} ! (auditory, visual, tactile)
HYPERACTIWVITY: [ {excitabla, Iittle or no sleep, spending sprees, talkative)
RECENT STRESSORS: [ ideath, birth, divorce, finances, unemployment, illness)
SUICIDE: [ tideation, intent w plan, means, pt/family history of}
HOMICIDE: |:| {ideation, intent w plan, means, past history of viclance)
RESPOMNSE to INTERVIEW: [ {cooperative, frightened, distrustful, hostile, etcl
PART C - DIAGNOSIS | RISK FACTORS
RED FLAG RISK FACTORS: Check All That Apply: [ Danger to Self [1 Danger to Others
[ Psychosis [ Dwlirium O Persenality D/O [ Substance Abuse [0 Manic Symptoms
[0 Other mental disorder causing significant impairment of social, familial, vocational or educational functioning
DSM-IV DIAGNOSIS: [ Deferred O Major Depressive D/O [ Depressive D/O NOS
O Meod D/O due teo: O MWeed /O NOS [ Dysthymic D/O

Indicote thie Genaral Medical Conditian

[0 Adjustment D/O with Depressed Mood O Othar:

PART D — TREATMENT PLAN

1. MEDICATICON:

. MONITORING PLAM:
. REFERRAL: [] Self Care [] Mutrition [] Tebacco Cessation [ Pastoral [] Substance Abuse Program
[0 Behavioral Health Clinic [] Case Mgt Services [] Other:
4. CLINIC FOLLOW-UP: [0 Nene [0 48/72 Hours [ One Week [0 Twe Weeks [0 Other
5. INSTRUCTIONS:

REVIEWED with PT: [ Yes [ Mo RESPONSE to PLAN:

[+

(5]

PART E — PATIENT / FAMILY EDUCATION / INSTRUCTIONS

1. MEDICATION: [ Instruction/Precautions [ Literature [] Other:

2. DISEASE MANAGEMENT: [] Depression Brochure [ Depression Video O Self-Mgt Guidelines Folder
[0 Tobacco Cessation Literature [] Safety Plan [J] Other:

3. CONTINUITY of CARE: [] PCM F/U Appointment Infoe [ Activity [J Diet [ Referral Appointment

4. Other:

Py Caver Adacager Sgeaatire / Dare

MWEDCOM FORM TTI7-R [TEET] (WCHO] AUG 2007 FREVIDUS EDITIONS ARE OESOLETE Fage F ol 2 pages

Form 717-R
Page 2 of 2

Depression
Clinician
Assessment
1. Medical Hx
2. Structured MS & E
3. Diagnosis
4. Red Flag Risk Factors

5. Interdisciplinary
Treatment Plan

6. Patient & Family
Education/Instructions



Form 723 -R
Page 1 of 2

Primary Care Referral
to Mental Health
Referral Reason
Med Problems

Depression
assessment

Structured MSE
Current therapies

BEHAVIORAL HEALTH REFERRAL / RESPONSE DOCUMENTATION DATE OF REQUEST

For use of this form see MEDCOM Circular xxx

SECTION | - PRIMARY CARE CLINIC REFERRAL to BEHAVIORAL HEALTH

PART A - REASON for REFERRAL

Evaluation and Treatment: (Check all that apply) Advice for Treatment: (Check all that apply)

[J Medication [] Capacity for Management in the Primary Care Setting
[ Psychological Testing [ Initial Medication Recommendation

[ Psychotherapy [ Medication Failure

[ Group Therapy [C] Side Effects from Current Medication

[J Family Therapy ] Life-style Modification Plan

] Marital Counseling [J Resource Identification

O other: (] Other:

PART B - MEDICAL PROBLEMS and DEPRESSION ASSESSMENT

Relevant Medical Findings:

Allergies: Support System:
Depression Assessment: (Check all that apply) * *

[C] Feeling Down, Empty, Hopeless [[] Sleep Disturbance ( ___ hrs/night) [] Weight Loss { ——Ibs in ___ weeks)
[ Loss of Interest or Pleasure [ Decreased Appetite Od Weight Gain { ___Ibs in _ weeks)
[ Worthlessness, Guilt [ Increased Appetite [ Past Use of Psychotropic Medication
[ Poor Concentration O Danger to Self/Others [C] Past History of Depression

[ Poor Energy [ Drug Misuse/Abuse [ Past Psychiatric Hospitalization

O Anxiety [ Periods of Hyperactivity/Excitability T Other:
Diagnosis: PRIME-MD SCORE: CAGE-AID SCORE: _____
PART C - MENTAL STATUS ASSESSMENT
Document as indicated, or [/ if N/A Examples
Appearance: (appearance to age, dress, hygiene, grooming)
Speech: (volume, rate, clarity)

Response to Interview:
Mood / Affect:
Sensorium:
Thought Coherence:
Delusions / Hallucinations:
Suicide / Homicide:
Intelligence:

OoOoO0ooono

(cooperative, frightened, distrustful, hostile, etc)
(euthymic, anxious, flat, tearful, blunted, etc)

(time, person, place, situation)

(logical, goal directed, tangential, loose associations)
(paranoid, grandiose) / (auditory, visual, tactile)
(ideation, intent w plan, means, pt/family history)
(below average, average, above average)

PART D - CURRENT MEDICAL TREATMENT

All Current Medications/Herbals/Supplements (amount & dose):
Current Interventions:

Other:

PATIENT'S IDENTIFICATION (For typed ar written entries give: Name - last,
first, middle; grade; date; hospital or medical facility)

Signature of Primary Care Manager / Date

Clinic:

Telephone:

MEDCOM FORM 723-R (TEST} (MCHO) NOV 2000

Page 1 of 2 pages MC V1.00




BEHAVIORAL HEALTH REFERRAL / RESPONSE DOCUMENTATION |TO: PRIMARY CARE CLINIC DATE OF CONSULT
For use of this form see MEDCOM Circular xxx PCM:

SECTION Il - BEHAVIORAL HEALTH RESPONSE

PART A - DIAGNOSTIC IMPRESSION

PART B - TREATMENT PLAN

MEDICATION: (Check and describe all that apply) INTERVENTION: (Check and describe all that apply)
[ Antidepressant Medications: L Psychological Testing

[J Cognitive Behavioral Therapy

O Interpersonal Psychotherapy

[ Brief Dynamic Psychotherapy

[ Group Therapy

[ Family Therapy

] Marital Counseling

3 other Medications: [ other:
Frequency:

Anticipated Length of Treatment:

PART C - PATIENT EDUCATION

Patient Response to Plan:

Medication Information: - Disease Management Information:

Appointment Schedule: Other:

PART D - CONTINUATION of CARE RECOMMENDATIONS

RECOMMENDATIONS TO PCM:
PCM Clinic Follow-up Appointments:

Indications for Referral Back to Behavioral Health:

Medication Adjustment:

Laboratory Studies: Other:

PATIENT'S IDENTIFICATION (For typed or written entries give: Name - last,
first, middle; grade; date; hospital or medical facility)

Signature of Behavioral Health Specialist / Date

Clinic:

Telephone:

NOTE: At Conclusion or Discontinuation of Therapy Please Notify the Patient's PCM.

MEDCOM FORM 723-R (TEST) (MCHO) NOV 2000 Page 2 of 2 pages

Form 723 -R
Page 2 of 2

Mental Health
Provider Response
Diagnostic impression
Recommended meds

Recommended
therapies

Patient education

Primary care
recommendations




Tools:
Patient Education Materials

* Clinic posters
* Depression videotapes
* Self-management brochure

* Patient & family information brochure




Patient Posters

nIABETEs. llinesses have

: Untreate, they can be
| | HEART DISEASE. ===:
| | disease, not a weakness,
AST“ “L and can lead to sulclde.
Fortunately, depression
ASTHMA. Sipepeiegirrd
saved when symptoms are
nEPnESSI“" recognized and medical
X help Is sought.

all of thesa ilinesses can be deadly.

When left untreated, nEPnESSIn“. ss‘W“
L

If you're feeling depressed, ask your
Primary Care Manager for a
depression screening.




Patient Posters

Snapping out of dapraasion Is as likely s
yourssif out of a2 heart atteck. Depreas
sorious liness that needs medical atts i
unireated, depresslon can lead to sulckde,

Sometimes, it's not just
a bad day.

Everyone has a bad day now and then. When that
bad day lasts for weeks, it’s time to see your primary
care provider.

Like asthma, heart disease, or diabetes, depression
can be a serious iliness. 0
gs30

Left untreated, it can lead to suicide. ge?‘e
H you or someone you know has these symptoms ‘“?g‘
for more than two wesks, ask your s
' care provider for a
screoning.




Patient Posters Its not simply
over matter.

Little Int t Thoughts Fatigue or No Energy? 5 Il't h‘ mm n“t ﬂ' “ﬂlm.'
8 erest or g
Pleaaufe in #itiviiies? of disease, dlabetes or depression.
Suicide? Feeling Worthless?
Too Little or Too : on ssion Is a serlous lliness that
Much Sleep? s ’ Trouble medical ireatment.
re Making
Decisions?
Recent Weight on 're fecling depressed, ask your
Loss or Gain? enae Hard to Think or Ny care provider for a depression
'Bfe aﬁp Concentrate? nln g

Feeling Bad Feeling Restl
Thoughts T
About ¥ourself? - Deﬁh? or Nervous?

ould save
our life.

e
.

If You Are Experiencing Any of These Symptoms,

Talk To Your Prir'n ary Care Mana ger. *




\

/" Taking Control N\

of Depression

v—o D

I O
answers to help you&

understand a m‘aﬁ“agg the disease /

| | \mihm//

MILNER-FENWICKI?
"The patient educaiion people"

HEALTH PROMOTION

When Someone You
Love Suffers from
Depression




Littls IntsTaat o Thoughta

Fledsurs in Aetivitiss? af
ol BulciiaT
- - Littha OX
Patient & Family ) Ta5iye, o, Mol RS ot
Education Brochure KA 8 o thet Pl S

Recent Weight
Ioss or Gain?

" m@ﬁﬂ on
2
o) 'ﬁfﬁ Troubls
Meking

\e \(\ Fesling Bnd af nf“::, Decisicnst
Avout Youraeif?

\|'a Esrd tv Think or
P‘ Ferling Heatlean Conosntrate?
or Nervaus?

H You Are Experiencing Any of These Symploms,
Tak To Your Primary Care Managur.

s _sove.




WHAT YOU and YOUR FAMILY SHOULD KNOW ABOUT DEPRESSION

What is Major Depression? - A medical illness,
characterized by depression thal is believed dus o
biochamical changes in brain function.

Myths - Major depression is not a trivial disorder, will not
go away on its own and is nol the resull of personal
weaknass, laziness or lack of will powsar.

Incidence - Depression is one of the most common
ilnasses treated by health care professionals, affecting
one oul of avery 20 peopla somatime in their lifetima.
Risk Factors - Females, peopls with a first degres
relative with depression, people with a history of drug or
alcohol abuse or people with a hislory of anxisly or eating
disordars have an increased incidence of depression.
Treatment Response - Deprassion is very responsive o
treatment through antideprassant medication,
peychotharapy or a combination. People do get batter,
Medications - Al anfidepressant medicalions take
several weeks to produce their full sffact.

Medication Safety - Antidepressants are safe when
taken a5 prescribed and are nol addicting.

Medication Side Effects - Discuss medication side
effects or other problems with your primary care
manager. Most problems can be resalved.

Dom't - Orink alcohol, salftmeadicale, blame yourself or
make major ife dacisions or changss during treatmant.
Do - Gat plenty of rest, exercise, eat regularly, socialize.

-

Outpatient vs Inpatient Care - Most depressions are
succassfully treated in the primary care managsrs
offica. Inpatient hospilalization is generally reserved for
patients who have delusions or hallucinations or are a
danger o themsshves or others,
Consultation/Referral - Somelimes a second opinion
is required because a combination of treatments might
work bast, or the depression is severs or lasts a long
time or the first treatment did ot work well.
Treatment Compliance - Medication must be faken as
direcled, including dosage, frequency and length of
time prescribed. Follow-up appointments with  your
primary care manager, mental health specialist or
others need to be kept as schaduled.
Suicide - Thoughts of dealth ofien accompany
depression. Always discuss this symplom with your
primary care provider, If your provider is not availabla,
tell a frusted friend or relafive who can gel you
immediate emergency professional help.
Communication - Ask gquestions about treatment.
Warbalize any concams. Discuss with your primary cars
manager your feelings, activity, sleep and eating
patterns, as wall as unusual symploms or physical
problems.
Recurrence - Depression is  often  recurrent.
Maintenance anfidepressants are somelimes indicated.
WDl Dapmssion Clinsl Practios Gudaing
Al 2002

Self-Management

A Guide for Patients

Complete a new booklet before each appointment. Review with your Primary Care Manager.

Date/Time of Today's Appaintmeant: Date/Time of Last Appointment:
My Primary Care Manager is: at the Clinic:

Telephone: Date/Time of Next Appointment:

Since my last visit with my Primary Care Manager | have had the following symptoms: (Check all that apply)
[ Depressed Mood [ Feelings of Guilt [ weight Loss O nzemnia

[ Little Interest/Pleasure [ Crying Spells [ weight Gain [ Sieeping Too Much

[ Feelings of Worthlessness [ Indecisiveness [1 Hopelessness [ Homicidal Ideation

[ Fatigue/Loss of Energy [] Poor Concentration  [] Suicidal Ideas [ Buicidal Plans

[ Other Symptoms:

Health Care Concerns: | want fo discuss the following concems with my Primary Care Manager:

Medication Information:

My antidepressant medication is: mg. taken at these times:

Side Effects | am experiencing are:

Other medications | am taking:

Educational Resources: | will read or view the following fo help me learm more about depression:
[ CD-ROM Taking Control of Deprassien” [ | VA/DoD Depression Brochure [ Other:

[J Medication Information Handout [] Depression Video 0 other:

Referral Services: | will keep the following appointments, if scheduled. Write in appointment date and time.
|:| Behavioral Health: |:| ChaplainMinister:

[] Case Management Services: [] Substance Abuse Program:
Other Referral:

Supportive Family or Friends: Fill in Name and Telephone Number:

Mame: Phone: Mame: Phone:
Emergency Contacts: Fill in Telephone Number:

[0 Emergency Dept: [ Crisis Center: [ Police/EMS:

| will contact a support friend or relative or call an emergency contact in e event | experience serious medication
side effects, suicidal thoughts or plans or thoughts of harming others.

Instructions from My Primary Care Manager:

Signature of Patlent / Dale

Patient Self-Management Folder




Tools:
Primary Care Provider Info

* Algorithms

* Depression Red Flags (urgent risk factors)

* Cage-Aid (comorbid alcohol assessment)

* SIG-E-CAPS (depression symptom assessment)
* Suicide & violence assessment

* Diagnostic criteria (MDD & Dysthymia)

* Patient education guidance

* Admission & referral criteria

* Antidepressant Medication Table




Vi i DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
ANTIDEPRESSANT MEDICAT IOM TABLE

Refer to pharmaseutical manufacturer' s liforature for full prescribing information

CARD
Fi g

SERDTOMIN SELECTIVE REUPTAKE INHIBITORS (S5RIs)

GENERIC BRAND KANE ADULT STARTING DOSE BaX EXCEPTION | SAFETY MARGIN | TOLERABILITY | EFFICACY SIMPLICITY
Cilalkapram Gl &1 mg B0 g ™ Maisea, Insomnk
- . ] Ao sriouE sysiamic Sariathom,
Fluometins Provess & mg B0 mp : bty caan afier neadanha, g
P L Paxil o g B fikg = subslantial ovordosa dirzinass, sassal AN cally dosing.
labors Drug Inlaractions may dysdnolion. Rasponse ik = | Can b sharad al
Serlraline Zolodl 51 mg 00 mg Inchuda Izl anoraxda, waighi Z- 4 wis an affecivs doss
First Line Antidepressant Medication \::;I_.'h;::ﬂ:.:i::;:i ﬂf&ﬁ':ﬂ;ﬁ immiadiabity.
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VHA/DoD Key Points Cards
Primary Care, Specialty & Inpatient
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Pilot Sites
Depression Guideline

* Ireland Army Community Hospital
Fort Knox
* Walter Reed Army Medical Center
* DeWitt Army Community Hospital
Fort Belvoir
* Tripler Army Medical Center
* Madigan Army Medical Center (informal)




Piloting Process

* Local administrative and clinical
“champions”

* Local implementation plan
* Coordination calls

* Site assessments at approximately 3 and
6 months

* Tools are improved based on experience

* Lessons learned are collated for general
dissemination




Lessons Learned
Depression Piloting

* Champion ‘transitions’ and institutional
knowledge

* Assessment form only necessary if patients
screen positive

* Forms under-utilized — automation will help
* Referral form viewed as unnecessary

* Need to bundle ‘like’ guidelines for
Implementation planning

*x Behavioral health satellite broadcast In
Sep 02




Concluding Review

* Why a guideline for depression?
* Main guideline elements
* Guideline tools

* Guideline piloting




Performance Measures

* Detection
Percent of patients seen in a general
medicine, or primary care clinic who
were screened for depression during the
previous twelve (12) months.

* Assessment
Percent of patients diagnosed with a
depressive disorder during the previous
12 months.




Performance Measures

* Treatment
Percent of patients newly diagnosed with
and treated for major depressive disorder
past twelve (12) months who continue
on prescribed medication for at least 90
days in the next 120 days or at had least
eight (8) psychotherapy sessions in the
next 180 days.




Performance Measures

* Effectiveness
Percent of patients who were seen
during the past 12 months with a
diagnhosis of major depression who have
a systematic symptom assessment at 12
weeks following diagnosis or if In
remission by week 12, a systematic
symptom assessment at the time of the
documented remission.




For More Information:

VHA and MEDCOM Website URLS:

* MEDCOM Depression Guidelines Main Page:
www.gmo.amedd.army.mil/depress/depress.htm

* Toolkit and Supply Ordering Information:

www.amo.amedd.army.mil

* VHA Guidelines Home Page:

wWWwWWw.ogp.med.va.gov/cpa/cpqg.htm
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