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Key Training Objectives

To give primary care providers brief background information on the
clinical practice guidelines (CPG) for major depressive disorder (MDD)

To provide primary care providers with an overview of how the tools in
the tool kit can be used to efficiently diagnose, assess and treat MDD




Major Depressive Disorder CPG

A clinical practice guideline (CPG) is defined by Veterans Affairs

(VA) and the Defense Department (DoD) as:

» Recommendations for the performance or exclusion of specific procedures or
services derived through a rigorous methodological approach that includes:

« Determination of appropriate criteria such as effectiveness, efficacy, population
benefit or patient satisfaction

» Literature review to determine the strength of the evidence in relation
to these criteria

The CPGs for MDD were developed using the following methodology:

Question Formulation Selection of Evidence Evidence Rating Recommendations

Only peer-reviewed Deflned scope of *Assessment of Interventions W|th
randomized controlled CPG to address MDD methodological rigor and substantial to moderate
trials, meta-analyses, characteristics, clinical importance amounts of evidence
reviews included interventions, are recommended
comparability and
outcomes of interest

*Quiality of evidence

*Emphasis on efficacy tables created *Contraindications noted

and generalizability
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VA/DoD Clinical Practice Guidelines

= Reduce current practice variation and provide
facilities with a structured framework to help improve
patient outcomes

= Provide evidence-based recommendations to assist
providers and their patients in the decision-making
process for patients with MDD

» |dentify outcome measures to support the
development of practice-based evidence that can
ultimately be used to improve clinical guidelines




MDD Tool Kit

comprehensive evidence-based recommendations incorporating

Describes the critical decision points and provides clear and
current information and best practices

,\_\‘

Provides guidelines for all aspects of care for MDD from screening
and assessment to follow-up and monitoring

Includes a variety of reliable tools, questions and simple reference
material giving primary care providers the resources they need to
address their patients’ mental health needs

Can be used in its entirety or in discreet sections depending
on what issues arise with each patient




Major Depressive Disorder

* Depression is a major cause of impaired quality of life, reduced
productivity and increased mortality in the United States [1]

* People with depression are at increased risk of suicide [1]

* In primary care populations, the prevalence of suicidal ideation
IS approximately 20-30 percent among depressed patients [1]

» Depression is a significant independent risk factor for both first
myocardial infarction and cardiovascular mortality [1]

* The most recent large scale evaluation of the annual economic
burden of depression in the United States was estimated to be
almost $83.1 billion in the year 2000 [2]




Effect of Major Depressive Disorder on Service
Members Returning From Irag/Afghanistan s

= 7-14 percent of combat soldiers returning from Operation
Enduring Freedom (OEF) and 8-15 percent returning from
Operation Iraqi Freedom (OIF) met the screening criteria

for MDD [3]

* The prevalence rates are likely an underestimation of the
true occurrence of MDD because many individuals with
this disorder never seek treatment. Additionally, primary
care providers may not recognize or diagnose MDD [4]




Primary Care Visits and Behavioral Health j

= 42 percent of patients diagnosed with clinical depression
were first diagnosed by a primary care physician [6]

* Most depressed patients will receive most or all of their
care through primary care physicians [7]

* Primary care providers often lack the time and/or training to
help patients manage these problems in evidence-based ways
beyond medication prescriptions [5]

» Patients with mental disorders have higher use rates for
general medical services and higher related medical costs
compared to patients without mental health conditions [6]




Topics Covered in MDD Tool Kit

Card Major Depressive Disorder Topics

1-3 Initial Assessment and Treatment Algorithms
4-8 |dentification and Assessment
9-10 Co-morbid/Co-occurring Disorders
11 Criteria for Inpatient Admission
12-18 Patient Education and Treatment Interventions/Referrals

19-20 Treatment Documentation and Performance Metrics

21-31 Medication Tables
32-33 Medications that Cause Depression

34-35 Drug Effects/Side Effects Relative Comparison




VA/DoD CPG for MDD Algorithm

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
Assessment and Treatment Algorithm

Management of Major Depressive Disorder (MDD} in Adults
Primary Care Initial Assessment and Diagnosis

18 with suspected depmeasion
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VA/DoD CPG for MDD Algorithm

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD CARD 2

Assessment and Treatment Algorithm (cont.) @ @
R
Management of Major Depressive Disorder in Adults
Primary Care Initial Treabment z
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VA/DoD CPG for MDD Algorithm

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
Assessment and Treatment Algorithm (cont.)

Management of Major Depressive Disorder in Adults
Primary Care Treatmeant Strategy and Fallow-Up 3
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VA/DoD CPG for MDD Algorithm

» Sidebar 1: Steps in assessment of MDD

Sidebar 2: DSM-IV-TR diagnostic criteria for MDD

Sidebar 3: Indications for referral to mental health specialty care
Sidebar 4: Initial treatment strategies for MDD

Sidebar 5: Assessment and treatment response

Sidebar 6: Treatment strategies

Sidebar 7: Indications for consultation or referral to mental health specialty care
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VA/DoD CPG for MDD Algorithm

Sidebar 1: Steps in assessment of MDD

» Sidebar 2: DSM-IV-TR diagnostic criteria for MDD

Sidebar 3: Indications for referral to mental health specialty care
Sidebar 4: Initial treatment strategies for MDD

Sidebar 5: Assessment and treatment response

Sidebar 6: Treatment strategies

Sidebar 7: Indications for consultation or referral to mental health specialty care

L
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VA/DoD CPG for MDD Algorithm

» Sidebar 1. Steps in assessment of MDD

» Sidebar 2: DSM-IV-TR diagnostic criteria for MDD

= Sidebar 3: Indications for referral to mental health
specialty care

= Sidebar 4: Initial treatment strategies for MDD
= Sidebar 5: Assessment and treatment response
= Sidebar 6: Treatment strategies

= Sidebar 7: Indications for consultation or referral to mental health specialty care

L
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VA/DoD CPG for MDD Algorithm

» Sidebar 1. Steps in assessment of MDD
» Sidebar 2: DSM-IV-TR diagnostic criteria for MDD

= Sidebar 3: Indications for referral to mental health specialty care

= Sidebar 4: Initial treatment strategies for MDD

= Sidebar 5: Assessment and treatment response
= Sidebar 6: Treatment strategies

= Sidebar 7: Indications for consultation or referral to mental health specialty care

L
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VA/DoD CPG for MDD Algorithm

» Sidebar 1. Steps in assessment of MDD
» Sidebar 2: DSM-IV-TR diagnostic criteria for MDD
= Sidebar 3: Indications for referral to mental health specialty care

= Sidebar 4: Initial treatment strategies for MDD

= Sidebar 5: Assessment and treatment response

» Sidebar 6: Treatment strategies

= Sidebar 7: Indications for consultation or referral to mental health specialty care

R
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VA/DoD CPG for MDD Algorithm

» Sidebar 1. Steps in assessment of MDD

Sidebar 2: DSM-IV-TR diagnostic criteria for MDD

Sidebar 3: Indications for referral to mental health specialty care

Sidebar 4: Initial treatment strategies for MDD

Sidebar 5: Assessment and treatment response

» Sidebar 6: Treatment strategies

= Sidebar 7: Indications for consultation or referral to mental health specialty care
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VA/DoD CPG for MDD Algorithm

» Sidebar 1. Steps in assessment of MDD

» Sidebar 2: DSM-IV-TR diagnostic criteria for MDD

= Sidebar 3: Indications for referral to mental health specialty care
= Sidebar 4: Initial treatment strategies for MDD

= Sidebar 5: Assessment and treatment response

= Sidebar 6: Treatment strategies

= Sidebar 7: Indications for consultation or referral
to mental health specialty care

L
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VA/DoD CPG for MDD

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
Identification and Assessment W %é

= Risk factors for MDD I

- Family History of Depressive W0 = Age of Onset Under 40 » Lack af Sacial Support + Carrens Substance Abuss
d 4 « Prior Suicide Astempt + Poetparturn Peric-d
( : ar ) Screening Using the Patient Health Questionnaire 2 (PHQ-2)

{see 2009 MDD CPG pp. 17-21)
Screeriing with PH(J-2 should be complesed anrually by all patierits seen in primary care settings.

% ok of Ay
Chver the past two werks, how ofien have you been bothered by dither of the following problems? "— “‘:“" "—‘ :"

A} Little interest or pleasure in doing things. (0-3)

B) Fexling down, depressed. or hopelsss (0-3) : .
Motatall Seversldzys  Mare than balf the days  Mearly every day : :: l:
a 1 b 3 E L
p Patients with a scare of 3 or mare should be follawed up with the PHO-9. ‘ i il

= Patient Health Questionnaire P N

gutints: For paienc with  depesive diorder. PHO Depresion Seveey Idex s can be cileated and epested pver time ta mrmmadnnr,r_

Making s Diagnosis: Since th lies on patient self-repart, defnitive diagnoses must be followed up on and verified by the cinician,
taking into account any presenting fanctional impairments and/or the patient’s understanding of the questions. The dinician should als consider
P H : 2 4 relevamt information obtzined From the patient, their Funily, and other sources.
-
ar Clver the last twa wesks, how aften have you been bothersd by any of the following problams>
Noeat All Several Days | More Than Half | Nearly Every
the Diys Day
1. Little intecest or pleasure in doing things i 1 2 3
2 Feeling doven, depressed, or hopeless o 1 1 3
3 Trouble filling oe staying asleep, ar slesping too much o 1 2 3
4. Feeling fired ar having little snemry [} 1 2 &l
5. Poar appetize ce oversating 0 1 2 3

. Foeling badl abous yousself—or that you 2w ilure or bave let

yousself o yous Fasily deren a ! 3 3
7. Trouble concemtrating an things, such as reacking the newspaper or
watching relevisinn a ! : E

5 Moving ¢ singsodowly .
L - Card 4—5 rs'zm‘ugm\ hnbm dlcn 0 ! & 4
ety et o e moving arcend a ot moe

9. Thoughss that you would be bester off dead, or of husting yourslf ) . s B
i same way

Add Columas: + +
Toeal:

10,1 you chacked off any problarms, how diffirsh have thess problaems mads it for you to do
your work, take care of things at hoene, ar et along with other pecple?

Mot Difficult at All © Somewhat Dificuls " Very Dificul: " Extremely Dificul:

VAol Mo Dipremive Db Chirizal Pracicr Cicbdeli May 302

R .
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PHQ-2 Depression Screening Tool

= Administration and scoring takes < 1 minute and can be done by
any medical professional or can be handed to patients by
administrative staff

* The PHQ-2 includes a reference guide which provides
probability of MDD diagnosis based on score

= Patients with a score = 3 should be followed up with the PHQ-9




PHQ-2 Depression Screening Tool

>
)
>

PATIENT HEALTH QUESTIONNAIRE 2 (PHQO - 2)
Onwer the past two weeks, how often have you been bothered by either of
the following problemsre

A) Little interest or pleasure in doing things. (0-3)
B) Feeling down, depressed, or hopeless. (0-3)

Motatall Severaldays — More than half MNearly every day

the days
0 1 2 3

Patients with a score of 3 or greater should be followed up with PHO)-9.

36 Prob. of Somy

% Prob. of MDD Depressive Discrder

1 15.4% 36,0
2 21.1% 48, 3%
3 38.4% 5.0
4 45, 5% B2
& E5.4% B4, 5%
& TE.6% 92.9%%

Trmamsadis Bess b

L
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PHQ-9 Assessment Tool

CARDS
4-5

* The PHQ-9 consists of nine gquestions addressing
the frequency of depressive symptoms experienced by
the patient

= Administration and scoring time takes approximately five
minutes and can be done by any medical professional

* The PHQ-9 includes a guide for interpretation with proposed
treatment actions by level of severity

* The PHQ-9 can be used with DSM-IV-TR diagnostic criteria
to assist in the diagnosis of MDD
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& PHQ-9 Assessment Tool

PATIENT HEALTH QUESTIONNAIRE © (PHQO - 9)

Hams Dralec

Cresr s last beeo weaks, hosw of BN hawe you been bothered Dy any of the Tollowl g problsnms®
U2 -7 o Inckcaba WoUT arssvear)

Mot =t Adl Seweral Maore Mearty
Days Than Halt Ewary
e Days Day

1. LEHe inbera st or poa s s In ool g Hhings

2. Faclirg chovwem, Choprasseec], of hopesdees

2. Troubke Bling o staying sskesp, or deaping
s FrALICH

4. Fastireg Tred or Fersing [ snsnoy

S Pood appesttie oF onesia sl ng]

B Foelire Desc] st it ol s M—or Hheat woa
ars a ‘Bilws or FeEres mﬂ.ll'ﬁlrﬂ"’m
Famity doem

7. Trouble Corcaniraboeg on himgs., such

&3 sl T e T o weskhchirg
I:HMHDII:F P

2. Mordng or s peslang o 5 kwily thet
ottesT P opils ol 801 Eawe Mool Or e
oppesbe—baing so fdgety of resiecs Hat
WO N bes e Towirs] Aroimd & 1ok s
than usi el

= Thougites TEatyou sould be bedber ofT Clecad |
o of Furtire wou rssd T N Some ey A

Add Columns: + -+
Totalk

110 IT you chw cheec] off any probiemepfow aifeat hawe Tees problems made IEfor you b do your
weork, take cars of things st homs, or gat akong with otber people®

Mot CAMcult atal Somewhat DHT et Vary DiIfficuit Extremely DFMcUlt
VSR =TI (S riibarion Proposesc
Sympitoms " Traeatmeamt A
1-4 Frey (=T
s -s M DR s s Weschiul waRing: repsat
Sympbomes PHI-D St Kl ko U p
Treabment plan; Conskder
114 S5 Mild Major Daprasskon counzalng, Folkew-up, ard

or phes e othe rapy

I disis Inaton of
e FITesscao Hhea 1 iy’ andior
[pesac b 1 pry'

Imimssdisie Inilatbon of
e resscas tha ra pry' and,
IT 2awana Impalmmisnt o
oo _— Sewers Makr oo recEpeor s bo Hherapg

- Daprassion eoepesaclibesc] reckrTal o a3
merrial health specialist for
p=schotharapy andior
colBborathve mansgsment

B e rehe W o

1519 B8-7 Daprassion
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= Factors for assessment of
homicidal ideation

» Selected direct questions
for assessment of suicidal
Ideation, intent and/or
planning

VA/DoD CPG for MDD

I s st

-

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
Assessment of Dangerousness

e 2007 MDD CPG pp. 26-27)
Risk of vialence towards others should be sseszad by asking direcely whether or not the patient has thoughts of harming anyane.
» Assesy whether the patient has an active plan and method/means (e, weapems in the home)
» Assecx whom the patient wishes to harm
+ Assesy whether the patient has ever lost comro] and acted violendly
» Mmmes sericusness/severity of past violent behavior.
Ins the event of expressed dangercusness to slf or others by 2 person with possible MDD, steps muss be taken to ensure patient safety until further
evaluation and a referral or corsultation with a mental health professional has taken place.

L

(see 2000 MDD CPG Appendix  pp. 134-135)

Eliciting suicidal ideation, intent, and/or planning invalves 2 free and honest exchange of information between the patient and dinidan.
Familiarity with the existing epidemiclogical and demographic data concerning suicide is ussful in generating an index of suspicion. From there,
direct questioning reganting suicidal ideation/int=nt/planning may be initizted There are no data demenstrating an increased rate of suicide
attemnpts ar deaths following questioning about suicide.

Despite the lack of reliable measimes of suicide risk ameng individuals, 2 basic ssessment should:
L. Determine presence/absence of depression, delirium, andfor psychosis
2. Elicit patient’s statemenits about his'her suicddakity
3. Elicit patient’s own idess comceming what would help attenuate or eliminate suicidal destion/intent/planning
4. Ateempt to gather collutera] data from o third party in arder to confirm the patient’s story
5. A suggested sequence of suicide questions to =k is
» Are you discoursged shout your medical condition (ar sodal steation, etc )
» Are there times when you think about your siruation and fee] like crying?
» Dharing thease times, what sarts of thoughts go throegh your head?
» Have you ever felt that if the situztion did nat change, it would not be worth living?
» Have you reached 2 point that you've devisad 2 specific plan to end your life?
» Do you have the necessary items for completion of that plan readily available?
. Formulate an acute and chronic management plan. Encourage active patient participation in negetating a plan for follow-up:
' What epidemiological risk factors are present (may have to inguire shous each one individually)?
' What ather psychiatric conditions are presant (besides the ones mentionsd shovel?
»What is the level of psychalegical defense functioning?
» Has there been 2 will made recently?
» Is there talk of plans for the future?
»'What is the makeup and condition of the patient’s social sspport system? How can the patient be contacted?
» Is there active suicidal ideaticn? “How strong is (your) intent ta do this?”
+“Can you resiss the impulse to do this?™ Do you tend to be impulsive:”
»“Have you ever rehearsed how you would kill youmselfs”
+“Have any family members ar pecple close to you ever klled themselvess”

-
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= Risk factors for suicide

» Guidelines for clinical
decisions about safety

= |nstructions for referral and

for following legal and ethical

mandates

VA/DoD CPG for MDD

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
Assessment of Dangerousness (cont.)

Gathering Data on Risk Factors for Suicide

(see 200% MDD CPG Appendix C pp. 133-136)

The canses of suicide are multifactorial. The risk for suicide increases with the accumulation of risk factors in an individual. Clinician should be alert
for suicide risk in patients with a sad or depressed mood, suicidal idestion snd one or more of the following risk factors:

* Histary of previous suicide sttempts * Impulsivity or history of poor sdapeation to life stres

* Family history of completed suicide or suicide behavior » Serinus medical illness

* Presence of peychiatric illnes * Male sex

* Psychosocial disruption * Advanced age

* Means for suicide completion readily zvailzble * Caucasian race

+ Active substance abuse and/or dependence

‘There is no accepted standard screening instrument for suicidal risk. Recent publications inchuding the VA Education Module, *Prevention of Suicide:
Everyone’s Concern,”and the article by Hirschfeld and Russell provide examiples of brief, thorough screening tools (Hirschield 8¢ Russell, 1997).
Patients with evidence of intent for suicide should be offered mental health counseling and possibly hospiralization (LS. PSTF, 1996).

Patients with definize intent (suicidal/homicidal ideation, intent, anc/or plzn) to harm self or others require voluntary or involuntary emergency
psychiatric trestment (APA, 1593; DHHS pub. no. 95- 3061, 1995}, The endorsement of suicidsl ideation or intent or morbid thoughts of death
represent obwious risk factors for suicide completion, especially if intent exists with an active plan for carrying it out.

Evaluating the Avallable Data to Make Clinical Decislons About Safety

(see 200% MDD CPG Appendix C pp. 156-157)
If suicide risk is present, a stratification system is useful in terms of formulating a strategy for intervention. One such system includes the following
divisions: imminent (suicice may be attempted within the next two days) short-term (days to weeks); and long-term.

Imminent Risk — Suspect if patient endorses suicidal intent, an organized plan & presented, lethal means sre svailable, signs of psychosis (especially
command hallucinations) are present, extreme pessimism is expressed (despair, hopelessness, ew), or several sdditional risk factors for suicide are present.
Management suggestions:
4. Immediate action i required. Hospitalize or commit. [0 NOT leave the patient alone.
Short-Term Risk — Suspect if several risk factors for suicide are present, but no suicidal behaviors are present.
Management suggestions:
a. With patient’s permission, involve family member or other person close to patient and advise them of the situation.
b. If potentially lethal means of suicide completion are available, initiste steps to make these items inaccessible.
c. Collaboratively generate a safety plan with the patient and/or family member (after obtaining patient consent).
“The plan should include emergency contact numbers for the national suicide hotline (1-800-5UTCIDE) as well as information
for local hospital(s) or emergency center(s).
d. Stay in contact with the patient [tc]cphonc ca]ls,mon: frequent office visits, etc.). Frequently reevaluste risk. Document all contact
and explain decisi king process for T
. Treat psychiatric conditions as appropriate, including substmcc abuse/dependence (may require consultation from mental health
professional). Close follow-up will help to improve compliance and continue risk assessment.

£ Consider hospitalization a5 appropriate.

Long-Term Risk — The therapeutic goal is to eliminate or improve modifiable suicide risk factors. This may involve treatment of psychiatric illness
{through pharmacotherapy or psychotherapy), treatment of substance abuse, etc. Frequent reassessment is still a useful guideline, and acute situations
mandating psychiatric referral or hospitalization may arise. Thus, all of the aforementioned management suggestions should be considered even here.

Providing Appropriate Care or Referring to Stabllize and Follow Legal Mandates

(see 200% MDD CPG p. 29)

Initial steps in sssessing and caring for dangerous conditions in patients with MDD inchude the provision of appropriate care to stabilize the
situation. Depending on the sericusness of the condition and the resources at hand, this will be accomplished on-site or through urgent/emergent
referral to mental health. However, it is also essential that providers and their administrative staffs have an understanding of, and ability to access
Incal, state and federal regulations!| polmcs.-pn:u:du.ws and guidelines relating to danger to self or others. If patients represent a risk to othess,
additional notifications may be required by state or federal laws and/or regulstions. When making notifications, it is wise to consult a peer and/or

medical law consultant on the legal and ethical requirements.
" DEFENSE CENTERS OF EXCELLENCE
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= Common presentations
of MDD in the primary
care setting

* Physical conditions that are
related to depression

» Diagnostic considerations
relevant to the primary
care setting

Commaon Presentations of Depression in Primary Care

+ Multiple Otgan Systems - Symptoms from multiple organ systems,
especially neurologic, gastrointestinal, and cardizc that are difficult if
not impossible to ascribe to @ single medical condition.

+ Emotions - Patients who are emotionally flzt and verbally
unproductive, tearful or who are worried or upset out of proportion
to-the apparent severity of the problem.

VA/DoD CPG for MDD

+ Dysfunction - Patients who have cognitive o emotional
dysfunction such as forgetfulness, irritahility and loss of motivation
or energy.

+ Family History - A family history of psychiatric illness, suicide
or zhuse of any kind {sexual, physical, or substance).

+ Recurrence - Past history of similar episodes or

*Visits - Frequent, often unscheduled, patient-initiated visits to the unspecified “breakdowns.”

physician or the emergency room for unclear reasons. +“Difficult” - Patients labeled by health care providers as “difficult”
* Sleep - Sleep disturbance. ora “problem.”

+ Chronic Pain Syndromes

Pathologies Related to Depression

{see 2009 MDD CPG pp. 36-38).
Famlogy Disezse

Canllvasalar Carnnasy Artery Disesse, Coegestive Heart Falhure, Steuke, Vascular Desnentias

Chrunic Fatn Syndrome Fibroemyalgta, Reflex Sympathetic Dystropty, Low Back Pain (LEP), Chooni: Pebvic Par, Bane or Dissze Related Pain

Tepenenuttre Hearing Loz, Alzheimers Disease, Parknsons [hsease, Hunsingeon's Disezse, Other Neumdegenerative Disesges

Temune HIV {boeh prtemary and indfecsion-related), Multiple Sclerels, Systeenic Lupus Erythematnes (SLE), Sarenidels

Metabalic/Encoerine Conditions (inchudes renal and pulmenary} | Malmutettion, Vitamin Deficencies, HypoHyperthymidism, Addsors Diesse, Digbeies Mellis, Fepeic Disease
{Cierieets), Chmnic Obstractive Pulmesary Disesse (COPD) ar Asthena, Kidney Disease:

Nempiam

) any kind, especially pancreatic or czntrd nermos system (CNE)

Trurra Trazmati: Erain [sjury, Armputatin, Bum Injuris

{see 2009 MDD CPG pp. 30-33, 40-41)

* Symptom-Sign Mismatch - Suspect depression in cases of many
seemingly severe symptoms, a negative physical exam, and an
increasingly long list of normal laboratory tests. Caution: maintain the
sual vigilance for undiagnosed medical disease.

+ History - Establish duration of illness, history of prior episodes,
family history, history of prior manic/hypomanic episodes, substance
abuse znd/or other comorbid disorders,

* Physical Examination - Screen for anemia, liver/renal dysfunction
and thyroid disease, if indicated.

» Evaluate - the severity of depressed symptoms, suicidal tendencies

and psychotic features (if present).

Depression Diagnostic Considerations In Primary Care

* Labotatory Testing - Laborstory tests have value in ruling out
medical conditions that might mimic the symptoms of depression.

* General Medical Illnesses Assoctated with Depression -
Myocardial infarction, stroke (particularly left frontal lobe), cancer,
major trauma, multiple sclerosis, or any major new diagnosis,
particularly if hospitalization is involved.

+ Unexplained Treatment Failure - Clinical depression can interfere
with effective trestment of the primary medical condition, delay
recovery and significantly increase morhidity.

BT e .
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VA/DoD CPG for MDD

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD ~  Cws
Comorbid and Related Conditions )

= Co-occurring conditions | =

(see 2009 MDD CPG pp. 38-39)

| ‘ O m p I I C ate C are Other common psychiatric conditions may complicase treamment or put the patient ot increased risk for adverse curcomes. It is recommended that

patients presenting to primary care with evidence or suspicion of  co-occurring peychiatric disorder be referred to a mental health specialty for

evaluation and treatment. Conditions that should prompt the provider to consider referral may include, but is not limited to:

= [f any of the following are | - osmmn

+ Frequent and disabling nightmares or flashbacks suggestive of Post-Traumnatic Stress Disorder (PTSI).

. + Frequent use or binging of slcobol andfor other drugs despite negative consequences (Substance Use Disorder).
p re S e n t y p rOVI d e r S h O u I d + An extensive history of childhood abuse, unstable or broken relationships, or criminal behavior starting before or during adolescence, that
is suggestive of a personality disorder.

C O n S i d e r refe r ra I + Extreme weight loss suggestive of Anorexia Nervosz or = pattern of binge-eating and purging, suggestive of Bulimia Nervosa

+ The presence of a psychotic disorder {e.g, Schizophrenia) which is likely to significantly complicate the primary care management of
depression symptoms.
u P T S D + The presence of unexplained physical symptoms suggestive of a Somatoform Disorder.
+ The presence of Bipolar Disorder, since initizting or titrating routine antidepressant medication can precipitate a manic episode.
= Anorexia
Screening for Alcohol Dependence Using AUDIT-C

The Alcohol Use Disorders Test-Consumption (AUDIT-C) is 2 shorter version of the AUDIT test designed to measure consumption.
= Suicidality P ALDITO) a P

Only three questions, it differs from other tests in that it is not yes/no but 2 multiple-choice test (with scoring for each response).

L] 1 z 3 4 SCORE
1. How often do you have 2 drink containing akoohol? Mever | Manthly or less | 2-4 fimes per month | 2-3 times per week “gﬁ:rﬂs
2. Hoow mmany drinks containing diobal doyou have ona typicl day of drnlieg? | Lol Jord Sard Tw® 10
3. How often do you have five dririks oacmine? N Less than Manthl Weekl [l
oW n you Or o on ang ever nga‘h]l mthly eekly ‘]'“J‘Jd::lr
AUDIT-C Scoes (add temme 1-3)

In men, & score of 4 or more is considered positive; in women, 2 score of 3 or more is considered positive. Generally, the higher the AUDNT-C
scone, the more likely it i that the patient’s drinking is affecting his/her health and safety.

(see 2009 MDD CPG pp. 39-40)
Some depressed patients manifest periods of mania A past history of mania {lasting st Jeast one week) or hypomania (lesting at least four days)
exchudes = patient from a disgnosis of MDD,

Aceording to DSM-IV-TR, 2 manic episode is 2 distinct period of persistently elevated, expansive, or irritable mood, lasting at least four days
{hypomanic episode} or at least one week (manic episode), that is clearly different from the usual nondepressed mood and is observable by others.
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* The Alcohol Use Disorders Test-Consumption (AUDIT-C) is a 3-
item alcohol screen designed to measure alcohol consumption
and identify people who are hazardous drinkers

* In general, the higher the AUDIT-C score, the more likely it is
that the patient’s drinking is affecting his/her health and safety

* In men, a score = 4 is considered positive, identifying hazardous
drinking or active alcohol use disorders

* In women, a score = 3 is considered positive (same as above)
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{}{}{}

o

Scoring AUDIT-G

owmore
R s

ONever  OMonbly OZ21f04 0203  Odor

1. How often did you

have a drink containing I gg',% ES“E “rrrrr:; per
alcohol in the past year? month wack ek

2. 0n days in the past Olor2  O3od4  DOb5tb 0709 CHMOor
year when you drank more
alcohol how many drinks

did you fypically drink?

3. How often do you ONever  DOles CMontily  CIWeekly  OJDaiyor
fave & or more drinks than almost
on an occasion in the Montly dally
past year?

When the Audit-C is administerad by seff-report add a "0 drinks” response option to quastion
#2 (0 points based on validations studies). In addition, it is valid to input responsas of O points
fo questions #2-3 for patients who indicate “never” in response o question #1 (past year
non-drinkers).

The minimum score (for non-drinkers) is 0 and the maximum possible score is 12. Consider a
screen positive for unhealthy alcohol use if AUDIT-C score is = 4 points for men OR = 3
points for women.
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VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARECARD ~  ~ tAMDS
Comorbid and Related Conditions ‘ﬁ Y

= Differentiating MDD

(see 2009 MDD CPG pp. 38-39)
Cither common psychiatric conditions may complicare treatment or put the patient st increased risk for adverse outcomes. It is recommended thar

f - - patients presenting to primary care with evidence or suspicion of a co-occurring psychiatric disorder be referred to a mental health specialty for
r O m M a n I a/ B I p O I a r evaluation and treatment. Conditions that should prompt the provider to consider referral may include, but is not limited to:
+ Dangerousness to self and‘or others.
. + Frequent and disabling nightmares or flashbacks suggestive of Post-Traumnatic Stress Disorder (PTSI).
D I S O r d e r + Frequent use or binging of slcobol andfor other drugs despite negative consequences (Substance Use Disorder).

+ An extensive history of childhood abuse, unstable or broken relationships, or criminal behavior starting before or during adolescence, that

is suggestive of a personality disorder.

] D efi n i t i O n S Of + Extreme weight loss suggestive of Anorexia Nervosz or 2 pattern of binge-eating and purging, suggestive of Bulimia Nervosa.

+ The presence of a psychotic disorder {e.g, Schizophrenia) which is likely to significantly complicate the primary care management of

. depression symptoms.
H y p O m a n I C an d + The presence of unexplained physical symptoms suggestive of a Somatoform Disorder.
. . + The presence of Bipolar Disorder, since initizting or titrating routine antidepressant medication can precipitate a manic episode.
Manic episodes

Screening for Alcohol Dependence Using AUDIT-C

The Aleohol Use Disorders Test-Consumption (AUDIT-C) is 2 shorter version of the AUDIT test designed to messure consumption.

. . Only three questions, it differs from other tests in that it is not yes/no but 2 multiple-choice test (with scoring for each response).
= DSM-IV-TR D t
IagNOSItC ——

o 1 z E L} SCORE
- - - 1. Hiow often do you have 2 drink containing shaohol? Never | Manghly or less| 34 fimes per month | 23 times per week 4 “;ﬁﬁi"‘“
Crlterla for man Ia 2. Hoow mmany drinks containing diobal doyou have ona typicl day of drnlieg? | Lol Jord Sark Twn® 10
3. Hoow oéten do you have five ar moes drinks on one possios® Mever [mer;ﬁ:tt:]l:‘ Manthly Woekly ﬂm’dﬁly
AUTIT-C Scoee (add e 1-3)

| | R efe r ral I n d i C at i O n S In men, & score of 4 or more is considered positive; in women, 2 score of 3 or more is considered positive. Generally, the higher the AUDNT-C

scone, the more likely it i that the patient’s drinking is affecting his/her health and safety.

(see 2009 MDD CPG pp. 39-40)

Some depressed patients manifest periods of mania A past history of mania {lasting st Jeast one week) or hypomania (lesting at least four days)
exchudes = patient from a disgnosis of MDD,

Aceording to DSM-IV-TR, 2 manic episode is 2 distinct period of persistently elevated, expansive, or irritable mood, lasting at least four days
{hypomanic episode} or at least one week (manic episode), that is clearly different from the usual nondepressed mood and is observable by others.

. .
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VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD CARD 10
Comorbid and Related Conditions (cont.) and Consultation/ o b

" OVerVieW Of pSyChOSiS Referral Considerations
= Considerations for evaluation ——

(see 2009 MIID CPG pp. 27-28)
Psychosis is defined a5 2 mental state in which the patient is significantly out of touch with reality to the extent that it impairs functioning. Patients

1 ‘with psychotic symptoms may present in an acutely agitated state with 2 recent onset of disturbing symptoms, However, patients may also present
. G u I d an Ce O n Wh at Sym pto m S with enduring, chronic symptoms which are long-standing and to which patients have made a rezsonably comfortable adaptation.

I n d I Cate a n e e d fo r u rg e nt In particular, paranoid concerns that others wish to harm the patient and voices (especially command hallucinations) telling the patient to hurt him or

herself or someone else, are indications for an immedizte mental health consultztion or referral. Patients who have longstanding psychotic ilness and
refe Ir al who are able to attend to present circumstances without responding to their psychosis may be evaluated and treated for a comorbid depression in the
primary care setting.

A
i w
3
£l

It i important to bear in mind that psychotic symptoms may be the direct result of an underlying medical condition, towic state, alcohol or substance
use disorder, or may be associated with 2 mental health condition such as schizophreniz or affective illness.

Patients with a possible dizgnosis of MDD who exhibit any of the following characteristics relsted to psychosis need to be referred for urgent/

| CO n S i d e r ati O n S fo r emergent mental health intervention 2s these are inappropriate for care in the primary care setting:

+ Serious Delusions (fived false beliefs) » Caratonic Behavior (motor immobility or excessive agitation)
+ Visual or (typically) Auditory Hallucinations * Extreme Negativism or Mutism or Peculiar Veluntary Movement

consultation or referral e gt 0

- . .
Visual or auditory S ————
h a.l I u C I n atl 0 n S A. Refer to an intensive outpatient recovery program for persistent substance abuse.
B. Refer to Behavioral Health for suicidal ideation, plan or intent, or depression with vegetative symptoms (insomnia, fatigue, or
H impaired attention).
* Non-compliance or abuse of C R b i
1 1. Refer to Behavioral Health for non-compliance with or abuse of psychopharmacological medication.
p Syc_h O p h a' r m aI O g I C al E. Refer to Behavioral Health for persistent or disabling psychistric conditions or dysfunction without resslution of symptoms.
F. Refer to Behavioral Health for personality disorders or dissociative identity disorders.
m e d I Catl O n S G. Refer to Behavioral Health for patient request for consultation.
.. . H. Refer to Behavioral Health for the presence of mania indicative of Bipolar Disorder.
u S u I C I d al Ity ** For additionz] information on Bipolar Disorder please refer to the VA/DoDD Clinical Practice Guidelines for Bipolar Disorder.
. *Consultations and/or referrals should be made based upon provider experience and expertise.
= P re S e n C e Of m a n I a *Consult Behavioral Health for hospitalization considerations, psychological testing, medication Issues, psychotherapy, etc.

R .
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Inpatient admission is indicated if the criteriain Section A are met,
and the criterion for B, C or D is also met

DSM-IV-TR diagnosis is present and there is
evidence that there is a significant functional
iImpairment or subjective suffering

The patient has a serious

Patient is a ient | : :
danaer to dPatlent ![S ath mental disorder causing
) 9 anger OIO fers significant impairment of
himself/herself Es @ relsdu_ t oda functioning that would
TETHEL EISOIEEr benefit from the intensity

of acute treatment
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12 VA/DoD CPG for MDD

Overview of Treatment Strategies

Treatment Strategies (see 2009 MDD CPG p. 51-60)

PHQ FUNCTIONAL
LEVEL TOTAL SCORE | IMPAIRMENT INITIAL TREATMENT STRATEGIES*

Watchful waiting, supportive counseling, self-management (e.g.,
Mild 5-14 Mild exercise — see self-management worksheet on cards 14 and 15); if
no improvement after one or more months, consider use of an
antidepressant or brief psychological counseling.

Severity Moderate 15-19 Moderate Start with combination of medications and psychotherapy.

Combination of antidepressants and psychotherapy, or multiple
drug therapy.

Severe 220 Severe

Co-occurring PTSD, SUD, mania,

Complicated o . Start with combination of medications and somatic interventions.
or significant social stressors
Modifiers For mild — start with monotherapy of either antidepressants or
Chronicity > 2 years of symptomatology psychotherapy, or a com.blnzzmon of btf:th.
despite treatment For Mod/Severe - combination of antidepressants and psychotherapy
or multiple drug therapy.

*Initial Treatment strategy options include:

1. Psychoeducation and self-management (provided to all MDD patients) 5. Treatment of complex patients
2. Warchful waiting 6. Somatic treatment

3. Monotherapy (psychotherapy or pharmacotherapy) 7. Inpatient and residential

4. Combination psychotherapy and antidepressants
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Psychoeducation

Psychoeducation ¢. Successtul treatment often entails medication and/or
(see 2009 MDD CPG pp. 51-55) dosage adjustments in order to maximize response while
* Psychoeducation should be provided for individuals with depression minimizing side effects
at all levels of severity and in all care settings and should be provided d. Most people need to be on medication for at least six to 12
both verbally and with written educational materials. months after adequate response
* There should be education on the nature of depression and its e. It usually takes two to six weeks before improvements are seen
treatment options and should include the following: f. Continue to take the medication even after feeling better
a. Depression is a medical illness, not a character defect g. Do not discontinue taking medications without first
b. Education on the causes, symptoms, and natural history of discussing with your provider
major depression *» Education focused on treatment adherence should focus on
c. Treatment is often effective and is the rule rather than the following:
the exception a. Education on the risk of relapse in general; essentially,
d. The goal of treatment is complete remission; this may that relapse risk is high, particularly as the frequency of
require several treatment trials prior episodes increases
e. Treatment of depression can lead to decreased physical b. Education on how to monitor symptoms and side effects
disability and longer life c. Education on early signs and symptoms of relapse or
f. Education about various treatment options, including recurrence, along with encouragement to seek treatment
the advantages and disadvantages of each, side effects, what to early in the event these signs or symptoms occur.
expect during treatment, and the length of treatment * Psychoeducational strategies should be incorporated into structured
* When antidepressant pharmacotherapy is used, the following key and organized treatment protocols, which entail structured
messages should be given to enhance adherence to medication: [B] systematic monitoring of treatment adherence and response and
a. Side effects often precede therapeutic benefit, but typically self-management strategies.
recede over time while benefits increase
b. A slight increase in suicidal ideation in the first month may occur
and patients should contact their provider if this does occur.
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= Depression education for
patients and their families

» Self-management
topics including:

VA/DoD CPG for MDD

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD

Patient Education and Treatment (cont.)

+What 1s Major Depresston? - An illness, characterized by
depression that is helieved to be associzted with bischemical changes
in brain function. More than just 2 feeling of sadness, it affects
day-to-day thoughts, feelings, actions, and physical well-heing.

+ Myths - Major depression is not 2 trivial disorder, may not go sway
on its own and is not the result of personal weakness, laziness or lack
of will power.

+ Incidence - Depression is one of the most common illnesses treated
by health care professionals.

+ Rusk Factoes - Femnales, people with a first-degree relative with
depression, 3 history of drug or alcohol misuse or a history of anxiety
or eating disorders have an incressed chance of kaving depression.

+ Treatment Response - Depression is very responsive to treatment
through antidepressant medication, psychotherapy or 2 combination.
People do get better.

+Medications - All antidepressant medications take several weeks to
produce their full effect. They are not addicting,

+Medication Side Effects - Disauss medication side effects or
other problems with your primary care manzger. Most problems
can be resolved.

+Don't - Dirink alaohal, self-medicate, or blame yourself, Talk
with your provider before making major life decisions or
changes during trestment.

Do - Get plenty of rest, exercise, eat regularly, and socizlize.

* Outpatient vs Inpatient Care - Most patients with depression are
successfully trested in the outpatient setting. Inpatient hospiraliztion
is generally reserved for patients who have delusions or hallusinations
or are a dznger to themselves or athers.

+ Consultatton/Referral - Sometimes a second opinion is required
because 2 combination of treatments might work best, or the
depression is severe or lasts a long time or the first treatment did not
work well.

+Treatment Compliance - Take medication as directed, including
dosage, frequency and length of time prescribed. Follow-up
appointments with your provider, = mental health specialist or others
need to be kept.

* Sulcide - Thowghts of death often accompany depression. If you
are thinking shout hurting yourself, discuss these thoughts with your
provider. If not available, seek immediate emergency care or tell 2
tristed friend or relative who can get you professional help fght sway.

+ Communication - Discuss feelings, activity, sleep and eating patterns,
as well as unusual symptoms or physical problems with your provider.

* Recurrence - Depression is often recurrent. Long-term use of
antidepressant medication or more frequent therapy sessions are
sometimes indicated.

= Nutrition

= EXxercise

= Bibliotherapy
= Sleep Hygiene
= Alcohol use

Self-Management

Self-Management
(see 2009 MDD CPG pp. 53-55)

* A major gosl for the use of self-management strategries is to enhance
the patient’s active engagement in trestment. A commaon strategy is
foor & patient to collshoratively select one or two self-management
goals st 3 time to pursue during treatment. Education should
incorporate principles of self-management and may inchude
information and goals related 1o
a. Nutrition — Often patients with MDD do not heve a balanced

diet. Expert opinion suggests that diet should be included in the
therapeutic content. However, there is not a robust evidence base
that improving diet impacts treatment outcomes,

b. Exercise - MDD is associated with low levels of exercise. There
is fairly strong evidence that exercise often has significant
antidepressant effects.

c. Bibliothesapy — Bibliotherapy (the use of self-help texts) mayhe
helpful to patients for understanding their ilness and develop-
ing self management skills. Guided self-help programs which entail
a cognitive behavioral focus and intermittent monitoring and over
sight by a heslthcare professional are significantly more effective
than no treatment control and as effective as more traditionally
delivered modes (e.g., individusl or group cognitive
behavioral therapy).

d. Sleep hyglene — Patients with MDD often have substantial
sleep problems including insomniz, hypersomniz, and disturbances
of sleep maintenance. Education regarding appropriste sleep
hygiene should be included for patients exhibiting any
sleep disturbances.

e. Tobacco use — Tobacoo use has been demonstrated to impact on
the recovery of depression; therefore, patients being treated for
depression should be advised w0 abstain until their symptoms remit
Referral or treatment of nicotine dependence should be considered
in patients treated for depression.

£. Caffeine use — Expert opinion suggests that excessive caffeine use
may exzcerbate some symptoms of depression sich as sleep
prablems or anxiety symptoms.

£ Alcohol use and abuse — Even low levels of alcohol use have
been demonstrated to impact en the recovery of depression; there
fore, patients being treated for depression should be advised to
abstain until their symptoms remit.

h. Pleasurable Acttvities — Depression has been conceptualized by
hehavioral thearists as the loss or significant decrement of
reinforcing activities, Behavioral activation (the systematic
scheduling and monitoring of pleasurable or reinforcing activities)
has been shown to have significant antidepressant effects.

LERLE
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Cards

14-15

= Sample patient
worksheets for

self-management
» (Cards 14-15)

VA/DoD CPG for MDD
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Patient Education and Treatment (cont.)

Self-Management Worksheet

1. Make time for fun physical activitles and exerclse.
Exercise can improve your moad. Even taking = short walk may help
you feel z little better.

For days next weelk, I'll spend at least minutes doing

2. Find time for pleasurable activities.

Even thowgrh you may not feel as motivated or happy 25 you used w,
commit to scheduling a fun activity (such as a favorite hobby) at least a
few times 2 week.

For days next week, I'll spend at least minutes doing

{Remember to make your goal both easy and reasonable.)

3. Spend time with people who can suppart you.

It's easy to avoid contact with people when you're feeling down. But

it’s during these times that you actually need the support of friends and
famnily. Try explaining to themn wiat you are feeling. If you dort feel
comfortable talking about it, that'’s all right. Just asking them to be with
you, maybe during an activity, is a good first step. Suggestions: Meet a
friend for coffee or to play cands, take a walk with a neighbor, or work
in the garden with your spouse.

During the next week, I'll make contact at least times with
{name) doing/talking about

4. Practice relaxing,
For many people, the changes that come with depression be stressful.
Since physical relaxation can lead to mental relsxstion, try deep
breathing, mking 2 hot shower, or just finding a quiet, comfortable,

and peaceful place. Say comforting things to yourself like *It's going to
get better”

For days next week, I'll practice physical relaxation st
least times for at least

minutes each time.

5. Avold making major Iife decisions when you are feeling depressed.
Major decisions might inchlude changing jobs, making a finencial
investment, moving, divorcing, or making 2 major purchase. If you feel
you must make a major decision about your life, sk your care provider
or someone you trust to help you.

If I meed to make 2 major life decision, I will resch out to

6. Pace yourself. Set simple poals and take small steps.

It's easy to feel overwhelmed by problems and decisions, and it can be
hard to deal with themn when you're feeling sad, have little energy, or
aren’t thinking as clearly as usual. Some problems and decisions czn
be delayed, but others can’t. Try breaking down a large problem into
smaller ones and then taking one small step at a time to solve it.

Give yourself credit for each step you take.

The problem is:
My groal is:
Step 1:
Step 2:
Step 3:

7. Eat nuiritious, balanced meals.
Many people find thar when they eat more nutritious, balanced meals,
they not only feel better physically, but also emotionally end mentally

Dhuring the next week, [ will improve my diet by-

{Foxample: “Sirive for froe.” Eaf af feasd frve fruils and vegelabies a day. )

8. Avold or minimize use of alcohol.
Alcohol is 2 depressant and can add to feeling down and slone.
It can also interfere with the help you may receive from
antidepressant medication.
I will restrict my zlcobol intake to no more than two drinks

on no mare than two days per week.
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= Sample patient
worksheets for self-

management
» (Cards 14-15)

= Sleep hygiene
Improvement plan
» (Card 15)

Patient Education and Treatment (cont.)

Self-Management Worksheet (cont.)
9. Develop healthy sleep habits.

Sleep problems are commeon for those with depression. Getting enough
sleep can help you feel better and more energetic

1 will creste a plan for improving my sleep, using the Sleep
Hygiene Improvement Plan on the following pages.

10. Follow your care provider’s instructions about your treatment
and communicate openly.

It is very important to take your medicine as prescribed each day and
to keep your appaintments with your provider, even when you begin
to feel better. Ask your provider if you have any questions or concerns
about your treatment. Tell your provider about your feelings, sctivities,
sleep and eating patterns, unusual symptoms, or physical problems.
Twill tzke my medication esch day st (time), even when
I'hegin to feel better.

I will keep my appointments with my provider and
be honest shout how 1 am feeling.

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD T

11 Tell someone if you are thinking about death or hurting yourself.
Thoughss of death may accompany depression. Always discuss this
symptam with your care provider or tell & trusted friend, your spouse, or
a relative who can get you immedizte emergency professional help.

1 I amn thinking about desth or hurting myself, I will call

12. Practice positive thinking.

With treatment, most peaple with depression can begin to feel hetrer,
but it may tzke some time. Remember that negative thinking (blaming
yourself, feeling hopeless, expecting failure, and other similar thoughts) is
part of depression. As the depression lifts, the negrative thinking will ako,
When I have negative thoughts, I will tell myself

{Example: *Depression is highly treatsble. | am taking steps to help
miyself feel better™)

Use this worksheet to develop a plan for improving your sleep. It will
take time for your sleep to improve, so stick with your plan for at least
six to eight weeks.

1. Ensure that your bedraom is quiet, dark, and hasa

comfortable temperature, and that your mattress and pillow are
in good condition.

Twill mazke the following changes to my bedroom:

2. Stay on a regular sleep schedule.
Twill get up at am.,seven days 2 week, no matter how

poorly 1 slept overnight.

3. Limit time in bed.
I have been sleeping an average heurs per night. Thesefore,

hours (same number).

Twill limit my time in bed to
If 1 am not asleep in 15 to 20 mimtes, T will get up and not returm

to bed until | am sleepy.

4. Exercise regularly, but not within two hours of bedtime.
Twill do for
days each week:

minutes on the following

5.Take a hot shower or bath one to two hours before bedtime.
Twill take a hot shower or bath at pm.

6. Eat a light snack at bedtime but avold large amounts or foods that
can create Indigestion.

Twill eat or
ar before bed.

7. Cautlously use sleeping pills.
If you are currently using sleeping pills regularly, your care provider
should medically supervise any changes.

8. Avold caffeine, nicotine, and aleahol six to eight hours
before bedtime.

BT e .
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Cards

16-17

= Overview of treatment
Interventions including:
= Psychotherapy
» Pharmacotherapy
= (Card 16)

VA/DoD CPG for MDD
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Treatment Interventions

‘Watchfiul Warting
{see 2009 MDD CPG pp. 55-56)

= Watchful Waiting (WW) is defined as prospective monitoring
(i.e., four to eight weeks) of symptoms and disability and is a strategy
to be used in mild cases of depression to differentiate 2 diagnosis
of major depression from an adjustment disorder, uncomplicated
bereavernent, or minor depresion.

* In patients with relatively few depressive symptoms, the diagnosis of
major depression or dysthymiz may not be self evident.

= In patients with likely sdjustment disarder, hereavemnent or
subsyndromal depression rather than major depression, 2 period of
WW should be initiated. WV should only be considered when
systemztic follow-up assessments can be conducted.

= WW should incorporate psychoeducation, general support,
and prospective symptom maonitoring aver a four to eight
week period.

= There is an evidence base that 2 substantizl number of patients with
minor or subsyndromzl depression will improve without formsal
treatmenss such g5 antidepressants or psychotherapy. Therefore, it is
important not to expose patients to the expense or burden of
treatments that are not recommended.

Peychotherapy
(see 200% MDD CPG pp. 101-107)

= Evidence-based psychotherapies and antidepressant medication are
effective for most patients across the spectrum of depressive
patients seen in outpatient settings. Generally, medication, an
evidence-based psychotherapy, or s combination of both, should be
considered a5 first-line treatment in most cases,

= Evidence-based psychotherapies for depression are usually brief
(six to 12 sessions), are focused on current concerns, and assist the
patient in eltering their thought patterns and behavior.

= In onder for psychotherapy to be most effective, patients should be
active participants who sitend sessions consistently and follow
through with agreed vpon action plans.

= If the patient is not engaged in therapy after six weeks or is worse,
consider antidepressant medicstion in addition or if slready receiving
medications, adjust sccondingly.

= A combination of psychotherapy and medication should be tried for
patients who have not responded to either approach slone during the
current episode or who have responded well to combination therapy
in prior episodes.

Types of Shori-Term Psychotherapy
(see 2009 MDD CPG pp. 108-129)

= Cognitive Behavioral Therapy — Should be considered as =
first-line treatment.

= Interpersonal Psychotherapy — Should be considered a5 &
first-line treatment.

= Behavioral Therapy — Found most effective for the geristric
patient population.

Overview of Treatment Interventions

Monotherapy
(see 2009 MDD CPG pp.56-37)

= ML} or mild-moderate MIDID, necessitates the initiation of

treatment in order to prevent further disshility, psychic pain

and maortality, A thorough and heartfelt discussion with the patient
may delineate the proper therapy (either the use of an antidepressant
or psychotherapeutic intervention).

* Patients who are diagnosed with mild-moderate MDD should receive

an initial trial of monotherspy that incorporates either an
antidepressant medication or psychotherapy.

= Patient preferences, resources, and tolerability of treatment should be

considered in determining the choice between an antidepressant
and peychotherapy.

= Monotherapy should be optimized before proceeding to subsequent

strategies by monitoring outcomes, maximizing dosage (medication
or psychotherapy), and allowing sufficient response time (sight o
12 weeks).

Combination Th
(see 2009 MDD CPC pp.57-38)

= In the initial treatment of moderate to severs MDD, the concurrent

use of psychotherapy and antidepressant medication demonstrated
statistically significant improvements in outcomes relative to
monotherapy. Combining psychotherapy and antidepresssnt
medication is glso one of several legitimate slternative strategies to
partial response of treatment non-respanse.

= In patients with moderate to severe MDD, the initial trestment

strazegy should inchude both empirically validsted psychotheragy
and zn antidepressant medication.

= Patient preferences, resources, and tolerability of treatment may

override this recommendation in certin droumstances. In these
circumstances, more aggressive monotherapy should be considered
as well as adapting weatment when response is not robust.

Pharmacothe:
{see 20080 MDD CPC p.83)

= There is insufficient evidence to recommend one antidepressant

medication over znother for all patients.

= The choice of medication is based on side effect profiles, history of

prior respanse, family history of response, type of depression,
concurrent medical illnesses, concusrently prescribed medications,
and cost of medication.

* Selective Serotonin Reuptake Inhibitors (S5R1s) slong with

Serotonin Norepinephrine Reuptake Inhibitors {SNRIs), Bupropion
and Mirtazapine are considered a first-line trestment option for
adults wich MDD,

= Generally, 55R1s or Venlafaxine are first-line antidepressants for

patients in the primary care setting becanse of their low toxicity and
ease of sdministration relstive to other antidepressants.

= Generally, initizl doses used for the elderly should be lower than in

healthy adults.
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* Treatment of
complex patients
= (Card 17)

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD

Treatment Interventions (cont.)

2 :
Overview of Treatment Interventions (cont.)

Pharmacotherapy (cont.)
(see 2009 MDD CPG p.83)

+ Diiscontinuation of antidepressant maintenance therapy should be
done with  slow taper, as it may result in adverse withdrawal symp-
toms or return of original depressive symptomes. Tapering should
be guided by the elimination half-life of the parent compound and
metaholites, and by close monitoring of depressive symproms.

Managing Medication Side Effects

* Insomnia — Confirm time of dosing is daytime hours, decrease dose
or change antidepresants.

+ Sexual Dysfunction — Common with all S5RIs, SNRIs and others,
Change antidepressant to Bupropion or Mirtazapine since these two
medications are considered an alternative for patients who have
experienced sexal side effects with other antidepressants.

Treatment of Complex Patients
(see 2009 MDD CPG p. 58)

Refractory Depression

(see 2009 MDD CPG pp. 78-80, 97-99)

If partizl response to one antidepressant after six weeks then you may

consider the following:

» Increase dose of the current antidepressant.

* Change medication to another antidepressant in the same class
or switch classes of antidepressants.

* Augment current medication with another medication or combine
with psychotherapy.

* Bupropion SR (initial dose of 100mg BID) or Buspirone (initial
dose of 7.5mg BIDY) are the preferred initial augmentation strategies.

* Another aption is to add as augmentation for first-line and TCAs:
Lithium carbonate, 300 mg or 450mg as a single daily dose or in
divided doses or Linthyronine (Cytomel, T3), 25 micograms initisl
daily dose. Baseline T4 or TSH are not predictive of response but
useful to monitor TEBH suppression during T3 therapy.

* ECT may be used but should be followed by maintenance treatment
with antidepressant or repeat trearment with ECT.

Second Opinton or Referral

Consider for the following:

* Buicidal patients

+ Patients who need hospitalization

* Patient request or need for psychotherapy

* Psychosis

* Bipolar Disorder

= PTSD

* Somataform Disarder

* Patients who require specialized trezrment (MAOT, ECT,
light therapy)

* Meed for involuntary commitment

* Patient who is pregnant or wants to become pregnant

= Cases where there is difficulty ascertsining the dizgnosis

* Patients who have severe psychosocial problems

* Diepression accompanied by panic, generalized anxiety disorder
or phobias

= Diepression sccompanied by obsessive compulsive [0

* Diepression accompanied by eating disorders

= Presence of complex general medical problems

= Treatment non-complisnce

Somatic Treatments
(see 2009 MDD CPG pp. 58-59)

*There is evidence to support the efficacy of ECT for patients with
refractory MDD, While ECT is efficacions in MDD in general, it is
often reserved for more severe cases based on patient preference,
safety, residual side effects and stigma. Vagus nerve stimulation {¥INS)
is & relatively novel trestment and lecks a strong evidence base that
allows recommendations in specific patients.

+ Somatic treatment strategies should be prescribed and monitored
only by physicizns who have specific training and expertise in the
management of treatment-resistant depression and the use of
these devices.

a. ECT is 3 recornmended treatment strategy for patients who have
failed multiple other reatment strategies.

b. ECT may be a first-line treatment for pregnant women, patients
with psychotic depression, catatonic patients, or patients who have
severe self-neglect issues.

©. VNS is currently FDA approved only for treatment of resistant
depression for patients who have failed to respond to at least four
adequate medications and/or ECT trials.

Inpatient and Residential Treatments
(see 2007 MDD CPG pp 39-60)

= Inpatient and residentizl settings are used to provide acute
stabilization and to provide a safe environment. Inpatient care ususlly
lasts no more than two weeks and should be linked to ongoing
outpatient or residential care, Residential care can Jast up to six to 12
maonths and provide a therapeotic environment in which the patient
can develop 2 social network, work toward independence, and learn
sufficient coping shills.

= Patients who express suicidal or homicidal thoughts or who are
unable to provide basic self-care should be considered for admission
to an inpatient psychiatric unit.

= Patients with unstzhle socizl networks or who lack signifiant support
in the community may require sub-acute care in a residential setting,

* Residential settings may be particularly warranted for patients who
are homeless.
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= Step-by-step
recommendations for
Initiating medication
treatment

= Guidance on when to
reassess symptoms and
suicidal risk

» Guidance on tolerability
and adherence to
medications

= When and how to re-
evaluate the diagnosis
and treatment plan if
patients fail to respond
to medications

VA/DoD CPG for MDD

VA / DoD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD
Medication Treatment Response and Follow-Up

&6

Treatment Response and Follow-up (see 200% MDD CPG p. 80)

STEP PATIENT CONDITION OPTIONS REASSESS AT:
Initial Treatment = Initiste low dose antidepressant 2 Weeks*

= Increase dose

2 Mo response to initial low dose antidepressant E"::'f_fc' longer duration 4to 6 Weeks
= Consider referral to specialty care
= Bwitd

3 Failed 2+ trial of antidepressant = Augment or combine %t 12 Weeks
+ Consider referral to specialty care

R R, . . * Reevzluate dizgnosis znd treatment
4 Failed 3% trial, including augmentation « Consider :l:ﬁ:r_;gal t0 specialty care 12 to 18 Weeks

*If treatment is not tolersble, switch to another antidepressant.

Ongolng Clinical Assessment

» Initially, see patients frequently (every one to two weeks for four to six weeks) to sssess trestment compliznce and the patient’s response. Assess”
reassure the patient regarding side effects, adjust medication, evaluate risk factors for suicide, answer questions, rule out comorhid disarders and/or
refer for counseling,

*When a therapentic response has heen reached (within about four to six weeks) continue dosage. Reassess at 12 weeks. If patient in symptom
remission, continue medication at the same dosage for up to nine months. Conduct office visits or telephonic communication monthly following
symptom remission.

» Maintenance phase trestment is recommended for patients with three or more episodes of major depression or two er more episodes in
combination with nother risk factor for recurrence. , o1 those in professions that involve safety (pilots, boat captains, etc.). In these cases, the
patient should remain on prophylactic anti-depressant medication for one or more years after remission of the acute episade at the continuation
phase dosage.

Assess Depressive Symptoms, Functional Status and Suicide Risk

* The PH(}-% should be used to monitor treatment response st four to six weeks after initiation of treatment, after esch change in treatment, and
periodically until full remission is achieved.

* In patients who reach full remission, assessment of symptoms should be continued periodically to monitor for relapse or recurrence.

» Patients with suicidal ideation should have a careful evalustion of suicide risk.

Tolerability of Treatment

» Using a clinical interview, assess for trestment burden (e.g., medication side effects or adverse effects, attending appointments) sfter initiating
or changing treatment, when the patient is non-adherent to trestment, or when the patient is not responding to treatment.

» Identified side effects should be mznaged to minimize or alleviate the side effects.

Adherence to Treatment

» Adherence should be assessed directly and routinely, targeting common reasons for nonzdherence (e.g., side effects, lack of efficacy, feeling better).

* Providers should give simple educational messages regerding antidepressants in order to increase adherence to treatment in the aoute phase
of treatment.

* In primary care, utilize collaborative care personnel (e, nurses, social workers, psychologists) and systems strategies to enhance sdherence to
treamment beyond the scute phase.

» Collsborative care strategies used by mental health specialists focus en patient education via systematic in-person or telephonic follow-up!
monitoring to sddress adherence, relapse prevention issues and self-management strategies.

» For patients who are at high risk for non-adherence to antidepressant medication, refer for psychotherapy to increase medication adherence
and decrease the chance of treatment discontinuation.

Reevaluate Diagnoses and Treatment Strategy for Non-Response

In trestment of non-responders, the diagnosis of MDD should be reconfirmed snd the patient should be sssessed for factors that may contribute

to non-response. Referral to mentzl health specislty for 2 comprehensive assessment may be considered. Evalustion should inchde:

r UEFENSELENTERS TF EXLELLERLE
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» Clinical notes that Documentation

This card summarizes the Primary Gare Manager’s depression assessment and frestment documentation requirements.

Involve a mental health Recogniton - Vita Sgas, Vit Information, and Depression Self Assessment

Patient presents with depressive symptoms 2ndfor complzints, or the clinician suspects depression. Ask the patient to complete your facilitys

i S S u e S h O u I d i n C I u d e th e designated outpatient forms for depression. Ancillary staff can assist in this process.

Review the following information with the patient: reason for visit, vital signs, tobacco, sleohel or drug use, pain assessment, deployment-related
visit, allergies, medications, and total score on the PRIME-MD PHC) and the AUINT-C screening.

following elements: p————

Complete the Medical History and Physiczl Assessment. Rule out mediczl problems, especially thyroid disorders, substance abuse/dependence

u R eco g n Itl O n (especially alcohol or cocaine use), ocoult malignancies and the use of some cardiovascular drugs, antihypertensives, sedstive/hypnotic agents,
anti-inflammarory/analgesic agents, steroids, and other medications that may contribute to depression.

Assessment Complete 2 Mental Status Assessment.
Diagnosis Diagnosis & Risk Factors - DSM-IV Diagnosis and Risk Assessment

Provide a Diagnosis.
Treatment p lannin g Review Red Flag Risk Factors. Check all that apply:

CARD 19

‘i

+ Establish 2 DEM-IV Diagnosis.

Dioes the patient need emergency treatment?

. + Buicidal thoughts and/or plans which make you uncertain of the patient’s safety.

E d u Catl O n + Assaultive/homicidsl thoughts sndfar plans which make you uncertzin about the safety of the patient or others.
* Inahility to care for self.

+ Psychotic thinking.

1 1 + Maznia
M 0 n |t0 rl n g an d fOI IOW_ u p . Sc:;::u mental/medical disorder causing significant impairment of social, familial, vocationsl or educstional functioning.
+ Delirium.
If any of these conditions are present, consider referral/consultstion to Behaviorsl Health andfor hospitalization.

Is acttve chemical abuse/dependency present? If present or suspected, consider referral for 2 chemical dependency assessment.

. Sy S t e | I l -— I eV e I | I l et r I C S Is there a history of non-compliance with or abuse of psychopharmacological medication? If present or suspected, refer to Behavioral Health.

Is there a strong sugpestion of a personality disordes? If present or suspected, refer to Behavioral Health.

can address: —————

Complete 2 Trestment Plan. Involve patient end family. Review and obtain concurrence and response to plan.
= Aspects of care such as T ol e Wk Wt
* Psychotherapy and Medicstion Combined.

d ete Cti 0 n y d i ag n OS i S y O utCO m eS * Swmndard Laborstory Work-up with more specific tests ordered ss indicated by patient’s condition.

+ Referral to Behavioral Health.
. . + Referral to Other Services (Nutrition, Substance Abuse Program, Case Man ent, etc ).
= Criteria such as mental status N
exam (MSE), red flags, T -
. v tient and Family [-";Jmatcln and Instruction. { Videos, E!'oc]mn:s, Handouts)
consultation, treatment plans | VA Do or Ot MIT Apprred Deprosson e

| = WA/ Dol) or Other MTF-Aporoved Antideressant Medicatinn Handouts

Education- Patient & Family Education and Instruction
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- C||n|Ca| nOteS that InVOIVe System Level Performance Metrics
a mental health issue Aspect ofGae - Dtecton

Purpose - To determine if providers are screening for depression in their patients.
Measure - Percent of patients seen in a general medicine, primary care, women's primary care clinic who were screened for depression during the

should include the Pran of e

fO”OW“’]g elements: Aspect of Care - Assessment / Diagnosis
= Recognition

‘!

Purpose - A means to evaluate the prevalence of depressive disorders in a primary care population 25 compared to expected rates.
Measure - Percent of patients diagnosed with a depressive disorder during the previous 12 months.

Aspect of Care - Assessment / Diagnosis

[ Purpose - To measure the adherence in the guideline regarding sdequacy of treatments.
Assess m e nt Measure - Percent of patients newly diagnosed with and treated for a major depressive disorder during the past 12 months who continue

on prescribed medication for at least %0 days in the next 120 days or at least eight psychotherapy sessions in the next 180 days.

" DlagnOSIS Aspect of Care - Effectiveness / Outcomes

| | i Purpase - To measure whether clinicians are assessing the outcomes of depression treatment.

T re atm e nt p I an n I n g Measure - Percent of patients who were seen during the past 12 months with a diagnosis of major depression who have 2 systematic
symptom sssessment 12 weeks following diagnosis, or if in remission by week 12, then 2 systematic symptom assessment is performed
H at the time of remission.
= Education
- Additional System Level Performance Metrics

Monitoring and follow-up

Criteria #1 - Mental Status Examination

Purpase - To measure assessment of depression.
Measure - Medics] record documentstion supports a mental statis assessment was performed that specifically sddress mood and affect, sensorium,

= System-level metrics e

Criteria #2 - Red Flag Risk Factors

.
C a.n ad d r e S S . Purpose - To measure assessment and recognition of symptoms that warrant consultation or referral to behavioral health (or other service).

Measure - Medical record documentation supports assessment of Red FlagI Rigk Factors (danger to self or athers, peychasis, delirium, personality
disorder, substance ahuse, manic symptoms, and other mentz] disorder cansing significant impairment).

= Aspects of care such as S ——
d ete Cti o n ] d i ag n OS i S ] O UtCO m eS Purpose - To measure appropriste consultation or referral to behaviorsl heslth (Red Flag Risk Factors, medication failure, medication

noncompliznce or abuse, unclear disgnosis, psychotherapy, or patient request] or other services (based on medical or social services need).

. C rlte rl a S U C h aS M S E ) red ﬂ ag S ] Measure - Medical record documentation supports appropriate referral to behavioral health or other services.
consultation, treatment plans e

Purpose - To measure the formulation of a treatment plan based on current assessment.
Measure - Mediczl record documentstion supports treatment planning (medication, treatment monitosing, referraks if required, clinic follow-ug,

general instructions, review with patient, and patient’s response to treatment plan).
" DEFENSE CENTERS OF EXCELLENCE 43
e F—y ey —




ng VA/DoD CPG for MDD

VA / DoD — DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD FARD 2
Antidepressant Medication Table Py e (
,@ P
lr'.u-tl.'u-l
Selective Serotonin Reuptake Inhibibors (SSRI1s)
GENERIC ADULT ADVANTAGES DISADVANTAGES FREGHANCY SAFETY MARGIN EFFICACY
[BRAEND KWAME) STARTING MYSE GATEGDRY
(WA PER DAY
Ciralopram Iratial adult dose = g Bllay e m=ed for dubetic Mo evidence of Incressad Serioes systemic Bezspomess rate
[L8S F= ] QI Max dosefday = mezopathe'® Generic. Possthly efficacy by dose escalatiom bomicity bas pooermed Mild deprzssion
&0mg. Max gerairic doss” | fewer cytochome PASD within the first 4 wesles. C with overndnss ' = -7 weale_
day = dlmg T@.L’J CCYPAS0) Intecactions * May be | Diose escalation after & weeks T dioss
taken without rgacd o meals” appeaced less effecites than shorwdy to prevent Moderate depoession
32 M dasly dosing. comtinulng the same dose. chnically sgnaficane = B-12 weaks
disoofnuation
Escmlopram Imatial adult dose = 10mg Semntiomer mone potent than | Mo evidence of Incregsed oms.” Severe depression
[Lemampro) ¥ Max adult dossday macemic (Cialopam).” 1{mg efficecy by dose escalatiom g Interactions may = pagrmeniative
=g Ieitlal peclatric diose oz effective Cooe within the first 4 wesles. - mchide MLACH s, stTwingies, CONCIITERE
dcar = L 0oy QI ﬂ; 'll1r_'l'n:r_|: regerdl bo Do escalation after & wesks Tracyche administrarion of
P d‘ﬂfdm appearsd les mfacoye chan Antdepressams, adyemncts (referrad in
conticulng the same dose, C;:h;n;mu 3 spechlist).
Warf lotinth
Flaometine Imittal adult dose = 20mg Lomg balf-life good for poor Slower o reach steady srate. ! ﬁmﬁ !
[Promc) Q. Max adult doss’ pdhsrence, missad domas 1 Sameimes oo :und.:.ﬂ.r_\-g.' Ed';h'.‘h:m.l:n:.
day = Bllmg (. Imtial Genzrlc May be tmken with ar Posstbly mare CYPE50 Tarmowifen, Tetraben
geratric dose = 10mg (0. | without food *# FIM aporoved Interactions 2 Showld not be L szine, Thioriderine end
User lower doses In the for OsCI0 e=p in childoen =7 taken at pight n the eldecly Fiprasidone
eldeshy 12 and MDD in children =8 132 enless for sedation ' Assnozted )
AM datly dosting. with rash end allecgic events.'>*
Flhocmetine Sy O week Ome= weekly dosing 1n. the Iff 2 smatfactory mesponss Is not
[Proeac) Weekly o n:]nherl.:.nk;:elrmmr;liy for mainmined with once weekly
patimts who heve respondad 1o dosing, consider p=-estahlishing C
sdmimistration 37 2 datly dosing regimen =2
Poextbly mare CYPE50
Imtenctons
Pamm=tine Iratial adult dose = Hmg Bellay be taken with oo without O the 85REs, highest mported
(Pazxdl} ¥ Max adult dossfday = | Focd *3* Am daily dosing. dc rete, highest rate of sexml]
5 Q0 Inisal gertatie | Generic dysfunction and weight
dosr = 1 ey O Max gRin. Sometmes sedating
genatric dnse and more ans-cholinergic o
] Ry s, * Possthly moce
CYP450 Interactions.* Avold In
PIEgNEncy
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Antidepressant Medication Table

Black Box Waming for all Antidepressants: Antidepressants increase the risk of suicidal thinking and behavior in young adults (18-24) with MDD and other
peychiatric disorders.'** Appropriately monitor and closely observe for clinical worsening, suicidality or unnsual changes in behavior particularly during the initial
1-2 months and during periods of dosage adjustments. 122 Short-term stodics did not show an increase in the risk of suicidality with Antidepressants compared to
placebo in adults beyond age 24; there was a reduction in risk with Antidepressants compared to placcbo in adults aged 65 and older, '2*

Medications That Can Cause Depression

MEDICATION/CLASS | ASSOCIATION COMMENTS
Beta-Blockers - Recent, better designed investigations have not supported earlier Gndings that beta-blockers increase the risk of depression. Proprancle] and Sotalo] have side effects
labeled as depression.
[Cc;l:d;::lll-’::hm = +- An asaciation between CCBs and depression or suicide has been reported in some studies; other studies have not found an association.
ACE-inhibitors +i- Conflicting reports of an assodation; some trizls have reported an improvemnent in mood.
e - i A meta-analysis reported an association between cholestern] bowering and suicide, violent, and accidental deaths. It is not clear whether the increased risk of
TANg dge * martality was secondary to the lowered cholesterol or the intervention(s). No such assodiation has been found with the newer lipid-lowering agents (ie., the statins).
Reserpine, Clonidine, N Reserpine and the other ramwolfia alkaloids have long been associated with depression. The frequency ard stremgth of association may have been exaggerted by the
Methyldopa high doses used in the past. Clonidine and methyldopa may also cause sedation and symptoms of depression.
Corticosteraids - ‘The majority of studies support an association. Corticostercids, particularly higher doses, are associated with psychosis and mania.
idc]cdti:?\g?ﬁl-&mpm +i- Data primarily suggest a lade of relationship between SERM s and depression. Confounding by diagnosis (usually breast cancer) may acoount for positive links.
NSATDs - Rare psychiatric symptoms, not limited to depression, have been seen.
HI-antagonists - No association found in small stodies.
E::;ﬁ::;p'm e - Primarily a concern in older patients who use chronically or those who abuse. Toxicity, namely s=dation, may be mistaken for depressive symptoms.
Topiramate - Known to have CINS effects {confusion and poor concentration) which may be mistaken for depressive symptoms.
Progesterone implants +- Levonorgesirel has boen associated with depression. Medroxgprogesterone acetate has been reported o slightly increase the risk for depression in one study.
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Antidepressant Medication Table

Black Box Waming for all Antidepressants: Antidepressants increase the risk of suicidal thinking and behavior in young adults (18-24) with MDD and other
wychiatric disorders ppropriately monitor and closely observe for clinical worsening, suicic or unmsual changes in behavior particularly during the initial

-2 months and duri riods of dosage adjustments. 122 Short-term studics did not show an i cin the risk of suicidality with Antidepressants compared to

acebo in adults bey ge 24; there was a reduction in risk with Antidepressants compared to bo in adulis aged 65 and older. 2

aons That Can."Pase Depression

MEDICATION/CLASS | ASSOCIATION COMMENTS
Recent, better designed investigations have not supported earlier Gndings that beta-blockers increase the risk of depression. Proprancle] and Sotalo] have side effects
Beta-Blodkers +i- .
labeled as depression.
[Cc;l:d;::lll-’::hm = +- An asaciation between CCBs and depression or suicide has been reported in some studies; other studies have not found an association.
ACE-inhibitors +i- Conflicting reports of an assodation; some trizls have reported an improvemnent in mood.
e - i A meta-analysis reported an association between cholestern] bowering and suicide, violent, and accidental deaths. It is not clear whether the increased risk of
TANg dge * martality was secondary to the lowered cholesterol or the intervention(s). No such assodiation has been found with the newer lipid-lowering agents (ie., the statins).

Reserpine, Clonidine, N Reserpine and the other ramwolfia alkaloids have long been associated with depression. The frequency ard stremgth of association may have been exaggerted by the
Methyldopa high doses used in the past. Clonidine and methyldopa may also cause sedation and symptoms of depression.
Corticosteraids - ‘The majority of studies support an association. Corticostercids, particularly higher doses, are associated with psychosis and mania.
idc]cdti:?\g?ﬁl-&mpm +i- Data primarily suggest a lade of relationship between SERM s and depression. Confounding by diagnosis (usually breast cancer) may acoount for positive links.
NSATDs - Rare psychiatric symptoms, not limited to depression, have been seen.
HI-antagonists No association found in small stodies.
E::;ﬁ::;p'm e - Primarily a concern in older patients who use chronically or those who abuse. Toxicity, namely s=dation, may be mistaken for depressive symptoms.
Topiramate - Known to have CINS effects {confusion and poor concentration) which may be mistaken for depressive symptoms.
Progesterone implants +- Levonorgesirel has boen associated with depression. Medroxgprogesterone acetate has been reported o slightly increase the risk for depression in one study.
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Antidepressant Medication Table

Antidepressant Adverse Drug Effects: Relative Comparisons®

MEDICATION ANTICHOLINERGIC SEDATION (H )
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VA/DoD CPG for MDD

= Key elements
of MDD CPG

= Suicide
assessment

* The patient
health
guestionnaires

Suicide Assessment

STEP 1. Assess Suicidal |deation

1. Are you discouraged shout yourmedicl conditon
(or sacial situation, etc.)?

e

. Are thece tomes wher you think sbevt your sitation and el
ke cryng?

P

. During thos times what scrt of thoughts go through
yous head?

-

. Haveyou ever lt that it would ot be woth living i the
siustion did n chinge (., have you thought shout ending
‘your life)? If 5o, how often do you have such thoughts?

o,

. Have you devised aspecficpln to end your ) TFse, whtis
your plan?

o (Ifthe answer is yes to question #5) Do you have the
‘necessary items to complete that plan readily available?

Have you ever acted on any plans to end your life in the past
(., have you ever sttempted suicide)?

o (Ifthe answes i yes to quesion #6) When did his cccu?

How many times has it occumred in the past? By what
means? What was the outcome?

STEP 2. Assess Risk Factors

b Famly history of suicidal behvor

Substance we/dependence

Presense ofpyehistic s

Serious medical illness

Mesns forsicide completion redity maiible

Dapchosccial disruption rccent separstion, divone,job Lo,
retirement, bereaverent, living alone)

History of previous suicide attempts

Tmpulsivity or history of poor adaptation to life stress
b Mile

Elderly (sge 65 nd bove)

Caucasian

Suicide Assessment, Cont.

STEP 3. Respond to Sulcide Risk

Imminent Risk

Suspest if ANY of the fellowing ae prosent:
¥ Butient endorses suicidd intent

Organized plr i presented

Lethal means are avallable

Signs of paychosis are present
b Extreme pessimism is expressed

Immeiate aotion is required: hos pitalize or commit.
DO NOT leave patient alone.

‘Short-Term Risk

Suspest i severs ik Ectes butno uicidelbehivices
are present:
Wit paticn’s permieion imvobe Sy orcose friend

Initiate steps to remove potentially lethal means

Develop safety plan with patient and family, inchuding suicide
hotline and ER contact number

¥ Maintsin conesct with ptientand frequenty eevshuste sisk

Treatpepehiatric condiions, including sbtsoce ahuse
Consider boitlizaton s sppropriate

Long-Term Risk

‘The goal is to eliminate or improve modifiable suicide risk factors.
¥ Treat psychistric conditions, including substance sbuse:

¥ Maincain contact with patent and frequently reevauate risk

¥ Consider ll management suggesions o this card
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VAVDoD Essentiels
for Depression Sereening

and Assessment in ,
Primary Care

KEY ELEMENTS OF MDD CPG

Depragsion ks common, under-diagnosed,
and underireated.

SCREENING: PHQ-2 and PHQ-9

Routine =creening for depressive disorders is
animportant mechaniem for reducing morbidity
and mortalty.

SUICIDE ASSESSMENT

Did You Know...
Suleida Is the leading causs of violent death in the.
United States?

As many as two-thirds of patients who commit suicide
visitad their physician within one month of their death?

Key Elements of MDD Clinical
Practice Guidelines

re

=

-

-

. Depresion s common,under-diagoosed, and undertreted.

Doprssion i frequently a recurentshwonic disorde, it a 50%
recumence s fte the st episode, 708 affr the secoad, and
906 fter the third

Mast depressed patients il eceve moet or ll ofther care
through primary carephysicians.

Depressed patients frequently present with somatic complaints
‘o their primary care doctor rather than complaining of 3.
depressed mood.

Annul screening for Major Depressive Discrder (MDD)

i recommended in the primary care setting as an important
mechanism for reducing morbidity and mortality. T
‘be done using a standardized tool such as the Patient Health
Questionnaire (PHQ-2),a two-item screen.

. A standardized assessment tool such as the PHQ-9 should be used

1 an aid for diagnosis, to measure symptom severity, and to assess
TTEAMEN response.

. Mild depression can be effectively treated with either medication

or peyehotherapy. Moderate to severe depression may require an
spprosch that combines medication od prychotherapy:

. Selective Serotonin Reupake Inhibitors (SSR) along with the

Sexatonin Norcpinephrine Reuptake Inhibiors (SNRI), bupropion,
or mirtazapine are considered a first-line treatment option for
adults with MDD,

. No paricular antdepressan agest i superor to anothern efcacy

orresponse time. Choice can be guided by matching patients
symptoms to side effect profile, presence of medical and psychiatric
comorbidity, and prior responsc.

10. Patients treated with antidepressants should be closely

obscrved for possible worsening of depression or suicidality,
especially at the beginning of therapy or when the dose is increased
or decreased.

. Evidence-based, hort-term prychotherspies,such s Cogrtive

Behavioral Therapy (CBT), Intespessonal Therapy (IPT), and
Problem Solving Therapy (PST}, are recommended mestment
options for major depression. Other prychotherapies are treatment
options for specific populations or are based on.

‘patient preference.

. Putients i carly treatment e viss

T 1 P
to intervention, suicidal ideation, side effects, and psyehosocial
support systems.

13, Continuation therapy (nine to 12 months after acute symptoms

14,

‘escive) desesses the incidense of elpse of major depresion.

Long-term maintenance or lifetime drug therapy should be
considered for sclectod paticnts based on their history of relapse and
other clinical factors.

B
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VA/DoD CPG for MDD

= Key elements
of MDD CPG

= Suicide
assessment

* The patient
health
guestionnaires

Screening: Patient Health Questionnaire (PHQ)

Thea PHO tools are reliable, valid, and sfficacious clinical tools
for primary care setiings.

The PHO-2 is effective for identifying patients with depression

and can also ba usad to maasure treatmant outcomes.

The PHO-8 is effective for assessing the presence and severity
of deprassion.

Advantages of the Patient Health Guestionnaire
¥ Its shorter than other depression rating scales

b It can be adminiscered in person, by telephane, or
self-adrministered

¥ Itsides in assessrment of major depression and symptom severity

kIt el validated and documernted in o variety of populaticrs,
ircinding the gerktic papalarics:

Detecting Depression Within a Primary Care Setting

Althongh mamy pati with depression receive care exclusively within
a primary care setting, up to half of depression cases in thess settings
go unrecognized. This muy be due to the physiciars Limited time with
the patient as well as the patient’s focus on the somatic sympeome of ks
ar her depression. Since almost two thirds of patients with depression
receive treatrment in primary care, the responsibility of assessing and
treating these patients falls heavily upon primary care physisians.

By using a quick, cffcient, and valid screening mechanism, primary
care physicians can increase the rates of detection within a primary

care setting.

g, jing andl A for Dep

A ber of self admini 1 . res are available to assis
primary care physicians in the assessment, diagnosis, and ongoing
maragement of depression in adults. Both the Patient Health
Questionrmie-2 (PHQ:2) and the Patient Health Questionnaie-3
(PHQ-9) are celiable and valid ofd and
identifying the level of depression severity. Morzover, ase of use males
both the PHO-2 and PHOLCS useful and efficacicus clinical tools for the
primary care setting.

Owerview of the PHO-2
The PH}-2 screener s o tworitern self-report that inguires abour the
frequency of d | mood and anhedonia over the last two weels.

The puarpose of the PEIC)-2 is bo screen for depression in a “first step”
approach. The PHIO-2 imcludes the first two iterms of the PHO-9,
which screens for and dngnoses depressian based o the Diagnoatic

and 5 tatistical Marmal of Mental Disorders, Fourth Edition, Text
Revision (DEM-IV-TR) criteria. Screening with the FHO-2 should be
completed anrmally by all patients seen in primary care settings. Fatients
who screen positive on the FHIO-2 should be further evaluated with the
PHOL9, other dmgniostic struments, and a dirsct imberview. The PHO -
2 has a reported sensitivig: and specificity of between 82 to 97 and 78 1o
) e S e S ——— e

Owerview of the FHO-2

The nine-itern FHCI-9 is a validated self- or interviewer-administersd
instrurment that assesses DIEM-IV-TR criteria syroptoms and effects on
functioning. The PHQ-9 can be administered in Less than teo minutes
anad it iz sirple to score, asily understood, and milable in rltiple
ngnngu It can be & powerful tocl to assist clinicians with assessing
inn and monitoring response. Specifically, the PHOL9
can belp track a patient's overall depression severity as well as the
specific symptoms that are improving {or not) with treatmene. FHO-9
scores hmve been validated againse DEM-IV-IR nsing independent
structured imterviews. Validity bas been assessed agaimst an ndependent
structured mertal health professiomal interdiew. A PHOQ-9 score 210
bad a sensitivity of 0L B8 and a specificity of 0.58 for major depression.

Imterpreting the PHR-2 and PHO-0
Beszarch has shown d:lrl::rnmmrnmﬂn: PHQ:9 are strongh
dated with a subseq major depr .Hi , not

mveryone with an elevated FHO-9 i certain to hawve major depression.

'IbePI—[Q_Q iz intended as a tool to assise clinicians with identifyirg and
iom bot is not o suk for diagnosisbya

trained clinician.

A positive response o the screen does not pecessarily ndicate that a
patierst has depression. Homever, lpmltnt response does indicate that
a patient may have = of possible depression and that Farther
investigation of syroptoms by o mental health professional may be
warranted. Those screening positve for modemate, moderate severe,

or severe depression should be further evaluated and assessed for the
pr of depression. M oreover, pat that have a posits
n:uqn:mn#gahml.d.hfnn:h:r ed for snicidal idears andfor
intent. This strategy increases o provider's ability to detect depression
arxd to initiate appropriate referral and treatment. Proper tringe should
v vl 24 haomsiaf the-seen indisaiys o gomible degeio

Monitoring Depression with the PHO

The PHOI-9 can be used to monitor the severity of depressive spmptoms
and to assess response to treatment PHOQ -9 scones of 5 points or higher
relibly indi mild depressive syrmp Sm:o\flsmw
higher relably inds d o g i from
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VA/DoD CPG for MDD

Fast facts
Symptoms

Causes

Helpful activities

Treatments
Medications

Patient and

provider roles

In treatment

Depression is a medical condition that affects
how you feel, think, and act. If left untreated,
depression can affect your family and personal
relationships, work and schoal, sleeping and
eating habits, and your overall health. However,
with the correct freatment, most people who
have depression feel better.

Fast Facts on Depression

V' Almost 10 percent of Americans have

depression in a given year.
4 Depression is the leading cause of disability in
the LS. for people ages 15 to 44.

4 Depression is one of the most common and
treatable mental health disorders.

v Major depression can occur in children, teens,
and adults.

v’ Most patients who have depression can be
effectively freated, and they can retum to their
normal activities and feelings.

Signs that You or Your Loved One
Might Have Depression

Over the past two weeks, have you (o your
loved one) often been bothered by:

1. Little interest or pleasure in doing things?

tes o

2. Feeling down, depressed, or hopeless?

ves (o

If you answered *yes® to either of thesa
questions, talk to your health care provider.

WIBM0

DEPRESSION

Fast Facts

.
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VA/DoD CPG for MDD

Fast facts
Symptoms
Causes

Helpful activities
Treatments
Medications

Patient and provider
roles in treatment

VWhat are the Sympbams of Depression?
Diepression cans make you feel and sct differeny
ﬁmpﬁnﬂnﬂiﬂ:.‘:h‘lh::}u?fmd
deprossion anclude:

] Cmr;nrudmunrirﬁrﬂir}'

b Lhanges i sleep, appetice, and eoergy

[Lack af isterest in activities that were
onee enjoyed
flnhm!hmhtl’tqlﬁgnﬁ.‘.tdnm&m:‘ﬂ
chreeiy guan

Fi 'v.'m'lhl.::,hnj'lduux-dgm
Rﬁﬂ;ﬁhdcﬁr}.uw;& By
Dizheuley thinking, concentrating, and
nmnﬂbn'i.n;

¥ Physical sdowing ee nension and irdness

Tora shuukd sock professional treatment i you
enperience several of these syegrioms at the same
time, they ket koegrer than twe wocks, and they
inteefere with your normal daily activicies,

-

-

-

-

Causes of Depression

Diepressivn dues mot have oo cause. Mental,
bicdvgical, sed enirenenental Scnees ey all add
md:pmhmfhnfhuﬂwuitmﬂywmhmhnt
had depresion are more Ekely to e
E'l.u;tpdutmn d’.‘mnon:r andll;?c.hT
b 'I]t::lmlhcfibm:\dcm

b Ml koes o change,
[.H_gi}m';ﬁﬂmdnm,
L-uml:’ru'ni.l:jm:runhlﬂi,

Corstant stoess,

Substanoe abvese, and

Other Life<changing ovents,

W w w w

What ¥ou Can Do ta Feel Betler

There ap: mary things that yo can do o belp
porarsclf boel beetter, Even if vou don’t deel like
iz munch, 1y soene of these activities:

b Ererise

¥ Spend cime wirh bved anes

] Elin:'l:bu:nguhrﬂrquhu&ﬁ

b Aanid akeohol
F Eat nutritious, balaneed meals
¥ Talk o your prondider abour meatment eptions

Treatment of Dlepression

hlany oypes of reazmens ase availibile, s your
health care prosider will kel you chonse the bese
trratmer# for you. The two main tnatments foc
deprewsion are eounsching and medication; your
prowider may reommesd using one o hoth of
these, For more complex and koegg teren fomes
of depression, your provider may corsider and
menmmend addtional treatment me theds.”

Counasling—In counseling, yoa woek wit a
qualified mentad health specialist whe listere, talks
with yonu, anid helps you srsobve your problems,
Thnnugh these sewsivns, v learn abot the causs
of depression sa char you can bemer undesstaad ir,
'!lnu.ikolurnbnwhﬂ:nh.rrmd m.lk:dun_gu
u1u.|1|'u.1]'|.|'n. bchmnwﬂw.l.ghb,uﬂm
r:hli:.»mrup-.-mlupmmm firnd etmer waye:

tor cope wish amd sode pn*kfmrdmm-ﬂsric
ok e vour Life, You can tali wich 2 counsclr

nn:—nn-mnrmsgm.p

“Detar e Metfock. f counsaing an’ madication e
o ek, oy lovms o Sreadimoens' o r"\.".‘ Thes moluie
sbctoozrruisie hoopy CT] izt Sorapy Satfoadback,
o besprafontin

Most corrcing s beief—otTen ¥ o X

visits. Cognitive Behavioral Therapy (CET,

]nbu'p:r:m.i] Fnd:-oﬂ'lcmpr [APTLand Problem-

SMH']b.rq'g-:Pﬂ‘}m types of therapics tan

barve bern cescarchied and preren oot

¥ The goal of CIFT & oo help you make yoer

and behavis more prstive.

b The pral of 1PT s o by you sabe
rrl.i.bcr.bhp :l.tha-PmH.rnE“ﬂh
your fumily, friends, and co-woekers,

b The guals of PST are to sulve problems,
schieve gnals, snd change vour Behavior,

Yiour healthcare provider can expliin these
mwee decail when you begin yror trestmens,

M atinmer—Prescripton stidepessant
madication is the mest comminn treatment for
me=ion in the
e A A
Antdepromants may take from 1 o § wocks bo
work, depending on the dosage and dhe patent,
Antidepressants may have side effeces, s it is
important b discuss the risks and bezefits of
antidepressant medications with your doctor,
There & no one antidepressant that & right for
creryune, Yol Chisecs are Buscd en a number of
Eactors such as Faerady history, side effos, and hpe
nqutuimammgdhun

What Is Your Rele In Your Treatment?

Yiour treammoent 18 4 parnesship berween you and

your prvides. Yo will gee che most help from

yeur reatment it you do the following chings

¥ Kerp all your appoistmesits whether you are
ﬁtlutgbcttcrutm

¥ Talk no youir pevevider aboat any medicaton
side e2feots you maybhe expesicacing

¥ Take your medication as deeceed, even when
mbegn s feel bertter

¥ Talk o vour provider aboot how you are
H.Lnﬂu!mhml[

¥ Educare yousself

e
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VA/DoD CPG for MDD

= Causes

* Treatment

» Self management
= Medications

» Questions from
friends, family
and children

-
C
A
/’ '
« / \ .

= Worksheets DEPRESSION

» Resources What You Need to Know

» Sleep hygiene

y,
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Conclusion

= We briefly reviewed the development of the MDD
Clinical Practice Guideline

= \We covered the content of the tool kit
= Tool kit cards
= Patient education materials

* We described the benefits of utilizing these tools
» Decreased practice variation
» Improved patient outcomes
= Effective decision-making
» Decreased risk

R
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Additional Information

Major Depressive Disorder CPG
http.//www.healthquality.va.gov/MDD_FULL_3c.pdf

U.S. Army Office of Quality Management
https://www.gmo.amedd.army.mil/depress/depress.htm

............


http://www.healthquality.va.gov/MDD_FULL_3c.pdf
https://www.qmo.amedd.army.mil/depress/depress.htm
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