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	COMMON PRESENTATIONS of DEPRESSION in PRIMARY CARE

	· Multiple Organ Systems - Symptoms from multiple organ systems, especially neurologic, gastrointestinal, and cardiac that are difficult if not impossible to ascribe to a single medical condition.

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

· Visits - Frequent, often unscheduled, patient-initiated visits to the physician or the emergency room for unclear reasons.

· Sleep - Sleep disturbance.
	
	· Dysfunction - Patients who have cognitive or emotional dysfunction such as forgetfulness, irritability and loss of motivation or energy.
· Family History - A family history of psychiatric illness, suicide or abuse of any kind (sexual, physical, or substance).

· Recurrence - Past history of similar episodes or unspecified “breakdowns.”
· “Difficult” - Patients labeled by health care providers as “difficult” or a “problem.”
· Chronic Pain Syndromes


	DEPRESSION DIAGNOSTIC CONSIDERATIONS in PRIMARY CARE

	· Symptom-Sign Mismatch - Be suspicious of many seemingly severe symptoms, a negative physical exam and an increasingly long list of normal laboratory tests. Caution: maintain the usual vigilance for undiagnosed medical disease.

· History - Establish duration of illness, history of prior episodes, family history, history of prior manic/hypomanic episodes, substance abuse and/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).
	
	· Laboratory Testing - Laboratory tests have no value in the diagnosis of depression, beyond use to rule out medical conditions that might cause the same symptoms.

· General Medical Illnesses Associated 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 treatment of the primary medical condition, delay recovery and significantly increase morbidity.




	DEPRESSION EDUCATION - WHAT EVERY PATIENT and FAMILY SHOULD BE TOLD

	· What is Major Depression? - An illness, characterized by depression that is believed due to biochemical changes in brain function. More than just a feeling of sadness, it affects day-to-day thoughts, feelings, actions, and physical well-being.

· Myths - Major depression is not a trivial disorder, will not go away 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.
· Risk Factors - Females, people with a first-degree relative with depression, a history of drug or alcohol misuse or a history of anxiety or eating disorders have an increased chance of having depression.
· Treatment Response - Depression is very responsive to treatment through antidepressant medication, psychotherapy or a combination. People do get better.
· Medications - All antidepressant medications take several weeks to produce their full effect. They are not addicting.
· Medication Side Effects - Discuss medication side effects or other problems with your primary care manager. Most problems can be resolved. 

· Don’t - Drink alcohol, self-medicate, or blame yourself. Talk with your provider before making major life decisions or changes during treatment.
	
	· Do - Get plenty of rest, exercise, eat regularly, and socialize.

· Outpatient vs Inpatient Care - Most depressions are successfully treated in the outpatient setting. Inpatient hospitalization is generally reserved for patients who have delusions or hallucinations or are a danger to themselves or others.

· Consultation/Referral - Sometimes a second opinion is required because a 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, a mental health specialist or others need to be kept.

· Suicide - Thoughts of death often accompany depression. Always discuss these thoughts with your provider. If not available, seek immediate emergency care or tell a trusted friend or relative who can get you professional help right away.
· Communication - Discuss feelings, activity, sleep and eating patterns, as well as unusual symptoms or physical problems with your provider.
· Recurrence - Depression is often recurrent. Maintenance antidepressant medication or more frequent therapy sessions are sometimes indicated.

	

	TREATMENT of DEPRESSION

	General Supportive Care

· Patient Education - Individual, group, printed material, audio tapes, videos, web sites, support groups, etc.

· Exercise - Regular (2-3 times/week) exercise is more effective in the improvement of depressive symptoms than no exercise.

General Principles of Pharmacotherapy

· No agent has been proven to be superior to another in efficacy or time to response.

· Use what has worked for the patient in the past.

· The most common cause of treatment failure is an inadequate medication trial.

· If no response at 4-6 weeks, consider switching, combining or augmenting the pharmacotherapy.

· SSRIs are agents of first choice due to ease of use, more tolerable side effects and safety in overdose.

· Counsel pregnant women and those considering pregnancy. The potential risks and benefits of pharmacotherapy must be weighed.

Managing Medication Side Effects

· Insomnia - Consider Diphenhydramine at HS or a brief trial of a short-acting non-addictive BZ receptor-binding agent, then reassess.
· Akathisia - Associated with newer antidepressants. Consider adding a small dose of clonazepam (0.5 mg q HS) or propanolol (10-20 mg bid/tid).
· Sexual dysfunction - Common with all SSRIs and others. Bupropion is least likely to produce this side effect.
Lack of Response to First Medication Trial

· If no response to first agent at 4-6 weeks, reassess the diagnosis and the adequacy of treatment (dose, duration, and compliance).
· Consider increased doses of the initial drug, alternating to a drug in the same class or alternating to another class.
Treatment of Refractory Depression

· Considered to be two successive trials of antidepressants with different pharmacologic mechanisms in adequate dosages for adequate periods of time (4-6 weeks).

· Refer to a psychiatrist for further evaluation/treatment.

Second Opinion or Referral - Consider for the following:

· Suicidal patients

· Patients who need hospitalization

· Patient request or need for psychotherapy

· Psychotic, bipolar depression, comorbid substance abuse

· Patients who require specialized treatment (MAOIs, ECT, light therapy)

· Need for involuntary commitment

· Patient who is pregnant or wants to become pregnant

· Patients who fail 1-2 medication trials

· Cases where there is difficulty ascertaining the diagnosis

· Patients who have severe psychosocial problems

· Depression accompanied by panic, generalized anxiety disorder or phobias

· Depression accompanied by obsessive compulsive D/O

· Depression accompanied by eating disorders

· Presence of complex general medical problems

· Treatment non-compliance
	
	General Principles of Psychotherapy

· Evidence-based psychotherapies are as effective as antidepressant medication in patients with mild to moderate major depression and may be considered a first line treatment for these patients.

· If no response or worse after 6 weeks of therapy, consider antidepressant medication. If not improved after 12 weeks, medication should be initiated.

· If patients have suicidal ideation or marked vegetative symptoms (psychomotor retardation, severe terminal insomnia, or weight loss) at the time of evaluation, antidepressants should be the first line of treatment.

· Combine psychotherapy and antidepressants if pt has:

1) a history of partial response to previous trials of medication or psychotherapy 

2) a history of two or more episodes of major depression with poor inter-episode functioning

3)  a depressive episode of two or more years

4)  psychosocial difficulties that interfere with treatment adherence

Types of Short-Term Psychotherapy

· Interpersonal Psychotherapy - Focuses on clarification and resolution of difficulties in current interpersonal relationships; explores interpersonal losses, role disputes, role transitions and social skills deficits.

· Behavior - Therapy addresses activity scheduling, self-control and social skills training.

· Cognitive Behavioral Therapy - Identifies self-destructive cognition and aims at symptom relief by modification of distorted, negatively biased thoughts. 

· Short-term or Focal Psychodynamic Psychotherapy - Focuses on present difficulties but recognizes past as influencing present relations. Attempts to increase insight into defenses. Uses analysis of transference and resistance. 
· Marital Therapy - Focuses on improving the marital relationship. Appears to be effective for depressed women in marital relationships with significant discord.
Ongoing Clinical Assessment

· Initially, see patients frequently (every 1-2 weeks for 4-6 weeks) to assess treatment compliance and the patient’s response. Assess/reassure the patient regarding side effects, adjust medication, evaluate suicidal tendencies, answer questions, rule out comorbid disorders and/or refer for counseling.

· When a therapeutic response has been reached (within about 4-6 weeks) continue dosage. Reassess at 12 weeks. If patient in symptom remission continue medication at the same dosage for up to 9 months. Conduct office visits or telephonic communication monthly following symptom remission.

· Maintenance phase treatment is recommended for patients with 3 or more episodes of major depression or two or more episodes in combination with another risk factor for recurrence. In these cases, the patient should remain on prophylactic anti-depressant medication for one or more years after remission of the acute episode at the continuation phase dosage.
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