VA/DOD CLINICAL PRACTICE GUIDELINE
Management of Major Depressive Disorder (MDD)

KEY ELEMENTS OF THE MDD GUIDELINE

® Screen annually for Depression (PHQ-2)

® Assess for Suicide Risk

® Obtain Standardized Symptom Score (PHQ-9)

® Diagnose based on DSM IV-TR Criteria

® Evaluate For Alternative Diagnosis (Bipolar, PTSD, Other)

® |nitialize Treatment Strategies based on Symptom Severity

» Mild: watchful waiting and counseling

» Moderate (or mild not improving):
monotherapy psychotherapy or medication

» Moderate to Severe: may require combination
of psychotherapy and medication

® Shared decision in selection of treatment option
considering patient preference

® Address psychoeducation and self-management
for all patients

® Consult/refer to specialty for incomplete response,
complicated MDD or patient request

® Monitor and follow-up especially when beginning
therapy and changing of medication

® Use PHQ-9 to assess treatment response

® Continue therapy (9-12 months) to prevent relapse

® Consider long-term maintenance to prevent reoccurrence
Access to full guideline and toolkit:
http://www.healthquality.va.gov or,

https://www.gmo.amedd.army.mil
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Algorithm A: Assessment and Diagnosis

1 Patient age > 18 with suspected
depression presenting to primary care Table A-1

2 | Brief assessment to assess dangerousness IESTIFS
I

3 < Unstable / urgent condition? )

N | Refer to stablllze

5 . . Follow legal mandates
Obtain history, physical
examination and lab tests Table A3
1
Obtain symptom score using PHQ-9 Table A-4
Determine and document
DSM IV criteria for MDD

|
7 < Do medication(s) or comorbid

(o)}

Provide medical
treatment

\

conditions contribute to symptoms?

Table A-8,A-9

Y
9< Did depression symptoms resolve? )1

Nl 10 Contin_uefollow'—up

as indicated
m <Presumptive diagnosis or history of MDD i
Table A-5,A-6
N
12 Symptoms of depression or Y
functional impairment (do not
meet DSM-IV criteria for MDD) Table A7

N| 13/ Concernsaboutfunctional N\_Y
ability or patient mental health?/

N
s Repeat screening 1 Follow-up in 14 c Fqgow—#p |
annually 4-6 weeks onsider referra
to specialty
T —
7 Assess for mania/hypomania <z

or history of bipolar disorder or
other psychiatric conditions

Consider management

of bipolar disorder

18 Suspected bipolar
disorder?

Refer/consult to specialty care

20< Co- occurrlng or other } i

major mental illnesses?

22 Contlnue to
INITIAL TREATMENT See Algorithm B

TABLE A-1 Screening for Depression (PHQ-2)

Over the last two weeks, have you been bothered by any
of the following problems?

Little interest or pleasure in doing things? v v

Feeling down, depressed, or hopeless? v 4

Ifthe patient responded ‘yes” to either question, consider asking more detailed
questions or using PHQ-9 patient questionnaire. (Table A-4)

Ifthe patient’s response to both questions is “no”, the screen is negative.

1. Assess Threat to SELF

ASK THE QUESTIONS:
Are you feeling hopeless about the future/present?
IF YES ASK:
Have you had thoughts about taking your life?
IF YES ASK:
When did you have these thoughts and do you have a plan to take your life?
Have you ever had a suicide attempt?

2. Assess Threat to OTHERS

a. Assess whether the patient has an active plan and method/means
(e.g., weapons in the home)

b. Assess whom the patient wishes to harm
¢. Assess whether the patient has ever lost control and acted violently
d. Assess seriousness/severity of past violent behavior

3. If patient expresses dangerousness to self or others, take steps
to ensure patient safety until consultation with a mental health
professional has taken place

Medical history
o Physical examination
o Mental status examination (MSE)

e Psychosocial history

e Drug inventory, including over-the-
counter (0TC) drugs and herbals

o Relevant laboratory tests e Comorbid conditions

TABLE A-2 Assessment for Dangerousness

TABLE A-3 Clinical Assesment of the Patient with MDD

TABLE A-4

Patient Health Questionnaire (PHQ-9)

Over the last 2 weeks, how often
have you been bothered by any of
the following?

Notat all
Several days
More than
halfthe days
Nearly
everyday

1| Little interest or pleasure in doing things? 01| 213
2 | Feeling down, depressed, or hopeless? 0| 1| 2]3
3 | Trouble falling or staying asleep, or sleeping toomuch? | 0 | 1 | 2 | 3
4 |Feeling tired or having little energy? 01| 2|3
5 |Poor appetite or overeating? 0|1 2 |3
6 | Feeling bad about yourself—or that you are a failure or gl alala
have let yourself or your family down?
7 | Trouble concentrating on things, such as reading the ol 1| 213
newspaper or watching television?
8 | Moving or speaking so slowly that other people could
have noticed? Or the opposite—being so fidgety or all ol 2l 2
restless that you have been moving around a lot more
than usual?
9 | Thoughts that you would be better off dead or of ol 1| 213
hurting yourself in some way?
Total Score ___ = + 4+
10 | If you checked off any problems, how difficult U Notdifficult atall

3 Somewhat difficult
3 Verydifficult
4  Extremely difficult

have these problems made it for you to do your
work, take care of things at home, or
get along with other people?

PHQ was developed by Drs. Spitzer, Williams, Kroenke and colleagues. PRIME-MD® s a trademark
of Pfizer inc. Copyright© 1999 Pfizer Inc. All rights reserved. Reproduced with permission.

TABLE A-5

Complications

Symptom Severity Classification

Severity Level (PHQ-9) Total Score Functional Impairment

Mild 5-14 Mild
Moderate 15-19 Moderate
Severe >20 Severe

Co-occurring post traumatic stress disorder (PTSD), substance
use disorder (SUD), psychosis, suicide risk, mania, significant
social stressors, war related conditions

Chronicity More than 2 years of symptoms despite treatment

The PHQ-9 assessment tool combined with a clinical interview should be used to
obtain the necessary information about symptoms, symptom severity, and effects
on daily functioning that s required to diagnose MDD based on DSM-IV-TR criteria.

TABLE A-6 DSM-IV Diagnostic Criteria for MDD

MDD diagnosis is based on the following list of symptoms, and requires

the presence of symptom 1, 2, or both; and at least 5 of 9 symptoms
overall; these symptoms must persist for at least 2 weeks

1. Depressed mood nearly every day for most of the day, based on self-report or
observation of others

2. Marked reduction or loss of interest or pleasure in all, or nearly all, activities for
most of the day, nearly every day

3. Significant non-dieting weight loss or weight gain (> 5% change in body weight)
4. Insomnia or hypersomnia nearly every day

5. Psychomotor agitation or retardation (should be observable by others)

6. Fatigue/loss of energy nearly every day

7. Feelings of worthlessness or excessive/inappropriate guilt (possibly delusional)
nearly every day

8. Diminished cognitive function (reduced ability to think or concentrate, or
indecisiveness) nearly every day

9. Recurrent thoughts of death and/or suicide, suicide planning, or
asuicide attempt

TABLE A-7 | Nomenclature for Clinical Depressive Conditions

DSM-IV-TR | Diagnostic Criteria Duration

Major | At least 5 depressive symptoms™ (must include > 2 weeks
Depression | either depressed mood or anhedonia)

Dysthymia | 3 or 4 dysthymic symptoms® > 2years
(must include depressed mood)

Depression NOS | Variables: all included disorders must cause > 2 weeks
clinically significant impairment of daily
functioning but fail to meet the classification for
major depression or dysthymia. Example: minor
depression with 2 to 4 depressive symptoms

* Depressive symptoms - See Table A-4
$ Dysthymic symptoms are generally the same as major depressive symptoms, with the addition
of feeling of hopelessness and the omission of suicidal ideation.

TABLE A-8

Pathobiologies Related to Depression

Pathology Disease

Cardiovascular

Chronic Pain Fibromyalgia; Low back pain; Bone pain

Degenerative Hearing loss; Neurodegenerative diseases
(i.e. Alzheimer’s, Parkinson’s, Huntington's)

Immune HIV; Multiple sclerosis; Systemic lupus

Metabolic/Endocrine
(including renal and

pulmonary) Diabetes Mellitus; Hepatic disease (cirrhosis);
COPD; Asthma; Kidney disease

Neoplasms Of any kind, especially pancreatic or CNS

Trauma Traumatic Brain Injury; Amputation; Burn injuries

TABLE A-9 Medication Induced Depression

Class Association  Class

ACE-inhibitors +/- Lipid-lowering agents +/-

Barbiturates + NSAIDs +

Benzodiazepines + Progesterone implants +/-
a Reserpine, Clonidine,

Beta-blockers +/ Methyldopa +

Calcium channel » Selective estrogen

blockers +/ receptor modulators +/-

Interferon-a +/- Topiramate

Interleukin-2 + Vareniciline (Chantix)

+
TABLE A-10 Indications for Referral to Mental Health

Coronary artery disease; Congestive heart failure;
Stroke; Vascular dementias

erythematosis; Sarcoidosis

Malnutrition; Vitamin deficiencies;
Hypo/hyperthyroidism; Addison’s disease;

Association

Evidence of psychotic features, past mania or hypomania
History of/Potential for Suicide/Violence

Unclear diagnosis (PTSD, SUD)

Signs of comorbid psychiatric conditions

Unable to treat patient in primary care

Need for psychosocial interventions

Patient preference
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