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Objective

Discuss the origin of Collaborative Care models to
treat depression in the primary care setting

Describe a collaborative care model for treating
depression in the primary care setting
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Impact of Depression

5-6% one year prevalence

20% women, 10% Men will have a major depressive
episode

Impaired social functioning more than any other
chronic disease

Impaired physical functioning more than any other
chronic condition except cardiac illness

* (diabetes, asthma, arthritis, angina)



~The De Fa Ctom Healt hCEr - .
System

General medical setting

 Treats 50% of people with common mental health
disorders

e More for ethnic minorities, elderly, uninsured

e Depressed patients visit PCPs 3x more often than non-
depressed patients

Many go unrecognized and untreated

e 75% depressed primary care patients present with
somatic complaints

Screening alone has not shown better outcomes



Usual Care for Depression

1/3 internal medicine residents felt “very prepared” to
treat Depression in primary care

Financial disincentives for primary care providers
Stigma
Fragmented Health Care System

1/3 to Y2 referrals to MHC do not follow through
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Collaborative Care

Providers from different disciplines working together to
offer complimentary services and mutual support, to
ensure individuals receive the most appropriate
services from the most appropriate provider in the
most suitable location, as quickly as necessary, and
with minimum obstacles.

(Craven and Bland)
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Collaborative Care

Collaboration most developed when co-located

Most effective when the location is familiar and non-
stigmatizing for patients

Requires preparation and supportive structures

System-level collaboration requires service
reorganization and time to develop
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Collaborative Care

The pairing of collaboration with treatment
guidelines appears to offer important benefits
over either treatment alone:
e Treatment content
(medication management, psychotherapy)

e Process issues
(roles, frequency of monitoring, referral criteria)
e Trials with specified protocols without collaborative

interventions have not shown improvements in patient-
level outcomes
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epped Care

* Systematic outcomes tracking

o e.g., Patient Health Questionnaire (PHQ-9)

* Treatment adjustment as needed

° - based on clinical outcomes
. - according to evidence-based algorithm
. - in consultation with team psychiatrist

* Relapse prevention planning



Patient

Primary
Care

Provider

Consultant
Psychiatrist

Care
Manager
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Patient

Collaborate with providers to form treatment plan
Adhere to self management plan

Provide feedback to providers
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Care Management

Patient assessment

Self management support

Acts as liaison to facilitate changes when necessary
May provide psychotherapy

Case management

Use registry to manage case loads and track outcomes

Consults weekly with team psychiatrist



—Care Management
Self Management Support

Educate patient

Develop and maintain rapport

Encourage exercise and pleasant activities
Encourage adherence

Monitor progress with serial PHQgs

Help resolve problems that emerge during treatment

Help develop relapse prevention plan
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Psychiatrist

Meet weekly with Depression Care Manager to review
case load

e New patients and their treatment plans

e Ongoing patients who are having difficulty or are not
responding

May provide direct patient consultation for treatment
resistant or complicated patients

Be readily available to care managers for questions or
emergencies
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Primary Care Provider

Assessment and Diagnosis

Patient Education

Collaborate with patient on treatment plan
Connect patient with Care manager
Coordinate ongoing care with Care manager
Manage antidepressant therapy

Consult psychiatrist if patient not improving on
optimal treatment
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Bypical Frequency of PatteatConte

Primary Care Care Manager
Clinician Visit phone or visit
Acute Phase Continuation FPhase
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Using the Patient Health
Questlonnalre (PHQ9)

are Providers
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Objective

Discuss how the Patient Health Questionnaire
(PHQ9) can be used as a tool to aid diagnosis and
monitoring of patients with depression



(PHQ-9)

o- item, self administered questionnaire

Validated for diagnostic purposes
e 88% sensitivity and specificity for MDD
« Forscore of 10-14
* 68% sensitivity, 95% specificity
» For Score >15

Validated for follow up outcomes

Kroenke K, Spitzer R. Psychiatric Annals 2002



S —— PATIET HEALTH QUESTIONNAE (PH0. )

NAME: DATE:

Ower the [ast 2 woeks, how oftan hava you bean
huﬂmmdby.anynfmafulmuhgpﬁﬂnms? / / #‘J %"'
{use "™ to indicate your answer) & .fﬁ &:ﬁ‘ o

1. Little intarast or pleasura in doing things

2. Faaling down, depressad, or hopaloss

3. Trouble falling or staying asleop,
or skeaping too much

4. Feealing fired or having littks enangy

5. Poor appetite or ovareating

6. Faeling bad about yourself —or that
you are a failure or have ket yoursalf
or your family down

7. Trouble concentrating on things, such as reading the
newspapar of watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety
or restless that you have beon moving around a lot
maore than usual

9. Thoughits that you would be better off dead,
or of hurting yoursalf in some way

add columns: + +
{Heaithears professionat Ffor intepreion of TOML,  TOTAL:
piasa raer it Sccompanping Scoring Gt
10. If you checked off any problams, how Nt difflenit at all
difficult have these problems made it for
you to do your work, take care of things at Somewnat diffiesit
home, or get along with other peopla? Vary miicat
Extramealy difficait

PHO-9 [ adapted from PRIME MD TODAY, developad by Drs Aobert L Spitzer, Janet B, WIllams, Kurt Kmenke, and collagues, with
aucational grant from Pfizer INC. FOr rESEarTh IMoMation, contact Or Spizer at AsS@columbla sdu. Lse of Ma PHO-6 may only be made
aCcordance with the Tams of Lise avallable at Ap:SWwWw,pMzarcom. Copyright 1999 Pfzer Inc. AN ights reserved. PRIME MAD TODAY iz
traciemark of Pfzer inc.

w Y
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Qver the last 2 weeks, how often have you been
bothered by any of the following problems?
(use “Y” to indicate your answer)

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep,
or sleeping too much

4, Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite— being so fidgety
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead,
or of hurting yourself in some way

v

add columns:

(Healthcare professional: For interpretation of TOTAL,  TOTAL:

Dplease refer to accompanying scoring card).

l
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Diagnosing Major

Depression

Need one or both
guestions endorsed
“More than half” or
“Nearly ever day”

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

3. Trouble falling or staying asleep,
or sleeping too much

5 $
(use “¥” to indicate your answer) Ay Gl @'f: &
3 @‘3 oy B
@ e Wi ¢
1. Little interest or pleasure in doing things > ///-
—
L / N\

2. Feeling down, depressed, or hopeless N }

~

4, Feeling tired or having little energy

5. Poor appetite or overeating \/

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite— being so fidgety
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead, /
or of hurting yourself in some way

add columns: 2

(Healthcare professional: For interpretation of TOTAL,
Dplease refer to accompanying scoring card).

TOTAL:

+ 10+
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Depression

Need one or both
guestions endorsed
“More than half” or
“Nearly ever day”

2. Feeling down, depressed, or hopeless

Need total of 5 or
more boxes
endorsed in shaded
area

Qver the last 2 weeks, how often have you been
bothered by any of the following problems?
(use “Y” to indicate your answer) A3

1. Little interest or pleasure in doing things

3. Trouble falling or staying asleep,
or sleeping too much

4, Feeling tired or having little energy

5. Poor appetite or overeating \/

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite— being so fidgety
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead, /
or of hurting yourself in some way

add columns: 2

(Healthcare professional: For inferpretation of TOTAL,  TOTAL:
Dplease refer to accompanying scoring card).
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Diagnosing Major

Depression

Need one or both
guestions endorsed
“More than half” or
“Nearly ever day”

Qver the last 2 weeks, how often have you been

Need total of 5 or
more boxes
endorsed in shaded
area

3. Trouble falling or staying asleep,
or sleeping too much

bothered by any of the following problems? 4 S
(use “Y” to indicate your answer) C \@’? @r% &
& &* &y &
1. Little interest or pleasure in doing things } ///-\
—
2. Feeling down, depressed, or hopeless ‘/ \\ }
/\

4, Feeling tired or having little energy ‘/

5. Poor appetite or overeating \/

6. Feeling bad about yourself—or that
you are a failure or have let yourself - /
or your family down

Functional
Impairment
endorsed as
somewhat difficult or
greater

7. Trouble concentrating on things, such as reading the /
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite— being so fidgety /
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead, /
or of hurting yourself in some way

addcolumns: 2+ |()

LWA

(Healthcare professional: For inferpretation of TOTAL,  TOTAL: 1 S
Dplease refer to accompanying scoring card).
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Types of Depression

Major Depression

° ([i)epressed mood OR anhedonia most of the day, nearly every
ay

e >2 weeks

e AND 5 of g total depressive symptoms
Dysthymia (Chronic Depression)

e Depressed mood more days than not

e Plus 2 more depressive symptoms

* >2years
Minor Depression

e Same symptom criteria as dysthymia

* <2years



nitial Treatment plan

PHQ-9 Score Provisional Diagnosis Treatment
Recommendation

5-9 Minimal symptoms Support, educate to call if
worse, Return in 1 month

10-14 Minor Depression* Support, Watchful
Waiting
Dysthymia Antidepressant or
Major Depression, mild psychotherapy
15-19 Major Depression, Antidepressant or
moderate Psychotherapy
>20 Major Depression, severe Antidepressant and
Psychotherapy

*If symptoms present for > one month or significant functional impairment,
consider active treatment
Kroenke K, Spitzer R. Psychiatric Annals 2002



Otttcome Targets ™=
PHQY

Clinically Significant Improvement (CSI)
e 5 point decrease in PHQg score
Response
e 50% decrease in PHQQ9 score
Remission
e PHQ9 score < 5 for 2 months

REMISSION IS THE GOAL!



Depression Care
Treatment Approaches

Providers
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Objectives

Discuss ways to engage patients and develop rapport

Discuss options to consider in developing a treatment
plan
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Engagement

Consider Stigma
e “Only weak people get depressed”
e “I should be able to get myself out of this”
e “Having Depression means you're crazy”
e “Medication will change my personality”
e “I don’t want to get addicted”
e “Depression is against God”
e “If I had stronger faith, I wouldn’t be depressed”



Use TACCT for Engagement

Tell about the illness “You have clinical
depression”

Ask about reactions and concerns

Care to respond to their emotions/concerns;
develop rapport

Counsel inresponse to these concerns and
explanatory model

Tailor plan to patient concerns and
priorities

Adapted from Hewson M, Budev M, Medical Encounter, 2001



ChOOSing a treatment Strategy

Behavioral Activation/pleasant events scheduling

Watchful Waiting
Psychotherapy
Antidepressant medication

Combination therapies




Wtients will heed+
“adjustments

Follow up assessment is critical!

30 - 50% of patients will have a
complete response to initial
treatment

Remaining 50 — 70% will require at
least one change in treatment to get
better



Pleasant Events Scheduling
(Behavioral Activation)

* Pleasant, social, physical
* Patient creates goals

* Specific

* Attainable



Watchful Waiting

Depression can remit spontaneously
Consider for minor depression

Encourage Behavioral Activation

Consider referral to care manager for support
Re-asses in < one month (ie. repeat PHQ9)

Revisit treatment plan if no improvement
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Psychotherapy

There are several types
Some Collaborative Care models have incorporated
e Cognitive Behavioral Therapy (CBT)
e Problem Solving therapy (PST)
Eftective for
e Mild to moderate depression
e Adjunct to Antidepressants



Pharmacotherapy

 Effective
e Major Depression
e Dysthymia

* Equivocal

e Minor depression



Consultation

Has complicating mental health diagnosis, such as
personality disorder

Bipolar disorder suspected
Psychosis suspected

Current substance dependence
Severe anxiety

No response after 8-10 weeks on optimal
treatment



Depression Care
Medication Management

Providers
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Objectives

Describe principles of antidepressant medication
management

Discuss ways to manage side effects

Know when to consult a mental health specialist



—Pharmacolog

Acute Phase Treatment

Generally start with SSRI or SNRI
Educate

Elicit commitment

Early follow up (1-3 weeks)

Titrate to adequate dose as needed

Re-evaluate, repeat PHQg every month until
remission
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Key Educational Messages

Antidepressant medication is not addictive

Must be taken everyday

Mild side effects may occur, and usually improve over 1-2 weeks
Usually takes 2-4 weeks to notice effects

People around you may notice a change before you do

People respond differently. We may have to adjust the
medication until we find the right dose for you

There are many options of antidepressant medication. You may
respond differently to different choices.

[f you have any problems with the medication, call me before you
stop it.
Keep taking the medication even when you feel better



ﬁ\\ ==
nree Phases of Treatmen

Normal * : =

P \
"g’ *— e X \ \\y
> 2 =
%) * v
&
= > 50%
o,
g STOP 65 to 70%
2 Rx STOP
Rx
Acute Continuation Maintenance

Phase (3 months+) Phase (4-9 months) Phase (years)

Time
Oxman, 2001



s
Antidepressant Effectiveness

All antidepressants have similar
e effectiveness (30 - 50% response)
e time to response (6 - 8 weeks)

e discontinuation rates



The Basic Prescription Map

Prior/Current Anti-depressant Treatment

Yes No
Response to prior/current anti-depressant treatment Start SSRI with particular consideration
of pt symptom presentation and
Yes / \No medication side effect profile
Initiate treatment with prior Explore other SSRI options and
anti-depressant medication initiate treatment
I
OR
v

Consider modifying current
anti-depressant based upon response,
tolerability, and time on medication

Refer to Care Manager for further
“| Collaborative Management

A

Adapted from Zatzick & Roy-Byrne, Seminars in Clinical Neuropsychiatry, 2003; 8(3) 168-174



Choosing the agent
Cost

e Sertraline, fluoxetine, citalopram, paroxetine,
buproprion SR, mirtazapine are generic

Drug interactions (CYP450)

e Citalopram, escitalopram, sertraline low to moderate
drug interactions

e Paroxetine, prozac inhibit P450 at low doses

e Check serum levels for drugs with narrow therapeutic
windows: ie. TCA, digoxin, warfarin, anticonvulsants

Side effect profile



COMMONLY PRESCRIBED PSYCHOTROPIC MEDICATIONS

00 = Dy Mo, pm = 35 naeed 0 = f day; I3 » 20y i = iday, 0 = 4w, 0od = every o 3y, g = 3t bectme: g3 = Defore meals; S5 = Selectve Semionin Reuptale Mhbior, 4R »
Seroionin Norepimepving Redpiake Itvatar, + on WakMars 54 Forplan, howeve not all dosages may be covered, = Qnen avaladle. | = Not avallable 36 geniec o exmenshie.

NARE Cam: i) REY CLMCA. FCRMATON
Antidepreesant Medications
St (F-{00 b 2 3d e i 0 mg ik BR450 mg gem 4 3 hen T 150 Conirmndicatod i sotrrs diardar becaune e seue st simulang; nat good i truating anty disorders; yecned
hpecpien Welbutrn] o R - I ' :
] i X450 mp a3 34, e o 380 ng gen. Ramgw: 301450 mpid e T o A, b oot
* Eiiqm[lﬂnl St 1I1-!tlrruqlr|.F!mgi:H il Beat neeied of EERI very T e e CYF 450 nevnchons; oo chakce for arwicus pt.
Dhiomine (Cyrbakal  Start 20mg b ap o 80 mg faday or 30 mg i, o 61128 mpd Mo 31 e #hech e 3R b s pele; noed i moniior B 2 et o ADHD.
b:'rliqmll.nqnl iﬂi'imﬂn‘.hﬂﬂ-!m‘iﬁimpﬂ“&hﬂ Beat eied o GER, very few e e CYF 450 iizmnchions. Good chace foe kst ot
+ Floogelme Prozac) St 10~ 20 mg qam, R 20 - B0y Ve mcEiieg e o S22 g e hyces v a2 4 4,
Wrtazzpinn (Rameren) St 15 migafes X 34 en i 30 mg ahe. Ramgu: 30~ B0 g, Seat and appetie: ramating; Neuirapesi sk {1 00} 50 v I Inueceupressed paests.
+ Pyxatne Pl Sart 10~ 20 mp gz, Ramag: 20- B0 myid Anfcholnesc: sedeng very sigreicant thdrawal smdrome
Sartralina Lokl St 250 gen. Range: 55080 ngdl. Few nd e CYP 450 oo iy actieing.
: C St R-37 Smy bl dg e T TS mp bt MRS mguam dd Ben T 00 Mo mpimion B G i s ham EERle e eyl i mo 150 my ey e s moier P 2 s oADK, Very st
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Titrating Commonly Used Antidepressants
TCAs and SSRIs

Nortriptyline 10 ghs Increase by 10-20 mg / week 50-150 (a)
Desipramine 25 gam Increase by 25-50 mg / week 150-300 (b)
Amitriptyline 25 ghs Increase by 25-50/week 50-300 (c)
Fluoxetine 10 gam Increase to 20mg afterl wk, 40-80

To 30 mg after 4 wks
To 40 mg after 8 wks
Citalopram 10 gam Increase to 20 mg after 1 wk 20-60
To 30 mg after 3 weeks
To 40 mg after 6 weeks

Escitalopram 10 gam Increase to 20 mg after 1 wk 10-20
Paroxetine 10 gam Increase to 20 mg after 1 wk 20-50
To 30 mg after 4 wks
To 40 mg after 6 wks
Sertraline 25 gam Increase to 50 mg afterlwk 50-200

To 100 mg after 3 wks
To 150 mg after 6 wks

a. Check blood levels, especially if not effective at 75 mg — aim for level of 50-150 ng/ml.

b. Check blood level if not effective at 150 mg — aim for a level of 115-180 ng / ml.

c. Check level if not effective at 100mg-aim for Nortriptyline 50-150 ng/ml,
http://impact-uw.org/tools/impact_manual.html



Titrating Commonly Used Antidepressants

Bupropiond

Bupropion SR

Venlafaxined

Venlafaxine XR

Mirtazapine

75 gam Increase to 75 bid after 4 days
to 100 bid after 2 wks
to 150 bid after 4 wks
to 150 tid after 6 wks
100 gam Increase to 100 bid
after 1 wk
To 150 bid after 3 wks
to 150 tid after 6 wks
25 gam Increase to 25 bid after 4 days
To 50 bid after 2 wks
To 75 bid after 3 wks
To 100 bid after 5 wks
To 150 gam/100 ghs after 6wks
37.5 gam Increase to 75 after 1 wk
to 150 mg after 3 wks
to 225 mg after 6 wks
15 ghs Increase to 30 ghs after 3 wks
To 45 ghs after 6 wks

450

250

225

45

http://impact-uw.org/tools/impact_manual.html



Therapeutic
effects

Effects of
antidepressant
treatment

Side
effects

0 1 2 <
Time in weeks



- dtrategies 1or ivianaging
“Antidepressant Side Effects

Explore whether the side effects are ‘physical’ or
‘psychological’?
Wait and support.

e Many side effects will subside over 1-2 weeks of
treatment (i.e., GI distress with SSRIs)

Lower the dose (temporarily).
“Treat’ the side effects
Change to a different antidepressant.

Change to or add PST.



Sedation

1. Give medication at bedtime

Orthostatic hypotension /dizziness

1. Consider switching to a different antidepressant
2. Adequate hydration
3. Sit-stand-get up slowly
4, Support hose
Anticholinergic (dry mouth/eyes, constipation, urinary retention,
tachycardia) 1. Consider switching to a different antidepressant
2. Hydration
3. Sugarless gum/candy
4. Dietary fiber
5. Artificial tears
6. For confusion — stop medication and rule out other causes
Gl distress / nausea
1. This often improves or resolves over 1-2 weeks
(SSRI, SNRIs) 2. Take with meals
3 Consider antacids or H2 blockers
Activation/ jitters / tremors
1. Start with small doses (especially with underlying anxiety disorder)
2. Reduce dose
3. Try beta blocker (propranolol 10 — 20 mg bid / tid)
4. Consider short term trial of benzodiazepine

http://impact-uw.org/tools/impact_manual.html



~_Strategies for Managing An

-

Headache

Insomnia

Sexual dysfunction (SSRI, SNRIS)

Discontinuation Syndrome (especially paroxetine, venlafaxine)

PO

Lower dose
Try acetaminophen

Trazodone 25 — 100 mg po ghs (can cause orthostatic hypotension
and priapism)
Make sure activating antidepressants are taken in a.m.

May be part of depression or medical disorders
Consider switch to bupropion or mirtazapine
Decrease dose

Try adding bupropion 75 mg ghs or bid

Taper slowly
Consider fluoxetine as an alternative



consider

Problems with treatment adherence?
Insufficient dose/duration of treatment?
Side Effects?

Wrong Diagnosis?

Comorbid psychiatric illness?

Other factors?

-psychosocial stressors/barriers
-medical problems
-psychological barriers

Initial treatment not effective (eg. Wrong drug)?
Psychiatric Consultation



Remember

There are over 20 FDA approved antidepressants

e All are effective in ~ 50 % of patients

it may take several trials until an effective medication is identified for a
particular patient

e Patients need support during this time

If medications are not effective after 8-10 weeks at a
therapeutic dose

e make sure patient is taking medication as prescribed

e consult with team psychiatrist

e achange in treatment plan is likely indicated

 (e.g., change in medication, augmentation of medication, switch to PST-PC
or other depression treatment)



“Plan B’ =

Treatment recommendations for partial or non-
responses

e Augment initial treatment choice with psychotherapy
(e.g., PST-PC) or medication

e Switch to psychotherapy or another antidepressant
(especially if NO response in step one)



_ Guidelines ferswitching
Antidepressants

Switching from SSRI to SSRI:

e One can usually switch from one SSRI to another without much

difficulty.
Switching from SSRI or SNRI to TCA:

e Fluoxetine may be abruptly discontinued. TCAs should be increased
slowly as the remaining fluoxetine may increase TCA levels.

e Other SSRIs or SNRIs should be tapered over 1-2 weeks in small
increments. A TCA may be started and increased slowly as the SSRI
or SNRI is discontinued.

Switching from TCA to SSRI:

e SSRIs can significantly increase the blood levels of TCAs. Therefore,
one should taper a TCA over 1-2 weeks by increments of 25-50 mg q
2-3 days. An SSRI can be started when the dose of a TCA has been
significantly reduced or after the TCA is tapered off completely.



When and

e *
Antidepressants

Risk of relapse
- 50% if 1 prior episode
- 75% if 2 prior episodes
- 90% if 3 prior episodes
- Also increased with dysthymia and residual depressive
symptoms

Treat all adults for 4-9 months after initial response

Treat those at high risk for relapse for 2 years or longer. Some
may need lifetime treatment

Maintenance treatment should be at full dose
Make a relapse prevention plan

Taper slowly to avoid discontinuation syndrome



When to Consult Psychiatry

No response after 8-10 weeks on optimal dose

Has complicating mental health diagnosis, such as
personality disorder

Bipolar disorder suspected
Psychosis suspected

Current substance dependence
Severe anxiety
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