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TREATING DEPRESSED PATIENTS

often the first, and many times the self-esteem may interfere with an individ- pressants or psychotherapy, even if it

only, clinicians to encounter indi- ual’s ability to seek treatment. In devel- wereavailable, is frustrating. PCPs may
viduals suffering from depression. While oped countries, the disease burden of  avoid asking about a patient's mood,
patients may present with depression as a@epression, as measured by lost years offearing that there is no help. Even when
chief complaint, vague somatic problems healthy life (including those due to dis- mental health providers are involved in a
such as “fatigue” or “headache” are muchability and death), is second to only is-  patient’s care, frustrating protocol or
more likely to be given as reason for the chemic heart diseaseddd to this the confidentiality barriers can prevent effec-
visit. Which physician hasn't explored  impact on the health care system associative communication. It is understandable,
such presenting problems only to later ed with increased medical costs from then, that one study of depression out-
discover “the real issue,” and then re-  delayed or improper treatment, increasedcomes showed: 50% of patients were
schedule or extend the examination to sorion-psychiatric health service utilization, screened, 25% received initial treatment,

Primary care physicians (PCPs) are hopelessness, lack of energy, and low insurance won't cover expensive antide-

things out? Thi€CD Summaryssue and increased visits to emergency depart12.5% had adequate acute treatment,

reviews new information about best ments and hospitals, and it is not surpris- 8.5% showed a treatment response and

practices and the advantages of collaborang that the annual cost of depression in only 5% were on continued treatment

tive care in treating depression. the U.S. is comparable to that of heart  after six months

IMPACT OF THE ILLNESS diseasg NEWER APPROACHES TO IMPROVE
Data from the Oregon 1999 Behavior TREATMENT CARE

Risk Factor Surveillance System indicate It may be surprising that the treatments With growing awareness of the con-
that overall, 42% of adults reported that for depression work very well, at least as cerns cited above, researchers, clinicians,
they had felt “sad, blue, or depressed” forwell as those for most other medical and policy makers are working steadily to
one or more days during the last 30 daysconditions. Up to 90% of individuals provide solutions for patients, providers
This percentage was higher for women suffering from major depression can be and the health care system overall.

(46%) than men (37%) and was inverselytreated successfuflyEffective response  Practice Guidelines

related to age: 56% of those 18-29 yearsyates for medication treatment of depres- The Agency for Health Care Policy
47% of those 30-44 years; 40% of those sion in primary care settings range be- and Research introduced the gold stan-
45-64 years; and 23% of those 65 years tween 60%-65% The increasing number dard for assessment and treatment of

and older. of effective antidepressants is matched bylepression in primary care settifigs
National data demonstrate a high previmproved and effective time-limited These guidelines identified screening and
alence of physician-diagnosed depressivg@sychotherapy techniques. evaluation questions, diagnostic criteria,
disorders in the general population; up to CHALLENGES FOR PRIMARY CARE treatment interventions, and recommend-
15% of people experience major depres- PROVIDERS ed intervals for monitoring patient im-

sion sometime during their life. In prima-  Unfortunately, up to 2/3 of persons  provement that were supported by
ry care settings, the prevalence of major with depression either do not seek or do evidence-based research. More recent
depression may range from 5-14%; it is not receive any treatment (often because guidelines, including those created by the
even higher in patients with comorbid  their illness goes undetected). Of the American Psychiatric Association, have
conditions, such as hypertension (30-  remaining 1/3 who do receive treatment, updated recommendations for the use of
35%), or asthma (50%)Since most many get improper treatment (e.g. benzo-medications and psychotherdpy
individuals experience recurrences, de- diazepines) or insufficient treatment (e.g., Screening and Diagnostic Supports
pression should be considered a chronic sub-therapeutic doses or premature termi- Several systems for quickly and conve-
disease. nation of antidepressants or lack of refer-niently screening patients for risk of
Depression takes a huge toll on indi- ral to mental health cafePCPs would depression and other psychiatric and
viduals and society. Depressed employeegppear to be in the best position to inter- substance use disorders have been devel-
incur more disability days than patients vene in the care of depressed patients, buiped over the years. Among the best is
with chronic back pain, heart disease,  a number of factors make this difficult. Ofthe PRIME-MD, a patient questionnaire
hypertension and diabetes. Suicide relatedourse, screening for depression (often that can screen for most conditions en-
to depression is among the top 10 causesnasked as substance abuse, domestic countered in primary care settings, includ-
of death in the U.S. The symptoms of  violence, or somatization) during a 15-  ing depression. The questionnaire can be
depression contribute doubly because  minute visit for a cardiac patient whose completed before the patient sees the
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provider and can be computer scored so curbside consultations. OHSU’s Physi-
that the results are quickly available to thecian Consultation Service is a statewide
resource to which PCPs can call 800/245particular expertise in diagnosing and treat-
other useful support is the Diagnostic and6478 to obtain such curbside psychiatric ing depression. In a rare deviation from our

provider when the patient is sé&rmn-

Statistical Manual of Mental Disorders,
Primary Care Version (DSM-IV-PC), a
user-friendly diagnostic guideline. It was
developed in a broad collaboration of
primary care and psychiatric organiza-

consultations.
Improved System Supports

Many PCPs are finding that care man-
agers (usually nurses or well-trained
support staff) can be used to monitor

tions and is oriented to the kinds of condifpatient progress and maintain contact. _ _
This can improve adherence to treatmentbe directed: David Pollack, MD and Rupert

tions seen by the PCP.
Newer Medications

remind patients of follow-up appoint-

GUEST AUTHORS
The Health Division does not claim any

“‘in-house” and anonymous authorship
policy, we are happy to acknowledge that
this article was contributed by two physi-
cians who work for the the Department of
Human Services, Office of Mental Health
Services, to whom additional questions may

Goetz, MD, at 503/945-2989.

There has been a dramatic surge in the ments or the need for medication refills, REFERENCES
development of newer antidepressants anend can be part of clinical and satisfactiont- Pincus HA. Addressing the problem of depression.

mood stabilizers in the past 15 years. Ma

ngutcome assessments. Improved clinical

newer medications have different mecha- office-information software systems

nisms of action than older ones and have incorporate more convenient and effectivé-
far fewer side effects. These improvementslinical task reminders and tracking meth-

allow both PCP and patient to be more
comfortable with proper medications and

ods, for example in electronic medical
record systems.

at doses that are generally effective.
Psychotherapy

Advances in the development of cogn
tive and behavioral approaches to psych
therapy can benefit many patients in a
relatively short amount of time (8-20
sessions). Psychotherapy alone may be
effective for some patients, while psychd
therapy combined with medications may
be the most effective approach for more
severe forms of depression.
Collaborative Teams

Many PCP clinics are developing vital
consultation relationships with psychia-
trists and other mental health profession

als. An on-site mental health professional13-14 in Portland. PCPs throughout the

can provide a wide range of services,
from triage and assessment, to on-site
treatment, to facilitation of referrals to
mental health providers. The on-site
consultant provides greater opportunitie

CONFERENCE
o ANNOUNCEMENT

Incorporating these best practices into
office-based treatment of depression re-
mains challenging. To provide a forum for
-PCPs and mental health professionals t
enhance their skills in treating depressio
the Department of Human Services, Offi
of Mental Health Services, together with @
broad range of professional and provider
organizations, is putting on a conferencg,
entitled “Making it Work: Primary Care

L and Mental Health.” It will be held Octob

h

state are encouraged to attend. For furth
information on the conference and the
reduced “Partner up!” rates (for a PCP
registering with a local mental health

5 provider), call 503/947-4217.

for PCPs to obtain valuable and timely

Ce

D
=

er

Presentation at the Agency for Healthcare Research
and Quality Workshop: “Addressing the problems of
Depression.” Washington, D.C., 2000.

Murray CJ, Lopez AD. Alternative Projections of
Mortality and Disability by Causes 1990-2020:
Global Burden of Disease Study. Lancet 1997;

349:1498-504.

. Greenburg PE, Stiglin LE, Finkelstein SN, Berndt ER.
Depression: A neglected major illness. J Clin Psychia-
try 1993; 54:419-424.

. Regier DA, Hirschfeld RM, Goodwin FK, et al. The
NIMHS depression awareness, recognition and

treatment program. Am J Psychiatry 1988; 145:1351-
1357.

Mulrow CD, Williams JW Jr, Chiquette E, Aguilar C.,
et. al. Efficacy of newer medications for treating
depression in primary care patients. Am J Med 2000;
108:54-64.

. Wells KB, Katon W, Rogers B, Camp P. Use of minor

tranquilizers and antidepressant medications by
depressed outpatients: results from the medical

outcomes study, Am J Psychiatry 1994; 151:694-700.
Lin E, vonKorff M, Katon W, et al. The role of the
primary care physician in patients’ adherence to
antidepressant therapy. Med Care 1995; 1:67-74.
Depression Guideline Panel. Clinical practice guide-
line, Number 5: Depression in Primary Care (AHCPR
Publication Number 93-0550). US Department of
Health and Human Services, Rockville, MD; 1993.

9. American Psychiatric Association. Practice guideline

for the treatment of patients with major depressive

disorders (Revision). Am J Psychiatry (Suppl.) 2000;
157:1-45.

10. Spitzer RL, Kroenke K, Williams JB. Validation and

utility of a self-report version of PRIME-MD: the
PHQ primary care study. JAMA 1999; 282:1737-44.
(]

6

7.

8.



