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This guideline is designed to assist the clinician in the management of major depression.  This guideline is not intended to replace a

clinician's judgement or establish a protocol for all patients with a particular condition.
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Attend to common

symptoms of

depression during

routine medical

screens

  Common Symptoms
Pains and aches

Low energy

Apathy, irritability, anxiety, sadness

Sexual complaints

Disrupted sleep patterns

Vague GI symptoms

Concentration difficulties

Consider use of

depression

screening tool to

assess/establish

baseline
DSM IV Criteria  (5 or more in same 2 weeks,

including at least one of the first two symptoms):
Depressed mood

Marked diminished interest/pleasure

Significant weight gain or loss

Insomnia or hypersomnia

Psychomotor agitation or retardation

Fatigue or loss of energy

Feelings of worthlessness or inappropriate guilt

Diminished concentration or indecisiveness

Suicidal ideation

Further assess

symptoms of

depression

Severity Index
Severe: nearly all of the symptoms of depression with marked

disruption of day-to-day activities

Moderate: many symptoms of depression that often prevent

normal activities

Mild: takes extra effort to do the things they need to do

Assess patient and

family past

psychiatric

history

Assessment Screens
PHQ-9

QIDS-SR

CES-D

Hamilton

Beck

Others

        (go to www.coloradoguidelines.org)

Assess

psychosocial

history

  Psychiatric History
Previous episodes of depression

Prior psych medication use

Degree of response to & tolerance to previous depression

treatment modalities

Behaviors placing patients & others in danger

Prior suicidal/homicidal ideation

Prior and current substance abuse

Prior episodes of mania/hypomania

Classify severity

of depression and

assess suicide

risk

Psychosocial History
Psychological make-up and any conflicts

Presence of psychosocial stressors

Family, psychosocial, and cultural environment

Occupational functioning

Assess for other

psychiatric

disorders

Assess for

comorbid

conditions and

past medical

history

  Consider other Psychiatric Disorders

Bipolar Disorder (history of elevated or irritable mood/manic

episode?  Decreased sleep, increased energy, racing

thoughts? If yes, be cautious prescribing anti-depressant)

See MDQ on Website

Substance Abuse (treating substance abuse may resolve

mood disorder)

Anxiety Disorder

Obsessive-Compulsive Disorder

Attention Deficit Disorder

Bulimia

Anorexia Nervosa

Panic Disorder

Grief Disorder

Dementia

Other

Survivor of past trauma/abuse

Possible comorbid conditions that may

contribute to depression either directly or

indirectly:

Addison's Disease Lupus

AIDS Malnutrition

Anemia Medication Side Effects

Asthma Multiple Sclerosis

Cancer Porphyria

COPD Post Menopausal

Chronic Infection Pregnancy/Post-partum

Coronary Artery Disease Rheumatoid Arthritis

Cushing's Disease/Steroid Tx Sleep Apnea

Dementia Syphilis

Diabetes Thyroid Disease

Erythematosis Ulcerative Colitis

Heart Failure Uremia

Hepatitis

Influenza

Assess patient

treatment

preferences

(medications and/

or therapy)

  Suicide Assessment (key questions):
"Had thoughts that life wasn't worth living?"

"Had thoughts of acting on those feelings?"

"Have a plan?"

"Acted on the plan?"

"Have means available to act on plan?"

  Increased risk if:
Previous attempts

Recent divorce/loss of significant relationship

Older age

Alcohol/ sedative/ benzodiazepene use

Living alone/ socially withdrawn

Well formulated plan with means

Unable to identify strategies not to harm self

Markedly depressed/markedly anxious/panic

Psychotic features

Chronic medical illness/acute exacerbation of illness

Family history of suicide

Male

Recent exposure to a suicide

If imminently suicidal, consider psych consult,

emergency hold,  911, and/ or psychiatric

inpatient evaluation.
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High-Risk Conditions
Chronic Disease
Chronic Pain
ETOH/Substance Abuse
Postpartum
Victim of Abuse/Trauma



C

Develop

treatment plan

based on patient

preferences,

severity of

symptoms and

treatment options

Discuss treatment

options and

provide patient

education about

depression

  Treatment and/or Referral Options:
Medications (only)-- effective for 50% to 65% of patients

with moderate to severe  and/or chronic symptoms

Referral to Outpatient Psychotherapy  (only)-- effective for

50% to 60% of patients with mild  to moderate symptoms.

Short term psychotherapy (cognitive, interpersonal, or

behavioral) are most effective.

Combined  medication and psychotherapy -- for more

severe symptoms and incomplete response to either

medications or therapy.

  Key Patient Education Tips:

Refer patient to CUP’s Living Well with

Chronic Conditions workshop. This free

six-week evidence-based workshop is

appropriate for anyone with a chronic

condition, including depression. Call CUP

at 449-8925 for more information or to

order referral prescription pads for your

practice.

General Tips

Depression is a medical illness not a character defect or

personal weakness.

Treatments are effective and recovery is the rule, not the

exception.

Life stressors may trigger depression.  The stressors may be

resolved but the depression may continue without treatment.

Medication Tips

Antidepressants should be taken as prescribed, allowing 2 to

4 weeks before an effect is first noticed.  Contact within one

week may be useful to assess side effects or adherence.

For best results, antidepressants should be continued even

when starting to feel better. You should notify your doctor's

office before discontinuing medications.

Self-Care Tips

Personal support, and community resources may be useful

in the treatment and recovery process.

When remission has occurred, it is helpful to learn the early

warning signs to prevent recurrence .

Healthy lifestyle strategies may be useful in the recovery

process, including exercise, hobbies, limiting alcohol intake,

sleep hygiene, and good nutrition.
Treat in least

restrictive and

most clinically

appropriate setting

Based on

treatment phase,

determine

frequency and

duration of

outpatient

treatments

Provide treatment

for comorbid

alcohol/ substance

abuse

no

no

Other considerations:

consider treatment needs

and/or seek consultation for

special populations (seniors,

pregnant or nursing women)

Mild to

Moderate

Depression

Moderate

 to Severe

Depression

Treat with

medication and/or

referral for

psychotherapy

Consider mental

health consultation

or referral for non-

responders

Provide

medication.

Consider

psychiatric

consult.

Maintain

communication

with psychiatrist or

other mental

health professional

yes

yes

  Treatment phases
Acute Phase  -- aimed at symptom reduction in first 6 to 12

weeks.  Initial follow-up appointment within 1 to 3 weeks,

with additional follow-up appointment/ contact every 2 to 4

weeks as needed  based on initial response.

Continuation Phase -- aimed at prevention of relapse for 4

to 9 months after initial symptom resolution.  Medications

continued at full dosage.  Appointments every to 2 to 3

months after remission of symptoms.

Maintenance Phase -- continued medication aimed at

preventing recurrence past one year of onset for patients

with prior episodes.

Treat in least restrictive and most clinically appropriate

setting.

Major Depression Disorder in Adults
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  Continuum of Treatment Settings
Community Referral

Outpatient Medication Management

Outpatient Psychotherapy

Intensive Outpatient Therapy

Partial Care Hospitalization

Inpatient Hospitalization
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Use SSRIs, other

newer

antidepressants,

or Tricyclics as

first line agents

Tricyclic antidepressants--Not recommended as

first line treatment for patients with:
Urinary retention

Closed angle glaucoma

Blurred vision

Constipation

Clinically significant prostatic hypertrophy

Cardiac disease

Determine

medication

starting dose and

schedule

increases

Monitor acute

treatment

response and side

effects every 2  to

4 weeks

Medication Selection and Dosage Considerations:
Existing co-morbid and psychiatric conditions (see Appendix 1)

Side effects of medication

Compliance with dosage schedule

Inform patient of side effect associated with discontinuing

medication

Lethality of antidepressants for overdose, primarily early on in

treatment for suicidal patients

Consider cost to patient and formulary status

  Monitoring and Reassessment Considerations
Increase anxiety with suicide ideation

Onset of mania via antidepressant medications

Medication/ therapy response

Other behavioral disorders

General co-morbidities

Medication reactions and side effects (such as  sexual

dysfunction, weight gain,  and other common side effects as

indicated in Appendix 1)

Medication toxicity (cardiac symptoms & orthostatic BP in

patients with cardiac disease)

Reduction in PHQ-9 score by 50% indicates positive response.

Disease management care coordination is highly effective

adjunct to successful treatment.

Major Depression Disorder in Adults

MEDICATION MANAGEMENT

and TREATMENT COURSE
C

Expected Improvement Period
For Single Medications

Improvement after 6 - 8 weeks

For Psychotherapy alone:

Improvement after 8 to 12 weeks for mild depression

Improvement after 6 to 8 weeks for moderate depression

Maintenance Treatment:

Consider maintenance medication treatment for:

Patients who have had three or more episodes of

depression (continue meds for 1 to several years)

Patients with two episodes of depression and:

Have a first degree relative with bipolar or

recurrent depression

History of recurrence within 1 year after previous

effective medication was discontinued

Early onset of first episode (before age 20)

Both episodes severe or life threatening

Continue to

monitor

and refine

treatment

Psych Consultation/Referral Considerations
Psychotic/bipolar/severe depressive state

Active suicidal, homicidal, self injurious behavior

Co-existing substance abuse/dependence

Specialized treatment for psychotic/severe depression (e.g. ECT)

Ongoing monitoring indicates decline

Partial or no response to one or more medication trials

Complex psychological issues

Co-administering second psychotropic medication

Administering antidepressant in pregnant women

Medically unstable geriatric patient

Second opinion desired

Guideline not suitable for patient

no

no

no

Partial

response to

treatment?

Option to Refine Treatment Refinement
No response to medication at 6 to 8 weeks:

Switch to an antidepressant with different biochemical profile

Co-administer a second anti-depressant from a different

biochemical profile and monitor for intolerance with

consideration to drug--drug interaction.

No response  to psychotherapy alone, offer trial of antidepressant

(unless contraindicated) after:

8 to 12 weeks for mild depression

6 to 8 weeks for moderate depression

Complete

symptom

resolution?

Continue

medication for

4 to 9 months

after symptom

remission

Maintenance

treatment

required?

Consider:
Increase in dosage or extension of trial

Counseling on compliance to drug therapy

Addition of psychotherapy (or increased

frequency of psychotherapy) or adjunct

medication

Discontinue

Treatment with

taper over several

weeks and educate

patient that

recurrence is

common and

treatable and to

recognize signs of

relapse and

discontinuation

symptoms

yes

Ongoing Evaluation of
Maintenance Treatment
In cases where there has been a period of stability with
maintenance treatment:

Periodically re-evaluate need for continued
treatment
Provide trial without medication unless
contraindicated.  Taper rather than discontinuing
abruptly, unless toxic.  Continue to monitor for
relapse.

Complete

 symptom

resolution  in

another

6-8 weeks?

Consider consultation

and ongoing care

coordination

yes no

yes

yes

yes
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