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Timberlands Regional Support Network

Major Depressive Disorder Practice Guideline

Adapted from the American Psychiatric Association 

Practice Guideline for the Treatment of Patients with Major Depressive Disorder, 2nd Edition

These parameters of practice should be considered guidelines only.  Adherence to them will not ensure a successful outcome for every individual.  The ultimate judgment regarding a treatment plan must be made by the patient’s treatment team in light of the clinical information presented by the client and treatment options available.

General Guidelines

1.
Perform a Diagnostic Evaluation: Intake Assessment Completed by Mental Health Professional

· Determine whether the diagnosis is depression

· Determine whether there is psychiatric and general medical comorbidity

· Include the following in the evaluation:

· History of present illness and current symptoms

· Psychiatric history

· Treatment history with current treatments and responses to previous treatments

· General medical history

· History of substance use disorders

· Personal history (major life events)

· Social, occupational, and family histories

· Review of medications

· Mental status examination

2.
Evaluate the Safety of the Client and Others: Risk Assessment Performed at Intake 

· Assess suicide risk

· Closely monitor clients demonstrating suicidal or homicidal ideation, intention, or plans

· Consider hospitalization if risk is significant

· Note that the ability to predict attempted or completed suicide is poor

· Considerations in the evaluation for suicide risk include:

· Presence of suicidal or homicidal ideation, intent, or plans

· Access to means for suicide and the lethality of those means

· Presence of psychotic symptoms, command hallucinations, or severe anxiety

· Presence of alcohol or substance use

· History and seriousness of previous attempts

· Family history of or recent exposure to suicide

3.
Evaluate and Address Functional Impairments

· Impairments include deficits in interpersonal relationships, work and living conditions, and other medical- or health-related needs

· Address identified impairments

4.
Determine the Treatment Setting

· Choose appropriate site, considering the following:

· Clinical condition (symptom severity, comorbidity, suicidality, homicidality, and level of functioning)

· Available support systems

· Ability of the client to adequately care for self, provide reliable feedback to the psychiatrist and cooperate with treatment

· Reevaluate optimal setting on an ongoing basis

· Consider hospitalization if the client

· Poses serious threat of harm to self or others (involuntary hospitalization may be necessary if patient refuses)

· Is severely ill and lacks adequate social supports (intensive day treatment may be appropriate)

· Has certain comorbid psychiatric or general medical conditions

· Has not responded adequately to outpatient treatment

5.
Establish and Maintain a Therapeutic Alliance

· It is important to pay attention to the concerns of the client and his or her family

· Be aware of transference and countertransference issues

6.
Monitor Psychiatric Status and Safety

· Monitor the client for changes in destructive impulses to self and others

· Be vigilant in monitoring changes in psychiatric status, including major depressive symptoms and symptoms of potential comorbid conditions

· Consider diagnostic reevaluation if symptoms change significantly or if new symptoms emerge

7.
Provide Education to the Client and, When Appropriate, to His or Her Family

· Emphasize that major depressive disorder is a real illness

· Education about treatments helps clients make informed decisions, be aware of side effects, and adhere to treatment

8.
Enhance Medication Adherence for those Clients on Medications

· To improve adherence, emphasize

· When and how often to take medication

· The typical 2 to 4 week lag for beneficial effects to be noticed

· Need to continue medication even after feeling better

· Need to consult with the prescriber before medication discontinuation

· What to do if problems arise

· Improve adherence in elderly clients by simplifying the medication regimen and minimizing cost

· Consider psychotherapeutic intervention for serious or persistent nonadherence

9.
Address Early Signs of Relapse: Crisis Plan

· Inform the client (and, when appropriate, the family) about the significant risk of relapse

· Educate the client (and family) about how to identify early signs and symptoms of new episodes

· Emphasize seeking help if signs of relapse appear, to prevent full-blown exacerbation

Timberlands Regional Support Network

Major Depressive Disorder Practice Guideline

Acute Phase Treatment

Choice of Initial Treatment Modality: Pharmacotherapy

· Severity of major depressive episode

· Mild:



Antidepressants if preferred by client

· Moderate to severe:

Antidepressants are treatment of choice (unless ECT is   

                                                      planned)

· With psychotic features:
Antidepressants plus antipsychotics or ECT

· Features suggesting that medication may be the preferred treatment include the following:

· History of prior positive response 

· Severe symptomatology

· Significant sleep or appetite disturbances or agitation

· Anticipation of need for maintenance therapy

· Client preference 

· Lack of available alternative treatment modalities

Choice of Initial Treatment Modality: Psychotherapy Alone

· If the severity of the major depressive episode is mild to moderate, use psychotherapy if

      preferred by the client

· Features suggesting the use of psychotherapeutic interventions include the following:

· Presence of significant psychosocial stressors

· Intrapsychic conflict

· Interpersonal difficulties

· Comorbid personality disorder

· Pregnancy, lactation, or wish to become pregnant

· Client preference

Choice of Initial Treatment Modality: Combined Pharmacotherapy and Psychotherapy

· Consider the use of combined pharmacotherapy and psychotherapy if the severity of the major depressive episode is mild to severe with clinically significant psychosocial issues, interpersonal problems, or a comorbid personality disorder

· Other features suggesting combination treatment include the following:

· History of only partial response to single treatment modalities

· Poor adherence to treatments (combine medication with a psychotherapeutic approach that focuses on treatment adherence)

Choice of Initial Treatment Modality: Electroconvulsive Therapy

· Consider referral for ECT if any of the following features are present:

· Major depressive episode with a high degree of symptom severity and functional impairment

· Psychotic symptoms or catatonia

· Urgent need for response (suicidality or nutritional compromise in a client refusing food)

· ECT may be the preferred treatment when

· The presence of comorbid medical conditions precludes the use of antidepressant medications,

· There is a prior history of positive response to ECT, or

· The client expresses a preference for ECT

Principles of Choosing and Initial Antidepressant

· The initial selection is based largely on the following considerations:

· Anticipated side effects

· Safety or tolerability of side effects for individual clients

· Client preference

· Quantity and quality of clinical trial data

· Cost

· Based on these factors, the following medications are likely to be effective for most clients:

· Selective serotonin reuptake inhibitors (SSRIs)

· Desipramine

· Nortriptyline

· Bupropion

· Venlafaxine

· Mirtazapine

· Consider other features, including the following:

· History of prior response with a particular antidepressant

· Presence of comorbid psychiatric or general medical conditions (TCAs may not be optimal in clients with cardiovascular conditions or acute-angle glaucoma)

· Use monoamine oxidase inhibitors (MAOIs) only for clients who do not respond to other treatments, because of MAOIs’ dietary restrictions and potentially serious side effects

· MAOIs may be particularly effective for major depressive episodes with atypical features (although in clinical practice, SSRIs are now commonly used for atypical depression because of their more favorable adverse effect profile

Implementation of Antidepressant Therapy

· Start at dosage levels suggested in Table 2 of APA’s Practice Guideline (attached)

· Titrate to full therapeutic dosage, taking the following considerations into account:

· Side effects

· Client’s age

· Comorbid illnesses (starting and therapeutic doses should be reduced generally to half in elderly or medically frail clients)

· Determine the monitoring frequency.  Frequency depends on

· Severity of illness

· Suicide risk

· Significant side effects

· Client’s cooperation with treatment

· Availability of social supports

· Presence of comorbid general medical problems

· Determine method of monitoring (face to face, phone, contact with physician knowledgeable about the client) according to clinical context.

· Monitor to assess the following:

· Treatment response

· Side effects

· Clinical condition

· Safety

· Monitor adults closely for worsening of depression and for increased suicidal thinking or behavior, as some evidence suggests that antidepressant treatment may increase suicidality in children and adolescents

Initial Failure to Respond

· If the client is not at least moderately improved after 4 to 8 weeks, reappraise the treatment regimen

· Investigate the client’s adherence to treatment

· Revise the treatment plan and consider the following options:

· Maximize the initial therapeutic treatment dose

· Add, change, or increase the frequency of psychotherapy

· Switch to another non-MAOI medication

· Especially if there is partial response, augment with a non-MAOI antidepressant from a 

      different class or another adjuvant medication

· Switch to an MAOI

· Institute ECT

Continued Failure to Respond

· Verify the client’s diagnosis and adherence to treatment

· If the client does not show at least moderate improvement after an additional 4 to 8 weeks, explore the presence of other factors that might interfere with improvement:

· Comorbid general medical conditions

· Comorbid psychiatric disorders (including substance abuse)

· Significant psychosocial problems

· If the steps above do not clarify the reason for the nonresponse, consider consultation or referral for ECT

Psychotherapy Implementation

· Determine the frequency of psychotherapy

· Frequency generally ranges from once to several times per week in the acute phase and depends on

· Specific type and goals of psychotherapy

· Need to create and maintain a therapeutic relationship

· Need to ensure treatment adherence

· Need to monitor and assess suicidality

· In situations with more than one treating clinician, maintain ongoing contact with the client and other clinicians

· If the client does not show at least moderate improvement after 4 to 8 weeks, conduct a thorough review and reappraisal

Medication Plus Psychotherapy

· Consider the same issues that influence the choice of medication and psychotherapy

· If the client does not show at least moderate improvement after 4 to 8 weeks, conduct a thorough review, including of adherence

· If client does not show at least moderate improvement after an additional 4 to 8 weeks following a change, conduct another thorough review and consider consultation or referral for ECT

Assessing Adequacy of Treatment Response

Do not conclude acute phase treatment if the client shows only partial response. Partial response is associated with poor functional outcome
Continuation Phase

· The continuation phase is defined as the 16- to 20-week period after sustained and complete remission from the acute phase.

· To prevent relapse, continue antidepressant medication at the same dose used during the acute phase.

· Consider the use of psychotherapy to help prevent relapse.

· Consider referring for ECT if medication or psychotherapy has not been effective.

· Set frequency of visits depending on clinical condition and specific treatments used.  Frequency can vary from once every 2 to 3 months to multiple times per week.

Maintenance Phase

· The goal during the maintenance phase is to prevent recurrences of major depressive episodes.

· Continue using the treatment that was effective in the acute and continuation phases.

· Employ the same full antidepressant medication dosages used in prior phases of treatment.

· Set the frequency of visits according to clinical condition and specific treatments used.  Frequency can range from as low as once every 2 to 3 months for stable clients to as high as multiple times per week for those in psychotherapy.

Discontinuation of Active Treatment

· Consider whether to discontinue treatment based on the same factors considered in the decision to initiate maintenance treatment.

· When discontinuing psychotherapy, the best method depends on the client’s needs and type of psychotherapy, the duration of treatment, and the intensity of treatment.

· To discontinue pharmacotherapy, taper the does over at least several weeks.

· Facilitates more rapid return to a full dose if symptoms recur

· Minimizes the risk of antidepressant discontinuation syndromes

· Establish a plan to restart treatment in case of relapse.

· If the client experiences a relapse when medication is discontinued, resume the previously successful treatment.

· Risk factors for recurrence of Major Depressive Disorder:

· Prior history of multiple episodes of major depressive disorder

· Persistence of dysthymic symptoms after recovery from an episode of MDD

· Presence of an additional, nonaffective psychiatric diagnosis

· Presence of a chronic general medical condition
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PURPOSE AND SCOPE:

Timberlands Regional Support Network (TRSN) adopts practice guidelines that meet requirements of 42 CFR 438.236 so that targeted diagnostic groups are provided quality and most consistent practices available through the provision of valid and reliable research-based services (see TRSN Clinical Policy No. 3002).  In collaboration with Cascade Mental Health Care, Willapa Behavioral Health, and Wahkiakum County Mental Health Services, TRSN has adopted the American Psychiatric Association’s Practice Guideline for the Treatment of Patients with Major Depressive Disorder, 2nd Edition.  The Guideline has been modified for an appropriate fit with TRSN’s service delivery model.


PRACTICES AND PROCEDURES:

1.
The Major Depressive Disorder Practice Guideline is applied to clients who:

a.
have been authorized for services by the RSN; 

b.
have a primary diagnosis of major depressive disorder;

c.
and are 18 years of age or older

2.
A diagnostic evaluation (intake assessment) is completed by a mental health professional for clients requesting mental health services and includes the following:

a.
Evaluation of symptoms to determine whether a diagnosis of Major Depressive Disorder exists,


b.
Risk assessment to evaluate the safety of client and others,


c.
Evaluation of functional impairments, and 


d.
Determination of treatment setting (outpatient vs. inpatient or crisis stabilization)

3.
When the intake assessor determines a client meets the criteria listed in item 1, he or she 

initiates the Major Depressive Disorder Practice Guideline by completing the MDD 

P. G. Referral Form.  By completing the form, the intake assessor identifies:

a.
DSM-IV-TR diagnostic criteria and symptom severity

b. Level of functional impairment

1)
Mild

2)
Moderate

3)
Severe

c. Primary treatment modality recommendation

1)
Therapy 

a)
Therapy only                                                         
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b)
Therapy plus medications

2)
Community Support

a)
Case management only

b)
Case management plus medications

c) Case management plus medications and therapy

* Note: If a client is on anti-depressants only, the goal will be to transfer medication management to their primary care provider when the client is stable.  If clients receive medications from a prescriber in the community, TRSN does monitor medication management and only monitors services provided by TRSN.

4.
Intake assessor assists the client in completing the PHQ-9 (Patient Health Questionnaire).

5.
The intake assessor initiates a referral to the Medical Department if the client chooses to receive medications from TRSN.  If a referral to the Medical Department is indicated, the Adult Medical Services Referral form is completed and routed to the Medical Department by the assigned clinician.

6.
After completing all intake paperwork, the assessor provides the paperwork to the designated Office Specialist staff so that the chart can be opened in MIS.  

7.
The chart is sent to the Program Manager for clinician assignment. Office Support Staff records the client on the Major Depressive Disorder Practice Guideline Tracking Sheet.   Program Managers & QA will have access to this document on the shared drive.
8.
When the client is assigned to a clinician, the clinician is informed of client’s participation in the Major Depressive Disorder Practice Guideline by the program manager.  Clinician will use their online calendaring systems to track when client is due for the second PHQ9.  This will occur 6 months from assignment.

Acute Phase

1.
The clinician and client identify goals and complete the treatment plan.  

2.
The clinician addresses components of the MDDPG during treatment sessions and documents in the client’s medical record.


a.
Each treatment session is documented on a Progress Note.

b. Suicide risk/safety assessments are documented on Progress Notes.

c.
Client/family diagnosis education is documented on the treatment plan and/or on diagnosis education sheets.

d.
Early signs of relapse or decompensation and a plan for response and/or prevention are reviewed with client and documented on the Crisis Plan.
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3.
Assigned clinician assists client in completing the PHQ-9 five to six months from initial PHQ-9 (in conjunction with treatment planning).  Clinicians will track when clients are due for the 2nd PHQ9 using the calendaring system attached to their email.
4.
When the Medical Department receives the Adult Medical Services Referral form, a prescriber is assigned and a psychiatric evaluation is completed.

a.
If the diagnosis of Major Depressive Disorder is confirmed:

1)
a copy of the Adult Medical Services Referral form is sent to the Program Manager with diagnosis confirmation;  

2)
the Manager updates his/her records and reviews information with the clinician during clinical supervision; and

3)
the medical staff follow the medical component of the guideline, documenting assessments and progress in the medical notes. Components addressed by medical staff include:


a)
Choose and implement antidepressant and titrate to therapeutic 

dosage


b)
Add antipsychotic if indicated


c)
Refer for ECT if indicated

d)
Monitor treatment response, side effects of medication, clinical condition, and safety of client;


e)
Address failure to respond to medication

b.
If the diagnosis is not confirmed:

1)
the Practice Guideline is discontinued;

2)
a copy of the Adult Services Referral form is sent to the Program Manager and reviewed with the clinician;

3)
and the clinician indicates that the guideline is discontinued on the Major Depressive Disorder Practice Guideline Referral Form.

Continuation and Maintenance Phases

1.
The continuation phase is defined as the 16- to 20-week period after sustained and complete remission from the acute phase.

2.
During the continuation phase, relapse prevention is the focus and the client’s assigned clinician and medical staff address the following guideline components:

a.
Prevent relapse by continuing antidepressant medication at the same dose used during the acute phase

b.
Consider the use of psychotherapy to prevent relapse if not already being used

c.
Consider referring for ECT if medication or psychotherapy has not been effective  
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d.
Set frequency of visits depending on clinical condition.  Frequency can vary from once every 2 to 3 months to multiple times per week.

3.
Treatment that was effective during the acute and continuation phases should be continued in the maintenance phase in order to prevent recurrences of major depressive episodes.

4.
Treatment sessions during the continuation and maintenance phases are documented on Progress Notes and transcribed medical progress notes.
Discontinuation of Active Treatment

1.
Treatment discontinuation is considered based on probability of recurrence and the frequency and severity of past depressive episodes.

2.
Staff will review with client a plan for managing relapse and restarting treatment should this be necessary.

Monitoring

1.
TRSN’s Quality Manager will conduct periodic audits to monitor compliance with the Major Depressive Disorder Practice Guideline and will report results to the Quality Management Committee, Clinical Directors, and/or Governing Board.

2.
TRSN staff will monitor compliance with completing 2 PHQ-9 questionnaires for each client receiving services under this guideline.

3.
Outcome measures will include:

a.
Percentage of clients with diagnosis of Major Depression who have an Intake Assessment that contains all elements described in Practice Guideline.


b.
Percentage of clients who have an Intake Assessment that contains documentation of suicide risk assessment.


c.
Percentage of clients who are educated on diagnosis and practice guideline within 1st 3 sessions.

d.
Percentage of clients who’s medical record contains documentation of suicide risk in progress notes.


e.
Percentage of clients who’s Crisis Plan addresses early signs of relapse.


f.
Percentage of clients who have 2 PHQ-9 scores. (PHQ-9 is completed at intake 

and 5 – 6 months later.)


g.         Clients who have 2 medication management visits during 1st 3 months of treatment.  

Approval



TRSN Administrator

Date
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Diagnostic Criteria

Check client’s symptoms below. Five or more of the symptoms have been present during the past 2 weeks. At least one symptom is depressed mood or loss of interest.

 FORMCHECKBOX 
 Depressed mood most of the day, nearly every day

 FORMCHECKBOX 
 Markedly diminished interest or pleasure in all, or almost all, activities most of the day,

      nearly every day

 FORMCHECKBOX 
 Significant weight loss or weight gain or decrease or increase in appetite nearly every day

 FORMCHECKBOX 
 Insomnia or hypersomnia nearly every day

 FORMCHECKBOX 
 Psychomotor agitation or retardation nearly every day

 FORMCHECKBOX 
 Fatigue or loss of energy nearly every day

 FORMCHECKBOX 
 Feelings of worthlessness or excessive or inappropriate guilt nearly every day

 FORMCHECKBOX 
 Diminished ability to think or concentrate, or indecisiveness, nearly every day

 FORMCHECKBOX 
 Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a suicide 

     attempt or a specific plan for committing suicide

Severity of Symptoms

 FORMCHECKBOX 
 Mild: few, if any, symptoms in excess of those required to make the diagnosis and symptoms 

      result in only minor impairment in functioning.

 FORMCHECKBOX 
 Moderate: symptoms or functional impairment between “mild” and “severe.”

 FORMCHECKBOX 
 Severe Without Psychotic Features: several symptoms in excess of those required to make 

      the diagnosis, and symptoms markedly interfere with functioning.

 FORMCHECKBOX 
 Severe With Psychotic Features: delusions or hallucinations

Level of Functional Impairment

	
	Mild
	Moderate
	Severe

	Interpersonal relationships
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Work or school
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Living conditions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health-related needs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Treatment Recommendation

	 FORMCHECKBOX 
 Therapy
	 FORMCHECKBOX 
 Case Management
	 FORMCHECKBOX 
 Medication Management


 FORMCHECKBOX 
 Medical Services Referral completed
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 PHQ-9 completed


Staff Signature







Date












	Client Name:
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PATIENT HEALTH QUESTIONNAIRE-9
THIS SECTION FOR USE BY STUDY PERSONNEL ONLY.
Were data collected? No [] (provide reason in comments)
If Yes, data collected on visit date [ or specify date:
DD-Mon-YYYY
Comments:
Only the patient (subject) should enter information onto this questionnaire.
More
than Nearly

Over the last 2 weeks, how often have you been bothered Not at | Several | halfthe | every
by any of the following problems? all days days day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or o 1 > 3

have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 5 3

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 0 1 2 3

you have been moving around a lot more than usual
9. Thoughts that you would be better off dead or of hurting 0 1 > 3

yourself in some way

SCORING For Use By STupy PERSONNEL ONLY
0 + + +

=Total Score:

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

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
] ] [m} m}

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc.
Copyright © 2005 Pfizer, Inc. All rights reserved. Reproduced with permission. EPIDS05 PHQIP

I confirm this information is accurate. |Patient’s/Subject’s initials: Date:

Finstituticultadapproiectmke7e3\etude2 783 inalversionsipha-9criq.doc — 14/11/2005




Intake Clinician Procedures

· Complete Intake Assessment

· Determine if Major Depressive Disorder Guideline is Appropriate

· If MDDPG is appropriate, complete Major Depressive Disorder Referral form 

· Complete Adult Medical Services Referral Form (if client would like to try medication)

· Assist with PHQ9 & total client’s responses

· Submit all paperwork to supervisor 

Office Support Staff Procedures

· Open client chart per standard procedure

· Enter client and their PHQ9 score in Log

· Route chart to Program Managers

Program Manager Procedures

· Identify MDDPG client

· MDDPG Referral Form will be signal

· Track and monitor client

· OS staff enters MDDPG referral into Avatar.

· Monitor these clients during supervision sessions

· Assigned Clinician Procedures

· Receive assignment of Major Depressive Disorder Practice Guideline client from Manager & form therapeutic alliance

· Identify goals and develop treatment plan & crisis plans

· Forward medication referral form to Med staff

· Assess suicide/safety risk and document in progress notes

· Assist client with 2nd PHQ9 (5 – 6 months from initial PHQ-9) – turn in to OS Support staff for data entry

· Document client &/or family education on diagnosis - Discuss signs of relapse & relapse prevention

· Encourage medication compliance

· Document each session with client in progress notes

Prescriber Procedures


· Receive Medical Services Referral Form from clinician

· Complete psychiatric evaluation

· Confirm diagnosis of Major Depressive Disorder 

· Update records

· Begin medication management – if desired by client

· Diagnosis of Major Depressive Disorder not confirmed

· Guideline discontinued – Med staff documents and advises Program Manager(s) & OS staff
















