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DEPRESSION

The Objectives Of This Tutorial Are:-
	
	Understand how depression presents in a general practice setting.
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	Know how and when to initiate antidepressant therapy, including the choices.
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	When to refer to the hospital.
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	Help to treat recurrence of illness and how to prevent it.

	[image: image4.png]



	Awareness of other forms of treatment of depression.
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	Understand how to manage depression in the elderly and postnatal depression.


Presentation Of Depression 
Two thirds of all people will suffer depressive symptoms at some time in their lives. Around 5% of the adult population will have an episode of major depression in any given year. Women are affected twice as men and average age at presentation is 27 years. Around 5% of consecutive consultations in general practice meet the criteria for major depression and another 5% have minor depression. A further 10% have depressive symptoms not severe enough to warrant active intervention.
DSM-IV diagnostic criteria for major depression:- (five or more symptoms)
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	Depressed mood for more than two weeks
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	Anhedonia

	[image: image8.png]



	Poor appetite / Weight loss > 5%
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	Insomnia / Hypersomnia
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	Agitation / Psychomotor retardation
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	Reduced libido
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	Loss of energy
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	Poor concentration
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	Thoughts life not worth living / suicidal ideation


Some 50% of cases of depression presenting to general practice are missed at the first consultation. A further 10% are picked up at subsequent consultations. This is very important as if diagnosed early it is shorter in duration and less severe.
Doctors more likely to make a diagnosis of depression:-
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	Show more sympathy
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	Are more sensitive to emotional cues
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	Use appropriate psychological questions
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	Ask for clarification of complaints
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	Make early eye contact with the patient
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	Assume receptive postures


Consultation technique can be improved through use of the video and various training courses. The use of standardised questions make the diagnosis of depression more likely such as the Goldberg scales used by Manchester GP’s (Annex A).
In routine clinical practice the presentation of depression is less clear-cut. Symptoms of depression and anxiety often coexist and the primary presentation may well be that of the latter. Many patients present initially with exclusively somatic symptoms and an ever increasing awareness of underlying depression should be maintained. There is still a significant stigma surrounding mental illness and patients will often fail to acknowledge they are depressed. They will often refuse to accept this diagnosis and great care is needed to explain why you are making as compliance will be a major problem otherwise (see later).
To differentiate between minor and major illness, it is important to determine not only the number of symptoms but also their severity and duration. The Hospital Anxiety and Depression Scale (HADS) - Annex B - is one of the most useful for detecting and monitoring depression and anxiety. The scale is sensitive to changes in patients’ emotional state and can be repeated at weekly intervals.
A thorough medical assessment and physical examination is needed as many disorders can present with mood related symptoms, particularly anaemia and endocrine dysfunction. Also, the presence of depression may follow physical illness or exacerbate a range of other medical conditions.
 
Antidepressant Therapy
Antidepressants are effective in cases that satisfy the criteria for major depressive episodes, but have not been found to be effective for patients at the very mild end of the clinical range. It is important to treat depression rather than unhappiness. Except when contraindicated antidepressants are first line choice of therapy when:-
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	Severity is moderate to severe
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	Psychotic features exist
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	Psychotherapy is not available
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	Previous positive response to medication
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	Patient requests medication as a preferred choice


Depression should be treated whether or not the symptoms appear to be an understandable reaction to adverse circumstances if severe enough. However, during an acute grief reaction this is probably not appropriate.
A large number of effective agents are available and the choice for the individual may not always be clear. We should be guided by the relative effectiveness, adverse effects, side-effects and cost. SSRI’s can be used in OCD, panic disorder, bulimia as well as depression. Therapeutic doses can usually be started immediately and they are generally better tolerated when compared to TAD’s. The main problem with SSRI’s are the gastrointestinal side-effects. TAD’s tend to be more sedating and cause more anticholinergic side-effects, as well as more toxic in overdose. They are generally not suitable for the elderly. The chance of suicide should not significantly alter the choice of antidepressant. A genuinely suicidal patient has many other options for achieving their goal without overdosing on their prescribed medication. It is more important to assess the risk of suicide separately.
TAD’s and SSRI’s are equally effective in major depression with up to 65% cases responding partially or completely. More people will stop TAD’s because of side-effects than SSRI’s. Around 30% will stop treatment whatever they are prescribed and a further 50% will not take it as they should. It is disappointing that fewer than half the population think antidepressants actually work and 78% consider them addictive. Convincing your patient they need to take antidepressants is far more important than the choice of which one.
The various profiles of the different antidepressants are shown in Annex C. It is important that a significant washout period occurs when switching to MAOI so as to avoid a hypertensive crisis, especially with longer half life medications like fluoxetine. A rough guide is five times the half-life of the drug.
Some agents are claimed to work more quickly than others, but the evidence for this is limited. All modern agents work by interacting with noradrenergic and serotonergic systems to varying degrees and none have a totally new mechanism of therapeutic action. It is important to remind patients that 2 - 3 weeks may lapse before they show signs of improvement and not to abandon treatment too early. After 6 weeks if there is no response then either the dose needs to be increased or a different class of agent used.
Patients should always be assessed thoroughly before any treatment is to be stopped permanently and the appropriate method of doing this explained. Most antidepressants should be slowly withdrawn although longer half-life therapies require less care. Abrupt withdrawal of SSRI’s is associated with symptoms including dizziness and rhinitis in some patients.
No single antidepressant is suitable for all patients on every occasion. The choice as always will depend on the needs of the individual.
Hospital Referral
Over 90% patients are treated in the community without involvement of a psychiatrist. Sensible indications for referral include :-
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	Significant suicide risk ( including use of Mental Health Act )
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	Severe symptoms ( including psychotic features or self-neglect )
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	Failure of treatment ( two classes of agents at therapeutic doses, each for 6 weeks )
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	Bipolar disorder ( lithium or another mood stabiliser)
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	A child ( specialist help needed )
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	Other psychiatric co-morbidity exists ( alcohol / drug abuse; eating disorders )


Special cons ideation should be given to suicide. Assessment of suicidal thoughts should be carried out in all cases of depression. Patients should be specifically asked whether they felt that on times that life was not worth living. Sensitive questions can then be used to ask if they have considered acting on these thoughts and considered suicide. There is a significant difference between transient thoughts of life not worth living and preoccupied ideas about death and how to achieve it. Patients often feel relief at being able to discuss such a subject and it is important to create the correct environment in which to do so. Important risk factors include previous suicide attempts, severe depression, alcohol or drug abuse, serious physical illness and schizophrenia. Social factors include male sex, middle age, social isolation and adverse living conditions. In such circumstances compulsory admission to hospital under the Mental Health Act would be considered if voluntary admission refused.
Recurrence Of Depression
Depression has a high rate of relapse. Following one episode the chance of recurrence is 50% and after two 70%. One in eight patients with depression run a chronic course. Long term treatment for five years or more may be indicated in frequent sever recurrent illnesses. Among the many factors implicated in recurrence failure to adhere to guidelines are of particular importance. Patients who fully comply to proven treatment plans are least likely to experience a recurrence. Controlled trials have shown that inadequate treatment during the first six months are associated with recurrence rates of 50%.
The WHO recommend continuing treatment for a minimum of 4 -6 months following resolution of symptoms after a first episode and twelve months after a recurrence. Further episodes should prompt a referral for assessment for preventive treatments and mood stabilisers such as lithium. It is also important to use these drugs at therapeutic doses. Failure to achieve these doses and duration of treatment are the main causes of recurrence. It highlights the importance of patient compliance and they should be informed of the intended duration and why very early in the management.
Other Treatment Options
Few primary care studies have looked at psychological approaches to treating depression. Some treatments appear to be as effective as pharmacotherapy and the choice being more related to the patients’ preference, costs and / or availability of adequate trained personnel. A literature review of generic counselling showed insufficient evidence to support its’ sole use in management of major depression. The most robust evidence comes from cognitive behaviour therapy and highly trained therapists are in short supply. They concentrate on learned behaviour patterns and automatic negative thoughts experienced by the patient. Large randomised control trials are needed in more representative people in a range of clinical settings, in particular primary care.
Electroconvulsive therapy (ECT) is one of the most rapidly active treatments for depression. First used in 1934, it is now much more humane with the administration of a general anaesthetic together with a muscle relaxant. It is particularly useful when a rapid response is required or where extreme self-neglect occurs. It is also useful for recurrent sever depression, bipolar disorder, schizophrenia and mania. The patient receives either unilateral or more usually bilateral ECT and in sufficient doses to produce grand-mal seizure for around 30 seconds. Any longer and amnesia (the main side-effect) becomes more pronounced without any extra benefit. It is not clearly understood how ECT works, but it does seem to have a precise neurochemical mechanism of action.
One systematic review or randomised control trials found St. John’s Wort more effective than placebo in mild to moderated depression and as effective as prescription antidepressants. This product is not without problems as they have important drug interactions.
Trials have also shown the benefit of exercise, alone or combined with other treatments in mild to moderate depression.
Special Considerations
The Elderly
Many depressed patients present to the GP’s with somatic symptoms rather than psychological complaints. Biological symptoms such as tiredness, insomnia, anorexia and weight loss may not be prominent or may be attributed to physical illness. Depression is often denied. Hypochondriacal worries and changes in care-seeking behaviour may be the clues to a diagnosis of depression. Anhedonia is especially common. Other thoughts that should be sought are ideas of guilt, reduced self-esteem or worthlessness, hopelessness and preoccupation with death. Suicidal ideas should be asked about quite openly and all episodes of self-harm should be considered very serious.
Anxiety disorders without depression are rare in the elderly. Occasionally, a picture more like dementia is seen and it can be difficult to differentiate the two. An opinion from a close relative or carer can be invaluable. A useful point is that patients with dementia rarely complain about the associated memory loss and try to compensate in other ways including denial depending on their level of insight. Depression is common in residential settings and should be considered when a change in behaviour has occurred. The main differential diagnosis other than dementia include Parkinson’s disease, hypothyroidism and underlying occult carcinoma. A geriatric depression scale has been shown to be a reliable and valid tool in different settings and avoids the emphasis on somatic symptoms found in scales for younger people. Treatment is as effective as for younger people, but more care is needed in choice of antidepressant due to side-effects, coexisting illnesses and polypharmacy.
Postnatal Depression 
Following the birth of a child 10-15% of women will experience depressive illness. This should be differentiated from the very common (>50%) maternity blues and the very serious (<0.2%) post-puerperal psychosis.
The symptoms are the same as that of other forms of depression, except there is more guilt at having the feelings they possess at a time when everyone around them is happy and expects them to be happy. A lack of ability to openly discuss these feelings leads to extreme hopelessness. Their inability to cope with minor problems with the baby can lead to additional worthlessness and low self-esteem. Tiredness can be due to a combination of feeding patterns and a crying baby as well as underlying depression. Family, friends and often health care professionals often deny the mother the "sick role" and she keeps these feeling to herself. It is therefore important to directly ask the mother about her feelings and openly discuss the symptoms of depression.
The increasing early discharges from hospital and the change of care from midwife to health visitor at day 10 can often lead to lack of continuity of care in identifying subtle changes in mothers’ behaviour. Health visitors have embraced this challenge and increasingly use the Edinburgh Postnatal depression scale to aid their detection. Mothers report a high degree of satisfaction with administration of such a scale. Antidepressants should be used in breast feeding where the benefits outweigh the risks of further deterioration in her condition. Premature babies or those with hepatic or renal impairment should not be breast fed with mothers n psychotropic medication.
As yet there is little evidence that any one strategy can effectively prevent PND. Lithium, Oestrogen, Progesterone have all been implicated as possibilities. The key areas are to identify those most at risk and act early by quicker detection and prompt treatment.
About 75% cases will resolve spontaneously by 6 months, but 25% will remain depressed at 2 years.
Annex A
Score 1 for each :-
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	Have you had low energy?
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	Have you had a loss of interest?
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	Have you lost confidence?
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	Have you felt hopeless? 


If the score is two or more proceed to :-
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	Have you had difficulty concentrating?
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	Have you lost weight due to poor appetite?
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	Have you been waking early?
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	Have you felt slowed up?
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	Do you feel worse in the mornings? 


A total of four or more indicates a 50% chance of a clinically important depression 
N.B. Annex B + C copywrited ; found within issues below
Sources : Clinical Evidence (June 2000) ; Update Sept 7th,2000 pg198 - 220 ; Sept 9th,2000 pg 327 ; January 14th,2000 pg23 ; December 16th,2000 pg 944 ; October 7th,2000 pg 504 ; Postnatal Depression (Psychiatry reviews). 
This tutorial was prepared by Dr J A Crane
