Management of adults with depression in primary care
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Abstract

Mental health problems, especially depression, represent a significant proportion of GP workload. This
paper is a brief overview from a primary care perspective. Important differences exist between primary
and specialist care; patients with a broader range of severity, physical comorbidity and social problems
present to GPs. It is important to differentiate depression from self-limiting low mood or an adjustment
disorder. Comorbid anxiety, physical health problems, age-related problems and alcohol or drug misuse
may also complicate the picture. Furthermore, apparent ‘depression’ may be part of a more complex
illness like bipolar disorder, requiring different management. Assessment involves exploration of sever-
ity, duration and course of symptoms, functional impact and risks to the person or others; asking about
thoughts of self-harm is of major importance. Most people are managed in primary care but some require
specialist input. Guidelines suggest a‘stepped-care’ approach, with the least intensive treatment offered
first (as appropriate) and ‘stepping’ up or down as required. Exercise, diet, psychological therapies and
antidepressants all have roles in management. Proactive follow-up and support are key to effective treat-
ment.

Background

Most adults with depression, with or without anxiety, are diagnosed and managed within primary care.
These disorders are common: the estimated UK point prevalence of a depressive episode is 2.6% and the
prevalence of mixed anxiety and depression is 11.4% (1).

Research over the last 30 years has suggested that a substantial proportion of depression goes undiag-
nosed in primary care. One of the reasons for this is that mood symptoms are often associated with other
chronic illnesses, and physical needs may seem more pressing to both doctor and patient in the context
of relatively brief consultations. On the other hand, alarm has been expressed at the ‘medicalisation of
unhappiness’and the high volume of antidepressant prescribing.

There are advantages to primary-care-based management, where emphasis is on whole-person care. GPs
often know their patients, their families, and their social setting. Primary care is more easily accessible and
perceived as less stigmatising than mental health services; GPs can often offer a longitudinal and devel-
opmental perspective. They may already be involved in managing other illnesses associated with the
depression. There are limitations, however; some patients with depression may think that doctors are not
approachable or not interested in hearing about low mood.

Diagnosis of depression

Diagnosis can be challenging for many reasons, especially as it may not be possible to cover all areas in a
single brief consultation. However, one of the strengths of general practice is the opportunity for re-eval-
uation over time, striking a careful balance between over- and under-medicalisation.

Whilst some mood symptoms are obvious, patients may present with physical symptoms, which may
indicate underlying depression. Mood changes can amplify and distort a patient’s fears and thoughts
about bodily symptoms; sensitive exploration over time can help in identifying the underlying issues and
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gaining the patient’s understanding and their ideas about acceptable treatments.

Recently updated guidelines from the British Association of Psychopharmacology provide a compre-
hensive overview. A bio-psycho-social assessment (Box 1) is advocated, exploring symptoms which may
indicate depression (Box 2). NICE guidelines for depression (CG90 and CG91) stress the importance of
assessing functional impairment, and not relying on symptom count alone (2).

Box 1: Bio-psycho-social assessment
Current symptoms including duration and severity
«  Personal history of depression
«  Family history of mental illness
«  The quality of interpersonal relationships with partner, children and/or parents
+  Living conditions/housing
«  Social support
«  Employment/financial worries
«  Current or previous alcohol and substance misuse
+ Suicidal ideation
«  Thoughts on treatment options

«  Any past experience of, and response to, treatments

Box 2: Diagnosis of a major depressive episode

«  Depressed mood or a loss of interest or pleasure in daily activities for more than two weeks
+  Mood represents a change from the person’s baseline

« Impaired function: social, occupational, educational

Specific symptomes, at least five of these nine, present nearly every day, including one of the above:

«  Depressed mood or irritable most of the day, nearly every day, as indicated by either subjective
report (e.g. feels sad or empty) or observation made by others (e.g. appears tearful)

«  Decreased interest or pleasure in most activities, most of each day

«  Significant change in appetite or weight change (5%)

« Change in sleep: insomnia or hypersomnia

« Change in activity: psychomotor agitation or retardation

- Fatigue or loss of energy

«  Guilt/worthlessness: feelings of worthlessness or excessive or inappropriate guilt

«  Concentration: reduced ability to think or concentrate

Differential diagnoses

‘Common Mental Disorders’ (CMDs: unipolar depression and anxiety disorders) are the most frequent
mood disorders within a primary care setting. However, mood symptoms also occur in other conditions,
which may require different management, including specialist input. The context may be obvious but, if
not, it is important to consider these, especially if the response to treatment is suboptimal. Included here
are several organic or iatrogenic conditions (Box 3: selected tests may be helpful) and:

«  Hormonal-related mood changes: premenstrual syndrome, antenatal and postnatal depression/anxi-
ety, postpartum psychosis, perimenopause or menopause




. Seasonal Affective Disorder

+  Alcohol and substance misuse

- Eating disorders

- Emotionally unstable/borderline personality disorder
« Bipolar Disorder

«  Psychoses including: psychotic depression and schizoaffective disorder

Box 3: Some organic and iatrogenic causes of depression/anxiety

Consider where appropriate:

«  Hypo/hyperthyroidism, anaemia, renal failure, hyponatraemia, hypercalcaemia, B12 deficiency,
myopathies, Addison disease, lupus, multiple sclerosis, HIV, chronic fatigue syndrome, sleep disor-
ders

« Medications: corticosteroids, beta-blockers, calcium channel blockers, alpha-blockers, statins
«  Consider a trial off relevant medication if possible

«  Alcohol and substance misuse, e.g. amphetamines, cocaine

NICE (2) advocates the ‘Patient Health Questionnaire’ (PHQ-9) to assess severity and guide management.
Patients often value these types of scales (3, 4) but they may take time and divert from other issues (5).
Serial PHQ-9s may be useful for monitoring mood in some patients.

Case finding

Depression may be ‘under-recognised’ if comorbid with long-term conditions (LTCs) such as diabetes,
heart or lung disease, arthritis and chronic pain. Psychological symptoms can be overshadowed by
apparently more pressing physical needs (6). There have been attempts to address this problem by using
two case-finding questions (Box 4), the PHQ-2, but there are difficulties integrating these questions into
routine consultations (7) (also see paper on the use of the PHQ-2).

Box 4: Case-finding questions

«  During the past month, have you often been bothered by feeling down, depressed, or hopeless?

«  During the past month, have you often been bothered by having little interest or pleasure in do-
ing things?

A‘yes’to either question is considered a ‘positive’ test. A follow-up question, “Is this something you

want help with?’, can help further assessment.

A'no’response to both questions makes depression highly unlikely (8).

Age

The age of the patient may have important diagnostic and prognostic implications. Whilst a detailed
discussion is beyond the scope of this article, persistent or severe symptoms in a teenager or young adult
may indicate the onset of a more significant mood disorder (for example bipolar disorder, before the first
manic episode) (9), and older adults who are depressed may be more likely to present with physical, rath-
er than psychological symptoms.

Risk assessment

Thoughts about suicide and self-harm are common in depression. It is important to ask about these (Box
5), as patients may be reluctant to volunteer them because they may be ashamed or fear the consequenc-
es of disclosure. Urgent referral to specialist mental health services is recommended if a person presents
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a substantial risk to themselves or others. Suicide risk is especially high in bipolar disorder (especially
Bipolar Il, a particularly difficult diagnosis) (10, 11) and in ‘mixed affective states’ (depression + agitation,
impulsivity). Associated alcohol and drug misuse and previous self-harm should also raise concern (12).

Box 5: Risk assessment: useful questions

«  How do you see the future?
« Have there been times when you felt that you wanted to get away from everything?

«  Sometimes when a person feels very low, they begin to feel that life isn’t worth living. Have you
experienced those thoughts?

«  How recently?

+  How often?

«  Are these thoughts persistent?

- How difficult or easy is it to resist them?
«  Have you made any plans?

+  What exactly have you considered?

«  What has stopped you from carrying this out?

Management in primary care

Trust and continuity are the foundations for recovery, and disclosure to an empathetic GP can be cathar-
tic. Engagement in treatment depends on a therapeutic relationship, and also diagnostic concordance:
labels are not helpful if the patient does not agree with them.

Three questions are helpful to guide management decisions, both now and later (13):

1. How severe are the symptoms?

2. How long has this lasted so far?

3. Whatis the risk of relapse?

Management is based around the ‘stepped care model’ (NICE 2010) (see box 6), depending on severity.

Active monitoring is important: arrange a review within two weeks or earlier, depending on severity.

Box 6: Stepped care for depression
Focus of the intervention Nature of the intervention

STEP 4: Severe and complex depression; risk to life; = Medication, high-intensity psychological in-

severe self-neglect terventions, electroconvulsive therapy, crisis ser-
vice, combined treatments, multi-professional
and inpatient care

STEP 3: Persistent sub-threshold depressive symp- = Medication, high-intensity psychological inter-

toms or mild to moderate depression with inade- ventions, combined treatments, collaborative
quate response to initial interventions; moderate care and referral for further assessment and
and severe depression interventions

STEP 2: Persistent sub-threshold depressive symp- = Low-intensity psychological and psychosocial
toms; mild to moderate depression interventions, medication and referral for fur-
ther assessment and interventions

STEP 1: All known and suspected presentations of | Assessment, support, psychoeducation, active
depression monitoring and referral for further assessment
and interventions




Initial management of milder symptoms includes exercise, behavioural activation and psychological
treatments: these are effective and may be preferred by many. Signposting to third sector services should
also be considered. It is important to note that antidepressants are not helpful in mild depression (14).

Access to talking therapies has been variable but in the last few years the IAPT (Improving Access to
Psychological Therapies) programme has been rolled out across England (15). IAPT services run self-help
and psycho-educational groups in many areas. Individual psychological wellbeing practitioners (PWPs)
can also offer simple behavioural interventions, which may be effective at this level of severity. Other
low-intensity psychological interventions include self-help CBT books or online. Computer-based CBT
has recently been shown to be ineffective in a large-scale trial (16).

Psychoeducation includes helping the patient to understand the links between mental experiences and
physical symptoms, sleep hygiene, diet (Box 7), exercise, behavioural activation and the establishment of
regular routines.

Box 7: Depression and nutrition

There is increasing evidence for the role of nutrition and the gut microbiome in the aetiology, and
perhaps treatment, of depression (17-19). Mechanisms include reducing inflammation and ensuring
adequate dietary precursors for neurotransmitter synthesis. However, dietary research is difficult: cau-
sality is complicated by multiple confounders and the magnitude of effect is often unclear.

The PREDIMED trial (20) showed that a Mediterranean diet supplemented with nuts might reduce

the incidence of depression in patients with type 2 diabetes. The SMILES trial (21) and the HELFIMED
trials (22) are some of the first RCTs to investigate diet as a treatment for depression (23). Both showed
promising results for a Mediterranean diet (SMILES trial NNT = 4) although replication is required.

In general:

« aim for a Mediterranean diet, which includes: oily fish (omega 3 essential fatty acids), olive oil, tree
nuts, and leafy green vegetables (19).

« avoid/reduce: processed food, additives, and high glycaemic index carbohydrates (19, 24). There is
some evidence that gluten may adversely affect mood in some people (25), but further evidence
is required before a gluten-free diet can be formally recommended to treat depression.

A recent systematic review and meta-analysis showed that certain nutritional supplements (especially
omega 3 and vitamin D) may improve symptoms of depression in patients already taking antidepres-
sants (26).

Further information: International Society for Nutritional Psychiatry Research (ISNPR)
http://www.isnpr.org

Some people will not respond to low-intensity interventions, such as those with more severe depression
or those with ‘sub-threshold depressive symptoms’ (present for at least 2 years). For these, an SSRI (selec-
tive serotonin reuptake inhibitor) antidepressant or 'high-intensity’ psychotherapy such as individual CBT
should be considered. Treatment choice is influenced by patient preference and availability. There is some
evidence that combining medication and talking treatments leads to improved outcomes.

When antidepressants are used, it is important to prescribe (and for the patient to take) an adequate dose
(as per the British National Formulary (27)) for a recommended period. Response rates to antidepressants
are around 50% compared to around 30% on placebo, with an NNT of 5 - 7 and NNH of around 30 (13).
Switching to another agent may be required if the first-line medication is not tolerated or is ineffective
(see NICE (2) and BAP (13) guidelines).

It is essential to discuss potential adverse effects of antidepressants. Certain side effects are antide-
pressant-specific, for example increased appetite and weight gain with mirtazapine. Discontinuation
symptoms can also occur upon sudden stoppage of certain antidepressant such as citalopram. Suicidal
thoughts and plans, which are common in depression, should always be explored. The issue of some an-
tidepressants increasing suicidal thoughts (at least initially), though somewhat controversial, should also
be explored. Furthermore, it should always be remembered that a severely depressed person may be so
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depressed that he or she may not have the strength to carry out a suicidal act, but as he or she begins to
improve (particularly energy levels) after 2 - 3 weeks of antidepressant treatment, the risk of carrying out
a suicidal act increases. Women of childbearing age need to be aware of the potential effect of antide-
pressants on pregnancy; specialist advice may be required.

A proportion of patients do not respond to first-line antidepressants, individual psychological interven-
tion or the combination of both. Adverse effects of medications may also result in discontinuation be-
fore an effective dose is reached. Those with depression and a chronic physical health problem may also
require additional therapeutic input, with care delivered within a collaborative care framework, utilising a
case manager to organise care (28, 29) (see article on collaborative care in this issue).

Stepping up to specialist mental health advice is important here. This involves a detailed psychiatric
assessment, to review the diagnosis (for example, could this be bipolar 11?) and appraisal of second-line
treatment options (both non-pharmacological and pharmacological). Maintaining factors (for example
relationship issues) and hidden alcohol/substance misuse must be addressed. Sometimes, more complex
medication (e.g. adding an ‘atypical’ antipsychotic or lithium) may be effective (13), but adverse effects
are important (e.g. sedation, confusion, weight gain, metabolic syndrome); specialist advice and careful
monitoring are required.

Staying well

Depression can be a chronic relapsing condition, so it is important to discuss the likely prognosis and risk
of relapse, especially if ongoing triggers are present (for example LTCs). Self-management strategies are
important, including: increasing social contacts and purposeful activities, diet, exercise, sleep hygiene,
and addressing alcohol and substance misuse. Mindfulness-based cognitive therapy may prevent relapse
and maintain wellbeing. Individual CBT, if available, is useful in preventing relapse, as it teaches skills that
are valuable for the person in the long term. Patients who have responded to antidepressants should

be encouraged to continue their medication for at least 6 months. Longer-term antidepressants may be
recommended if there is a history of relapse but the need for any repeat prescription should be reviewed
regularly.

Implications for policy and practice

Most patients with depression are managed in primary care, with the GP being the key clinician involved
in making the diagnosis and initiating management. Regular review, either by the GP, or by a trained
practice nurse, is important, but may be difficult to achieve with the competing priorities and workload
within primary care. Provision of accessible and acceptable psychological (or psycho-social) interventions
should be the aim of commissioners of services.
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