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EpidemiologEpidemiologEpidemiologEpidemiologyyyy

In general US population:In general US population:
(National Comorbidity Survey Replication, 2005)

Condition 12-month prevalence

Major Depressive Disorder 6.7%

DysthD hymici DiDisordder 1.1 55%%

Bipolar Disorder (I and II) 2.6%

Total 10.8%

 Lifetime prevalence approximately double 12-month prevalence
 FFeemales males hahavvee about  about double the rate double the rate of of deprdepression ession as as males males 



AI/AN EpidemiologAI/AN EpidemiologAI/AN EpidemiologAI/AN Epidemiologyyyy

 No comprehensive epidemiologic studies 
in AI/AN /   stus ditu eses

 Existing data discrExisting data discreepantpant



AI/AN EpidemiologAI/AN EpidemiologAI/AN EpidemiologAI/AN Epidemiologyyyy

 One study in two large tribes which was meant to 
replicate the NCS-R methodology found 12-month 
prevallence  of MDD f MDD a littl little l lower: 5 5.55-6.6 0%0%  (B(Bealls, M Manson,  
Whitesell, et. al., Am J Psychiatry. 2005, 162:1713-1722)

 Another large study, which was had alcohol misuse as 
its focus , showed a rate higher for MDD than national 
aavverage at 8erage at 8.9% 9% (Hasin(Hasin, Goodwin Goodwin,  StinsonStinson, Grant Grant,  ArArch Gen Psychiatrch Gen Psychiatryy.  

2005, 62:1097-1105)



EtiologEtiologEtiologEtiologyyyy

 Frequently conceptualized via a stress –
diatathesesis mos odeel  

 DeprDepression is the pression is the prototypical ototypical biobio-
psychosocial disease



)

EtiologEtiologEtiologEtiologyyyy    -- GeneticsGeneticsGeneticsGenetics

 First degree relative of probands about twice as 
likely to develop depression

 Twin studies have demonstrated a difference of 
transmission  between monozygygotic and dizygygotic
twins of about 40%

 ConsiderC i ed d d mod derately hl  erih tai ble bl  compared tod    
other mental health conditions (e.g. autistic 
spectrum disorders 75%, bipolar 65%)  p p



EtiologEtiologEtiologEtiologyyyy-- pathophpathophpathophpathophyyyysiologsiologsiologsiologyyyy

 “M“Monoamiine h hypothhesiis” (1960” (1960-7070s))

 DysrDysregulationegulation of hof hyypothalamicpothalamic-pituitarpituitaryy-adradreenal nal 
(HPA) axis (1970-80s)

 OthOther c hhemiical l messengers (( e.g.  BBraiin-derid ived d 
Neurotrophic Factor (BDNF) (2000s)

 Genetic linkage studies implicating differential risk 
with serotonin transporter polymorphisms 
(2000s)(2000s)



EtiologEtiologEtiologEtiologyyyy    -- psychologicalpsychologicalpsychologicalpsychological

 Neuroticism, i.e., the tendency for perfectionism, 
rumination and self-consciousness appears to be 
iinhheritited ad llong  with ith ddepressiion

 CognitivCognitive stylee style, with distor with distortions such as catastrtions such as catastroophizingphizing,  
dichotomous thinking, misattribution of causality

 External locus of control and learned helplessness



EtiologEtiologEtiologEtiologyyyy    -- enenenenvirvirvirviroooonmentalnmentalnmentalnmental

 The Adverse Childhood Experience (ACE) study demonstrated the 
following correlation between # of categories ACE and adult 
depression risk (categories incl physical, emotional, sexual abuse, 
wiitness to vii  ollence,  and d mental illilll ness, su bbstance a bbuse  or  
incarceration of parent):

Number of ACEs Odds Ratio

1 1.5

2 2.4

3 2.6

4 4.6

Source: Felliti et. al, Am J Prev Med. 1998; 14 (4): 245-258 



Diagnosis-Diagnosis-
MMajorajor D DepreprM  DM  D eessivssivee D Disorisor D D ddererdd
 It is diagnosed based on symptoms, no diagnostic tests 

aavvailable to ailable to diagnosediagnose
1. Must have either sad/ angry mood, or 
2. Loss of interest in pleasurable things, 

andand 4 of the f4 of the foollollowingwing,  most most of the daof the day fy foor twr two wo weeks:eeks:
3. Sleep disturbance
4. Appetite disturbance
55. EnergEnergy ley levveel l disturbancedisturbance
6. Concentration/ memory disturbance
7. Feelings of hopelessness/ worthlessness
8. PsychP homotor retardati d oni  or  acti vati ioni
9. Suicidal thoughts

 Above signs and symptoms along with functional impairment 



Diagnosis-Diagnosis-
other deprother depreessivssive disore disordersders

 Dysthymic disorder- milder, but more 
cchroonic tc thaan  majoajor  depepressessivve e disosordeer

 Bipolar disorBipolar disordderer- Most cases Most cases hahavvee major  major 
depressive symptoms, plus symptoms of 
maniamania



 

Impact of deprImpact of deprImpact of deprImpact of depression on patientession on patientession on patientession on patient

 Depression is tD i hi  he   2nd ll2 d eadiding cause o dif di  saf bilibility 
in industrialized countries

 Depression associated with:
◦ 2x increased risk of death all causes
◦ 10-20x increased risk of suicide
◦ About 4% of depressed individuals eventually 

commit suicidecommit suicide

 Impaired social functioning



Impact on healthcarImpact on healthcaree system and  system and 
economeconomyy

 Depressed patients visit primary care 
provider 3x more than non-depressed 
patients

 2-5x increase in days absent from work

 Cost of depression in US over $45 
billion annually



Impact of deprImpact of depression on ession on 
cchhrroonicnic  memedicah  d  l ll ih  d  l llnessllldical illness



Common coCommon co--morbiditiesmorbiditiesCommon coCommon co morbiditiesmorbidities

 Depression occurs in a third of individuals 
witw th o ottheer  meediccala  c coonditiot onss

 Occurs in 50% individuals with cardiac   Occurs in 50% individuals with cardiac, 
renal, Parkinson’s, post-stroke, chronic 
pain  and rheumatoid arthritis illnessespain, and rheumatoid arthritis illnesses



Complicates management Complicates management of  of  
common conditionscommon conditions

 Amplification of symptoms in depressed patients of 
conditions to include hepatits C, inflammatory bowel, 
CACADD, d diiabbettes,  chhroniic  paiin

 DeprDepressed patients fessed patients foound to haund to havvee w woorse self carrse self caree and  and 
adherence to medical treatment including poor diet, 
exercise and medication compliance

(Katon, Ciechanowski, J Psychosom Research. 2002; 53: 859-863)



Impact of deprImpact of deprImpact of deprImpact of depression ession ession ession on diabeteson diabeteson diabeteson diabetes

 Depressed patients less compliant with treatment 
regimens (non-compliance double)

 Diabetic patients with depression have higher HbA1Cs

 Diabetic complications and mortality more frequent in 
depressed patients.  One recent study showed the 
following outcomes in a 5 year follow-up of depressed 
diabetics:
◦ 36% increase in microvascular complications
◦ 24% increase in macrovascular compplications

Lin et. al., Diabetes Care. 2010; 33 (2): 264-269



 

Impact of deprImpact of depreession on ssion on 
corcoronaronary ary arterteryy disease disease

 Depression 3x more frequent in post-MI patients

 Depressed D d patients at dou  ble  td he bl ris k oh f  adk ve rsf e  d
cardiac events 1-2 years post-MI

 Mechanism suggested include increased HR 
variability, HPA dysfunction, increased platelet 
activatii ion, i impairei  d d vascularl  f functiion, i increased  d
CRP, and increase fibrinogen levels

(Lichtman et. al., Circulation. 2008; 118: 1768-75)



),

EffEffeect of deprct of depreession trssion treatment eatment on on 
medical illness outcomemedical illness outcome

 RCTs demonstrating improvement in outcomes with treatment of 
depressed CAD patients have been inconclusive (some trending, but 
none with statistical significance)

 Recent RCT in depressed diabetics showed statistically significant 
improvement (p<0.001) in HBA1C in those randomized to sertraline= 
-2.0;; vs pplacebo= -0.9 ((Echeverryy et. al., Diabetes Care. 2009; 32 (12), 2156-60)), ; (

 Improvement in secondary measures such as self care have been 
demonstrated

 Routine screening of diabetic and cardiac patients for depression 
recommended by ADA and AHA, respectively
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Recent Changes in United States PrRecent Changes in United States Preevventiventivee  
SerSerSerServvvvices Tices Tices Tices Taaaask sk sk sk FFFFoooorrrrcccce e e e (USPSTF) (USPSTF) (USPSTF) (USPSTF) 
RecommendationsRecommendations

 The USPSTF recommends screening adults for depression when staff-assisted 
depression care supports are in place to assure accurate diagnosis, effective 
treatment, and follow-up.
Grade:Grade:  B rB reecommendationcommendation

 The USPTF recommends against routinely screening adults for depression 
when staff-assisted depression care supports are p pp not in place. There map y be 
considerations that support screening for depression in an individual patient.
Grade: C recommendation

 The USPSTF recommends screening of adolescents (12-18 years of age) for 
major depressive disorder (MDD) when systems are in place to ensure 
accurate diagnosis, psychotherapy (cognitive-behavioral or interpersonal), and 
follow-upp. 
Grade: B recommendation



d

Practical  primarPractical  primarPractical  primarPractical  primary y y y carcarcarcareeee management management management management

 ThThe sali lience o f f staff ff assiistedd dd epressiion  care  
means a minimum of close follow-up.  
Multidisciplinary management is best (nurse case 
manager, an d/d/or b b ehhaviioral hl h eallth)h).   PlPl us  psychoeh d
and cognitive therapy even better

 For adults treated with medication, should have 
close follow-up (2 and 4 weeks) for treatment-
emergent side effemergent side effeects and cts and efficacyefficacy..    

 USPSTF states no harm from screening



 

DeprDeprDeprDepression Tx ession Tx ession Tx ession Tx in in in in PrimarPrimarPrimarPrimary y y y CarCarCarCareeee

 DeprDepressionession- Doing Doing something is something is almost alalmost alwaways morys more therae therapeutic peutic 
than doing nothing

 Spontaneous remission rate of depressive episode is 15-20% 
oovver 10 wer 10 weeks eeks (1) (1) comparcompared with 55ed with 55-60% f60% foor pharmacotherar pharmacotherappy y 
in PC setting (2)

 Interestingly, in anti-depressant trials, placebo cases do better 
ththan wa liit lis it t t conttrolls.   ThTh e h h ealiling dde ttermiinantt of  pllf acebbo effff ectt 
is likely the recognition and validation of the problem, and the 
perception of receiving help

1. Posternak MA and Miller I, 2001, Untreated short-term course of major depression: a meta-analysis of outcomes from studies using wait-list 
groups, Journal of Affective Disorders, Volume 66, Issues 2-3, October 2001, P139-144

2. Robinson DW, et. al., 2005, Depression Treatment in Primary Care, Journal of the American Board Family Medicine, 18(2):79-86
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Combined theraCombined theraCombined theraCombined therappppy y y y ffffoooor deprr deprr deprr depreeeessionssionssionssion

 Combined therapy (meds and talk 
ttheeraappy) gey) geneeraally y has aas an e effeectctivveeness ess 
rate of 75-80% in primary care setting, 
compared with 55% fop r meds only



Adolescent deprAdolescent deprAdolescent deprAdolescent depreeeession trssion trssion trssion treatmenteatmenteatmenteatment

 In 2004In 2004, FD FDA rA reequirquireed d “black boblack boxx” warning f warning foor r all all 
antidepressants regarding increased suicidal ideation in 
adolescents

 AACAP/APA recommend that adolescents treated with 
medication, should have close follow-up for treatment-
emergent suicidal ideation, once per week for 4 weeks, then 
bibiweeklkly f for  thhe  next 4  4 weekks.  R  Refferral fl for  psychhothherapy  iis  
highly recommended, especially in the younger adolescent

 StStronglly recommend medidicatiti d ons FDFDAA-appr oved fd for  
depression treatment in this age group, i.e. fluoxetine or 
escitalopram



 

DeprDepression ession TTrreatment tips featment tips foor primarr primary y 
carcaree
Meds
 Patient nPatient nonn-ccommpliance parliance artt 

of variance between 
medication response rate in 
primary care 55%, and 
psychiatric clinics psychiatric clinics 75%75%

 Good informed consent and 
follow-up within two weeks 
can mitigate much non-
compliance, appointment 
specifically for depression 
preferable

 Medication Medication should be givshould be given en 
adequate trial, i.e. 6 weeks 
before trying another med

Therapy
 TheraTherapy  ddoeesn’sn’t hat have te to be  be 

complicated.  Non-judgmental, 
client-enabled problem 
solving can go a long way  
(brief suppor(brief supporttivive therae therappy)y)

 Therapeutic alliance is one of 
main determinants of 
improvement from 
psychotherapy

 Expectation of health and 
patient possessing locus of 
contrcontrooll

 Large amounts of literature 
are available for bibliotherapy 
(good for motivated patients)
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ScrScrScrScreening and Diagnosiseening and Diagnosiseening and Diagnosiseening and Diagnosis

 Deprep ssion is difficult to diagnose in 
primary care and often goes undetected:
◦ depressed mood typically not prp yp esentiny g p

complaint  
◦ competing demands (acute and chronic 

illnesses)
◦ limited resources and time

 Screening improves detection



ScrScrScrScreening toolseening toolseening toolseening tools

 Choice of tool up to the clinician

 Strongly recommended that evidence-
based tools be usedbased tools be used



Recommended toolRecommended toolRecommended toolRecommended tool

 PHQ2 or PHQ9
◦ Evidence based
◦ Very brief

 Derived from the PRIME-MD

 PHQ2 has sensitivity of 83% and specificity 
of 92% usingg a cut-off of 3,, on 0-6 scale



PHQPHQPHQPHQ--2 S2 S2 S2 Scacalllleed d VVd Vd Versionersion
Over the last two weeks, how often have you been bothered by
any of the following problems?

 Feeling down, depressed or hopeless
◦ Not at all Value: 0
◦ Several days Value: 1
◦ More than half the days Value: 2
◦ Nearly every day Value: 3

 Little interest or pleasure in doing things
◦ Not at all Value: 0
◦ Several days Value: 1
◦ More than half the days Value: 2
◦ Nearly every day Value: 3

 Total PHQ-2 score ppossible: Rangge: 0-6 



PHQPHQ--2 Scaled 2 Scaled VVeersion Scorrsion Scorees s 
anand d d d tthhee  examexam  cocoddddeeh   h   

 0 0 – 2  2  = N Negatitive  
Depression Screening Exam Code Result:  

NEGANEGATIVETIVE

 3 – 6 = Positive; further evaluation is indicated    
Depression Screeningp g Exam Code Result:  

POSITIVE



Documenting ScrDocumenting Screening in RPMSeening in RPMS

• Exam Code #36 provides best evidence of 
intentional screening and captures the screening 
result

• CRS will currently accept: 
 Diagnosis– Including ICD-9, IHS-specific POVs  
 PatiP ient ed ducatiion  no l longer  counted  d as  positii ive



Documenting PHQDocumenting PHQ--2 2 ScrScreening eening 
((((papaperper PCC) PCC) PCC) PCC)

 IndiI dicatet   result of lt f screen
◦ Positive or Negative
◦ Recommended to document name of tool used Recommended to document name of tool used 

(PHQ-2)
 Can capture this in COMMENT section of Exam 

CCode

 PCC PCC documentation should include actions takdocumentation should include actions takeen n 
(PHQ-9 results, treatment, referral, etc.) in response 
to a Positive PHQ-2 screen





DeprDeprDeprDepression Scression Scression Scression Screening eening eening eening MeasurMeasurMeasurMeasure e e e 

•• Definition:Definition: “AdAddrdress the press the proporoportion of tion of 
adults ages 18 and over who are screened for 
depression”

• Target:   During GY10, achieve a 53% screening 
rate (9% over last years performance of 44%).  
CAO able to negotiate targg get of 42% (which is (
2% above last years CAO performance of 40%)

• California Area GY 2010 Q3 pQ performance 
currently 31%, whereas GY2009 Q3 was 30% 
(11% improvement needed between now and 
June 30)



DeprDepression Scression Screening eening 
MeasurMeasure Logice Logic

 Numerator: Patients screened for 
depepressessioon du uringg r epoeports ts peperiood  oor  
diagnosed with mood disorder

 Denominator:Active clinical patients over 
18 18 



SummarSummarSummarSummaryyyy

 Depression causes significant morbidity and mortality 
and complicates the management of other common 
conditiditions seen i in   prii mary care 

 ManManyy cases of depr cases of depression can be effession can be effeectivctiveellyy managed in  managed in 
the primary care setting

 Depression screening important part of good primary 
care


