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Using This Training Manual

This training manual will provide you an overview of an evidence-based algorithm (or
set of guidelines) for the delivery of Depression & Anxiety Management services
appropriate for use in primary care and will serve as an ongoing reference guide. The
target audience is behavioral health providers working in the primary care setting
(integrated care providers), although the content may also be helpful for other members
of the primary care team or providers wishing to better understand successful practices
for primary care treatment of common mental health disorders. The first manual in this

series “Building a Strong Foundation” lays the groundwork for integrated care treatment.

This manual will build on the concepts and steps presented in the initial manual, thus
presumes the reader has a basic understanding of initial manual content.

It is important to remember that this manual serves as a launching point; the training
provided in this manual will not, in itself, result in expertise in the delivery of depression
and anxiety management. It is expected that additional training will be required for all
but the most experienced clinicians. Potential sources for additional training have been
included in this manual to assist you in identifying potential opportunities for developing
expertise in algorithm-appropriate skills.

As studies show that individuals demonstrate a higher level of retention when they can
review their own notes later, if you are using this manual as part of a group training
session, you are encouraged to make notes directly on the manual pages both to
expand the content and to allow for increased future utility. The following icons are
used as visual guides throughout this manual:

Graphic Icons/Cues

s’
Key Points Practice Dialogue Check it Out
Course content that plays an Course content that contains prs
: . : . : Course content specific to
important role in the overall dialog that is best practiced by P

Health Technician level staff.

learning experience. speaking the text aloud.

N’

Practice Discussion

Course content that depicts
typical patient interactions, best
practiced as a role play.

Procedure / Steps
Course content that illustrates
step-by-step instructions,
procedures, or protocols.

Tips: Learning
Course content that provides
useful tips for enhancing the
overall learning experience.
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Depression & Anxiety Management

This training manual provides a model of care for adults who suffer from anxiety or
depressive symptoms in the setting that they are most likely to be identified and
treated — primary care. The manual outlines the role of the integrated care clinician,
or Behavioral Health Provider, in the delivery of integrated care services including 1)
interventions aimed at prevention and/or health promotion and 2) the delivery of brief
treatments, including behavioral interventions and/or medication management.

Learning Objectives

Completion of this training program will build clinical skills and achieve the following
objectives:

e Understanding the theoretical framework for assisting patients seen in
primary care to achieve successful, sustained engagement in the
treatment of depression and anxiety symptoms and promote relapse
prevention

e Learn the utility of using structured assessments to facilitate symptom
measurement, tracking of patient outcomes, and allow for “down
stream” program evaluation

e Develop a strategy to monitor patients with sub threshold depression
symptoms for clinical worsening

e Learn how to effectively use telephone visits to enhance engagement
in the clinical program

e Provide evidence-based interventions for depressive symptoms,
consistent with delivery in the primary care environment
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Brief Overview

The Depression & Anxiety Management program is designed to close the gap
between identification of depression and anxiety in primary care, and access to
the elements of care shown in studies to lead to improvement in symptoms and
functioning [1]. Critical elements from research and clinical practice are combined to
deliver time limited but effective treatment such as sustained use of antidepressant
medication, symptom monitoring, and brief behavioral interventions, in a stepped care
fashion. Key components include:

¢ Integration of behavioral health providers such as yourself with primary care
providers;
Emphasizing communication and shared responsibility for patients;

e Systematic follow-up care with a focus on routine assessment of symptoms and
adherence to a treatment plan and algorithm;

e Active patient self-management;
Systematic identification of indications for consultation and specialty
referral.

This manual begins by describing the evidence base for management of
depression and anxiety in primary care. The next section provides basic education
on depression and anxiety disorders. Finally, the steps for Depression & Anxiety
Management are described. Additional materials, including assessments, a
medication algorithm, and

patient handouts, can be found

in the Patient and Clinician

Resources Volumes. All The integrated care clinician is referred to in
interventions can be delivered this manual as the Behavioral Health Specialist
either in-person or by (BHS) and may include any licensed
telephone, as telephone professional staff with mental health expertise
management has been shown working within primary care. This includes

to be equally effective for this psychologists, licensed social workers,

patient population. pharmacists, psychiatrists, and nurses. Basic

competencies in motivational interviewing and
problem-solving or goal setting are highly
recommended. Other interventions used
within the context of management, such

as specific brief therapies, will vary

based on the BHS'’s skill set and

areas of expertise.
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Understanding Depression

Before describing the steps of the depression and anxiety algorithm it may be helpful to
begin with a brief overview of depression and anxiety. It may also provide a framework
for presenting depression to primary care providers (PCPs) and other members of your
integrated health care team. Depression is often not well understood by non-mental
health professionals. A big piece of your role is helping providers and team members to
expand their knowledge base and having a better understanding of mental health.

In 2010, the Centers for Disease Control and Prevention (CDC) released a report
estimating the prevalence of current depression in adults from 2006-2008. Of 235,067
adults, 9% met the criteria for current depression, including 3.4% who met the criteria for
major depression. Depression can be thought of as a disorder of mood regulation
usually involving disturbances not only of the emotions, but of thought processes,
behavior and physiological functioning [2]. Unlike many of the illnesses treated in
primary care, depression cannot be diagnosed using a lab test or scan. Diagnosis relies
entirely on an assessment of the presence,
persistence, and effects on functioning of
specific symptoms. Moreover, although
there is evidence that depression is related
to an imbalance of neurotransmitters in the
brain, many non-biological factors interact
with a person’s physiology to produce the
symptoms associated with depression.

When speaking with patients it is important
to be clear that the term “depression” as
used by clinicians, has a different
implication from the conversational
meaning of feeling temporarily “down in the
dumps.” Clinical depression is not a matter
of succumbing to a bad mood, and a
person cannot cause depression from
personal weakness, nor is it possible to will
one’s way out of its grip. Depression is a medical diagnosis referring to a state of body
and mind in which a person’s well being is profoundly affected. The name for the
disorder fits its most common manifestations: a person'’s vitality and functional activity
are lowered, or depressed, sometimes to the point of helplessness and seeming
hopelessness. However, depression can also manifest as agitation and restlessness, or
with a primary complaint of anhedonia — loss of interest in previously enjoyable activities
of life.

In general, a variety of biological, genetic, psychological and other factors, including
physical illness or medication, and drug or alcohol use are thought to contribute to the
occurrence of depression. An episode can be triggered by a traumatic or stressful
experience, or may occur when life seems to be going well with no obvious precipitating
factors. As shown in the following graphic, the person feels caught in a cycle of physical
and emotional problems that seem to interact to deepen the suffering.
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Biopsychosocial Correlates of Depression

This diagram can also be useful to show to patients or as an educational tool

VOLUME 2: Depression & Anxiety Management



The following are possible depression diagnoses and the usual approach to treatment
for each.

Major Depressive Disorder (Major Depression)

Major Depression is characterized by depressed mood or loss of interest or pleasure in
almost all activities for more days than not for a period of at least two weeks. Treatment
with antidepressant medication often has the fastest effectiveness, especially if there are
significant somatic symptoms, such as insomnia. Psychotherapy requires additional time
(e.g., twelve weeks) to substantially reduce symptoms. Short-term, manual based
psychotherapy such as cognitive behavioral therapy, however, is as effective as
antidepressants and may have especially enduring effects over the next two to ten years
after treatment completion. Behavioral interventions such as Behavioral Activation have
also been shown to be effective in reducing symptoms [3]. Combinations of
antidepressant therapy and psychotherapy may have the best long-term outcomes in
patients with severe or complicated depression[4].

Dysthymia

Dysthymia is similar to major depressive disorder, except that, a diagnosis of dysthymia
implies a chronic depressive condition. Depressed mood or loss of interest (called
anhedonia) must be present at least half the time for at least two years. Many patients
suffer with dysthymia their entire adult lives, and may come to accept depressed mood
as a fact of life. A large majority of individuals with dysthymia will develop major
depressive episodes. It is thus possible to have both dysthymia and major depression at
the time of diagnosis. Dysthymia can be treated with antidepressants, psychotherapy
and /or brief behavioral therapies/interventions.

Minor or Subsyndromal Depression

Minor depression is an acute depression that is less symptomatic than major
depression, with less impairment in social and occupational functioning. The patient and
clinician may consider treatment, but may prefer to adopt a watchful waiting attitude to
see if the symptoms resolve without intervention. If the symptomatology changes, or
does not remit, the depression should be reassessed and treatment considered.

Bipolar Disorder

With bipolar disorder, patients experience both depressive and manic states. A manic
state involves a period of time where one feels unusually “up” or “high” or persistently
irritable, and experiences increased energy or productivity, decreased need for sleep,
racing thoughts, and increased risk taking or impulsivity. Though depression is a
component of this disorder, treatment is complex and usually requires referral to
specialty mental health care. Patients typically require mood-stabilizing medication in
addition to, and usually before, taking an antidepressant. Patients who describe manic
symptoms in addition to depression should generally not be treated for their depression
in primary care.

Adjustment Disorder with Depressed Mood

All of the categories in this disorder (with depression, anxiety, disturbance of conduct or
mixed) relate to the presence of a significantly more difficult adjustment to a life situation
than would normally be expected considering the circumstances. The trigger may be a
stressful life event like loss of a job, bereavement or severe physical illness. Patients
with this type of depression should be observed carefully and supportive counseling
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should be offered to help the person cope with the stressor. If the symptoms do not
resolve or if they worsen over time, drug therapy, psychotherapy or brief interventions
may be considered.

CHAPTER

5 Understanding Anxiety

Anxiety is a normal part of life. It can even be useful when it alerts us to danger. The
body’s natural response to danger is to prepare for “fight” or “flight”. When the
sympathetic nervous system activates to emergency situations, someone may
experience feelings and body sensations such as:

Increased muscle tension

Increased heart rate

* Quick, shallow breaths * Increased perspiration
* Increased adrenaline  Light headedness
¢ Impending doom ¢ Chest pains

It is important to recognize that these reactions are a body’s normal response to a
perceived danger. None of these physical reactions to perceived danger can harm a
person—they are designed to keep a person safe.

For some people, however, anxiety is a persistent problem that interferes with daily
activities such as work, school or
sleep. This type of anxiety can
disrupt relationships and enjoyment
of life, and over time it can lead to
health concerns and other
problems. Distressing, impairing
anxiety affects approximately 19
million adults in the United States
alone. One out of every 6 people
will experience this type of anxiety
at some time during their lives (that
is nearly 45 million people). Once a
medical cause is ruled out, an
anxiety disorder may be the culprit.

Anxiety Disorders include a large
number of disorders where the
primary feature is abnormal or
inappropriate anxiety. Symptoms of
anxiety disorders may be somatic,
such as the physical symptoms
described above, and/or psychic,
such as excessive worry about a
range of things, difficulty controlling
the worry, problems concentrating,
feeling “on edge” or feelings of
dread or panic. In anxiety disorders,
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somatic and psychic anxiety symptoms occur without recognizable stimulus or when the
stimulus does not call for such a reaction.

Medications, psychotherapy, counseling, psychoeducation, brief therapies, behavioral
interventions, and lifestyle changes have all been found to be helpful in reducing the
symptoms of anxiety disorders. Some of the common anxiety disorders include:

Generalized Anxiety Disorder (GAD)

In Generalized Anxiety Disorder or GAD, anxiety gets generalized to other situations,
and can then become overwhelming or associated with life in general. This worry is
associated with some of the symptoms such as feeling restless, problems
concentrating, irritability, muscle tension, and insomnia. GAD is evidenced by general
feelings of anxiety such as mild heart palpitations, dizziness, restlessness, irritability
and excessive worry which are difficult for the patient to control and are not related to
a specific event. Therapy and interventions aimed at teaching the patient how to gain
control over the symptoms have been found to be especially effective in the treatment
of GAD.

Panic Disorder

Panic Disorder involves a fear of having unexpected panic attacks. Panic attacks include
distinct periods of discomfort with symptoms such as heart pounding, chest pain,
trembling, shortness of breath, sweating, fear of losing control, stomach distress, and/or
dizziness. Although medication can be useful, psychotherapy (especially behavioral and
cognitive/behavioral approaches) have been demonstrated to be quite successful.

Post Traumatic Stress Disorder (PTSD)

Post Traumatic Stress Disorder may occur after a person is exposed to a traumatic
experience. The patient may experience symptoms of re-experiencing the event in the
form of distressing thoughts, dreams, and flashbacks, and/or distress at exposure to
these and other reminders of the event. The patient may also experience avoidance
behaviors with avoiding reminders of the events, decreased activity level, increased
social isolation, and restricted range of emotions. Additionally, the patient may report
symptoms of increased arousal in the form of insomnia, irritability/anger, problems
concentrating, hypervigilance, and an exaggerated startle response. Psychological
treatment is generally
considered the most
effective means to
recovery from PTSD,
although some
medications (such as
anti-anxiety
medications) can help
alleviate some
symptoms during the
treatment process. In
patients with current
severe PTSD
symptoms, effective
psychological
treatment is likely to
be beyond the scope
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of the brief therapies that are appropriate for delivery in the integrated care setting.

Adjustment Disorder with Anxiety
As noted previously, adjustment disorders relate to a significantly more difficult
adjustment to a life situation than would normally be given considering the
circumstances. The key to recognizing an adjustment disorder is to look at (1) the issue
that is causing the adjustment disorder and (2) the primary symptoms associated with
the disorder, in this case anxiety symptoms. Patients with this type of anxiety should be
observed carefully and supportive counseling should be offered to help the person deal
with the stressor. If the symptoms do not resolve or if they worsen over time, drug
therapy, psychotherapy or brief interventions
may be considered.

Subsyndromal/Situational Anxiety

The presence of anxiety, in itself, may not be
problematic. However some patients may
report anxiety symptoms that are distressing
for them, but do not meet the criteria for a
specific disorder. As noted above, patients
with subsyndromal anxiety should be
monitored to assess the course of their
symptoms. For those with situational
anxiety, supportive counseling should be
offered to help the person cope with the
stressor. In either case, if anxiety symptoms
do not resolve or if they worsen over time,
drug therapy, psychotherapy or brief
interventions may be considered.

Comorbid Depression and Anxiety
Possibly the most common presentation of
anxiety is that which is comorbid with
depression as opposed to a “pure” anxiety
disorder. In mixed presentations, features of
depression (sadness, decreased appetite,
low energy etc.) coexist with anxiety (irritability, insomnia, muscle tension). Mixed
presentations are associated with increased dysfunction and worse prognosis
compared to “pure” anxiety. Depression with comorbid anxiety symptoms is associated
with a higher rate of cardiovascular events, higher suicide rate, and lower or delayed
response to antidepressants than “pure” depression.

Anxiety disorders commonly occur along with other mental illnesses, including alcohol
abuse, which may mask anxiety symptoms or make them worse. In some cases, these
other illnesses need to be treated in order to have full response to treatment directed at
the target anxiety disorder. Patients with underlying anxiety disorders frequently display
somatic complaints that are the subject of visits to the primary care office.
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CHAPTER

5 Evidence Base

Depression

Depression is a disabling illness that is especially common among primary care
patients [5-7]. Between 5 and 9 percent of adult patients in primary care suffer from
depression. Depression increases health care utilization and costs $17 billion in lost
workdays each year [8]. Despite its high prevalence and its substantial economic
impact, depression often goes unrecognized. For example, in primary care practice
settings, depression alone affects 17% to 37% of older patients, but only one in six of
these patients is diagnosed and treated appropriately [9-11]. Part of the problem in
identification is that depressive
syndromes commonly seen in
primary care settings are of
mild to moderate severity and,
as a general rule, occur in
patients without comorbid
psychopathology.

Primary care providers (PCPs)
treat approximately two-thirds of
depressed individuals. Practice
guidelines for depression
treatment have been developed
as a way of making information
on efficacious treatment of depression available for PCPs. To view an example of an
available practice guideline for the treatment of depression, the following link will take
you to a well developed depression clinical practice guideline from the United States
Department of Veterans Affairs and the Department of Defense(DoD):
http://www.healthquality.va.gov/mdd/mdd sumQ9 c.pdf

Yet, as indicated by the low rates of depression recognition and treatment in primary
care, the transfer of clinical research knowledge to primary care settings remains
unsatisfactory. Depression care tends to be suboptimal and outcomes are sometimes
poor. Controlled studies of the impact of different strategies to change PCP behavior
consistently indicate that traditional educational methods (e.g., printed materials,
lecture-style conferences) alone have little sustained impact on either PCP behavior or
patient outcomes. One problem with traditional educational methods is that they are too
general; generic information is detached from a specific patient's needs at a given time.
Additionally, time constraints are a growing problem among primary care practices;
PCPs’ lack of time has been identified as a significant barrier to adequately treating
depressed patients. Studies have demonstrated repeatedly that, in the absence of
changing actual systems of care delivery, focusing purely on enhancing education may
do little to impact quality [12].
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Numerous clinical research studies have
demonstrated the value of using integrated care
strategies to enhance treatment outcomes for
depression [1, 13-20] (for review see Williams et al,
2007; Gilbody, et al 2006 [1, 21]). Integrated care
attempts to integrate mental health services along
with other supports into the primary care setting.
Positive outcomes include: greater engagement in
care, improved treatment adherence, better
symptom and function outcomes, and reduced
mortality. These studies have mostly focused on
enhancing outcomes from antidepressant treatment.

Studies of integrated care are heterogeneous, but
active ingredients have begun to emerge [21].
Interventions that included primary care providers,
behavioral health providers, and access to a mental
health specialist tend to have better outcomes.
Other important components include systematic identification of patients with
depression, the use of behavioral health providers with a mental health background to
assist in managing care, and regular and planned supervision of behavioral care
providers. An evidence-based synthesis report of key features of depression
treatment found the core intervention features to be (Rubenstein et al, 2009):

e Primary care providers and behavioral health providers actively involved in
patient management

e Behavioral health providers assess patient symptoms at baseline and at follow-
up with a standardized measure

e Behavioral health providers assess treatment adherence at each follow-up
The duration of care is at least 16 weeks of follow-up

The Department of Veterans Affairs has been a leader in
researching and implementing care models for depression and
other disorders. The Translating Initiatives for Depression into
Effective Solutions (TIDES) program is one of the most studied
models incorporating telephone care management for depression
[22-24]. Implementation of the model in primary care settings with

over 1,000 participants resulted in 8 out of 10 referred depressed

patients being treated effectively in primary care. Primary care patients’ compliance
with medication was 85% and follow-up PCP visit attendance was 95%. Depression
severity scores and functional status scores began showing improvement after 4 to 6
weeks, and 70% of patients followed in primary care scored below the major
depression level at 6 months. In a very similar model, the Behavioral Health
Laboratory (BHL) has also shown marked improvements in depression outcomes.
These models have also added to the research base demonstrating that telephone
care management is equally effective as in-person care management [1].

VOLUME 2: Depression & Anxiety Management



In addition to studies that include primarily medication management, there is evidence
that brief therapies are also effective in primary care settings. Investigators at the VA
Evidence-Based Practice Center in Durham, NC conducted a systematic review to
examine brief psychotherapeutic interventions for depression in primary care [25].
Investigators evaluated two existing good quality systematic reviews and 15
randomized controlled trials (RCTs) conducted between 1982 and 2010. In the
reviewed trials, treatment was delivered primarily in individual, face-to- face sessions,
with one trial using telephone-based psychotherapy. Treatment providers included
psychologists (majority), nurses, graduate students, and others professionals (i.e.,
social workers, general practitioners). Of the 15 RCTs, 11 trials were conducted in PC
and 4 in MH outpatient clinics.

Findings include the following:

e Six to eight sessions of brief cognitive behavioral therapy (CBT) or problem
solving therapy (PST) were more efficacious than control for the treatment of
depression within the primary care setting

o Effects were modest: the number of sessions needed to treat for one additional
responder was between five and eight in various studies

e CBT and PST were found to be similarly effective

Thus, a large evidence base exists for integrated medication management in the primary
care settings, and an emerging literature also supports the delivery of brief treatments,
including brief CBT and PST.

Minor Depression

While major depression has been widely researched, leading to the establishment of
clear treatment guidelines, there has been less research on the treatment of minor and
subsyndromal forms of depression. Minor and subsyndromal depression are almost
twice as common in primary care (PC) as major depression [26-28], leading to greater
health care utilization [29] and increased dysfunction and disability [30-32], and putting
patients at risk for the development of major depressive disorder [33].

The challenge facing PCPs is made even more
difficult by a lack of evidence about the optimal
approach to treating patients with milder forms of
depression. While some trials have shown
pharmacotherapy to be efficacious for improving
depressive symptoms [34, 35], others have shown
no significant differences between response to
placebo and active treatment [29, 36]. For example,
a recent study of 30 years of antidepressant drug
treatment data showed that the benefit of
antidepressant medication compared with placebo might be minimal or nonexistent in
patients with mild or moderate symptoms. Facilitating the dissemination and
incorporation of such newly emergent findings relevant to the treatment of depression is
a valuable role for the BHP.
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These potentially conflicting findings have led to recommendations for a period of close
monitoring before treatment of minor depression, with the initiation of treatment
reserved for individuals who have persistent and/or disabling symptoms. The intention
of this approach is to prevent the overprescribing of antidepressant medication and
avoid exposure to potential side effects and risks of active treatment for patients whose
symptoms would remit spontaneously. In a study in
which patients with minor depression or distress
were randomized to usual care or 8 weeks of
telephone-based close monitoring, patients
assigned to close monitoring exhibited less mental
health problems at 6 months. These results support
that interventions of close monitoring can be
effective, feasible and valuable in the enhancement
of clinical care and support the integration of mental
health services and primary care [37]. This program
intervention is referred to as Watchful Waiting (WW)
and is outlined in more detail later in this manual.

Anxiety Disorders

While the evidence base is not as substantial as
integrated care for depression, findings from a
randomized control trial for use of a brief CBT
intervention in the primary care setting found it to be
significantly effective for the reduction of anxiety and
depressive symptoms in patients suffering from panic disorder, generalized anxiety
disorder, social anxiety, and post-traumatic stress disorder post interventions at 18
month follow-up [25]. Anxiety management can include medication and brief
interventions (pleasurable events scheduling, relaxation techniques, exercise, problem-
solving training) that can target the underlying anxiety or mixed presentation of anxiety
and depression.

Summary

Integrated care programs provide the infrastructure for delivering evidence based
treatments in the primary care setting with the goal of reducing depression and anxiety
symptoms and improving patient self-management. Successful interventions support
the primary care team by providing ongoing monitoring of symptoms and treatment
adherence and feedback to allow for treatment modification. The findings cited above
support a program of Depression & Anxiety Management that includes deliverability by
a wide range of clinical providers, the potential role of the BHP in both
pharmacotherapy and brief treatment protocols, and the required inclusion of
measurement based assessment of outcome.
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Steps of Depression & Anxiety Management

Preceding discussions have focused on the foundations of Depression & Anxiety
Management in a primary care setting - the “why” and the “who”. The remainder of
the manual will discuss the implementation of the Depression & Anxiety
Management program. Again, this manual provides an introduction to Depression
& Anxiety Management core competencies; however, you are strongly encouraged
to seek out additional training to increase your effectiveness in meeting your
program goals.

The first 3 steps, identifying patients, conducting the initial assessment and triage
and treatment planning are mentioned briefly below and discussed in more detalil
in the first manual, Building a Strong Foundation. Beginning with Step 4, the
management protocol will be discussed, focusing on essential elements and core
competencies. The protocol is based on successful trials of

primary care depression and anxiety treatment. Based on the

patient’s presentation and needs, deviations from the

protocol may make sense clinically; thus the following

protocol may serve as a framework rather than a script.

However, providers should be mindful when deviating

from the evidence. This underscores the

importance of evaluating treatment progress for

the patient as well as the program over time.

Patient Tracking

Before beginning the Depression & Anxiety

Management program, you need to establish a

mechanism to document and track patient

contacts and information. As this is a

population-based and time-limited approach, the

caseload of a BHP may be high and will be

constantly evolving. A tracking mechanism that allows for increased efficiency and
promotes delivery of measurement-based care is preferred. If you will be keeping a file
outside of the medical chart for tracking purposes, for example an Excel spreadsheet,
Word document, or Access database, check with your facility regarding charting
regulations.
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STEP Identification of Patients

For a complete discussion on how to identify patients in the primary care setting as
well as a discussion on marketing to your integrated team'’s staff, please refer to
Volume 1, “Building a Strong Foundation.”

As a quick review, mechanisms for identifying patients that have been successful
for integrated programs include:

e Direct hand-off from providers or other primary care team members (e.g.,
warm hand-offs, walking the patient down the hall to you, via telephone,
consults, fax, etc.)

o Self (patient) — referral

¢ |dentification based on positive standardized screens, such as the PHQ-2, as
discussed below

¢ Routine review of available records (for instance, reviewing pharmacy records for
new antidepressant prescriptions)

PROGRAM?DECISION

Depression and Anxiety management involves at minimum a BHP who is delivering
structured, measurement-based follow-up for patients with depression and/or anxiety. The
implementation of Watchful Waiting for subsyndromal depressive symptoms (described
later in this manual) is supplemental and based on site resources and mission.

Screening for Depression: the PHQ-2

Identification of patients who may benefit from integrated care can be effectively
streamlined by the incorporation of a brief standardized measure into the patient’s visit
with the PCP. The Patient Health Questionnaire (PHQ-2) screening measure is a two-
item self-report measurement that inquires about the frequency of depressed mood and
anhedonia over the last 2 weeks [38].

The purpose of the PHQ-2 is to screen for depression in a “first step” approach. The
PHQ-2 includes the first two items of the Patient Health Questionnaire (PHQ-9) that
screens for and provides a tentative diagnosis of depression based on DSM-IV
(Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition) criteria. Patients
who screen positive with the PHQ-2 (total score of 3 or more) should be further
evaluated with the PHQ-9, other diagnostic instrument(s), or direct interview. Many
successful integrated care programs, including those implemented nationally across the
VA system, have developed a process where all patients are screened for depression
using the PHQ-2 and all patients with positive screens are followed up by the integrated
behavioral health provider for additional assessment. This process becomes part of
routine care, increasing screening and assessment, resulting in improved identification
and access to care. From_http://www.innovations.ahrqg.gov/content.aspx?id=2280
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PHQ-2

Over the past 2 weeks, how often have Not Several | More Than Nearly
you been bothered by any of the At All Days Half The Every Day
following problems? Days
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed or hopeless 0 1 2 3

Initial Patient Baseline Assessment

For a more complete discussion on the baseline assessment, please refer to Building a
Strong Foundation. Depending on your program’s resources and resource allocation,
the baseline assessment may be completed by yourself, another program clinician, or a
Health Technician. Any standardized baseline assessment completed by a non-clinician
must be reviewed by program clinician for appropriateness of outcome and any
recommendations before being communicated to the primary care provider. The
baseline assessment per se is not part of the Depression & Anxiety Management
algorithm but rather the source of patient information, combined with clinical judgment
that is used to identify patients who are appropriate for enrollment in Depression and/or
Anxiety Management. This assessment guides treatment recommendations and
provides information to support appropriate triage.

The goals in Step 2 are to:

e Confirm with the patient the reason for the hand-off to integrated care
e Build rapport with the patient
e Complete a baseline assessment utilizing standardized questionnaires

Keys to success include:

Be prepared

0 Review available information such as presenting problem and patient
chart if available

0 Have resources on hand

e Create a positive experience for the patient

¢ Remember that you do not need to know everything there is to know about a
patient at this time but gather enough information to make an informed decision
about next steps

e Balance the use of structured questionnaires with clinical skill and knowledge
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As noted in the “Building a Strong Foundation” manual, the Foundations for Integrated
Care program recommends the use of the PHQ-9 as the program standard measure for
assessing depression as it is brief and validated for use over the telephone [39, 40]. In
addition, the PHQ-9 provides clinicians with validated conventions for interpreting total
score across the spectrum of severity of depressive symptoms, including subsyndromal
depressive symptoms. The convention for measuring the severity of depressive
symptoms based on PHQ-9 total score is as follows:

Convention: Total PHQ Score as Indicator of Depression Severity

o 14 Minimal Depression

e 590 Mild Depression

e 10-14 Moderate Depression

e 15-19 Moderately Severe Depression
o 20-27 Severe Depression

PROGRAM?DECISION

STEP Triage decision and treatment recommendations,
including subsyndromal monitoring

The goals in Step 3 are to:

e Make a triage decision based on the collected information

¢ Review recommendations with a program clinician (if the assessment was
completed by non-clinician)

e Communicate the findings and the plan to the PCP

At this point, you have completed a baseline assessment with the patient. Next, the
information collected, along with your clinical judgment, is used to determine if the patient is
best treated in specialty mental health care or within integrated care in the primary care
setting. Patients with mild to moderate severity problems are much more likely to engage in
treatment that is delivered within the primary care setting. As previously discussed, PHQ-9
scores of up to 14 are considered to represent moderate severity of depressive symptoms
while scores above a 19 are considered to represent severe depressive symptoms. Clinical
judgment should also be incorporated into assessment of depression or anxiety symptom
severity to guide treatment-setting recommendations. The program should also have
available a site -specific Mental Health/Substance Abuse (MH/SA) referral mechanism for
any patient with a baseline assessment outcome that is not appropriate for management in
primary care, such as complex presentation of symptoms or severe cognitive impairment.
The development of a site-specific MH/SA referral mechanism will also facilitate assisting

VOLUME 2: Depression & Anxiety Management



those patients who request specialty care treatment (See the Referral Management manual
for more information).

PROGRAM?DECISION

Primary care based Depression & Anxiety Management is appropriate for patients with
the following disorders:

Major Depressive Disorder

Minor Depressive Disorder

Dysthymia

Depression NOS (partial remission or partial recurrence)

Generalized Anxiety Disorder

Panic Disorder

Anxiety NOS (partial remission or partial recurrence)

Sub threshold for meeting above diagnostic criteria but who could otherwise
benefit from BHP contact

Patients who have depressive or anxiety symptoms complicated by any of the
following criteria are considered in need of specialized care and should be referred to a
specialty MH/SA provider:

Severe Depression

Bipolar Depression

Drug Dependence (patients who are misusing alcohol may be followed in
integrated care; see the Alcohol Misuse manual)

Patients clinically judged to be at high risk for suicide

Severe Cognitive Impairment

Primary Psychotic lllnesses

Post-traumatic stress disorder

Severe personality disorders

For patients who are scheduled for an MH/SA appointment, part of your role as BHP is
to facilitate that referral. For more information on enhancing MH/SA engagement, see
Referral Management Volume 4.

A third set of patients who may be helped by program services are patients with
subsyndromal or mild depressive symptoms. Monitoring these patient’'s symptoms
rather than initiating depression management helps determine if treatment is
appropriate, preventing the initiation of potentially inappropriate treatment as well
as saving your program'’s resources. When patients’ symptoms persist or
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worsen, Depression & Anxiety Management may be offered. See the Watchful
Waiting section of this manual for more information.

Convention: Total PHQ Score as Indicator of Depression Severity

PHQ-9 Scores | Severity Initial Strategies for consideration
1-4 ini
Minimal . Watchful waiting: Integrated Primary Care
Depression
5-9 Mild
Depression | Watchful waiting, Integrated Primary Care; consider
education and brief intervention. If no improvement after one
or more months, consider use of an antidepressant or active
depression and anxiety management
10-14 Moderate Active Depression management with medication and brief
Depression | behavioral interventions: Integrated Primary care (Start with
monotherapy of either antidepressants or psychotherapy, or
a combination of both)
15-19 Moderately May start with monotherapy of either antidepressants or
Severe psychotherapy, but should emphasize combination of both
Depression | or multiple drug therapy
20-27 Severe . Consider referral to more intensive services outside of
Depression

primary care setting

NOTE: All treatment decisions should be based on a combination of assessment
scores and clinical judgment.

Offering Treatment
Treatment decisions are based on assessment scores and clinical judgment, but also
patient and PC preference. Once you determine primary care based treatment is a good
fit for the patient, talk with the patient about the service. If they are interested, schedule
a time for your first visit or if the patient will be working with another member of the
integrated care team, ask for the best time to reach the patient and best telephone
number. If the patient is not interested, discuss alternative options. Example of
presenting your treatment plan:

“Based on what we spoke about today, what I'd like to do is work with you and
your primary care provider over the next few months to improve (symptoms to
work on). We will meet every few weeks for about 20 to 30 minutes — you can
come in or we can talk over the phone. How does that sound to you?”

Communicating the Results
You should communicate the outcome of the baseline assessment to the
patient’s primary care provider in the form of a progress note (see Clinician
Resources Volume for an example). Depending on provider preferences,
additional communication may be appreciated in the form of in -person follow-up,
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telephone or secure email. For a more thorough discussion on collaborating
with PCPs, please refer back to Volume 1.

Subsyndromal Depression Monitoring- the Watchful Waiting Intervention
Consistent with the stepped care approach recommended in this integrated care
program, the Depression & Anxiety Management program can also include the
intervention of Watchful Waiting (WW) which monitors patients with subsyndromal
depressive symptoms to assess for worsening of symptoms and desire for
engagement in treatment. As noted in Table 1 above, this intervention may be an
appropriate initial strategy for patients with minimal or mild symptoms, especially in the
absence of significant patient distress. The recommended intervention tracks the
trajectory of patient symptoms by systematic monitoring over the course of up to 8
weeks [41]. Those patients who demonstrate clinical worsening or request initiation of
treatment for their symptoms are offered additional treatment using
pharmacotherapy or brief therapies. A WW trial is one based on the decision to not to
begin either medication or therapy, but rather to mindfully observe whether the
depression improves, persists, or worsens over time, with the intention of
reassessing treatment options later. The program-recommended WW algorithm
discussed below is based on positive research findings supporting its utility in
improving outcomes when compared to usual care.

Identification of patients appropriate for the WW intervention is based on the outcome
of the initial assessment. Good candidates for WW include patients who:

e Report current depressive symptoms but do not mee