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Introduction

Major Depressive Disorder (MDD)

Depression is a major cause of disability worldwide. Evidence for the effectiveness of various
pharmacological and psychological treatments is abundant, yet outcomes are often disappointing. This may
reflect poor patient understanding of the illness, poor adherence to treatment or inadequate systems to
support high quality care.

Given the low detection and recognition rates, it is essential that primary care and mental health
practitioners have the required skills to assess patients with depression, their social circumstances and
relationships, and the risk they may pose to themselves and to others. This is especially important in view
of the fact that depression is associated with an increased suicide rate, a strong tendency for recurrence and
high personal and social costs. The effective assessment of a patient, including risk assessment, and the
subsequent coordination of the patient’s care, is likely to improve outcomes and should therefore be
comprehensive.

e  Depression is a major cause of impaired quality of life, reduced productivity, and increased
mortality.

0 Social difficulties are common (e.g. social stigma, loss of employment, marital break-up).
O Associated problems, such as anxiety symptoms and substance misuse, may cause further
disability.

e People with depression are at increased risk of suicide. Mortality from suicide is reported to be as
high as 15% among people hospitalized for severe depression. In primary care populations, the
prevalence of suicidal ideation is approximately 20-30% among depressed patients, but serious
suicide attempts (7/10,000) and completed suicides (4/10,000 ) are relatively infrequent [Simon
GE, 2006]

e Depression is a significant independent risk factor for both first myocardial infarction and
cardiovascular mortality. In people with ischemic heart disease, depression has been found to be
associated with a three- to fourfold increase in cardiovascular morbidity and mortality.

e Depression in VA population:

Major depressive disorder, diagnosed by structured psychiatric interviews and specific diagnostic
criteria, is present in 5-13% of patients seen by prim ary care physicians. The preval ence of this
disorder in the general population is about 3-5%. The annual economic burden of depression in the
U.S. (including direct care costs, m ortality costs, and morbidity costs) has been estimated to total
almost $83.1 billion in year 2000 dollars [Greenberg PE, 2003]. The suicide rate in depressed
persons is at least 8 times higher than that of the general population. (VA Tech-manual 1999)

e Depression in DoD Population:

A triservice population-based study of m ilitary personnel found 3.2% of personnel met survey
criteria for major depressive disorder, 5.1% of women and 2.8% of men (Riddle et al., 2008). Hoge
and colleagues (2004) found that 8 to 15% of combat soldiers returning from Operation Iraqi
Freedom (OIF) met survey criteria for major depression compared to 7 to 14% in com bat soldiers
returning from Operation Enduring Freedom (OEF). The prevalence of major depression before
OIF/OEF was 5 to 11%. An analysis of DoD post-de ployment health assessment screening results
found that 5.2% of Army soldiers and Marines screened positive for depression (6.1% after OIF,
3/5% after OEF, and 2.7% after other deployments) (Hoge et al, 2006).

Provider diagnosis of depression underestimates the true occurrence of the disorder, because many
individuals with the dis order never seek care for itand prim ary care pr oviders often do not
recognize or diagnose it. In a study of automated DoD health care data, the 12-month prevalence of
a provider diagnosis of de pression was 1.9 percent among active-duty military personnel, 1.5
percent among reserve component personnel, and 3.9 percent among family member and retirees.
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Of those with new depression diagnoses in acute phase treatment, 49% of active duty personnel,
S8percent of reserve component personnel, and 32 percent of family member/retirees received
associated mental health specialty care (NQMP 2004).

Scope of Guideline

Target population:

Adult patients with Major Depressive Disorder

This guideline applies to patients presenting with sym ptoms of depression, and to patients being
followed for major depressive disorder. (This in cludes those newly diagnosed, those receiving
ongoing treatment and those with chronic depression).

Audiences:

The guideline is relevant to all healthcare professionals who have direct contact with patients with

MDD, and who make decisions about their care. This version of the guideline was specifically
tailored to what would be of greatest value to the primary care provider.
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10.

11.

12.

13.

14.

15.

Key Elements Addressed by the Guideline
Depression is common, underdiagnosed and undertreated.

Depression is frequently a recurrent/chronic disorder, with a 50% recurrence rate after the first
episode, 70% after the second, and 90% after the third.

Most depressed patients will receive most or all of their care through primary care physicians.

Depressed patients frequently present with somatic complaints to their primary care doctor
rather than complaining of depressed mood.

Annual screening for MDD is recommended in the primary care setting as an important
mechanism for reducing morbidity and mortality. Screeening should be done using a
standardized tool such as the Patient Health Questionnaire (PHQ-2), a 2 item screen

A standardized assessment tool such as the PHQ-9 should be used as an aid for diagnosis,
measurement of symptom severity and to assess treatment response.

Mild depression can be effectively treated with either medication or psychotherapy. Moderate
to severe depression may require an approach combining medication and psychotherapy.

Selective Serotonin Reuptake Inhibitors (SSRIs) along with the Seratonin Norepinephrine
reuptake inhibitors (SNRIs), bupropion, or mirtazapine are considered a first-line treatment
option for adults with Major Depressive Disorder (MDD).

No particular antidepressant agent is superior to another in efficacy or time to response. Choice
can be guided by matching patients’ symptoms to side effect profile, presence of medical and
psychiatric co-morbidity, and prior response.

Patients treated with antidepressants should be closely observed for possible worsening of
depression or suicidality, especially at the beginning of therapy or when the dose increases or
decreases

Evidence-based short-term psychotherapies, such as Cognitive Behavioral Therapy (CBT),
Interpersonal Therapy (IPT) and Problem Solving Therapy (PST) are recommended treatment
options for major depression. Other psychotherapies are treatment options for specific
populations or are based on patient preference.

Patients require frequent visits early in treatment to assess response to intervention, suicidal
ideation, side effects, and psychosocial support systems

Continuation therapy (9-12 months after acute symptoms resolve) decreases the incidence of
relapse of major depression

Long term maintenance or life-time drug therapy should be considered for selected patients
based on their history of relapse and other clinical factors

Patient education and support are essential. Care management may be considered to improve
outcome.
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STRUCTURE OF THE GUIDELINE

The algorithms describe the step-by-step process of clinical decision-making and intervention that
should occur when managing patients with MDD. General and specific recommendations for each
step in the algorithm are included in an annotation section following the algorithm. The links to
these recommendations are embedded in the relevant specific steps in the algorithm.

Each annotation includes a brief discussion of the research supporting the recommendations and the
rationale behind the grading of the evidence and determination ofthe stre ngth of the
recommendations.

In annotations for which there are studies to  support the evidence-b ased recommendations the
Strength of Recommendation [SR] based on the level of evidence is presented in brackets for these
recommendations. Recommendations that are not based on evidence were derived by consensus of
experts. No SR is presented for these recommendations.

Evidence Rating System
SR
A A strong recommendation that clinicians provide the intervention to eligible patients.

Good evidence was found that the intervention improves important health outcomes and
concludes that benefits substantially outweigh harm.

B A recommendation that clinicians provide (the service) to eligible patients.

At least fair evidence was found that the intervention improves health outcomes and
concludes that benefits outweigh harm.

C No recommendation for or against the routine provision of the intervention is made.

At least fair evidence was found that the intervention can improve health outcomes, but
concludes that the balance of benefits and harms is too close to justify a general
recommendation.

D Recommendation is made against routinely providing the intervention to asymptomatic
patients.
At least fair evidence was found that the intervention is ineffective or that harms outweigh
benefits.

I The conclusion is that the ev idence is insufficient to recommend for or against routinely

providing the intervention.

Evidence that the intervention is effective is lacking, or poor quality, or conflicting, and the
balance of benefits and harms cannot be determined.

SR = Strength of recommendation

Lack of Evidence — Consensus of Experts

Where existing literature was ambiguous or conflicting, or where scientific data was lacking on an
issue, recommendations were based on the clini cal experience of the Working Group. T hese
recommendations are indicated in the evidence tables as based on “Working Group Consensus.”
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Management of Major Depressive Disorder in Adults
Primary Care Initial Assessment and Diagnosis

FPatient age * 18 with suspected depression
presenting to primary care?

[A]

:

Brief assessment of initisl presentation
to assess for dangerousness
[B]

Screening for MDD
Crver the past two weeks, how often have you been
bothered by any of the following problems™

1. Little interest or pleasure in doing things.
2. Feeling down, depressed, or hopeless.

[A]

=]

¥ s
Unstable urgent condition? v F'r:}\r'l-dE appropriate care or refer to
[ C I+ stabilize and follow legal mandates
o (D]
M l
Obtain relevant history, physical Sidebar 1: Assessment
examination and |ab tests
=3 - Medical history
+ - Physical examinatiocn
- - - - - Mental Status Exam
Obtain s.\,mpmm score using PHQ-8 - Relevant lab tests
Cetermine .an# document DSM IV - Drug inventory (including over
oriteris f::.r MED the counter and herbals)
[E] - Psychosocial history
¥
Do medication{s) or comorbid ]
medical condition(s) Y o | Frovide medical treatment and
contribute to symptoms? = follow-up as indicated
[FI
Did depressicn Continue medical
symptoms resolve? follow-up as indicated
L
Fresumptive diagnosis of ¥
MDD?
M l
12
History of MDD? ¥
M
: :
Are there symptoms of 3 Assess for manic or hypomanic
depression or functional symptoms or family history of
impairment that do not meet ¥ bipolar disorder or other
DSM IV oriteria for MDD? peychiatric comarbidities
[H] [2]
¥
19
M Are there concems about Suspected bipolar Consider management of
functicnal sbility or ¥ disorder? Bipolar Disorder
patient’s mental health?
N
24 ¥ occumence of other Refemral/consult to
Frovide psychoeducation major mental illnesses specialty care
for self management ;
1] !
N
2 ¥ 2 L 2 v
= == Feollow-up and f

Repeat screening
annually

consider refemral to
mental health
specialty

Follow up within 4-8
weeks

Continue on
page 2
Initial Treatment
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Management of Major Depressive Disorder in Adults 2
Primary Care -Initial Treatment

Patient with presumptive diagnosis or
history of MDD, meets DSM-IV
diagnostic criteria for MDD?

L

Determine level of severity of MDD
symptoms and functicnal impairment
[4]

L

Discuss treatment options and
patient's preferences
Aurive at shared decision regarding
treatment goals and plan
[K]

'

Is there indication for
referral to mental health
specialty?

[L]

¥
Initiate treatment strategies
effective for depression
| See sidebar 4]
[M]

I

Address psychosocial needs
[M]

r

Schedule follow-up in 4-8 weeks

r

Continue on Fage 2

Sidebar 2: DSMJV Diagnostic Criteria for MDD

ha

1.

I TR

MOD diagnosis requires the presence of symptom 1, 2, or both; and at least 5 of 9
symptoms that persist for at least 2 weehs:

Depressed mood nearly every day for most of the day,
based on selfreport or observation of others

. Marked reduction or loss of interest or pleasure in all,

or nearly all, activities for most of the day, nearly every day

. Significant non dieting weight loss or weight gain (5% change in body weight)
. Insomnia or hyperscmnia nearly every day

Psychomotor agitation or retardation (should be observable by others)
Fatigue/loss of energy nearly every day
Feelings of worthlessness or excessive/inappropriate guilt nearly every day

. Diminished cognitive function (reduced ability to think or concentrate) nearly every day
. Recument thoughts of death and/or suicide, suicide planning, or a suicide attemnpt

Sidebar 3: Indications for Referral to Mental

Health

Refer to Mental Health - Unclear diagnosis

Specialty Care - Evidence of psychotic features,
past-mania or hypomania

- Signs of comorbid psychiatric conditions
- Unable to treat patient in primary care

- Need for psychosocial interventions

- Patient preference

Sidebar 4 : Initial Treatment Strategies for MDD

SEVERITY PHG-3 FUNCTIONAL INITIAL STRATEGY
CORE IMFPAIRMENT

Mild 10-14 Mild Monotherapy - antidepressants or
psychotherapy or, possibly combination

Moderate 1519 Moderate Antidepressants or psychotherapy or,
combination

Severs =20 Severs May start with antidepressants or

psychotherapy but should prefer
combination or multiple antidepressants

Psychoeducation and self-management should be provided for all severity levels
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Management of Major Depressive Disorder in Adults 3

Primary Care - Treatment Management and Follow-up

iz P Sidebar 5 Assessment of Treatment
Fatient with a diagnosis of MDD Response
on treatment Symptoms severity (FHQE) and risk for suicide
Tolerability to treatment [Adverse effects)
+ Adhersnce to treatment

.

3 Complete assessment - Medical problems influencing recovery
(see sidebar 5) - Psychosocial barriers to therapy
Review curent medication - Revaluate diagnosis and appropriate treatment
Assess for dangerousness
[O]
Sidebar 6 Treatment Strategies
4 35
Unstable or Frovide appropriate care or refer to . ) )
dangerous condition? stabilize and follow legal mandates Manm_hEmp} [ Psych. or Drugs)
[C] [D ] Combine psych and pharmacotherapy
- Complex psychophrmacology
Somatic interventions
Inpatient’ residential
k]
Is patient condition
improving and cument
treatment strategy Sidebar T: Indication for Consultation or
tolerable? Referral to Mental Health Specialty Care
Fi
[F] Continue current treatment
strateqy - Primary care cut of comfort zone
N Resssess b'ﬁ-; 4":' weshs - Complicated depressicn with comorbidity
[al - Lack of resources
- Treatment resistance
8 - Patient request
Full remissicn?
[R]
¥ M k]
44 Adjustimedify traatment: Continue treatment to
- Consider longer duration prevent relapse
- Consider increasing doss =3
- Consider sugmentstion ’
Cong b y———————
- Gonsider switching to another agent
- Consider modifying treatment strategy 40
(See sidebar 8,7)
[u] Sustained ki
) remissicn?
45 4 41
M Ceontinue maintenance
Schedule follow-up therapy in Primary Care
Relapse [T]
42
Sustained ki
remissiocn?
N
Recumrence
4z x

F Screen annually
Return to Box 32
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1. DEFINITIONS
Major Depressive Disorder (MDD):

Major depression is generally diagnosed when a persistent low mood and an absence of positive
affect are acc ompanied by a range of sy mptoms. The number and com bination of sym ptoms
needed to make a diagnosis is operationally defined by ICD-10 (WHO, 1992) and DSM-IV-TR
(APA, 2000); although s ome people wi ll show a n atypical prese ntation with rea ctive mood,
increased appetite, weight gain and excessive sleepiness (Quitkin et al, 1991).

e Diagnosis of a major depressive disorder (MDD) is based on the presence of depressed
mood or loss of interest or pleasure, along with at least 4 additional MDD diagnosis
criteria symptoms for a duration of at least 2 weeks (See Table 1).

e Depressive symptoms include depressed mood, loss of interestin most activities
(anhedonia), significant change in weight or appetite, insomnia or hypersomnia, decreased
concentration, decreased en ergy, inappropriate guiltor  feelings of wort hlessness,
psychomotor agitation or retardation, and suicidal ideation.

Table 1. Diagnosis of MDD

MDD diagnosis is based on the following list of symptoms, and requires the
presence of symptom 1, 2, or both; and at least 5 of 9 symptoms overall;
these symptoms must persist for at least 2 weeks

1. Depressed mood nearly every day for most of the day, based on self-
report or observation of others

2. Marked reduction or loss of interest or pleasure in all, or nearly all,
activities for most of the day, nearly every day

3. Significant non-dieting weight loss or weight gain (> 5% change in
body weight)

4. Insomnia or hypersomnia nearly every day

5. Psychomotor agitation or retardation (should be observable by others)

6. Fatigue/loss of energy nearly every day

7. Feelings of worthlessness or excessive/inappropriate guilt (possibly
delusional) nearly every day

8. Diminished cognitive function (reduced ability to think or concentrate,
or indecisiveness) nearly every day

9. Recurrent thoughts of death and/or suicide, suicide planning, or a
suicide attempt

American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders (DSM), 4th ed, Text Revision. Washington, DC: American Psychiatric
Association; 2000.

In addition, those with a more severe and typical presentation, including marked physical slowness
(or marked agitation) and a range of somatic symptoms, are often referred to as melancholic
depressions, or depression with melancholia.

People with s evere depressions may also develop psychotic sym ptoms (hallucinations and/or
delusions), most commonly thematically consistent with the negative, self-blaming cognitions and
low mood typically encount ered in m ajor depression, although others may develop psychotic
symptoms unrelated to the patients’ mood. In the latter case, these mood-incongruent psychotic
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symptoms can be hard to distinguish from those thatoccurin  other psychoses such as
schizophrenia.

Severe Major Depressive Disorder (MDD)
e Active suicidal ideation with either intent or plan, or suicide attempt
Active homicidal ideation
Psychotic symptoms
Severe anorexic symptoms (including loss of weight that poses health risk)
Inability to maintain activities of daily li ving (ADLs), e.g., groom ing, feeding,
catatonia

Table 2 describes the classification of MDD based on the symptoms score obtained with the Patient
Health Questionnaire-9 (PHQ-9). The classification may be helpful for emphasizing the different
needs that depressed individuals have - depending on the characteristics of their depression and
their personal and social circumstances - and the responses that are required from services.

Defining severity levels of MDD requires “categorization” of continuous measures of symptom
presentation and functional impairment, and the “cut-off levels” between scores are quite arbitrary.
Nonetheless, the classification of seve rity of MDD may be used as a framework to facilitate the
organization of care service s supporting both patients and fam ily members, and healthcare
professionals in identifying and accessing the most effective interventions.

The general categories of severity sh ould be used as a basis for initial classification and should be
further characterized by any of the m odifiers. These will include the existence of co-occurri ng
mental health disorders and the duration of symptoms despite treatment. For most patients, an
untreated first episode of MDD is followed by improvement of symptoms; although some patients
return to pre-episode m ood and functi on levels, many continue to experience residual sub-
syndromal symptoms. In a m inority of patients, a MDD episode persis ts for over 2 years, and is
defined as chronic MDD.

The nature and course of depression is significantly affected by psychological, social and physical
characteristics of the patient and their circumstances. These factors have a significant impact upon
both the initial choice of treatment and the probability of a patient benefiting from that intervention.
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Table 2. Classification of MDD Symptoms Severity

Severity Patient Health Functional

Level Questionnaire (PHQ-9) | Impairment
Total Score

Mild 10-14 Mild

Moderate 15-19 Moderate

Severe >20 Severe

Modifiers

Complications | Co-occurring post traumatic stress
disorder (PTSD), substance use disorder
(SUD), psychosis, suicide risk, mania,
significant social stressors, war-related
conditions

Chronicity More than 2 years of symptoms despite
treatment

Onset Response to Treatment

e Minimal clinically significant: a change in PHQ score of 25 percent
e Response to treatment: PHQ score improvement of 50 percent from baseline

Full Remission

e PHQ score of 4 or less, maintained for at least 1 month, OR
e Beck Depression Inventory (BDI) score of 10 or less, maintained for at least 1 month, OR

e Hamilton Rating Scale for Depression (HRSD-17 or HAM-D) score of 7 or less, maintained
for at least 1 month.

Recovery

e PHQ score of 4 or less, maintained for at least 6 months, OR
e BDI score of 10 or less, maintained for at least 6 months, OR
e HRSD-17 score of 7 or less, maintained for at least 6 months.

SCREENING
2.1. Screening Adults

BACKGROUND

The U.S. Preventive Services Task Fo rce (USPSTF) has concluded that routine screening for

depressive disorders is an impor tant mechanism for reducing morbidity and mortality. Depressive
disorders are highly prevalent and are oft en not detected unless sy stematic screening efforts are
implemented. Brief scree ns (e.g., PHQ-2) appear to perform comparably to longer screens (e.g.,
Geriatric Depression Scale [GDS] or Patient Health Questionnaire [PHQ-9]). Although depression
questionnaires may perform more poorly in adults > 75 years, the performance is adequate to

improve initial recognition of depression. Patients with severe chronic medical illness are at higher
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risk for depression than the average patient seen in primary care. The PHQ-9 appears to have
adequate performance characteristics in medically ill patients; the PHQ-2 appears promising but is
less-well studied in these groups.

In addition to new case identification, systematic screening provides a platform for:

e Identification of patients who are depressed and no longer engaged in treatment
e  Promotion of integrated care programs

e  Promotion of early intervention programs such as watchful waiting or targeted symptom
management.

ACTION STATEMENT

Identify patients who are depressed and are no longer engaged in treatment.

RECOMMENDATIONS

1. The Patient Health Questionnaire (PHQ) 2-item should be com pleted annually by al 1
patients seen in primary care settings. [A]

2. Patients who screen positive on the Patient Health Questionnaire (PHQ) 2-item should have
both a documented assessment using a quantitative questionnaire to further assess whether
the patient has sufficient symp toms to warrant a diagnosis of clinical m ajor depression and
a full clinical interview that includes evaluation for suicide risk. [B]

3. In patients at particularly high risk for depression based on medical illness (e.g., hepatitis C
starting interferon treatment or post-myocardial infarction), clinicians should have a high
index of suspicion for depression and use a diagnostic assessment tool (e.g., Patient Health
Questionnaire (PHQ) 9-item) when depression is suspected. [I]

4. Caution should be used inscreeni ng patients oldert han 75 years since scree ning
instruments may not perform as well as in patients 65 to 75 years old. [C]

See Appendix B: Screening and Assessment Instruments
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Patient Health Questionnaire-2 (PHQ-2):

Over the past two weeks, how often have you been bothered by any of the following problems?

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

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

Score Interpretation:

PHQ-2 Probability of major Probability of any
score depressive disorder depressive disorder

(%) (%)

1 15.4 36.9

2 21.1 48.3

3 38.4 75.0

4 45.5 81.2

5 56.4 84.6

6 78.6 92.9

Information from Kroenke et al., 2003

Screening/Assessment for Depression in Pregnancy and in the Postpartum Period

BACKGROUND

Depression in pregnancy in general, and in the postpartum period in particular, is a well-recognized
problem. Although esti mates vary, in the first 3 months after childbirth, 14.5 percent of women
have a new episode of major or minor depression; 10 to 20 percent of mothers are believed to
suffer with depression sometime during their postpartum course, making postpartum depression the
most common serious postpartum disorder. In addition, it is an under-recognized entity, with 50
percent of cases undetected in some series. This rate of under-detection can be reduced by the use
of ascree ning instrument, administered during the course of pre-a nd postnatal vi sits. This
detection can lead to furt her diagnostic interviews and to approp riate treatment, lessening the

deleterious effects of depression on both the mother and

ACTION STATEMENT

child.

To identify women who are depressed during pregnancy or in the postpartum period.

RECOMMENDATIONS

1. Women should be screened for depression at their first contact with heal thcare services in

both the antenatal and the postnatal periods. [B]
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2. Depression screening should be performed with either the Edinburgh Postnatal Depression
Scale (EDPS) or the PHQ-2. [B]

3. In the postpartum period, recommended screening is typically at 4 to 6 weeks and 3 to 4
months. [C]

RATIONALE

Early detection of depression during pregnancy is critical because depression can adversely affect
birth outcomes and neonatal health and, if left untreated, can persist after the birth. Untreated
postpartum depression can impair mother-infant attachments and have cognitive, emotional, and
behavioral consequences for children. The best studied of these screening instruments is the EDPS.

Appendix B - Page 17



The VA/DaD Clinical Practice Guideline for
Management of Major Depressive Disorder

ANNOTATIONS

Annotation A

Patient Age > 18 With Suspected Depression Presenting to Primary Care

This guideline and algorithm s should be used in the primary care setting for ass essment and
diagnosis of adult patients who are suspected to have MDD.

Algorithm A descri bes the screening strategy for MDD in prim ary care, using standardized
screening tools. Adult patients that screen positive for depression should be assessed and evaluated
using standardized assessment tools. Other possible causes for a patie nt’s symptoms should be
considered and psychiatric and/or medical comorbidities should be identified. Patients diagnosed
with mild or moderate MDD (based on DSM-IV-TR) may be treated in primary care. Patients with
severe MDD or any com plicated MDD and comorbidities should be referred to specialty care for
treatment.

Annotation B

Brief Assessment of Initial Presentation to Assess for Dangerousness

3.

DANGEROUS CONDITIONS

3.1. Assess for Dangerousness

BACKGROUND

Unstable conditions, whether psychiatric or physiologic, represent situations that require immediate
attention. Whatever the cause, the following situations may serve as warning signs of violence:

e Ideas about, or intent to, harm others

e  Verbal escalation or inability to be redirected

e History of violent behavior

e Severe agitation or hostility

e Active psychosis

e Intoxication or withdrawal from alcohol or drugs.

Immediate attention a nd intervention, including referral or co nsultation with a mental health
professional, may be required in order to stave off the potential for escalation of agitation or violent
impulses.

ACTION STATEMENT

Identify patients who are at high risk of harm to self or others.

RECOMMENDATIONS

1. A referral to emergency services and/or consultation with a mental health professional is
indicated for patients presenting with any of the following unstable conditions:

a. Delirium
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b. Marked psychotic symptoms

c. Severe depressive symptoms/depression (e.g., catatonia, malnourishment, severe
disability)

d. Suicidality or homicidality

e. Potential for violence (e.g., ideas about or intent to harm others; history of violent
behavior; severe agitation or hostility; active psychosis)

f.  Substance withdrawal or intoxication

2. Any patient with suicidal ideation or attempts necessitating psychiatric hospitalization
should be considered for referral to mental health specialty care.

DISCUSSION

e Delirium — Delirium (also known as organic bra in syndrome, organic psychosis, acute
confusional state, acute brai n syndrome and various other names) is a very com mon
disorder of cognitiona nd consciousness, with an abrupt onset thatisco mmonly
unrecognized. This is especially true in the elderly and chronically ill.

o Marked psychotic symptoms — "Psychosis," in and of itself, is not a disorder. Rather, it
is a symptom, which may present in a variety of conditions. Psychotic patients have an
impaired sense of reality, which m ay manifest in several ways (hallucinations, delusions,
mental confusion, or disorganization).

e Severe depressive symptoms/depression (e.g., catatonia, m alnourishment, severe
disability) — The clinical presentation of depressed patients is marked by considerable
variation, not only in the expression of various neurovegetative symptoms themselves, but
also in the magnitude of severity of thes e symptoms. While m any mild to m oderate
illnesses may not necessarily present situ  ations requiring immediate attention, t he
presence of severe depressive symptoms may represent an urgent condition, even in the
absence of suicidal ideation.

e Suicidality — Suicidal behavior is best assessed with the followi ng criteria: current
suicidal ideas or plans, presence of active mental illness (severe depression or psychosis),
presence of substance use disorder, past hist ory of suicidal acts, form ulation of pl an,
availability of means for suicide (fi rearms, pills, etc.), disruption of im portant personal
relationships, or failure at important personal endeavors.

e Potential for violence — Violence often emerges as a response to a perceived threat or as
marked frustration resulting from the inability to meet goals by nonviolent means.
Specific factors that contri bute to violent behavior include psychiatric, medical,
environmental, and situational/social factors.

e Unstable urgent medical conditions — Any condition immediately threatening to life,
limb, or eye sight, or requiring emergency medical care. These m ay include acute
myocardial infarction, respiratory failure, hypertensive crisis, dia betic ketoacidosis,
crushing radiating chest pain, etc.

For more information on these conditions see:

Appendix C: Suicidality
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Annotation C

Unstable Urgent Condition?

3.2.

Is Patient a Threat to Self or Others?
BACKGROUND

Direct and nonjudgemental questioning regarding suicidal and/or homicidal ideation/intent is
indicated in all cases where MDD is suspected. A significant number of patients who contemplate
suicide are seen by a physician within a month prior to their attempt. Medical providers often
express concern regarding this line of questioning in the fear that it may actually stimulate the
thought in the patient. However, evidence shows that direct assessment of suicidal ideation and
intent does not increase the risk of suicide. Consider gathering collateral information from a third
party, if possible. Homicidal ideation and suicidal ideation may co-occur. Risk of violence towards
others should be assessed by asking directly whether the patient has thoughts of harming
anyone.ACTION STATEMENT

Identify patients who pose a threat to self or others and initiate appropriate intervention.

RECOMMENDATIONS
1. Patients with a presumptive diagnosis of MDD should be assessed for suicidality by using a
direct line of questioning. = One recommended line of questioning uses the following
(modified from Hirschfeld & Russell, 1997):
a. “Have you had thoughts about death or about killing yourself?”
b. “Tell me about your hopes for the future.”
c. “Do you have a plan for how you would kill yourself?”
d. “Are there means available (e.g., pills, a gun and bullets, or poison)?”
e. “Have you actually rehearsed or practiced how you would kill yourself?”
f. “Do you tend to be impulsive?”
g. “How strong is your intent to do this?”
h. “Can you resist the impulse to do this?”
i.  “Have you heard voices telling you to hurt or kill yourself?”
j- Ask about previous attempts, especially the degree of intent.

k. Ask about suicide of family members or significant others.

2. Risk of violence towards others should be assessed by asking directly whether or not the
patient has thoughts of harming anyone:

a. Assess whether the patient has an active plan and method/means (e.g., weapons in
the home)

b. Assess whom the patient wishes to harm
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c. Assess whether the patient has ever lost control and acted violently
d. Assess seriousness/severity of past violent behavior.

3. In the event of expressed dangerousness to self or others by a person with possible MDD,
steps must be taken to insu re patient safety until further eval uation and a referral or
consultation with a mental health professional has taken place.

DISCUSSION

While the PHQ-2 or PHQ-9 is a valid and important screening tool for MDD, it is not sufficient to
effectively assess whether the patient is a threat to self or ot hers. This assess ment requires a
structured line of questioning designed to elicit responses specific to the issues of potential suicide.
Hirschfeld & Russell (1997) put forth a line of questioning w hich is recommended in an adapted
form for this gui deline. In addition, homicidal ideation also needs to be explored from  the
perspectives of whether the patient has an active plan and the method/means are at hand.

Is There Evidence of Psychosis?

BACKGROUND

Psychosis is defined as a mental state in which the patient is significantly out of t ouch with reality
to the extent t hat it im pairs functioning. Patients with psychotic symptoms may present in an

acutely agitated state with a recent onset of disturbed and/or disturbing symptoms. Howe ver,
patients may also present with enduring, chronic symptoms which are long-standing and to which
patients have made a reasonably comfortable adaptation.

In particular, paranoid concerns that ot hers wish to ha rm the patient and voices (especially
command hallucinations) telling the patient to hurt him or herself or someone else, are indications
for an immediate mental health consultation or referral. Patients who have longstanding psychotic
illness and who are able to attend to present circ umstances without responding to their psychosis
may be evaluated and treated for a co-morbid depression in the primary care setting.

It is important to bear in mind that psychotic symptoms may be the direct result of an underlying

medical condition, toxic state, alcohol or substance use disorder, or may be associated with a
mental health condition such as schizophrenia or affective illness.

ACTION STATEMENT

Identify patients who have acute or chronic psychosis and treat accordingly.

RECOMMENDATIONS

1. Patients with a possible diagnosis of MDD should be assessed for acute or chronic
psychosis.

2. Patients with a possible diagnosis of MDD who exhibit any of the following characteristics
related to psychosis need to be referred for urgent/emergent mental health intervention as
these are inappropriate for care in the primary care setting:

a. Serious delusions (e.g., fixed false beliefs)

b. Visual or (typically) auditory hallucinations
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c. Confusion (incoherence)
d. Catatonic behavior (e.g., motoric immobility or excessive agitation)
e. Extreme negativism or mutism
f. Peculiar voluntary movement
g. Inappropriate affect of a bizarre or odd quality.
3. Patients who have longstanding psychotic illness and who are able to attend to  present

circumstances without responding to their psychosis, may be evaluated and treated for a co-
morbid depression in the primary care setting.

Annotation D

Provide Appropriate Care or Refer to Stabilize and Follow Legal Mandates

3.4. Provide Appropriate Care or Refer to Stabilize and Follow Legal Mandates

BACKGROUND

Initial steps in assessing and caring for dangerous conditions in patients with MDD include the
provision of appropriate care to stabilize the situation. Depending on the seriousness of the
condition and the resources at hand, this will be accomplished on-site or through urgent/emergent
referral to mental health. However, itis also essential that primary care providers and t heir
administrative staffs ha ve an understanding of, and ability to access local, statea nd federal
regulations/policies/procedures and gu idelines relating t o danger to self or others. If patients
represent a risk to ot hers, additional notifications may be required by state or federal laws and/or
regulations. When making notifications, it is wise to consult a peer and/or medical law consultant
on the legal and ethical requirements.

For VA patients, these procedures should also reflect the opinion and guidance of the VHA District
Council. For DoD patients, these procedures a re directed by DoD Directive 6490.1, “Mental
Health Evaluation of Members of the Armed Forces,” DoD Instruction 6490.4, “Requirements for
Mental Health Eval uat