CLINICAL PRACTICE GUIDELINE

g Quality Care Network

Depression Screening & Management in the Adult:

Depression is the fourth most common diagnosis for University Hospital employed patients and
dependents. Universal screening is recommended for the general population at their routine healthcare
visit. Over the age of twelve, in any 2-week period, 7.6% of the United States population had depression in
2009-2012, according to the Centers for Disease Control and Prevention (CDC, National Center for Health
Statistics, 2016). It is associated with “significant healthcare needs, school problems, loss of work and earlier
mortality” (CDC, 2016). Furthermore, the financial cost (including workplace costs, direct costs, suicide
costs and the economic burden) was estimated at $210.5 billion in 2010, per the CDC (2017). The UH Quality
Care Network (UHQCN) and the physician led board of directors developed and reviewed this Clinical
Practice Guideline (CPG).
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Diagnosis:

Per DSM 5 (2013): Major Depressive Disorder 5+ symptoms must be present consistently nearly
every day in a 2 week period and illustrate a deviation from baseline:

» Depressed mood most of the day*

» Markedly diminished interest or pleasure in all /nearly all activities most days*
« Significant unintended weight loss (or weight gain)

« Insomnia or hypersomnia
« Psychomotor agitation or retardation
- Fatigue or energy loss

 Feeling of worthlessness or excessive or inappropriate guilt
» Diminished ability to think, concentrate, or indecisiveness
« Recurrent thoughts of death, suicidal ideation without a specific plan, suicide attempt, or

specific suicidal plan

*One of the symptoms must be depressed mood or loss of interest/pleasure.

Suggested Follow Up
Schedule with the Primary
Care Provider

) Each patient is unique. Adjust
scheduling based on level of severity,
degree of response to therapy, and
medications, based on your clinical
judgment and individual patient
needs.

Follow-up appointments are based on
initial visit and screening, from
weekly to monthly in a acute
treatment phase.

Please note, for the patient reeiving
psychotherapy this schedule refers to
when they will see their Primary Care
Provider in between psychotherapy
appointments.

At each visit assess for:

Suicidal Ideation and suicidal behaviors
o If concerned about a risk of suicide, refer to
mental health professionals and arrange
emergency transport, if indicated
o If concern for bipolar disorder, refer to mental
health professionals

PHQ9 Score - Compare and contrast previous PHQ9
scores at each visit to previous PHQ9
o It's important to observe a trend in the decrease
of the score
o To calculate % change PHQ9 total score from
baseline to current visit: (Baseline score minus
current score) / divided by baseline score
o Pay attention to question 9 for suicidal risk

Symptoms of depression
Change from patient's baseline
Side Effect Tolerability

Patient Feedback

If and when appropriate consider supplementing follow-up with telemedicine interventions such as
telephonic follow-up based on the patient's preferences and needs.
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PCP Follow-up Schedule for the Patient Receiving Medication

For patients also receiving psychotherapy with medication, the psychotherapy schedule will be determined

by the patient and the psychotherapy. This refers to when the patient in psychotherapy will see their
Primary Care Provider. As needed, adjust PCP schedule.

Patient Office Visit with PHQ9 > 10 and prefer medication treatment
« Initiate antidepressant therapy with a SSRI if not contraindicated.
 Provide patient with anticipatory guidance related to medication side effects.
» Counsel patient that it may take up to 4-6 weeks for medications to be fully effective.

2 Week PCP Office Visit

Assess depression severity with PHQg, suicidal risk, treatment response, and side effect
tolerability including Intolerable Side Effects (ISE).
« If worsening of symptoms and/or concern for suicidal ideation refer to mental health
professionals and arrange emergency transportation, if indicated.
 If ISE, may consider a different SSRI or other antidepressants.

1 Month PCP Office Visit

Assess depression severity with PHQg, suicidal risk, treatment response, and side effect
tolerability.
« If PHQQ percent change > 25% from without ISE or no side effect(s), continue with the same
dose of medication, and follow-up in 4 weeks;
 If PHQQ percent change < 25% from baseline without ISE consider dose adjustment, additional
medication or alternative medication and psychotherapy (if not yet initiated); If ISE,
alternative medication should be considered.

2 Month PCP Office Visit

Assess depression severity with PHQg, suicidal risk, treatment response, and side effect
tolerability.
» If PHQQ percent change = 50% from without ISE or no side effect(s), continue with the same
treatment and follow-up in 1 month;
 If PHQQ percent change < 50% from baseline without ISE consider dose adjustment,
additional medication or alternative medication and psychotherapy (if not yet initiated); If
ISE, alternative medication should be considered.

3 Month PCP Office Visit
Assess depression severity with PHQQ, suicidal risk, treatment response, and side effect
tolerability.
o If PHQg total score with < 5 without ISE, continue with the same treatment and move onto
continuation phase for 6-9 months with every 1-3 month visits.
« If PHQQ percent change = 5 and percent change = 50% consider dose adjustment, additional
medication or alternative medication and psychotherapy, if not yet initiated.
 If PHQQ percent change = 5 and percent change < 50% strongly consider alternative
medication and psychotherapy (if not yet initiated).
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PCP Follow-up Schedule for the Patient Receiving Psychotherapy

The psychotherapy schedule will be determined by the patient and psychotherapist. This refers to when the
patient in psychotherapy will see their Primary Care Provider. As needed, adjust PCP schedule.

**Periodically, request updates on the patient's status post referral to therapy. Frequency of updates should
be decided with the therapist and based on the patients' initial depressive symptom severity and clinical
judgment of the PCP.

Patient Office Visit with PHQ9 < 19

« Per patient's preference recommend a therapist.
« Assess if the patient needs/would like assistance scheduling with therapy, and assist the

patient accordingly.

2 Week PCP Office Visit

Assess for symptoms of improvement, depression severity, and suicidal risk. Re-evaluate
PHQQ at each visit. Ask if the patient has followed up with therapy at this time. Assess if the
patient needs/would like assistance scheduling with therapy, and aid the patient accordingly.

« If symptom improvement and the patient has followed up with psychotherapy, the follow
up interval with the PCP will be based on clinical indication.

« If no change in symptoms without follow-up therapist appointment to date follow-up visit
in 2-4 weeks. A follow-up call is recommended to assist and confirm the patient has
followed-up with scheduling with a therapist.

o If symptoms worsen and PHQQ >19 prior to seeing a therapist, an antidepressant
should be strongly recommended while waiting for a therapy appointment.

« If no symptom improvement, symptom worsening or PHQQ >19** during the treatment
with therapy consider initiating medication.

3 Month PCP Office Visit
Assess for symptoms of improvement depression severity and suicidal risk. Re-evaluate PHQg.
 If PHQQ score improved and symptoms improved continue with treatment and follow up
every 3- 6 months.
« If no symptom improvement with worsening PHQQ score, and/or PHQQ =10 consider
initiating medication, and psychiatry referral.
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STAR*D Study

The Sequenced Treatment Alternative to Relieve Depression (STAR*D) Study conducted by the
National Institute of Mental Health (NIMH) in order to "determine the effectiveness of different
treatments for people with major depression who have not responded to initial treatment with an
antidepressant”.

Initiate: Selective Serotonin Reuptake Inhibitors - SSRI (e.g., Citalopram, Sertraline,
Fluoxetine, Escitalopram)
Level 1 « Assess depression severity with PHQg, suicidal risk, treatment response, and side effect
tolerability.
« If symptom improvement, no concern for suicidal risk and side effect tolerability continue

with medication.

Change to Either: Add one of the following Medications:
Level 2 . Buproprign XL . Buprgprion XL
« Venlafaxine « Buspirone
« Cognitive Therapy « Cognitive Therapy

!

For patients that require medication adjustments at or beyond level 2, determine if referral for
psychiatry or cognitive therapy is recommended. Consideration should include but not be limited to:
patient’s need and provider comfort level and familiarity with Level 3 and Level 4 medications.

!

Change to Either: Add one of the following Medications:
Level 3 « Mirtazapine o Lithium
« Amitriptyline « Triiodothyronine
Change to Either: Add the following Medications:
Level 4 o Mirtazapine « Tranylcypromine

o Venlafaxine

) . November 2024 age 5
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Common Initial Oral Dosages for Adults < 60

Selective Serotonin Reuptake Inhibitors (SSRIs)
Citalopram 20 mg daily

Escitalopram 10 mg daily :
Fluoxetine 20 mg daily $
Paroxetine 20mg daily $
Sertraline 50mg daily $
Serotonin-Norepinephrine Inhibitors (SNRIs)

Venlafaxine XR (Extended Release) 37.5mg-75mg daily $$
Desvenlafaxine 50mg daily $$%
Duloxetine 30mg daily $$
Levomilnacipran 20mg daily $$$$

Miscellaneous Antidepressants

Bupropion HCL XL (24-hour) 150mg every 24 hours

Bupropion HCL SR (12-hour XL) (Sustained Release)150mg 2x daily $
*For Bupropion HCL SR, one a day for the first 3 days, then 2x daily (every 12 hours) $

Mirtazapine 15mg daily §

XL=Extended Release
XR=Extended Release
SR=Extended Release

Cost Estimates
*Please note these are estimates. When determining costs, please keep in mind the
patient's unique insurance situation.

$ = Cheapest (Under $100/30 day supply)
$ = Under $150/30 day supply
$$ = $200-300/30 day supply
$$$ = $300+/30 day supply
$$$$ = $400+/30 day supply

Common Side Effects

For more detailed information, please see Appendix B. For
a comprehensive list of side effects refer to your drug
reference guide.

« Anticholinergic

o Drowsiness

« Insomnia/agitation

o Orthostatic hypotension
o QTc Prolongation
 Gastrointestinal toxicity
o Weight gain

« Sexual dysfunction

Patients should be counseled and provided anticipatory
guidance related to treatment efficacy potential side
effects. Please note, this is NOT meant to be an extensive
list. Consider patient specific drug interactions and patient
specific needs.

9 Quality Care Network

When starting medications, pay attention
to specific guidance related to initiating
treatment therapy. Certain medications
may have required wash-out periods.

Additionally, when discontinuing therapy,
certain medications may have weaning
periods that are indicated.

Take time to educate and counsel patients
appropriately related to this. Consider
using tools such as the Teach-Back
Method, where the patients teaches back
the information that you shared with
them. This gives the provider the
opportunity to assess the patient's
understanding and provide appropriate
redirection accordingly.

e

Pharmacological Management should be
determined based on the individual
patient's needs.

. For any questions related to medication
management, consult with the UH
Ambulatory Psychiatric Clinic at 216-
844-2400 or 1-800-UH4Care

Treatment & Management:

If remission is achieved, continue the same
treatment including the same medication(s)
dose for 6-12 months from the first major
depressing episode to prevent relapse.

« Note: An adequate treatment trial with
a medication is commonly defined as
the maximal recommended dose for a
minimum period of 6-8 weeks.

**For patients < 25 years old, refer to pediatric
guidelines and for elderly, refer to best practice
guidelines.
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Integrative Health: Non-Pharmacological Tools

In addition to pharmacological management and therapy, educate the patient on lifestyle and
behavioral changes.
« Exercise
Sleep hygiene
Healthy diet
Stress management
Light therapy for Seasonal Affective Disorder (SAD)
Meditation/Mindfulness
o "The Mindfulness and Acceptance Workbook for Depression" by Robinson & Strosahl
o "The Mindul Way Through Depression" by Williams, Teasdale, Segal, & Cabot-Zinn

UH Connor Integrative Health Network

For more information related to integrative health, referring a patient, or patient schedule, call: 216-285-4070

Social Determinants of Health Assessment

In order to engage and empower patients to be Resources

active in their care, it is also necessary to assess

Social Determinants of Health (SDOH). Patients « National Suicide Prevention Lifeline:
can be unwillingly impacted by SDOH, which will 1-800-274-8255

impact a patients’ capacity to adhere to their
treatment plan.
« PHQ-9 Screening_Tool

Keep this in mind and assess accordingly to
provide proper referrals to encircle the patients

with support to achieve their optimal health. « SAMSHA PHQ9 Screener & Scoring Tool
Consider:
« The patient’s own understanding and
perceptions can impact their willingness and » Ohio Mental Health & Addiction Services

capacity to understand their disease process
and engage in their treatment plan.
« Culture, community/beliefs/family » CoverMyMeds
. Behavioral and or psychological barriers that
may be influencing and perpetuating lifestyle
habits. « WHO Handouts on Depression
« Health literacy and comprehension related to
educational resources
« Formulary inclusion and ability to afford - National Institute of Mental Health
medications Depression: What You Need to Know
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https://suicidepreventionlifeline.org/
http://www.phqscreeners.com/select-screener/36
http://mha.ohio.gov/Default.aspx?tabid=111
http://mha.ohio.gov/Default.aspx?tabid=111
https://www.who.int/campaigns/world-health-day/2017/handouts-depression/en/
https://www.nimh.nih.gov/health/publications/depression-what-you-need-to-know/index.shtml
https://www.nimh.nih.gov/health/publications/depression-what-you-need-to-know/index.shtml
https://www.nimh.nih.gov/health/publications/depression-what-you-need-to-know/index.shtml

Interventional Treatments for Major Depressive Disorder or Bipolar Depression

at University Hospitals
Information current as of September, 2024. For more information, contact Dr. Kerming Gao

Treatment

Indications

Referral

Coverage

Repetitive Major depressive Primary care Medicare —
Transcranial disorder fails at least physicians, medical necessity
Magnetic 2 antidepressants psychiatrists, or Medicaid -
stimulation from 2 different nurse pre-authorization
(rTMS) classes practitioners who Private insurer —
manage patient’s pre-authorization
antidepressant(s)
Medicare —
Intranasal Major depressive Psychiatrists medical necessity
esketamine disorder fails at least or nurse Medicaid -
(SPRAVATO) 2 antidepressants practitioners who pre-authorization
from 2 different manages patient’s Private insurer —
classes antidepressant(s) pre-authorization
, ) o Medicare —
Major depressive Psychiatrists i )
) i medical necessity
disorder or bipolar Or nurse o
. . . » Medicaid -
Electroconvulsive depression with at practitioners who o
o pre-authorization
therapy (ECT) least moderate manages patient’s . i
] . Private insurer —
severity psychotropics o
pre-authorization
Ketamine Major Psychiatrists Self-pay
infusion depressive disorder or nurse
or bipolar practitioners who
depression manages patient’s
psychotropics

November 2024
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Documentation
Depression metrics relate to medication compliance, depression screenings, and appropriate follow-up.

Remember to Document:

« Annual PHQ?2 Depression Screenings

« If answering yes to either PHQ2 Depression Screening questions, document follow-up PHQgQ screening

 Appropriate follow-up plan

+ Diagnosis of depression when clinically indicated

« For patients that have achieved remission, remember to document accordingly when clinically indicated.

o For example, for a patient that's in remission for major depression, documentation is required that will

correct the initial diagnosis of major depression, then a code entry for major depression in remission
once PHQ-9 < 5.

UH Ambulatory Schedule with a UH UH Provider App
Psychiatry Clinic = Quality Care Network :
* Onyour telephone QUniversity Hospitals

General Intake Referral 1-800-UH4CARE szrszg izci}elzi_ffﬁ 7 1-8€6-1014-CARE @)
Line: 216-844-2400

i b od
o Call the general Provider App. T

intake referral line to
refer a patient,

CLINICAL

 Use this App to refer INTERESTS

to a specialist.

physician
consultation request, ey
NEDICAL TRANSFERS SERVICES
or to request
additional
information or call. C;? D O
(2

LIAISONS MESSAGES FAVORITES
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Appendix A: Columbia-Suicide Severity Rating Scale

Screen with Triage Points for Primary Care

Ask questions that are in bold and underlined. r:::i;

Ask Questions 1 and 2 YES | NO
Lifetime

Examples; Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills

but didn't swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the Past 3

roof but didn't jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc. Months

If YES, ask: Was this within the past 3 months?

Response Protocol to C-SSRS Screening

Item 3 Behavioral Health Consul wsychiatric Nurse/Social Worker) and consider
Item 4 Behavioral Health Consultation and Patient Safety Precautions
Item 5 Behavioral Health Consultation and Patient Safety Precautions

Item 6 3 months ago or less: Behavioral Health Consultation and Patient Safety Precautions

Reference: Columbia Lighthouse Project. (2018). Columbia-Suicide Severity Rating Scale: Screen with Triage Points for Primary
Care. Available at https://cssrs.columbia.edu/
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Appendix B: Side Effects of Antidepressant Medications

*For a comprehensive list of side effects, refer to your drug reference guide.

: - - ) Insomnial Orthostatic QTe Gastrointestinal Wizight Sexual
Anticholinergic Drowsiness e _ ) N : )
agitation hypotension prolongation® toxicity gain dysfunction
Selective serotonin reuptake inhibitors (SSRis)T
CRakpram 0 0 | 1s 14 14 1+ (all S2RIs: seeT | 1s 3+
Escitalopram 0 ] | 14 14 14 1+ | 14 3
Flunuetine 0 ] | 2e 1+ 14 14 | 1+ 34
Parueiine 1+ 1= | 1# il Oip 1= 1+ | Te A%
Sedtrale 0 o | 20 1 Do s 2" | 1 3
Atypical agents
Buprepion L] ] 2+ (imenediabs o 14+ 1+ ] 0
rElase)
1+ [sustained
(L= ]
MFIAZADIE 1+ 4+ | o o 1+ | 1] | 4 1+
Serotonin-norepinephrine reuptake inhibitors [SNRIs)#
Desvenlalanne” o o | 1s o o Fi | UnATEaTI 1*
Duloxetine 0 0 | 14 ] ] 21 | 010 1
Levominacpran® ot o | -1+ D1 o 247 | o 1
Venlalaxing® a 1+ + o 14 2+ ‘ 01+ 3

Scale: O = none; 1+ = shght; 24 = law; 3+ = moderate; 4+ = high; ND = inadequate data.

* Rigk of QT prolongation or torsades de pointes i also elevated with advanced age, female sex, heart disease, congenital long QT syndrome, hypokalemia or hypomagnesemis, elevated serum drug
COMCENIramons (&, dreg overdose, mieracng drugs, crgan failure) ard combination of drugs with QT prolongeng effects, Refer 1o topic on cquired bong QT syndromme,

4 Al 3580s and SNRIS ane associated with transient nausea and gastrointestinal descomiont upon inftiation or dose increas:s,

A Baged vpen reports of dose related QTe pralengation and arrfythaia, the masemum recsmmended dose of citalapram i 20 my for patients at ncreased risk of elevated citalapram serum concentrations,
« Sertraling &5 associated with hgher rakes of diasrhea.

¥ May cause persistent dose-related increases in blood pressure (primarily diastolic) and heart rate. Monitor bood pressure regularty.

¥ Levomiinacipran has dode dependent efeds on uringry hesitancy.

Af Gastrointestinal forms of anticholinergic side effects indude: dry mouth, constipation, epigastric distress, decreased esophagogastric tone. Refer to “anticholinergic™ data for frequency rankings.

@& Mo of the SRS have anticholinéngic activity. Mowever, SNRIS can produce antichalinergic-like effects (which appear to be mediated by norsdrenengic effects on the Aulonomic narvous System) such
a8 dry mouth and constipation, and shoild be used With caUtion 0 narmew ange glaucama, In sddition, lBwamilnacipean is associaled with uninany hesitaancy

Data from:

Meleon JC, Trcpelhe and tetracyche drsgs. In: The American Pspchiatne Pebiaiing Textbook of Psychopharmacology, 4th od, Schatebang AF, Memersl C8 [Ed), American Peyciiatne Pubiaiing,
washinglan, DC 2009, p 263,

Wenzel-Seifert K, Wittmann M, Haeen E: QTc prolongation by psychotropic drugs and the risk of torsade de pointes. Disch Arztebl Int 2001 1; 108:687.

Reichenplader U, Gartiehiner G, Morgan LE, et al. Sevual dysfimction sssociated with sécond genération antidéprestants in patisnls with major deprestive disorder: Results from & SyStamalic review with
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