Expectations for Depression

Preparation

Primary care providers will receive interactive education on the depression guideline, patient identification and structured diagnostic assessment, patient education techniques and materials, implementing an active follow-up program and identifying patients at increased risk of having major depression. 

Identifying Depression Patients

Primary care physicians must be alert for depression "red flags," including patients who present a complaint of depression or anxiety, multiple unexplained physical symptoms, a recent history of MI or stroke or a prior history of major depression.  

Patients with a depression "red flag" will be asked whether they have been depressed, sad, irritable most of the time in the last two weeks, or whether they have lost interest in things that they used to enjoy.  

Diagnosis

Before initiating depression treatment, a structured diagnostic assessment of patients suspected of being depressed will be completed based on DSM-IV diagnostic criteria and recorded in the medical record (include bipolar disorder, past history of depression treatment, panic attacks and alcohol dependence and abuse.    

Treatment

Patients will receive evidence-based treatments based on the AHCPR Depression Guideline.   

· Following diagnostic assessment, patients will be triaged into one of four groups: 

(1) Active treatment not required;  

(2) Subthreshold depression (3-4 DSM-IV symptoms) indicating education about managing depression and active follow-up; 

(3) Major depression, active treatment in primary care; 

(4) Major depression requiring referral to mental health specialty care (e.g. high suicide risk, bipolar illness, inadequate treatment response, complex psychosocial needs).     

· Depression care will involve collaboration between the physician and the patient in setting treatment goals and engaging in problem solving for barriers to treatment adherence and life problems contributing to the depressive illness.

· An arrangement will be made with a mental health specialist to provide as needed consultation services to the primary care physician and care manager for difficult to treat cases.  This consultant may also see difficult-to-treat patients on referral to help identify an optimally effective treatment plan.  

· Depressed patients will receive patient education materials, a community resources list and self help materials. Culturally appropriate information normalizing depression will be placed in waiting rooms and examination rooms.  The five key messages for compliance* (see below) will be communicated to all patients initiating antidepressant drug therapy. 

Follow-up 

A member of the practice team (i.e. a care manager) is designated to be responsible for active follow-up that: occurs at scheduled intervals,  includes a formal assessment of symptom severity (using a depression symptom scale) and assesses adherence to treatment plan. Patients not responding to or adhering to treatment will have a protocol for optimizing management.

· At a minimum, follow up with patients being treated for major depression three times within the first 4 months of treatment. These patients will have be assessed at about 6 months to determine whether maintenance treatment is appropriate.   

· Patients being treated for major depression will be tracked using a "follow-up file" to facilitate and monitor active follow-up.  This follow-up file will record contact information, the prescribed treatment, patient treatment goals, baseline diagnostic status and symptom severity and symptom severity and treatment adherence at each follow-up contact.   

Depression Care and the Components of the Chronic Care Model

This grid is to illustrate how the clinical content (for improving depression outcomes) relates to five of the areas for “System Improvement.” (The Health Care Organization component will be considered in more detail with Senior Leaders.)  We have purposefully written it as a series of questions.  For many, there is no single “right answer.”  Rather, these are suggested questions you need to answer for yourself to improve depression care.


Clinical Information Systems
Delivery System Design
Decision Support
Self-management Support
Community Resources and Policies

Primary care providers will receive interactive education on the guidelines, patient identification, diagnostic assessment, patient education, active follow-up, and identifying patients at increased risk of having major depression.
Do you have a system to track which providers have received the depression education program?

Can individual physicians and clinics track their progress in the depression management initiative?
How does the practice integrate this  approach to training for the primary care physician and the care manager  (programmatic approach to depression care that uses the agreed upon tools​​––e.g. diagnostic tool, severity tool, treatment guidelines and algorithms, educational materials, care plan and follow-up file)?

Does the clinician education program reinforce key points after the initial training session?
How does the care manager and the consulting specialist play an active role in improving the skills and abilities of the primary care physician in managing major depression?



Primaryon  care physicians will be alert for depression "red flags.” 
Is there a means of easily identifying patients with a prior history of major depressive episodes and other conditions that increase risk of depression?

Can claims or PBM data be used to identify high-risk patients?
Who is responsible for monitoring "red flags" and for asking brief screening questions when they are present?


Have you agreed on a set of "red flags" that will prompt asking one or two questions about depression?
Are patients with a history of depressive episodes taught to recognize warning signs and report them to their physician?


Are there posters and educational materials in the health care setting to increase patient awareness and acceptance of depression treatment?

How do employers share information on depression (newsletters, intranet, etc)? 

How can employers help with screening (self-administered phone or paper health risk appraisal)?

Can employers train managers to recognize possible depression problems and refer to EAP or health plan?

Before initiating treatment, a structured diagnostic assessment of patients suspected of being depressed will be completed and recorded in the medical record. 
Is there a standardized approach to depression diagnosis that can be easily documented in the medical record and recorded in a follow-up file? 


Who is responsible for carrying out the standardized diagnosis, recording it and discussing the diagnosis and treatment options with the patient?
Do you have an evidence-based guideline that guides treatment based on diagnosis and severity?

How do primary care doctors obtain support from specialists when the diagnosis is complicated?


Do patients receive a self-management message at the time of diagnosis and an opportunity to ask questions?   How are patient and family concerns that arise post-visit addressed?

Are patients given materials needed to make an informed choice of treatment options?


Following diagnostic assessment, patients will be triaged into one of four groups that define appropriate treatment intensity.
Is there a way of tracking what group each patient was assigned to?
Is the primary care provider trained to assign depressed patients to treatment intensity levels following diagnostic assessment?
Do you have accepted criteria for each of the 4 groups?
Are there standard approaches to educating patients concerning their role in managing depression depending on their treatment intensity level?


Patients will receive evidence-based treatments based on the AHCPR Depression Guideline.
How do you document medication dosages, durations and results in the medical record and follow-up file?

Can practice variations of clinics and individual practitioners with be tracked with PBM and/or health plan data?
Does the primary care physician, the nurse (or other care manager) and any specialists available for consultation back-up understand their roles in implementing the guideline?

Which team members have a working knowledge of a pharmacotherapy algorithm that guides drug therapy?

Is there a team member trained to provide Problem Solving Therapy either in group or individual format? 

Do the problem solving therapists have supervision?


How is the guideline disseminated to providers?

Is there a medication algorithm that guides depression pharmacotherapy?

How is the guideline “embedded” in your system?

Do you have a user-friendly problem solving manual?
Are patients given written and verbal information that is consistent with the guideline?  




Depression care will involve collaboration between the physician and the patient in setting treatment goals and engaging in problem solving.
Are patient goals and the care plan documented in the follow-up file?
Are the roles of the primary care physician, the care manager and the consulting specialist in developing and implementing a care plan clearly defined and understood?

Is a team member trained in implementing Problem Solving Therapy with patients?

Are problem solving approaches employed in every contact with patients (e.g. readiness and progress toward goals checked, barriers identified, specific plans for achieving goals discussed, plans revised based on experience)?  




An arrangement will be made with a mental health specialist to provide as needed consultation services to the primary care physician and care manager for difficult to treat cases.
Is there a free flow of necessary information on patient care between the primary care team and the consulting specialist?

Is there a common medical record for primary care and specialty depression treatment?
Is there an approach to obtaining specialist consultation services to help providers with difficult cases?

Are there effective and efficient communication channels between the primary care physician, the care manager and the consulting specialist?
Is the consulting specialist willing and able to work from the same treatment guideline and medication protocols as the primary care physician and care manager? 
Does the consulting specialist reinforce the same educational messages as the primary care physician and care manager when providing consultation services directly to patients?
If a mental health specialist is not available in the primary care clinic, can arrangements be made with a community-based mental health center to provide these services? 

Depressed patients will receive patient education materials, a community resources list and self help materials.

Is there a team member who is responsible for ensuring that educational materials, etc., are available?

Is there a team member who is responsible for giving educational materials to patients and discussing them with the patient?


Does the treatment guideline specify when and what educational materials will be provided to patients?  

Does the treatment guideline specify standard educational messages that will be conveyed by all providers?
Does the approach to patient education allow the patient to make choices, set goals, and to rate readiness to carry out the care plan?  

Does active follow-up assess barriers to achieving a good outcome and work with the patient to overcome those barriers?  

Can PBM distribute self-help materials to patients with medications?
Are patients encouraged to share and discuss educational materials with family members?  

How can employers direct patients to qualified self-help groups?

How do EAP programs suggest Internet and other self-help information to individuals?

A member of the practice team will be designated to be responsible for active follow-up (e.g. will be a care manager) to occur at scheduled intervals, and to include a formal assessment of symptom severity and adherence to the agreed-upon treatment plan.
Is there a follow-up file that can be used to structure and document the work of the care manager?  

Is there a documented depression care plan that can be used by the care manager and the patient to facilitate collaboration in active follow-up?


Who reviews the medication routine?

Who calls the patients in when medication routines are not adequate?

Who gives on-going self management support for patients who have difficulty managing medication routines?
Do you have an evidence-based guideline for medication prescribing which describes effective doses and appropriate medications covering initial treatment and treatment options if the first line therapy needs to be modified?

Do care managers have specific criteria to use to identify non-responders?


Do you have documentation of medication use in the depression care plan?

What “menus” of self-management support are available to patients to assist them in managing medications?

What encouragement and incentives do you have to encourage patients in appropriate medication use?

What options are available to assist patients with high severity or social risk, or who do not want to take medications?

Have disincentives such as co-pays been minimized?
What links do you have set up to sources of medication for low-income patients?

What resources are there in the community to assist families and patients with high severity or social risk?



At a minimum, patients being treated for major depression will be followed up three times within the first four months of treatment and assessed at six months to determine whether maintenance treatment is appropriate.
Is there a follow-up file that documents the timeliness of active follow-up and that reminds the care manager of patients that are overdue for active follow-up?


Are expectations for when follow-up contacts will occur, and who will perform active follow-up clearly understood by team members?  
Is the timing and methods of active follow-up specified by the depression care guideline? 


Are patients informed when follow-up contacts are supposed to occur?  

Are they encouraged to call the clinic to schedule an in-person or telephone contact if they are overdue for a follow-up contact?
Is there an approach to educating family members about the timing of follow-up contacts?

Can the employer’s EAP assist with planning for return to work accommodations, disability management and relapse prevention counseling?

Patients being treated for major depression will be tracked using a "follow-up file" to facilitate and monitor active follow-up.
How can you identify patients initiating depression treatment?  

Is the necessary information to guide active follow-up captured by the information system?


Who is responsible for initiating the depression care plan?

How is the depression care plan incorporated into the follow-up structure?
How do providers participating in care gain access to the shared depression care plan?
Does the patient receive a written copy of a care plan that includes when active follow-up is supposed to occur?
Are there provisions for sharing the depression care plan with family members when appropriate?
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