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TRAINING MODULE
SCOPE

Objective:  to train healthcare providers in the implementation of the Clinical Practice Guidelines on Major Depressive Disorder (MDD CPG 2007).
Target group:

· Primary care providers (doctors and allied health professionals)

· Government sector

· Doctors (health centres, outpatient departments, A&E departments)

· Nurses and assistant medical officer (AMO)
· Counsellors

· General Practitioners
· Secondary care providers (psychiatric units)

· Doctors

· Nurses and assistant medical officer (AMO)
· OTs

· Clinical psychologist

· Counsellors

Target population:  adults with major depressive disorder (excluding depression in the elderly)

Areas of coverage

1. Assessment and diagnosis

a. Eliciting depressive symptoms

b. Diagnosis of MDD

c. Assessment of severity – mild, moderate, severe

d. Assessment of suicide risk

2. Management

a. “Stepped care approach”:  the scope of responsibility
b. Referral to psychiatric services

c. Criteria for admission

d. Psychosocial interventions

i. Problem-solving

ii. Counselling

iii. CBT

iv. IPT

e. Pharmacotherapy (acute, continuation and maintenance phases)

i. Initial treatment

ii. Failed initial treatment

iii. Treatment-resistant depression

iv. Psychotic depression

f. ECT

g. Other therapies
i. Exercise

Methodology of training

a. Case vignettes

b. Interactive video clips – case vignettes

c. Powerpoint presentations

d. Hardcopy training manual

………………………………………………………………………………………………

UNIT 1

PRE-TEST

Objective:  this unit assesses your current understanding of major depressive disorder and its management

PRETEST:
Training Module on Major Depressive Disorder 

Answer the questions by indicating TRUE / FALSE

1. Regarding Major Depressive Disorder (MDD) 

a.
It is a significant mental health problem



          

b.
Is due to biochemical changes in the brain


           

c.
It refers to simple feelings of unhappiness or grief brought about by the death of a loved one 

d.
Untreated depression can last for 6 months or more

             

e.
A majority of patients do not improve significantly with anti depressants





           

2. Symptoms of Major Depressive Disorder include

a.
loss of interest







 

b.
insomnia









c.
decreased concentration





 

d.
suicidal tendencies








e. 
compulsive rituals




           
 

3. What are the classifications for Major Depressive Disorder?

a.
DSM IV









b.
ICD 10










c.
Depression Rating Scale




          

d.
Beck Depression Inventory




          

e.
Hospital Anxiety and Depression Scale


          

4.      Routine use of screening instruments to identify MDD
a.
is essential






          

b.
is highly reliable





c.
scales that have been translated but not validated locally give accurate results


d.
two-questions case finding instrument gives comparable results to longer screening instruments


         

e.
short self-report questionnaires are cumbersome and time consuming
5.      The risk factors for suicide include

a.
loss of significant relationship







b.
financial or occupational difficulties






c.
past suicide attempt








d.
substance abuse




          

e.
poor social support







6. What are the criteria for referral to psychiatric services in MDD?

a.
Unsure of diagnosis








b.
Active suicidal idea








c. 
Failure to respond to treatment







d.
Severe agitation








e.
Low mood






          

7. What are some of the options in the management of mild MDD?

a.
Counselling









b.
Interpersonal Therapy








c.
Cognitive Behaviour Therapy







d.
Pharmacotherapy








e.
Electroconvulsive Therapy (ECT)






8.      The criteria for considering admission in MDD include

a.
being a danger to others







b.
risk of self harm








c.
inability to care for self (self neglect)







d.
having psychotic symptoms







                  e.
loss of interest 




          

9. Some of the reasons for failure in treatment of MDD include having

     a.
incorrect diagnosis







                 b.
organic conditions








                 c.
unresolved psychosocial factors





              d.
poor compliance








                 e.    functional impairment





           

10.  The indications for ECT in patients with MDD are 

    a.   psychotic symptoms








                b.   highly suicidal patients








c. non response to drug treatment







d. high degree of symptom severity






e. impaired short term memory





           

This training module differentiates the different levels of psychiatric care which match the needs of consumers to the appropriate services. Each level represents an increased complexity of care and encompasses the intervention of the previous level.
Level of Care in Managing Major Depressive Disorder
	Level
	People responsible
	Focus of Disease
	Action

	Level 1
	Primary care
Assistant medical officer

Nurses

Medical Officer
	Recognition
	Screening

	Level 2
	Primary Care
Family Medicine Specialist

Medical Officer
	Mild Depressive Episode
	Psychological Intervention- (counseling , problem solving and supportive psychotherapy)

± Medication

	Level 3
	Primary Care 

Family Medicine Specialist


	Moderate Depressive Episode
	Medication

Psychological Intervention 

Referral to secondary care if indicated including for cognitive behavior therapy (CBT)


	Level 4
	Secondary Care
Out patient psychiatric services
	Moderate to Severe Episode
	Medication

Psychological Intervention including CBT

	Level 5
	Secondary Care
Inpatient setting
	Risk to self/others
Severe self neglect

Psychotic symptoms

Lack of impulse control


	Medication

Psychological Intervention including CBT

ECT


UNIT 2

ASSESSMENT AND DIAGNOSIS

Power point slides on assessment and diagnosis are provided.
Objectives:

By the end of this unit, you should be able to:

a. Do screening

b. Elicit the symptoms of depression

c. Make a diagnosis of major depressive disorder

d. Assess the severity of major depressive disorder

e. Assess suicide risk

a. Screening for depression:

These two questions may be used to screen for the presence of depression:

(1) "During the past month, have you often been bothered by feeling down, depressed or hopeless?"

(2) "During the past month, have you often been bothered by having little interest or pleasure in doing things?"

A “Yes” response to either OR both questions should prompt you to assess the patient for further symptoms of depression.

b. Eliciting the symptoms of depression

Interview technique:

To properly elicit the symptoms in a patient with psychiatric complaints, one should observe the following:

· Put the patient at ease

· Establish rapport with the patient

· Use open-ended questions as much as possible

· Clarify patient’s use of medical terms

· Convey empathy
· Use facilitation techniques to elicit information (verbal and non verbal)

· Provide feedback – summarizing history to recheck accuracy of information

c.   Assessing suicide risk

i. Use the following questions to help you assess suicide risk:

1. Sometimes when people are facing difficulties or are distressed, they think that life is too difficult or they are better off dead. What about you?

2. Have you ever tried to harm yourself?  
ii. Suicidal ideation

Severity of suicide ideation may range from:

· thoughts about death in general 
· thoughts about one’s own death 
· thoughts about ending one’s life 
· suicidal plans 
· suicide attempts 
· completed suicide 

Video clip
· Interview technique and eliciting symptoms 
· Depressive symptoms 
· Assessment of suicide risk

This video is strictly for training of medical personnel only. It contains confidential information that must not be divulged outside of the training situation. To be divided into subgroups and the presented in their respective groups.
Beginning the interview (establishing rapport and obtaining identifying data) 0:00 – 3:20 minutes

Eliciting chief complaints and history of present illness - 

3:21-6.40 minutes

Eliciting suicidal ideas



                       6:40 – 9:00 minutes

Time frame - 15 minutes

Role play
Two participants will be identified. One is the patient and one is the therapist.  You need identify one person as a scribe.

(Suggested time for role play is 10 minutes.  5 minutes for comments.)
Also role play a situation where the patient presents repeatedly for somatic complaints, but actually has psychiatric complaints as well (as is commonly seen in primary care).
Diagnosis of depression
For primary care practitioners

The official classification system in use in Malaysia is the ICD-10.  The following diagnostic criteria are adapted from the ICD-10, and may be used to diagnose and assess the severity of a depressive episode in your setting.
ICD-10 Diagnostic Guidelines for Depressive Episode/Disorder

	Typical symptoms of depressive episodes

· Depressed mood 

· Loss of interest and enjoyment

· Reduced energy

Common symptoms of depressive episodes

· Reduced concentration and attention

· Reduced self-esteem and self-confidence

· Ideas of guilt and unworthiness

· Bleak and pessimistic views of the future

· Ideas or acts of self-harm or suicide

· Disturbed sleep

· Diminished appetite




Mild depressive episode

· At least 2 typical symptoms plus 2 common symptoms

· No symptom should be present to an intense degree

· Minimum duration of whole episode is at least 2 weeks

· The person has some difficulty in continuing ordinary work and activities

Moderate depressive episode

· At least 2 typical symptoms plus 3 common symptoms

· Some symptoms may be present to a marked degree

· Minimum duration of whole episode is at least 2 weeks

· The person has considerable difficulty in continuing social, work or domestic activities

Severe depressive episode without psychotic symptoms

· All 3 typical symptoms plus at least 4 common symptoms

· Some of the symptoms are of severe intensity

· Minimum duration of whole episode is at least 2 weeks (may be <2 weeks if symptoms are very severe and of very rapid onset)

· The person is very unlikely to continue with social, work or domestic activities

Severe depressive episode with psychotic symptoms

· A severe depressive episode

· Delusions, hallucinations or depressive stupor are present

Recurrent depressive disorder

· Repeated depressive episodes (mild, moderate or severe)

· No history of independent manic episodes

Recurrent depressive disorder, current episode mild

· Fulfils criteria for recurrent depressive disorder

· Current episode fulfils criteria for mild depressive episode

· At least 2 episodes lasted a minimum of 2 weeks, and were separated by several months without significant mood disturbance

Recurrent depressive disorder, current episode moderate

· Fulfils criteria for recurrent depressive disorder

· Current episode fulfils criteria for moderate depressive episode

· At least 2 episodes lasted a minimum of 2 weeks, and were separated by several months without significant mood disturbance

Recurrent depressive disorder, current episode severe with/without psychotic symptoms

· Fulfils criteria for recurrent depressive disorder

· Current episode fulfils criteria for severe depressive episode with/without psychotic symptoms

· At least 2 episodes lasted a minimum of 2 weeks, and were separated by several months without significant mood disturbance

Recurrent depressive disorder, currently in remission

· Criteria for recurrent depressive disorder were fulfilled in the past

· Current state does not fulfil the criteria for a depressive episode of any severity, or of any other mood disorder

· At least 2 episodes lasted a minimum of 2 weeks, and were separated by several months without significant mood disturbance

(Adapted from:World Health Organization. The ICD-10 Classification of Mental and Behavioural Disorders: Clinical Descriptions and Diagnostic Guidelines. Geneva: WHO; 1992.)

For secondary and tertiary care practitioners:

Historically, psychiatrists trained in Malaysia have employed the DSM-IV criteria for their clinical diagnoses.  For those working in secondary settings, the diagnosis of major depressive disorder may be made according to DSM-IV criteria, as set out in Appendix 2 of the CPG.  The following are the abbreviated diagnostic criteria:

DSM-IV criteria for major depressive disorder (abridged):
	a. At least five of the following symptoms during the same 2-week period and represents a change from previous functioning; at least one of the symptoms is either (1) depressed mood, or (2) loss of interest or pleasure:

1. Persistent depressed mood 

2. Persistent and marked diminished interest or pleasure in most activities

3. Significant weight loss or weight gain, or changes in appetite

4. Insomnia or hypersomnia

5. Psychomotor agitation or retardation 

6. Fatigue or loss of energy

7. Feelings of worthlessness or excessive/inappropriate guilt 

8. Reduced ability to think or concentrate, or indecisiveness

9. Recurrent thoughts of death, or recurrent suicidal ideation with or without a specific plan/attempt

b. The symptoms do not meet criteria for a mixed episode (i.e. manic symptoms concurrent with depressive symptoms)

c. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning

d. Not due to medical (organic) causes

e. The symptoms are not better accounted for by bereavement




Severity of major depressive episode in DSM-IV:

Mild: 

· few symptoms in excess of those required to make the diagnosis 

· only minor impairment in occupational and social functioning

Moderate : 

· symptoms or functional impairment between “mild” and “severe”.

Severe without psychotic symptoms: 

· several symptoms in excess of those required to make the diagnosis 

· symptoms markedly interfere with occupational and social functioning

Severe with psychotic symptoms: 

· delusions or hallucinations

(Adapted from: Diagnostic and Statistical Manual of Mental disorders IV edition 1994 – American Psychiatric Association)

Illustrative Case 1
The patient is a 42 year-old lady. She is recently divorced and has four children and is a civil servant.

She complains of feeling sad, crying spells, reduced appetite and difficulty in sleeping for the past 3 weeks. She has lost 5kg weight in a month, and she no longer enjoys doing the things that she used to do. Her concentration is reduced and her work is affected with frequent medical leave. Her immediate superior has cautioned her about the quality of her work. She has been going to the clinic for complaints of headache and generalised malaise.

A friend informed her one month ago that her husband was having an affair with another woman.  She confronted her husband and this resulted in him divorcing her with `talak satu’.    

She had a history of overdosing on 20 tablets of paracetamol 2 years ago after she found out that her husband had been having an affair with his secretary.  She thinks more about death and does not believe she has much of a future, but has not considered ending her own life.

All her children are in institutions of higher learning and boarding school.  There is no one else at home except for the maid.

Questions:

1. What psychiatric diagnosis can you make for this person?
a. Severe depressive episode

b. Possibly recurrent  

2. Assess her risk for suicide. (? low/ moderate/ high)
        The risk factors present in her are:
a. severe depression
b. past history of overdose

c. divorce

d. poor social support

e. thoughts about death
f. current stressor at work
- Her suicide risk is HIGH.
Referral to psychiatric services

There are situations in which it may be appropriate to refer the patient to the psychiatric services, rather than treat him in the primary care setting.  These are some indications for referral to psychiatry:

·  Unsure of diagnosis

· Attempted suicide

· Active suicidal ideas / plans

· Failure to respond to treatment

· Advice on further treatment

· Clinical deterioration

· Recurrent episode within 1 year

· Psychotic symptoms

· Severe agitation

· Self neglect

Criteria for admission
In-patient care may be required in certain situations.  Some indications for admission to a psychiatric in-patient facility include:

· Risk of harm to self

· Psychotic symptoms

· Inability to care for self

· Lack of impulse control

· Danger to others

UNIT 3

PSYCHOSOCIAL INTERVENTIONS

Objectives:

At the end of this unit, 

You should be able to demonstrate skills in:

· Listening

· Problem solving

· Counselling

· Supportive therapy

You should be able to describe the principles of:

· Cognitive-behavioural therapy (CBT)

· Interpersonal therapy (IPT)

· Psychodynamic psychotherapy

(Power point presentation on psychosocial intervention)
LISTENING SKILLS
The ability to listen well is central to all therapeutic endeavours.  Listening skills include being:

· Empathetic   - capacity to understand the feeling of another person 
· Attentive

· Non-judgemental – not condemning the patient for his mistakes/ deficiencies
· Non-comparative- not comparing the patient with yourself or others who have similar problems and are coping well
Counselling

Counselling is concerned with addressing and resolving specific problems, making decisions, coping with crises, working through conflict, or improving relationships with others.  It is best to be non-directive, and the counsellor guides the person to make decisions.

Counselling helps by reducing emotional distress through allowing the patient to ventilate his feelings, helping him to think more clearly about his problems, and to find new ways of resolving them. 

You may wish to schedule your counselling sessions at non peak hours to allow you to spend more time (about 15-20 minutes) with your patient. 

Principles of Counselling

-
Each client is unique, and should be treated with respect

-
Act with care and respect for cultural differences 

-
Respect the confidences with which you are entrusted

-
Seek to increase the range of choices and opportunities for clients
-
Be honest and trustworthy in your professional relationships

-
Aim to help people cope better with situations they are facing

Steps in counselling

The following are steps in the counselling process (Greenwood & Bancroft, 1993).  These steps can be combined in various ways in a clinical situation.  However, it is usually important to establish rapport and allow the expression of feelings before going on to further steps.

· Initial contact 

-
Establish rapport, show empathy

· Listening to the patient

-           Listen to his words as well as to his feelings.

-
Use words like “How”, “What”, “When” to gather information or in seeking data

· Helping the expression of feelings

The patient is encouraged to describe his problems, and to express his feelings.  This is useful if the feelings are an understandable reaction to the stressor, and have not yet been sufficiently or properly expressed.

You facilitate this process by acknowledging the presence of the feelings, and allowing the patient to talk about them.  At the same time, you must remain reasonably calm yourself.

· Reflection, clarification and reassurance

Reflect what you have heard from the patient, that is, re-state in your own words what he has said to you.  This ensures that you have understood the patient correctly, and allows him to see his problem from the perspective of another person.

Clarify his problems by asking the appropriate questions.

If appropriate, reassure him and boost his self-esteem by pointing out his past successes and his assets. Avoid giving premature or false reassurances.
· Facilitation of the patient’s understanding of his problems

Inappropriate coping styles may have caused the problem in the first place, or worsened it.  You can reflect back to the patient your perception of his current coping style, and how it has contributed to the problem. The patient may thus gain some insight into his problem.

· Facilitation of problem-solving behaviour 
Remember that your role is to ASSIST the patient to solve his problems, not solve them for him.  Here you may guide the patient through the problem-solving process as described in the section “Problem-solving”.

(Video clip on counselling to be shown)
Problem-solving therapy

· This is a time-limited, structured intervention that focuses on learning to cope with specific problem areas.

The IDEAL technique for problem-solving

You can help the patient to solve his problem by using the following steps:

· Identify – help the patient to identify the problem and clarify its consequences

· Describe – the patient describes and explores the possible options, generating as many options as possible

· Evaluate – help the patient evaluate the consequences (advantages and disadvantages) of each option and its practicability

· Action – help the patient to choose an option to act upon based on the above evaluation, breaking it up into easily manageable steps

· Learn - review with the patient how helpful the action was, and praise all efforts. If necessary, switch to other options or break up the current option into simpler steps

(reference for IDEAL technique)

Illustrative Case 2

A 45-year old housewife presents with symptoms of depression.  In the last few months, her husband has been coming home late every night and does not volunteer any reason for his late homecoming.  She is worried that he might be having an affair.

(Role play x 30 minutes)

Illustrative session
Identify the problem:  

Husband returns home late every night. Clarify if there are other problems e.g. sexual relationship, financial support etc., and why this is of concern to the patient.  What makes her arrive at the conclusion that her husband is being unfaithful?

Describe possible options  

The patient lists the following options:

· Keep silent and tolerate the situation

· Confront her husband over his behaviour

· Set aside a time to discuss this issue alone with him 

· Call in the husband’s mother to advise her son

· Get her husband to see a counsellor together with her

· Talk to his colleagues or friends to find out about his movements

· Check his mobile phone for text messages

Evaluate the consequences of each option

Consider each option in turn.

For each, evaluate the possible consequences that may follow from acting on it.  For example, if the patient chooses to remain silent and tolerate the situation, the possible positive consequences are that she preserves the peace in the family, and does not risk offending her husband.  The possible negative consequences are that she will continue to be troubled by the situation, and she will continue to harbour suspicions about her husband’s fidelity.  The depression might get worse, and the relationship with her husband will, in the long term, deteriorate.

The option chosen should be within the ability of the patient to carry out, i.e. it should be practicable. IT IS THE PATIENT WHO CHOOSES THE OPTION.

Act on the option chosen:

Based on the evaluation done in the preceding step, decide on which option to take.

Break up the option into easily manageable steps and carry out these steps.

If the option chosen is to speak to her husband alone the following steps might be considered.

a. Find a suitable time when children are not around and no interruptions are expected.

b.  Avoid times when there was a recent argument

c. Explain the reasons why you would like to have the discussion including how you feel about what is happening 

d. Avoid argumentative or accusatory tone

e. Allow husband to explain without interrupting

f. Convey your concerns in terms how it is affecting your family

g. Work out, in collaboration with your husband, steps to improve your marital relationship

Learn:  Review the outcome of the option chosen and consider other options if necessary.

If the patient has difficulty in implementing the option chosen, consider whether the option is intrinsically too difficult or impracticable for the patient’s situation, or whether it has to be broken down into further simpler steps.  

Supportive therapy

Any form of treatment intended to relieve symptoms or help the patient live with them rather than attempt changes in personality. 

The following are components of supportive therapy:

· Reassurance.  The therapist does this by removing doubts and misconceptions, and by pointing out the patient’s assets.

· Explanation.  This relates to practical issues and problems the patient faces.  The goal is to improve coping ability by clarifying the patient’s problems and how he can best manage them.

· Guidance.  This is mainly through direct advice.  The goal is to teach the patient the skills for coping with other similar problems.  Persuasion may be necessary when advice is inadequate.  

· Suggestion.  The therapist tries to induce change by influencing the patient, for example, by approving desirable behaviour.  

· Encouragement.  The objectives are to combat feelings of inferiority, promote self-esteem, and to urge patients to adopt courses of action of which he is hesitant.  Encouragement should be done in specific contexts rather than in vague terms.  It is counter-productive if given inappropriately, e.g. if we encourage patient towards an unrealistic goal.

· Effecting changes in patient’s environment.  The therapist helps the patient to modify his social environment to his best advantage.  This involves working directly with the patient, as well as with his significant others.  The goal is to remove detrimental elements and maximize beneficial ones in the patient’s environment.

· Permission for ventilation of feelings.  The patient is allowed to share pent-up feelings like fear, grief, sorrow, frustration and envy.  The therapist facilitates this by showing that he is an empathic listener who accepts the patient unconditionally.  The sharing process leads to a sense of relief and facilitates other therapeutic strategies.

· Health education. This includes emphasizing the importance of exercise, nutrition, adequate sleep, rest and avoidance of substance use.
Illustrative case 3 (Role play)

39 year old man presents with depressive symptoms for the last one month.  The problem started when he was transferred to a new department on promotion to a town distant from his home. He admitted having difficulties in his new work place relating to the nature of work and communicating with his new colleagues. 
His problem was compounded when his wife could not get a transfer. At about the same time, one of his children started to play truant and was caught stealing in school. He had to travel every weekend to be with his family and this caused further financial problems.
You have diagnosed him to have depression. Your management includes supportive therapy. 
Your task is to engage in a role play of supportive therapy. 
The session should try to incorporate the following elements of supportive therapy.
· Reassurance  

· Explanation  

· Guidance  

· Suggestion  

· Encouragement  

· Effecting changes in patient’s environment  

· Permission for ventilation of feelings 

· Health education
Cognitive Behaviour Therapy (CBT)
This is a form of psychotherapy based on modifying cognitions, assumptions, beliefs and behaviours with the aim of influencing disturbed emotions.  

The objectives of CBT are to identify irrational or maladaptive thoughts, assumptions and beliefs that are related to symptoms, and to identify how they are inaccurate or unhelpful. This is done in an effort to reject the distorted cognitions and to replace them with more realistic and self-helping alternatives.

For example, a housewife burns the dinner she is cooking.  She blames herself and says that she’s a hopeless cook and a bad mother.  As a result, she feels depressed.  However, this is a distorted thought, and she does not take into account the numerous wonderful dinners she has cooked in the past, and allows this one incident to influence her feelings about herself.  This illustrates how inappropriate ways of thinking can lead to negative feelings.
CBT should be provided by those who have been properly trained in it.   In the Malaysian context these are psychiatrists, clinical psychologists and other allied health personnel who have been trained. 

Computerised cognitive-behaviour therapy (CCBT)

This refers to the delivering of CBT via an interactive computer interface. It may be used for mild to moderate depression.

Three programmes are available over the internet:

· Beating the Blues (BtB)

· COPE 

· Overcoming depression

· Moodgym

www.moodgym.anu.edu.au
www.ccbt.co.uk 

www.ultrasis.com/products
www.overcomingdepressiononline.com/overcoming/Default.aspx
Psychodynamic psychotherapy

This is a form of psychological intervention derived from the psychoanalytic model.
It should be reserved for depressed patients with complex co-morbidities.  This includes patients with personality problems, traumatized persons, and those with co-morbid anxiety disorders.
In this country, psychodynamic psychotherapy is offered by psychiatrists and clinical psychologists trained in it.

Interpersonal therapy (IPT)

A time-limited, structured psychological intervention that focuses on interpersonal issues where the therapist and patient work to identify the effects of problems related to interpersonal issues.  
Currently, IPT is not widely available in Malaysia.

UNIT 4

PHARMACOTHERAPY

Objectives:

By the end of this unit, you should be able to demonstrate skills in the following aspects of the pharmacological management of major depression:

· Initial pharmacotherapy

· Failed response to initial treatment

· Depression with psychotic features

· Treatment-resistant depression

· The phases of pharmacotherapy:  acute, continuation and maintenance

Phases of pharmacotherapy

Acute Phase

The acute phase is a period where remission is achieved.

Continuation Phase

The continuation phase is a period after sustained and complete remission

from the acute phase. This is usually a period of 6-9  months.

Maintenance Phase
The maintenance phase is a period to prevent recurrence (a new episode of

depression) and to prevent the development of chronicity.

Acute phase pharmacotherapy

Mild depressive episode

For mild depression, you may exercise the option of treating by non-pharmacological means alone.  This includes the measures explained earlier, viz. problem-solving, counselling, and supportive therapy, and exercise as an adjunct.  

The patient should be given a close follow-up appointment (within 2 weeks) so that his condition can be monitored closely.

Antidepressant medication should be considered in mild depressive episode in the following situations:

· If the depression persists or worsens

· If the patient has had a past history of moderate to severe depression, and now presents with a mild depressive episode

· When the patient is experiencing ongoing stressors that may perpetuate or worsen the depression

Moderate to severe depressive episode

Antidepressants should be offered to patients with a moderate to severe depressive episode.

The first line antidepressant is a selective serotonin reuptake inhibitor (SSRI):

· Fluvoxamine

· Fluoxetine

· Sertraline

· Paroxetine

· Citalopram

· Escitalopram

Note:  Some of the medications mentioned are not available in the MOH formulary. Where there is a need for dose titration, this should be in line with the schedule suggested by the Summary of Product Characteristics.
Relative side effects of SSRIs

[image: image1.png]Anti- Cardiac Nausea Sedation Pro- Sexual
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The serotonin syndrome

This is due to serotonin hyperstimulation.  It has been reported for SSRIs, MAOIs, TCAs, and L-dopa, and usually when serotonergic drugs are used in combination.

Sternbach’s criteria:
· At least 3 of the following:

· Agitation/restlessness

· Sweating

· Diarrhoea

· Fever

· Hyperreflexia

· Incoordination 

· Mental state changes (confusion/hypomania)

· Myoclonus 

· Shivering

· Tremors 

· Other causes ruled out

· No concurrent antipsychotic dose changes 

The role of benzodiazepines

After weighing the potential risks and benefits, you may consider prescribing benzodiazepines as an adjunct to antidepressants.

If they are prescribed, avoid giving them for more than 2-4 weeks.

Illustrative Case 4
A 48 year old man presented to the clinic for poor sleep with body ache. He requested some medication for sleep. He came to the clinic 3 times for the same problem and on further inquiry by the medical officer revealed that he could not sleep for the past 2 months. His appetite was affected and he had lost 2kg. He felt that his wife and kids were no longer listening to his advice. 
At the same time, his appetite was also affected and he had lost 2 kg in weight. He sensed that his wife and children were ignoring him, and felt rather useless. 
He felt sad most of the time, and had little energy for even the usual day-to-day activities.
He was no longer interested in work and leisure activities, but nevertheless forced himself to continue working because he needed the money.  
However, he found it hard to focus, and could not work as well as before.  He also avoided social activities with his friends and family members.
He is a farmer with 8 children. He left school after Standard 6. His wife is not working. Their paddy crop was destroyed by floods 2 months ago. He had expected to get RM 10,000 from it. 

He had no past history of psychiatric problems.

Physical examination did not reveal any abnormalities. 

Questions

1. How would you rate the severity of his depression?  State your reasons.
Moderate depressive episode.

2. How would you manage him?

a. Pharmacotherapy- SSRI, Benzodiazepines- short term
· Starting dose - refer to CPG MDD 2007 pg 38

· Dose titration – start low, go slow until optimum dose is reached 

· Side effects- refer to CPG MDD 2007 pg 38
b. Psychosocial intervention- Supportive therapy (include problem-solving)  and refer for CBT
Depression with psychotic features

Severely depressed patients may develop psychotic features.  These are hallucinations and delusions. In depression with psychotic features, give an antipsychotic in addition to an antidepressant.  Maintain the antipsychotic therapy until the psychotic symptoms are resolved.

Failed response to initial treatment

Patients who have not responded after 4 weeks of antidepressant therapy at an adequate dose are acute phase non-responders.  

Apparent non-response to the medication may be due to other reasons like:

􀁺 incorrect diagnosis (e.g. failure to diagnose bipolar disorder)

􀁺 psychotic depression

􀁺 organic conditions such as anaemia or hypothyroidism

􀁺 co-morbid psychiatric disorder such as substance abuse or dependence, panic disorder,           obsessive-compulsive disorder, and personality disorder

􀁺 adverse psychosocial factors

􀁺 non/poor compliance

If these other causes of apparent non-response have been ruled out, the further strategies to follow are:

· Optimization

· Switching

Optimisation

If there are no significant side effects, increase the dose of medication gradually until response is achieved, or to the maximum dose that can be tolerated, or until the maximum allowable dose is achieved.

Switching

This refers to a change of antidepressant.  Switch the patient to another antidepressant.  You may switch within the same class of antidepressant (i.e. SSRI) or to another class. Reduce the dose of the first antidepressant gradually and slowly titrate the dose of the new antidepressant.
When switching, consider the possibility of drug-drug interaction during the cross-over period.

Refer to CPG MDD 2007, Appendix 3, pg 38-39
Note- Lower starting doses are recommended for patients with significant anxiety, hepatic disease, or medical co-morbidity.

Illustrative Case 5
The patient is a 38 year old Chinese lady, who works as a seamstress.  She is married with 3 children, all of whom are still dependent.

She presents with a 6 months history of depressed mood, reduced interest, insomnia, but normal appetite.  There have been no weight changes, but she complains of persistent lassitude and inability to do her work as before.  She also has recurrent feelings of worthlessness and hopelessness, and has suicidal ideation intermittently.

She denies any unusual experiences like hearing voices of invisible persons, or feeling that others want to harm her or speak badly of her.

About seven months ago she quarreled with her sister and since then this sister has refused to talk to her. She used to be very close to this sister.
She has a rather “fussy” nature, and since her teenage days has been prone to worry excessively.

Questions:

1. What is this patient’s psychiatric diagnosis? 
a. Moderate depressive episode 

2. What else would you need to know, in order to assess the risk of suicide?
a. Previous suicide attempts 

b. Suicidal plans

c. Social support

d. Severity of her personality difficulties

e. Substance use

3. What is your initial approach to her management?

a. Pharmacotherapy- SSRI, Benzodiazepines- short term
· Starting dose - refer to CPG MDD 2007 pg 38

· Dose titration – start low, go slow until optimum dose is reached 

· Side effects- refer to CPG MDD 2007 pg 38

b. Psychosocial intervention- Supportive therapy (include problem-solving) and refer for CBT
The patient mentioned above was treated as an outpatient.  She was given Sertraline at a dose of 25 mg OM, and this was subsequently titrated up to a dose of 100 mg OM.  Six weeks after this dose was achieved, she continued to have significant depressive symptoms of low mood, low energy, reduced interest, and intermittent feelings of worthlessness and hopelessness.  She continues to have impaired work performance.  

Questions:

1. What would you do next in terms of her pharmacotherapy?
a. Refer to psychiatric services

b. Switch to another antidepressant

2. What other broad aspect of her management has thus far been neglected?
a. Psychosocial intervention

3. How would you address the above?
a. Offer problem solving or counseling focusing her strained relationship with her sister.
Treatment-resistant depression

Treatment-resistant depression is depression that has failed to respond to two or more antidepressants given sequentially at an adequate dose for an adequate duration of time.  Adequate dose is at least 150 mg/day imipramine equivalent, and adequate duration refers to at least 4 weeks.

The strategies to follow in this situation are:

· Switching

· Augmentation

· Combination

Switching

There is some evidence to show that switching to another antidepressant may result in further response.  

Augmentation

This means the addition of a non-antidepressant drug to an ongoing antidepressant.

The augmenting agents for which there is evidence for effectiveness are:

· Lithium

· Atypical antipsychotics

Lithium

This should be given for a minimum of 7 days, achieving serum levels of at least 0.5 mEq/L.

Atypical antipsychotics

The evidence for the use of these are not as robust as for lithium.

Combination

This means the addition of another antidepressant to the ongoing antidepressant.

This strategy should be used only in a secondary (specialist) care setting, due to the risks involved.

There is an increased risk of adverse effects.  Particular caution should be exercised when SSRIs are combined with tricyclic antidepressants because of the increased serum levels of tricyclics, and the potential for cardiotoxicity.

Continuation phase treatment

Continue antidepressants for 6-9 months after remission is achieved.

Use the same dose of antidepressant as for the acute phase.

Maintenance phase treatment

Not all patients will need to go on to the maintenance phase pharmacotherapy.

Maintenance phase treatment should be considered for the following:

· 3 or more episodes of depression

· 2 episodes of depression, plus one or more of the following:

· family history of bipolar disorder

· history of recurrence within 1 year after discontinuation of medication

· family history of recurrent major depression

· early onset (< age 20) of first depressive episode

· depressive episodes were severe, sudden, or life threatening within the past 3 years

· Residual symptoms
· Co-morbid dysthymic disorder, substance abuse or anxiety disorders
Discontinuation of medication

Drug therapy should not be terminated abruptly.  The medication should be tapered down gradually over weeks and sometimes even months.

Electroconvulsive therapy (ECT)

Power point slides by Dr Hamimah
ECT can bring about a relatively rapid response, but its effects are short lived.  

The status of the patient should be assessed after each ECT, to determine the need for subsequent ECTs.  There should not be a routine prescription of a fixed number of ECTs.

Indications 

In patients with depression, the indications for ECT include:

· A high degree of symptom severity and functional impairment

· Psychotic symptoms

· Catatonic features

· Urgent need or response or life-threatening condition such as refusal to eat or highly suicidal due to depressive illness.

Contraindications

There is no absolute contraindication to ECT. 

Relative contraindications are:

· recent myocardial infarction

· congestive heart failure

· recent stroke

· cerebral vascular aneurysm

· retinal detachment

· space occupying lesions leading to raised intracranial pressure

UNIT 5

OTHER THERAPIES

Exercise therapy

Exercise can be prescribed as an adjunct to other measures in treating depression.

· Structured and supervised exercise activity 40-60 minutes per session, up to 3 times  per week and prescribed for 10-12 weeks
· For practical purposes at least 30 minutes of daily moderate aerobic exercise is recommended. 

Acupuncture

· Not recommended
St John’s Wort

· There is evidence for the effectiveness of SJW but its prescription is not recommended because of  uncertainty about appropriate doses, variation in the preparations and potentially serious drug interactions.
Social rhythm/ lifestyle
· Rhythm and regularity of activities important for mental health
· Interaction with significant others reduces isolation
· Schedule activities (rest and recreation) that involve others
· Proper diet and exercise are helpful
· Maintain regular sleeping hours


POST-TEST

Objective:  this unit assesses your current understanding of major depressive disorder and its management after undergoing the training

Answer the questions by indicating TRUE / FALSE

4. Regarding Major Depressive Disorder (MDD) 

a.
It is a significant mental health problem



          

b.
Is due to biochemical changes in the brain


           

c.
It refers to simple feelings of unhappiness or grief brought about by the death of a loved one 

d.
Untreated depression can last for 6 months or more

             

e.
A majority of patients do not improve significantly with anti depressants





           

5. Symptoms of Major Depressive Disorder include

a.
loss of interest







 

b.
insomnia









c.
decreased concentration





 

d.
suicidal tendencies








e. 
compulsive rituals




           
 

6. What are the classifications for Major Depressive Disorder?

a.
DSM IV









b.
ICD 10










c.
Depression Rating Scale




          

d.
Beck Depression Inventory




          

e.
Hospital Anxiety and Depression Scale


          

4.      Routine use of screening instruments to identify MDD
a.
is essential






          

b.
is highly reliable





c.
scales that have been translated but not validated locally give accurate results


d.
two-questions case finding instrument gives comparable results to longer screening instruments


         

e.
short self-report questionnaires are cumbersome and time consuming
5.      The risk factors for suicide include

a.
loss of significant relationship







b.
financial or occupational difficulties






c.
past suicide attempt








d.
substance abuse




          

e.
poor social support







8. What are the criteria for referral to psychiatric services in MDD?

a.
Unsure of diagnosis








b.
Active suicidal idea








c. 
Failure to respond to treatment







d.
Severe agitation








e.
Low mood






          

9. What are some of the options in the management of mild MDD?

a.
Counselling









b.
Interpersonal Therapy








c.
Cognitive Behaviour Therapy







d.
Pharmacotherapy








e.
Electroconvulsive Therapy (ECT)






8.      The criteria for considering admission in MDD include

a.
being a danger to others







b.
risk of self harm








c.
inability to care for self (self neglect)







d.
having psychotic symptoms







                  e.
loss of interest 




          

10. Some of the reasons for failure in treatment of MDD include having

     a.
incorrect diagnosis







                 b.
organic conditions








                 c.
unresolved psychosocial factors





              d.
poor compliance








                 e.    functional impairment





           

10.  The indications for ECT in patients with MDD are 

    a.   psychotic symptoms








                b.   highly suicidal patients








f. non response to drug treatment







g. high degree of symptom severity






h. impaired short term memory
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