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Learning Objectives

* |dentify depressive disorders using evidence-based screening
tools in primary care.

« Choose among different first-line medications to treat
depression.

* Formulate a pharmacological and/or non-pharmacological
ey treatment plan for depression.

« Summarize innovations in collaborative care management of
=228 depression between primary care and mental health specialties. |

Care




What do these patients have in common?

- Case 1. 85-year-old nursing home patient with prior
history of depression and dementia has been withdrawn
and eating poorly.

Case 2. 39-year-old postpartum woman with
hypothyroidism (stable on levothyroxine) reports poor
sleep, poor concentration, low energy, and conflict with
her partner.

Case 3. 65-year-old patient had a recent myocardial
Infarction and underwent coronary artery bypass grafting
apathetic-appearing and making poor progress at cardiac
rehabilitation.

Spoelhof et al., Am Fam Physician, 2011; Park et al, NEJM, 2019



Depression has many faces

Case 1. 85-year-old nursing home patient with prior
history of depression and dementia has been withdrawn
and eating poorly.

Case 2. 39-year-old postpartum woman with
hypothyroidism (stable on levothyroxine) reports poor
sleep, poor concentration, low energy, and conflict with
her partner.

Case 3. 65-year-old patient had a recent myocardial
Infarction and underwent coronary artery bypass grafting
IS apathetic-appearing and making poor progress at
cardiac rehabilitation.

Spoelhof et al., Am Fam Physician, 2011; Park et al, NEJM, 2019
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Depression = #1 cause of disability worldwide

Poor Patient
Qutcomes

Common & Disabling High Utilization &

Veterans
CrisisLine
AL 22 ¢ Military
IS o ¢ o CrisisLline
ol I | 15002738255 Press ©

988

OC
©

Mitchell et al, Lancet, 2009; IsHak et al, J Hosp Med, 2017; Lustman et al, Diabetes Care, 2000; Meng et al, J Hypertens, 2012; Unutzer et al, J Am
Geriatr Soc, 2009; Zulman et al, BMJ Open, 2015; Bostwick et al, Am J Psychiatry, 2014; Ahmedani et al, J Gen Intern Med, 2014, Cuijpers et al, Am J
Psychiatry, 2014; .



4 Wave
* Psychic trauma
* Mental iliness

« Economic injury
* Burnout

A 1st Wave

Jrond Hea"  Health Topics v~ Countriesv  Newsroom v Emergencie e Immediate mortality
— and morbldlty of

COVID-19 pandemic
triggers 25% increase in
prevalence of anxiety
and depression
worldwide

25t Wave
Impact of resource

restriction on urgent

non-COVID conditions 3rd Wave

Impact of
interrupted care on
rJ,?‘ chronic conditions

Health Footprint
of Pandemic

Figure 1

Average Share of Adults Reporting Symptoms of Anxiety or
epressive Disorder During the COVID-19 PandemicMZOZO

During late June, 40% of U.S. adults reported struggling

40.1%

with mental health or substance use 0.5% 36.5% 35.2% I

31.8%
29.6% 28.4%
24.7% 25.9%
ANXIETY/DEPRESSION SYMPTOMS STARTED OR INCREASED SUBSTANCE USE
888 31% 8l 13%
TRAUMA/STRESSOR-RELATED DISORDER SYMPTOMS  SERIOUSLY CONSIDERED SUICIDE'
ant 26% B 11%

Average Weekly Data - May Average Weekly Data - June Average Weekly Data - July

“Based an a survey of US. adults aged 218 years diring June 24-10, 2020

SRS A ek b g m Symptoms of Anxiety Disorder m Symptoms of Depressive Disorder m Symptoms of Anxisty or Depressive Disorder

H iac: hi H * H 3: These adults, ages 18+, have symptoms of anxiety or depressive disorder that generally occur more than half the days or nearly every day. Data
FOI’ Stl'ESS and COplng Stl'ategles. blt.ly/dallyllfecoplng ted for “symptoms of anxiety or depressive disorder” also includes adults with symptoms of both anxiety and depressive disorder. Data presented
y is the average of the following weeks of data: May 7-12, May 14-19, May 21-26, May 28- June 2, for June, data is the average of June 4-9, June I(FF
June 18-23, and June 25-30; for July, dafa is the average of July 2-7, July 9-14, and July 16-21 (last week of published dafa).

CDC.GOV bit.ly/MMWR81320 E: U.S. Census Bureau, Household Pulse Survey, 2020. FAmLY FoUNDANON

Ettman et al, JAMA Netw Open, 2020



Integrating care improves depression

Collaborative Care Team Structure

Primary Care

* Telephone-based depression care provider
management

- 79 RCTs for depression and
anxiety worldwide (n=24,308)

O

THE COCHRANE
COLLABORATION®

Care Psychiatric
Manager Consultant

Legend
- =) Infrequent Interaction
b Frequest Intenction

Archer et al, Cochrane Database Syst Rev, 2012
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Integration is effective but hard to implement

Efficacy/

Dissemination/

THE COCHRANE
e COLLABORATION®

i
/ 7 \ Effectiveness =
(2% O

Implementation
>25 yrs Aol

since 1st
RCT

>79 RCTs

3
IRYEY,

Archer et al, Cochrane Database Syst Rev, 2012; Katzelnick et al, Psychiatr Serv, 2015
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Integration Workflow
1. Universal MH Screening

2. Medication Management

3. Specialty Care/Psychotherapy

Patient

CP
Provides consultation
to PCP & CM related

to medication
management,
differential diagnosis
and treatment
planning

After the 4™ PST
session CM

______ p should consult

Tier 3
Patient
declines MH PCP
::—ti(ozgceis 5 Oversees all aspects of patient's
radaive care including prescribing
e psychotropic medication(s)
management
by PCP !
e PCP Administers eithel ;
PHQ-2, 4, 0r9 1
e  Warm Hand-off |
|
|
CMinforms p of the :
type of services that may be ]
provided including EBP |
I /
cM P
Provides brief, evidence-based
G I o treatment (e.g., BA, PST), 7
Tier1 < systematically tracks treatment
SPMI response, and facilitates
referrals to other services as
f needed
|
! Tier 2
|
i ‘ .
i i ¥ Either the PHQ-9,
i Session 1-2 GAD-7 or PCL-C wil
3 e Assessment & be administered on a
| Treatment Plan* session-to-session
g e BeginBA tsyisslssig:gilnmng with
! \ /
. 4 . N\
| Session 3
i e IntrotoPST (1%
: PST Session)
| e Complete Problem
Patient may be List
referred for a higher N L
fyvnﬁ'pi’;;?ﬁ - PST Sessions 2-10
S Fave nohabated ¢ Problem-Solving Worksheets, Action
after treatment e —— Plans, BA
adjustments have + Relapse Prevention Plan (Completed
been made

on last session)

with CP when
symptoms have
not improved

11



Screening

Population

 General adult
population, including
pregnant and
postpartum women

Recommendation Grade
(What's
This?)
The USPSTF recommends screening for depression in B
the general adult population, including pregnant and

postpartum women. Screening should be implemented
with adequate systems in place to ensure accurate
diagnosis, effective treatment, and appropriate follow-up.

The Patient Health Questionnaire-2 (PHQ-2)

Patient Name

Date of Visit PHQ'Z SCcore 23

Over the past 2 weeks, how often have
you been bothered by any of the
following problems?

Not Several More Nearly (SenSItIVIty:83%1

Atall Days Than Half Every
the Days Day

Specificity=92% for

1. Little interest or pleasure in doing things

2. Feeling down, depressed or hopeless

0 1 2 3 MDD)

USPSTF, JAMA, 2016; Kroenke et al, Med Care, 2003
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Symptom Severity
* Mild (5-9)
* Moderate (10-19)
» Severe (20+)

PHQ-9 score 210

(Sensitivity=88%,
Specificity=88% for MDD)

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE
Cver the last 2 weeks, how often have you been
bathered by any of the following problems?
1 More than | paap
{use "v'" to indicate your answer) Notatall| Several | "o ¢ ihe H
days da every day
¥s
1. Little interest or pleasure in doing things o 1 2 3
2. Feeling down, depressed, or hopeless o 1 2 3
[i] 1 2 3
3. Trouble falling or staying asleep, or sleeping 100 much
4. Feeling tired or having little energy ”' 1 e E
5. Poor appetite or overealing & 1 = 2
6. Feeling bad about yourself_or that you are a failure or ) 1 2 1
have let yourself or your family down
7. Trouble concentrating on things, such as reading the ) 1 2 3
newspaper or watching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite —being so figety or 0 1 2 1
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 . z a

hurting yourself

Kroenke et al, J Gen Intern Med, 2001
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Suicidality
PHQ-9 (Question 9)

9. Thoughts that you would be better off dead, or of
hurting yourself

If +, then ask more ?s

Population Recommendation Grade
(What's
This?)

SUICIDE |
& C R | S | S Adolescents, The USPSTF concludes that the current I
I. I F E L I N E Adults, and evidence is insufficient to assess the

Older Adults balance of benefits and harms of screening

for suicide risk in adolescents, adults, and
older adults in primary care.

USPSTF, Ann Intern Med, 2014; Kroenke et al, J Gen Intern Med, 2001
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What is the biggest predictor of completed suicide?
It is previous suicide attempt(s) in patients with major depression.

Brody et al, Gen Hosp Psychiatry. 1995
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Suicidality

N o g~ wWN PR

Wish to die
Active Sl
S| + method

Sl + intent

Sl + intent + plan
Suicidal behavior
Suicidal Gilempt

Ask questions that are in bold and underlined.

Past month

Ask Questions 1 and 2

YES NO

1) Have you wished you were dead or wished you could go to sleep and not wake up?

2) Have you had any actual thoughts of killing yourself?

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

3) Have you been thinking about how you might do this?
e.g.”l thought about taking an overdose but | never made a specific plan as to when where
or how | would actually do it....and | would never go through with it

4) Have you had these thoughts and had some intention of acting on them?
as opposed to “l have the thoughts but | definitely will not do anything about them.”

5) Have you started to work out or worked out the details of how to kill yourself?
Do you intend to carry out this plan?

6) Have you ever done anything, started to do anything, or prepared to do anything to end your life?

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

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

Lifetime

Past 3 Months

‘e

Posner et al.,, Am J Psychiatry, 2011
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F i re a r m S a fe ty ﬁslllngl!ss EIHE!SIItGﬁ’EBIaI! TMIEdIIDEHI:!LEm WEB EXCLUSIVES ~ AUTHOR INFO

¢« PREVARTICLE | THIS ISSUE | MEXT ARTICLE »

POSITION PAPERS = 20 NOVEMBER 2018

Reducing Firearm Injuries and Deaths in the United States: A Position
Paper From the American College of Physicians

Physicians

should counsel CORMIGH

patients on the e e
risk of having +SI/HI=

flrearms Iin the it levarisk G forviloncets

home When o +ETO H/drugs’ SMI » iS:.;ILE:;r others or unintentional firearm

Middle-aged/older White m ... wemoerastic srous o

increased risk for violence to self or

Or young BlaCk men others or unintentional firearm injury

Butkus et al, Ann Intern Med, 2018; Wintemute et al, Ann Intern Med, 2016
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Differential Diagnosis

Take a history
eDrugs: marijuana,

seglatlves, hy_pnotlcs, Drugs
opiates, cocaine, or o "

. eds ajor
stlmulants) Depressive

eRx: beta-blockers, Disorder
barbiturates, anaboIiC" Bipolar D/O:
steroids and Hypo/mania

glucocorticoids, statins,
hormones, levodopa
and methyldopa,
opioids, some abx

Park et al, NEJM, 2019



Differential Diagnosis — Consider labs
eEveryone: CBC,
CMP, TFTs
eOptional: Utox, Vit
Drugs - B12, folate, RPR,
MZEIS Major HIV/ Lymer

Depressive . testosterone

Disorder

Bipolar D/O:
Hypo/mania

Park et al, NEJM, 2019



Differential Diagnosis

Drugs

or | [Elevated or Irritable] &
A [3 DIGFAST] for >4-7d
Disorder . Distractibility
Bipolar D/O: ¥ Indiscretion
Hypo/mania Grandiosity
Flight of ideas
— Activity increase
Sleep deficit
Talkativeness

Park et al, NEJM, 2019



Differential Diagnosis

Drugs
o] g
Meds Major
Depressive
Disorder

Bipolar D/O:
Hypo/mania

Delusions: fixed, false beliefs
*Hallucinations: seeing or hearing
things that others do not see or hear

Park et al, NEJM, 2019



Mental & Physical Health

Chronic Medical ' ! f ! ' '

Diseases

Patients with chronic
medical diseases are
nearly 3X more likely
also to be depressed.' Be Broken

The Negative Cycle
of Depression Can

Depression

Depressed mood has
been shown to
negatively impact:”-'0
* Healthy lifestyle
behaviors
* Adherence to
medications and diet
* Glycemic control
* Self-care efforts
* Morbidity and mortality
of various common
medical illnesses (e.g.,
cardiovascular disease,
diabetes, stroke)

https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/IB10-1406DEP-Provider-
DepressioninPrimaryCare_508Ready.pdf
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Key points
* Prepare to screen for depression and Sl in primary care
* Distinguish depression from bipolar disorder, drugs, etc.

“Hey, | was wondering if we

could talk?”

A

23



Patient

Tier 3
||
Patient
declines MH
::—ti(ozggs 5 Oversees all aspects of patient's
2 care including prescribing
receive

medication psychotropic medication(s)

1. Universal MH Screening

CP
Provides consultation
to PCP & CM related

e  PCP Administers either
PHQ-2, 4, 0r 9
e  Warm Hand-off

- = to medication

2. Medication Management }
] differential diagnosis

CM informs patient of the and treatment

type of services that may be planning
provided including EBP

CM
Provides brief, evidence-based
G I e T s treatment (e.g., BA, PST),
Tier 1 < systematically tracks treatment

3. Specialty Care/Psychotherapy

SPMI response, and facilitates
referrals to other services as
A
| I
i \ |
! Tier 2 :
1 !
| |
I ; )  Eitherthe PHQ-9 :
: ; o ither the i
| Session 1-2 GAD-7 or PCL-C will |
: e Assessment & be administered on a |
| Treatment Plan* session-to-session :
s s Begin BA basis beginning with |
! L ) Session 1 |
L Ve ] N |
| Session 3 :
i e IntrotoPST (1% |
. PST Session) |
| s Complete Problem :
Patient may be List |
referred for a higher N Z
level of care if i a3
symptoms increase PST Sessions 2-10 . . After the 4™ PST
of have notabated ¢ Problem-Solving Worksheets, Action session CM
after treatment Qe Plans, BA e————— » should consult

e Relapse Prevention Plan (Completed with L= when
symptoms have

on last session) not improved

adjustments have
been made




Medication Treatment
* PCPs prescribe the majority (79%) of antidepressants.

« Consider side effect profile, co-existing conditions, specific symptoms, & history
of response.

Safety*

Starting | 1o apeutic o safeyr
| i [

Drug
interactions

Selective Serotonin Reuptake Inhibitors (SSRI)

Citalopram* 20 20-40 + + _:1 ++ ++ ++
; 5-10 10-20 + + N ++ + ++
: i Escitalopram
Fewest drug interactions—> ++
20 20-80 £ + N + i
Good for poor adherence—-> ++
aroxetine e
: 25-50  50-200 + + ND ++ ! n
Pregnant, breastfeeding—-> ey

Park et al, NEJM, 2019; https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/I1B10-1406DEP-Provider-
DepressioninPrimaryCare_508Ready.pdf



Medication Treatment

Starting Safety*

Therapeutic sy
dose Dru
dose (m i g
Serotonin Norepinephrine Reuptake Inhibitors (SNRI)

| o = & * N it o ey
Treats pain-> r

75 75-225 4 = N a5 & Tt ++
++

Tricyclic Antidepressants (TCA)

Amitrintviine 25 100-300 +H +++ & ++ ek
pty r
S 25-50 75-150 ks g C s ++
* %
Nortriptyline =

Norepinephrine and Dopamine Reuptake Inhibitor

Venlafaxine ER

Less sex side effects > PGl 150  300-450 | + = + ++ ++
: ) _ Noradrenergic Antagonist
Sedating, weight gam% 15 30-45 ~ T - - g +

https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/IB10-1406DEP-Provider-
DepressioninPrimaryCare_508Ready.pdf



Rx evidence from STAR*D Trial (2001-2004)

* Equipoise-stratified, randomized study (n=4041)
- Pragmatically designed to be generalizable to real-world settings

 Patients were publicly or privately insured, in primary or specialty care, &
could have co-morbid medical iliness.

o If SSRI fails 2 P N
then switch to... (n=727)
-SSR [openen] [ | [wesirt] [cam | | [Boomn ] [ ] [om ]
- SNRI - L/
- Other e e [

'

Switch

| Tranylcypromine I |Wnlalaxine~XR¢ertazaplne I

Rush et al, N Engl J Med 2006
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Which treatment switch was most effective?

After unsuccessful treatment with an SSRI, approximately one in four
patients had a remission of symptoms after switching to any other option.

Rush et al, N Engl J Med 2006

28



Treatment follow-up

* Educate and monitor for
response, side effects, adherence

* Modify treatment at 6 to 8
weeks if response is inadequate

 Treat and then monitor for
recurrence/relapse* indefinitely

*26% recur within 1 yr; 76% within 10 yrs

McCarron et al, Ann Intern Med, 2021
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Integration Workflow
1. Universal MH Screening

2. Medication Management

3. Specialty Care/Psychotherapy

Tier 3

Patient
declines MH
TXand
chooses to
receive
medication
management
by PCP

|

|

Patient may be
referred for a higher
level of care if
symptoms increase
or have not abated
after treatment
adjustments have
been made

Patient

PCP
Oversees all aspects of patient's
care including prescribing
psychotropic medication(s)

e  PCP Administers either
PHQ-2, 4, 0r 9
e  Warm Hand-off

v

CM informs patient of the
type of services that may be
provided including EBP

CM
Provides brief, evidence-based
treatment (e.g., BA, PST),
systematically tracks treatment
response, and facilitates
referrals to other services as

Either the PHQ-
GAD-7 or PCL-C w/|
be administered on a
session-to-session
basis beginning with

needed
1er 2
3
Session 1-2
e Assessment &
Treatment Plan*
e Begin BA :
L Y, Session 1
s - N\
Session 3
e IntrotoPST (1%
PST Session)
¢ Complete Problem
List
\ .

PST Sessions 2-10

¢ Problem-Solving Worksheets, Action

Plans, BA

¢ Relapse Prevention Plan (Completed

on last session)

CP
Provides consultation
to PCP & CM related

to medication
management,
differential diagnosis
and treatment
planning

ter the 4" PST
ession CM

______ should consult

with CP when
symptoms have
not improved

30



Measurement-Based Care

|deal
Mild - Moderate - Severe -
Psychotherapy Medication Both/Referral

Reality (depends on patient preference & provider convenience*)
*60% of mental health care delivery occurs in the primary care

Mild-Moderate - Medication
and/or Psychotherapy Severe - Both/Referral

APA, Practice Guideline for MDD, 2010
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Evidence-based psychotherapies

» Cognitive behavioral therapy, interpersonal
therapy, problem-solving therapy, behavioral
activation, etc. all work moderately well.

35

Initial

Initial

BDI-1l Score

ACT-D CBT-D IPT

ACT-D = Acceptance and Commitment Therapy for Depression
CBT-D = Cognitive Behavioral Therapy for Depression
IPT = Interpersonal Therapy

Explores
relationship
among

I~ thoughts,
behaviors, and
emotions

Focuses on
changing
negative
thoughts and

4

— unhealthy
behaviors in
order to
improve mood

b N

ACT

Focuses on
creating a
flexible
relationship to
thoughts and
feelings in the
service of
well-being

Focuses on
clarifying
personally
important
values and
supporting
behavior
changein line
with those
values

B

Focuses on
improving
mood by
supporting
positive
relationships

Helps address
relationship
problems
caused by life
changes,
relationship
conflicts, grief,
or other issues

APA, Practice Guideline for MDD, 2010; https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/I1B10-

1213_Guidetodepressionandtheroleofevidencebasedpsychotherapies_508Ready.pdf
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« Excellent self-management and preventive strategy for MILD depression that can be used e
adjunctively with a first-line evidence-based treatment for moderate to severe depression.

« Recommend at least three moderate-intensity sessions weekly for at least 30-40 minutes.

S I f h I « Energy expenditure correlates with mood improvement, not type of exercise. //
e e p « Cochrane review found moderate (-0.62, 95% Cl -0.81 to -0.42) to small (-0.33 95% )///

C1-0.63 to -.0.3) clinical effect based on study strength inclusion criteria.

« Sleep problems are common (e.g., insomnia, hypersomnia, disturbances
in sleep maintenance).

PRSP ooy bt f T + Information on sleep hygiene should be included for patients exhibiting any sleep

Davip D, bupm'n[) disturbances.

+ Studies indicate cognitive behavioral therapy for insomnia (CBT-) significantly reduces depressive
symptoms and increases remission rates.

i g + Tobacco use has been demonstrated to negatively impact the recovery of depression;

offer treatment to assist with quitting and refer to the VA Tobacco Quitline 1-855-QUIT-VET
(1-855-784-8838).

~-' LEShgm Horw Y el

. ! by Oy tw

, « Excessive caffeine use may exacerbate some symptoms of depression A 4

N ¢ s YeuTeem (e.g., sleep, anxiety). m

f -~ -
I LT L N Y l I'ew « Even low levels of alcohol use have been demonstrated to negatively impact

m etag: l recovery from depression; advise to abstain until symptoms remit.
A U ALY P D [ s /

2D . Systematic scheduling and monitoring of pleasurable or reinforcing activities has
Q been shown to have significant antidepressant effects.

. . . « Often patients with MDD do not have a balanced diet. Expert opinion suggests
https://www.pbm.va.gov/PBM/AcademicDetailingService/  thatdietshould be included in the treatment plan.

Documents/508/IB10-1406DEP-Provider- + Advise a diet high in fruits and vegetables, whole grains, seeds and nuts, and some
DepressioninPrimaryCare_508Ready.pdf ta" RIotiins (g, Mediterranean ciet) / 33



Referral to mental health specialist

Treatment-
resistant
depression

Comorbid, psychiatric,
substance abuse
problems

Severe

Heightened
symptoms

suicide risk

McCarron et al, Ann Intern Med, 2021
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Key Points
 Offer psychotherapy if available & patient willing

« Be familiar will a few antidepressant (2 SSRIs, an SNRI, & bupropion) to
treat most cases of depression

“If you’d like to talk
about it, I’'m here.”

"

-— g
[
[=——%

35



Only 1/3 of primary care patients

with newly diagnosed depression
start treatment! L

(...and even less complete a full ===

Return Visit
e to Primary
Care

T
C O u rS e - -
[}
ility N
actlity Name miles]
Sepulveda dical
Mental
111 Pl 1 26 days
ummer
ulveda, CA 91 _
B-891-7711
w A On Map
West Los Angeles VA Medical
nter
1 Wilsk B 22 days
1shire
ssssssssss , CA 90072 -_—
310-478-3711
Show B On Ma

Leung et al, JAMA Network Open, 2022; Waitzfelder et al, J Gen Intern Med, 2018
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eConsult Mental Health

* Median response time = 1.8 days

* 13% resolved without a face-to-face visit

« 2/3 of visits sent to integrated mental health care

A 4

Primary Care Provider (PCP) submits eConsult Mental Health request

A 4

Specialist reviews and cross-checks with
Department of Mental Health (DMH) records

/\

Co-management of patient in primary

Referral to Mental Health Specialty (MHS) services

care through asynchronous electronic
dialogue between PCP and specialist

Schedules
appointment at
on-site integrated
MHS care

Schedules
appointment
within LA
County DMH

Refers to
community-based
MHS care or
social services

Provides contact

information of managed
Medicaid health plans

for MHS services

Leung, Benitez, & Yee, J Ambul Care Manage, 2019
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Medication >>> Therapy

Collaborative Care Team Structure

ther
ealt inidans
Wy e Resource
L
- e =) Infrequent Intenaction
»  Frequest
1S Unwwrry of Wastingeon

« But most patients, especially minorities,
prefer therapy over Rx

\‘ma

"Sometimes I feel like all I do is hang in there!”

APA, Practice Guideline for MDD, 2010; Dwight-Johnson et al, J Gen Intern Med, 2000
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Depression care models

= Frequent contact
= = = Infrequent contact

2]

Medical Provider

s

)
N
" ol

Psychiatric
Consultant

Copyright © 2017 University of Washington. All rights reserved.
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Keeping therapy short in primary care

NAANDN NN
DDDDDDD olatatatato

Primary Care Specialty Care

* 6-session PST for primary care patients in UK
-PST (MD/RN), PST + Med, Med improved depression (n=151)

- Behavioral Health Integration Program in Primary Care

Mynors et al, BMJ, 2000
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Depression care models

Frequent contact
= Infrequent contact

2]

Medical Provider

5
N
)

Psychiatric

Consultant

3
-
H
£
£
£
2
§
g
T
S
IS
g
]
°
£
g
S
3
S

41



Delivering collaborative care virtually
* Telemedicine-based collaborative care for patients with depression

- Practice- (on-site) vs Tele-medicine-based (n=395, n=364)
- Better treatment response, remission, and symptom reduction

A .
PCP On-site

Patient
Care Psychiatric
Manager Consultant

Fortney et al, J Gen Intern Med, 2007; Fortney et al, Am J Psychiatry, 2013
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Depression care models
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Moving depression therapy online
Ive In
S : 40+ RCTs )

- . Hedges's . o Limp PVolve
» Computerized CBT (cCBT) is RA— .

nderson, 2003 90 052 128 0.00
. . Berger, 2011a 072 0.16 128 001
- Berger. 2011b 1.09 051 167 000
online 24/7 via desktop or mobile &3 i = o e
Christensen, 2004 0.34 013 055 000
De Graaf, 2009 19 008 047 017
a Farer, 20113 0.57 011 103 002
Farrer. 2011b 0.83 038 129 000
Geraedts, 2014 0.24 002 049 007
Gilbody. 2015a 002 016 021 081
- - Gilbody. 2013b 0.12 006 030 018
* Non-inferior to face-to-face CBT =z, 2 =
Johansson. 2012a  0.92 0.47 137 000
- Johansson. 2012b (.51 0.07 094 002
th m Kessler, 2009 061 03 085 002
WI O e S aSy n C rO n O u S Kivi. 2004 0.06 -0.34 0.48 0.75
Lintvedt. 2013 0.67 035 098 0.00
Newby, 2016 108 0.68 149 000
S u O rt O"Moare, 2016 1.56 104 208 000
Perind, 2009 073 0.14 131 0.01
Phillips. 2014 0035 010 021 051
Richards. 2015 0.73 0.50 1.00 0.00
C B T —_ Rosso. 2016 089 043 135 000
[ ] C VS C BT (n — 1 54) Ruwaard. 2009 0.65 0.08 122 003
Selmi. 1990 097 015 180 002
The Key To CBT: ected Smith, 2016 091 055 128 000
Titov, 2010a 143 0.98 188 0.00
Titov, 2010b 143 097 188 0.00

Vernmark. 2010 0.65 013 : .
Warmerdan, 2008 0.04 026 033 0.81
Williams, 2013 1.05 055 155 0.00

Wright, 2005 9
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Andrews et al, J Anxiety Disord, 2018; Thase et al, Am J Psychiatry, 2018; Karyotaki et al, JAMA Psychiatry, 2021
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Therapy without a therapist?!

& C' @ lacounty.iprevail.com d % 0O °

LLLLLLLLLLLLLLLLLLLLLL

@B DEPARTMENT OF  =py.. /7>
?@3@‘; MENTAL HEALTH  IPrevail Log In

recovery. wellbeing.

SAurom

Providing a free network of
support for LA County.

Get the support you deserve! Click below
to get started.

Are you a student? Click here .

Are you a Veteran? Click here

Start a Program Start Chat

https://lacounty.iprevail.com/
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Embedding digital mental health in primary care

ITRY 9 Y
\It:'ts’ﬁre%ll
FOR VETS B YETS

Feedback from VA patients and clinicians used to design study

2-3 months \

cCBT ‘ |

K}

| ‘ cCBT \ ‘ cCBT \ ‘ cCBT \ ‘ cCBT ‘

| think it’s a good idea

capture a lot of people that really get benefit from Care Manager

treatment that either fall through the cracks

you just need to make sure that there’s really close follow up \

@ [ al Rl er }

Mental Health Services /

Leung VA HSR&D CDA (IK2 HX002867); Leung et al, Trans Beh Med, 2019
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Working smarter (w/ tech), not necessarily harder

Patient Facing Build PCP Capacity to Treat Virtual
Technology Mild to Moderate Behavioral Conditions Visit

I |

I
Apps and Text Messaging Digital Decision Project Remote Telepsychiatry
Web Services and Apps Therapeutics Supports ECHOP Tele-Hub

Practice Practice Embedded Consultation Telementoring Collaborative Direct
“ﬂﬂﬂgem ent Extenders Extenders In EHR Platform and Education Care Evaluation
self-help, fitness, remote monitoring, variety of approaches  treatment pathways, primary care to didactics and case curbsides, outreach  evaluation by specialist,
ﬂﬁl"ﬂﬂwﬂ prompts, reminders, follow up including online clinical formulation, specialist, all cases presentations, and treatment, registry documentation,
relaxation, stapg assessments, reduce therapies (like CBT) and prescribing and with consultation “hub” and “spokes”, review, Child Access | asynchronous modal,
parsonal exploration phone tag coaching modules treatmant algorithms input, education collaborative learning Projects teletherapy

@ Lori Ranay, MD
Fig. 1 Technology-enabled behavioral health services in primary care

Raney et al, Curr Psychiatry Rep, 2017
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Key Points

* Begin depression treatment in primary care, as patients may never start
treatment at all

 Know when and how to ask for MH specialist support

“I'm right here
with you.”

v

N
T
“

48



Closing thoughts

1.

You will commonly encounter depression in primary care (SIGECAPS,
medically unexplained symptoms).

You can effectively treat (and follow-up) mild-moderate depression with
therapy and meds.

Be aware of new resources to help you collaboratively care for
depression with mental health specialists.

“l care about you.”
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Thank you!

Lucinda B. Leung, MD, PhD, MPH

> Lleung@mednet.ucla.edu @lucindaleungmd

)
@ David Getten ﬂv‘: Cce:st:li!c!:he Study of Healthcare
School of Medicine “&nﬁ iy

Innovation, Implementation & Policy



Collaborative Care Model


https://youtu.be/zXZTgq3GyPw

Billing for collaborative care services

Must do 3 things CPT codes

99492 CoCM, is used to bill the first 70 minutes in the first initial month of collaborative care.

99493 CoCM, is used to bill the first 60 minutes in any subsequent months of collaborative care.

99494 CoCM is used to bill each additional 30 minutes in any month. It can be used in conjunction with
99492 or 99493.

G2214 CoCM, is used to bill for the first 30 minutes in the first month of care or any subsequent month.

Provide active treatment and care management for an identified patient population.

Use a patient-tracking tool—for example the Patient Health Questionnaire-9—to promote regular,
proactive outcome monitoring and treatment-to-target.

Use a registry to hold regular—typically weekly—systematic psychiatric caseload reviews. This doesn’t
necessarily mean you need to be talking about every patient every week, but you need to be thinking
about the whole caseload every week and identifying those patients needing to be discussed in that
psychiatric case review.

https://lwww.ama-assn.org/practice-management/cpt/learn-about-4-new-cpt-codes-bill-collaborative-care
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Frequently Asked Questions (FAQs)

1. How should PCPs assess patients with depression for risk of self-harm/suicide?

PCPs should ask depressed patients, especially those with addictive disorders and
previous suicide attempts, directly about suicidal thoughts, intent, or plans. Asking
about and reducing access to lethal means, especially firearms, can also reduce
suicide risk.

2. What should PCPs first offer to treat major depressive disorder?

Initial treatment includes antidepressant medication, psychotherapy, or a
combination of both, depending on patient preference, prior treatment experiences,
and depression severity. Complementary, alternative, and exercise treatments
have more limited evidence.
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FAQs

3. When should PCPs modify medication treatment due to a suboptimal
response”?

The antidepressant dose can be increased by 50%-100% for a partial
response (<50% symptomatic improvement) after 1 month of treatment,
before considering switching medications or augmenting with a second
agent.

4. When should PCPs consult mental health professionals regarding
diagnosis of depression?

Psychiatric consultation is recommended for severe symptoms, heightened
suicide risk, comorbid psychiatric or substance abuse problems, or lack of
response to appropriate treatment.
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Presenter’s Contact Information

Lucinda Leung, MD, PhD, MPH

LLeung@mednet.ucla.edu
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