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Learning Objectives

Screen

• Identify depressive disorders using evidence-based screening 
tools in primary care.

Meds

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

Talk therapy

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

Collaborative 
Care

• Summarize innovations in collaborative care management of 
depression between primary care and mental health specialties.
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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history of depression and dementia has been withdrawn 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.
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(Park et al, NEJM, 2019)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history of depression and dementia has been withdrawn 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.
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(Park et al, NEJM, 2019)Spoelhof et al., Am Fam Physician, 2011; Park et al, NEJM, 2019



Depression = #1 cause of disability worldwide
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Common & Disabling Poor Patient 

Outcomes

High Utilization & 

Costs

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; 



8

Ettman et al, JAMA Netw Open, 2020



Integrating care improves depression

• Telephone-based depression care 
management

•79 RCTs for depression and 
anxiety worldwide (n=24,308) 
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Archer et al, Cochrane Database Syst Rev, 2012
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Efficacy/
Effectiveness

Dissemination/
Implementation

>79 RCTs

>25 yrs 
since 1st

RCT

Integration is effective but hard to implement

Archer et al, Cochrane Database Syst Rev, 2012;  Katzelnick et al, Psychiatr Serv, 2015



Integration Workflow
1. Universal MH Screening

2. Medication Management

3. Specialty Care/Psychotherapy
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Screening

12

PHQ-2 score ≥3

(Sensitivity=83%, 

Specificity=92% for 

MDD)

USPSTF, JAMA, 2016; Kroenke et al, Med Care, 2003



• Mild (5-9)

• Moderate (10-19)

• Severe (20+)
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Symptom Severity

Kroenke et al, J Gen Intern Med, 2001

PHQ-9 score ≥10

(Sensitivity=88%, 

Specificity=88% for MDD)



Suicidality
PHQ-9 (Question 9)

14

USPSTF, Ann Intern Med, 2014; Kroenke et al, J Gen Intern Med, 2001

If +, then ask more ?s



What is the biggest predictor of completed suicide?
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It is previous suicide attempt(s) in patients with major depression.

Brody et al, Gen Hosp Psychiatry. 1995



Suicidality
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Posner et al., Am J Psychiatry, 2011

1. Wish to die

2. Active SI

3. SI + method

4. SI + intent

5. SI + intent + plan

6. Suicidal behavior

7. Suicidal attempt



Firearm Safety

17

+SI/HI

+ETOH/drugs, SMI

Middle-aged/older White 

or young Black men

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

Physicians 

should counsel 

patients on the 

risk of having 

firearms in the 

home when…



Take a history
•Drugs: marijuana, 
sedatives, hypnotics, 
opiates, cocaine, or 
stimulants)
•Rx: beta-blockers, 
barbiturates, anabolic 
steroids and 
glucocorticoids, statins, 
hormones, levodopa 
and methyldopa, 
opioids, some abx
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Major 
Depressive 
Disorder

Drugs 
or 

Meds

Medical 
Conditions

Psychosis
Bipolar D/O:
Hypo/mania

Differential Diagnosis

Park et al, NEJM, 2019
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Major 
Depressive 
Disorder

Drugs 
or 

Meds

Medical 
Conditions

Psychosis
Bipolar D/O:
Hypo/mania

Differential Diagnosis Consider labs
•Everyone: CBC, 
CMP, TFTs
•Optional: Utox, Vit 
B12, folate, RPR, 
HIV, Lyme, 
testosterone

Park et al, NEJM, 2019
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Major 
Depressive 
Disorder

Drugs 
or 

Meds

Medical 
Conditions

Psychosis
Bipolar D/O:
Hypo/mania

Differential Diagnosis

[Elevated or Irritable] & 
[3 DIGFAST] for >4-7d

Distractibility
Indiscretion
Grandiosity
Flight of ideas
Activity increase
Sleep deficit
Talkativeness

Park et al, NEJM, 2019
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Major 
Depressive 
Disorder

Drugs 
or 

Meds

Medical 
Conditions

Psychosis
Bipolar D/O:
Hypo/mania

Differential Diagnosis

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

Park et al, NEJM, 2019
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Mental & Physical Health

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



Key points
• Prepare to screen for depression and SI in primary care

• Distinguish depression from bipolar disorder, drugs, etc.
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Integration Workflow
1. Universal MH Screening

2. Medication Management

3. Specialty Care/Psychotherapy
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Medication Treatment
• PCPs prescribe the majority (79%) of antidepressants.

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

Fewest drug interactions

Good for poor adherence

Pregnant, breastfeeding

25

Park et al, NEJM, 2019; https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/IB10-1406DEP-Provider-
DepressioninPrimaryCare_508Ready.pdf



Medication Treatment

26

(Park et al, NEJM, 2019)

Treats pain

Less sex side effects

Sedating, weight gain

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 illness.
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(STAR*D, NEJM, 2006)

(n=727)

• If SSRI fails 
then switch to…

• SSRI

• SNRI

• Other

Rush et al, N Engl J Med 2006



Which treatment switch was most effective?
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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



Treatment follow-up
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McCarron et al, Ann Intern Med, 2021

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

Educate and monitor for 

response, side effects, adherence



Integration Workflow
1. Universal MH Screening

2. Medication Management

3. Specialty Care/Psychotherapy
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Ideal

Reality (depends on patient preference & provider convenience*)

31

Measurement-Based Care

APA, Practice Guideline for MDD, 2010

*60% of mental health care delivery occurs in the primary care



• Cognitive behavioral therapy, interpersonal 
therapy, problem-solving therapy, behavioral 
activation, etc. all work moderately well.
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Evidence-based psychotherapies

APA, Practice Guideline for MDD, 2010; https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/IB10-
1213_Guidetodepressionandtheroleofevidencebasedpsychotherapies_508Ready.pdf



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



Referral to mental health specialist
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Treatment-

resistant 

depression 

Severe 

symptoms

Comorbid, psychiatric, 

substance abuse 

problems

Heightened 

suicide risk

McCarron et al, Ann Intern Med, 2021



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
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Low treatment rates & long wait times!

Only 1/3 of primary care patients 

with newly diagnosed depression 

start treatment! 

(…and even less complete a full 

course.)

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

Return Visit 

to Primary 

Care

New Visit to 

Mental 

Health

1 month wait!



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

37

Leung, Benitez, & Yee, J Ambul Care Manage, 2019



Medication >>> Therapy
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Rx

Therapy

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

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



Depression care models
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(Park et al, NEJM, 2019)

Past Present Future



• 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

40

Keeping therapy short in primary care

Primary Care Specialty Care

Mynors et al, BMJ, 2000



Depression care models

41

(Park et al, NEJM, 2019)

Past Present Future



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

42

On-site

Off-site

Fortney et al, J Gen Intern Med, 2007; Fortney et al, Am J Psychiatry, 2013



Depression care models
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(Park et al, NEJM, 2019)

Past Present Future



• Computerized CBT (cCBT) is 
online 24/7 via desktop or mobile 
app

• Non-inferior to face-to-face CBT
with modest asynchronous 
support

• cCBT vs CBT (n=154)
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Moving depression therapy online
Effective in 

40+ RCTs

Andrews et al, J Anxiety Disord, 2018; Thase et al, Am J Psychiatry, 2018; Karyotaki et al, JAMA Psychiatry, 2021



https://lacounty.iprevail.com/
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Therapy without a therapist?!
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Embedding digital mental health in primary care

Leung VA HSR&D CDA (IK2 HX002867); Leung et al, Trans Beh Med, 2019



Working smarter (w/ tech), not necessarily harder

47

Raney et al, Curr Psychiatry Rep, 2017



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
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Closing thoughts
1. You will commonly encounter depression in primary care (SIGECAPS, 

medically unexplained symptoms).

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

3. Be aware of new resources to help you collaboratively care for 
depression with mental health specialists.
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Collaborative Care Model
https://youtu.be/zXZTgq3GyPw
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https://youtu.be/zXZTgq3GyPw


Billing for collaborative care services
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https://www.ama-assn.org/practice-management/cpt/learn-about-4-new-cpt-codes-bill-collaborative-care



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
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