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Objectives
1. Review epidemiology and treatment of depression
in the primary care setting
2. Review the evidence base to learn what may
potentially improve outcomes when using
antidepressants to treat depression in the primary
care setting
3. Be introduced to an algorithm being developed to
assist with the use of antidepressants for depression

Rationale for algorithm
• Depression is very common in primary care settings
 A recent Canadian study found a prevalence of 14%

• Studies indicated that depression is often under
recognized and undertreated
• Our own experience in the primary care settings
we work in indicates:
 significant gaps in knowledge about the use of
antidepressants
 Inconsistencies in how they are used and how
the response to treatment is monitored

Our Goal:
Develop an evidence‐
based algorithm for using
antidepressants in
primary care
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What does the evidence
tell us?

First some terminology

Terminology
• Response: Defined as a clinically meaningful
reduction in symptoms (i.e. a reduction in at
least 50% in baseline symptom levels)
• Partial response: Greater than 20% but less than
50% response to treatment
• Remission:
o Virtual absence of symptoms
o Aim of depression treatment
o Associated with better functioning and prognosis than is
response
o PHQ-9 score of less than

What are the outcomes in depression
treatment under study conditions?

Partial response

• Remission with antidepressant medication:
25-40%
• Response (defined as greater than 50%
improvement on a standardized rating
scale):
30-50%
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Placebo vs. true response
• High placebo response rates found in
antidepressant studies
• 30-40% rates of remission found with
placebo making it difficult to determine true
treatment effects except in those patients
with more severe depression

But what about patients
treated under usual (non‐
study) conditions?

Study vs. Usual Care conditions
• Patients under usual care conditions do
considerably worse than those in study conditions
• Meyer et al found that remission after 3 months
treatment by a group of psychiatrists was 30%
(compared to 30-40% response rate to placebo
under study conditions)

What does the evidence
tell us about why this is?

Process of Care
1. Frequency, duration and quality of
visits
2. Quality and quantity of
pharmacotherapy offered
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Patient contact
• One meta-analysis showed that in placebocontrolled RCTs of antidepressants for adult
MDD lasting 6 weeks, 2 additional follow-up
visits at weeks 3 and 5 improved outcomes
of both placebo and active antidepressants
 Accounted 41% of the improvement with
placebo and 27% for active treatment

Pharmacotherapy of depression in primary
care
• Evidence from practice settings
demonstrate that antidepressant treatment
is often:
• Inadequate in dose
• Inadequate in duration
• Associated with high dropout rates
• All of these factors are thought to contribute
to lower remission rates

Process of Care
1. Frequency, duration and quality of
visits
2. Quality and quantity of
pharmacotherapy offered

Pharmacotherapy in
studies
• Dose titration and change in treatment is
often based on a treatment algorithm
• May employ measurement-based care
which includes the routine measurement of
symptoms and side effects at specified time
points
• Includes guidance as to when and how to
modify medication doses based on these
measures

Using PHQ‐9 Diagnosis and Score for Initial

Using the PHQ‐9 to Assess patient Response to Treatment

Treatment Selection

* Initial Response after Four ‐ Six weeks of an Adequate Dose of an Antidepressant

PHQ‐9
Score

Provisional
Diagnosis

Treatment Recommendations

5‐9

Minimal Symptoms

Support Educate to call if worse; return in 1 month

10‐14

Minor depression++

Support, watchful waiting

10‐14

Dysthymia

Antidepressant or psychotherapy

10‐14

Major depression, mild

Antidepressant or psychotherapy

15‐19

Major depression,
moderately severe

Antidepressant or Psychotherapy

≥20

Major Depression, severe

Antidepressant and psychotherapy
(especially if not improved on monotherapy)

PHQ-9 Score

Treatment Response

Treatment Plan

Drop of ≥ 5 points from baseline

Adequate

No treatment change needed
Follow-up in four weeks.

Drop of 2-4 points from baseline

Probably Inadequate

Often warrants an increase in
antidepressant dose.

Drop of 1 point or no change

Inadequate

Increase dose: Augmentation;
Switch; Informal or formal
psychiatric consultation; Add
psychological counseling.

Available at
www.phqscreeners.com
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Initial Dosing

Results
• Found that adherence is significantly higher
when the antidepressant dose is titrated
 Suggest that adherence may be improved
by initiating treatment at low doses and
titrating upwards

Response time
• Several meta-analyses have concluded that
antidepressant effect can occur within 1-2
weeks
• Early response can be an indicator of
eventual remission
 CANMAT guidelines suggests that those with
little improvement after 2 weeks may need a
change in treatment

Timing of response

Response time
• In real world samples response and remission
may take longer however
 Evidence from STAR*D trial suggests that
patients showing more than 20%
improvement after 4-6 weeks should
continue on that antidepressant for another
2-4 weeks
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Approach to non‐
response or partial
response

Approach to partial and
non‐response
• If unable to tolerate the medication, or no further
improvement after increasing the dose, options
include:

Switching to another antidepressant or
Adding on (augmenting with another
non-antidepressant medication or
combining with another
antidepressant)

Switch vs. adding on
• Evidence exists for efficacy of switch and for
adding on another medication
• Little information on how these strategies
compare against each other or how they
should be sequenced
• CANMAT guidelines recommend switching
for non-response and adding on for partial
response

CANMAT Guidelines
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What about psychotherapy
as an augmentation
strategy?

In summary
• Outcomes in treating depression using
antidepressants can potentially be improved by:
1.
2.

using measurement-based care
starting the antidepressant at half the target dose to
minimize side effects
3. Having contact with the patient every 1-2 weeks after
initiating antidepressant treatment
4. Considering a dose adjustment after 2 weeks at
therapeutic dose if not showing any improvement
5. Augmentation(including with psychotherapy) or switching
can be used in event of lack of remission
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Depression Management
Algorithm

Thank you!
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