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Objectives

 Recognize the central importance of depression care
 Discuss a practical, evidence-based approach to 

diagnosing and treating depression
 Review social determinants of depression, remission, 

disparities 
 Review the evidence for the collaborative care model

Case: Mrs. D 

 ID/CC: 65 year-old woman with depression, 
MMP. Depression worsening, low motivation. 
Gained 8 lbs since last visit. Back pain 
worsening. PHQ-9 score today 15. Stopped 
seeing therapist. 

 PMH: CAD, DM-2, HTN, obesity and chronic low 
back pain w/sciatica.
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Case: Mrs. D

 Meds: sertraline 200mg, aspirin, benazepril, 
carvedilol, atorvastatin, metformin, glipizide, 
gabapentin, acetaminophen 

 Previously on citalopram x 3 years, stopped 
working, switched to escitalopram which failed, 
now on sertraline x 1 year, PHQ-9 on sertraline 
decr. 20 15. 

 Social hx: widowed, lives alone, facing eviction 

Depression Causes an 
Enormous Burden

 US depression incidence: 16.1 million (6.7% of 
population); lifetime prevalence: 17%

 WHO: Depression second leading cause of YLD in US

 Low SES increases risk of depression and 
persistence of symptoms.

NIH/NIMH, 2015; Blazer, 1994; Murray, 2013; Lorant, 2003

Social Determinants of 
Depression

Chronic Health Problems in US Adults by Poverty Status 

In Poverty Not In Poverty % Difference 
% Depression 30.9 15.8 15.1
% Asthma 17.1 11.0 6.1
% Obesity 31.8 26.0 5.8
% Diabetes 14.8 10.1 4.7
% HTN 31.8 29.1 2.7
% Heart attack 5.8 3.8 2.0
% Cancer 6.3 7.1 -0.8
% HLD 25.0 26.0 -1.0

Gallup Healthways Well-Being Index, 2011

Also: low educational attainment, unemployment, social 
isolation, female gender, racial minorities 

Depression Disparities

 Minorities w disparities in access to, quality of care 

 2008 study: Asians, Latinos, AA with depression 
much less likely than non-Latino Whites to have any 
access to MH tx past yr

 Even if did access treatment, less likely to receive 
adequate care 

 RCT showed practice-initiated QI initiative reduced 
these disparities in depression care 
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Most Depression Care 
From PCP Alone

 PCPs treat 60% of depression in US, higher 
percentage in minority patients. 

 Depression dx made in only 50% patients presenting 
to primary care with symptoms. 

 Depression appropriately treated in primary care 
10%-20% of time. 

 PCPs often under-dose antidepressants, duration tx
too short. 

Frank, 2003; Vega, 1999; Snowden, 2002; Motano, 1994; Simon, 2002; Olfson, 2006

Importance of Universal 
Screening

 Recommended by USPSTF (B)

 Recommended minimum screening interval: yearly

 PHQ-2: brief, self-administered

 PHQ-2 score > or =3: 83% sensitivity and 92% 
specificity for MDD

The PHQ-9

PHQ-9 scores ≥ 10: sensitivity, specificity of 88% for 
Major Depressive Disorder

Validated in multiple languages 

Scoring: cut points 5, 10, 15, 20:

≥ 5: mild
≥ 10: moderate 
≥ 15: moderately severe
≥ 20: severe

Important: Patient rating of difficulty {

Diagnosis
 Abnormal PHQ-9 does not always indicate MDD 
 DSM-V: Major Depressive Disorder Diagnosis
 1) Depressed mood/anhedonia x 2 weeks. 
 1a) Plus at least 5 of 9 total symptoms:
 Depressed mood
 Decreased interest or pleasure
 Weight loss/gain
 Change in sleep (insomnia/hypersomnia)
 Psychomotor agitation or retardation
 Fatigue/loss of energy
 Guilt/worthlessness
 Diminished concentration
 Suicidal ideation

 2) AND have ruled out other common ddx (see next 
slide) 
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Differential Diagnosis 

 Bipolar disorder: ask about episodes with multiple sx 
of mania. Consider “was there ever a time you were 
so happy – the opposite of depressed – that friends 
or family were worried about you?

 Anxiety disorders: GAD (GAD-7), panic, PTSD (PCL-4)
 Psychotic disorders 
 Adjustment disorder with depressed mood, grief 
 Dementia 
 Medical conditions: hypothyroidism, cushing’s, B12 

deficiency
 Medication side effects (sedative/hypnotics, steroids, 

b-blocker, IFN, varenicline, OCPs)
 Substance use d/o (though often concurrent)

Tx Recommendations by 
PHQ-9 Score/Functionality
 <10/low work/home/life difficulty: watchful waiting, 

patient support

 10-19/moderate difficulty: behavioral therapy or 
pharmacotherapy

 ≥ 20/severe difficulty: behavioral therapy AND 
pharmacotherapy with close PCP follow-up

 ALL patients/scores: exercise, mindfulness

Think of the PHQ-9 as the A1c of depression 

STAR-D Trial, Algorithm

 Sequenced Treatment Alternatives to Relieve 
Depression: 2006, NIH-funded, n= 2900, at least 
moderate depression (PHQ9 ≥10)

 23 psychiatric, 18 primary care clinic sites. 
Stepped treatment algorithm for depression.

 Four levels of treatment – 8-12 weeks at each 
level, if no remission (PHQ9 <5), then step up

Simplified STAR*D Algorithm 
for Treatment of Depression

SSRI
SNRI
Bupropion
CBT

SSRI
SNRI
Bupropion
CBT

Step 1 
Switch OR
Cont. and 
Augment:
Buspar, 
Bupropion, 
CBT

Step 1 
Switch OR
Cont. and 
Augment:
Buspar, 
Bupropion, 
CBT

Switch to 
Mirtazapine,
(TCA OR
Augment:
Second Gen. 
Antipsychotic
, T3, Li, 
Stimulant)

Switch to 
Mirtazapine,
(TCA OR
Augment:
Second Gen. 
Antipsychotic
, T3, Li, 
Stimulant)

• Based on STAR-D, 2008.
• Each of these with an 8-12 week trial at an adequate/tolerated dose.
• STEP 4: MAOI or Mirtazapine + Venlafaxine 

28% remission 25% 18%
M. Pumar, UCSF

Consult Psychiatry
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STAR*D Conclusions

 By Step 2, 53% with remission. By Step 4, ~81% 
of patients with remission

 Predictors of remission: 
 White
 Female
 Married
 Higher educational attainment
 Higher economic status
 Private insurance
 Fewer concurrent medical, psychiatric conditions

Challenges in Underserved 
and Vulnerable Populations

Contributors to 
Depression

Poverty 

Homelessness

Food insecurity Unemployment

UninsuredViolence/crime

Trauma 
history

Immigration

Language 
barriers

Medical complexity
Health disparities 

Standard treatment PLUS services, close 
PCP f/u important for all severities of 

depression 

Back to Case
 Summary: 65 yo F with MDD, worsening, PHQ9 
15, gaining weight. Previously on citalopram, 
escitalopram, now on sertraline. When started on 
sertraline, PHQ-9 initially decreased from 20 ->15
 Next step? 

 A) Continue Sertraline, check TSH
 B) Change to paroxetine
 C) Change to fluoxetine
 D) Continue sertraline, add bupropion 

Return to Case: Mrs. D
Apply STAR*D:

Review: failed Step 1, adequate trial of escitalopram.

Now on step 2: partial response w/ switch to 
sertraline. Has had some weight gain, chronic pain.

You add bupropion AND get her back in to therapy, 
refer to senior center to decrease social isolation.  

PHQ-9 score 8 wks later decreased from 15 to 9. 
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Antidepressants - Classes

SSRIs

Sertraline (Zoloft)
Paroxetine (Paxil)
Fluoxetine (Prozac)
Citalopram (Celexa)
Escitalopram (Lexapro)
Fluvoxamine (Luvox)

SNRIs

Venlafaxine XR (Effexor)
Desvenlafaxine (Pristiq)
Duloxetine (Cymbalta)

Other:
Bupropion (Wellbutrin) –
likely dopamine and NE 

receptors * NOT for 
anxiety

Mirtazapine (Remeron) –
increases central 

serotonin, NE activity

TCAs (NOT first line)
Amitriptyline
Nortriptyline

Doxepin

Anti-Depressant 
Properties

Sexual
Dysfunction

Weight Gain Sedation Cardiac

SSRIs +++ +* +/-* 0

Venlafaxine 
(SNRIs)

+++ +/- +/- + (BP)

Mirtazapine + +++ ++ +/-

Bupropion 0 0 0 _+/-(BP)

TCAs ++ ++ +++ +++ (ECG, 
BP)

Remember: different patients have different responses! 

*paroxetine, fluvoxamine more likely to cause weight gain, 
sedation

McCarron 2009

But Which Antidepressant 
Should I Choose?!

 Consider patient, side effects, contraindications

 Again: 
 Step 1 = SSRI, SNRI, bupropion
 Step 2 if no or parital response to Step 1:

 Switch to any: SSRI, SNRI, bupropion
 Augment SSRI or SNRI w/bupropion (minimal/no anxiety, 

buspirone (if anxiety) or CBT

But Which Antidepressant 
Should I Choose?!

SSRIs Starting
Dose 
(mg)

Titration
q 7-14 
days

Target 
Range
Mg/day

Clinical Information

Escitalopram
(Lexapro)

2.5-5 
qday

by 5-10 10-20 limited CYP450 interaction 
Well tolerated

Citalopram
(Celexa)

5-20 qhs by 10 20-40 Some CYP450, watch QTc> 60yo 
(max dose 20mg in elderly),
Choice for pregnancy/lactation. 

Sertraline
(Zoloft)

12.5 -25 
qhs

by 25 50-200 Some CYP450, can titrate slowly, 
choice for pregnancy/lactation

Fluoxetine
(Prozac)

10-20 
qam

 by 10 20-60 Long t½ (4-6 days), more 
activating, more CYP450

Paroxetine
(Paxil)

10 qhs  by 10 20-60 Anticholinergic, short t ½ , 
 CYP450,  weight gain –
generally avoid if possible

Vortioxetine
(Trintellix)

5mg qday  by 5 10-20 SSRI-like (serotonin modulator). No
generic, generally PA required. 
Fewer sexual side effects
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But Which Antidepressant 
Should I Choose?!

SNRIs,
adjuncts

Starting
Dose (mg)

Titration
X 7-14 
days

Target 
Range
Mg/day

Clinical Information, Class if
not SNRI

Venlafaxine
(Effexor) XR

37.5 – 75 
qday

IR by37.5
XR by 75

150-225 May help hot flashes. Bad 
withdrawal syndrome, often 
poorly tolerated

Duloxetine
(Cymbalta)

20-30 qday by 20-30 60-90 GI se’s, good for pain, limited
effect on QTc,

Bupropion
(Welbutrin) XR

SR or XL 150 
qam

by 150 300-450
(SR400)

NDRI. Not w/seizure d/o. 
Activating (avoid in anxiety). 
Also treats: Smoking 
cessation, Sexual SE, ADHD

Mirtazapine
(Remeron)

7.5-15 qhs X7d, then 
30mg qhs

30-60 Tetracyclic. Sedating at lower
dose. Weight gain. Possible 
lipids. Less sexual SE. 

Amitriptyline,
Nortriptyline

10-25 qhs  By 25 
q7days

MDD
50-150

Tricyclic. Good w/pain and 
migraines, sedating, 
anticholinergic SEs. 

Trazodone 25-50 bid  By 50 
qweek

400 Serotonin modulator. 25-150 
qhs for insomnia

Anti-Depressant Titration
New dx or recurrence of depression made, 

PHQ-9 done, antidepressant indicated  
Start at low dose, give titration instructions 

Brief visit/phone call at 2-4 wks: safety, adherence check

Return visit at 6-8 weeks: repeat PHQ-9, re-assess

PHQ-9 <5: remission (or 
patient satisfied w tx): 
continue current dose 6-8 
mos min

PHQ-9 >5: sx persist: 
increase dose q 2-4 wks 
until remission, or once 
max dose reached and no 
remission, switch agents 
per STAR-D

Depression Dx/Tx Pearls

 Black box warning on SI: only patients <24 yrs, 
increase in suicidality but not suicide completion

 Prior to initiating antidepressant, screen for mania, 
anxiety 

 If co-morbid anxiety, very young (adolescent) or >65: 
“start low and go slow”

 Suicide risk assessment if SI (SAMHSA SAFE-T tool)

 Provide every patient with basic psychoeducation (see 
appendix), encourage exercise and mindfulness 

Best Practices for Anti-
Depressant Prescribing

 Titrate to maximum tolerated effective dose 

 Track patient symptoms with a validated tool

 Treat minimum 6-8 months after sx remit for first 
episode
 First recurrence: min. 12 mos tx
 Second plus recurrence: consider lifelong treatment 

 When stopping anti-depressants, taper to avoid 
discontinuation syndrome
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Take Home Points

 Screen universally for depression

 Use validated tools to track, treat to target

 Keep in mind evidence-based approach: STAR*D

 Remember best practices for antidepressant 
prescribing

 Mobilize social services to mitigate social stressors 

Questions?

Thank You! 

Appendix: Patient 
Psychoeducation Points 

At a minimum, helpful to review these points with all 
patients being started on antidepressants:
 Take your medication daily, and if you miss a dose 

don’t “double up” and take the dose you forgot.
 It may take several weeks to feel the full benefits of 

antidepressants - continue to take the medication 
even if you don't feel better right away.

 Antidepressants are not habit-forming.
 Many side effects can be minimized or avoided by 

starting a very low dose and going up slowly. Many 
side effects go away after a few days. 

 Do not stop the medication “cold turkey-” call your 
provider to discuss this first and come up with a plan 
to taper off 


