Depression
Depression - F32# (Clinical term: Depressive episode Eu32)
Presenting complaints
The patient may present initially with one or more physical symptoms, such as pain or ‘tiredness all the time’.  Further enquiry may reveal low mood, loss of interest or irritability.
A wide range of presenting complaints may accompany or conceal depression. These include:
	anxiety or insomnia 

worries about social problems, eg financial or marital difficulties 
increased drug or alcohol use 
(in a new mother) constant worries about her baby or fear of harming the baby. 
Diagnostic features
Low or sad mood. 
Loss of interest or pleasure.
At least four of the following associated symptoms are present:
	disturbed sleep   

disturbed appetite   
guilt or low self-worth    
pessimism or hopelessness about the future 
fatigue or loss of energy  
agitation or slowing of movement or speech 
diurnal mood variation 
poor concentration 
suicidal thoughts or acts 
loss of self-confidence 
sexual dysfunction.
Symptoms of anxiety or nervousness and physical aches and pains are also frequently present.
Some groups are at higher risk, for example: 
	those with adverse life events and social difficulties (eg the unemployed, single parents, the homeless, those living in care, those experiencing social isolation) 

those with a past history of depression and other psychiatric disorders 
those with chronic physical disorders 
women who have experienced recent childbirth (see Postnatal depression -F53).
It may be helpful to ask the following questions:
	During the past month, have you been bothered by little interest and pleasure in daily activities? 

During the past month, have you been bothered by feeling down, depressed and hopeless?
A negative answer to either of these questions makes depression unlikely.
A negative answer to either of these questions makes depression unlikely.
Differential diagnosis
Acute psychotic disorder - F23 (if hallucinations [eg hearing voices] or delusions [eg strange or unusual beliefs] are present). 
	Bipolar disorder - F31 (if patient has a history of manic episodes [eg excitement, rapid speech and elevated mood]). 
	Alcohol misuse - F10 or Drug use disorder - F11 (if heavy alcohol or drug use is present). 
	Chronic mixed anxiety and depression - F41.2 
	Postnatal depression - F53 
	Bereavement - Z63 
	Adjustment disorder - F43.2 
	Unexplained somatic complaints - F45 
	Generalized anxiety - F41.1
Some medications might produce symptoms of depression (eg beta-blockers, other antihypertensives, H2 blockers, oral contraceptives and corticosteroids). 
Essential information for patient and family
Depression is a common illness and effective treatments are available. 
Depression is not weakness or laziness. 
Depression can affect a person’s ability to cope. 
Emotional and practical support from family and friends are very valuable. 
Recommend information leaflets or audiotapes to reinforce the information (see Depression).
General management and advice to family
(ref 72)
	Assess suicidal intent – see Self-harm. The belief that enquiring about suicidal ideation may prompt some people to consider self-harm is not supported by research findings or clinical experience. Placed in the context of asking people about symptoms of depression, such questions feel less awkward for the interviewer, for example 'It sounds as if you have been feeling very down recently; has there ever been a time when you have felt as though you couldn’t be bothered carrying on? Have you ever felt that life was not worth living/that you would be better off if you were dead? Have you ever thought of harming yourself in any way?' Close supervision by family or friends or hospitalization may be needed. 

Consider high-risk groups, for example older people, men, those with physical illness, substance abuse, a family history of suicide and those who have previously demonstrated self-harm. 
Identify current life problems or social stresses, including precipitating factors. Focus on small, specific steps patients might take towards reducing or improving management of these problems. Avoid major decisions or life changes (see Solving problems and achieving goals). 
Plan short-term activities which give the patient enjoyment or build confidence. Exercise may be helpful (ref 73) 
If appropriate, advise reduction in caffeine intake (ref 74) and drug and alcohol use (ref 75) 
Support the development of good sleep patterns and encourage a balanced diet (ref 76) 
Encourage patient to resist pessimism and self-criticism, not to act on pessimistic ideas (eg ending a marriage or leaving a job), and not to concentrate on negative or guilty thoughts. 
If physical symptoms are present, discuss the link between these and mood (see Unexplained somatic symptoms - F45). 
Involve the patient in discussing the advantages and disadvantages of available treatments. Inform them that medication usually works more quickly than psychotherapies (ref 77,78). Arrange another appointment to monitor progress one to two later, whether or not on medication. 
After improvement, plan with the patient the action to be taken if signs of relapse occur. 
Patients might find it helpful to keep a mood diary, rating mood changes between 1 and 10 and noting down any external influencing factors. This can be practically useful in identifying patterns.
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Medication
(ref 72)
Consider antidepressant drugs if sad mood or loss of interest are prominent for at least two weeks, preferably four weeks, and if four weeks or more of the following symptoms are present (every day for most of the day), accompanied by significant impairment of functioning:
	fatigue or loss of energy          

disturbed sleep   
guilt or self-reproach  
poor concentration 
thoughts of death or suicide 
disturbed appetite 
agitation or slowing of movement and speech.
There is no evidence that people with recent onset of only few or very mild depressive symptoms respond to antidepressants (ref 79). There is evidence that persistent mild depression, lasting two years or more, responds to antidepressants (ref 55).
Consider delaying medication until the second or subsequent visit because there is a high rate of spontaneous recovery (see again within a week to reassess).
There is no evidence to suggest that any antidepressant is more effective than others; (ref 77, 80) however, their side-effect profiles differ, and therefore some drugs will be more acceptable to particular patients than others (BNF section 4.3).
Choice of medication:
	If the patient has responded well to a particular drug in the past, use that drug again. 

If the patient is older or physically ill, use medication with fewer anticholinergic and cardiovascular side-effects. 
If the patient is suicidal, avoid tricyclics and consider dispensing a few days' supply at a time. 
If the patient is anxious or unable to sleep, use a drug with more sedative effects, but warn of drowsiness and problems driving.   
If the patient is unwilling to give up alcohol, choose one of the SSRI antidepressants that do not interact with alcohol (eg fluoxetine, paroxetine and citalopram; BNF section 4.3.3).
Explain to the patient that:
	the medication must be taken every day (poor adherence is very common, particularly in pregnancy and breastfeeding); 

the drug is not addictive in that higher and higher doses are not required, but withdrawal symptoms may occur if drugs are stopped suddenly; 
improvement in mood will start two to three weeks after starting the medication; 
side-effects occur from the beginning but usually fade in seven to ten days with SSRIs; they may be more persistent with tricyclic antidepressants; 
individuals vary in their reaction to different drugs, including absorption time, which will influence the appropriateness and timing of taking drugs with a sedative profile. 
Stress that the patient should consult the doctor before stopping the medication. The drug should never be stopped abruptly (withdrawal symptoms may then occur). All antidepressants should be withdrawn slowly, preferably over 4 weeks in weekly decrements.
Continue full-dose antidepressant medication for at least four to six months after the condition improves to prevent relapse (ref 81,82).  Review regularly - at least monthly - during this time to monitor response, side-effects and adherence. Consider, jointly with the patient, the need for further continuation beyond four to six months. If the patient has had several episodes of major depression, consider carefully long-term, prophylactic treatment (ref 83). Obtain a second opinion at this point.

If sleep problems are very severe, consider a sedative antidepressant, for example a tricyclic. 

If using tricyclic medication, build up over seven to ten days to the effective dose (eg dothiepin: start at 50-75 mg and build to 150 mg nocte; or imipramine: start at 25-50 mg each night and build to 100-150 mg ) (ref 84). It is reasonable to treat with doses of between 75 and 100 mg a day if the patient is responding (ref 85).
Withdraw antidepressant medication slowly, and monitor for withdrawal reactions and to ensure remission is stable. Gradual reduction of SSRIs can be achieved by using syrup in reducing doses or taking a tablet on alternate days. 
Hypericum perforata (known as St John's Wort and available from health food stores) is efficacious for mild to moderate symptoms of depression, both acute and chronic, but not significant major depression (ref 86). GPs should enquire whether patient is taking St John's Wort because it is widely available and might interact with prescribed medication and diet (eg oral contraceptives, warfarin). (ref 87-89) Over-the-counter formulations are very variable in dosage.
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Referral
The following structured therapies, delivered by appropriately trained practitioners, are effective for some people with depression: (ref 90)
	Cognitive behavioural therapy (CBT) 

Behaviour therapy 
Interpersonal therapy 
Structured problem-solving.
Patients with chronic, relapsing depression might benefit more from CBT or a combination of CBT and antidepressants than from medication alone (ref 91, 92). Counselling might be helpful, especially in milder cases and if focused on specific psychosocial problems related to the depression (eg relationships, bereavement) (ref 14). In the short term, it may have some advantages over normal GP care and patients like it, but after 12 weeks there are no benefits (ref 14).
Referral to secondary mental health services is advised:
	as an emergency if there is a significant risk of suicide or danger to others, psychotic symptoms or severe agitation 

as a non-emergency, if significant depression persists despite treatment  in primary care. (Antidepressant therapy has failed if the patient remains symptomatic after a full course of treatment at an adequate dosage. If there is no clear improvement after four weeks with the first drug, it should be changed to another class of drug.)
If drug or alcohol misuse is also a problem, see guidelines for these disorders.
Recommend voluntary/non-statutory services in all other cases where symptoms persist, where the patient has a poor or non-existent support network, or where social or relationship problems are contributing to the depression (ref 93).
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Solving problems and 
achieving goals
Depression
Dealing with depressive thinking
                       
Depression Alliance  http://www.depressionalliance.org    
England: 020 8768 0123 
Wales: 029 2069 2891 (10am-4pm, Monday-Friday)
Scotland: 0131 467 3050
Provides information and self-help groups.
Aware Defeat Depression Ltd 02871 260602
Email: info@aware-ni.org; website: http://www/aware-ni.org
Provides information leaflets, lectures and runs support groups for sufferers and relatives.
Samaritans 08457 909090 (24-hr helpline) 
Email: jo@samaritans.org; website: http://www.samaritans.org.uk
Offers confidential emotional support to any person who is despairing or suicidal. 
Calm 0800 585858 (helpline 5pm-3am)
Helpline for young men who are depressed or suicidal.
SAD (Seasonal Affective Disorder) Association 01903 814942
Website: http://www.sada.org.uk 
Information about seasonal affective disorder (SAD). Offers advice and support to members.
UK Register of Counsellors   01788 568739
Provides a list of BAC-accredited counsellors.
Leaflets are available from the Royal College of Psychiatrists (http://www.rcpsych.ac.uk): Antidepressants,   Depression
The Mental Health Foundation produces the information booklet All About Depression.  Publications, The Mental Health Foundation, 7th Floor, 83 Victoria Street, London SW1H 0HW UK. Tel: 7802 0304. website: http://www.mentalhealth.org.uk.
Overcoming Depression by Paul Gilbert. Constable & Robinson, 2000
Self-help book. 
Overcoming Depression by Chris Williams. Arnold Publishing, 2001
Self-help book (also available as a CD-ROM; see below).
Mind over Mood by Dennis Greenberger and Christine Padesky. New York, Guilford Press, 1995
Self-help manual designed to be used as an adjunct to therapy (a clinician’s guide is also available).
The Feeling Good Handbook by David D Burns. Avon Books, 1989 
A self-help manual.
Depression – the Way Out of your Prison, 2nd edn by Dorothy Rowe. London: Routledge, 1996 
An explanatory book.
Coping with Depression. Talking Life, 1A Grosvenor Rd, Hoylake, Wirral CH47 3BS, UK. Tel: 0151 632 0662 http://www.talkinglife.co.uk
Tape programme, produced with The Royal College of Psychiatrists’ Defeat Depression initiative, describes strategies for coping with all types of depression using cognitive techniques. 
Overcoming Depression. University of Leeds Media Innovations Ltd, 3 Gemini Business Park, Sheepscar Way, Leeds LS7 3JB, UK. Tel: 0113 262 1600; website: http://www.calipso.co.uk
A CD-ROM self-help package.
Beating the Blues. Ultrasis UK Ltd, 4th Floor, 13/17 Long Lane, London EC1A 9PN. Tel: 020 7600 6777; website: http://www.ultrasis.com
Interactive multi-media programme designed for use in primary care setting, with practitioner assessment and progress review each week. 


