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	GUIDE for INTERPRETING the PRIME-MD PATIENT HEALTH QUESTIONNAIRE SCORES (PHQ - 9)


Major Depressive Syndrome is suggested if:

· Of the 9 items (Item #1, a through i), 5 or more are checked as at least “More Than Half the Days”

· Either item “a” or “b” is positive, that is, at least “More Than half the Days”

Other Depressive Syndrome is suggested if:

· Of the 9 items, “b”, “c” or “d” are checked as at least “More Than Half the Days”

· Either item “a” or “b” is positive, that is, at least “More Than half the Days”

PHQ-9 scores can be used to plan and monitor treatment. To score the instrument, tally each response by the number value under the answer headings, (Not At All = 0, Several Days = 1, More Than Half the Days = 2, and Nearly Every Day = 3). Add the numbers together to total the score on the bottom of the questionnaire. Interpret the score by using the guide below:

SCORE:



ACTION:
< 4 or
The score suggests the patient may not need depression treatment.

> 5 - 14
Provider uses clinical judgment about treatment, based on patient’s duration of symptoms and functional impairment.

> 15
Warrants treatment for depression, using antidepressant, psychotherapy and/or a combination of treatment.

The PHQ - 9 also includes a functional health assessment (Item #2). This asks the patient how emotional difficulties or problems impact work, things at home, or relationships with other people.

Patient responses can be one of four: (Not difficult At All, Somewhat Difficult, Very Difficult, and Extremely Difficult). The last two responses suggests that the patient’s functionality is impaired. After treatment begins, functional status is again measured to see if the patient is improving.

	ASSESSMENT of SUBSTANCE USE DISORDER - “CAGE-” with SCORING

	The CAGE is a beneficial mnemonic consisting of questions about alcohol use. 

	1.  Have you ever felt that you should Cut down on your drinking?

	2.  Have people Annoyed you by criticizing your drinking?

	3.  Have you ever felt bad or Guilty about your drinking?

	4.  Have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover (Eye-opener)?

	Scoring: Item responses on the CAGE are scored 0 to 1, with a higher score an indication of alcohol problems. A total score of 2 or greater is considered clinically significant.

Reprinted with permission from the American Journal of Psychiatry, 1974, 131:1121-1123.

	SYMPTOMS of MAJOR DEPRESSIVE DISORDER & DYSTHYMIC DISORDER - “SIG - E - CAPS”

	   S
	Sleep disorder (either increased or decreased sleep)*

	   I 
	Interest deficit (anhedonia)

	   G
	Guilt (worthlessness,* hopelessness,* regret)

	
	

	   E
	Energy deficit *

	
	

	   C
	Concentration deficit *

	   A
	Appetite disorder (either decreased or increased)*

	   P
	Psychomotor retardation or agitation

	   S
	Suicidality

	Note: To meet the diagnosis of major depression, a patient must have 4 of the symptoms plus depressed mood or anhedonia for at least 2 weeks. To meet the diagnosis of dysthymic disorder, a patient must have 2 of the 6 symptoms marked with an * plus depressed mood for at least 2 years.



	DEPRESSION WARNING SIGNS

	· Medically unexplained physical symptoms

	· Chronic debilitating medical condition

	· Current substance use/abuse

	· Decrease in sensory, physical or cognitive function

	· Victim of current or past physical or sexual abuse or emotional neglect

	· Family history of major depression

	· Loss of significant relationship, primary support system or economic status

	· Neurological disorder or history of closed head injury

	· Protracted care-giving role for a family member with a chronic, disabling condition
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Spousal bereavement and widowhood
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· Symptoms or signs of PTSD




	DEPRESSION RISK FACTORS

	· Prior Episodes of Depression
	· Postpartum Period

	· Family History of Depressive D/O
	· Medical Co-morbidity

	· Prior Suicide Attempts
	· Lack of Social Support

	· Female Gender
	· Stressful Life Events

	· Age of Onset Under 40
	· Current Substance Abuse


	PATHOBIOLOGIES RELATED to DEPRESSION

	PATHOLOGY
	DISEASE

	Cardio/vascular
	· Coronary Artery Disease

· Congestive Heart Failure
	· Uncontrolled Hypertension

· Anemia
	· Stroke

· Vascular Dementia

	Chronic Pain Syndrome
	· Fibromyalgia

· Reflex Sympathetic Dystrophy
	· Low Back Pain

· Chronic Pelvic Pain
	· Bone or Disease Related Pain

	Degenerative
	· Presbyopia

· Presbycusis
	· Alzheimer’s Disease

· Parkinson’s Disease
	· Huntington’s Disease

· Other Neurodegenerative Diseases

	Immune
	· HIV 

(primary and infection-related)
	· Multiple Sclerosis

· Systemic Lupus Erythematosis
	· Sarcoidosis

	Infection
	· Systemic Inflammatory Response Syndrome (SIRS)
	· Meningitis

	Metabolic/Endocrine Conditions
	· Malnutrition

· Vitamin Deficiencies

· Hypo/Hyperthyroidism

· Addison’s Disease
	· Diabetes Mellitus

· Hepatic Disease (Cirrhosis)

· Electrolyte Disturbances

· Acid-base Disturbances
	· Chronic Obstructive Pulmonary Disease 

· Asthma

· Hypoxia

	Neoplasm
	· Of any kind, especially pancreatic or central nervous system (CNS)


	SIGNS of CO-MORBID PSYCHIATRIC CONDITIONS 

	Patients with evidence of psychiatric disorders in addition to MDD may require referral to a behavioral health professional. Evidence of co-morbid disorders that should prompt the primary care provider to consider referral include:

	· Extensive history of childhood abuse, unstable or broken relationships, or criminal behavior starting before or during adolescence suggestive of a personality disorder.

	· Extreme weight loss suggestive of anorexia nervosa.

	· A pattern of “binging” (rapid and excessive consumption of food) and/or “purging” (use of self-induced vomiting, laxatives, or diuretics) to control weight that may suggest bulimia nervosa.

	· Frequent and disabling nightmares or flashbacks suggestive of post traumatic stress disorder.

	· Other major mental disorders (e.g. schizophrenia or bipolar disorder) likely to significantly complicate the primary care management of depression symptoms.

	· Unexplained physical symptoms suggestive of a somatoform disorder may require referral to a behavioral health professional. Initiate MDD treatment, explain referral before and after it is recommended, set a follow-up appointment after the referral.

	· 

	

	DIFFERENTIATE MANIA from MAJOR DEPRESSION

	Some depressed patients manifest periods of mania. A manic episode is a distinct period of persistently elevated, expansive or irritable mood, lasting at least four days, that is clearly different from the usual non-depressed mood and is observable by others. During this period of abnormal mood at least three of the following symptoms are persistent and present to a significant degree:

	· Inflated Self-Esteem or Grandiosity
	· Flight of Ideas or Subjective Experience that Thoughts are Racing

	· Decreased Need for Sleep
	· Increase in Goal-Directed Activity or Psychomotor Agitation

	· Pressure to Keep Talking
	· Distractibility

	· Excessive Involvement in Pleasurable Activities that Have a High Potential for Painful Consequences

	These symptoms are severe enough to cause marked impairment in social or occupational functioning or require hospitalization. Symptoms are not secondary to a substance use or general medical condition. Hypomania is characterized by a manic episode without accompanying impairment or psychosis. A past history of mania or hypomania excludes a patient from a diagnosis of MDD. These patients often need treatment and follow-up from a behavioral health professional since initiating or titrating routine antidepressant medication can precipitate a manic episode. 


	

	EVIDENCE of PSYCHOSIS

	Psychosis is a mental state in which the patient is significantly out of touch with reality to the extent that it impairs functioning. Patients with psychotic symptoms may present in an acutely agitated state with a fairly recent onset of disturbed/disturbing symptoms. Patients may also present with enduring, chronic symptoms which are long-standing and to which patients have made a reasonably comfortable adaptation. Acute psychotic symptoms that are inappropriate to treat in a primary care setting include:

	· Serious Delusions (fixed false beliefs)
	· Catatonic Behavior (motor immobility or excessive agitation)

	· Visual or (typically) Auditory Hallucinations
	· Extreme Negativism or Mutism or Peculiar Voluntary Movement

	· Incoherence
	· Inappropriate Affect of a Bizarre or Odd Quality

	· Confusion
	· Paranoia

	Psychotic symptoms may be the direct result of an underlying medical condition, toxic state, alcohol or substance use disorder, or may be associated with a mental health condition. Paranoid concerns that others wish to harm the patient and auditory hallucinations that tell the patient to hurt him/herself or someone else, are indications for an immediate behavioral health consultation or referral. Patients who have longstanding psychotic illness and who are able to attend to present circumstances without responding to their psychosis may be evaluated and treated for a co-morbid depression in the primary care setting.


	ASSESSING HOMICIDAL IDEATION 

	Risk of violence towards others should be assessed by asking directly whether or not the patient has thoughts of harming anyone.

	· Assess whether the patient has an active plan and method/means (weapons in the home).

	· Assess whom the patient wishes to harm.

	· Assess whether the patient has ever lost control and acted violently.

	· Assess seriousness/severity of past violent behavior.

	If some or all of these are present, an immediate referral or consultation to a behavioral health professional is indicated. 


	INQUIRING ABOUT SUICIDAL IDEATION

	· When a patient describes a depressive episode, empathize and explore for the presence of suicidal ideation by saying:

“You sound as if you have been feeling pretty miserable (or sad or low or dismal or despondent or down). Has life ever seemed not worth living?”

	· If the patient acknowledges suicidal ideation but does not state how active the contemplation is, follow-up by asking:

“So, you have felt life is not worth living. Have you ever thought about acting on those feelings?”

	· If the patient acknowledges that s/he has, explore if the patient has a plan. If so, what is it? Is it realistic? Has s/he acted on it, or rehearsed or practiced it? If so, how recently?

	· Ask about previous attempts, especially the degree of attempt.

	· Ask if the patient has experienced “voices” (command hallucinations) telling the patient to hurt or kill him/herself.

	· Does the patient have any hopes or plans for the future?

	· Ask about suicide of family members or significant others.

	· Consider gathering collateral information from a third party.

	If the patient has made a plan, has the means or has recently acted on it, then immediate referral or consultation to a behavioral health professional is needed. If the patient is in a gray area, decide how impulsive the patient is and whether a good faith agreement can be made to contact the primary care provider or come to an emergency care facility if suicidal ideation becomes intrusive, persistent or compelling.

Direct assessment of suicidal ideation does not increase the risk of suicide.


	SUICIDE RISK FACTORS - “SAD PERSONS”

	S
	Sex: Males more likely to kill themselves than females, by more than 3 to 1

	A
	Age: Older > younger, especially Caucasian males

	D
	Depression: A depressive episode precedes suicide in up to 70% of cases

	P
	Previous attempt(s): Most people who die from suicide do so on their first or second attempt. Patients who make multiple (4+) attempts have increased risk of future attempts rather than suicide completion

	E
	Ethanol use: Recent onset of ethanol or other sedative-hypnotic drug use; may be a form of self medication

	R
	Rational thinking loss: Profound cognitive slowing, psychotic depression, pre-existing brain damage, particularly frontal lobes

	S
	Social support deficit: May be a result of the illness, which can cause social withdrawal, loss of job

	O
	Organized plan: Always inquire about the presence of a suicide plan 

	N
	No spouse: May be a result rather than a cause of the depressive disorder
	

	S
	
Sickness: Intercurrent medical illnesses
	



Consider current psychological, social, and occupational functioning on a hypothetical continuum of mental health to illness. Do not include impairment in functioning due to physical/environmental limitations.

	Code
	Note: Use intermediate codes when appropriate (45, 68, 72)

	100

  91
	Superior functioning in a wide range of activities, life’s problems never seem to get out of hand, is sought out by others because of his or her many positive qualities. No symptoms.

	90

81 
	Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in all areas, interested and involved in a wide range of activities, socially effective, generally satisfied with life, no more than everyday problems or concerns (e.g., an occasional argument with family members).

	80

71 
	If symptoms are present, they are transient and expected reactions to psychosocial stressors (e.g., difficulty concentrating after family argument); no more than slight impairment in social, occupational, or school functioning (e.g., temporarily falling behind in schoolwork). 

	70

61
	Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in social, occupational, or school functioning (e.g., occasional truancy, or theft within the household), but generally functioning pretty well, has some meaningful interpersonal relationships. 

	60

51
	Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic attacks) OR moderate difficulty in social, occupational, or school functioning (e.g., few friends, conflicts with peers or coworkers). 

	50

41
	Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplifting) OR any serious impairment in social, occupational, or school functioning (e.g., no friends, unable to keep a job). 

	40

31 
	Some impairment in reality testing or communication (e.g., speech is at times illogical, obscure, or irrelevant) OR major impairment in several areas, such as work or school, family relations, judgment, thinking, or mood (e.g., depressed man avoids friends, neglects family, and is unable to work; child frequently beats up younger children, is defiant at home, failing at school). 

	30

21 
	Behavior is considerably influenced by delusions or hallucinations OR serious impairment in communications or judgment (e.g., sometimes incoherent, acts grossly inappropriately, suicidal preoccupation) OR inability to function in almost all areas (e.g., stays in bed all day; no job, home, or friends). 

	20

11 
	Some danger of hurting self or others (e.g., suicide attempts without clear expectation of death; frequently violent; manic excitement) OR occasionally fails to maintain minimal personal hygiene (e.g., smears feces) OR gross impairment in communication (e.g., largely incoherent or mute). 

	10

 1
	Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent inability to maintain minimal personal hygiene OR serious suicidal act with clear expectation of death. 

	 0
	Inadequate information. 



The following criteria are from the DSM-IV Criteria for establishing the diagnosis of Major Depressive Disorder (MDD) 

A. At least 5 of the following symptoms have been present during the same two-week period, nearly every day and represent a change from previous functioning. At least one of the symptoms must be either (1) depressed mood or (2) loss of interest or pleasure:

Note: Do not include symptoms that are clearly due to a general medical condition, or mood-incongruent delusions or hallucinations.

1. Depressed mood most of the day, nearly every day as indicated by self or others.

2. Markedly diminished interest or pleasure in all, or almost all activities.

3. Significant weight loss (when not dieting) or weight gain (5%/month) or loss/gain in appetite nearly every day.

4. Insomnia or hypersomnia nearly every day.

5. Psychomotor agitation or retardation nearly every day (as noted by others).

6. Fatigue or loss of energy nearly every day.

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day.

8. Diminished ability to think or concentrate or indecisiveness nearly every day.

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without specific plan or a suicide attempt or a specific plan for committing suicide.

B. The symptoms cause clinically significant distress or impairment in social, occupational or other important areas of functioning.

C. Symptoms are not better accounted for by a Mood Disorder Due to a General Medical Condition, a Substance-Induced Mood Disorder or Bereavement (normal reaction to the death of a loved one).

D. Symptoms are not better accounted for by a Psychotic Disorder.

1. The depressive episode is not Schizo-affective Disorder.

2. Depressive symptoms are not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder or Psychotic Disorder Not Otherwise Specified.

3. There has never been a Manic Episode, a Mixed Episode or a Hypomanic Episode.  Note: This exclusion does not apply if all of the manic-like, mixed-like or hypomanic-like episodes are substance or treatment induced or are due to the direct physiological effects of a general medical condition.


VA / DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD


DEPRESSION ASSESSMENT and REFERRAL CRITERIA





VA / DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD


DEPRESSION ASSESSMENT and REFERRAL CRITERIA





VA / DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD


DEPRESSION ASSESSMENT and REFERRAL CRITERIA





VA / DOD DEPRESSION PRACTICE GUIDELINE PROVIDER CARE CARD








GLOBAL ASSESSMENT of FUNCTION						    MAJOR DEPRESSIVE DISORDER CRITERIA





VA/DoD Depression Clinical Practice Guideline


April 2002





VA/DoD Depression Clinical Practice Guideline


April 2002








CARD


9








CARD


10








CARD


11








CARD


12





Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders,


Fourth Edition. Copyright 1999, American Psychiatric Association.








