Improving Depression Care:
Approaches to Stepped Care
and Self-Management
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Presenter
Presentation Notes
Poll the audience.  Ask for the number of:

direct care providers

Policy makers

Physicians etc…… 



Keep focus on results and recommendations that are transferrable. 


Session Objectives

By the end of the session participants

will be able to:

" |dentify tools used in CDMC Il to improve
depression care and what they mean for the
patient and health care providers in SK

" Describe how stepped care and self-
management can be used to improve care for
people living with depression
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Presenter
Presentation Notes
Mention that all of the tools that are discussed today and more are on the handout, where they can all be accessed for free on the HQC website. 




Presenter
Presentation Notes
The Chronic Disease Management Collaborative is the second Collaborative in Saskatchewan.  It focuses on improving the care of people living with COPD and Depression (include on handout a brief description of CDM).  The topic of focus for this presentation, depression, was chosen as one of the topics for the Collaborative for several reasons, however, the main reason being because of people like Patty. Patty is now an English Professor at the University of Saskatchewan, however, while in her 20’s as she completed university Patty became increasingly depressed. Patty’s depression went from mild to severe where she experienced losing sleep, to losing all enthusiasm in things she enjoyed, to eventually attempting suicide several times. Throughout this period Patty floated in and out of doctor and ER office’ without a diagnosis, proper treatment, or self-management skills. Patty says her persistent friends kept her alive.  It wasn’t until 15 years had passed that Patty was diagnosed and finally found a family physician and Psychiatrist that were willing to treat her, and to work together.  Patty said that it took 15 years for her diagnosis, and another 20 to get her depression under control.  Patty is proud to report that her depression is under control, without an episode in 5 years, however, wonders if she would have claimed back some of her lost time if she had been diagnosed, treated, and learned self-management skills earlier.  




* 80% of depression cases are
diagnosed, treated, and managed in

family practice
» of those, only 15% receive appropriate care
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Presenter
Presentation Notes
Many experiences such as this exist, which contribute to the statistic that the prevalence of depression in Canada is estimated at 3.2-4.6%.  The Collaborative focuses on managing depression in the family physicians office first because currently more than 80% of all depression cases are diagnosed, managed, and treated in primary care, and of those people, only 50% those people receive an accurate diagnosis of depression, and of those, only 15% receive appropriate care.  To meet this need, more than 200 physicians, office staff, nurse practitioners, mental health therapists, psychiatrists and other regional health care professionals are participating in CDMC II.



Encourage audience to connect with family practices participating in the Collaborative in their area. 


PATIENT HEALTH QUESTIONNAIRE (PHO-9)

NAME: DATE:

Owver the last two weeks, how often have you been L B o & @ =5
bothered by any of the following problems? ® 2 g ee & B -

s | 8% | £27 | 2%
1. Little interest in doing things 0 1 2 3
2. Feeling down, depressed or hopeless 0 1 F. 2y
If vou checked "more than half the days” or “nearly every day” for at least

@ ONE of the above quesfions please complete the following questions.

3. Trouble falling or staying asleep, or sleeping too 0 1 5 3
much

4. Feeling tired or having little energy 0 1 v, 3
3. Poor appetite or overeating 0 1 v, 3
b. Feeling bad about yourself — or that you are a failure 0 1 5 3
or have let yourself or your family down

7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television

8. Moving or speaking so slowly that other people

could have noticed. Or the opposite- being so fidgety 0 1 2 3
or restless that you have been moving around a lot

more than usual

9. Thoughts that you would be better off dead, or 0 | 2 3

hurting yourself in some way.



Presenter
Presentation Notes
Focus on tools in this presentation and how one community has used these tools to change the lives for people living with depression in Mayfield.  


The Chronic Disease Management Collaborative Il
Depression Key Measures for ALL SASKATCHEWAN
First PHQ-9 done ~ within 1 week of starting Toolkit
TARGET=100%
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Presenter
Presentation Notes
Out of 865 people who have depression that are apart of CDMC II, 456 people have had their depression assessed with the PHQ-9 upon diagnosis. 
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Presentation Notes
A closer look.
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CDM Toolkit Home

¢ General Navigation

E] Fatient List /
Maintain Patient
FRecords

EJ Print Multiple
Flowshaats

K Generate Reports

E] Grant Access
to Patient Records

El Manage Patient
Transfers

E] Manage FDOSA
Ramps

E] FOSA Catalogue

Import Data from
EMR.

Kl Select Flowsheest
Template

E] Update User Profile

Provider Access Log

El Change Password

Patient
Search

(Patient Mame or HSN

Advanced Search

-onic Disease Management Toolkit

Walcome to the Chronic Disease Management Toolkit home page. Please raview the

Contact Us »

bulletins below as they contain information about current issues and announcements.

Effective

Collaborative

Al
Al
Al
Al

Al
Al
Al
Al
Al

Providers
Providers
Providers

Providers

Providers
Providers
Providers
Providers

Providers

CDM Services Policy

What iz Mew For Release 3 -
June 2009

What is SCI?

Running CDOM Toolkit on a
MALC Computer

Provider Info re Patient Opt
COut Process

Physicians - Top 10 To-Do
CDOM Toolkit Report
Crescriptions

CDM Patient Handout
Comprehensive Approach-
COPD Management

03-Jul-2003

26-Jun-2009
26-Jun-2009
26-Jun-2009

26-Jun-2009
26-Jun-2009
26-Jun-2009
26-Jun-20093
07-May-2005

01-Dec-2020
01-Dec-2020
01-Dec-2020
01-Dec-2020

01-Dec-2020
01-Dec-2020
01-Dec-2020
01-Dec-2020
01-Jan-2020
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G Q/ Depression Care Algorithm
COUNCIL
| Suspect possible depression " ‘At-risk” population
PHO-9 7
(for individuals 19 years of age Screen using the PHO-2
and older*)
Clinical Interview - DSM-IV - TR |
Minimal Mild Moderate Moderately Severe Severe
PHQ-9 score 0-4 PHQ-9 score 5-9 PHQ-9 score 10-14 PHQ-9 score 15-19 PHQ-9 score 20-27
Almast no depressive Some depressive Major Depressive Major Depressive Major Depressive
symptoms symptams, possibly Episode (mild) Episode (moderate) Episode (severe)
other mood disorder,
no Major Depressive
Episode
| I I
l Assess Suicide Risk
Develop supported self-management plan and goals with the patient.
Provide patient with appropriate education materials, such as information about lifestyle changes.
(Examples: diet, exercise, physical activity, drug and alcohol use.)
Patient to contact “Watchful waiting” Discuss patient Offer Dffer antidepressants
practice if symptoms | | Foriow up with preference for antidepressants to tothe patient
worsen. patient within 2-4 antidepressants. the patient before before psychological
Consider self- weeks to re-evaluate | | Psychotherapy or ]Jsrchuluglca! m.tervenlmn. o
administration of the | | symptoms. combination of intervention. Df'i‘”sts cut:mmalmn
PHO-9. Possibly try focused treatment (only Discuss combination | | rela e,
psychological if specifically of treatment. cm?i!'f urgent
intervention, indicated). Assess suicide risk E:Eu:?amn "
Assess suicide risk at each visit. disability is severe and
at each visit. hospitalization may be
required.
Assess suicide risk at
each visit.
1 L 1 1 1

Follow up every 2-6 weeks as appropriate to evaluate treatment response,

Drop of >5in PHO-9 M Drop of 2-4 points in PHO-9 score, then M Increase or <1 point drop in PHQ-9
score, then consider modifying treatment depending [ S¢ore- then

continue with same on function and patient preference (e.g., modify, switch or augment treatment
treatment. give antidepressant, increase dosage of (e.g.. give antidepressant, increase

)

p 1t, change antidep tor W dosage of antidepressant, change
add counseling.) antidepressant or add counseling.)

SASKATCHEWAN

HEALTH

Maintenance Phase
PHQ-9<5, Goal: Prevent return of symptoms during current episode. Recall and continue current treatment as appropriate.

Recovery Phase/Remission Q U ALITY
PHQ-9<5, Goal: P tion of new episodes. Recall as approp
This ine is desij to assist i co U N c I L
primary care teams in . This

guideline is not intended to replace a clinician's judgment or establish a protocol for all panenl's with a particular cmdrlmn,


Presenter
Presentation Notes
A brief discussion of how the algorithm incorporates self-management and stepped care and how it can be used to design treatment plans that incorporate the principles of self-management and stepped care.  


Minimal

PHQ-9 score 0-4

Almost no depressive
symptoms

Mild

PHQ-9 score 5-9

Some depressive
symptoms, possibly
other mood disorder,
no Major Depressive

Episode

Moderate

PHQ-9 score 10-14

Major Depressive
Episode (mild)

PHQ-9 score 15-19

Major Depressive
Episode (moderate)

_ Moderately Severe | |

Severe

PHQ-9 score 20-27

Major Depressive
Episode (severe)

L

Assess Suicide Risk

1

:

evelop supported self-management plan and goals with the patient.

Provide patient with appropriate education materials, such as information about lifestyle changes.
(Examples: diet, exercise, physical activity, drug and alcohol use.)

Patient to contact
practice if symptoms
worsen.

Consider self-

administration of the
PHQ-9.

“Watchful waiting”

Follow up with
patient within 2-4
weeks to re-evaluate
symptoms.

Possibly try focused
psychological
intervention.

Discuss patient
preference for
antidepressants.

Psychotherapy or
combination of
treatment (only
If specifically
Indicated).

Assess suicide risk
at each visit.

Offer
antidepressants to
the patient before
psychological
intervention.

Discuss combination
of treatment.

Assess suicide risk
at each visit.

Offer antidepressants
to the patient

before psychological
intervention.

Discuss combination
of treatment.

Consider urgent
psychiatric
consultation if
disability is severe and
hospitalization may be
required.

Assess suicide risk at
each visit.



Presenter
Presentation Notes
A closer look.  Draw attention to self-management and stepped care in algorithm.  


5AD PERS0NS 5CORE

SAD PERSDONG AODIFIED 5AD SAD PERSONS SCORE GUIDELINES FOR
SCALE PERS0NS SCALE (Cuideline safy  _each case must ACTION WITH
TABLE 1 TABLE I be azsessed omam  individual baci) THE 5AD PERSONS
SCALF Teeal
Descriprion Category Dezcripiion Point Faintz
5 = Sex (Mals) 5= Sax Mals 5= Sax Mala | Proposed clinical action
A=Age (<19a=47) | A=Ags (=1% ar =43} A=Ag (=15 ar =43) 1 Sand home with follow-mp 0o 2
[ = Depresaion D =Depmussionor  Admifs to depression or D=Deprossion  Admits to 2 Close follow-up; consader 3 to 4
bopalesiness decreased conmsnmation, or bopelesszess  depressiom, Loss bospinlizaton
appette, sleap, libido of smergy,
appetite. libide
P = Previous swicide | P= Previons ¥Previces mpatent or F' = Pravions Either mpatiaat l Eimomgly consider Tto &
attempt | attezapts or ouipatient psychiatric care attampts or T outpatient bospitalization, depending
prychiatme cars® piychiainic can®  prychiainc care on confidence m the
follow-up amAnsement
E = Ethanal abuss E = Excassive Stgmata of chromic addiction | E = Excessive l Hospitalize or commpat Tto
alcobol crdreg use  or recent Sequeat we alcobel or dug 10
54
B = Fatiomal E = Katinnal Chrganic brain symdromss or E = Kabionnal COrgamic brain p.
thizking loss | thinking loss psychosis. thinking Joss wyndrome or
prychois
5 = bocial Supports | &= Separated, & = Separated, l
lacking | divorced or divorced or
widowed widowed
0 = Crgamized plan | O = Organized or Wall thought-out plam or "Life- | O = Crganized 2
AU attenspt treatenmg” preveaiation. O Sarois atempt
N = No spouse N =No social No close family, friends, job or | N = No wocial No clowe 1
sgpoIt active raligicns affiliation spports family, foends,
job or active
religions
affliaticn
5 = Ricknass & = Biniud fmiere Cltermined to repeat atiumpd or | 5= Sivied forere  Diedermningd to p.
(Chronic debdlitating | ixtent ambivalent. imtent Tepeat or
diseasa) ambivalsat
PATIENTS SCORE:
(Documenton  Patient's char)




The Chronic Disease Management Collaborative I
Depression Key Measures for ALL SASKATCHEWAN

Suicide risk assessed within 1 week of starting Toolkit

TARGET=100%

Percent (%)

100 -

42.2

48.7

50 - 44 46.5 :
40 -

49.9

1
JAN 2010

1
FEE 2010

1
FSR 2010

¥
APR 2010

MAY 2010



Presenter
Presentation Notes
Out of 865 people who have depression that are apart of CDMC II, 432 people have had their suicide risk assessed upon diagnosis. 


Edinburgh Postnatal Depression Scale’ (EPDS)

MNanne: Address:

Your Date of Birth:

Baby's Date of Birth: Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here iz an example, aiready completed.

I have felt happy:

o Yes, all the timne

B Yes, most of the time Thi= would mean: “l hawve felt happy most of the time” duning the past weesk.
o Mo, not very often Please complete the other guestions in the same wany.

o Nao, not at all

In the past 7 days:

1. | hawe bean able to laugh and see the funny side of thilgs = "8, Things hawe bean getfing on top of me

= As much as | always could [ m] Yes, most of the fime | haven't been able
[m] Mok quite so muech now o cope at all
[m | Dr=fimitely not so much o [ m Yes, somefimes | haven't been coping as well
n Mot at all as wsuaEl
=] Mo, mizst of the tme | have copead guite well
2 | hawve lsoked forsard with engoyrment o things (=] Mo, | have been coping as well as ewer
O As much as | eswer did
(=] Rather less than | used to T | hawe been so unhappy that | heve had difficulty sleseping
n Defimitely kess than | used fo [m] Yes, most of the fime
n Hardly at all n YWes, somefimes.
n Mot wery offen
2 | have blamed myself unmecessarnily when things (=] Mo, ot at all
et wronmg
O Yes, most of the time & | hawe felt sad or miserable
n YWes, some of the time [m] Yes, most of the fime
n Mot wery often [m] YWes, quite offien
n Mo, never o Mot wery offen

| =] Mo, ot at all
4. | have bean anziows or womed for no good reason
(=] Mo, not at all 8 | hawe been so unhappy that | have been crying
O Hardly ever Yes, most of the fime
n YWes, somehimes
n Yes, very offen

& | hawe felt scared or panicky for no very good reason
(=] YWes, quite a ot =10 The thaowught of harming rmyseF has ocourred fo me
=] Yes, sometimes [ =]
['m) Mo, not rmuscih O
[u] Mo, not at all =] Hardly ewver
| m]



Presenter
Presentation Notes
Mention Maternal Depression Working Group.


®
“Start where you are,

use what you’ve got,

do what you can”

Arthur Ashe



Presenter
Presentation Notes
Hand things over to Jackie. Transition with how people are making improvements in real life with these tools. 


Maryfield, SK

*Population: 369

Part time medical
clinic

*Exceptional rural
care despite lack of
resources
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Presenter
Presentation Notes
Introduce the community and Angela and Sheila.


Photos by Jason and Cynthia Wargin



Photos by Jason and Cynthia Wargin




Maryfield’s
gborative

R T e

{QUESTIONS ~“JANSWERS >

B




Stepped Care

It is as harmful to over-treat as it is to
under-treat common mental health
disorders

SASKATCHEWAN

HEALTH
QUALITY

COUNCIL

Q




Advantages of Stepped Care:

* Patient is an active participant in their
care

* Increased access to services
* Prevents over treatment

* Providing low intensity treatment can
be less stigmatizing for the patients
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Presentation Notes
Anything to add here?


Supported Self
anagement Group




SELF-CARE DEPRESSIONM PROGRAM

ANTIDEPRESSANT
SKILLS WORKBOOK

@ SIMON FRASER (‘L} BC Mental Health &
UUNIVERSITY Addiction Services
By

e g A S el by e




Point of View

* Patient

* Nurse Practitioner
* Mental Health Social Worker

* Occupational Therapist
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COUNCIL
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Lessons Learned
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Presentation Notes
Frame so that these lessons have meaning for the audience. 


Questions?
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