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Depression Management Algorithm-Stepped Care Model
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(Please click on the blue boxes or underlined words to obtain the related documents)
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(Please click on the underlined words to obtain the related documents)

Assess for Major Depressive Disorder:

=  Are all criteria met?

= R/O General medical conditions

= R/O Substance abuse

= R/O Possible bipolar disorder
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Depression Management Algorithm-Stepped Care Model (Psychotherapy)

(Please click on the blue boxes to obtain the related documents)

Psychotherapy

Does the patient have access to extended benefits/EAP/or
resources to access services in community?



http://www.ottawa-psychologists.org/
http://www.ementalhealth.ca/Ottawa-Carleton/Counselling-and-Therapy/index.php?m=heading&ID=84
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Complex Presentation

If one or more of the following are present, consider the patient’s condition to
be complex(Please click on each of the following for more information):

= Suicidal/homicidal risk

= Significant dysfunction(e.g. WSAS >20)
= Possible bipolar disorder

= Substance abuse

= Co-morbid anxiety disorder

= Psychosis

= Personality disorder

= Diagnostic uncertainty

= Refractory to treatment



http://www.ementalhealth.ca/Ottawa-Carleton/KeyResources/index.php?m=keyResources#22
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Assess Severity and Provide Handouts:
(Please click on any of the following to get the relevant handout)

*What is Depression?

*Behavioural Activation
*Assertiveness and communication
*Regular exercise

*Sleep hygiene

*Other Resources
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Refractory depression:

Defined as <50% drop in PHQ-9 score after 3
months of antidepressant treatment and/or
psychotherapy.

Consider/assess if:

» the diagnosis of depression is appropriate
» there is an undiagnosed medical condition
» there is an undiagnosed substance use
» the patient is adherent to medications
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PHQ-9 based Follow-up of Psychotherapy

Initial Response to Psychotherapy after Three Sessions over Four - Six weeks

PHQ-9 Score

Treatment Response

Treatment Plan

Drop of 2 5 points from
baseline

Adequate

No treatment change needed.
Follow-up in four weeks.

Drop of 2-4 points from
baseline.

Probably Inadequate

Possibly no treatment change needed.
Share PHQ-9 with psychotherapist.

Drop of 1-point or no change
or increase.

Inadequate

* |If depression-specific psychological
counseling (CBT, PST, IPT*) discuss
with therapist, consider adding
antidepressant.

» For patients satisfied in other type of

psychological counseling, consider
starting antidepressant

» For patients dissatisfied in other
psychological counseling, review
treatment options and preferences
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(Please click on the blue boxes to obtain the related documents)
Follow-up*
Suicide risk Reducing the Medications Managing S/E of antidepressant Disability Psychotherapy
risk of relapse Assessment

* Guidelines for follow-up

condition and every two weeks thereafter until remission.
* Suicidal patients will need closer follow-up.
*  Once remission is achieved, gradually decrease the frequency of follow-ups.
* Consider annual follow-up once stable.

* Recommend follow-up by phone or in person in one week depending upon the severity of the



http://comh.ca/antidepressant-skills/work/resources/physicianguidelines/index.cfm
http://comh.ca/antidepressant-skills/work/workbook/pages/section2-04-00.cfm
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Follow-up
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(Please click on the blue boxes to obtain the related documents)

Suicide Risk

! i

C-SSRS-Risk Assessment-Adult C-SSRS screener*

Triaging Suicide Risk

*If the patient answered “yes” to items # 4, 5, 6 (within the last
3 months) then consider the suicide risk to be high.
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Managing antidepressants side effects

Side effects

Treatment Plan

Gastrointestinal symptoms like nausea &

diarrhea

- Wait. ..
-Suggest general measures to manage minor illness, in more severe or
prolong cases switching to another antidepressant might be necessary.

Activating symptoms like

agitation,insomnia and headaches.

- Wait..., ...often get better with time.

-Try giving in the morning. In severe/more prolong symptoms, use less
activating antidepressant.

HIf very agitated or tremor present consider reducing or stopping the
medication.

Suicidal ideation
(Mostly in ages<25)

Please refer to “Triaging suicidal risk” page

Sexual side effects

(Reduced libido, anorgasmia, delayed
ejaculation, reduced erection quality)

[-Reducing the dose of antidepressant.

2-Try a different antidepressant from the table like Wellbutrin or
Mirtazapine

3-Might consider Sildenafil, Tadalafil if not medically contraindicated
4-Consider adding Wellbutrin for reduced libido

Activation of mania/hypomania

(~0.1%)

[-Stop the antidepressant

D-Assess for safety

3-Consult Shared care or refer the pt. to Psychiatry emergency
services(PES)
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Medication(s) follow-up

Comparison of Common Antidepressants Table which contains
links to follow-up of individual antidepressants

For tapering and stopping Antidepressants click here

(Please click on the blue boxes for getting the related document)
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Approach to choosing
antidepressants

Medications

Comparison of common
antidepressants

(Please click on the blue boxes for getting the related document)
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Approach to Choosing Antidepressant

(Please click on the blue boxes or underlined words to obtain further information)

Previous response to a particular antidepressant

No

Yes

antidepressant

Family history of response to a particular

Yes

Consider choosing that
antidepressant*

No

Consider choosing that
antidepressant *

Choose any SSRI or SNRI unless one of
the following conditions apply **

Medical co- morbidity On multiple Age <18 Perinatal period
Medications
Chronic pain CVSillness *Citalopram *** Fluoxetine Consider
*Escitalopram *** Sertraline first; Visit
*Venlafaxine Motherisk.org or call
*Desvenlafaxine 1-877-439-2744
*Duloxetine Sertraline *Vortioxetine

*Venlafaxine

Poor -No sexual s/e
sleep/appetite/ -Smokers who wish to
weight loss stop
Mirtazapine Wellbutrin (unless risk
of seizures)

* Unless one of the conditions listed at the bottom of this algorithm is considered to be pertinent.
** Please click here to see Comparison of Common Antidepressant Table.

***Avoid combining it with Tamoxifen



http://www.Motherisk.org/
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Next Stage

* Most guidelines recommend switching to an antidepressant from another
class although evidence for this strategy is limited
e To assist with switching consider using the following resources:
Website:http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
or UpToDate: “Antidepressant medications in adults-switching and
discontinuing medication”



http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
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Continuation Phase Treatment

» Patient who receive pharmacotherapy during acute phase treatment should continue their treatment
for AT LEAST 6 to 9 months after symptom remission, at the same dose that led to a therapeutic
response

» Patients with a first episode of MDD who enter remission should be followed every 3 months for the
first year and at the end of 6-9 months should be evaluated for slow tapering and discontinuation of
antidepressant medication

» For those patients with two episodes of major depression consider maintaining antidepressant
medication for two years. May also consider indefinite treatment depending upon the clinical situation

» For those patients who have had 3 or more major depressive episodes consider maintaining
antidepressant medication indefinitely

» Other groups considered at high risk for depression should also be considered for maintenance
treatment including those whose depression was:

» Prolonged

» Associated with significant functional impairment

» Associated with significant suicidal ideation

» Associated with psychotic symptoms
» For patients who were augmented with antipsychotics, consider gradually tapering and

discontinuing the antipsychotics after 6-9 months.
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Augmentation

Level 1*

Choose either:

» Mirtazapine 30 mg po ghs X 2 weeks. If less than 20% response increase to 45 mg po ghs.

Or
»Bupropion XL 150 mg po daily X 2 weeks. If less than 20% response increase to 300 mg po

daily

> If on either Bupropion or Mirtazapine as an initial agent, consider augmenting with an SSRI
or SNRI

Level 2**

Choose either:

» Aripiprazole 2.0 mg po daily X 2 weeks. If less than 20% response increase to 5.0 mg po

daily. or
»Quetiapine XR 50 mg po at supper X 1 week, then increase to 100 mg X 1 week and if
tolerated then increase it to150 mg po q supper. If less than 20% response after 2 weeks

then increase to 300 mg po q supper

*Evidence —based psychotherapy (CBT or IPT or PST) can also be used as an augmentation strategy instead of medication

** to be used if Level 1 interventions not effective or not tolerated




Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Please click on the
green boxes or
underlined words to
obtain more info.

CITALOPRAM [
Week 1 10 mg p.o. g a.m.
CDP#1 ¢
Week 2 Increase to 20 mg
CDP#2 I
Remission Some improvement rovem
Week 4 P |
CDP#3 If tolerating continue dose If tolerating continue 20 mg If tolerating consider increase to
from 2 weeks prior 30 mg
|
| | |
Vo T v D 2 )
Week & Remission Partial response Non-response
If tolerating continue dose If tolerating continue same dose or If tolerating consider increase by
CDP#4 from 2 weeks prior consider increase by 10 mg 10 mg
1
¢ | | |
4 N2 WV V]
Weaks Remission Some improvement No improv :
i If tolerating continue dose If tolerating consider increase by If tolerating consider increase by
CDP#5 from 2 weeks prior 10 mg (max. dose 40 mg) or 10 mg (max. dose 40 mg) or
augment = augment or switch
= -
| | |
NN T ¥ v—1
Wook 10-12 Remission Some improvement NG | provemse
- % If tolerating continue dose If tolerating consider jncrease by 10 . | If tolerating consider increase by

CDP#6-7 from 2 weeks prior

‘Remission : PHQ-9 <5
No Improvement: No drop in the PHQ-9 score.

mg (max. dose 40 mg) or augment

_—

Definitions and notes

10 mg (max. dose 40 mg) or
augment or switch

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2.3 4,5,6 consider switching antidepressants if side effects are intolerable.

Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing
tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Week 1
CDP#1

Week 2
CDP#2

Week 4
CDP#3

Week 6
CDP#4

CDP#5

k)
E

Week 10-12

CDP#6-7

Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

DESVENIL AFAXINE

|

50 mg p.o g a.m.

\’

If tolerating continue 50 mg

Please click on the
green boxes or
underlined words to
obtain more info.

J
Remission

If tolerating continue dose
from 2 weeks prior

WV

Some improvement

If tolerating continue 50 mg

If tolerating consider increase to

100 mg

v [
Remission

If tolerating continue dose
from 2 weeks prior

W WV
Partial response

If tolerating continue same dose or
consider increase by 50 mg ( max.
dose 100 mg) or auEment

v

If tolerating increase by 50 mg
(max. dose 100 mg) or augment
or switch

¥
Remission

If tolerating continue dose
from 2 weeks prior

N2 W
Some improvement

If tolerating increase by 50 mg
(max. dose 100 mg) or auEment

A"

Augment or switch

v I
Remission

If tolerating continue dose
from 2 weeks prior

_- Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

W W
Some improvement

If tolerating ipgrease by 50 mg
(max. dose 100 mg) or augment

Definitions and notes

_.\’ ¢ __

Augment or switch a

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of § points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.
Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Week 1
CDP#1

Week 2
CDP#2

Week 4
CDP#3

Week 6
CDP#4

Week 8
CDP#5

Week 10-12

CDP#6-7

DULOXETINE

30 mg p.o. g a.m.

\)

Increase to 60 mg

Please click on the
green boxes or
underlined words to
obtain more info.

\)

Remission

If tolerating continue dose
from 2 weeks prior

W

Some improvement

If tolerating continue 60 mg

e

If tolerating consider increase to
90 mg

v
Remission

If tolerating continue dose
from 2 weeks prior

T v
Partial response

If tolerating continue same dose or
consider increase by 30 mg

,.\’ J‘

If tolerating consider increase by

30 mg

Remission
If tolerating continue dose
from 2 weeks prior

N2 W
Some improvement

If tolerating consider increase by
30 mg (max. dose 120 mg) or

augment

W \b

If tolerating increase by 30 mg
(max. dose 120 mgs Oor augment

or switch

v [
Remission

If tolerating continue dose
from 2 weeks prior

Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

W WV
Some improvement

If tolerating increase by 30 mg
(max. dose 120 mg) or Augment

Definitions and notes

v

If tolerating increase by 30 mg .
(max. dose of 120 mg) or

Augment or switt:y -

Some Improvement: Any drop in the PHQ-8 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1
At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.

Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Please click on the
green boxes or
underlined words to
obtain more info.

/’_ <’f Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)
ap | —
ESCITALOPRAM |
Week 1 5 mg p.o. q a.m.
CDP#1 \L
Week 2 Increase to 10 mg
CDP#2 I
Week 4 Remission Some improvement No improveme
CDP#3 If tolerating continue dose If tolerating continue 10 mg If tolerating consider increase to
from 2 weeks prior 15 mg
I
| | |
v T 7 N7 vl
ek & Remission Partial response Non-response
< If tolerating continue dose If tolerating continue same dose If tolerating consider increase by
CDP#4 from 2 weeks prior or consider increase by 5 mg 5 mg
1
¢ | | |
& W WV V]
aah Remission Some improvement No improvement
£e If tolerating continue dose If tolerating consider increase by 5 If tolerating increase by 10 mg
CDP#5 from 2 weeks prior mg ( max. dose 20 mg (max. dose of 20 mg) or augment
or augment or switch
. 1
v [ 7 N7 v—1
Remission Some improvement
Week 10-12 - - - S— : —
If tolerating continue dose If tolerating consider increase by 5 If tolerating increase by 5 mg -

CDP#6-7

from 2 weeks prior

Remission : PHQ-9 <5
No Improvement: No drop in the PHQ-9 score.

mg (max. dose of 20 mg) or augment

Definitions and notes

(max. dose of 20 mg) or augment

or switch -

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1
Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1
At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.

Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing
tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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e é {& Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)
ame
FLUOXETINE ]
Week 1 10 mg p.o. g a.m. Please click on the
CDP#1 green boxes or
— \L underlined words to
Week 2 Increase to 20 mg obtain more info.
CDP#2 I
s J I
Week 4. Remission Some improvement improvement
CDP#3 If tolerating continue dose If tolerating continue 20 mg If tolerating consider increase to
from 2 weeks prior 30mg
. 1
VoI T v S 2 )
Wook & Remission Partial response
C;eP#4 If tolerating continue dose If tolerating continue same dose or If tolerating consider increase by

from 2 weeks prior

consider increase by 10 mg

10 mg

v T

Remission

W W

Some improvement

2

Week 8 If tolerating continue dose If tolerating consider increase by If tolerating consider increase by
CDP#5 from 2 weeks prior 10 mg (max. dose 40 mg) or 10 mg (max. dose 40 mg) or
augment augment or switch
. 1
NN v v

Remission

Some improvement

A

Week 10-12 If tolerating continue dose If tolerating consider increase by 10 If tolerating consider increase by .
CDP#6-7 from 2 weeks prior mg (max. dose 40) or augment 10 mg (max. dose 40 mq) or

Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

Definitions and notes

Some Improvement: Any drop in the PHQ-9 score.

augment or switch -

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.

Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Week 1
CDP#1

Week 2
CDP#2

Week 4
CDP#3

Week 6
CDP#4

Week 8
CDP#5

Week 10-12

CDP#6-7

FLUVOXAMINE

50 mg p.o. q hs.

2

Increase to 100 mg

Please click on the
green boxes or
underlined words to
obtain more info.

\)

Remission

If tolerating continue dose
from 2 weeks prior

W

Some improvement

If tolerating continue 100 mg

If tolerating consider increase to
150 mg

v
Remission

If tolerating continue dose
from 2 weeks prior

W W

Partial response

If tolerating continue same dose or
consider increase by 50 mg

v N

If tolerating consider increase by
50 mg

v [
Remission

If tolerating continue dose
from 2 weeks prior

N2 W
Some improvement

If tolerating consider increase by
50 mg (max. dose of Z00 mg) or
augment

I -

If tolerating increase by 50 mg
{max. dose ol 200 mg) or
augment or switch

SN
Remission

If tolerating continue dose
from 2 weeks prior

Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

W WV
Some improvement

If tolerating consider increase by 50
mg (max. dose of 200 mg) or
augment

Definitions and notes

AR 2.

If tolerating consider increase by .
50 mg (max. dose of Z00 mg) or
augment or switch -

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3 4,5,6 consider switching antidepressants if side effects are intolerable.

Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Week 1
CDP#1

Week 2
CDP#2

Week 4
CDP#3

Week 6
CDP#4

Week 8
CDP#5

Lt

Week 10-12

CDP#6-7

MIRTAZAPINE

30 mg p.o ghs

\’

Continue 30 mg

Please click on the
green boxes or
underlined words to
obtain more info.

\
Remission

If tolerating continue dose
from 2 weeks prior

WV

Some improvement

Continue 30 mg

If tolerating consider increase to
45 mg

v I
Remission

If tolerating continue dose
from 2 weeks prior

WV W

Partial response

If tolerating continue same dose
or increase by 15 mg (max. dose
45 mg) or augment

b ~L

If tolerating consider increase by
15 mg (max. dose of 45) or
augment or gwitch

v J
Remission

If tolerating continue dose
from 2 weeks prior

b WV
Some improvement

If tolerating consider increase by
15 mg (max. dose of 45 mg) or
augment

IR —

If tolerating consider increase by
15 mg (mazx. dose of 45) or

augment or switch

v I
Remission

If tolerating continue dose
from 2 weeks prior

Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-8 score.

W R v ol
Some improvement No improvement
Augment

Definitions and notes

Augment or switch -

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-8 score at week 6 compared to score at week 1

At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.
Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Week 1
CDP#1

Week 2
CDP#2

Week 4
CDP#3

Week 6
CDP#4

Week 8
CDP#5

Lt

Week 10-12

CDP#6-7

PAROXETINE

10 mg p.o. q a.m.

\)

Increase to 20 mg

Please click on the
green boxes or
underlined words to
obtain more info.

\
Remission

If tolerating continue dose
from 2 weeks prior

W

Some improvement

If tolerating continue 20 mg

rovamant
i i

If tolerating consider increase
to 30 mg

v [
Remission

If tolerating continue dose
from 2 weeks prior

W W

Partial response

If tolerating continue same dose or

consider increase by 10 mg

If tolerating consider increase by

10 mg

v [
Remission

If tolerating continue dose
from 2 weeks prior

37 W
Some improvement

If tolerating increase by 10 mg
(mazx. dose 40 mg) or augment

W/

SOV EImi

Consider increase by 10 mg (max.
dose 40 mg) or augment or switch

v I
Remission

If tolerating continue dose
from 2 weeks prior

' Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

W WV
Some improvement

If tolerating increase by 10 mg
(max. dose 40 mg) or augment

Definitions and notes

N

If tolerating consider increase by .
10 mg or augment

Partial Response: A drop of 5 points in PHQ-2 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3 4,5,6 consider switching antidepressants if side effects are intolerable.
Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

—

Some Improvement: Any drop in the PHQ-8 score.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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s Q Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)
UL
SERTRALINE |
Week 1 25 mg p.o. q a.m. Flease click on the
CDP #1 green boxes or
S— \[, underlined words to
Week 2 Increase to 50 mg obtain more info.
CDP#2 I
Week 4 Remission Some improvement No improwv .
CDP#3 If tolerating continue dose If tolerating continue 50 mg po If tolerating consider increase to
from 2 weeks prior gam. 100 mg
. 1
V) 7 N7 vl
Wook 4 Remission Partial response Non-response
If tolerating continue dose If tolerating continue the same If tolerating consider increase by
COP#4 from 2 weeks prior dose or consider increase by 50 mg 50 mg
¢ I i
X 22 WV ]
TR Remission Someimprovement | LA ovement
ee If tolerating continue dose If tolerating consider increase by If tolerating consider increase by
CDP#5 from 2 weeks prior 50 mg( max. dose 200 mg) 50 mg or augment or switch
[
| | |
NN 7 N7 v—1
T ission ome improvemen No improvement
Rem S t > Improvem
ee ) If tolerating continue dose If tolerating consider increase by If tolerating, consider jgpcrease by .
CDP#6-7 from 2 weeks prior 50 mg( max. dose 200 mg) or 50 mg or augment or gwitch (
_ augment max. dose 200 mg) >

Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-8 score.

Definitions and notes

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.

Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

_In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Week 1

CDP#1

Week 2

CDP#2

Week 4
CDP#3

Week 6
CDP#4

Week 8
CDP#5

Week 10-12

CDP#6-7

VENLAFAXINE

37.5 mg p.o. g a.m.

\)

Increase to 75 mg

Please click on the
green boxes or
underlined words to
obtain more info.

)

Remission

If tolerating continue dose
from 2 weeks prior

W

Some improvement

If tolerating continue 75 mg

If tolerating consider increase to
150 mg

v 7
Remission

If tolerating continue dose
from 2 weeks prior

N2 W
Partial response

If tolerating continue same dose
or consider increase by 75 mg

AR

If tolerating consider increase
by 75 mg

v J
Remission

If tolerating continue dose
from 2 weeks prior

N2 W
Some improvement

If tolerating consider increase by
75 mg

If tolerating consider increase by
75 mg ( max. dose is 225 mg) or
augment or switch

v I
Remission

If tolerating continue dose
from 2 weeks prior

Remission : PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

W W
Some improvement

If tolerating consider increase by 75
mg ( max. dose 225 mg) or augment

Definitions and notes

:\# ¢ _.

If tolerating increase by 75 mg ( .
max. dose 225 mg) or augment or
switch -

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.
Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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= | Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Please click on the
green boxes or
underlined words to
obtain more info.

VORTIOXETINE ]
Week 1 10 mg p.o. g a.m.
CDP #1 ¢
Week 2 If tolerating continue 10 mg
CDP#2 I
Week 4. Remission Some improvement No img ment
CDP#3 If tolerating continue dose If tolerating continue 10 mg If tolerating continue 10 mg
from 2 weeks prior

v [
Remission

If tolerating continue dose
from 2 weeks prior

Week &
CDP#4

7 v
Partial response

If tolerating continue 10 mg

If tolerating consider increase to
20 mg

v [
Remission

If tolerating continue dose
from 2 weeks prior

CDP#5

k)
E

v W
Some improvement

If tolerating consider increase by
10 mg (max. dose 20 mg) or

If tolerating increase by 10 mg
(max. dose 20 mg) or augment or

Augment or switch -

augment switch
B
] | |
NN 7 N7 vl
Remission Some improvement No improvement
Week 10-12 If tolerating continue dose Augment
CDP#6-7 from 2 weeks prior

Remission: PHQ-9 <5
No Improvement: No drop in the PHQ-9 score.

Definitions and notes

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-2 score at week 6 compared to score at week 1
Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2,3,4,5,6 consider switching antidepressants if side effects are intolerable.
Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Critical decision points (CDP) and PHQ-9 based care (for ages 18-65 years)

Week 1
CDP#1

Week 2
CDP#2

Week 4
CDP#3

Week 6
CDP#4

Week 8
CDP#5

Week 10-12

CDP#6-7

BUPROPION

|

Bupropion XL 150 p.o. g a.m.

J

If tolerating continue 150 mg

Please click on the
green boxes or
underlined words to
obtain more info.

\)

Remission

If tolerating continue dose
from 2 weeks prior

W

Some improvement

If tolerating continue 150 mg

2

If tolerating consider increase to
300 mg

v
Remission

If tolerating continue dose
from 2 weeks prior

Vv WV
Partiol response

If tolerating continue same dose
or consider increase by 150 mg (
max. dose of 300 mg)

W i’

If tolerating consider increase by
150 mg (max. dose 300) or
augment or switch

vl
Remission

If tolerating continue dose
from 2 weeks prior

W WV
Some improvement

If tolerating consider increase by
150 mg (max. dose 300 mg) or

b \L

If tolerating increase by 150 mg
(max. dose 300) or augment or

augment switch
|
¢ | | |
I 7 N7 " 2
Remission Some improvement No improvement
If tolerating continue dose Augment Augment or switch -

from 2 weeks prior

Remission: PHQ-9 <5

No Improvement: No drop in the PHQ-9 score.

Definitions and notes

Some Improvement: Any drop in the PHQ-9 score.

Partial Response: A drop of 5 points in PHQ-9 score at week 6 compared to score at week 1

Non-response: A drop of <5 points in PHQ-9 score at week 6 compared to score at week 1

At CDPs 2.,3,4,5,6 consider switching antidepressants if side effects are intolerable.
Lower doses or less frequent dosage increase may be better for anxious, medically compromised, geriatric patients or for those experiencing

tolerable SE.

In cases of non-response reassess diagnosis, check for non-adherence and asess for impact of psychosocial factors.
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Previous View

Main Page

Increasing/Maximizing antidepressant dose:

Do not increase/maximize the antidepressant dose if:

» There are significant side effects
or
» Significant risk of drug interactions

» Lower doses or less frequent dosage increase may be better for
anxious or medically compromised patients




Previous View| | Main Page | COMPARISON OF COMMON ANTIDEPRESSANTS WITH S/E (for ages 18-65 years)

(Click on the name of the Antidepressant to see its follow-up and dose increase algorithm)

SEXUAL

*Above the Health Canada maximum d

ose. Consider in selected cases with input from Psychiatry when possible.

COMMENTS

Watch for QTc prolongation
at doses >40 mg/day

Escitalopram(Cipralex) is the
S-isomer of Citalopram.

Longer half life so preferable
in teenagers but for the same
reason caution in the elderly.
Also watch for drug-drug
interactions.

May be used in panic d/o,
consider in peripatum period.

Watch for significant
discontinuation syndrome
and drug-drug interactions.
Avoid in elderly and
pregnancy.

Sexual S/E are dose
dependent.
Cross over when switching.

Significant Gl side effects.

May increase blood pressure!
Watch for significant
discontinuation syndrome.

May increase blood pressure!
Watch for significant
discontinuation syndrome.

Also approved for several
pain conditions.

Avoid in those prone to
seizures and in Eating d/o.

NAME OF STARTING .:.'::('5:'_} MaAx | ANTICHOLI St on INSO}WN'A ORTHOSTATIC QT | GI WEIGHT
ANTIDEPRESSENT DOSE DOSE DOSE NERGIC AGITATION HYPOTENSION GAIN
Citalopram 10 20 40 0 0 1+ 1+ 1+ | 1+
Escitalopram 5 10 | 20 0 0 1+ 1+ 1+ | 1+
(307)
n Fluoxetine 10 20 80 0 0 2+ 1+ 1+ | 1+
=
N 0
Sertraline 25 50 200 0 1+ 2+ 1+ to | 2+
1+
0
Paroxetine 10 20 50 1+ 1+ 1+ 2+ to | 1+
1+
Vortioxetine 5 10 20 0 0 0 0 0 | 2+
0
Fluvoxamine 50 100 300 0 1+ 1+ 1+ to | 1+
1+
Venlafaxine XR 37.5 75 225 0 1+ 2+ 0 1+ | 1+
(300 *)
n
e
—Z | Desvenlafaxine 50 50 100 0 1+ 2+ 0 0 | 1+
(0))
Duloxetine 30 60 120 0 0 2+ 0 0 | 2+
= | Bupropion XL | 150 300 | 300 0 0 2+ 0 1+ | 14
< (450)
%
(cnu Mirtazapine 30 30 45 1+ 0 0 1+ | 0
Z

Significand sedation and
weight gain.
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Previous View|| Main Page

Increasing/Maximizing antidepressant dose:

Do not increase/maximize the antidepressant dose if:

» There are significant side effects or drug allergies
or
» Significant risk of drug interactions

» Lower doses or less frequent dosage increase may be better for
anxious or medically compromised patients
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Tapering and stopping

* For assistance with tapering and stopping an antidepressant,

go to:
http://wiki.psychiatrienet.nl/index.php/SwitchAntidepressants
and locate the ‘Stop’ column for respective medication.

» Withdrawal from Paroxetine, Venlafaxine and Desvenlafaxine
can be more difficult. Once at lowest dose, consider
substituting Fluoxetine 10-20 mg. Once the withdrawal
symptoms have abated, continue Fluoxetine 10 mg for 1-2
weeks and then discontinue.
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Main Page Computer Requirements

« Microsoft Windows

128MB of RAM (256MB recommended for complex forms or large
documents)

110MB of available hard-disk space

- Minimum of Microsoft Internet Explorer 6.0 or 7.0, Firefox 1.5 or
2.0, Mozilla 1.7, AOL9

- Broadband Internet connection

- Currently this Algorithm does not support IMac, los(Apple) or
Android devices
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STABLE RESOURCE TOOLKIT

AUDIT-C - Overview

The AUDIT-C is a 3-item alcohol screen that can help identify persons who are hazardous
drinkers or have active alcohol use disorders (including alcohol abuse or dependence).
The AUDIT-C is a modified version of the 10 question AUDIT instrument.

Clinical Utility
The AUDIT-C is a brief alcohol screen that reliably identifies patients who are hazardous

drinkers or have active alcohol use disorders.

Scoring
The AUDIT-C is scored on a scale of 0-12.
Each AUDIT-C question has 5 answer choices. Points allotted are:
a = 0 points, b = 1 point, ¢ = 2 points, d = 3 points, e = 4 points
M In men, a score of 4 or more is considered positive, optimal for identifying hazardous

drinking or active alcohol use disorders.

In women, a score of 3 or more is considered positive (same as above).

B However, when the points are all from Question #1 alone (#2 & #3 are zero), it can be
assumed that the patient is drinking below recommended limits and it is suggested that the
provider review the patient’s alcohol intake over the past few months to confirm accuracy.?

B Generally, the higher the score, the more likely it is that the patient’s drinking is affecting his

or her safety.

Psychometric Properties
For identifying patients with heavy/hazardous drinking and/or Active-DSM alcohol

abuse or dependence

Men' Women?
>3 Sens: 0.95 / Spec. 0.60 Sens: 0.66 / Spec. 0.94
>4 Sens: 0.86 / Spec. 0.72 Sens: 0.48 / Spec. 0.99

For identifying patients with active alcohol abuse or dependence
>3 Sens: 0.90 / Spec. 0.45 Sens: 0.80 / Spec. 0.87
>4 Sens: 0.79 / Spec. 0.56 Sens: 0.67 / Spec. 0.94

1. Bush K, Kivlahan DR, McDonell MB, et al. The AUDIT Alcohol Consumption Questions (AUDIT-C): An effective
brief screening test for problem drinking. Arch Internal Med. 1998 (3). 1789-1795.

2. Bradley KA, Bush KR, Epler AJ, et al. Two brief alcohol-screening tests from the Alcohol Use Disorders
Identification Test (AUDIT): Validation in a female veterans affairs patient population. Arch Internal Med Vol
163, April 2003: 821-829.

3. Frequently Asked Questions quide to using the AUDIT-C can be found via the website:
www.ogp.med.va.qov/general/uploads/FAQ%20AUDIT-C






STABLE RESOURCE TOOLKIT

AUDIT-C Questionnaire

Patient Name Date of Visit

1. How often do you have a drink containing alcohol?
a. Never

b. Monthly or less

. 2-4 times a month

o

2-3 times a week

e. 4 or more times a week

ogon

2. How many standard drinks containing alcohol do you have on a typical day?
a. Tor2
b. 3or4
c. 50r6
d. 7t09

e. 10 or more

ogon

3. How often do you have six or more drinks on one occasion?
a. Never

b. Less than monthly

. Monthly

Weekly

e. Daily or almost daily

ogon

AUDIT-C is available for use in the public domain.
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Shared Mental Health Care Program Referral
Please print and fax to 613-761-4908

Reason for Referral:

Diagnostic clarification
Medication/Treatment recommendations
Information re: community supports
Individual or group therapy

Assistance with insurance forms

Other:

I A o R

Additional comments that might assist with appropriate triaging of this referral:

Have you made other referrals for this patient? (For instance FHT social work or community

supports) Yes NO

If yes, please list:

Signed:

Version 1:Mar/14
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The Antidepressant Skills Workbook:

The Antidepressant Skills Workbook has been designed by mental

health experts to provide depressed individuals with information and
T ERoot tools they can use in overcoming depression. The ASW is meant to
work alongside the treatments provided by your family physician and
other mental health care providers. It helps you take an active role in
your depression treatment, working with your health providers.

What is Depression?

You might be depressed: You have some other problems including:

If your mood is very low or you have = feeling really tired much of thetime;  ® big changes in weight or appetite;

almost no interest in your life almost = feeling numb or empty; s unable to sleep enough or sleeping too much;
every day, and this feeling goes on ® having a lot of trouble concentrating; ® feeling always restless or slowed-down;

for weeks; AND = thinking about death or suicide; e thinking that you are worthless or guilty;

What AreThe Causes of Depression?

Depression is often triggered by loss,
conflict, isolation, or stress. If attempts
to cope aren’t successful, you may begin
to feel overwhelmed and hopeless.

Depressed people often withdraw from others, Depressed people often have a biased
reduce their activity level, and take less care of way of interpreting situations.
themselves. They refuse social invitations, stop Depressive thinking is unrealistically
eating well or exercising, give up hobbies, and negative about your current situation,

so on. These changes make the depression yourself, and your future.
worse.

Depression often includes a variety of Depression often begins with
physical symptoms: altered sleep, low discouragement and sadness. As
energy, changes in brain chemistry, and depression worsens, these feelings
so on. The physical changes of depression may give way to despair, anxiety and
make it harder to cope with life problems. numbness

http://www.comh.ca/antidepressant-skills/adult/resources/index-asw.cfm
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The Antidepressant Skills Workbook...

Teaches a set of skills that can stop your mood from sliding down, lessen your depression and help prevent it from
happening again. It explains how each of these skills helps fight depression and shows you in a step-by-step way
how to use the skill. It also covers:

® the different causes of depression
® information about preventing return of depression
e helpful lifestyle changes

The Antidepressant Skills Are:

During depression, most people don’t do the things that

normally keep their mood positive. If you stop taking care http://lwww.comh.cal/antidepressant-skills/adult/resources/
of yourself or doing the things you normally like, your life index-asw.cfm

becomes more dull and depressing. This can keep the

depression going and make it worse. Although it may

feel as though you’re comforting yourself by being less

active, in fact you may be helping the depression get

worse.

This section of the workbook shows you how to set
specific & achievable activation goals, and how to put
them into practice.

As people get depressed their ability to solve problems

may decline-- they are less able to estimate the severily
of a problem, come up with different solutions and plan a
course of action.

This section of the workbook shows you how to
systematically tackle problems, walking you through the
steps of effective problem-solving towards a realistic
action plan.

Depressed individuals often have a negatively distortec
way of thinking that can trigger or worsen the experierce Note
of depression -- we call this depressive thinking. '

Depressive thinking includes unrealistic and unfair This handout is i ded to deli
negative thoughts about your situation, yourself and your s handout Is intended fo aeliver

future. The aim is to challenge depressive thinking and up-to-date information on the topic of
replace it with realistic thinking. depression. It does not provide clinical

This section of the workbook shows you how to identify assessment or treatment of depression. If
and challenge depressive thinking, then gradually replace expert assistance or treatment is needed,
it with realistic thinking. the services of a competent professional

The Antidepressant Skills Workbook by Dr. Dan Bilsker and Dr. Randy Paterson is a publication of the Centre
for Applied Research in Mental Health & Addiction, Faculty of Health Sciences, Simon Fraser University.
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Assertiveness and Communication

o

.

What is assertiveness

Assertiveness is a way of
thinking, behaving, and
communicating with oth-
ers. When you are assertive
you are able to express
yourself  (your feelings,
thoughts, beliefs, emotions,
and opinions) in an open
manner, while still being
able to respect the rights of

other people. Assertiveness

Styles of communication

You might find that you
can be assertive in certain
situations but not in oth-
ers. For example, you may
be able to be assertive
with co-workers but have
a hard time saying no to
family members or close
friends. Assertiveness is
one style of communica-
tion, and a style that we
Other

styles of communication

should strive for.

include being passive, be-
ing aggressive, and being
passive-aggressive.

may appear to come natu-
rally to some people, but
like all skills it is also a
learned behaviour. When
you think about growing
up, you changed and
adapted your behaviour
based on response you
people
around you (such as par-

received from

ents, friends, classmates,

teachers, employers, au-
thority figures, etc). Per-
haps, when growing up,
you were taught that you
should
please others, or that you

always try to

shouldn’t express negative
emotions such as anger or
sadness.

Is he being
assertive, passive or
aggressive in his
communication

What is in your Toolbox?

eWhat is assertive
behaviour?

e Different communica-
tion styles

eWhat's in it for me?

eWhat’s my style?

oTips to becoming more
assertive

Inside:

WHAT IS ASSERTIVENESS2 1

STYLES OF COMMUNICATION 1

STYLES OF COMMUNICATION 2

PAYOFFS AND COSTS 3
WHAT IS MY STYLE2 3
BECOMING ASSERTIVE 4





BEING PASSIVE—
AGGRESSIVE IS Assertiveness and Communication

ANOTHER STYLE OF
COMMUNICATION
WHERE PEOPLE DON'T
OPENLY CONFRONT AN
ISSUE BUT SHOW THEIR
FEELINGS BY
FORGETTING OR BEING
LATE SO THE OTHER
PERSON NEEDS TO READ
BETWEEN THE LINES.

“Communication Style”

Knowing your personal tendencies in communication style gives you the power to have some

influence over your typical way of communicating. You can change the way you communicate.

Styles of Communication

Communication typically not simply either passive or aggressive. Given that it is not black and white, it should be con-
sidered as if on a continuum with aggressiveness and passivity on each extreme. Assertiveness lies in between the two.

Passive @ ® Aggressive

Assertive Style

Communicating assertively means being able to stand up for your own needs in a simple and direct manner. It does not
attack or negate the needs of other people. You stand up for yourself and take responsibility for getting your needs
met in a way that is beneficial for yourself and others. When you are being assertive most people will respect you for
your honesty and directness. Here are some characteristics of an assertive style:

llI”

Sincere and clear Firm voice Open to listening to Good eye contact
voice the other person

statements

Passive Style

Passiveness (also called submissiveness) is a communication style where you violate your own rights by not standing up
for what you need, or expressing yourself by communicating your needs are less important than others’ needs. Be-
cause people don’t know what your wants or feelings are, they can’t respond in any way. This may lead you to feel un-
valued by others and lead to feelings of worthlessness, guilt, anxiety and depression. Here are some characteristics of a
passive style:

Apologizing inappro- | Dismissing yourself “it | Putting yourself down Poor eye contact Facial expression
priately really doesn’t matter” doesn’t match inter-
nal feelings

Page 2






Styles of Communication cont’d

Aggressiveness

Aggressiveness is a communication style that ensures your needs are being met but
violates the rights and needs of other people. This can involve communicating in a de-
manding way, being hostile to others, and even threatening to others. Intimidation is
often used by people with an aggressive communication style. Here are some examples

Blaming

Threatening

Gestures such as
clenching fists

Staring the other
person down

Sarcastic or conde-
scending tone

Asking questions in
a hostile manner

Intruding on a per-
son’s space

Being cold and with-
drawn

What is the payoff for different communication styles?

The payoff you get

-praise for -being able to |-you feel pow-
being a good |see, hear, and | erful and less
sport love others vulnerable
-being pro- more easily -you often get
tected and -getting your | what you
looked after | needs met want
by others -confidence -people leave
you alone

The price you pay

-people can -there is no -people feel
make too guarantee of | resentful
many de- outcome about you
mands of you |-sometimes -loneliness
-a build-up of | others are -trouble in
stress and uncomfort- relationships
anger make able with di- |at home and
you depressed | rect talk work

What is your primary communication style?

Think about yourself and some of your experiences. Ask yourself how you may have
learned your style of communication.

How did your family and friends teach you to deal with conflict?

In what ways did you learn to get what you wanted without directly asking for it? Exam-
ples could include yelling, crying, making threats, etc.

Do you still use these ways today?

What is the price and pay off for your use of communication?

HOW YOU
COMMUNICATE
YOUR IDEAS AND
FEELINGS CAN BE
AN IMPORTANT
FACTOR IN HOW
YOU FEEL.

ACTUALLY
STARTING TO
ACT ASSERTIVE,
EVEN THOUGH
YOU MAY NOT
FEEL ASSERTIVE
INSIDE, WILL
MAKE YOU FEEL
STRONGER AND
MORE
CONFIDENT. THE
MORE YOU ACT
ASSERTIVE THE
HEALTHIER YOU
BECOME.





Assertiveness and Communication

Becoming more assertive

Being assertive is more than talking about your needs and wants. In order to be assertive it is also im-
portant to recognize your thoughts and feelings. If you are not clear about what you are feeling and what you want/don’t want
then it can be difficult to act assertively. If you are not sure about what you want or need then take the time to talk to someone.

Acting assertively can be learned. There are many skills and techniques that you can practice so that you increase your own asser-
tive behaviour. First, try practicing in a neutral and safe environment. As you become more confident and skilled then begin to use
these new skills in a more difficult or challenging environment or situation. Be patient; it takes time to learn new skills. If you make
a mistake, think about what went right and wrong, how you might do it differently next time, and try again.

1. Pick a situation in which you want to be more assertive. Think about how you normally react to these situations and what you
normally do or say to people. For example, is this a situation that you tend to react in a passive or aggressive manner?

Situation: Monica always cancels our Friday morning coffee time
Reaction: | pout and sulk; | avoid calling Monica; | avoid answering the phone when she calls. | act in a passive-
aggressive manner

2. Identify the unhelpful thoughts that you have associated with these situations.

Usually there are thoughts that we have that get in the way of acting in an assertive manner in these situations. For example, you
might think that friends and family will dislike you if you do not do what they want you to do.

Try to identify these unhelpful thoughts and the emotions that are tied to the thoughts. It is more helpful to write this down, rather
than trying to remember and process everything in your head.

Unhelpful Example: She’s ditching me to spend time with her other friends; she only wants to see me if she has nothing better to
do; she doesn’t really like me

Develop some new and assertive ways of thinking about the situation.

In a separate column, right down assertive ways of thinking about the situation.

Helpful Example: Monica works really late on Thursday and it is difficult for her to make commitments on Friday morning; Monica
has many family commitments; Monica’s children may be home from school today

3. Identify the unhelpful behaviours that you used in the past. Remember to think about both verbal and non-verbal behaviours.
Example: | cheerfully say “that’s okay” on the phone to Monica and quickly make an excuse to hang-up; | stomp around the house;
I lay on the couch and watch TV infomercials.

4. Develop a behaviour that is more helpful

Think of your verbal and non-verbal behaviour.

Example: | tell Monica that | am disappointed and was really looking forward to our coffee
time. | ask Monica if another time (or a different activity) that would work better for her.

How do |
normally
react?

Do | have
thoughts that
interfere?

5. Practice and rehearse the new behaviour, and develop a new script.
Before practicing the behaviour, write down what you will do and say. Remember, practicing the behaviour
is very helpful.

Take one of the situations you identified and apply your new knowledge. Then try out what you have been
practicing. It can be helpful to try this out in a safe environment first, consider role-playing with a friend or
spouse.

6. Give yourself praise.

Give yourself praise for doing the task and think about what went well. Then, think about how you would like to adjust it for the
next time and write down what you want to improve. Be kind to yourself when you think of how you want to adjust the task and
remember that all new behaviours require practice and patience.. Keep practicing..

Page 4
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FHT Social Work or Shared Mental Health?

SOCIAL WORK

SHARED MENTAL HEALTH CARE TEAM l

e Ensure patient consents to referral
e Insert Social Work stamp

e Screen for EAP/private insurance
e Include reason/s for referral

Bruyere: Message Antoine (ARO) &/or Vela (VT)
Primrose: Message Nichelle (NBL)

e Ensure patient consents to referral

e Insert Shared Mental Health stamp

e Include reason/s for referral, and if patient
Bruyere or Primrose

Message Referrals Clerk: (REF)

WHO WE CAN SEE
Short-term and/or ongoing
16+; individuals, couples, and families

WHO WE CAN SEE
Ontario patients only
l6+years; individuals
No couples counseling

APPROPRIATE REFERRALS

APPROPRIATE REFERRALS

e Anxiety, Depression & Stress
e Loss and/or grief (including anticipatory grief)

e Abuse by self or other (physical, sexual,
financial or neglect)

e Addiction (alcohol, drug, gambling/ other)
e Limited family or social supports

¢ Financial assistance (equipment, housing,
transportation, medications).

e Future planning (retirement, respite, Long Term
Care placement, POA/legal issues)

e Navigate the health care system

e DPsychiatric Assessment

e DPsychological Assessments (personality &
diagnostic clarification, limited cognitive assessment)

e Treatment recommendations

e Short Term individual therapy (typically CBT)

e Group therapy — 8 sessions (for depression, anxiety
and coping with chronic illness)

e Access to other Ottawa Hospital psychiatric
programs (e.g. Day Hospital, Working with
Emotions)

e Support with addiction issues and guidance with
accessing support in the community

e Offers a two hour workshop explaining CBT;
who it might help, how to access it, what is
involved

e Offers 1-2 hour workshops on mental health
topics

WAITLIST: 2wks — 3mths for initial visit

WAITLIST: Goal for initial assessment within 4
weeks of referral

Admin Coordinator: Ella Cooper (613-798-5555 ext
19112):

Bruyere: Tracy Meeker, RN

Primrose: Loanna Maidment, RN

** If you have any questions or would like quick consultation, call or email us directly. **

Last updated 25 March 2014






FHT Social Work or Shared Mental Health?
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Print COLUMBIA-SUICIDE SEVERITY RATING SCALE

Screen Version - Recent
SUICIDE IDEATION DEFINITIONS AND PROMPTS nr:::h
Ask questions that are bolded and underlined. YES | NO

Ask Questions 1 and 2

1) Wish to be Dead:

Person endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep
and not wake up.

Have you wished you were dead or wished you could go to sleep and not wake up?

2)Suicidal Thoughts:
General non-specific thoughts of wanting to end one’s life/commit suicide, “I've thought about
killing myself”without general thoughts of ways to kill oneself/associated methods, intent, or
plan.

Have you actually had any thoughts of killing yourself?

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

3) Suicidal Thoughts with Method (without Specific Plan or Intent to Act):
Person endorses thoughts of suicide and has thought of a least one method during the
assessment period. This is different than a specific plan with time, place or method details
worked out. “ I thought about taking an overdose but I never made a specific plan as to when
where or how I would actually do it....and I would never go through with it."

Have you been thinking about how you might kill yourself?

4) Suicidal Intent (without Specific Plan):
Active suicidal thoughts of killing oneself and patient reports having some intent to act on such
thoughts, as opposed to “I have the thoughts but I definitely will not do anything about them.”

Have you had these thoughts and had some intention of acting on them?

5) Suicide Intent with Specific Plan:
Thoughts of killing oneself with details of plan fully or partially worked out and person has
some intent to carry it out.

Have you started to work out or worked out the details of how to kill yourself? Do
you intend to carry out this plan?

6) Suicide Behavior Question:

Have you ever done anything, started to do anything, or prepared to do anything to
end your life?

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didn't swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut
yourself, tried to hang yourself, etc.

If YES, ask: How long ago did you do any of these?
[Over a year ago? [Between three months and a year ago? [Within the last three months?

For inquiries and training information contact: Kelly Posner, Ph.D.
New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; posnerk@nyspi.columbia.edu
© 2008 The Research Foundation for Mental Hygiene, Inc.
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COLUMBIA-SUICIDE SEVERITY RATING SCALE (C-SSRS)

Print Posner, Brent, Lucas, Gould, Stanley, Brown, Fisher, Zelazny, Burke, Oquendo, & Mann
© 2008 The Research Foundation for Mental Hygiene, Inc.
RISK ASSESSMENT - ADULT
Instructions: Check all risk and protective factors that apply. To be completed following the patient interview,
review of medical record(s) and/or consultation with family members and/or other professionals.
Past 3 Suicidal and Self-Injurious I -
Months Behavior Lifetime | Clinical Status (Recent)
] Actual suicide attempt ] Hopelessness
] Interrupted attempt ] Major depressive episode
L] Aborted or Self-Interrupted attempt ] Mixed affective episode (e.g. Bipolar)
] Other preparatory acts to kill self ] Command hallucinations to hurt self
Self-injurious behavior without . . . .
] suicidal intent ] Highly impulsive behavior

Suicidal Ideation
Check Most Severe in Past Month

Substance abuse or dependence

]

Wish to be dead

Agitation or severe anxiety

O

Suicidal thoughts

Perceived burden on family or others

[l

Suicidal thoughts with method
(but without specific plan or intent to act)

Chronic physical pain or other acute medical
problem (HIV/AIDS, COPD, cancer, etc.)

]

Suicidal intent (without specific plan)

Homicidal ideation

]

Suicidal intent with specific plan

Aggressive behavior towards others

Activating Events (Recent)

Method for suicide available (gun, pills, etc.)

Recent loss(es) or other significant negative

] event(s) (legal, financial, relationship, etc.) Refuses or feels unable to agree to safety plan
Describe: Sexual abuse (lifetime)

Family history of suicide (lifetime)
[] | Pending incarceration or homelessness ective Factors (Recent)

O

Current or pending isolation or feeling alone

Identifies reasons for living

Treatment History

Responsibility to family or others; living with
family

OOoo oo oo ooooo|ogo|algooo

[] | Previous psychiatric diagnoses and treatments Supportive social network or family

[] | Hopeless or dissatisfied with treatment Fear of death or dying due to pain and suffering
[ ] | Non-compliant with treatment Belief that suicide is immoral; high spirituality
[] | Not receiving treatment Engaged in work or school

Other Risk Factors Other Protective Factors

Ll [

Ll [

L] 0

Describe any suicidal, self-injurious or aggressive behavior (include dates)
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Community Counselling Options

Free
Community Health and Resource Centres

- Check website www.coalitionottawa.ca for centre nearest to the patient

The Walk-in Counselling Clinic

- Family Services Ottawa (613-725-3601)
- JFS Ottawa (613-722-2225)
- CFS Ottawa (613-233-8478)

Youth Mental Health Walk-in Clinic (613-562-3004)
Wabano Centre for Aboriginal Health (613-748-0657)

For students at Algonquin, Carleton University and the University of Ottawa free counselling
available on campus (see campus website for more information)

For other counselling options go to www.ementalhealth.ca

Sliding Scale

Family Service Centre (613-725-3601)

Catholic Family Service Centre (613-233-8478)

Jewish Family Services (613-722-2225)

St Paul’s University Centre for Counselling (613-782-3022)
The Men’s Project (613-230-6179)

Centre for Psychological Services and Research, Dept. of Psychology at the University of Ottawa
(613-562-5289)

Ottawa Community Immigrant Services Org. (613-725-0202)



http://www.coalitionottawa.ca/

http://www.ementalhealth.ca/
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Copyrights & disclaimer

Audience and Intended Use

The information contained in this Depression algorithm is intended
primarily for health professionals and other expert audiences.

This Depression algorithm should not be construed as medical advice or
medical opinion related to any specific facts or circumstances. Patients and
families are urged to consult a health care professional regarding their own
situation and any specific medical questions they may have. In addition,
they should seek assistance from a health care professional in interpreting
this Depression algorithm and applying it in their individual case.

This Depression algorithm is designed to assist clinicians by providing an
analytical framework for the evaluation and treatment of patients, and is
not intended either to replace a clinician's judgment or to establish a
protocol for all patients with a particular condition.
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Feedback

For contact and leaving feedback, please click on the names below to start
your email program:

1. Dr. Douglas Green
2. Dr. Asmat Khan




http://www.drcheng.ca/ottawadepressionalgorithm/contact-form/

http://www.drcheng.ca/ottawadepressionalgorithm/contact-form/



		Print: 

		Previous View: 






Previous View Shared care

Print

GAD-7 Anxiety

Over the last two weeks, how often have you Not Several More Nearly
been bothered by the following problems? at all days than half every
the days day
1. Feeling nervous, anxious, or on edge
0 1 2 3
2. Not being able to sleep or control
worrying 0 1 2 3
3. Worrying too much about different things
0 1 2 3
4. Trouble relaxing
0 1 2 3
5. Being so restless that it is hard to sit still
0 1 2 3
6. Becoming easily annoyed or irritable
0 1 2 3
7. Feeling afraid, as if something awful
might happen 0 1 2 3
Column totals + + + =
Total score

If you checked any problems, how difficult have they made it for you to do your work, take care of
things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult
[ [ l O

Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr.
Spitzer at risB@columbia.edu. PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc. All rights reserved.
Reproduced with permission

Scoring GAD-7 Anxiety Severity

This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, respectively,
of “not at all,” “several days,” “more than half the days,” and “nearly every day.”
GAD-7 total score for the seven items ranges from 0 to 21.

”

0—4: minimal anxiety
5-9: mild anxiety
10-14: moderate anxiety

15-21: severe anxiety



mailto:ris8@columbia.edu





Previous View
Print

Shared Mental Health Care Program Referral
Please print and fax to 613-761-4908

Reason for Referral:

Diagnostic clarification
Medication/Treatment recommendations
Information re: community supports
Individual or group therapy

Assistance with insurance forms

Other:

I A o R

Additional comments that might assist with appropriate triaging of this referral:

Have you made other referrals for this patient? (For instance FHT social work or community

supports) Yes NO

If yes, please list:

Signed:

Version 1:Mar/14
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Getting Active Toolkit

GETTING ACTIVE
IS YOUR BEST
APPROACH TO
MANAGING
DEPRESSION—

Getting active can be the best approach for preventing and managing depression. It means
understanding how your activities and your mood are linked and taking steps to get moving.

Noticing what you are doing

The first step in the process is to become aware of the link between your activity and your mood.

This means noticing :
e What you’re doing
e Where you are doing it
e Who you are doing it with
e When you are doing it
e What your mood is during certain activities.

Once you begin to pay attention to your behaviours and how they influence your mood you can try new behaviours
and notice what happens. Your ability to notice small changes and your willingness to be open to experimenting will
help you in this. An attitude of curiosity and willingness to experiment is important.

Rating your mood

Moods (feelings, emotions) are sometimes hard to identify. Especially when we are depressed it can seem like we feel
‘bad’ all the time or ‘worn out’ or ‘out of control’. It’s difficult to identify the specific feeling but it is very important to
learn to recognize and name our moods. We can then begin to see the relationship between what we are doing and
how we are feeling; and we can experiment with trying new behaviours to see the effect on our mood.

It is also helpful to notice that the intensity of our feelings is not always the same. We might notice that in certain situa-
tions we feel a very intense or powerful mood (10/10) whereas in other situations our feelings are much less powerful
(2/10). Also notice that moods are usually described in one word. If you find yourself using many words, you are more
likely describing thoughts, not feelings.

Page 2





Rate your moods with the feeling thermometer

10-very strong

NWhHhhUuoN®O

1-very weak

Here is a list of some common moods you might have during your day.

Mood List
afraid angry anxious ashamed bored
calm confused curious defeated depressed
disap- embarrassed | excited frustrated glad
pointed
guilty happy hurt insecure irritated
lonely loving proud resentful sad
satisfied worried Other

moods:

Sometimes people think
from the inside out—
That you need to feel
good before you get
active. But actually the
reverse is true. You
need to think from the
outside in—that you will
feel better when you
get active.

“WE MUST LOOK
FOR WAYS TO
BE AN ACTIVE
FORCE IN OUR
OWN LIVES” -
LES BROWN

Start with small steps and you
will have success.





Getting Active Toolkit

Recording your activity and moods

Make 7 copies of the Daily Activity-Mood Chart. For the next 7 days track your activities and mood on a day-to-day,
hour-by-hour basis. If one week seems like too much just pick 2 week days and 2 weekend days. It doesn’t have to be
exact; but the more detailed you can be in noticing what is happening; the better able you will be to notice changes. It
helps if you take a moment to fill in the chart several times during the day — perhaps at lunchtime, dinnertime, and
bedtime. Otherwise it can be hard to remember what you were doing or feeling.

Daily Activity—Mood Chart for

(Date)
TIME ACTIVITY 70010))) RATING 1-10
Midnight
1:00 AM
2:00 AM
3:00 AM
4:00 AM
5:00 AM
6:00 AM
7:00 AM
8:00 AM
9:00 AM

10:00 AM

11:00 AM

Noon

1:00 PM
2:00 PM
3:00 PM
4:00 PM
5:00 PM
6:00 PM
7:00 PM
8:00 PM
9:00 PM
10:00 PM
11:00 PM
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Reviewing your Activity—Mood Chart

What do you notice as you look over your Activity-Mood Chart for the past week?
Many different moods? A great deal of variation?
Not much variation in mood? Almost always the same mood?
Situations that were almost always connected with positive mood?
Situations that were almost always connected with negative mood?
Times of day when mood was usually positive?

Times of day when mood was usually negative? IF 1 HAD NOT
Situations or times when mood was more intense? Less intense BEEN ALREADY
BEEN
. . MEDITATING, |
Observations from the Activity—Mood Chart on Page 4. e

CERTAINLY HAVE
HAD TO START.
'VE TREATED MY
OWN
DEPRESSION FOR
MANY YEARS
WITH EXERCISE
AND
MEDITATION,
AND I'VE FOUND
THAT TO BE A
TREMENDOUS
HELP"—JUDY

Goals for new activities

Setting goals for yourself is a very helpful strategy to get you moving in the right di- COLLINS
rection. Now that you know what kinds of activities help you feel good and those that
help you feel bad, what kinds of activities can you strive for over the course of the
next day, the next few days, or the next week. Don’t forget to make these goals realis-
tic. Strive for what you truly can achieve and make sure you are setting yourself up for
success. Write down your goals for the next period of time. Don’t worry about filling
them all in. Just do what works.

“Don't find fault, find a
remedy” - Henry Ford

ok wNE
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“PEOPLE WHO
FOLLOW A
MEDITERRANEAN-
STYLE DIET RICH IN
FRUITS,
VEGETABLES,
WHOLE GRAINS,
FISH, AND NUTS,
ARE LEAST LIKELY
TO BECOME
DEPRESSED.”

-DR. SANCHEZ-
VILLEGAS AND
COLLEAGUES.
(2009)

Eating whole foods instead of
processed foods is better for
you

Getting Active Toolkit

How does depression affect activity?

When people are depressed they tend to reduce their activities in a number of areas.
They might let go of Self Care; they withdraw from Connection with Family and
Friends; they pull back from Personally Rewarding Activities; and they avoid Day-to-
day Tasks.

Looking after ourselves requires attention to basic day-to-day activities of self care such
as eating a balanced diet, exercising regularly, and getting a good night’s sleep. When
we are depressed, self care is often neglected. In fact, it is often when these self care
behaviours slip that we and those around us begin to recognize that something is
wrong.

Your diet

Food is our fuel. It gives us energy and helps us stay healthy. Depression affects appe-
tite and diet differently in different people. Some people overeat when they are de-
pressed, finding themselves drawn to eating as a form of self comfort. ‘Comfort foods’,
unfortunately, are often high in fat and carbohydrates (macaroni and cheese, dough-
nuts, snack foods). It is more common for people with depression to find that they just
don’t feel like eating. Their lack of appetite can lead to them ‘“forgetting’ to eat.

How has depression affected your diet?

Suggestions:

Even though you might not feel hungry, you need to give your body nutritious food

when you are depressed. Here are a few suggestions to help with diet.

1. Choose healthy foods. The Canada Food Guide (available on Health Canada’s website
www.hc-sc.gc.ca) offers guidelines for healthy food choices and also explains food
labelling. Stock up on fruits and vegetables so they are readily available. Try to
choose complex carbohydrates (whole grains, brown rice) and steer clear of foods
with high levels of refined sugar (pop, candies, cookies).

2. Eat regular meals. This might mean pushing yourself to eat even when you don’t feel
hungry. Try to keep a set routine of three meals a day. Eat at the dinner table rather
than in bed or lying on the couch.

3. Keep it simple. Meals don’t need to be complicated or time consuming in order to be
nutritious.

4. Now is not the time for a restrictive diet. Even if you would like to lose weight, resist
the temptation to go without food for long stretches. Maintaining regular, balanced
meals, reasonable portions and physical activity is much healthier option.

5. Consider reading the book Food & Mood by Elizabeth Somer.
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Exercise

We know that exercise is good for our physical and mental health but it can be very
difficult to get up the energy to exercise when we are depressed. Even a walk around
the block can feel like a major undertaking. There is growing evidence, however, that
regular exercise can play a very important role in lifting mood, increasing energy, and
protecting against depressive episodes.

How has depression affected your exercise?

Suggestions:

How do you get yourself exercising when your mood and motivation are low? Here are
a few hints.

Find an activity that you enjoy. If you hate jogging, don’t set yourself up for failure by
choosing it as your activity. What about dancing? — take a class with someone or dance
at home to a video. Not into weight lifting? Try yoga. It also builds strength.

1. Keep it simple. Pick an activity that you can easily get to and that doesn’t cost too
much or require a lot of specialized equipment. If you have to drive an hour to get to
the gym you are more likely to talk yourself out of going.

2. Focus more on getting yourself doing the activity, less on following a strict time
schedule. Even if you do just 15 minutes of your 30 minute work-out, you will benefit.
And you are developing a new pattern of behaviour. Give yourself credit for small
steps.

3. Buddy up. Most people find that doing activities with a friend is both fun and moti-
vating. If you’ve made a commitment to exercise with a friend you are less likely to
talk yourself out of doing it.

4. Be patient. It may take time to feel the positive changes.

What's my plan? Write down a couple of things you can do that will get you more exer-
cise?

d Page 7

MANY PEOPLE
MAY NOT KNOW
THAT EXERCISE
DOES MORE FOR
YOU THAN JUST
HELP YOU LOSE
WEIGHT OR BUILD
MUSCLE. REGULAR
PHYSICAL ACTIVITY
IS A PRESCRIPTION
FOR HELPING
DECREASE STRESS;
RELIEVE
DEPRESSION,
ANXIETY,
HEARTBURN AND
CONSTIPATION;
INCREASE
HAPPINESS;
IMPROVE YOUR
LOVE LIFE AND
FITNESS LEVEL;
AND PREVENT
DIABETES, HEART
DISEASE, WEIGHT
GAIN,
OSTEOPOROSIS
AND CANCER.





Having a drink at the
end of the day may
help you unwind but
it also may cause you
to have poor sleep.

“PEOPLE WITH
INSOMNIA ARE
KNOWN TO BE
AT HIGHER RISK
TO DEVELOP
DEPRESSION.
EVEN A SINGLE
NIGHT OF POOR
SLEEP CAN
AFFECT YOUR
MOOD”

v

Numerous medications can
affect your sleep. Talk to your
doctor if you are taking medi-
cation and you are having
troubles sleeping.

Getting Active Toolkit

Sleep

Sleep problems — not being able to sleep, sleeping too much, or having restless, non-
restorative sleep (not feeling rested after sleep) — are a major sign of depression. De-
pression and sleep difficulties are closely linked and can become a vicious cycle with
depression symptoms such as sadness, hopelessness, and worthlessness interfering
with sleep and sleep disruption having a negative effect on mood and coping. Sleep
problems can also compound depression when people develop a pattern of ‘taking to
their bed’, either in an effort to catch up on sleep or as an avoidance of their day-to-
day activities and situations.

How has depression affected your sleep?

Suggestions:

Here are some strategies to help you develop a healthy sleep pattern.

1. Prepare yourself for sleep. Give yourself time to settle mentally and physically at
the end of your day. In the hour before going to bed avoid activities that get you tense
or ‘worked up’ such as strenuous exercise, eating a heavy meal, computer work or
games, TV, caffeine (for 6-8 hours before bed), nicotine, and alcohol (other than a mod-
erate amount with dinner). Instead, try dimming the lights, listening to soft music, or
taking a warm bath or shower. If your mind is filled with worries or things to do, write a
list and put the paper in a drawer. Try shifting your focus to abdominal breathing or
progressive muscle relaxation.

2. Prepare your environment. A cool, dark, quiet room is usually better for sleep. Turn
off hourly beepers or gongs. You may need to try a sleep mask, ear plugs or using a fan
to keep you cooler and/or to mask noise. Turn your clock away so that you can’t see it
to avoid clock-watching.

3. Go to bed only when you are very drowsy (yawning, head bobbing), even if this is
later than you would like. As your sleep pattern improves, you will get sleepy earlier. If
you are not asleep after 15-20 minutes in bed, GET UP. Go out of your bedroom. Do
something relaxing like listening to music or reading (but not a captivating 300 page
book). Resist eating, drinking alcohol, or smoking. When you begin to feel drowsy, go
back to bed. Repeat this as many times as necessary.

4. Set a schedule for getting up. Stick to this even on the weekends or when you've
had a bad night so that your body develops a regular rhythm of sleep.

5. Avoid napping during the day if possible. If you do nap, limit it to 20 minutes.

Talk to your doctor if you are considering use of over-the-counter or prescription sleep-
ing medication.
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Substance Use

Alcohol and other drugs are mood altering substances. Alcohol (or other drugs) can
make a depressed person feel less tense, more relaxed, less focussed on problems —
for the moment. But substance use provides a temporary escape that distracts us from
constructive problem-solving and can make our problems much worse.

Alcohol is a central nervous system depressant — not what we need when we’re bat-
tling depression. Also, alcohol and other drugs interact with prescription medications,
including antidepressants. Finally, using substances to cope with depression can be-
come a habit; leading to the dual diagnosis of substance dependence disorder and ma-
jor depressive disorder.

How has depression affected your use of substances?
How has your use of substances affected your depression?

Although it can be tempting to turn to alcohol or other drugs as an escape when you
are depressed, the consequences — both short-term and long-term are negative. Here
are some suggestions.

Suggestions:

1. Clear your home of all substances. You don’t need the temptation when you are
already dealing with depression. Avoid going to your old drinking/using haunts.

2. Let people know that you are not drinking or using, even if it means making up an
excuse. (I'm on antibiotics. I'm the designated driver)

3. Recognize your triggers for drinking/using and make a plan to respond differently.
4. If you tend to drink alcohol when you are upset, try engaging in a more healthy
coping strategy. Consider talking to a friend, going for a walk, or doing something you
like to do.

Ask for help. Recognize that if you are unable to control your pattern of drinking/drug

use you need specialized help. There are services available for people who are strug-
gling with both depression and substance use. Talk to your doctor.
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If you are worried
that you have devel-
oped a drinking
problem you could
test it out. Try not
consuming alcohol for
three months. If you
have trouble follow-
ing through you may
have developed a
habit.

DID YOU KNOW
THAT HEAVY
ALCOHOL USE
AFFECTS THE
BRAIN’'S CHEMICAL
ACITIVTY
INCLUDING
THOSE
CHEMICALS THAT
ARE LINKED TO
DEPRESSION?

Winding up in the morning
with caffeine and winding
down in the evening with
alcohol can be habit forming.





SOCIALIZING
CAN HAVE A
POWERFUL
IMPACT ON
YOUR MOOD.
FOR EXAMPLE,
SOCIALIZING
WITH PEOPLE
WHO ARE IN A
BAD MOOD WILL
TEND TO INVITE
YOU INTO THEIR
BAD MOOD.
THEREFORE, IF
YOU ASSOCIATE
WITH ANGRY
PEOPLE YOU ARE
MORE LIKELY TO
FEEL ANGER
YOURSELF.

ON THE OTHER
HAND,
SOCIALIZING
WITH HAPPY
PEOPLE WILL RUB
OFF ON YOU AS
WELL AS THEY
WILL HELP YOU
UNDERSTAND
YOUR PROBLEMS
IN A MORE
HELPFUL WAY.
AND THEIR
MOOD WILL RUB
OFF AS WELL!

Getting Active Toolkit

Connection with Family and Friends

When you are depressed being around people often feels very stressful and can take a
lot of energy. It is natural to avoid situations that make you feel stressed, anxious, or
uncomfortable. Unfortunately, this avoidance can actually make depression worse.
Learning to cope with the difficult emotions and approach stressful situations will help
you to resist avoidance and build your sense of competency and connectedness.

How has depression affected your connection with family and friends?

Even though it is easier to avoid contact with people when you are depressed, you
need the support of friends and loved ones.

Suggestions:

1.
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Talk to the people who are close to you about what you are going through so
that they can better understand and provide you with the support you need at
this time. You may choose to only share with a few people. That makes perfect
sense.

Limit the time and type of your social outings. For example, asking a friend to
join you in one of your new activities (taking a dance class) may be more man-
ageable than going away on a camping weekend with 6 people. Sometimes you
might have to ‘push yourself’ to participate in a family or social event but you will
likely feel better if you go even for a short time than if you avoid going alto-
gether.

Resist the temptation to use alcohol to help you cope with stressful social situa-

tions. You don’t need the extra stress of trying to hold it together while under
the influence or of dealing with a hangover.
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Pleasurable Activities

Depression robs people of motivation and energy. Even the things that used to be en-
joyable or rewarding become too much work or just not that interesting. And on top of
that, it’s hard to justify spending time doing ‘fun’ things if you’ve fallen behind in tasks
at work or home. Another vicious cycle gets going as our avoidance of hobbies, sports,
and leisure activities leads to loss of self-confidence.

How has depression affected your involvement in pleasurable activities?

Even though you might not feel as motivated or get the same level of enjoyment from
your hobbies or fun activities when you are depressed it is important to schedule some
enjoyment into each day to remind you of your own interests and to direct your atten-
tion away from negative thoughts and feelings.

Suggestions:

1. Be modest in your expectations. If you are getting back into reading, start with
magazines in areas of interest. If you are going to get into knitting again, go for a
scarf, not a sweater.

2. Your pleasurable activities can be great rewards for your efforts at increasing
other activities such as exercise.

Day-to-day Tasks

Even small duties like taking out the garbage or opening the mail get neglected
when you are depressed. Avoidance of these day-to-day tasks can lead to a pattern
of procrastination which adds to feelings of discouragement and inadequacy.

How has depression affected your management of day-to-day tasks?

Procrastination of day-to-day tasks leaves us with an internal feeling of tension
and erodes our sense of competency and worth. It also creates tension in our rela-
tionships as the people we live with become concerned and frustrated.

Suggestions:

1. Break down your tasks into small steps. For example, if you are taking on the
job of cleaning your house, make a list of each small task that is part of the
overall job (dust the living room furniture), schedule when you will do each, and
reward yourself after each step is accomplished.

2. Stand up to procrastination by reminding yourself that you don't have to enjoy
doing the task, you just have to do it. And the best time is now.
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Two Experiments

Experiment #1—Identifying new activities
Look back over each of the areas described above, noticing how depression has affected your life in each of these ar-
eas. In each of these areas list three possible activities that you would like to begin or increase.

Diet

Exercise

Sleep

Substance Use

Connection with Family and Friends

Personally Rewarding Activities

Day-to-Day Tasks

Experiment #2
Pick two of the activities that you came up with in Experiment 1: Identifying New Activities and write them as goals for
the upcoming week. They should be from different areas such as:

Goal #1: | will go for a 15-minute walk 2 times this week.
Goal #2: I will call and arrange to meet either Jennifer or Ryan for coffee once this week.

Schedule these activities into your appointment book at a specific time.

Go for it. You might not feel like doing the activities that you set as goals for the week. That’s understandable. But you
have made a commitment to yourself and that makes it worth the effort.

Review your progress. If you achieved your goal give yourself credit. If you didn’t succeed, what got in the way? Maybe
the goal was too ambitious. Scale it back for now. Your energy will increase with time.

After two weeks of working on these 2 goals, review your situation again. Do you want to increase or modify your
goals? Do you feel ready to add another goal? If so, pick an activity from another area from Experiment 2: Identifying

New Activities and write a new goal into your schedule. For example,

Goal #3: | will spend 30 minutes once per week organizing financial papers.

Observe the effect of your new activities on your mood. Look back at your Daily Activity-Mood Chart. Notice differ-
ences in your current activities and mood.
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TABLE 1. PATIENT HEALTH QUESTIONNAIRE (PHQ-9):

Over the last 2 weeks, how often have you been bothered by any of the following problems?

(use “v” to indicate your answer)

More than Nearly
Not at all Several days half the days every day

1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping

too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are

a failure or have let yourself or your family down Y 1 2 3
7. Trouble concentrating on things, such as reading 0 1 2 3

the newspaper or watching felevision
8. Moving or speaking so slowly that other people

could have noticed. Or the opposite — 0 1 2 3

being so fidgety or restless that you have been

moving around a lot more than usual
9. Thoughts that you would be better off dead, or

of hurting yourself in some way 0 1 2 3

(Health care professional: For interpretation of TOTAL

please refer to scoring card below)

add columns:

TOTAL:

10. If you checked off any problems, how difficult

Not difficult at all

have these problems made it for you to do your

work, take care of things at home, or get along

with other people?

Very difficult

Somewhat difficult

Extremely difficult

*PHQ-9 QUICK DEPRESSION ASSESSMENT
For initial diagnosis:

1. Patient completes PHQ-9 Quick Depression
Assessment.

2. If there are at least 4 s in the shaded
section (including Questions #1 or #2),
consider a depressive disorder. Add score
to defermine severity.

3. Consider Major Depressive Disorder
if there are at least 5 Vs in the shaded
section (1 of which corresponds to Question
#1 or #2).

Consider Other Depressive Disorder
if there are 2-4 Vs in the shaded section
(1 of which corresponds to Question #1 or #2).

Note: Since the questionnaire relies on patient
self-report, all responses should be verified by
the clinician. A definitive diagnosis is made on
clinical grounds taking into account how well the
patient understood the questionnaire, as well as
other relevant information from the patient.
Diagnoses of major depressive disorder or
other depressive disorder also require impair-
ment of social, occupational, or other important
areas of functioning (Question #10) and ruling

out normal bereavement, a history of a manic
episode (bipolar disorder), and a physical dis-
order, medication, or other drug as the
biological cause of the depressive symptoms.

To monitor severity over time for newly
diagnosed patients or patients in current
treatment for depression:

1. Patients may complete questionnaires at
baseline and at regular intervals (e.g., every
2 weeks) at home and bring them in at their
next appointment for scoring, or they may
complete the questionnaire during each
scheduled appointment.

2. Add up vs by column. For every v:
“Several days” = 1; “More than half the
days” = 2; “Nearly every day” = 3.

3. Add together column scores to get a TOTAL
score.

PHQ-9 SCORING CARD FOR
SEVERITY DETERMINATION
for health professional use only

Scoring — add up all checked boxes
on PHQ-9

For every v: Not at all = O;
Several days = 1; More than half the days = 2;
Nearly every day = 3.

Interpretation of Total Score

Total Score  Depression Severity

1-4 Minimal depression

5-9 Mild depression
10-14 Moderate depression
15-19 Moderately severe depression
20-27 Severe depression

. Refer to the PHQ-9 Scoring Card (at right) to
interpret the TOTAL score.

5. Results may be included in patients’ files to
assist you in sefting up a treatment goal,
defermining degree of response, as well as
guiding treatment intervention.

This PHQ-9 questionnaire is also available at
www.depression-primarycare.org/clinicians/toolkits/
materials/forms/phq®/

*Reprinted with permission from Spitzer RL, Kroenke K, Williams JBW, and
the Patient Health Questionnaire Primary Care Study Group. Validation
and utility of a self-report version of PRIME-MD: the PHQ primary care

study. JAMA. 1999;282:1737-1744.
PRIME-MD PHQ9®. Copyright©® 1999 Pfizer Inc.

Source: New York City Department of Health and Mental Hygiene; http://www.nyc.gov/html/doh/downloads/pdf/chi/chi25-1.pdf
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Instructions

1. Each page in the algorithm contains instructions at the top, which
provide links to other sources of information.

2. Each linked page contains buttons which link back to the main page
and/or the previous page.

3. Many pages also contain a Print button.

4. The page entitled “Comparison of Common Antidepressants” (found by
linking from the “Medication” button) provides algorithms for using
each of 12 antidepressants in the table (found by clicking on each
antidepressant).
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NAME: DATE.:

Over the last 2 weeks, how often have you been

bothered by any of the following problems?

More than
(use "v'"to indicate your answer) Notatal | Several | = - ..o Nearly
days every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2, Feeling down, depressed, or hopeless 0 1 2 :
. . . 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 1 2 :
5. Poor appetite or overeating 0 1 2 .
6. Feeling bad about yourself—or that you are a failure or 0 1 2 3
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 figety or 0 1 5 3
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 5 3
hurting yourself
add columns + +
(Healthcare professional: For interpretation of TOTAL, TOTAL:
please refer to accompanying scoring card).
10. If you checked off any problems, how difficult Not difficult at all
have these problems made it for you to do Somewhat difficult
your work, take care of things at home, or get .
Very difficult
along with other people?
Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD®© is a trademark of Pfizer Inc.
A2663B 10-04-2005
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Physical Activity

Regular physical activity is good for your health. Being physically active can help you maintain a
healthy body weight, manage stress, manage or even prevent depression, anxiety, Type 2 diabetes,
high blood pressure, osteoarthritis, and reduces risk of a number of health conditions (e.g., colon and
breast cancer, stroke, cardiovascular disease). If you are not currently active and have a health
condition, you should talk to a physician before starting a new activity. For most people, you can start
to slowly and gently increase your activity. Here are some important things to think about:

How Much Activity Do You Need

Experts who have studied the effects of physical activity on health tell us that we should aim for at
least 30-60 minutes of moderate physical activity on most days of the week. But that doesn’'t mean
that your first goal for the next two weeks should be 30-60 minutes of activity every day! To
experience benefits for mood and anxiety, even just one short walk can make a difference.

The 3 things to think about for how much activity you need are: intensity, duration, and frequency
* Intensity — how hard your body is working. For example:
o light = slow walking
0 moderate = fast walking or light jogging
0 vigorous = running, biking quickly
e Duration — number of minutes

* Frequency — number of active sessions per week

Start Slow and Set Realistic Goals

Begin with small changes. If you have been doing very little physical activity most days, then start with
a fairly small change. For example, you might begin with the goal of doing a brisk 10-minute walk
three times a week. If this goal becomes comfortable and you're able to maintain it for a week, then
you might want to gradually increase it — maybe you'll start walking for 15 minutes on one of the days
or increase the number of times you walk each week. Eventually, by slowly increasing your goals, you
will reach the recommended level.

Small amounts add up! You don't have to do 30-60 minutes of activity all at one time — you can add
up each 10-minutes of activity over the course of a day.

Choose Activities that you Enjoy

You have lots of different options. Pick activities that you think you might like or that you have enjoyed
before. There are three main kinds of physical activity to choose from: Endurance, Flexibility or
Strength and Balance (see Canada’s Physical Activity Guide: http://www.paguide.com).





Endurance
« Continuous activities that make you feel warm and breathe deeply (e.g., walking, dancing)

N

Flexibility
* Gentle reaching, bending and stretching

Strength and Balance I

« Lifting weights (or own body weight), resistance activities

Experts recommend that you try to include physical activities from each of these categories. But if you
can’'t do that, do what you can — add activity to your life as much as you can, within realistic limits.

Build Activity into your Life

Choose activities that are convenient and that fit into your daily schedule — maybe walking to a local
store instead of driving, taking the stairs instead of the elevator, moving around more at home, playing
more actively with your children, getting in the habit of doing a gentle exercise routine at a certain time
each day, or doing exercise classes offered on television, the Internet, or on a DVD.

Plan ahead

Schedule your goals into your week — if you write your goals down you are more likely to do them. It is
also helpful to think of things that might keep you from being active. For instance, have the supplies
you need on hand (e.g., clothes, shoes, music). Change your environment — both home and work - to
support more activity. For example, create a space in your home for an exercise matt, keep your
running shoes by the door at home, wear or take comfortable shoes to work so that you can take
short walks during the day, or put a list of your weekly physical activity goals on the fridge.

Get Family and Friends Involved

Ask family and friends for support in becoming more active. Doing physical activity with a friend or
family member can also make it easier to keep active — and helps you meet another goal of social
activity! Think about the people who will support you and who you might be active with.

*Adapted from Positive Coping with Health Conditions, 2009 by D. Bilsker, J. Samra, & E. Goldner. Consortium
for Organizational Mental Healthcare (COMH). All rights reserved.
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Regular physical activity is good for your health. Being physically active can help you maintain a
healthy body weight, manage stress, manage or even prevent depression, anxiety, Type 2 diabetes,
high blood pressure, osteoarthritis, and reduces risk of a number of health conditions (e.g., colon and
breast cancer, stroke, cardiovascular disease). If you are not currently active and have a health
condition, you should talk to a physician before starting a new activity. For most people, you can start
to slowly and gently increase your activity. Here are some important things to think about:

How Much Activity Do You Need

Experts who have studied the effects of physical activity on health tell us that we should aim for at
least 30-60 minutes of moderate physical activity on most days of the week. But that doesn't mean
that your first goal for the next two weeks should be 30-60 minutes of activity every day! To
experience benefits for mood and anxiety, even just one short walk can make a difference.

The 3 things to think about for how much activity you need are: intensity, duration, and frequency
« Intensity — how hard your body is working. For example:
o light = slow walking
0 moderate = fast walking or light jogging
0 vigorous = running, biking quickly
e Duration — number of minutes

* Frequency — number of active sessions per week

Start Slow and Set Realistic Goals

Begin with small changes. If you have been doing very little physical activity most days, then start with
a fairly small change. For example, you might begin with the goal of doing a brisk 10-minute walk
three times a week. If this goal becomes comfortable and you'’re able to maintain it for a week, then
you might want to gradually increase it — maybe you'll start walking for 15 minutes on one of the days
or increase the number of times you walk each week. Eventually, by slowly increasing your goals, you
will reach the recommended level.

Small amounts add up! You don't have to do 30-60 minutes of activity all at one time — you can add
up each 10-minutes of activity over the course of a day.

Choose Activities that you Enjoy

You have lots of different options. Pick activities that you think you might like or that you have enjoyed
before. There are three main kinds of physical activity to choose from: Endurance, Flexibility or
Strength and Balance (see Canada’s Physical Activity Guide: http://www.paguide.com).
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« Continuous activities that make you feel warm and breathe deeply (e.g., walking, dancing)
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Flexibility
* Gentle reaching, bending and stretching
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Strength and Balance
« Lifting weights (or own body weight), resistance activities

Experts recommend that you try to include physical activities from each of these categories. But if you
can’'t do that, do what you can — add activity to your life as much as you can, within realistic limits.

Build Activity into your Life

Choose activities that are convenient and that fit into your daily schedule — maybe walking to a local
store instead of driving, taking the stairs instead of the elevator, moving around more at home, playing
more actively with your children, getting in the habit of doing a gentle exercise routine at a certain time
each day, or doing exercise classes offered on television, the Internet, or on a DVD.

Plan ahead

Schedule your goals into your week — if you write your goals down you are more likely to do them. It is
also helpful to think of things that might keep you from being active. For instance, have the supplies
you need on hand (e.g., clothes, shoes, music). Change your environment — both home and work - to
support more activity. For example, create a space in your home for an exercise matt, keep your
running shoes by the door at home, wear or take comfortable shoes to work so that you can take
short walks during the day, or put a list of your weekly physical activity goals on the fridge.

Get Family and Friends Involved

Ask family and friends for support in becoming more active. Doing physical activity with a friend or
family member can also make it easier to keep active — and helps you meet another goal of social
activity! Think about the people who will support you and who you might be active with.

*Adapted from Positive Coping with Health Conditions, 2009 by D. Bilsker, J. Samra, & E. Goldner. Consortium
for Organizational Mental Healthcare (COMH). All rights reserved.
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- Family Health Team Social Worker or Shared Mental Health Care Referral?
SOCIAL WORK l SHARED MENTAL HEALTH CARE l
e Ensure patient consents to referral | e Ensure patient consents to referral
e Follow your usual practice for referring to allied e In Nightingale: Select consultation-New consultation-
health within the FHT template-Shared Mental Health Care
I Complete referral, print out and fax to 613-761-4908 |
WHO WE CAN SEE WHO WE CAN SEE
e Youth (>12), adult and family support-both sites | ¢ Ontario residents, age 16 and up
e Any age child, couples counseling—Riverside ¢ No couples counseling
only
| APPROPRIATE REFERRALS APPROPRIATE REFERRALS |
e Mild to moderate depression— (e.g. PHQ 9 <15) e DPsychiatric assessment
and/or mild to moderate anxiety —(e.g. GAD 7<15) § o Require a psychological assessment—personality and
e Financial assistance (equipment, housing, diagnostic clarification, limited cognitive assessments
transportation, medications). e Treatment and/or medication recommendations
* Assistance navigating the mental health care e Complex, entrenched mental health issues that
system severely affect functioning —e.g. those with a WSAS
e Help with future planning (retirement, respite, score >20
long term care placement, POA/legal issues) e Need assistance navigating the mental health care
e Have limited family or social supports system
e  Chronic health issues e Experience suicidal thoughts or urges without intent
e Loss and/or grief (including anticipatory grief) e If patient is actively suicidal, direct to the ER
e Physical, sexual, emotional or financial abuse by Those who might benefit from:
another person e Short Term individual therapy (typically CBT)
e If patient is actively suicidal, direct to the ER e Different group therapy offered — 8 sessions—e.g.
Those who might benefit from: depression, anxiety, youth, emotional regulation
e Individual therapy e Gaining access to other TOH psychiatric programs —
e Short-term and/or ongoing support-CBT and e.g. Day Hospital, Working with Emotions etc.
mindfulness—both sites e Support with addiction issues and guidance with
e Addiction (alcohol, drug, gambling/ other) support accessing support in the community
available at Melrose site only e Attending a two hour workshop explaining CBT; who
e Mindfulness therapy it might help, how to access it, what is involved etc.
e Attending 1-2 hour workshops on a variety of mental
health topics
| WAITLIST: Varies, currently 2-10 weeks for initial WAITLIST: The goal is initial assessment within 4 |
visit depending on site weeks of referral
e Melrose: Katherine Standish-Dutton: ¢ Admin Coordinator: Ella Cooper —ext 19112
kstandish@toh.on.ca e Tracy Meeker RN-- tmeeker@toh.on.ca
e Riverside: Karen McRae: kamcrae@toh.on.ca

** If you have any questions or would like quick consultation, call or email us directly. **
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Shared Mental Health Care Program Referral
Please print and fax to 613-761-4908

Reason for Referral:

Diagnostic clarification
Medication/Treatment recommendations
Information re: community supports
Individual or group therapy

Assistance with insurance forms

Other:

I A o R

Additional comments that might assist with appropriate triaging of this referral:

Have you made other referrals for this patient? (For instance FHT social work or community

supports) Yes NO

If yes, please list:

Signed:

Version 1:Mar/14
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Medication and Depression

o

-

What is the role of medication?

Antidepressant medication
can play an important role
in recovery and well-being
for people with depression.
For many people it gives
the “push” that is needed
to start feeling better and

work toward making life
changes. Medication
should not be used as a
crutch so that people con-
tinue to live unhealthy or
unfulfilling lives, it is used
to give an energy and

mood lift so that people
can start making changes
and lead a full and bal-
anced life. Often, antide-
pressant medication
works best when it is com-
bined with other things
such as:

Counselling

Family and Friend Support

Quality Self-Care

Enhanced Exercise

Improved Sleep

Good Nutrition

How to medications work?

Within the brain, there are
many cells called neurons.
Messages pass from neuron
to neuron using chemical
messengers called neuro-
transmitters. The messages
can pass on information
about emotions, behaviour,
body temperature, appe-
tite, or many other func-
tions. The type of informa-
tion sent depends on which
neurons are activated and
what part of the brain is
stimulated.

A message passes from a
sending neuron to a receiv-
ing neuron. The neurotrans-
mitters leave the sending
neuron and enter the space
between the sending and

receiving neurons. This
space is called the syn-
apse. The neurotransmit-
ters then hook up to a re-
ceptor on the receiving
neuron to deliver their
message.

Once neurotransmitters
have sent their message,
they return and can be
reabsorbed by the sending
neuron in a process called
reuptake so they can be
reused. Two neurotrans-
mitters are serotonin and

Low levels of serotonin
and norepinephrine in the
synapse are associated
with depression and sad-
ness. Some medications
used to treat depression
work by increasing the
amount of certain neuro-
transmitters that are avail-
able to carry messages.

Each type of antidepres-
sant works on brain chem-
istry a little differently. All
antidepressant medica-
tions influence how certain
neurotransmitters, espe-
cially serotonin and nore-
pinephrine, work in the
brain.

What is in your Toolbox?

eWhat is the role of
medication?

eHow do they work

e|s it safe?

eAnswers to common
questions

eTalking to my doctor

Inside:

WHAT IS THE ROLE OF 1
MEDICATION IN MY RECOVERY?

HOW DO MEDICATIONS 1
WORK?2

WHAT KIND OF MEDICATIONS 2
ARE AVAILABLE?

FREQUENTLY ASKED 3
QUESTIONS

TALKING TO YOUR PHYSICIAN 4





Medication and Depression

WHEN TO TAKE
YOUR
ANTIDEPRESSANT
MEDICATION IS
IMPORTANT.
DISCUSS YOUR
OPTIONS WITH
YOUR PHYSICIAN

“The Role of Medication”

Your physician may or may not suggest medication to you to treat depression as there are
other ways to treat depression.

What kinds of medications are available?

The discovery of antidepressants could be described as a ‘lucky accident’. During the 1950s, while carrying out trials on
a new medication for tuberculosis (TB), researchers noticed that the medication also had a mood improving effect. This
initial discovery led to the creation of two classes of first generation antidepressants:

o Tricyclic antidepressants (TCAs), of which the most widely used type was called amitriptyline (sold under the
brand name of Elavil), and
o Monoamine oxidase inhibitors (MAOIs), of which the two most widely used types were called moclobemide

(sold under the brand name of Manerix), and phenelzine (sold under the brand name of Nardil).

Both TCAs and MAOIs proved to be effective in treating depression, but they did cause a wide range of side effects,
which were often unpleasant such as constipation.

The second generation of antidepressants, which are collectively known as selective serotonin reuptake inhibitors
(SRRIs), were introduced at the beginning of the 1980s. SSRIs quickly became widely used because they were as effec-
tive as TCAs and MAOIs but caused far fewer side effects. Some common SSRI medications are:

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

The third generation of antidepressants, which are collectively known as serotonin-norepinephrine reuptake inhibi-
tors (SNRIs), were introduced during the 1990s. SNRIs were designed to create an antidepressant that was more clini-
cally effective than SSRIs. It seems that some people respond better to SSRIs while others respond better to SNRIs.
Examples of SNRIs include:

Venlafaxine (Effexsor) Mirtazapine (Remeron)
Desvenlafaxine (Pristiq) Bupropion (Wellburtrin)

Duloxetine (Cymbalta)

Page 2






Frequently Asked Questions (FAQ)

Are these medications safe?

In short—yes. The biggest safety concern regarding first generation antidepressants is
that they can have a potentially fatal effect if a person takes an overdose. The same is
not true of SSRIs and SNRIs, although taking an overdose can still be dangerous.

There have been reports of young people under 25 years of age experiencing suicidal
thoughts when they first begin treatment with antidepressants (usually within the first
two weeks of treatment). Because of this, it is recommended that young people are
closely monitored when they first begin to take their medication.

How long does it take to work?

How long the medication takes to be effective depends on the type of medication you
were prescribed. Most people start to notice some positive effects within the first cou-
ple of weeks and a full effect of the medication anywhere between four and six weeks,
depending on the medication and how you respond to it.

Will I always take the same medication?

There is no quick answer to this question. While some people take a medication and
find that it works well, some people may find it best to consider another medication. It
might take a bit of time for you and your physician to find the medication that works
best for you.

Are there side effects?

Side effects can be experienced with medication but many of them will go away as your
body adjusts to the medication. If you feel that you are experiencing some side effects
that don’t stop, please have a conversation with your physician.

Taking your medication

Medication works best when taken as your physician recommended. It should be taken
in the right dose and at the right time each day. Your physician will have some sugges-
tions for you about when to take the medication (e.g., in the morning or before bed-
time; with or without food) so don’t forget to ask your physician when the medication
is prescribed.

It is important to keep track of medications that you take on a regular basis (for exam-
ple, taking three pills a day in the morning, afternoon, and evening) as well as the medi-
cation that you take “as needed”.

LEARNING THE
FACTS ABOUT
ANTIDEPRESSANTS
AND WEIGHING
THE BENEFITS
AGAINST THE
RISKS CAN HELP
YOU MAKE AN
INFORMED AND
PERSONAL
DECISION ABOUT
WHETHER
MEDICATION IS
RIGHT FOR YOU.
ALWAYS TALK TO
YOU PHYSICIAN
ABOUT ANY
QUESTIONS YOU
HAVE.





Medication and Depression

Talking with your physician

It is important that you are able to openly talk to your physician and other health care providers. This may be difficult
at times, but it is important that you have all of your questions answered and understand what your health care pro-

vider is saying. Be active in finding the right treatment for you and managing your illness. You are the expert on your

body and your feelings.

Be sure to ask the following questions:

e What dosage of medication should be taken, at what time of the day, and what do | do if | forget to take
it?

e Will antidepressants interact with other medications?

e Can I still drink coffee or alcohol while I'm taking medication? What about street drugs?
e Isthere a generic form of the medication that is available and would it be right for me?
e How do | change my dosage, if this is to be done before my next visit?

e What are the possible side effects of my medication and what should | do if | experience troublesome
side effects?

e What are the risks associated with this treatment and how can | recognize problems when they happen?
e |f my medication needs to be stopped for any reason, how should | go about stopping it?

e How often will | need to see the doctor and how long will the appointments take?

e |s psychotherapy recommended as part of my treatment and what type?

e [s there anything | can do to improve my response to treatment such as changing diet, sleep, or physical
activity?

e What alternatives are there if the current medication is not helpful? What is my next step?

e What are the risks if | am pregnant, if | plan to become pregnant or if | am nursing my infant?

Page 4
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SUGGESTED SELF HELP BOOKS & RESOURCES

BOOKS

“Mind over mood” Dennis Greenberger and Christine Padesky. Guilford Press (1995)
“Feeling Good: The New Mood Therapy”, by Burns. (1999).

“The Mindfulness & Acceptance Workbook for Depression” by Strosahl&Robinson (2008).

WEB RESOURCES

http://www.comh.ca/antidepressant-skills/adult/

http://moodgym.anu.edu.au/welcome - well researched Australian website for depression

http://www.depressioncenter.net - Has a free, interactive 16-session cognitive-behaviour therapy course;
also has an anonymous online support group

www.lIttf.com - Living Life to the Full CBT skills course

http://www.cci.health.wa.gov.au/resources/consumers.cfm - CBT self-help materials on depression,
anxiety, communication, coping, and a variety of other concerns

http://www.getselfhelp.co.uk/freedownloads.htm - GET.gg, Free printable handouts

http://www.comh.ca/pchc/resources/audio/index.cfm - Relaxation Audio File

For Family Members:
Depressionhurts.ca (includes information for families)
In Crisis?

- Crisis Line: 613-722-6914; www.crisisline.ca
- Ottawa Distress Center: 613-238-3311



http://www.comh.ca/antidepressant-skills/adult/

http://moodgym.anu.edu.au/welcome

http://www.depressioncenter.net/

www.llttf.com

http://www.cci.health.wa.gov.au/resources/consumers.cfm

http://www.getselfhelp.co.uk/freedownloads.htm

http://www.comh.ca/pchc/resources/audio/index.cfm
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Learning to manage your sleep well is an important part of taking good care of
yourself. Here are some problem-solving actions that have been effective for
many people with sleep problems.

Set a Regular Sleep/Wake Schedule

Having regular hours for getting up and going to bed can help set your “internal
clock.” Most people are unaware of the importance of having a fixed wake-up
time, to “jump-start” their internal clock. It is more important to establish a fixed
wake-up time than bedtime: we can control what time we wake up, but we can’t
make ourselves fall asleep! If you're having problems falling asleep, don’t go to
bed too early — you shouldn’t get into bed until you're sleepy. Also, it's a good
idea to eliminate daytime naps. Short daytime naps — although of benefit for
individuals who don’t have sleeping problems — can make sleep problems worse.
Napping during the day decreases the quality of your sleep at night.

Reduce Sleep-Interfering Activities
There are some common activities that disrupt sleep. Things to reduce are:

Caffeine, alcohol and tobacco. It's particularly important to avoid these in the few
hours before sleep, or if you wake during the night.

Exercise before sleep. Regular exercise can help your body get ready for sleep
at night. However, strenuous exercise in the few hours before sleep may have
the opposite effect.

Watching TV or reading in bed. Avoid watching TV in bed. If you read in bed,
keep the lights dim.





Make Your Bedroom Sleep-Inducing

It can be helpful to create a pleasant environment for sleep. Use blinds or heavy
curtains to create a dark room. Turn off phone ringers.

Make “Going to Bed” a Soothing Experience

Do not get into bed unless you are sleepy. If you are having trouble sleeping — or
wake up and cannot go back to sleep — stay out of bed until you feel sleepy.

Create a pre-sleep routine that you follow each night, which helps you get ready
for bed. A routine signals to your brain and body that it's time to quiet down. This
may include some form of meditation or relaxation, a warm bath or herbal teas.
Get yourself ready for the next day, dim the lights and then mentally “put away”
any ongoing problems or upcoming tasks. Practicing relaxation may help soothe
you when going to bed.

Get Out of Bed if You Can’t Sleep.

Remember: do not do anything stimulating while awake. Do not eat, drink
alcohol, or use tobacco. Try not to watch TV.

*Adapted from Positive Coping with Health Conditions, 2009 by D. Bilsker, J.
Samra, & E. Goldner. Consortium for Organizational Mental Healthcare (COMH).
All rights reserved.
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What is psychotherapy?

Psychotherapy, or "talk therapy", is a way to treat people with a
mental disorder by helping them understand their iliness. It teaches
people strategies and gives them tools to deal with stress and
unhealthy thoughts and behaviors. Psychotherapy helps patients
manage their symptoms better and function at their best in everyday
life.

Sometimes psychotherapy alone may be the best treatment for a
person, depending on the iliness and its severity. Other times,
psychotherapy is combined with medications. Therapists work with
an individual or families to devise an appropriate treatment plan.
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STABLE RESOURCE TOOLKIT

The Mood Disorder Questionnaire (MDQ) - Overview

The Mood Disorder Questionnaire (MDQ) was developed by a team of psychiatrists,
researchers and consumer advocates to address the need for timely and accurate evaluation

of bipolar disorder.

Clinical Utility

B The MDQ is a brief self-report instrument that takes about 5 minutes to complete.

B This instrument is designed for screening purposes only and is not to be used as a
diagnostic tool.

B A positive screen should be followed by a comprehensive evaluation.

Scoring
In order to screen positive for possible bipolar disorder, all three parts of the following criteria

must be met:
B "YES” to 7 or more of the 13 items in Question 1 AND
B “Yes” to Question number 2 AND

B “Moderate Problem” or “Serious Problem” to Question 3

Psychometric Properties

The MDQ is best at screening for bipolar | (depression and mania) disorder and is not

as sensitive to bipolar Il (depression and hypomania) or bipolar not otherwise specified
(NOS) disorder.

Population /type Sensitivity & Specificity
Out-patient clinic serving primarily Sensitivity 0.73
a mood disorder population’ Specificity 0.90
General Population? Sensitivity 0.28
Specificity 0.97
37 Bipolar Disorder patients Overall Sensitivity 0.58 (BDI 0.58-BDII/NOS 0.30)
36 Unipolar Depression patients® Overall Specificity 0.67
Primary care patients receiving Sensitivity 0.58
treatment for depression? Specificity 0.93

1. Hirschfeld RMA. et, al. Development and validation of a screening instrument for bipolar spectrum disorder:
The Mood Disorder Questionnaire, Am J of Psychiatry, 2000, 157:1873-1875.

2. Hirschfeld RMA. The mood disorder Questionnaire: A simple, patient-rated screening instrument for bi-polar
disorder. Journal of Clinical Psychiatry Primary Care Companion 2002, 4: 9-11.

3. Miller CJ et al, Sensitivity and specificity of the Mood Disorder Questionnaire for detecting bipolar disorder. J
Affect Disorder 2004. 81: 167-171.

4. Hirschfeld RMA, et al. Screening for bipolar disorder in patients treated for depression in a family medicine
clinic. JABFP 2005, 18: 233-239.





STABLE RESOURCE TOOLKIT

Mood Disorder Questionnaire

Patient Name Date of Visit

Please answer each question to the best of your ability

1. Has there ever been a period of time when you were not your usual self and... YES NO
...you felt so good or so hyper that other people thought you were not your normal self or you n O

were so hyper that you got into trouble?

..... youwereso|rr|tab|ethatyoushoutedatpeop|eorstartedflghtsorarguments‘)DD

..... youfehmuchmoreseﬁconf,dentthanusuapDD

..... yougotmuch|e555|eepthanusua|andfoundthatyoud|dntrea||ym|ss|t‘)DD

..... youweremoreta|kat,veorspokemuchfasterthanusuapDD

..... thoughtsracedthroughyourheadoryoucou|dnts|owyourm|nddown7DD

*...you were 5o easily distracted by things around you that you had trouble concentratingor D """" D """"
staying on track?

..... youhadmoreenergythanusuapDD

..... youweremuchmoreact|veord|dmanymorethmgsthanusua|7DD

".you were much more social or outgoing than usual, for example, you telephoned friendsin
the middle of the night? O o

..... youweremUChmoremterestedInsexmanusuapDD

.. you d|d : thmg sthatwere unusua| for yo u O r that other peop|e m| gh t h a Ve thought Were ................ D ....... D .......
excessive, foolish, or risky?

SpendmgmonengtyouOryourfam”ymtrOUble7 ........................................................................ D ....... D .......

2. If you checked YES to more than one of the above, have several of these ever ] [

happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to work;
having family, money or legal troubles; getting into arguments or fights?

[ ] No problems [ ] Minor problem [ ]Moderate problem [ ] Serious problem

This instrument is designed for screening purposes only and not to be used as a diagnostic tool.
Permission for use granted by RMA Hirschtfeld, MD
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Triaging Suicide Risk

Otiawa Schedule 1 Hospitals

" “ o " GP sends
(Please click on the blue boxes and “Form 1" for getting 5 i )
more information or related documents) wsessment The Ottawa Hospital - Cvic Campus - 613-722:7000
— Information | 1053 Caring Mvenue
cp 5GP freceirng | 1 o, Hogil- Cened Gampus 613722700
ER Assessment/ calls hospital 501 Smyth Road
ng]l risk and/or Psychiatrist ﬁ . .
@ 0 " ;
— - patient is placed on a q on-call s::fmm::'a‘:;wm L UER S
Psychiatric diagnoses with severe symptoms, or FORM 1
acute precipitating event; protective factors not wwhealth gov.on.ca %}‘%@ 13-F64601

relevant. 4\

Potentially lethal suicide attempt or persistent —p
ideation with strong intent or suicide rehearsal Medical and Psychlatric Emergency - 911 - AMBULANCE

ie.Items # 4, 5, and 6 of C-SSRS are +ve. Psychlatric Emergency - 911 - POLICE

Intermediate risk

: = - iV i Admissi i
Multiple risk factors, few protective factors. Sui- may be 1y depending on ¥ CRISIS BED PROGRAM.

cidal ideation with plan, but no intent or behav- ) Iisk factors. Also consider MCT beds. Develop ﬁ
iour. crisis plan. Give local/national emergency info. T Tl Sy i

Low risk
Thoughts of death, no plan, intent or behaviour. . . o

Give local/national inf
with modifiable risk factors, and strong protec- — —f e One SmerEsnarie

tive factors like Ability to cope with stress, reli-
gious beliefs, frustration tolerance, absence of

Dsvchosis, responsibility to children or beloved

MENTAL HEALTH CRISIS LINE FOR ADULTS
Patient Line: 613-722-6914 (within Ottawa)

1-B66-996-0991 (Champlain LHIN/Outside

Dets, positive therapeutic r hips, social
supports.
PreVlOUS V|eW # To consult with Mobile Crisis Team Staff regarding residents of the Ottawa area, a referral from a health

professional or community service worker is required and should be faxed to 613-241-7710

Print




http://www.ementalhealth.ca/Ottawa-Carleton/KeyResources/index.php?m=keyResources#22





T
revious View COLUMBIA-SUICIDE SEVERITY RATING SCALE

Print Screen Version - Recent
SUICIDE IDEATION DEFINITIONS AND PROMPTS ,::::h
Ask questions that are bolded and underlined. YES | NO

Ask Questions 1 and 2

1) Wish to be Dead:
Person endorses thoughts about a wish to be dead or not alive anymore, or wish to fall asleep
and not wake up.

Have you wished you were dead or wished you could go to sleep and not wake up?

2)Suicidal Thoughts:
General non-specific thoughts of wanting to end one’s life/commit suicide, “I've thought about
killing myself”without general thoughts of ways to kill oneself/associated methods, intent, or
plan.

Have you actually had any thoughts of killing yourself?

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

3) Suicidal Thoughts with Method (without Specific Plan or Intent to Act):
Person endorses thoughts of suicide and has thought of a least one method during the
assessment period. This is different than a specific plan with time, place or method details
worked out. “ I thought about taking an overdose but I never made a specific plan as to when
where or how I would actually do it....and I would never go through with it."

Have you been thinking about how you might kill yourself?

4) Suicidal Intent (without Specific Plan):
Active suicidal thoughts of killing oneself and patient reports having some intent to act on such
thoughts, as opposed to “I have the thoughts but I definitely will not do anything about them.”

Have you had these thoughts and had some intention of acting on them?

5) Suicide Intent with Specific Plan:
Thoughts of killing oneself with details of plan fully or partially worked out and person has
some intent to carry it out.

Have you started to work out or worked out the details of how to kill yourself? Do
you intend to carry out this plan?

6) Suicide Behavior Question:

Have you ever done anything, started to do anything, or prepared to do anything to
end your life?

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didn't swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut
yourself, tried to hang yourself, etc.

If YES, ask: How long ago did you do any of these?
[Over a year ago? [Between three months and a year ago? [Within the last three months?

For inquiries and training information contact: Kelly Posner, Ph.D.
New York State Psychiatric Institute, 1051 Riverside Drive, New York, New York, 10032; posnerk@nyspi.columbia.edu
© 2008 The Research Foundation for Mental Hygiene, Inc.








			Print: 


			Previous View: 










Ontario

Ministry Form 1 Application by Physician for

Mental Health Act Psychiatric Assessment

Health

Clear Form Name of physician
(print name of physician)

Previous View Physician address

Print

6427-41 (00/12)

(address of physician)

Telephone number ( ) Fax number ( )

On | personally examined

(date) (print full name of person)

whose address is

(home address)

You may only sign this Form 1 if you have personally examined the person within the past seven days.
In deciding if a Form 1 is appropriate, you must complete either Box A (serious harm test) or Box B (persons
who are incapable of consenting to treatment and meet the specified criteria test) below.

Box A — Section 15(1) of the Mental Health Act
Serious Harm Test

The Past / Present Test (check one or more)

| have reasonable cause to believe that the person:

|:| has threatened or is threatening to cause bodily harm to himself or herself

|:| has attempted or is attempting to cause bodily harm to himself or herself

|:| has behaved or is behaving violently towards another person

|:| has caused or is causing another person to fear bodily harm from him or her; or
|:| has shown or is showing a lack of competence to care for himself or herself

| base this belief on the following information (you may, as appropriate in the circumstances, rely on any
combination of your own observations and information communicated to you by others.)

My own observations:

Facts communicated to me by others:

The Future Test (check one or more)

| am of the opinion that the person is apparently suffering from mental disorder of a nature or quality that
likely will result in:

[ ] serious bodily harm to himself or herself,

|:| serious bodily harm to another person,

|:| serious physical impairment of himself or herself

(Disponible en version francaise) See reverse
7530-4972







| Clear Form I

Box A — Section 15(1) of the Mental Health Act
Serious Harm Test (continued)

| base this opinion on the following information (you may, as appropriate in the circumstances, rely on any
combination of your own observations and information communicated to you by others.)

My own observations:

Facts communicated by others:

Box B — Section 15(1.1) of the Mental Health Act
Patients who are Incapable of Consenting to Treatment and Meet the Specified Criteria

Note: The patient must meet the criteria set out in  each of the following conditions.

| have reasonable cause to believe that the person:

1. Has previously received treatment for mental disorder of an ongoing or recurring nature that, when not
treated, is of a nature or quality that likely will result in one or more of the following: (please indicate one

or more)

|:| serious bodily harm to himself or herself,

|:| serious bodily harm to another person,

|:| substantial mental or physical deterioration of himself or herself, or

|:| serious physical impairment of himself or herself;

AND
2. Has shown clinical improvement as a result of the treatment.

AND
| am of the opinion that the person,

3. Isincapable, within the meaning of the Health Care Consent Act, 1996, of consenting to his or her
treatment in a psychiatric facility and the consent of his or her substitute decision-maker has been

obtained;

AND

4. Is apparently suffering from the same mental disorder as the one for which he or she previously received
treatment or from a mental disorder that is similar to the previous one;

(Disponible en version francaise)

6427-41 (00/12)

7530-4972







| Clear Form I ]
Box B — Section 15(1.1) of the Mental Health Act

Patients who are Incapable of Consenting to Treatment and Meet the Specified Criteria
(continued)

AND

5. Given the person'’s history of mental disorder and current mental or physical condition, is likely to: (choose
one or more of the following)

|:| cause serious bodily harm to himself or herself, or
|:| cause serious bodily harm to another person, or
|:| suffer substantial mental or physical deterioration, or

[ ] suffer serious physical impairment
| base this opinion on the following information (you may, as appropriate in the circumstances, rely on any

combination of your own observations and information communicated to you by others.)
My own observations:

Facts communicated by others:

| have made careful inquiry into all the facts necessary for me to form my opinion as to the nature and quality
of the person’s mental disorder. | hereby make application for a psychiatric assessment of the person named.

Today's date Today's time

Examining physician’s signature

(signature of physician)

This form authorizes, for a period of 7 days including the date of signature, the apprehension of the person
named and his or her detention in a psychiatric facility for a maximum of 72 hours.

For Use at the Psychiatric Facility

Once the period of detention at the psychiatric facility begins, the attending physician should note the date
and time this occurs and must promptly give the person a Form 42.

(Date and time detention commences) (signature of physician)

(Date and time Form 42 delivered) (signature of physician)

(Disponible en version francaise)
6427-41 (00/12) 7530-4972
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COPING WITH SUICIDAL THOUGHTS

There are times in life when we might feel totally, hopeless, helpless,
overwhelmed with emotional pain. It can seem like there is no other
way out of our problems, we've run out of ideas, possible solutions.
Our problems seem unfixable. The pain feels like it will never end. We
believe we've run out of options, and suicide is the only answer left.

Maybe the suicidal thoughts come to mind, and you might have mixed
feelings about them. They can be frightening and confusing.

For some people, suicide may be a way of getting back at others, or showing them how
much pain you're in. But after suicide, you won't be there to see that they feel guilty,
or finally understand your pain.

Suicide is a permanent solution to a temporary problem.

Feelings will pass. Depression feels permanent, but it's transient. Things will change.
Depression comes, and it goes.

Depression and pain distort our thinking. It can seem like we're
wearing very dark tinted 'gloomy specs'. Everything looks different

“ to how it really is. Thoughts are thoughts - not necessarily how
things are, although it certainly feels like the thoughts are true.
Thoughts affect the way we feel, and thoughts and feelings affect the
way we react, what we do (see this page).

Suicidal thoughts can result when we experience too much pain, without having enough
resources to cope.

We therefore have two ways to get us through this
horrible time:

e Reduce the pain
» Increase coping resources

OPI
RESOURC

www.getselfhelp.co.uk  © Carol Vivyan 2011. Permission to use for therapy purposes. www.get.gg
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REDUCE THE PAIN

Self-soothing

e Do something that will help you feel better, right now
e Perhaps collect items into an emergency bag or box that you can turn to
e Use all five senses to find things that will soothe you

Vision Focus your attention on looking at something nice, nature, a painting,
watching a favourite programme or movie
Hearing |Listen to a favourite piece of music, sounds of nature, sing
Smell Really notice smells - favourite soap, food, essential oil
Use sensation of taste to focus your attention. Eat mindfully -
Taste .
savouring each moment
Touch Wear soft comforting socks, stroke a pet, give yourself a hand massage
e A useful reminder, using the 5 senses:
5 5 things I can see
4 4 things I can hear
3 3 things I can touch
2 things I can smell or taste
1 1 breath. Then continue to just notice your breathing, and the
sensations of breathing in your body - in your nose, throat, abdomen.

Avoid drugs and alcohol

e Whilst it
Ask yourself:

seems like they help for a while, they will make your problems worse.

Are these thoughts facts or my opinion?

What has helped me feel better in the past?

What can I do right now that will help me feel better?

What gives my life meaning? What are my goals, dreams or life values? E.g.

Family, friends, pets, helping others, faith, spirituality, community life,
connecting with nature.

Tell yourself:

I've coped this far, I can get through the next .... (day, hour, 10 minutes)
Things will look better in time.

Depression is temporary - this will pass.

Suicide is a permanent solution to a temporary problem.

Depression is distorting my thinking - these thoughts are the voice of

depression. They are not facts. I don't have to act on them.

e The vast

majority of people get better from depression. I will look back and be

pleased that I chose to live.

Write things down

o Safety Plan worksheet & Safety Plan Cards
e Alternative Thoughts & Actions worksheet
o Crisis Management Plan worksheet

www.getselfhelp.co.uk  © Carol Vivyan 2011. Permission to use for therapy purposes. www.get.gg




http://www.getselfhelp.co.uk/ccount/click.php?id=181


http://www.getselfhelp.co.uk/docs/SafetyPlan.pdf


http://www.getselfhelp.co.uk/docs/SafetyPlanCards.pdf


http://www.getselfhelp.co.uk/docs/AlternativeThoughtsActions.pdf


http://www.getselfhelp.co.uk/ccount/click.php?id=217


http://www.getselfhelp.co.uk/


http://www.get.gg/





Page 3 of 5

INCREASE COPING RESOURCES - IMMEDIATE STEPS

Read and put your Safety Plan into action! (www.getselfhelp.co.uk/docs/SafetyPlan.pdf)

e Keep the Safety Plan where you can easily find it when you need it. Maybe make
several copies — and keep them in several places.
o E.g. one for your room, your car, your purse/wallet.
o Safety Plan Cards (www.getselfhelp.co.uk/docs/SafetyPlanCards.pdf)

Take one step at a time
o Take things a little at a time. Set out to get through the next day, the next week
or month, perhaps the next hour or even less. Tell yourself: "I've got through

so far, I can get through the next hour".

Distraction

Do something else, and focus your attention fully on what you're doing, e.g.
Gardening

Household chores

Physical exercise - walk, run, cycle, dance

Tapping (Emotional Freedom Technique)

Reading - magazine, self help book

Television g £ e 8
Seek out a supportive discussion forum on the internet , -
Learn something new on the internet o \ 2 P
Imagery PR® ¥ ™
Help someone else P )
Go to the park, the beach - pay attention to nature L = %
Visit someone A

Music

Stroke a pet

DIY

Feed the birds

Sudoku or crossword

Do something creative: painting, writing, knitting, play a musical instrument,
make a collage, bake a cake, cook a meal, arrange some flowers, make a website
or blog

STOPP (www.getselfhelp.co.uk/stopp.htm) (or worksheet version)
Talk to someone - now!

e A friend or family member

» A telephone helpline (E.g. Crisis Line: 613-722-6914; Ottawa Distress
Center: 613-238-3311)

* A health professional

* Go somewhere you'll feel safe - be with other people

* Go to the local Accident & Emergency department

www.getselfhelp.co.uk  © Carol Vivyan 2011. Permission to use for therapy purposes. www.get.gg
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INCREASE COPING RESOURCES - LONGER TERM STEPS

Take action!

e We can only change our situations by changing something about the
way we think, or what we do

e Complete a Multimodal Treatment Plan

Plan activity and routine

e Increase your activity

e Get into a daily routine and stick with it - get up at the same time each day, go
to bed at the same time, plan an activity each morning, afternoon and evening

e Schedule in activities which help you: Work, rest and play

e Do things you enjoy, or used to enjoy, or you think you might enjoy: Nourishing
vs Depleting Activities

e Set realistic goals

e Write it down: Weekly Planner, Activity Diary or ACE Log

Look after yourself

o Eat healthily, balance sleep, treat physical or mental health problems, avoid
drugs and alcohol, get regular exercise

Systematically work through a problem

e Use the Problem Solving Worksheet
e Get help from an appropriate person or agency (E.g. Citizens Advice Bureau)

Maintain or improve relationships

e Connect and be with others

e Call, text, email - friends or family

e Create new contacts - join a local support group or an online discussion forum
e Repair relationship: Relationship worksheet

Lower your expectations

e« Sometimes life can feel like we're struggling to drive or cycle up a long and steep
hill, in top gear. The motor just can't get us there. It works really hard, but it's
impossible to get up that steep hill in top gear. We need to change down a gear
or two. Changing down gives the motor more torque, and is much better able to
drive those wheels up that hill, albeit a bit slower.

« We often try to struggle on in top gear, expecting so much of ourselves,
of others, of life itself. Sometimes we need to change down a gear.
Slow it down, reduce the struggle. Carry on, but in a lower gear.

e Pace & Plan

Write a daily diary or journal

o Consider writing a letter to yourself when you're feeling safe and calm, to be read
when you’re feeling suicidal

e Oruse:

Depression Thought Record Sheet

Weekly Planner, Activity Diary or ACE Log

Worksheets and information leaflets  (www.getselfhelp.co.uk/freedownloads2.htm)

Safety Plan worksheet (www.getselfhelp.co.uk/docs/SafetyPlan.pdf)

Alternative Thoughts & Actions worksheet
(www.getselfhelp.co.uk/docs/AlternativeThoughtsActions.pdf)

O O O O
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Other Getselfhelp resources:

e Self Help Course

o Depression Self Help Guide (and Quick Reference Guide) or webpage version
e Depression Thought Record Sheet

o Weekly Planner, Activity Diary or ACE Log

All worksheets and information leaflets available at:
e www.getselfhelp.co.uk/freedownloads2.htm

Website addresses for important documents:
o Safety Plan worksheet
o www.getselfhelp.co.uk/docs/SafetyPlan.pdf
« Safety Plan Cards
o www.getselfhelp.co.uk/docs/SafetyPlanCards.pdf
e Alternative Thoughts & Actions worksheet
o www.getselfhelp.co.uk/docs/AlternativeThoughtsActions.pdf
o Crisis Management Plan worksheet
o www.getselfhelp.co.uk/docs/CrisisManagementPlan.pdf
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What is Depression?

-

What is depression all about?

Depression is a word that
is used to describe many
feelings including sadness,
disappointment, frustra-
tion, and despair. Sadness
is a normal reaction to
setbacks and struggles
that we have. While these
feelings are normal, they
usually last for a short
time and then disappear
on their own. When feel-
ings like these last for long
periods of time and begin
to interfere with work,
family, and other areas of
life the low mood may be
due to depression.

Depression is much more

than sadness:

e Depression is more in-
tense

e Depression lasts longer

e Depression interferes
with day-to-day func-
tioning

Some people describe de-
pression as “living in a
black hole” or feeling
hopeless about life. Other
depressed people don't
feel sad; they feel lifeless,
empty, and apathetic.
Other signs and symptoms
include:

e Sad mood
e Changes in appetite
and/or weight

WORKABLE TOOLS FOR YOUR SUCCESS TOOLKIT

Loss of interest in things
that used to bring
pleasure

Withdrawal from family
and friends

Feeling useless, hope-
less, guilty or pessimis-
tic

Feeling agitated or feel-
ing slowed down
Irritability

Fatigue or being tired
Trouble concentrating
Trouble remembering
or making decisions
Persistent aches and
pains

Thoughts of suicide

e Problems with sleeping

(either sleeping too
much or too little)

Can depression occur with other health conditions?

What is in your Toolbox?

eUnderstanding depres-
sion.

e\What causes depres-
sion

eWhat conditions can co
-occur with depression

e\What are my symp-

toms?
Inside:
WHAT IS DEPRESSION ALL 1
CAN DEPRESSION OCCUR 1

WITH OTHER CONDITIONS?

WHAT CAUSES DEPRESSION2 2

The short answer is yes, it is fairly common for depression to happen in combination
with other mental disorders and other health-related conditions. When medical condi-
tions and depression exist at the same time it may be difficult to know which happened
first; is the depression related to the medical condition, or the medication or did the de-
pression occur first. There are many studies that talk about treatment of depression as

THE FACTORS INFLUENCING 3

WHAT SYMPTOMS DO YOU 4

having a positive effect on the existing medical condition.

Chronic Pain Arthritis Cancer Anxiety
High blood pressure Diabetes Heart disease Obesity
Parkinson’s Epilepsy AIDS Dementia
COPD Eating disorders Schizophrenia Substance Abuse






“FOR ME BEING . . 9
DEPRESSED What is Depression?

MEANS YOU CAN
SPEND ALL DAY
IN BED, AND STILL
NOT GET A
GOOD NIGHT’S
REST.”

- ELIZABETH

WURTZEL

TOOLS FOR UNDERSTANDING DEPRESSION

The tools in this guide help provide you with an understanding of depression.

What causes depression?

Depression is not caused by one thing; it is a combination of factors that interact with one another and the way that
they interact may be different from person to person. These factors can be grouped into six main categories.

Brain
Chemistry

Page 2
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The factors that contribute to depression

Situations

Often, depression is triggered by stressful life situations such as a loss. People may feel
overwhelmed and hopeless if attempts to cope with the situation have not been suc-
cessful.

Thoughts

One of the things that happen with depression is that people’s thoughts become unre-
alistic. Unrealistic thinking includes interpreting events and situations in a pessimistic
way. People are more likely to emphasize negative aspects and ignore positive aspects
and apply harsh and unfair criticism to themselves and others.

Emotions

Depression is a mood disorder, and as such, people report feeling sad or down, tearful,
uninterested in people or activities or discouraged. People may also feel anxious, guilty,
and/or inadequate. These feelings make it difficult to cope with stressful situations.

Actions

It is common for depressed people to withdraw from family and friends. People may
avoid phone calls and/or refuse social invitations. People who are depressed tend to
believe that they have nothing to offer friends and family, and that they are better off
by themselves. Being socially isolated contributes to depressed mood because it takes
away from support systems that all people need.

Physical Factors
Impaired sleep (difficulty falling asleep; waking up too early; waking up during the night
repeatedly or sleeping too much can have a powerful impact on mood.

Genetic Factors

Often, depression runs in the family. This suggests that a person may inherit the genes
that make them more vulnerable to developing depression. While people may inherit
the vulnerability, many may never suffer from a depressive illness.

Hormones

There are some hormonal changes that occur in depression. There are some changes
that the brain goes through during a depressive episode which might result in an over
production, or under production, of some hormones which may help maintain a de-
pression.

Brain Chemistry

Nerve cells in the brain communicate with each other by using special chemicals called
neurotransmitters. During depression, it is believed that there is less activity by these
neurotransmitters which disrupts certain areas of the brain that affect sleep, appetite,
sexual drive and mood.

“Drag your thoughts away
from your troubles... by the
ears, by the heels, or any
other way you can manage
it. “ - Mark Twain

“CHANGE YOUR
THOUGHTS, AND
YOU CHANGE
YOUR WORLD”
-NORMAN
VINCENT PEALE

“Be thankful for what you
have; you'll end up having
more. If you concentrate on
what you don't have, you will
never, ever have enough.” -
Oprah Winfrey





What is Depression?

What symptoms of depression do you feel?

Depressive Symptoms Worksheet
While there are some similarities and commonalities in the symptoms of depression, people experience depression in
different ways. Remember, depression is caused by a number of different factors and the interactions between differ-
ent factors. Having a better understanding of the way that you experience depression can help you to develop strate-
gies for moving forward.

In this exercise we will group depressive symptoms into 3 possible categories:

e Physiological symptoms: these symptoms have something to do with your body. For example, this could include in-
somnia, poor appetite, low energy levels, or increase in weight.

e Thoughts and Emotions: these symptoms have something to do with the way you think and feel. Examples might
include thoughts of suicide, feeling hopeless, feeling sad, crying, or having poor concentration.

e Behavioural: these symptoms have to do with how you behave and how you act. These examples might include
staying in bed, not leaving the house, avoiding people, or avoiding activities that you used to find fun.

What stands out for you when you feel depressed?

Physiological / Body Thinking & Feeling Behavioural
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Click here to close this window and return to the Ottawa Depression Algorithm.

Serenity Programme™ - www.serene.me.uk - Work and Social Adjustment Scale - WSAS

Work and Social Adjustment Scale (WSAS)

Identifier Date

People's problems sometimes affect their ability to do certain day-to-day tasks in their lives. To rate
your problems look at each section and determine on the scale provided how much your problem
impairs your ability to carry out the activity. This assessment is not intended to be a diagnosis. If you are
concerned about your results in any way, please speak with a qualified health professional.

If you're retired or choose not to have a job for reasons unrelated to your problem, tick here

0 1 2 3 4 5 6 7 8

Not at Slightly Definitely Markedly Very
all severely

Because of my [problem] my ability to work is impaired. ‘0’ means ‘not at all
impaired’ and ‘8" means very severely impaired to the point | can't work.

Because of my [problem] my home management (cleaning, tidying, shopping, 0
cooking, looking after home or children, paying bills) is impaired.

Because of my [problem] my social leisure activities (with other people e.g.
parties, bars, clubs, outings, visits, dating, home entertaining) are impaired.

Because of my [problem], my private leisure activities (done alone, such as
reading, gardening, collecting, sewing, walking alone) are impaired.

Because of my [problem], my ability to form and maintain close relationships

with others, including those | live with, is impaired.

Total WSS score - 0

“A WSAS score above 20 appears to suggest moderately severe or worse psychopathology. Scores
between 10 and 20 are associated with significant functional impairment but less severe clinical
symptomatology. Scores below 10 appear to be associated with subclinical populations. Whether such
a pattern will generalise to other disorders (apart from OCD and depression) remains to be tested.”
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Shared Mental Health Care

Administrative Coordinator - Ella Cooper : 613-798-5555 ext 19112

Clinical Manager - Tracy Meeker : tmeeker@toh.on.ca

Psychiatry

Bruyere
Dr. D. Green

Dr. J.R. Swenson

Melrose
Dr. D. Green
Dr. K. Gillis

Primrose

Dr. J.R. Swenson

Drop in times

Mondays 1-1:30pm
Thursdays 1-1:30pm

Wednesdays 4-4:30pm
Tuesdays 1-1:30pm

Tuesdays 1-2pm

Email

dogreen@toh.on.ca
irswenson@toh.on.ca

dogreen@toh.on.ca
kgillis@toh.on.ca

irswenson@toh.on.ca

Pager

613-719-3134
Call Ella at 613-798-5555 ext 19112

613-719-3134
613-719-5414

Call Ella at 613-798-5555 ext 19112

Riverside

Dr. D. Green Tuesdays 9-9:30am dogreen@toh.on.ca 613-719-3134

Nursing Days at clinic Email Phone

Bruyere

Tracy Meeker Thursdays tmeeker@toh.on.ca Call Ella at 613-798-5555 ext 19112
Loanna Maidment Mondays Imaidment@toh.on.ca Call Ella at 613-798-5555 ext 19112
Melrose

Tracy Meeker Wednesdays tmeeker@toh.on.ca Call Ella at 613-798-5555 ext 19112
Loanna Maidment Thursdays Imaidment@toh.on.ca Call Ella at 613-798-5555 ext 19112
Primrose

Loanna Maidment Tuesdays Imaidment@toh.on.ca Call Ella at 613-798-5555 ext 19112
Riverside

Tracy Meeker Tuesdays tmeeker@toh.on.ca Call Ella at 613-798-5555 ext 19112

Social Work

Donna Klinck

Days at clinic

Email

Phone

Bruyere Thursdays dklinck@toh.on.ca Call Ella at 613-798-5555 ext 19112
Melrose Mondays

Primrose Tuesdays

Riverside Wednesdays

Psychology Days at clinic Email Phone

Dr. Julie Beaulac

Bruyere Thursdays jbeaulac@toh.on.ca Call Ella at 613-798-5555 ext 19112
Melrose Mondays

Primrose Fridays

Riverside Tuesdays



mailto:dogreen@toh.on.ca

mailto:jrswenson@toh.on.ca

mailto:dogreen@toh.on.ca

mailto:kgillis@toh.on.ca

mailto:jrswenson@toh.on.ca

mailto:dogreen@toh.on.ca

mailto:tmeeker@toh.on.ca

mailto:lmaidment@toh.on.ca

mailto:tmeeker@toh.on.ca

mailto:lmaidment@toh.on.ca

mailto:lmaidment@toh.on.ca

mailto:tmeeker@toh.on.ca

mailto:dklinck@toh.on.ca



		Sheet1



		Previous View: 

		Print: 






Previous View

SUPPORTED SELF-MANAGEMENT FOR DEPRESSION

STEP ONE: PRESCRIBE THE ANTIDEPRESSANT SKILLS W ORKBOOK

Problem Solving Situations

Realistic Thinking

e Changes in brain
chemistry

Behavioural Activation e Loss
e Conflict
e |[solation
. Thoughts
. Wifhcigxglns = Harsh self—'czrijric'ism
e Reduced Over-pessimistic about
. current siftuation
SCLT Catastrophic about future
e Poor self-care
< J
Emotions
e Sadness
Physiology e Despair
e Altered sleep e Numbness
e Low energy

Key messages:

SEE PAGE 6 Antidepressant Skills Workbook

* We can work together to change how you feel
* Others have found these ideas very helpful
* You'll need to do some reading and practice

* I'm happy to work with you on this -- we’ll set some regular visits to check

how you’re doing and work out problems
|:> Does this seem like something you’d like to try?





SUPPORTED SELF-MANAGEMENT FOR DEPRESSION

STEP TWO: HELP THE PATIENT FIND A STARTING POINT

BEHAVIOURAL ACTIVATION

Patient is - Identifying target areas (eg Social Contact, Self Care)
inactive/isolated - Setting goals (Specific, Realistic, Scheduled)

REALISTIC THINKING

negative thoughts -Coming up with realistic thoughts
-Challenging depressive thinking

-Practicing realistic thinking

Patient is feeling PROBLEM SOLVING

overwhelmed, -ldentifying a mildly difficult problem
“can’t cope” -Coming up with actions

-Evaluating pros and cons, Choosing
Page 39
-Making a plan

. RELAXATION TRAINING
Patient has -Getting CD or downloading audiofile

anX|ety/tenS|on -Practicing weekly Free download:
www.comh.ca/selfcare/

The Antidepressant Skills Workbook is available for free download at www.comh.ca/selfcare/.
Also available at that website are: translations into French, Chinese and Punjabi; an audiobook
version; versions for adolescents and the workplace; and other useful clinical tools.

REFERENCES:

e Bilsker D, Goldner EM. Training GPs to prescribe depression self-management. In The
Oxford Guide to Low-intensity CBT Interventions, Oxford University Press (expected 2010).

e Bilsker D, Anderson E. Supported Self Management for depression in primary care. In
Psychiatry in Primary Care: A Concise Canadian Handbook, Centre for Addiction & Mental
Health (expected 2010).

® Bilsker D, Anderson J, Samra J, Goldner EM, Streiner D (2008). Behavioural interventions in
primary care. Canadian Journal of Community Mental Health 27: 179-189.
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FACT SHEET (Regional):

Champlain BASE Project - eConsultation (eConsult)

Intended Audience (Hospital, Primary and Community-based Care)

Clinicians (such as physicians, nurse practitioners and pharmacists) and Administrators within Northern and
Eastern Ontario (Champlain, South East, North East and North West Local Health Integration Networks - LHINSs).

Purpose

The Champlain BASE Project: Building Access to Specialists through eConsultation, or eConsult, is a collaboration
between The Ottawa Hospital, the Bruyere Research Institute, the
Winchester District Memorial Hospital and the Champlain LHIN. eConsult is
a service to improve access to medical specialists by primary care providers
on behalf of their patients, thereby significantly reducing the interval to
receive specialist advice as compared to traditional referrals. Through
eConsult, a Primary Care Provider (PCP) can submit a consult request to a
participating specialty through a secure web-based tool. The request is
processed and assigned to an appropriate specialist, who is asked to respond

within 7 days. Depending on the individual request, and using the web-
based tool, the specialist may be able to:

v Provide the PCP with answers to questions and avoid the need for the patient to be referred for a face-to-
face visit;

v Request additional information before being able to provide advice; and/or

v" Recommend a formal referral, in which case any additional diagnostic tests, courses for treatment, etc.,

may be requested and completed before the appointment, leading to a more effective visit.

Benefits

The Champlain BASE Project: Building Access to Specialists through eConsultation, or eConsult, provides many
benefits to both patients and clinicians.

Key Patient Benefits:

e Dramatically reduces wait times;

e Eliminates the need for unnecessary travel to specialist office;
e Allows appropriate treatment to start quickly; and

e Reduces anxiety.

Key Clinician Benefits:

e Provides direct access to specialist expertise, and in a timely manner;
e Reduces unnecessary referrals and associated wait times; and

e Provides the opportunity for clinician dialogue, allowing for further interaction and clarification as needed,
ultimately leading to more effective communication and collaboration relating to patient care.

A2
comecingortemnssnemonens | ] LT

TOH, 1101 Prince of Wales Drive, Suite 320, Ottawa, Ontario K2C 3W7 :
Phone: 613-798-5565, ext. 71748 Fax: 613-737-8901 cNEO@toh.on.ca eHealth Ontario
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PAGE 2 Champlain BASE Project - eConsultation (eConsult)

Progress to Date

v Pilot research project launched in January 2010, led by Dr. Erin Keely of The Ottawa Hospital and Dr. Clare
Liddy of The Bruyere Research Institute, and initially funded by The Ottawa Hospital Academic Medical
Organization;

v Subsequent funding proposal to eHealth Ontario was approved to incorporate feedback from the pilot phase
to enhance and extend the solution, re-launching in April 2011; and current status (as of October 15, 2013):

e 1736 cases processed and closed across 26 participating specialties*
e 320 registered primary care providers (including 67 Nurse Practitioners)
e Deployed in 65 clinics across 30 municipalities (including 3 in South East LHIN)

v Operational funding is provided through the Champlain LHIN until a broader provincial billing strategy and
mechanism for eConsult services is established;

v" The “BASE” eConsult service was covered recently by the Health Council of Canada as part of a video series on
“Innovations in Reducing Wait Times” (see: www.healthcouncilcanada.ca/waittimes).

* List of current participating specialties:

Cardiology Hematology Psychiatry

Clinical Pharmacist Infectious Diseases Radiology - Abdominal
Dermatology Internal medicine Radiology - Musculoskeletal
Diabetes Education Nephrology Radiology - NeuroRadiology
Endocrinology Neurology Radiology - Thoracic

ENT & Head/Neck Surgery Obstetrics and Gynecology Rheumatology
Gastroenterology Pain Medicine & Anesthesiology Thrombosis

General Pediatrics PainConnect - Re-Consultation Urology

Pediatric hematology/oncology Palliative Care

eConsult service continues to operate, and valuable data related to the service is being collected, analyzed, and
made available to provincial bodies including the Ontario Ministry of Health and Long-Term Care as they develop a
broader deployment strategy for such services. Next steps for eConsult include:

1. Working with the provincial bodies to offer eConsult as a standard service available to all regions; and

2. Using eConsult as a stepping stone towards a regional eReferral solution.

Contact Information

For additional information, and/or if you are interested in gaining access to the eConsult service, please contact:

The Champlain Local Health Integration Network (LHIN)
Contact: Amir Afkham
Address: 1900 City Park Drive, Suite 204, Ottawa, Ontario, K1J 1A3

Phone: (613) 747-3235 Dy,
Email: amir.afkham@Ihins.on.ca zﬁ' Ontario
Website: www.ChamplainLHIN.on.ca it

This Facts Sheet has been produced in collaboration with the Champlain LHIN.

TOH, 1101 Prince of Wales Drive, Suite 320, Ottawa, Ontario K2C 3W7 ’ (Updated 11/13)
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The Patient Health Questionnaire-2 (PHQ-2) - Overview

The PHQ-2 inquires about the frequency of depressed mood and anhedonia over the past

two weeks. The PHQ-2 includes the first two items of the PHQ-9.

B The purpose of the PHQ-2 is not to establish final a diagnosis or to monitor depression
severity, but rather to screen for depression in a “first step” approach.

B Patients who screen positive should be further evaluated with the PHQ-9 to determine

whether they meet criteria for a depressive disorder.

Clinical Utility
Reducing depression evaluation to two screening questions enhances routine inquiry

about the most prevalent and treatable mental disorder in primary care.

Scoring
A PHQ-2 score ranges from 0-6. The authors' identified a PHQ-2 cutoff score of 3 as the
optimal cut point for screening purposes and stated that a cut point of 2 would enhance

sensitivity, whereas a cut point of 4 would improve specificity.

Psychometric Properties’

Major Depressive Disorder (7% prevalence) Any Depressive Disorder (18% prevalence)

PHQ-2  Sensitivity  Specificity  Positive : PHQ-2 Sensitivity Specificity ~ Positive
Score Predictive Score Predictive
Value (PPV*) : Value (PPV*)
1 97.6 59.2 15.4 1 90.6 65.4 36.9
2 92.7 73.7 211 2 82.1 80.4 48.3
3 82.9 90.0 38.4 3 62.3 95.4 75.0
4 73.2 93.3 45.5 4 50.9 97.9 81.2
5 53.7 96.8 56.4 5 311 98.7 84.6
6 26.8 99.4 78.6 6 12.3 99.8 92.9

* Because the PPV varies with the prevalence of depression, the PPV will be higher in settings with a higher
prevalence of depression and lower in settings with a lower prevalence.

1. Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: Validity of a Two-Item Depression
Screener. Medical Care 2003, (41) 1284-1294.
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The Patient Health Questionnaire-2 (PHQ-2)

Patient Name Date of Visit

Over the past 2 weeks, how often have Not Several More Nearly
you been bothered by any of the Atall Days Than Half Every
following problems? the Days Day
1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed or hopeless 0 1 2 3

©1999 Pfizer Inc. All rights reserved. Used with permission.
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