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Preface

Community Partners in Care is a partnership of community and academic members to compare two ways of improving depression care.  This partnership is funded by the National Institutes of Health.  The two models, the Community Engagement Model and the Technical Assistance/Resource for Services Model, both provide resources about programs that have already been proven to work well in improving depression care in other settings.  This Clinician Guide to Depression Assessment and Management in Primary Care, is based on materials from the study Partners in Care.  
Partners in Care was a Client Outcomes Research Team (PORT) II study, funded by the Agency for Healthcare Research and Quality, formerly the Agency for Health Care Policy and Research (AHCPR).  It was a randomized trial to evaluate whether externally designed, evidence-based interventions for improving care for depression can be locally implemented in managed care organizations.  The study took place in 46 primary care clinics within six diverse, nonacademic managed care plans in various locations across the United States. It involved 181 primary care providers and 1,356 clients with current depressive symptoms and either 12-month, lifetime, or no depressive disorder. 

The original materials designed for clinicians, nurse specialists, and were developed at RAND in collaboration with researchers and clinicians at many institutions, including the VA Greater Los Angeles Healthcare System, Los Angeles, California; the University of California, Los Angeles; Georgetown University; and the University of California, San Francisco.  They are published in 7 volumes, along with the client-education videotape and brochure developed for the Partners in Care study.  

The interventions took place in 1995-2000.  The authors recognize that clinics implementing the interventions today would want to update some of the manuals to integrate recent advances - for example, in psychotropic medications and in informatics support for documenting case management.  However, the approach remains current, and is the basis for a variety of ongoing interventions for depression for adults, adolescents, and older adults.

This document, Therapist Guide to Depression Assessment and Treatment, provides an overview of the therapist toolkit resources, as well as a step-by-step guide for the assessment and treatment of depression using cognitive behavior therapy in a collaborative care model. 

CHAPTER ONE

Overview

1.1 Introduction to CPIC Therapist Guide

1.2 How to use the CPIC Therapist Guide

1.3 Additional Resources for the CPIC Therapist

1.4 What is Collaborative Care?

1.5 Goals for the CPIC Therapist 
1.1 INTRODUCTION TO THE CPIC THERAPIST GUIDE
Purpose

The purpose of this CPIC Therapist Guide is to give therapists a framework and practical tools to assess and treat clients living with depression. This manual includes a structured guideline for assessment and therapy using a manualized cognitive behavior approach within a collaborative care model. The CPIC Therapist Guide also introduces the contents of the CPIC Therapist Toolkit, which includes the BRIGHT CBT Manuals (more details to follow in Chapter 3 of this Guide) and a variety of forms (found in the Appendix of this Guide) that may be useful for outcome tracking, therapy progress monitoring, and coordination with other members of the collaborative care team. This manual is based on evidence-based practices in the Partners in Care study, adapted for use by safety-net organizations participating in the Community Partners in Care research study.  

How this CPIC manual differs from that used in Partners in Care

This CPIC Therapist Guide is an alternative to the Guidelines and Resources for the Depression Nurse Specialist in the Partners in Care study, which supported care managers/clinicians within a primary care setting. While the Partners in Care manuals can still be used, we developed the CPIC Therapist Guide specifically for providers that will be primarily providing psychotherapy within a broader range of care settings (e.g., primary care, safety-net organizations). 

Who should use this manual

This manual is intended for the Therapists participating in the Community Partners In Care study. 
What is a Therapist?  

A Therapist is a staff member who works within a services agency that provides direct treatment directly as a licensed provider or under supervision of a licensed provider. The Therapist may be a psychologist, nurse, social worker, marriage and family counselor, or a substance abuse counselor who is supported or supervised by a licensed provider. The Therapist is a key person in the treatment process, as the client likely has the most contact with this provider. The Therapist may also function as the Care Manager (please refer to Care Manager Guidebook), who provides the key resource in communication of care goals between providers, the agency and the client. The therapist also serves as a client supporter and advocate to help assure that the client’s goals of recovery from depression can be achieved.
1.2 HOW TO USE THE CPIC THERAPIST GUIDE
The CPIC Therapist Guide is intended to increase skills, confidence, and adherence to national guidelines for depression care. A step by step guide is provided for the therapist to assess clients’ needs, refer for appropriate services, as well as determine whether Cognitive-Behavioral Therapy may be beneficial to the client. Once the therapist works with the patient to determine whether group or individual treatment is most appropriate, she/he conducts therapy sessions using the BRIGHT Manual (see BRIGHT Manual), and maintains records for each client using forms provided in the CPIC Therapist Toolkit. A number of the forms (particular for the assessment and coordination) are duplicates of the forms used by the care managers.
There are four main sections to this Guide:

· Chapter 1 (Overview): Introduction to this guide and the CPIC project.

· Chapter 2 (Assessment): Five steps to evaluate people with symptoms of depression.

· Chapter 3 (CBT Treatment): Introduction of BRIGHT program and CBT treatment considerations.

· Chapter 4 (Wrap Up and Resources): Review of contents of this guide and helpful resources list.

· Appendix (Therapist Toolkit): Useful tables, guides, and forms for assessment and treatment of people with symptoms of depression.

1.3 ADDITIONAL RESOURCES FOR THE THERAPIST
This manual is designed as a resource together with other materials:

· BRIGHT CBT Treatment Provider Guides and Client Workbooks (Individual and Group Therapy)

· Manual for Care Managers

· Beating Depression:  The Journey to Hope 

· Two educational DVDs entitled, “Beyond Depression (English and Spanish versions)

· Educational brochures about depression (English and Spanish)

· Other client education resources from the Building Wellness toolkit.

· Therapist Toolkit (Included in Appendix):

All resources listed above are available online at the Community Partners in Care website http://www.communitypartnersincare.org/ and on a flash drive for participating agencies.

1.4  WHAT IS COLLABORATIVE CARE?
The Collaborative Care Model is a team-based approach to managing chronic health condition such as depression. Effective health management often requires coordination and communication among multiple types of providers, education for clients and families, and support for clients to be active co-managers of their health and wellness.  Our healthcare systems typically support individual providers in giving care to individual clients that is oriented to solving an immediate problem.  Communication across providers and agencies is often challenging, particularly when communication involves other systems of care.  The Collaborative Care Model addresses these challenges through facilitating communication, bringing different providers into a similar understanding of what is needed to support recovery from depression, and assisting clients in becoming active participants in recovery and wellness.  

There are multiple roles in the Collaborative Care Model. They include the Care Manager, Therapist, and Primary Care Provider or Psychiatrist. In applying the Collaborative Care Model for depression to the CPIC study, 

· The Care Manager helps establish initial contact with enrolled clients in the study.  In CPIC, enrolled clients have likely been screened already by the study and have depressive symptoms, but have not yet had a clinical assessment for whether they would benefit from treatment for depression or other issues (e.g., substance abuse or medical or social problems).  Some of the enrolled clients may already be in treatment or receiving services.  Their enrollment offers an opportunity to review how they are doing and what approaches might help them.  

· The Therapist plays a vital role in providing the Cognitive Behavioral Treatment to the client and works with the Care Manager to assess depression, educate the client about depression, and coordinate the treatment across providers.  

· If medication is needed, the Therapist or Care Manager may also refer clients to the Primary Care Providers (e.g., physician, physician’s assistant, or nurse practitioner), or Psychiatrist for medication assessment and management. During the course of the treatment, the therapist works with the care manager and the primary care provider to ensure the appropriate follow-up is provided to support client through their recovery. The Therapist, Care Manager, Primary Care Provider/Psychiatrist work together to provide comprehensive and collaborative evidence based care to the client.

As you can see, these roles interact with each other often to support clients in their depression recovery. Sometimes multiple roles are taken on by one individual within an agency. For example, the Therapist and the Care Manager may be the same person in an agency. In the case where the Therapist also functions as the Care Manager, they should also consult with the Care Manager guidebook. 

1.5 GOALS FOR THE THERAPIST
We suggest that CPIC therapist consider the following goals when treating clients on the collaborative care model:
1. Support clients as co-managers of their care

· Build trust, show interest, assure confidentiality

· Educate client about their depression and resources

· Empower client to make treatment decisions

2. Assess and monitor client symptoms and progress

· Conduct initial evaluation

· Note client strengths and potential difficulties

· Track symptoms throughout treatment

3. Support coordination of care

· Document and Explain Treatment Plan

· Communicate with Other Providers (care managers, primary care providers, psychiatrists)

4. Teach clients cognitive behavior techniques to address depression

· Help them develop healthy ways of thinking to improve mood/functioning

· Help them develop healthy activities to improve mood/functioning

· Help them develop healthy relationships to improve mood/functioning
Individuals who serve as Therapists in CPIC may very well do some or all of these activities already and have their own style.  That’s great!  The protocols and forms we offer are designed to make it easier for most to complete these tasks, but we do not want our approach to become an extra burden!  Given these broad goals above, Therapist should, with their agency supervisors, use their best judgment about what to keep of current practice, and what to try to add from the forms and approach we offer.  

Good luck!

CHAPTER TWO
Assessment

2.1 The First Visit

2.2 Introduction to the Five Steps for evaluating people with symptoms of depression

Step 1. Screening for depression using the PHQ

Step 2. Evaluate diagnostically for depression and comorbidities

Step 3. Determine treatment needs

Step 4. Develop treatment plan

Step 5. Active/Educate the client

2.1 THE FIRST VISIT
In the CPIC program, the client will most likely be referred to you for assessment and/or treatment via his/her case manager. The case manager may have already had initial contact with the client, and have already been pre-screened for depression, assessed for their major stressors, resources, and clinical needs. They may also have been briefly educated about depression and its care. In other cases, you may be the 1st person to make contact with the client (e.g., if the client does not have an assigned case manager, or if you are both the care manager and the therapist for this client). 

Before the First Session

Before the client comes for their first appointment, we suggest you set up a Study Record and set up/update the Registry Record. 

Study Record

Set up your study record with the following forms:

1) Contact Information and Initial Telephone Call Notes (Form A)

2) Initial Visit Worksheet (Form B)

3) Getting to Know You Worksheet (Form C)

4) Post-Initial Visit Evaluation (Form D)

5) Individual Patient PHQ-9 Progress Graph (Form E)

6) CBT Session Record (Form F)

7) My Personal Treatment Plan (Form G)

8) My Personal Wellness Plan (Form H)

If the client has been pre-screened by his/her case manager, forms A-D may already be completed by the care manager (Forms A, B, and D) and by the client (Form C). Be sure to obtain the completed forms from the client’s case manager to add to your study record. 

If the client has not been pre-screened and/or you are the client’s 1st contact, please make sure you fill out Forms A, B, and D. You will give the client Form C (Getting to Know You Worksheet) when they arrive for their 1st session and ask him/her to fill it out before you begin your assessment.

The Getting to Know You Worksheet (Form C) is used to guide the assessment interview. This worksheet asks about the client’s strengths, resources, depression experience, stressors, treatment experience, barriers to care, and prompts the client to think about questions for their providers. If the client has completed this with a care manager, it will be helpful for you to obtain a copy of this worksheet.  

Form E will be used to chart the results of the PHQ-9, which you will administer to the client at the 1st session as well as each subsequent session. We will discuss the PHQ-9 in detail later in this chapter, in Step 1 of 5 in the assessment process.

Form F will be used for notekeeping during CBT treatment. You will fill out one of these forms for each CBT Therapy session. We will discuss the CBT Session Record in detail in Chapter 3.

Form G and H will be filled out by the client with your guidance after the completion of the Five Step Assessment process (detailed in this chapter). It is used to clearly communicate with the client his/her treatment plan (Form G) and other helpful wellness resources (Form H). After completing this form, you will provide one copy for the client, and also keep one copy for yourself, to keep in the client’s Study Records.

The Registry Record

Also, set up a registry record for ALL of your clients with the following forms:

1) Client Register and Initial Contact Summary (Form I)

2) Register Follow-Up (Form J)

You will be recording basic contact and progress information for ALL clients on these two forms. Keeping these forms up-to-date will help facilitate consultation with CPIC study experts. Please update these records after any session with a client to ensure that the data is up-to-date and complete.

2.2 INTRODUCTION TO THE FIVE STEPS FOR EVALUATING PEOPLE WITH SYMPTOMS OF DEPRESSION

In the sections below, we describe five steps to systematically evaluate people with symptoms of depression. You will find that several forms in the CPIC Therapist Toolkit (in Appendix) may be helpful during the implementation of the Five Steps. We have referenced the forms whenever appropriate as we describe the assessment process below.

STEP 1
SCREENING FOR DEPRESSION USING THE PHQ

Why Search for Depression?

Like hypertension and other chronic diseases, clinical depression (major depression or dysthymia) is very treatable, but without treatment it is often a silent cause major disability. Research has shown that, while untreated depression is not a frequent cause of death, it causes more severe disability than any of the common chronic diseases other than heart disease. People are differently predisposed by genetics or, for example, by a history of childhood trauma to experience clinical depression. Those who are predisposed often experience a vicious cycle whenever a major life setback occurs--just when they require extra reserves of energy and enthusiasm to surmount obstacles, they are overcome by fatigue, poor concentration, and hopelessness.  Typically, even when clinically depressed people realize that their inability to function is due to their state of mind and that life really is not hopeless, they remain trapped by their biological state.

 Clinical depression is common in primary care clients (5 - 10%), and is often unrecognized by clients, family, or physicians.  All of us have some depressive symptoms, like sadness or hopelessness, from time to time, but we usually experience them in relationship to life events such as problems with work or relationships, losses, or even positive changes such as promotions or the birth of a child.   Temporary distress and suffering due to realistic life pressures and losses is expected, and in psychiatric terms, can be called an adjustment reaction or altered mood.   When you think about clients you have cared for in practice, some will have surmounted major stresses with a return to optimism and an energetic life style over weeks to months; these individuals have successfully dealt with their “adjustment.”  But others will have been downhearted and fatigued for no apparent reason; and some will have suffered a loss or stress from which they just don’t seem to have bounced back even months later.  

When depressive symptoms are pervasive or long-lasting, and particularly when the symptoms include bodily dysfunction such as sleep disturbance or physical dysfunction such as difficulty concentrating or carrying on usual daily activities, the individual may be suffering from clinical depression rather than from a temporarily altered mood state.  

Clinical literature documents that successful treatment shortens the course of depression and prevents recurrence.  The Community Partners in Care (CPIC) approach aims to find, evaluate, and treat clients with current clinical depression. 

Clients who meet criteria for clinical depression includes those with major depression, dysthymia, and bipolar or manic-depressive disorder.  The Partners in Care approach is directed toward the primary care setting and focus on clients with major depression and Dysthymia. We do not directly provide treatment to clients with bipolar disorders. Instead, we identify these clients using the assessment steps detailed in this chapter, and suggest referrals (e.g., to psychiatrist) as appropriate.  

Using the Patient Health Questionnaire (PHQ) to Assess for Depressive Symptoms

Please see Form i. Patient Health Questionnaire – 9 (English) or Form ii. Patient Health Questionnaire – 9 (Spanish)

In the first step of our assessment, we are searching for clients who are likely to have clinical depression.  We are not making a diagnosis of, for example, major depression or dysthymia, but we are screening for these illnesses.  

Detecting depression in primary care practices or safety net agencies can be difficult.  Even the most experienced providers will miss depression in clients if he or she does not routinely assess clients for key symptoms such as depressed mood or loss of pleasure.  The presence of symptoms of depression does not indicate a diagnosis of clinical depression, but indicates the group of people in whom further evaluation for depression is indicated.

Brief screening questionnaires that indicate how the person feels are a good start for detecting depression.  These measures identify clients most at risk for having major depression.  The PHQ-9 (Patient Health Questionnaire – 9) – attached in the appendix, the Medical Outcome Study 5-Item Mental Health Index, the Beck Depression Inventory, and the Composite International Diagnostic Interview (CIDI) are examples of the kinds of tools that can be used for finding clients who are at high risk for depression.  

CPIC searches for clients who have had symptoms consistent with a major depression or dysthymia over the past year, and then asks whether these clients have at least some current symptoms of depression.  We define “current” as over the past month.  Dysthymic clients typically have symptom-free periods but virtually always relapse in a short period of time, so a preventive approach toward these clients is indicated if they have had symptoms over the past month.  Clients who appear to have experienced a major depression over the past year but have not had at least a week of symptoms over the past month probably do not require intervention at this time.

Assessment of Depressive Symptoms Using the PHQ-9 (Client Health Questionnaire)
This 9-item self-rating scale can be easily administered in the primary care or safety net setting. We recommend using this short questionnaire at the intake as well as through the course of treatment to track the patient’s depressive symptoms and response to treatment.

The following range of scores for the PHQ was taken from a study of depressed clients in family practice:


Scores
Level of Severity


0-4
None or minimal


5-9
Mild


10-19
Moderate


20-27
Severe

Step 1 Decision Point Using the PHQ

If the client does not have current symptoms of depression or dysthymia (PHQ<5), or is not currently being treated for depression, the client does not require intervention for depressive symptoms, and there is no need for further evaluation at this time. The only exception is individuals who have had multiple (( 3) prior episodes of documented major depression. These individuals have a >90% change or relapse, and intervention should be considered. STOP HERE.

If the client has current signs or symptoms of depression or dysthymia (PHQ > or = 5), or is currently in treatment for depression, the client requires further evaluation, education about depressive symptoms, and encouragement to participate in assessment and management of these symptoms. PROCEED TO STEP 2.

STEP 2
EVALUATE DIAGNOSTICALLY FOR DEPRESSION AND COMORBIDITIES

Diagnoses Made Among Clients Who Have Symptoms of Depression or Dysthymia

All clients who have been found to have current symptoms of depression or dysthymia (PHQ > or = 5) should be evaluated for the diagnosis of clinical depression. 

Individuals who have depressive symptoms but do not meet criteria for clinical depression are managed differently than those who meet criteria. Typically, about 20 to 25% of clients have significant symptoms of depression in primary care practices, and about half of those who screen positively for depressive symptoms on instruments like the PHQ-9, will have clinical depression on further evaluation.

A variety of diagnoses can be made among clients who have current symptoms of depression or dysthymia.  These include:

1. People with Bad Moods that Pass (No Diagnosis)

People often feel downhearted, blue, irritable, or anxious.  “Bad moods” lasting a few days at most do not indicate long-lasting changes in brain chemicals, and do not require treatment for depression.  The symptoms are often brought on by frustrating and difficult life experiences.  People usually recover quickly and their symptoms do not seriously affect their lives.

2. Grief Reactions (Bereavement)

Symptoms in grief reactions can be as severe as major depression, but happen during the two months following a loss.  These early symptoms of grief do not require treatment for depression.  Symptoms following a loss that persist for more than two months or that occur more than two months after the loss may require treatment for major depression.

3. Adjustment Reactions

In an adjustment reaction, people experience feelings of depression, but these feelings are not severe or long-lasting enough to indicate clinical depression.  The feelings occur in response to a particularly stressful life event, or circumstance such as the loss of a job, marital conflict, etc.  The feelings usually go away as the event or circumstance gets better or farther in the past.  Even if the circumstance doesn’t substantially improve, the adjustment reaction usually resolves within six months.  Also, the feelings are usually not so severe that they interfere with daily activities and responsibilities.
4. Minor Depression

In minor depression, it may be difficult to pinpoint a particular event or cause.  Depressive symptoms are experienced daily for two weeks or more, but are not severe enough to be classified as clinical depression.  It is often accompanied by the additional symptoms of difficulty concentrating and loss of interest in daily activities.  Some people with minor depression have increased risk for full clinical depression.

5. Major Depression

Major Depression seriously impacts a person’s ability to function both at home and in the workplace.  As in minor depression, depressive symptoms are experienced daily for two weeks or more, but the symptoms are more severe.

6. Dysthymia

Dysthymia is also called chronic depression.  In this illness, symptoms of depression last for two years or more, though they are not severe enough to be classified as major depression.  There may be periods of feeling better, but the good moods don’t last.  The length of time that symptoms last is the hallmark of dysthymia.  Some people with dysthymia are at risk for developing major depression on top of dysthymia, if they are not treated.

The clinician’s first diagnostic job is to assess whether the client meets DSM -IV criteria for major depression or dysthymia (conditions #5 and #6 described above).  

Conditions marked by depressive symptoms that are not treated as major depression include grief/bereavement, minor depression, and adjustment disorder (conditions #1 - #4 described above).  These conditions require monitoring, client education, and sometimes counseling, but do not require therapy for major depression and dysthymia.  
Determining Whether Client meets DSM-IV Criteria for Major Depression

The diagnosis of major depression is based on DSM-IV criteria for depression.  These are listed below in Figure 1.1.  

Diagnostic Criteria for Major Depression



Major depression is more than just “low mood.” It is a syndrome defined by at least five of the following nine symptoms.  The symptoms have to be present nearly every day for 2 weeks or longer. One of the symptoms has to be #1 or #2 below.


1.
Depressed mood


2.
Loss of interest or pleasure


3.
Significant change in weight or appetite


4.
Insomnia or hypersomnia


5.
Psychomotor agitation or retardation


6.
Fatigue of loss of energy


7.
Feelings of worthlessness or guilt


8.
Impaired concentration or indecisiveness


9.
Thoughts or death or suicide

Figure 1.1 - DSM-IV Criteria for Depression Techniques to assess whether client meets DSM-IV criteria for Major Depression

· For each of the DSM-IV criteria above, you should develop some probing questions. For example, for #1 “Depressed Mood,” you may want to ask how much of the time during the past month the individual has felt depressed, downhearted or blue.  

· Take a look at the questions on the PHQ-9 for example descriptors of a depressed mood, loss of interest or pleasure, and feelings of worthlessness or guilt.  You can then ask whether these symptoms have been present for as much as two weeks at a time or more over the past year.  

· Observe for different presentations of depression. Clients may present their illness in various ways and still meet DSM-IV criteria for Major Depression. Below are some common presentations of Major Depression:


1.
Clients who emphasize mood or emotional complaints: low or depressed mood, low self-esteem, worthlessness, or feelings or guilt, anxiety, irritability, apathy, loss of interest.


2.
Clients who emphasize physical/somatic complaints: insomnia, fatigue, decreased energy, headache or other pain symptoms, weight changes. This type of presentation is quite common.


3.
Clients who complain of poor memory or concentration.


4.
Clients who complain of stress or problems at home or at work.

A person who has met diagnostic criteria for major depression at some time over the past year, and who has continued to have at least some symptoms over the past month, requires treatment for depression. 


If the client has current symptoms of Major Depression, document symptoms on Form B: Initial Visit Worksheet (Fill out sections titled SYMPTOMS and OTHER INDICATORS FOR DEPRESSION), and continue evaluation.


Continue evaluation

Determining Whether Client meets DSM-IV Criteria for Dysthymia

The diagnosis of dysthymia is based on DSM-IV criteria for dysthymia.  These are listed below in Figure 1.2.  
Diagnostic Criteria for Dysthymia


Dysthymia is characterized by an overwhelming yet chronic state of depression, exhibited by a depressed mood for most days, for more days than not, for at least 2 years (For children and adolescents, mood can be irritable and duration must be at least 1 year). The individual must not have gone for more than 2 months without experience two or more of the following symptoms:

One of the symptoms has to be #1 or #2 below.


1.
Poor appetite or overeating


2.
Insomnia or hypersomnia
       3.  Low energy or fatigue


4.
Low self-esteem


5.
Poor concentration or difficulty making decisions


6.
Feelings of hopelessness


In addition, no Major Depressive Episode has been present during first wo years (or one year in children and adolescents) and there has never been a Manic Epsiode, a Mixed Episode, or a Hypomanic Episode, and criteria has never been met for Cyclothymic Disorder.


Further, symptoms cannot be due to direct physiological effect of the use or abuse of a substance (e.g., drug, alcohol, medication).


Symptoms must also cause significant distress or impairment in social, occupational, education, or other important areas of functioning.

Figure 1.2 - DSM-IV Criteria for Depression
Techniques to assess whether client meets DSM-IV criteria for Dysthymia are similar to those used to assess Major Depression (described above).

A person who has met diagnostic criteria for dysthymia for at least 2 years, and have not had symptom free periods over 2 months at a time, requires treatment for dysthymia.


If the client has current symptoms of Dysthymia, document symptoms on Form B: Initial Visit Worksheet (Fill out sections titled SYMPTOMS and OTHER INDICATORS FOR DEPRESSION), and continue evaluation.


Continue evaluation

Assessing for Comorbid/Other Clinical Conditions

Sometimes depressive or dysthymic symptoms are accompanied by other co-morbid conditions. It is important to assess for these accompanying symptoms in order to develop a targeted and effective treatment plan. The following four co-morbid conditions should be routinely assessed in clients who evidence depressive or dysthymic symptoms (PHQ > or = 5).

1. Assess for Medical Illnesses that Can Cause Depression

Often, depression requires treatment even in the face of a medical illness that could be causing it.  Some medical illnesses, such as stroke and arthritis, are associated with higher than usual rates of depression, but treating the underlying medical illness is often not enough to cure the depression.  Other illnesses, such as cancer, may not be treatable.  In these cases, treating depression is essential in order to maintain the client’s ability to cope, even if the depression is caused all or in part by the underlying disease.  When the client complains of physical symptoms that could be caused either by depression or by medical illness, a dual approach is often appropriate, whereby the depression is treated and the physical symptoms are re-evaluated to see if they improve as other depressive symptoms improve.  

Remember that if the client does not have a combination of symptoms that can indicate depression (e.g., if they only have pain and fatigue and do not feel sadness, loss of interest and other depressive symptoms) it is unlikely that major depression is the cause. 


If the client has a medical illness that may cause depression, refer to primary care doctor if necessary to treat medical illness; document medical illness on Form B: Initial Visit Worksheet (Fill out sections titled SYMPTOMS and OTHER INDICATORS FOR DEPRESSION) and treat symptoms of depression.


Continue evaluation

2. Assess for Current or Past Substance Abuse

Ask clients how much alcohol they currently drink and how often.  Ask about a history of alcoholism.  The 4-item CAGE questionnaire and the more recent 3-item Alcohol Use Disorders Identification Test – Consumption (AUDIT-C) questionnaire are brief screens for symptoms of alcoholism.  

CAGE QUESTIONNAIRE

1. Do you ever feel the need to cut down on your drinking?

2. Do you ever feel annoyed by criticism of your drinking?

3. Do you ever have guilty feelings about your drinking?

4. Do you ever take a morning eye-opener?
One or more positive responses on the CAGE questionnaire suggest that the client likely has an alcohol abuse problem.

AUDIT-C QUESTIONNAIRE

1. How often do you have a drink containing alcohol?


0 = Never


1 = Monthly or less


2 = 2-4 times a month


3 = 2-3 times a week


4 = 4 or more times a week

2. How many drinks containing alcohol do you have on a typical day?


0 = 1 or 2


1 = 3 or 4


2 = 5 or 6


3 = 7 to 9


4 = 10 or more

3. How often do you have six or more drinks on one occasion?


0 = Never


1 = Less than monthly


2 = Monthly


3 = Weekly


4 = Daily or almost daily

A score of 3 or more for women and 4 or more for men suggests that the client likely has an alcohol abuse problem, and a score of 8 or more suggests that the client likely has alcohol dependence.  

Note that an individual who has only one drink a day, which is within recommended limits, will screen positive (i.e., all points are from question #1 alone and questions #2 & #3 score are zero). In this situation, we recommend that the provider a) review the client's alcohol intake over the past few months to confirm accuracy (e.g. "Has this been your consistent pattern over the past 2-3 months?"), b) review the problem list to ensure there are no medical contraindications due to drinking (e.g. hepatitis C, prior alcohol treatment), and c) advise the client to stay below recommended limits.

Decision Point using the CAGE or AUDIT-C

If the client has significant, moderate to severe symptoms of alcohol or drug abuse (e.g., score of 8 on AUDIT-C), document on Initial Visit Worksheet (fill out sections titled SYMPTOMS)and consider the following: 

· Most depression related to alcohol or drug abuse will remit spontaneously within a few weeks once the substance abuse stops. This is particularly true if depressive symptoms are part of the acute substance intoxication (e.g., alcohol or sedatives) or withdrawal (e.g., cocaine and other CNS stimulants).

· Recommend self-help groups such as Alcoholics Anonymous (AA) and/or provide referral for inpatient and outpatient treatment for substance abuse.  Clients meeting criteria for major depression who have significant alcohol or drug abuse should preferably be referred to a comprehensive substance abuse program.  If such a program is not available, the client should be seen by a psychiatrist.  

If the client has minor, less severe symptoms of alcohol abuse (e.g., score of around 3-4 on AUDIT-C), recommend that the client start treatment at Alcoholics Anonymous (AA), and that treatment for their depression can begin after a month of staying clean and sober. Document symptoms on Form B: Initial Visit Worksheet (Fill out section titled SYMPTOMS) 


Continue evaluation

3. Assess for Current and Past Mania
Bipolar disorder occurs in about 1% of the population and in about 5-10% of depressed clients.  It is much less common than major depression in primary care settings.  You need to consider the possibility of bipolar disorder in all clients who present with depression, because it is treated very differently.  For example, antidepressants can make a person with bipolar disorder more manic.

Begin by asking whether the client has ever been told of mania or been treated with lithium.  Then look for symptoms of mania. If such symptoms are currently present, or has occurred for a week or more in the past, consider the diagnosis of bipolar disorder.

Bipolar disorder is characterized by episodes of euphoric or irritable mood. During these periods, clients may also have excessive levels of energy and a decreased need for sleep. Self-esteem is often inflated, and clients may believe that they have special powers or knowledge. Speech is often loud and hard to interrupt. Thought processes may be highly distracted, moving rapidly from one subject to another. These clients may get involved in excessive or risky activities such as spending lots of money or engaging in inappropriate sexual behavior. 

Such clients often require treatment with a mood stabilizer such as lithium, carbamazepine, or valproic acid. They may even require hospitalization. Antidepressants alone may precipitate or worsen a manic episode.  These clients should be referred to a psychiatrist for further diagnostic assessment and pharmocotherapy recommendations.

Decision Point for Bipolar Disorder Assessment


If the client has current or history of mania, refer to psychiatrist; the client can be returned to therapist for CBT if treatment is not expected to be complicated. Document symptoms on Form B: Initial Visit Worksheet (Fill out section titled SYMPTOMS).


Continue evaluation

4. Assess History of Psychiatric Hospitalization, Suicide Attempts, and current Suicidality

Assessing for past hospitalization and suicide attempts

Ask clients whether they have been hospitalized for psychological/psychiatric problems in the past. If yes, ask “when,” “where,” “for what,” and “for how long.” 

Ask clients whether they have previously attempted suicide. If yes, ask “when,” “what was the method used,” and “how many times.” 

Clients with a past history of psychiatric hospitalization or suicide attempts may or may not be appropriate for management by a non-mental health specialist, such as counselors in primary care, churches, social services).  It is important to consultant with a licensed clinical supervisor if there are concerns with these risks. These historical factors suggest that the client may be at increased risk for another suicide attempt or hospitalization, even if they are not in imminent danger.

Assessing for Current Suicidality

The following table offers guidelines for screening for current suicidality.

Suicide Screening Steps

1.
Ask about INTENTION: Ask all clients if they have thoughts of death or suicide or if they feel that life is not worth living.  Also ask whether they have previously attempted suicide.

2.
Ask about PLAN: If the answer to Step #1 is yes, inquire about plans for suicide.  How much have they thought about suicide?  Does the person know how he or she would commit suicide?  Have they set a time?  Are there specific conditions that would precipitate suicide?   
3. Ask about MEANS: If the answer to Step #1 and #2 is yes, inquire about means for suicide. Do they hve the materials (e.g., gun) required to carry out their plan in possession? Are they planning to acquire the materials? 

4.
Consider epidemiological risk factors for suicide (See below). Ask directly about history: prior suicide attempts and family history of attempts and substance abuse.
5.
If suicidal thoughts are persistent, if the client has a prior history of a suicide attempt or a current plan, or if the client is at high risk for suicide based on epidemiological factors plus suicidal ideation, consider emergency psychiatric consultation and treatment.

Epidemiological Risk Factors for Suicide


Psychosocial and Clinical
History
Diagnostic

Hopelessness
Prior suicide attempts
Medical illness


Caucasian race
Family history of 
Psychosis


Male gender
  suicide attempts
Substance abuse


Advanced age
Family history of 


Living alone
  substance abuse

Figure 1.3 - Evaluating the Risk of Suicide

· If client reports previous hospitalizations and past suicide attempts, document on Form B: Initial Visit Worksheet (fill out section titled SYMPTOMS). Monitor closely and consider psychiatric consultation for clarification of diagnosis or treatment plan.

· If client reports current suicidality and is actively suicidal, document on Form B: Initial Visit Worksheet (fill out section titled SYMPTOMS). Refer to guidelines for managing suicidal clients in Ch. 2, Assessment step 3 of this guide. Immediate psychiatric referral is warranted in this case.

· Continue evaluation
Summary of Common Comorbid Conditions Related to Depression

Figure 1.3 summarizes four categories of psychiatric comorbidity and complexity (e.g., bipolar disorder, substance abuse, and prior psychiatric hospitalization or suicide attempts), that are related to major depression.

Recognizing Common Psychiatric Comorbid Conditions

	DIAGNOSIS
	CRITERIA
	ACTION

	Depression Attributed to Medical Condition
	•
existence of medical illness

•
presence of symptoms that may be caused by medical illness or depression

	•
document medical illness and treat depressive symptoms.

•
refer to primary care doctor for treatment of medical illness if necessary.

	Substance abuse


	•
alcohol

•
illicit drugs (cocaine or amphetamine withdrawal)

•
prescription drugs (narcotics, sedatives)


	•
treat substance abuse first;


then treat depression.

•
consider consultation for substance abuse.

	Bipolar Disorder

(current or past history

of manic symptoms)
	•
elevated/expansive/irritable mood for at least one week

•
decreased sleep

•
increased energy, talking, or activity

•
distractibility

•
inflated self-esteem or


 grandiosity


	•
obtain psychiatric consultation.
•
treatment requires a mood stabilizer (Lithium, valproic acid, or carbamazepine) and possibly other medications.

•
treatment with antidepressants alone is risky (may cause manic episode).

	History of psychiatric hospitalization or suicide attempts and current suicidality

	Same as diagnosis
	· inquire about current thoughts or plans for suicide.

· monitor closely.

•
consider referral to a psychiatrist Immediate referral is necessary for actively suicidal clients.


Figure 1.3 - Common Comorbid Diagnoses

STEP 3
Determine Treatment Needs
1. Assess Clients for Current Treatment Status

To assess current medical and psychological treatments, ask the client to:

•
List all current medications

•
Ask whether the client is currently in psychotherapy

•
Review the client’s current medical problem list

2. Identify Clients who Require Hospitalization/Crisis Intervention/Immediate Referral
Among clients with symptoms of depression or dysthymia, a small minority will require immediate intervention for serious acute symptoms.  These include people who are acutely suicidal, have difficulty eating (especially if elderly) or are psychotic.  Rather than trying to assess these individuals in detail (if you are not a specialist), it is probably most efficient to identify these serious symptoms and refer immediately to a psychiatrist/psychologist for further evaluation.  Prior to referral, also consider possible medical causes of the client’s symptoms such as medication, underlying diseases such as cancer or thyroid disease, and alcohol or drug abuse.  

Clients who have been referred may return to your care once they are no longer in crisis or acute.  In this case, involving both the consulting psychiatrist and/or the consulting psychologist through telephone or in person discussions may be very helpful.

a. Assess for Inadequate Nutrition

While clients with depression commonly suffer depressed appetites and slow weight loss, some individuals simply stop eating or drinking.  Elderly individuals may be at risk even with milder appetite suppression, because of the severe consequences of malnutrition in this age group.  Assess whether the individual is eating and drinking normally, whether they have undergone rapid weight loss, and their overall nutritional state (e.g., weight to height ratio).   Severely malnourished individuals, and those who are unable to eat or drink, will usually require hospitalization.

b. Assess the Potential for Suicide

Depression is one of the strongest risk factors for suicide, and clients should be carefully evaluated for the potential of suicide. Please see Figure 1.3 in Chapter 2, Assessment Step 2, which suggests a screening process for suicidality and reviews risk factors for suicide.

If you are called upon to manage a client with suicidal potential, these guidelines may help:

GUIDELINES FOR MANAGING A CLIENT WITH SUICIDAL POTENTIAL

•
Offer brief, frequent, supportive visits/check-in phone calls in addition to regular therapy sessions.

•
Ask the client to sign a no-suicide contract.

•
Develop, with the client, a crisis management plan.

•
Provide a resource list for self-help groups, hotlines, and emergency contact information for your clinic if appropriate (e.g., a call answering service to reach you after hours).

For an example of a Safety Contract (Form L) that includes a no-suicide contract, crisis management plan, and a resource list, please see appendix.

c. Assess Clients for Psychotic Symptoms

Psychotic symptoms occur in 1 or 2% of the population and 5 to 15% of depressed clients.  Some clients with depression or other psychiatric disorders may have psychotic symptoms. These are unusual experiences such as: 

•
Hearing voices or receiving special information that other people don’t hear (auditory hallucinations)

•
Seeing things that people don’t see (visual hallucinations)

•
Feeling that someone might be interfering with or controlling his or her thoughts 

•
Feeling that other people are out to hurt them (paranoid thoughts)

•
Having other unusual thoughts that others don’t understand (delusions)

These kinds of experiences may be symptoms of a psychotic disorder, and psychiatric consultation should be strongly considered, particularly if the symptoms interfere with the clients’ ability to function or with their treatment. Treatment of such clients may involve antipsychotic medications and, at times, hospitalization and Electroconvulsive Therapy (ECT). 

Psychotic symptoms may be mood congruent (depressive content), suggesting a severe, psychotic depression.  Or they may be bizarre or mood incongruent, suggesting another underlying diagnosis (schizophrenia, bipolar disorder, organic brain syndrome).

DECISION POINT FOR IDENTIFYING CLIENTS WHO REQUIRE IMMEDIATE REFERRAL

Clients who are a) not eating and elderly, b) acutely suicidal or c) psychotic require immediate psychiatric referral, and may require hospitalization. Document on Form B: Initial Visit Worksheet (Fill out section titled SYMPTOMS). Remember: all of these problems can have medical causes (e.g., drugs, infections, autoimmune diseases, thyrotoxicosis). So evaluate for relevant medical conditions as well.


Continue assessment.

STEP 4
DEVELOP TREATMENT PLAN

Summary of Treatment Options for Patients with Major Depression or Dysthymia

Clients with different presentations and characteristics will require different approaches to treatment. Below are some examples:

· If the client prefers medications, has severe vegetative signs, incomplete response to psychotherapy, or greater than 3 episodes of prior depression, he or she requires an antidepressant medication. Refer to Psychiatrist for further evaluation and treatment.

· If the client prefers psychotherapy, is under severe life stress, has contraindications to medications, or has an incomplete response to medication, he or she requires psychotherapy.

· If the client has major indications for both antidepressants and psychotherapy, he or she requires both medications and psychotherapy.  Refer to Psychiatrist for evaluation and treatment, and concurrently start psychotherapy. Coordinate treatment plan and assess progress routinely with treating psychiatrist. 
· If the client does not have compelling indications for either psychotherapy or antidepressants, and does not have strong preferences, choose either medications or psychotherapy based on practical considerations. Refer to psychiatrist for evaluation and treatment as appropriate, or start psychotherapy with client.
Watchful Waiting: If clients with major depression or dysthymia refuse treatment, a course of watchful waiting is indicated. This entails support, continued client education, and follow-up visits by the client’s care manager. Refer client back to his/her care manager for continued support, client education, and follow-up visit. 

·  Psychotherapy for Clients with Major Depression or Dysthymia
Psychotherapy has been shown to be as effective as antidepressant medication in treating depression, particularly the mild to moderate depression typically seen in primary care medical settings.  The types of therapy most useful for treating depression are active/directive therapies that focus on current problems.  Those that have proven to be effective in treating major depression in randomized trials include: cognitive therapy, behavioral therapy, combined cognitive-behavioral therapy, and interpersonal psychotherapy.

Choosing a Psychotherapy Approach

Cognitive therapy treats depression by identifying and correcting thinking patterns that are negatively biased and distorted in such a manner as to keep clients depressed.  For example, a client who believes that she is worthless if she’s not successful in her career is likely to become depressed and stay depressed as long as she is having career problems.  Cognitive therapy would help her examine her belief and learn to feel worthwhile, even in the face of career problems.
Behavioral therapy works to help clients engage in pleasant activities in order to overcome depression.  Many persons who are depressed have suffered a recent loss.  For example, a client may have lost his spouse.  As a result, he may no longer engage in any pleasant activities, because he doesn’t know what to do alone.  Treatment would focus on helping the client learn to spend a substantial portion of time engaging in enjoyable activities.

Cognitive-behavioral therapy.  Both cognitive therapy and behavioral therapy have been shown to be effective in treating acute depression.  Cognitive-behavioral therapy combines those two treatments to alleviate current symptoms of depression, get the client functioning again, and provide the client with strategies to prevent relapse.

Combined cognitive and behavioral treatment also helps people learn to interact with others more appropriately.  Persons who are vulnerable to depression tend to lack assertiveness skills; that is, they don’t know how to ask others for what they want in a relationship.  The treatment helps people learn to be assertive with others, setting limits on others’ behaviors and having their own needs met.

Interpersonal psychotherapy.  Interpersonal therapy is based on the assumption that depression occurs in an interpersonal context.  Interpersonal difficulties are viewed as possible cause and/or consequence of depression.  The therapy consists of strategies that are designed to help the client deal more effectively with current interpersonal problems and to improve social functioning.  Examples of techniques include clarification (restructuring and feeding back client’s communication), encouragement of affect (helping the client to recognize and accept painful feelings and to express suppressed feelings), and communication analysis (identifying problems in talking with others).

In the CPIC project, we have resources available for Cognitive Behavior Therapy, which may include training and toolkits (BRIGHT manuals to guide the provider in implementing CBT). 

Group versus Individual Treatment

Cognitive-behavioral group treatment for depression has been found to be equally as effective as individual therapy for treating depression.  Group treatment has certain advantages over individual treatment.  First, group treatment for depression has cost savings over individual treatment.  Second, group treatment allows one well-trained therapist to be helpful to more depressed clients at one time than does individual treatment. Third, socially isolated depressed clients can benefit from the social support that they receive from other group members.

Deciding whether to treat a client with group or individual treatment should be a decision based on both clinical and practical considerations.  Clinical considerations should be:  1) Is the client likely to be someone that other group members will like and support?  Our experience has been that the group members can tolerate many differences and still like each other and give each other support.  However, we have treated abrasive clients who are disliked by the group, and in those cases, group treatment is not indicated.  2) Is the client likely to be able to participate actively in a group?  Some clients are truly too shy to discuss their problems in a group, and these individuals probably should not be made part of a group.  Practical considerations have to do with whether wait time for group is too extended, whether the client can come to a scheduled group time, and whether a group is likely to be available to the client that is convenient for him/her

Group Treatment Models

Cognitive-behavioral group treatment for depression can be given as closed groups or open-ended groups that allow new members in at the beginning of each module.  The advantages and disadvantages of each model will be considered below.

Closed groups are conducted by organizing a group of 10-12 clients (allowing for drop out) who begin and end treatment together, with no other clients entering treatment after the initial group.  A major advantage of this group format is that excellent group cohesion can be established among the members.  This group cohesion can aid in retention of members in treatment.  In addition, in closed groups, the leader can spend a major portion of time discussing termination during the final four sessions.  During these sessions, each member can be encouraged to finalize gains and consolidate the treatment.

Closed groups also have some disadvantages.  They don't accommodate client flow well in sites where small numbers of clients are being treated.  If only one group is being conducted, a client may have to wait nearly three months to begin group.  Clients are highly unlikely to remain motivated for treatment following a long wait. Another disadvantage of closed groups is that clients are all very depressed at the beginning, often bogging down the group and making it difficult to summon the energy for progress.

Open groups that allow clients to enter at the beginning of each month (or module) also have a number of advantages.  Open groups provide excellent ability to adapt to client flow, as no client has to wait longer than four weeks to enter a group.  Open groups also have the advantage of pairing new clients with those who have made excellent progress in treatment.  The recovering depressives are often extremely helpful in instilling hope in those who are just entering treatment.

Open groups have two major disadvantages. First, building group cohesion is much more difficult in a group where members are coming and going throughout the group.  This can be overcome somewhat by spending time at the beginning of each module introducing the concept of depression, recognizing the similarity in depression across clients in the group, and conceptualizing the “depression” as the common enemy to be worked on by the group.  Second, open groups have the disadvantage of providing less opportunity to deal with termination.  Because members are leaving each month, it is not feasible to focus on termination throughout the entire group.  This disadvantage can be lessened by making sure that termination is dealt with for those members who are leaving within the structure of the group treatment.

DECISION POINT FOR DETERMINING CLIENT’S TREATMENT NEEDS 

Determine if psychotherapy is appropriate for the client and what other referrals are needed at this time. 


If client is appropriate for psychotherapy, determine whether the client’s needs are best met in the group or individual context. Provide client with their individual treatment plan which you should be filled out together with the client in session (Form G: My Personal Treatment Plan). This document includes information about their medication, psychotherapy, and referral needs. 
If client is not appropriate for psychotherapy, determine and make appropriate referrals. Provide client with their individual treatment plan (Form G: My Personal Treatment Plan). 

Note: Form G may be revised whenever changes to treatment plans are made and provided to client and other providers for care coordination.

STEP 5
Activate/Educate the Client 

People with significant recent (past year) or current symptoms of depression or dysthymia, or a significant past history of depression, will benefit from education about depression and from encouragement to become active participants in monitoring and intervening to improve their health.  Community Partners in Care provides clients with a general brochure about depressive symptoms and a videotape to accompany it.  These materials reflect the philosophy described below. 

Recruit the Client as a Partner

•
Understand the client’s perspective

Creating a good fit between the physician’s and the client’s understanding of depression is essential for treatment success. Try to listen and talk with the client in uncomplicated and non-judgmental terms. This will allow the client to feel part of the team and increase his or her likelihood of compliance.

•
Educate clients about the biopsychosocial model

Many clients focus on somatic symptoms or stress and do not think they have depression. The biopsychosocial model and the ‘cycle of depression’ provide a useful framework for discussing the diagnosis of depression with clients. This model is illustrated in Figure 1.1.

•
Encourage clients to ask questions and develop creative solutions

•  
Encourage client self-support

    - teach the client the symptoms of depression that he/she should monitor

    - show the client written records of his/her symptoms

    - identify and encourage pleasurable activities.

Teaching Clients
The Cycle of Depression

Both life stresses and medical problems can cause a depletion of certain chemicals in the brain. This chemical imbalance results in some of the common symptoms of depression such as sleep and appetite problems, loss of energy, loss of concentration, and chronic pain.

stressors
pain, medical illness

work/family problems






thoughts and feelings

physical problems

negative thoughts,
depression
pain, low energy,


low self esteem, sadness
depletion of brain
poor concentration,


hopelessness
chemicals
poor sleep, heredity,





alcohol or drug use





behavior
withdrawal

decreased activities

decreased productivity

  •
The good news is that this downward cycle can be reversed with medications and coping skills so you begin to sleep better, feel more energetic, socialize more, think less negatively about yourself and FEEL BETTER.

  •
Antidepressants can restore normal sleep and help with pain, fatigue, and poor concentration. When you are feeling more rested, it is easier to do your work and to do things you enjoy. When you engage in more pleasant activities and are more productive, this can give you a sense of accomplishment and improve your self- esteem. You think more positively about yourself and your future and you will feel more enjoyable to be around.
Figure 1.1 - The Cycle of Depression

Emphasize the points that most commonly cause clients concerns

1. Depression is common: One in 15 people who see a primary care physician meet diagnostic criteria for depression.

2. Depression can cause a wide spectrum of symptoms: depressed mood, sadness, irritability, pain (headache, stomach pain, back pain), sleeping or eating problems, fatigue or loss of energy, difficulty concentrating, remembering, or making decisions, loss of interest in activities one used to enjoy, nervousness or tension, anxiety attacks, and/or worry about one’s health.

3. Depression affects the body, behavior, and thinking, including:
•  changes in sleep and appetite, fatigue, aches and pains,

•  decreased social interaction, negative thoughts.

4. Depression is a medical illness, not a character defect or weakness. Symptoms are real, not imagined. Discuss stigma.

 People become depressed for different reasons, including

•  Biology (no apparent reason)

•  Stress

•
  Life changes or losses (loss of a loved one, a relationship, a job, one’s health)

•
  Physical problems (chronic pain, medical illness)

5.
 Minor tranquilizers, drugs, and alcohol make depression worse, not better.
6.
 Recovery is the rule, not the exception.
7.
 Depression can almost always be treated.
8.
The aim of treatment is complete remission of symptoms and improvement in functioning.
9.   There is a high risk of recurrence:  50% after one episode, 70% after two episodes, and 90% after three episodes.  These recurrences can be avoided or minimized with good care.

10. Increasing pleasurable activities among people with depression will improve mood and is a goal of therapy.

SUMMARY: ASSESSING CLIENTS WITH DEPRESSIVE SYMPTOMS

Step 1. Screening for Depression with PHQ

Step 2. Diagnostically Evaluate for Depression and Comorbidities

Ste p 3. Determine Treatment Needs

Step 4. Develop Client’s Treatment Plan

Step 5. Activate/Educate/Empower the Client

CHAPTER THREE

CBT Treatment and Considerations

3.1 Overview of the BRIGHT Program

3.2 Assess and address barriers to treatment

3.3 Continued progress assessment for sessions throughout the BRIGHT treatment program

3.4 Relapse prevention and follow-up care

3.1 OVERVIEW OF THE BRIGHT PROGRAM
Mental health professionals have found that CBT can be very successful in helping depressed people learn how to manage their depression and feel better.  Yet, there have not been enough mental health specialists—usually well-trained psychiatrists, psychologists, and licensed clinical social workers—to provide CBT to all of the people who might benefit from it.

With clinical supervision from a licensed professional, the authors believe that CBT can be presented successfully by a wider group of people—nurses, social workers and other caring, committed people like you.  The BRIGHT program’s purpose is to help mental health providers with varying levels of experience with CBT to administer a systematic, time-limited CBT treatment program to their depressed clients.

The BRIGHT program is a 12-week structured CBT treatment, which includes three modules focused on thoughts, activities, and people interactions. Each of these modules can be conducted in four sessions (resulting in a 12 week program). 

The CBT Bright program includes the Provider’s Introduction, Client Guidebooks, and Provider Guidebooks to enable the administration of CBT treatment to depressed clients in both individual and group session formats. Both English and Spanish versions of all materials are available.

All guidebooks were revised in February 2006 and again in August 2006, based on experience with CBT groups and on the original guidebooks which were written in May 2000 for the CBT program at San Francisco General Hospital. In June 2008, it was adapted from the original group treatment to individual version. 
The CPIC project has also developed forms that will aid you in implementing the BRIGHT program. These forms include the CBT session record (Form F), client registry (Form I), and registry follow-up (Form J) to help you track your patient’s progress during the course of treatment. Also, the PHQ-9 (Forms i and ii) and PHQ graph (Form E) are available for bi-monthly continued tracking of depression symptoms.

Introduction to Bright Materials

Provider’s Introduction
This chapter (Chapter 3) is the Provider’s Introduction.  It provides background information that should be helpful to you.  For example, it:

· Explains what depression is and what the CBT treatment program is all about.

· Describes the structure of the CBT program.

· Discusses issues that you might encounter in managing the treatment.

BRIGHT CBT Client’s Guidebooks

The BRIGHT CBT Client’s Guidebooks go through the CBT lessons.  The Guidebooks are meant to be workbooks for the clients.  They are encouraged to write in their books and will keep their books when they finish CBT. They should bring their books into session with them.
BRIGHT CBT Provider’s Guidebooks

You will also receive the BRIGHT CBT Provider’s Guidebooks.  They are copies of the books provided to clients except that they include instructions to help you present the CBT material.  The instructions are provided in boxes and will help guide you in the implementation. At the end of each session, there is also a checklist to help guide you in implementing each component of the session. 

The guidebooks are provided for both group and individual therapy. In the group approach, there are two versions, one for “closed” group and one for “open” group, as described in the previous section. These guidebooks are all available in the toolkit for you.  Please see the provider’s intro and guidebook for more detailed instructions for how to proceed in the treatment. 

3.2 ASSESS AND ADDRESS BARRIERS TO TREATMENT
At  the outset of therapy, it is important to assess and address barriers to treatment, as it is critical to the effectiveness of the therapy for clients. It is an excellent idea to spend a few minutes talking about such barriers at the time when you first start therapy.  Many clients can anticipate what some of the barriers might be for them, and this leaves you an opportunity to tackle such potential problems ahead of time. During the intake session, you can use the “Getting to Know You Questionnaire” to assess about barriers to care. This may be revisited during the beginning of treatment. Adherence to any regimen is increased by educating the client, making the client a full partner in therapy, writing down instructions, and addressing barriers to adherence at the outset.
Adherence to Psychotherapy
An important issue in treating depressed clients is keeping the client in treatment.  Although one philosophy of psychotherapy is that clients need to be motivated and willing to make great sacrifices in order to make gains in psychotherapy, this approach does not make sense with depressed medical clients.  Symptoms of depression include lack of motivation and energy, as well as hopelessness about the possibility of change. Given these symptoms, along with the often times difficult and demanding lives that clients lead, many clients are likely to have trouble attending therapy.

Several approaches can be helpful to minimize attrition from treatment. First, predicting for the client that s/he may have trouble going to treatment is useful.  This can be done by suggesting that for many depressed people it can be hard to attend treatment.  Suggest to them that on the morning of their next appointment they may think, “Oh what’s the use, this isn’t going to help.  I don’t have the energy to go through with this.  I should solve my own problems.  Maybe if I stay home and rest I will get better.”  When you are dealing with depressed clients, it is an error to try to move them from their hopeless position to optimism - it is too far of a leap.  Therefore, rather than pointing out to them that most clients respond rapidly to therapy (they will be sure that they are one of the few who won’t), it may be better to ask them what they think the chance is of getting better by doing exactly what they have been doing, i.e., staying home, resting, trying to get over this on their own.  They are likely to admit that these things haven’t helped and aren’t likely to help in the near future.  
Then, ask them what the likelihood is that they will get better if they do something different - like go to treatment.  They will probably say that it slightly improves their odds of getting better.  Point out that since continuing doing nothing is not likely to help and going to therapy, as they agree, increases the chances of their getting better a bit, that going to treatment is useful.  Encourage them to talk with themselves in a similar way if they don’t feel like going to the next appointment.  They can remind themselves that even though I may not want to go to treatment, it is likely to be more helpful than doing nothing.

Next, stay on top of the client’s attendance.  If the client misses a session, they should be telephoned immediately to explore why they have missed the appointment and to reinstate with them a plan to return to treatment.  Discuss real barriers to care and help the client problem solve any barriers.  Many times depressed clients lack assertiveness skills and, therefore, are unable to ask partners, bosses, etc. to give them the time and support they need to get into treatment.  Reassuring them that they are worth the time and energy to get into treatment is very important.  Practicing assertiveness skills in asking for help is particularly useful.  Ask them to take the part of the unsupportive boss and you take their role and help them assertively ask for time off for treatment.  

Finally, the relationship with the provider is an essential ingredient in keeping people in treatment.  Ask about the relationship throughout treatment, assessing how the client is feeling about you and the treatment.  Make it clear to them that you are willing to discuss any problems that may arise regarding treatment.

If clients do not come to scheduled therapy visits, they should receive a ‘telephone visit’ to understand what got in the way for them and support them in a plan to return to therapy. Either you or the care manager could provide these telephone visits.

Cultural Considerations

All clients are candidates for experiencing cultural barriers to depression treatment. If the client is a member of a minority group, however, particular sensitivity may be necessary. Below is an excerpt taken from SAMHSA’S National Mental Health information Center’s document “Cultural Competence Standards in Managed Care Mental Health Services.” The full document may be found at http://mentalhealth.samhsa.gov/publications/allpubs/sma00-3457/default.asp
Principle of Cultural Competence

Cultural competence includes attaining the knowledge, skills, and attitudes to enable administrators and practitioners within systems of care to provide effective care for diverse populations, i.e., to work within the person's values and reality conditions. 

Recovery and rehabilitation are more likely to occur where managed care systems, services, and providers have and utilize knowledge and skills that are culturally competent and compatible with the backgrounds of consumers from the four underserved/underrepresented racial/ethnic groups, their families, and communities. 

Cultural competence acknowledges and incorporates variance in normative acceptable behaviors, beliefs, and values in
· Determining an individual's mental wellness/illness
· Incorporating those variables into assessment and treatment.
Communication Styles and Cross-cultural Linguistic and
Communication Support

Standard
Cross-cultural communication support to participate in all services shall be provided at the option of consumers and families at no additional cost to them. Access to these services shall be available at the point of entry into the system and throughout the course of services.
Implementation Guidelines (Abridged)
· Ensure that bilingual mental health staff and interpreters are certified or otherwise have formally demonstrated their linguistic competence. Use of family members as interpreters, especially children, shall be strictly prohibited;

· Provide that interpreters and translators are trained in formal interpretation techniques and supervised by culturally competent racial/ethnic Mental Health Specialists;

· Provide to all clinicians training in the use of interpreters for consumers from the four groups and their families. This training shall emphasize linguistics and culture;

· Ensure that all pertinent written and oral and symbolic consumer and family materials (including consent forms, statement of rights forms, posters, signs, and audio tape recordings) are interpreted from the appropriate cultural perspective, as measured by consumer satisfaction surveys. Questions and concerns shall be actively solicited;

· Ensure that restricted or residential settings have the capacity to communicate effectively with monolingual, non-English speakers and individuals with culturally different or unique communication styles;

· Ensure that the mental health organization maintains an annual updated directory of paid trained interpreters who are available within 24 hours for routine situations and within one hour for urgent situations; and

· Designate a single fixed point of administrative responsibility for cross-cultural communication support services.

Provider Competencies: Knowledge, Understanding, Skills, and Attitudes

Standard
Essential components of core continuing education to ensure cultural competence among clinical staff and to promote effective response to the mental health needs of individuals from the four groups include the following areas of knowledge and/or skills: 
1) Understanding of consumer populations' backgrounds

2) Clinical issues

3) How to provide appropriate treatment 
4) Agency/provider role

5) Communicating effectively across cultures

6) Providing quality assessments

7) Formulating and implementing quality treatment plans

8) Providing quality treatment

9) Using one's self and knowledge in the treatment process, and 
10) Attitudes.
Suggestions for continuing education of providers in each of the above ten areas of knowledge and/or skills are described below.
1) Consumer Populations' Backgrounds
Continuing education shall include:

· Factors which define cultural differences between and among different racial/ethnic populations, including differences related to history, traditions, values, belief systems, acculturation and migration patterns, reasons for immigration/migration, and dialect and language fluency;

· Particular psychosocial stressors and traumas relevant for consumers from the four groups. These include war, trauma, violence, migration, unique aspects of cultural survival and maintenance, socioeconomic status, political unrest, racism, discrimination, and culturally-based belief systems;

· The effects of the acculturation process on individuals from the four groups; and

· How class, ethnicity, social status, and racism influence behavior, attitudes, values, belief systems, and mental health of consumers from the four groups.

2) Clinical Issues
Continuing education shall include:

· Differences in symptom expression, symptom language, and symptomatic patterns of individuals from the four groups with mental illness/emotional disturbance;

· Culture-bound syndromes associated with the four groups and their subcultures;

· Differences in thresholds of psychiatric distress in consumers from the four groups and tolerance of symptomotology by their natural support systems;

· Nuances of verbal and nonverbal language, speech patterns, and communication styles in the four groups and their subgroups;

· Dynamics of language use and conceptual frameworks among monolingual and bilingual consumers from the four groups;

· Differences in the attribution of mental illness (religious, supernatural, etc.) and issues of stigma specific to specific racial/ethnic groups and subgroups;

· Differences between "culturally acceptable" behaviors and psychopathology within the four groups and their subgroups;

· Help-seeking behaviors of individuals from the four groups;

· Role and manifestation of spiritual, tradition, values, and practice beliefs and their integration into treatment;

· Consumers from the four groups within a family life cycle and intergenerational conceptual framework in addition to individual identity development framework;

· The varying effects of commonly used medications on individuals from the four groups;

· Assessment tools and their limitations, particularly their uses and limitations for the four groups; and

· The impact of psychosocial stressors versus intrapsychic stressors in consumers from the four groups.

3) How to Provide Appropriate Treatment
Continuing education shall include:

· Differences in the acceptability and effectiveness of various treatment modalities for individuals from the four groups;

· Use of culturally informed and qualified interpreters for monolingual consumers when qualified bilingual clinicians are not available;.

· Use of culturally informed individuals, including family members when appropriate, by clinicians serving consumers from the four groups;

· Social, political, and economic conditions in the community when developing, implementing, and evaluating programs for consumers and families from the four groups;

· Use of natural community supports and other community resources for consumers from the four groups; and

· Indigenous healing practices and the role of belief systems (religion and spirituality) in the treatment of consumers from the four underserved/ underrepresented groups.

4) Agency/Provider Role
Continuing education shall include:

· Personal and cultural biases of staff and how they may affect benefits and service design and delivery;

· The role and types of power relationships within the community, agency, or institution and their effect on consumers from the four groups;

· Ways that mainstream professional values may conflict with, or be responsible to, the needs of consumers from the four groups;

· Effects of institutional racism and historical barriers on social service policies for individuals from the four groups, and knowledge of how to reduce barriers through use of and participation in systems change efforts; and

· Resources (agencies, persons, informal helping networks, research) that shall be utilized on behalf of consumers from the four groups and their communities.

5) Communicating Effectively Across Cultures
Continuing education shall include:

· Communicating and listening effectively across cultures, and across all levels of care; and

· Engaging and establishing rapport with individuals from the four groups using socially and culturally appropriate conventions.

6) Providing Quality Assessments
Continuing education shall include:

· Conducting culturally competent interviews which take into account the psychological, social, biological, physiological, cultural, political, spiritual, and environmental aspects of the consumer's experience;

· Assessing consumers with an understanding of cultural differences in symptom expression, thresholds of psychiatric distress, and culture-bound syndromes; and

· Appropriately referring for assessment and using assessment tools, recognizing the limitations of psychological tests and testing procedures when used with consumers from the four groups.

7) Formulating and Implementing Quality Care and Treatment Plans
Continuing education shall include:

· Formulating culturally competent service plans (case management and treatment) that fit consumer and family's concept of mental illness;

· Creating and implementing multidimensional service plans (case management and treatment) that include culture, family, and community;

· Utilizing culturally appropriate community resources (e.g., family, clans, societies, church, community members, and other groups); and

· Providing psychotherapeutic and psychopharmacological interventions with an understanding of different biological and physiological responses to medications based on physical, cultural, and racial/ethnic differences.

8) Providing Quality Treatment
Continuing education shall include:

· Providing psycho-educational interventions which promote consumer and family voice and ownership in shaping the service delivery system;

· Empowering and advocating for consumers, families, and communities;

· Using consumer's preferred language and dialect to elicit the range and nuances of emotions, feelings, dynamics, etc.;

· Referring to providers who use consumer's preferred language/dialect;

· Knowing when and how to use trained interpreters; and

· When indicated, appropriately addressing racial/ethnic issues in treatment.

9) Using One's Self and Knowledge in the Treatment Process
Continuing education shall include:

· Recognizing one's own limitations, and knowing when to refer consumers to consultants from the four groups; and

· Evaluating applications of new techniques, exemplary practices, research, and knowledge as to their validity and applicability in working with the four groups.

10) Attitudes
Continuing education shall include:

· Demonstrating attitudes that indicate a respect for the consumer's immigration, migration, colonization, and acculturation experiences;

· Demonstrating attitudes that indicate a respect for the diverse heritages, cultures, and experiences of consumers from the four groups;

· Demonstrating attitudes that indicate a willingness to work with culturally, ethnically, and racially diverse populations; and

· Demonstrating an understanding of and respect for how, as provider/therapist, one's self (especially the degree of one's cultural, ethnic, and racial match to the consumer) may influence the therapeutic relationship; and recognizing the need to process this dynamic, and in some cases refer the consumer for his/her treatment benefit.
3.3 CONTINUED PROGRESS ASSESSMENT FOR SESSIONS THROUGHOUT THE BRIGHT TREATMENT PROGRAM 
After the initial assessment visit and once you have determined your client is a good candidate for the BRIGHT program, you will begin the BRIGHT program starting with session 1 of the Thoughts Module. The program takes approximately 12 weeks to complete. During each of these treatment sessions, therapist should  

1) Assess depressive symptoms, 
2) Review level of functioning, 
3) Ask about medication compliance (if necessary), 
4) Ask about client concerns and encourage continued treatment,

5) Make changes to treatment plan (as necessary)

Here’s a suggested protocol for making your assessment.
1.
Review Depressive Symptoms

· A reasonable goal for treating a depressed client would be to have the score on the PHQ-9 decrease by at least half and below a score of 5 at the conclusion of the treatment program (e.g., BRIGHT program).

If a client’s PHQ-9 scores are not improving or are worsening:

· The client may not be responding to treatment 

· There may be additional stressors or problems in the client’s life. 

Poor PHQ-9 scores should lead you to one or more of the following actions:

· Reconsider the diagnosis

· Consider changing the treatment 

· Discuss the case with a psychiatric consultant
2.
Review Level of Functioning

•
Ask about physical, social, and role functioning. How have these changed or remained the same since the previous session?
•
De-emphasize symptoms, illness behavior, and disability.  Encourage clients to return to their previous levels of functioning.

3.
Review Medication Compliance

•
Ask if client is taking the medication regularly. Use the following questions:

a.
Are you taking the medication?


b.
Do you ever forget to take the medication?


c.
When you feel better, do you forget to take the medication?

•
If client is noncompliant with medications, ask for reasons of noncompliance using the following questions:

a.
What makes it difficult for you to take the medication?


b.
When do you forget to take the medication?
· Troubleshoot compliance issues

· What do you think you could do this week to make sure you’re taking the medication as directed?

· What problems do you think you may encounter this week to taking your medications regularly?

· How can we solve these potential problems? Let’s brainstorm some possible solutions together in case the problematic situations you’ve identified happens this week.
4.
Ask About Client Concerns and Encourage Continued Treatment

•
Address concerns about depression or its treatment.

•
Help clients problem solve around difficult issues related to treatment adherence.

•
Express confidence that the treatment will work.

•
Praise clients for any improvements or efforts of successful problem-solving.

•
Address concerns about the therapeutic (therapist-client) relationship.

5.
Make Necessary Changes in the Treatment Plan

•
Consider recommendation to prescribing doctor regarding changes in the dose, the timing, or the type of antidepressant.

•
Consider increasing the number of follow-up appointments.

•
Consider getting a psychiatric consultation.

3.3 RELAPSE PREVENTION AND FOLLOW-UP CARE


The risk of recurrence is 50% if the patient has had one prior episode of depression, and 
up to 90% if there have been three or more prior episodes. Thus it is important to orient your client at the end of treatment to the process of recovery, particularly relapse prevention and follow-up care. People recovering from mild depression usually resume their daily routines and responsibilities quite easily, while those who are recovering from more severe depression may have a longer and lower process. As with recovery from other serious illnesses, it is recommended that clients set expectations for a gradual increase in responsibilities and activities so to not get overwhelmed initially as well as recognize that there will likely be bumps ahead.  There are several steps that you can take to prepare your clients for their road to recovery:

1. Educate patients and significant others about early signs of recurrence and encourage them to talk to their providers (e.g., care manager, outreach worker, physicians, or therapist) when they notice such early signs of depression. It is important that clients continue to self-monitor their mood and pay attention to any signs of depression. To do this, clients should be knowledgeable about depression and the signs of depression. We encourage you to review symptoms of depression with clients and help them to develop a list of personal warning signs (e.g., sleep disturbances, negative thoughts, hopeless thoughts, withdrawal, etc.).   

2. Review and reinforce most helpful skills related to thoughts, activities, and people interaction modules to prevent recurrence of depression. You should also help clients pay attention to the activities that may help them improve their mood and identify ways to incorporate these activities into their daily routine. For example, if visiting friends is helpful, then helping them structure visits with friends or other ways of social supports into their schedule after treatment ends. 

3. Encourage a healthy lifestyle: proper nutrition, exercise, and good sleep habits. Research has shown that regular exercise, balanced diet, and good sleep hygiene have a positive effect on mood. 

4. Encourage social support and development of meaningful relationships. Strong social networks and social support can serve as a buffer against depression. Help clients understand that they should work towards maintaining contact with their social network and develop relationships that are meaningful to them. Clients should have identified at least one person they can talk with if they begin to feel down again. 

5. Coordinate with care manager to follow-up with client within 4-8 weeks after termination to support client. Care managers can provide the bulk of the relapse prevention support after therapy terminates.

6. If medication has been prescribed, advise clients to take it until their doctor advises them otherwise. Often clients begin to feel better and stop taking their medication, which increases the chances of relapse if medication is terminated prematurely.  Doctors typically recommend that medications be taken six months to a year following depressive episode.  Encourage client to talk with the prescribing doctor or psychiatrists about their medication follow-up to discuss concerns.

7. Identify effective coping strategies for managing stress. Help clients identify a few strategies that they have tried in treatment that have been helpful in the face of stressful events.

8. Make a relapse prevention plan with the client (see Relapse Prevention Form) that helps clients identify early warning signs of depression and outline steps that can be taken that may help them or family members recognize a recurrence of depression, identify stressors, and have an action plan. This plan should also include helping the client know who they or their family should notify when these symptoms recur. 
Consultation and Supervision
In Partners in Care, Therapists who provided the mental health care for clients seen in the community were trained in CBT methods during workshops.   Before these sessions, the therapists were sent two books describing cognitive-behavioral therapy and one book for use with clients. Following initial training, the study CBT experts supervised a case for each participating therapist by reviewing weekly audiotapes and providing feedback.  Throughout all of this training, therapists were encouraged to work collaboratively with referring physicians and engage in telephone outreach to help clients come to care.  We recommend a similar protocol for the training of Therapists in Community Partners in Care. 
APPENDICES: THERAPIST TOOLKIT

Study Record

· Contact Information and Initial Telephone Call Notes (Form A)

· Initial Visit Worksheet (Form B)

· Getting to Know You Worksheet (Form C)

· Post-Initial Visit Evaluation (Form D)

· Individual Patient PHQ-9 Progress Graph (Form E)

· CBT Session Record (Form F)

· My Personal Treatment Plan (Form G)

· My Personal Wellness Plan (Form H)

· My Personal Relapse Plan (Form iii)

The Registry Record

· Client Register and Initial Contact Summary (Form I)

· Register Follow-Up (Form J)

Collaboration Forms

· Communication Forms (K)

Patient Handouts and Resources

· Safety Contract (L)

Clinical Assessment Forms

· PHQ English (i)

· PHQ Spanish (ii)
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