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LEARNING OBJECTIVES

 Participants will be able to use evidence-based screening tools and 
reproduce vital history questions to aid in a proper diagnosis of 
depression.

 Participants will be able determine the most appropriate first line 
pharmacologic treatment for depression in the adult primary care 
patient. 

 Participants will be able to specify when to refer individuals to other 
professionals or higher levels of care.



DEPRESSION BY THE NUMBERS

In 2021, the CDC estimated 
that 4.8% of people in the 
U.S. are having regular 
symptoms of depression.

~45% of patients with a 
suicide attempt have 
seen their PCP within 
30 days.

The National Institute of 
Mental Health (NIMH) 
estimates that 19.4 million 
adults in 2019.

There are about 45,000 
psychiatrists in the United 
States.
Or, 1 psychiatrist for every 
431 patients with depression.



DIAGNOSING DEPRESSION

 Before treating depression, make sure you have a proper diagnosis! The first step is 
screening. 

 PHQ-9

 Beck Depression Inventory

 Geriatric Depression Scale



THOROUGH HISTORY

 What should this include?

 Current medications

 Lab testing: thyroid, testosterone

 Chronic, uncontrolled diagnoses

 Family history

 Personal history

 Manic episodes

 Family/personal diagnosis, sleep patterns, energy levels, impulsivity



CHOOSING AN APPROPRIATE MEDICATION

 Selective Serotonin Reuptake Inhibitor (SSRI)

 Fluoxetine

 Sertraline 

 Paroxetine

 Citalopram

 Escitalopram

 Tricyclics

 Amitriptyline

 Imipramine  

 Serotonin and Norepinephrine Reuptake 
Inhibitors

 Venlafaxine

 Desvenlafaxine

 Duloxetine

 Atypical Antidepressants

 Trazodone

 Mirtazapine

 Bupropion



Has the patient previously used 
an antidepressant? Or do they 

have an immediate relative on an 
antidepressant?

Are there concerns with 
weight gain/weight loss? Are they a smoker?

Are they sleeping too much 
or are they suffering with 

insomnia?

Are they having 
significant anxiety?

If previously effective, restart at lowest dose 
and titrate up as appropriate. If ineffective, 

rule out this medication and consider another 
medication.

Yes

No

Weight neutral:
-Bupropion
-Fluoxetine
-SNRIs Can cause weight gain:

-Mirtazapine
-Trazodone
-Paroxetine

Bupropion
Watch dosing!
SR v XL

Too much sleep:
-Bupropion
-SNRIs

Insomnia:
-Trazodone
-Mirtazapine
-Amitriptyline 

Minimal/None:
-Bupropion

Severe Anxiety:
-SSRI
-SNRI
-Trazodone 



TREATMENT MONITORING

 When do you have the patient return?

 Generally 4-6 weeks, possibly sooner if severe

 How do you know it is working?

 Subjective: Does the patient feel better? Are they having any intolerable side effects?

 Objective: Can use the screening tools as a way to evaluate objectively if the patient is improving

 Partial response?

 Increase the dose or add therapy as an adjunct



WHEN TO REFER

 Acute Suicidality. Policy varies from state-to-state, but essentially, this is a medical 
emergency and patient should be sent to nearest ED for psychiatric hospitalization.

 Treatment resistant depression

 Multiple psychiatric comorbidities

 Counseling or psychologist services—can be helpful as an adjunct



SUMMARY SLIDE

 Diagnosing

 A combination of screening tools and a thorough history is best.

 Treatment

 Generally an SSRI, but there are times you may prefer another class based on the patient’s history.

 Referrals

 Be aware of your limitations and know the resources in your area for patients.  



REMEMBER…THE BEST 
MEDICINE IS THE ONE 

THE PATIENT WILL TAKE!



REFERENCES

 Blumenthal SR, Castro VM, Clements CC, et al. (2016). An Electronic Health Records Study of Long-Term Weight Gain Following Antidepressant Use. JAMA Psychiatry, 71(8), 889–896. 
doi:10.1001/jamapsychiatry.2014.414.

 Centers for Disease Control and Prevention. (2016, April 1). Depression Evaluation Measures. https://www.cdc.gov/workplacehealthpromotion/health-strategies/depression/evaluation-
measures/index.html. 

 Cuijpers P, van Straten A, Warmerdam L, Andersson G. (2009). Psychotherapy versus the combination of psychotherapy and pharmacotherapy in the treatment of depression: a meta-
analysis. Depress Anxiety, 26(3), 279-88. doi: 10.1002/da.20519.

 Cuijpers P, Sijbrandij M, Koole SL, Andersson G, Beekman AT, Reynolds CF 3rd. (2013). The efficacy of psychotherapy and pharmacotherapy in treating depressive and anxiety disorders: 
a meta-analysis of direct comparisons. World Psychiatry, 12(2), 137-48. doi: 10.1002/wps.20038.

 Fava M. Diagnosis and definition of treatment-resistant depression. (2003). Biol Psychiatry, 53(8), 649-59. doi: 10.1016/s0006-3223(03)00231-2. 

 Gibbons RD, Hur K, Brown CH, Davis JM, Mann JJ. (2012). Benefits from antidepressants: synthesis of 6-week patient-level outcomes from double-blind placebo-controlled randomized 
trials of fluoxetine and venlafaxine. Arch Gen Psychiatry, 69(6), 572-9. doi: 10.1001/archgenpsychiatry.2011.2044.

 Kamenov K, Twomey C, Cabello M, Prina AM, Ayuso-Mateos JL. (2017). The efficacy of psychotherapy, pharmacotherapy and their combination on functioning and quality of life in 
depression: a meta-analysis. Psychol Med, 47(3), 414-425. doi: 10.1017/S0033291716002774. 

 Maurer DM, Raymond TJ, Davis BN. (2018). Depression: screening and diagnosis. Am Fam Physician, 98(8), 508-515. https://www.aafp.org/afp/2018/1015/p508.html#

 Raue PJ, Ghesquiere AR, Bruce ML. (2014). Suicide risk in primary care: identification and management in older adults. Curr Psychiatry, 16(9), 466. doi: 10.1007/s11920-014-0466-8. 

 Ray LA, Meredith LR, Kiluk BD, Walthers J, Carroll KM, Magill M. (2020). Combined Pharmacotherapy and Cognitive Behavioral Therapy for Adults With Alcohol or Substance Use 
Disorders: A Systematic Review and Meta-analysis. JAMA Netw, 3(6). doi:10.1001/jamanetworkopen.2020.8279


