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Introduction

As part of the modernization of the
National Health Service (NHS) in the
UK, the Department of Health has
published blueprints or ‘service
frameworks’ for the standards of care
for mental health and other areas for
the first time 1113 The frameworks have
specific standards against which the
quality of services can be inde-
pendently assessed by independent
bodies such as the Commission for
Health Improvement.'® There has also

ABSTRACT

Despite evidence for the potential effectiveness
of self-rating scales in the detection and
management of depressive illness in primary
care, they have not been as widely adopted as
has been hoped. This may reflect views on their
clinical utility when administered in isolation’ as
opposed to being incorporated into a
management protocol.2 More elaborate and
sophisticated methods of improving the detection
and management of depressive illness in primary
care are available, such as educational
programmes and management protocols based
on clinical practice guidelines and
computerized packages.®’ However, these

been a significant reorganization of
primary care services, including the
development of primary care trusts,
which will in many cases have specific
responsibility for primary mental health
care services.'t The National Service
Framework for Mental Health'® defines
the service standards for primary
mental health care and for access to
secondary mental health care services.
Implicit within these standards is that
there is adequate identification of
common mental health problems such
as depressive illness in primary care

methods are either expensive or may have
variable take up, as primary health care staff may
not always find it possible to attend training
programmes.® Hence, there is increasing interest
in the use of more widely accessible and possibly
briefer approaches to this problem.? One

potential avenue that deserves further attention is
the use of very brief protocols which have self-
rated scales as a central part. This approach is
discussed in this paper and work in progress

with a new self-rating scale for depression,'° the
Brief Depression Scale, is used for illustrating this
approach.

settings and appropriate management.
This has led to an increased level of
interest nationally in the mechanisms
of improving recognition and the
management of common mental health
problems in primary care settings.
Depressive illness is a major’® and
not infrequent public health problem
with the community prevalence of
depression being up to 5% and the
rate in primary care seltings being at
least 10%'1; it may also be influ-
enced by social and economic depriva-
tion® Even if depressive illness is
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appropriately detected and managed in
primary care, it has significant direct
and indirect cosis associated with its

treatment and the economic implica-
tions of work absence or impaired
work performance.?'=%3

Effect of non-
recognition and of
disclosure of
missed cases to
general practitioners

Unfortunately, there are consistent
research findings that depressive illness
is not optimally recognized or
managed in primary care’*2 with
some estimates suggesting that up to
50% of such morbidity is undetected.?’
There are estimates that up to 75% of
the population within a practice area
might consult with their general
practitioner (GP) at least once in a
vear.”® Thus, undetected depressive
illness can have a significant impact on
health service Patients who
present in primary care and suffer from
depressive illness have improved
service satisfaction if their emotional
distress is identified®? and non-
recognition may lead to frequent
surgery attendance’®3? and increased
health care costs.?#9334 Other evidence
has suggested that consultation rates in
primary care are higher with increasing
age, in females’ 337 and if psycho-
logical distress is ‘somatized 1% All
these factors are known to be
associated with non-recognition.?3!

It is by no means clear that making
GPs aware of hidden psychiatric mor-
bidity  improves  outcome.?%33.39
Although some studies have suggested
that disclosure of screening results to
GPs may produce benefits in the man-
agement of depression, not all studies
have found this positive effect. 3590 A
recent meta-analysis of the most rigor-
ous controlled interventions assessed
the effects of feedback of the results of
screening questionnaires to clinicians
on recognition and intervention.! The
authors’ conclusions were that such
questionnaires might be useful out-
come measures, but that routine
administration of screening question-
naires for depression was of question-
able value, as feedback of the ques-
tionnaire results to clinicians did not

use.

consistently improve detection or out-
comes. The possible group where
there might be value in screening was
the high-scoring group. These findings
are of great importance in view of the
potential costs of routine screening as
an intervention. Routine screening with
questionnaires would need to have a
demonstrable reduction in direct and
indirect health care costs, i.e. the ‘cost
offset’ due to increased recognition
rates of depression and hopefully
improved management. !

Dowrick and Buchan® studied the
effect of randomized disclosure of the
results of the Beck questionnaire®® on
the outcome for patients not previous-
ly detected as cases by their GPs. They
found that disclosure of the depression
scores was associated with a worse
outcome for these patients. This may
be partly explained if the information
presented to the GP is not easily
understood or does not suggest appro-
priate management strategies. >4

Factors influencing
the detection of
depression

‘Somatic’ presentation is an important
patient-based factor leading to the
under-recognition of depression,
particularly as a substantial number of
such patients may have concurrent
chronic physical illness.?’31% Other
factors are related to the consultation
process and include failure of the GP
to recognize non-verbal cues of
depression or the extent of the
problem. %% Howe.37 suggested that
GPs may fail to detect depression for
other reasons, such as the length of
consultation, overall duration of
surgery and numbers of patients seen.
Klinkman® also suggested that, in
primary care Ssettings, there are
competing demands for the attention
of the clinician and that there is
insufficient time for addressing each
demand. For example, the type of
presenting problem, socio-
demographic factors of the patient, the
surgery workload and booking
intervals influence the consultation
time available to GPs. In addition,
there is evidence that increased
detection of psychological distress is
associated with longer consultation
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times, More recent research has also
suggested that the severity of the
depressive symptoms might have an
influence on the rates of recoganition,
introducing a dimensional aspect to the
detection of depression in primary
care,®

Interventions to
improve the
detection and
management of
depression in
primary care

Educational programmes

Gask et al%6 showed that interviewing
skills can be taught by video to primary
care clinicians and maintained over
time, suggesting that this was a
potentially cost-effective intervention
for improving the detection and
management of depression. The
seminal studies by Rutz ef al?%3 in
Sweden, which long-term
benetfits of an educational programme
for GPs on the detection and
management of depression, probably
inspired the further development of
this approach. Educational pro-
grammes for improving the detection
and management of depression in
primary care were introduced as core
parts of the Depression Awareness,
Recognition and Treatment (DART)
campaign in the USA* and, to some
extent, in the Defeat Depression
Campaign in the UK.?7%3 The DART
programme was devised in 1988 by the
NIMH and had a modular design
incorporating video material, lectures
and seminars. It was introduced in 18
main sites across the USA* and was
evaluated in the lowa centre® where
changes in knowledge and attitudes
were reported after the programme,
which was of 125 h duration.
However, the organizers commented
that it was probably unrealistic to
expect long-lasting changes in
professional behaviour as a result of a
brief training programme. Similar
educational packages have been
developed for the Defeat Depression
Campaign and other newer educational
approaches (which also address
adherence to  clinical  practice

showed



have since been

guidelines)
evaluated.>>

However, such training programmes
may target those GPs that are most
motivated towards improving their
management of depressive illness®3®
and briefer techniques might address
some of these problems.® Less-inten-
sive methods may also be effective, as
shown by Howe,¥ who performed a
controlled trial where GPs improved
their ability for detecting psychological
distress in patients using a self-directed
educational approach. This package
was designed for use by individual GPs
without outside support, based on the
principles of reflection by GPs on their
skills and performance in consulta-
tions. Clearly, further research is need-
ed in order to determine which educa-
tional interventions are the most
cost-effective and produce the most
enduring desired changes in prac-
tice 337

Use of screening
questionnaires

The simplest method of improving
detection rates might be the use of
screening questionnaires, 0:44.58,59
These can be quickly administered and
can help detect ‘depression cases', thus
allowing GPs to focus on the severity
of the condition and the most
appropriate management. However,
there is little information on the
efficiency of such questionnaires in the
detection of ‘somatic’ presentations of
depression or in patients with other
factors that increase the risk of non-
detection by GPs. Mayou® argued that
the patients most likely to benefit from
screening may be less likely to take
part and raised concerns about both
the effectiveness and ethics of mass
routine  screening.  This  non-
participation needs to be addressed if
screening is to be established as a
routine part of clinical practice.24:59
Other ethical issues are that ‘false
positives’ can be found by such scales,
leading arguably to their unnecessary
distress if there is inappropriate
intervention in this group.%

Management protocols and
clinical practice guidelines

Brief management protocols for the
management of depression in primary
care are available, such as the ‘yellow

card’ system used in the Defeat
Depression Campaign. After assess-
ment of the patient with depression,
the GP or primary health care
professional was given certain
suggested management lines on a
template printed on the card, according
to the severity of the patient's
symptoms, the degree of suicide risk
and certain clinical characteristics of
the patient. The yellow card attempts
to cover the most important points of
current clinical practice guidelines for
depression in primary care. Few such
protocols have been formally evaluated
for their effectiveness. Long protocols
that include screening questionnaires,
brief screening questions at interview,
a brief diagnostic interview and
practice audio or visual tapes, while
possibly being more cost-effective than
intensive  training programmmes,
require a time commitment that may
limit their take up.38

Clinical practice guidelines have
been introduced extensively in the
USA®! and potentially might offer
evidence-based, consenus-based
approaches lo the detection and man-
agement of depression in primary care.
However, these have been criticized by
specialists as either not being compre-
hensive enough or being too narrowly
focused on particular treatment
approaches®® to be multifaceted and
flexible.%*%  Unfortunately,  such
approaches have not been extensively
evaluated, either alone or in combina-
tion with educational programmes,
diagnostic interviews or screening
instruments, 36567

Other technologies

Computerized screening and
assessment has been the subject of
much recent interest in the UK and
USA®7% and has been shown to be
acceptable to patients and flexible.
Such computerized programmes have
been shown to have adequate validity
and reliability and represent a viable
alternative to paper-based screening
questionnaires or diagnostic
interviews. Studies of the outcomes
following such interventions are being
published with encouraging results.”
The only limitation on the use of
computerized assessment and
management is that of the widespread
availability of this technology. While it
is likely that the use of such technology

will increase in the future, it is unclear
if it will supplant ‘paper and pen'-
based approaches in the short-term.

Clinical utility of
self-rating scales

The length, reading difficulty and
complex response options of some
questionnaires may lower patient
completion rates in primary care and
make responses difficult to interpret. In
addition, the interpretation of some
scale scores by GPs can be time-
consuming and some scales require
further diagnostic assessment after
screening before it can be ascertained
that the patient actually suffers from
depression.®® In addition, once a
patient is screened by a depression
rating instrument, it is often unclear
what are the severity, degree of suicide
risk and immediate management
needs, e.g. do *high’ scores on different
self-rating depression scales all mean
the same thing®"' and need the same
response?

Other limits of utility are that rating
scale scores may not be routinely dis-
cussed between patients and profes-
sionals and, therefore, not perceived as
important by patients. This can limit
their take up by patients. In order for
them to be fully adopted in a clinical
setting information will have to be
given (o patients about the scales utili-
ty to the health care team in clinical
management.?

Use of depression
screening
instruments in
protocols

Bearing in mind these limitations of
self-rating scales in reallife clinical
situations, how can they be modified?
As clearly pointed out in Gilbody et
al.’s! systematic review, the routine use
of self-rating scales has a considerable
administrative cost and is a time
burden for both the GP and patient. Tt
may be possible to develop
instruments which are useful in
detecting depressive illness, but which
also have properties whereby the
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scores and severity of the overall
complaints can be easily categorized in

some manner in order to change the
management of patients,

One crude method of achieving this
might be by the ‘triage’ method, where-
by high scores on the scale are used for
assessing the severity of illness and
degree of risk. This would then allow
GPs more time to focus attention on
specific management issues. However,
there might be an argument that the
scores of certain items need to be
‘weighted’ in the assessment of ‘risk’,
e.g if related to suicidal ideation or
delusional ideation. More complex
assessments might be whether antide-
pressant medication or psychological
treatment was most suitable. Any pro-
tocol should be capable of being ‘over-
ridden’ if the clinician felt that certain
aspects of the problem had not been
covered by the protocol. It must be
emphasized that the major purpose of
the protocol would be helping to
prompt clinicians to consider manage-
ment options critically and could be
driven by the results of both self-rated
questionnaires and the consultation.

The characteristics of an ideal detec-
tion management protocol would be
that the protocol was brief, i.e. it could
be completed within no more than a
couple of minutes in the waiting room
by the patient and was accessible to the
GP by a clear scoring system that
belped to generate potential mancdge-
ment options rapidly. These properties
would be particularly important in
view of the fact that the detection and
management of depressive illness might
be compromised by the workload inten-
sity in a general practice 23637

Another important practical point is
how the information is collected by the
GP. Does the GP have to total up the
scores on the scale and look at the pro-
file for individual item scores? It is pos-
sible that a template mechanism can be
used for scoring, as some scales are
designed so that a covering scoring
template can be used for achieving this
task quickly., This can be effective in
situations where rapid screening is
needed.

It is unrealistic lo expect that any
protocol could be entirely self-explana-
tory. A brief introduction session may
be needed with the GP in order lo
explain the utility of the protocol. Then
Jollow-up sessions will be needed for
discussing shortcomings or poinis that

are unclear before the protocol becomes
an integral ‘tool” in daily practice. It
must be enmiphasized lo GPs that their
main purpose is to ensure that core
information is collected, which is
important in good practice in the man-
agement of depressive illness in primary
care. The scoring on a screening ques-
tionnaire for protocol-based manage-
ment could follow a diagnostic algo-
rithm or decision analysis pathway.”?
There are other issues that might
relate to the use of scales in this man-
ner, such as effects on patients’ behav-
iour, doctors’ behaviour
patient—doctor interactions.
Some patients might be quite happy
to fill in the questionnaires and possi-
bly more willing to address their psy-
chological issues, as these have been
given a greater perceived importance
by the doctor by their very use. Other
patients might believe that this is an
intrusion and be embarrassed at filling
in the scale or reluctant to discuus
these issues with their doctor. Other
issues are what happens if the patient
does fill the scale in accurately and
their problem is still not optirmally man-
aged by their doctor. Finally, there are
questions as to whether the scale-driv-
en protocol should be uniform or can
be made more flexible for the specific
needs of GPs, for example some GPs
might feel more comfortable with their
skills in assessment than management
and others might need more specific
denailed advice in monitoring progress.

and

Examples of
current rating
scales that may be
used

In a previous paper in this journal, the
two principal authors reviewed many
of the current depression screening
instruments and their properties,
which are summarized in Table 1. At
that time, our conclusions were that
suitable instruments needed to have
seven major characteristics for use in
primary care settings. They needed to
be brief, simple to score and
administer, be predictive of a diagnosis
of depression by current criteria, be
able to detect somatic presentations of
depression, be acceptable to the
patient, be sensitive to change in the
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clinical picture and be able to assist
with protocol-aided management.

Several of the more commonly used
rating scales could be potential candi-
dates for forming the basis of a scale-
driven detection and management pro-
tocol for depression,

There has been recent interest in
developing shorter scales or versions
of existing scales such as the CES-D,™
the Beck Depression Inventory
(BDD#7475  and new depression
screening scales.'07 Of the many pos-
sible scales, the BDL 37475 Zung Self-
rating Depression  Scale”™ ™  and
Hospital Anxiety and Depression Scale
(HADS)”® will be discussed. Finally,
work in progress on a protocol based
on a new depression scale, the Brief
Depression Scale (BDS),'%8% will be
used for illustrating how scales may be
used as part of a detection—manage-
ment protocol.

The original BDI had 21 items.
However, a 13-item version of the scale
has been developed,7475 which has
been used in the screening of
depressed patients by GPs and in a
number of studies.*® The BDI was only
originally intended to assess the sever-
ity of depressive symptoms once a
diagnosis had been made and,
although it covers some of the impor-
tant criteria for depression in the fourth
edition of the Diagnostic and
Statistical Manual of Mental Disorders
(DSM-1V),81 other items are not as
closely related to the DSM-IV criteria.
The drawback of the scale in a primary
care setting is still its length, since even
the primary care version has 13 items,
as opposed to the seven items of the
HADS depression subscale.” The
major advantage of the BDI is that its
properties, as a measure of clinical
change and of assessing the clinical
severity of depression, are well estab-
lished. An even shorter form of the
BDI, comprising those items directly
corresponding to the DSM-IV diagnos-
tic criteria for a depressive episode,
could be more readily used as the core
of a detection-management protocol.

The Zung Self-rating Depression
Scale” is composed of 20 statements
that ask the respondent to indicate the
amount of time a symptom is present.
Although it has been used in primary
care,” its routine use as part of a pro-
tocol might be limited by its length and
the facility of scoring the instrument.



Table 1. Composition of several current self-rating scales for depression which could be incorporated into protocols

Psychometric properties Beck Depression  Zung Self- Carroll Self- Centre for Epidemiologic  Hospital Anxiety
Inventory ™ rating Scale™  rating Scale®  Studies Depression and Depression
Scale”™ Scale™

Content validity®
Depressed mood 10 10 8 25 0
Anhedonia 10 5 8 5 21
Appetite/Weight 10 10 8 5 0
Insomnia 7 5 12 5 0
Retardation/Agitation 0 5 15 o} 21
Fatigue 5 5 4 5 0
Worthlessness/Guilt 24 5 8 10 0
Concentration 5 10 2 5 0
Suicidal thoughts 5 5 8 0 0
Number of criteria® Yes Yes Yes Yes No, three
o-Coefficient 0.76-0.95 0.92 - 0.85-0.90 0.80-0.81

Concurrent validity® 0.61-0.86 0.56-0.80 0.80 0.44-0.75 -

*By Diagnostic and Statistical Manual of Mental Disorders (fourth edition) (DSM-IV) criteria (percentage of item contribution).
PFive or more of the diagnostic criteria for a DSM-IV major depressive episode approximated to the construct vali dity.
“Correlation with the Hamilton Depression Rating Scale.

This may make it difficult for the GP to
use it as an aid to treatment.

The HADS™ a seven-item
depression subscale. This makes it easy
and quick to score and to complete by
the patient. Despite these substantial
advantages, which would favour its use
in primary care, its drawback is that it
mainly measures anhedonia and may
‘miss’ the somatic presentations of
depression that are not infrequently
encountered in primary care.5% Its
brevity also means that only two DSM-
IV criteria for major depression
(markedly diminished pleasure and
fatigue) are represented. This limits the
use of the scale in a detection-man-
agement protocol as, after screening
with this instrument, it would still be
necessary to perform a full diagnostic
assessment in order to be certain that
the DSM-IV diagnostic criteria for major
depression were fulfilled. It might be
possible to modify the scale by adding
new items more closely related to the
DSM-IV criteria and replacing some
existing items without dramatically
increasing its length, but this would
entail a major validation study.

has

Development of the
Brief Depression
Scale protocol

The new ten-item, self-rated BDS was
validated in in-patients and out-
patients with depressive illness and
anxiety disorders!” and a validation

study was undertaken in primary
care.® In this hospital sample, the BDS
showed satisfactory convergence with
the depression subscale of the HADS
(R, 089 and P < 0.0001). In the
hospital validation study a cut-off score
of 19 on the BDS had a sensitivity of
87% and a specificity of 90%. The BDS
was shown to have sensitivity to
clinical change in both the hospital and
primary care validation studies.

An important property of the BDS is
that its item content closely corre-
sponds (o the major criteria used for
the DSM-TV diagnoses of a depressive
episode®! and the criteria for a depres-
sive episode of the tenth revision of the
International Statistical Classification
of Mental and Bebavioral Disorders
(ICD-10).% High scores on specific
BDS items are associated with a high
probability that specific DSM-IV criteria
are fulfilled. Therefore, analysis of the
specific item scores on the BDS would
give an indication of how many diag-
nostic criteria are fulfilled and reduce
the time required for diagnostic assess-
ment after screening with the BDS,
Over 85% of patients in the primary
care validation study®® scoring highly
on five or more BDS items fulfilled the
DSM-IV diagnostic criteria for major
depression. The ten BDS items are
shown in Table 2 with the closest cor-
responding DSM-IV and ICD-10 diag-
nostic criteria.

The potential utility of the BDS as part
of a clinical protocol was noticed
during the validation study of the BDS
in three general practices in Leeds with
a total population covered of over

25 0008 A total of 527 consecutive
attenders in the practices completed
the BDS and, during the primary care
study, the BDS was validated against
other established self-rated depression
measures such as the BDI** and
HADS.”

Convergent validity was assessed by
the Spearman rank order correlation
coefficient 7, The BDI total score, the
BDS total score and the HADS depres-
sion subscale score were highly signif-
icantly  intercorrelated (all at
P <0.00001). The Spearman rank order
(r) correlation values were 0.85
between the BDS and HADS depres-
sion subscale, 0.83 between the BDI
and BDS and 0.73 between the BDI
and HADS depression subscale. These
remained significant even if the effects
of the type of presentation (somatic
versus non-somatic), the sex of respon-
dents or the age of the respondents
(above and below the median value)
were assessed,

Twelve percent of those screened by
the BDS were identified as possible
depression cases, 65% of whom had
identified depression as their major
presenting complaint. The remainder
had somatic complaints such as fatigue,
backache or gastrointestinal problems
as one of their major presenting com-
plaints. Thirty-three percent of the
patients had depression of moderate to
severe nature and the remainder had
mild to moderate severity illness.
Preliminary severity score ranges for
the BDS, which correspond to the clin-
ical severity of depression, were oper-
ationalized from the results of a struc-
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Table 2. Brief Depression Scale (BDS) item content and congruence with the tenth revision of the International Statistical
Classification of Mental and Bebavioural Disorders (ICD-10) and the fourth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV) diagnostic criteria

BDS item

ICD-10 criterion (depressive episode)

DSM-1V criterion (major depression)

Sadness noticed by others

Reported sadness

Feeling tense

Decreased sleep
Decreased appetite

Poor concentration

Loss of drive
Loss of interest

Ideas of guilt

Thoughts of death or dying

Depressed mood to a degree that is definitely
abnormal for the individual

Depressed mood to a degree that is definitely
abnormal for the individual

No specific criterion: covered by a change in
psychomotor activity (agitation)

Sleep disturbance of any type

Change in appetite (decrease) with
corresponding weight change

Complaints or evidence of diminished ability
to think or concentrate

Decreased energy or increased fatiguability

Loss of interest or pleasure in activities that
in all or almost all are normally pleasurable

Unreasonable feelings of self-reproach
or excessive and inappropriate guilt

Recurrent thoughts of death or suicide

Depressed mood most of the day, nearly every
day, as indicated either by subjective accounts
or by the observations of others

Depressed mood most of the day, nearly
every day, as indicated either by subjective
accounts or by the observation of others

No specilic criterion: covered by change
in psychomotor activity (agitation)

Insomnia nearly every day

Decrease in appetite nearly every day

Diminished ability to think or concentrate

Fatigue or loss of energy nearly every day

Markedly diminished interest or pleasure
activities most of the day

Feelings of worthlessness or excessive or
inappropriate guilt

Recurrent thoughts of death (not just fear of
dying)

tured diagnostic interview on the
Clinical Interview Schedule-Revised
in a subsample of patients screened
with the BDS, Scores of over 45 points
were strongly associated with the most
severe illness, scores of 35-45 points
were associated with moderately
severe illness, scores of 25-35 points
were associated with moderate illness
and scares of 15-25 points were asso-
ciated with mild severity illness.

These preliminary data suggested
that the BDS could be used for accu-
rately identifying depression in primary
care, with both somatic and non-
somatic presentations. As there was a
very high likelihood of fulfilling the
necessary DSM-IV diagnostic criteria
for depression if sufficient BDS items
had high scores, there should be little
need for post-screening assessment of
patients in order to ensure that the
diagnosis is correct. Importantly, the
severity of the illness can be stratified
by the BDS scores, so that treatment,
risk management and referral decisions
can be made. Further work is ongoing
on using information from the scale for
guiding management and referral deci-
sions.

The present version of the protocol
consists of three parts covering assess-
ment, management and review of
progress and broadly covers current
clinical practice guidelines for depres-

sion.”’ Table 3 shows the part of the
BDS protocol that deals with manage-
ment options. This follows a similar
approach to that of the yellow card
introduced in the Defeat Depression
Campaign.

Further work is needed in order to
assess the utility of the protocol in
practice. This would be in terms of the
perspective of primary health care staff,
L.e. its ease of use, whether it helps
save time in assessment and whether it
is helpful in making management deci-
sions and in monitoring progress. It is
the intention that, ideally, the protocol
will need a minimum amount of intro-
duction and training before it is used.
However, further evaluation is needed
in order to assess whether additional
educational and information resources
are needed in conjunction with the
protocol in order to maximize its effec-
tive use.

Acknowledgements

The authors are grateful for suggestions
on the future development of the BDS
from Professor Anthony Dowell
(primary care) and Professor David
Shapiro, Professor Michael Barkham
and Mrs Anne Rees (Psychological
Therapies Research Centre, University

82  DISCUSSION PAPER Scale-based pratocols for depression

of Leeds) at an early stage of the
project. The development of the BDS
was made possible by a project grant
from the NHS Executive (Northern and
Yorkshire) which supported Paul
Clarkson in the validation study and
grant support for a research fellowship
for Dr Paul Blenkiron from Leeds
Community and Mental Health Services
NHS Teaching Trust helped in
developing the concept of the
protocol, Dr Fraser gave critical
feedback on the management
guidelines within the protocol.

References

1. Gilbody SM, House AO, Sheldon TA.
Routinely administered questionnaires for
depression  and anxiety: systematic
review. BMJ 2001, 322:406—409.

2. Lynch S, Fraser J. Working with general
practitioners in the management of
depression. €PD Buil Psychiatry 2000,
2(2):57-61.

3. Gask L. Small group interactive tech-
niques utilizing video-feedback. It J
Psychiatry Med 1998; 28(1):97-113.

4. Regier DA, Hirschfield BMA, Goodwin
FK, Burke Jr JD, Lazar JB, Judd LL. The
NIMH Depression Awareness,
Recognition and Treatment Program:
structure, aims and scientific basis. Am J
Psychiatry 1988; 145:1352-1357.

5. Thompson C, Kinmonth AL, Stevens L,
Peveler RC, Stevens A, Ostler KJ ef al
Effects of a clinical practice guideline and



Table 3. Example from a pilot study of bow the Brief Depression Scale could be used for
informing management strategies in a protocol

Scale scores

Meaning

Action

Five items scored at 4 points or more

or a total score over 25 points

Three items scored at 4 points or more

plus two other items scored at 2
points or a total score over
15 but under 25

Two or less items are scored at 4 points

or a total score under 15

Probable depression

Possible mild depression
or adjustment
disorder

Depression unlikely

Score 45 or more. Severe illness: may be at

considerablerisk of suicide — consider the need
for in-patient or intensive day care or home treatment

Score 35-45. Moderately severe illness: moderate
suicide risk — start antidepressants with mental
health referral advisable (out-patient or
community mental health team)

Score 25-35. Moderate illness: assess suicide risk —
may need to use antidepressants or, if the patient's
preference, psychological therapy.®
Non-urgent mental health referral may be an option
if there is a failure to respond

Suicide still a possible but lower risk, Consider
psychological therapy (brief cognitive~behavioural
therapy and counselling)® as first-line

treatment, Mental health referral not essential

Exclude anxiety disorders, drug or alcohol use and

adjustment disorders

“This management part of the protocol is accompanied by two other parts on assessment and review.

8.

10.

11.

1:2:

13.
14.

15.

16.

practice-based education on detection
and outcome of depression in primary
care: Hampshire Depression Project tan-
domised controlled trial. Zancet 2000;
355:185-191.

Lewis G, Pelosi AJ, Glover E, Wilkinson
G, Stansfeld SA, Williams P et al The
development of a computerised assess-
ment for minor psychiatric disorder.
Psychol Med 1988; 18:737-745.

Lewis G, Sharp D, Bartholomew J, Pelosi
AJ. Computerized assessment of common
mental disorders in primary care: effect
on clinical outcome. Family Pract 1990;
13:120-126.

O'Hara MW, Gorman LL, Wright EJ.
Description and evaluation of the lowa
Depression Awareness, Recognition and
Treatment program. Am [ Psychiatry
1996; 153(5):645-649.

Schulberg HC, Magruder KM, DeGruy F.
Major depression in primary medical care
practice: research trends and future prior-
ities. Gen Huospital Psychiatry 1996,
18(6):395-406.

Lynch §, Curran S8, Montgomery S,
Fairhurst D, Clarkson P, Suresh R et al
The Brief Depression Scale — reliability
and validity of a new self-rating depres-
sion scale. Primary Care Psychiatry 2000,
6:111-118,

Department of Health. The New NHS:
Madern-Dependable. London: HMSO; 1997.
Department of Health. New Care
Blueprints to Provide Uniformly High
Standards of NHS Cardiac, Cancer and
Mental Health Care. London: Department
of Health; 1998,

Department of Health, Quality in the New
NHS. London: Department of Health; 1998.
Denham J. Primary Care Trusts. London:
Department of Health; 1999.

World Health Organization. Report of the
International Conference om Primary
Care, Alma Ata. Geneva: World Health
Organization; 1978,

Roberts A, Priest R. Depression in the
community. Primary Care Psychiatry
1995; 1:5-14.

17.

18.

19,

20,

21,

24,

20.

27.

Blacker CVR, Clare AW. Depressive disor-
der in primary care. Br [ Psychiatry 1987,
150:737-751.

Freeling P, Tylee A. Depression in gener-
al practice. Tn Paykel ES (editor).
Handbook of Affective Disorders, 2nd
edn. Edinburgh: Churchill Livingstone;
1992, pp. 651-666.

Ustiin BT. WHO Collaborative Study: an
epidemiological survey of psychological
problems in general health care in 15
centres worldwide. Int | Psychiatry 1994;
6:357-363.

Ostler K, Thompson €, Kinmonth AL,
Peveler RC, Stevens L, Stevens A.
Influence of socio-economic deprivation
on the prevalence and outcome of
depression in  primary care: the
Hampshire Depression Project, Br J
Psychiatyy 2001; 178(1):12-17.

Lloyd K, Jenkins R. The economics of
depression in primary care: Department
of Health initiatives. BrJ Psychictry 1995,
166(Suppl 27):60-62,

Simon G, Ormel J, VonKorff M, Barlow
W. Health care costs associated with
depressive and anxiety disorders in pri-
mary care. Am [ Psychiatry 1995;
152(3):352-357.

Vazquez-Barcquero JL, Garcia J, Simon JA,
Iglesias C, Montejo J, Herran A et al
Mental health in primary care. An epi-
demiological study of morbidity and use
of health resources. Br J Psychiatry 1997,
170:529-535.

Freeling P, Rao BM, Paykel ES.
Unrecognised depression in general prac-
tice. BMJ 1985; 29:1880~1883.

Ormel J, Van den Brink W, Koeter MW,
Gile R, Van der Meer K, Van de Willige G
et al. Recognition, management and out-
come of psychological disorders in pri-
mary care: a naturalistic follow-up study.
Psychol Med 1990; 20:909-923.

Tiemens BG, Ormel ], Simon GE.
Occurrence, recognition, and outcome of
psychological disorders in primary care.
Am ] Psychiatry 1996; 153(5):636-644.
Paykel ES, Priest RG. Recognition and

28.

29.

30.

31.

32.

33.

34.

35.

36.

I

38.

management of depression in general
practice: consensus statement. BMJ 1992;
305:1198-1202,

McCormick A, Chatlion J, Fleming D.
Who sees their general practitioner and
for what reasory HIth Trends 1995
27(2):34-36.

Katon W, Will improving detection of
depression in primary care lead to
improved depressive outcomes? Gen
Hospital Psychialry 1995; 17(1):1-2.
Westhead JN. Frequent attenders in gen-
eral practice: medical, psychological and
social characteristics. J R Coli Gen Pract
1985; 35:337-340.

Weich 8, Lewis G, Donmall R, Mann A.
Somatic presentation of psychiatric mor-
bidity in general practice. BrJ Gen Pract
1995; 45:143-147.

Neal R, Dowell A, Heywood P, Modley §.
Frequent atienders: who needs treatment?
Br [ Gen Pract 1996; 46:131-132,

Rupp A. The economic consequences of
not ftreating depression. Br f Psychiatry
1993; 166(Suppl 27):29-33.

Katzelnick DJ, Kobak KA, Greist JH,
Jefferson JW. Effect of primary care treat-
ment of depression on service use by
patients with high medical expenditures.
FPsychiatr Services 1997; 48(1):59-064.
Dowrick C. Does testing for depression
influence diagnosis or management by
general practitioners? Family Pract 1995;
12(4):461-465,

Howe A. 1 know what to do, but it's not
possible to do it - general practitioners’
perceptions of their ability to detect psy-
chological distress. Family Pract 1996;
13(2):127-132.

Howe A. Detecting psychological distress:
can general practitioners improve their
own performance? Br ] Gen Pract 1996;
46:407-410.

Bridges K, Goldberg D. Somatic presenta-
tion of depressive illness in primary care,
In: Freeling P, Downey LJ, Malkin JC (edi-
tors). The Presentation of Depression:
Current Approaches. London: Royal
College of General Practitioners; 1987,

Scale-based protocols for depression DISCUSSION PAPER 83



39.

44,

45.

46.

47,

48.

49.

51

52.

53.

pp. 9-11.

Tiemens BG, Ormel J, Jenner JA, Van der
Meer K, Van Os TW, Van den Brink RH ef
al. Training primary-care physicians to
recognize, diagnose and manage depres-
sion: does it improve patient outcomes?
Psychol Med 1999, 29(4):833-845.
Greenfield SF, Reizes JM, Magruder KM,
Muenz LR, Kopans B, Jacobs DG.
Effectiveness of community-based screen-
ing for depression. Am J Psychiairy 1997;
154:1391-1397.

Beecham J, Knapp M. Costing psychiatric
interventions, In: Thornicroft G, Brewin
C, Wing ] (editors). Measuring Mental
Health Needs. London: Gaskill; 1992, pp.
163-183.

Dowrick C, Buchan 1. Twelve month out-
come of depression in general practice:
does detection or disclosure make a dif-
fetence? BMJ1995; 311:1274-1276.

Beck AT, Ward CH, Mendelson M, Mock
], Erbaugh J. An inventory for measuring
depression. Arch Gen Psychiatry 1961;
4:561-571.

Clarkson P, Lynch S. Screening for
depression in primary care: a review of
current instruments and their use in
detection. Primary Care Psychiciry 1998;
4(4)179-187,

Johnstone A, Goldberg D. Psychiatric
screening in general practice. Lancet
1976; 1:605-612.

Gask L, McGrath G, Goldberg DP, Millar
T. Improving the psychiatric skills of
established general practiioners: evalua-
tion of group teaching. Med Educ 1987;
21(4):362-368.

Millar T, Goldberg DP. Link between the
ability to detect and manage emotional
disorders: a study of general practitioner
trainees. Br [ Gen Pract 1991; 41:357-359.
Joukama M, Lehtinen V, Karlsson H, The
ability of GPs to detect mental disorders
in primary health care. Acia Psychiatr
Scand 1995; 91:52-56.

Klinkman MS, Competing demands in
psychosocial care: a model for the identi-
fication and treatment of depressive dis-
orders in primary care. Gen Hospital
Psychiatry 1997, 19(2)»:98-111.
Thompson C, Ostler K, Peveler RC, Baker
N, Kinmonth AL. Dimensional perspec-
tive on the recognition of depressive
symptoms in primary care: the Hampshire
Depression Project 3. Br [ Psychiatry
2001; 179:317-323

Rutz W, Von Knorring L, Walinder J. Long-
term effects on an education program for
general practitioners given by the
Swedish Committee for the Prevention
and Treatment of Depression. Acta
Psychiatr Scand 1992; 85:83-88.

Rutz W, Carlsson P, Von Knorring L,
Walinder J. Cost-Benefit analysis of an
educational program for general practi-
tioners by the Swedish Committee for the
Prevention and Treatment of Depression.
Acta Psychiatr Scand 1992; 85:457—464.
Vize CM, Priest RG. Defeat Depression
Campaign: attitudes towards depression.
Psychiatr Bull 1993; 17:573-574.

54.

55.

57:

58.

59:

60.

61.

62.

G3.

64.

65.

66.

Hannaford PC, Thompson C, Simpson M.
Evaluation of an educational programme
to improve the recognition of psycholog-
ical illness by general practitioners. Br J
Gen Pract 1996; 46:333-337.

Van Os TW, Ormel ], Jenner J. Training
primary care physicians to improve the
management of depression. Gen Hospital
Psyebiatry 1998; 21(3):198-276.
Andersen SM, Harthon BH. Changing the
psychiatric knowledge of primary care
physicians. The effects of a brief inter-
vention on clinical diagnosis and treat-
ment. Gen Hospital Psychiatry 1990;
12(3):177-190.

Hutchinson L. Evaluating and researching
the effectiveness of educational interven-
tions. BMJ 1999; 318(8):1267-1260.
Hough RL, Landsverk JA, Jacobson GF.
The use of psychiatric screening scales to
detect depression in  primary care
patients. In: Attkisson CE, Zich JM (edi-
tors). Depression in Primary Care.
Screening and Detection. New York and
London: Routledge; 1990. pp. 139-154.
Mayou R. Screening in primary care:
pointers for further rescarch. Br J Gen
Pract 1996; 46:567-568.

Leon AC, Portera L, Olfeson M, Weissman
MM, Kathol RG et @l False positive
results: a challenge for psychiatric screen-
ing in primary care. Am J Psychiatry 1997,
154:1462-1464.

Rush AJ. Clinical practice guidelines:
good news, bad news, or no news? Arch
Gen Psychiatry 1993; 50:483-490.

Karon BP, Teixeira MA. Guidelines for the
treatment of depression in primary care
and the APA response. Am Psychol 1995;
50(6):453—455.

Munoz RE, Hollon 5D, McGrath E, Rehm
LP et al. On the AHCPR Depression in
Primary Care Guidelines: further consid-
erations for practitioners, Am  Psychol
1994; 49(1):42-61,

Katon W, Robinson P, VonKorff M et al A
multifaceted intervention to improve
treatment of depression in primary care,
Arch Gen Psychiatry 1996; 53:924-932.
Katon W, Von Korff M, Lin E, Simon G et
al. Collaborative management 1o achieve
depression treatment guidelines. [ Ciin
Psychialry 1997; 58(Suppl 13:20-23.
Spitzer RL, Williams B, Kroenke, Linzer
M, DeGruy 1T FV, Hahn SR ef @l Utility of
a new procedure for diagnosing mental
disorders in primary care. The PRIME-MD
1000 Study. J Am Med Assoc 1994;
272:1749-1756.

Wells KA, Sherbourne C, Schoenbaum M,

a7,

Duan N, Meridith L, Unutzer J ef al
Impact of disseminating guality improve-
ment programmes for depression in man-
aged primary care: a randomised con-
trolled trial, J Am Med Assoc 2000
283:212-220.

Murphy JM, Neff RK, Sobol AM, Rice Jr
JX, Olivier DC. Computer diagnosis of
depression and anxiety. The Stirling
County Study. Psychol Med 1985;
15:99-112.

Bech P Gram LF, Dein E, Jacobson O,

84 DISCUSSION PAPER Scale-based protocols for depression

69.

70.

71.

73.

T4

75

76.

78.

rEB

81.

82,

83.

Vitger J, Bolwig TG. Quantitative rating of
depressive states. Acta Psychiatr Scand
1975; 51:161-170,

Bech P. Rating scales for affective disor-
ders: their validity and consistency, Acta
Psychiatr  Scand 1981,  64(Suppl
295):1-101.

Bech P. The Bech, Hamilton and Zung
Scales for Mood Disorders: Screening and
Listening. Berlin: Springer-Verlag; 1996,
Schulberg HC, Block MR, Coulehan JL.
Treating depression in primary care prac-
tice: an application of decision analysis.
Gen  Hospital — Psychiatry — 1989;
11(3):208-215.

Santor DA, Coyne JC. Shortening the CES-
D to improve its ability to detect cases of
depression.  Psychol Assess  1997;
9(3):233-243.

Beck AT, Beck RW. Screening depressed
patients in family practice: a rapid tech-
nique. Posigraduate Med 1972; 58:81-85.
Beck AT, Beamesderfer A, Assessment of
depression: the depression inventory. In:
Pichot P  (editor).  Psychological
Measurement in Psychopharmacology.
Basel: Karger; 1974, pp. 151-169.
Salokangas Raimo KR, Poutanen O,
Stengard E. Screening for depression in
primary care: development and validation
of the depression scale, a screening
instrument for depression. Acta Psychiatr
Scand 1995; 92(13:10-16.

Zung WWEK. A selfrating depression
scale. Arch Gen Psychiatry 1963;
12:63-70.

Zung WWEK, Magill M, Moore JT, George
D. Recognition and weatment of depres-
sion in a family medicine practice. J Clin
Psychiatry 1983; 44:3-6.

Zigmond AS, Snaith RP. The Hospital
Anxiety and Depression Scale (HAD).
Acta Psychiatr Scand 1983; 67:361-370.
Clarkson P, Suresh R, Edwards R, Lynch 5.
Validation of a Brief Depression Scale in a
Primary Care Setting. Paper presented at
Royal College of Psychiatrists Annual
Meeting, Belfast; 1998,

American  Psychiatric  Association.
Diagnostic and Statistical Manual of
Mental Disorders, 4th edn. Washington,
DC: American Psychiatric Association; 1994.
Dowell AC, Biran LA, Problems in using
the Hospital Anxiety and Depression
Scale for screening patients in general
practice. Br [ Gen Pract 1990; 40:27-28.
World Health Organization. International
Statistical Classification of Mental and
Bebavioural Disorders, 10th revision.
Geneva: World Health Organization; 1992.
Lewis G, Pelosi AJ, Araya R, Dunn G.
Measuring psychiatric disorder in the
community: a standardized assessment
for use by lay interviewers. Psychol Med
1992, 22(2):465-486.

Carrol BJ, Feinberg M, Smouse PE,
Rawson SG, Greden JF. The Carrol Rating
Scale for depression I. Development, reli-
ability and validation. Br j Fsycliatry
1981; 138:194-200.



