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Objectives 

•  Define treatment resistance 
•  Know guidelines for optimal first-line 

treatment of depression 
•  Understand causes of treatment resistance 
•  Know evidence for managing treatment-

resistant depression 



Possible Explanations for Why 
Depressed Patients Do Not Improve 

with Treatment 
•  Not taking therapy (non-adherent, side effects) 
•  Misdiagnosis (e.g. medical cause of depressive 

symptoms or alternative psychiatric diagnosis) 
•  Suboptimal treatment by clinician 
•  Treatment resistant depression 



Defining Treatment Resistant 
Depression 

•  Failure to respond to at least one optimally 
administered depression treatment 

•  No consensus definitions of what comprises 
a “failure to respond” or “optimal 
depression treatment” 

•  Usually alludes to antidepressant 
medication failures 

Matthew, Depression & Anxiety 2008 



What is “Optimal” Depression 
Treatment? 

1. Individualized to patient preferences 
2. Careful follow-up 
3. Measurement-based titration decisions 



“Would you rather take medication or rather get counseling?” 
N = 128 

Patient Treatment Preferences 
P

er
ce

nt
ag

e 
of

 p
at

ie
nt

s 



Elicit Patient Participation in 
Treatment Decisions 

•  Consider scheduling a separate appointment 
to have a focused visit  

•  Discuss patient’s understanding of diagnosis 
and treatment options 



Internists Prescribes the Majority of 
Antidepressants 
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29% 

21% 

http://www.ahrq.gov/news/nn/nn072408.htm 



Choosing First-Line Antidepressant 

•  Little data show that one antidepressant is more 
effective than another 

•  ~ 50% “improve” with antidepressant 
       vs.  ~25% “improve” with placebo 

Hansen, Ann Int Med 2005; Gill, Cochrane database, 2000 

improvement = remission or >50% reduction       
        in symptoms 



Individualize Selection of First-Line 
Antidepressant 

•  Choose medication to maximize 
adherence based on: 
– Prior experience of patient 
– Out of pocket medication costs 
– “Side-effect” profile 



Antidepressant Side-Effect Profiles 



Initial Follow-up 

•  Use lowest possible dose and titrate up efficiently 
•  Follow-up patients within 1-2 weeks of starting new 

medication 
•  Assess for: 

 Adherence  
 Side-effects 
 Mania 
 Suicide 



Subsequent Follow-Up: 
Measurement-Based 

•  Follow-up q2 weeks after medication changes 
•  Utilize the PHQ-9 or other measurement tool to re-

assess symptoms 

•  If full remission: continue dose 

•  If partial remission: continue or titrate up dose 

•  If no improvement: titrate up dose 
-  re-evaluate adherence: is patient treatment resistant or 
“resistant” to treatment? 
-  consider changing medications if no improvement on 
at least moderate dose 



Even When Clinicians Follow Guidelines, 
About Half of Patients Remained Depressed 

Unützer et al. JAMA 2002; 288:2836-2845 



Rational Prescribing for  
Treatment Resistant Depression 

•  Should one switch antidepressant 
medication classes? (e.g., SSRI to DNRI) 

•  Should one combine medications?  
•  Should one combine with counseling? 
•  Should one refer for ECT or other somatic 

therapy? 



STAR*D Trial  
(Sequenced Treatment Alternatives to 

Relieve Depression) 

•  NIMH-funded study 
•  3,671 depressed patients in medical and 

psychiatric settings  
•  initially all prescribed citalopram 
•  patients who failed to remit chose whether 

to “switch” or “combine” therapies 
•  patients then randomized to different 

switching and combining strategies 



The STAR*D Trial:  
Switching Therapies 

Rush et al.  NEJM, 2006; Trivedi et a;. NEJM, 2006;    Thase AJP 2007; Huyn , PCC J Clin Psych 2008 

SSRI: 
celexa 

STEP 1 

1/3 remit; 2/3 respond 

STEP 4 

SSRI: 
sertraline 

SWITCH AUGMENT 

DNRI: 
bupropion 

Cognitive 
therapy 

SNRI: 
venlafaxine 

SA: 
buspirone 

STEP 2 

DNRI: 
buproprion 

Cognitive 
therapy 

1/4 remit   1/3 - 1/4 remit 

SWITCH AUGMENT 

TCA:  
nortriptyline 

mirtazepine Lithium T3 

STEP 3 

1/6 remit 1/6 remit 



The STAR*D Trial:  
Combining Therapies 

SSRI: 
celexa 

STEP 1 

1/3 remit; 2/3 respond 

STEP 4 

SSRI: 
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SWITCH COMBINE 

DNRI: 
bupropion 

Cognitive 
therapy 
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venlafaxine 

SA: 
buspirone 

STEP 2 

DNRI: 
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1/4 remit   1/3 - 1/4 remit 

SWITCH COMBINE 

TCA:  
nortriptyline 

mirtazepine Lithium T3 

STEP 3 

1/6 remit 1/6 remit 

Rush et al.  NEJM, 2006; Trivedi et a;. NEJM, 2006;    Thase AJP 2007; Huyn , PCC J Clin Psych 2008 



STAR*D Trial Conclusions 
•  Cumulative remission rate 67%, but <50% 

with sustained remission 
•  No benefit of switching to different drug 

class or from drug to CBT 
•  Combining SSRI with buproprion slightly 

more effective than buspirone 
•  Combining with T3 resulted in fewer 

adverse effects than lithium 

Little, Ann Fam Phys 2009 



The Role of “Anti-Psychotics” 
•  Aripiprazole (Abilify) FDA approved for 

combination treatment of depression  
•  Other antipsychotics increasingly used off-label 
•  Meta-analysis of augmentation with 2nd generation 

antipsychotic:  
44% improved on atypical antipsychotics 

 vs. 
23% improved on placebo 

•  Increased potential for side-effects 
•  Not compared to other combination treatments 

Nelson, Am J Psych 2009 



Emerging and Alternative 
Treatments 

•  ECT – gold-standard (FDA approved) 
•  Vagal Nerve Stimulation (FDA approved) 
•  Transcranial magnetic stimulation 
•  Deep brain stimulation 
•  Light therapy 
•  L-methylfolate (FDA approved) 
•  NMDA antagonist (e.g., ketamine) 



Summary 
•  Carefully assess adherence before labeling 

patient as “treatment resistant” 
•  Ensure appropriate dose titration 
•  Consider switching or augmenting therapy 
•  Consider alternative diagnoses 
•  Consider referral to specialist for diagnostic 

assessment, counseling, or trials of 
alternative treatments like ECT or 2nd 
generation antipsychotics 



Beth Cohen, MD MAS 

University of California, San Francisco 
San Francisco VA Medical Center 
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An Unquiet Mind 

  “The Chinese believe that before you can 
conquer a beast you first must make it 
beautiful.”  

        ”It has been a fascinating, albeit deadly, 
enemy and companion; I have found it to be 
seductively complicated, a distillation both of 
what is finest in our natures, and of what is 
most dangerous.” 

»  Kay Redfield Jamison 



Key Facts for the Primary Care Physician 

•  Nearly 74% of people seeking help for 
depression are treated by their primary care 
physician 

•   60%  of people with bipolar disorder are in 
the depressed phase when they go to their 
primary care physician for help 

•  Up to 30% of primary care patients treated for 
depression and/or anxiety actually have 
bipolar  disorder           

•  USPSTF and AAFP data 



Bipolar Mood Patterns 

Where most primary care physicians catch BPAD 



Teasing Bipolar from Unipolar Depression 



Bipolar Affective Disorder Comes in Many Flavors: 

•  Bipolar 1 Disorder:  Single Manic Episode, 
Most Recent Episode Hypomanic, Most 
Recent Episode Manic, Most Recent 
Episode Mixed, Most Recent Episode 
Depressed, Most Recent Episode 
Unspecified 

•  Bipolar 2 Disorder:  Recurrent Major 
Depressive Episodes with Hypomanic 
Episodes 



Reminder:  Mania vs. Hypomania 

•  Manic Episode – 1 week of elevated, 
expansive, or irritable mood 
–  Three or more must be met:   

•  Distractibility – poor focus 
•   Insomnia – decreased need for sleep 
•  Grandiosity - inflated self-esteem 
•  Flight of ideas – racing thoughts 
•  Activity – increased goal-directed activity  
•  Speech – pressured or more talkative 
•  Thoughtlessness – “risk-taking” behavior 



Reminder:  Mania vs. Hypomania 

•  Hypomanic Episode 
– At least 4 days of elevated, expansive, or 

irritable mood clearly different from the 
usual non-depressed mood 

– The episode carries the same 3/7 possible 
symptoms for mania BUT the episode is 
not severe enough to cause marked 
impairment in social or occupational 
functioning, or to necessitate 
hospitalization 



Epidemiology Question 

•  What is the estimated lifetime prevalence 
rate of Bipolar I and II combined? 

A)  0.5-1% 
B) 1% (same as schizophrenia) 
C) 3-4% 
D) 5-6% 



Epidemiology Question 

•  What is the estimated lifetime prevalence 
rate of Bipolar I and II combined? 

A)  0.5-1% 
B) 1% (same as schizophrenia) 
C) 3-4% 
D) 5-6% 



Bipolar Screening:  MDQ 

•  Mood Disorders 
Questionnaire 
(MDQ)  
 Self-reported validated 
instrument where affirmative 
answers to 7 of 13 main 
“criteria” questions and 2 
other timing and spectrum of 
severity questions 
constitutes a positive screen 
for “bipolar illness” (bipolar I, 
II, and NOS) 

–  Hirschfeld RM et al. Am J Psychiatry. 2000:157
(11):1873-5. 



Bipolar Spectrum Diagnostic Scale 

•  Sensitivity of the BSDS was 0.76 - 
approximately equal in bipolar I and II/
NOS which some experts argue make it 
superior to the Mood Disorder 
Questionnaire (MDQ). 

»  Zimmerman M et al. J Clin Psychiatry. 2004;65: 605-610.  

•  The BSDS identified 85% of unipolar-
depressed patients as not having 
bipolar spectrum illness.  

»  Journal of Affective Disorders 2005 Feb;84 (2-3): 273-277  



Screening Question 

•  Besides a screening questionnaire, what is 
arguably the next best source of 
information when trying to diagnose 
BPAD? 

A)  laboratory data/drug screen  
B)  sleep graph 
C)  work performance report 
D)  family reports 



Screening Question 

•  Besides a screening questionnaire, what is 
arguably the next best source of 
information when trying to diagnose 
BPAD? 

A)  laboratory data/drug screen  
B)  sleep graph 
C)  work performance report 
D)  family reports 



Effectiveness of Adjunctive Antidepressant  
Treatment for Bipolar Depression 

•  STEP-BD found no advantage of adding 
antidepressants to mood stabilizers in the 
treatment of bipolar depression without 
concurrent manic symptoms 

»  Sachs GS et al.  N Engl J Med 2007;356:1711-22. 

•  If lithium was dosed to a serum level of at 
least 0.8 meq/liter, then the addition of an 
antidepressant (paroxetine, imipramine) 
provided no additional benefit in symptom 
improvement  

»  Nemeroff CB et al.  Am J Psychiatry 2001; 158:906–912  















Acute 
manic 
episode 

Acute 
mixed 
episode 

Acute 
depressiv
e 
episode 

Maintenance 

Aripiprazole Mono or 
Adjunct 

Mono or 
Adjunct 

Mono 

Olanzapine Mono or 
Adjunct 

Mono or 
Adjunct 

+fluoxetine Mono 

Quetiapine Mono or  
Adjunct 

Mono or 
Adjunct 

Mono Adjunct 

Risperidone Mono or 
Adjunct 

Mono or 
Adjunct 

Ziprasidone Mono Mono Adjunct 



Adjunct for Treatment-
Resistant MDD 

Aripiprazole 
Olanzapine + fluoxetine (Symbyax) 

Quetiapine Monotherapy 

Risperidone 
Ziprasidone Adjunct to antidepressant 







CATIE Phase 1: Weight Gain per Month of Treatment 
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ADA-APA Guidelines 

BL 4 
wks 

8 
wks 

12 
wks 

q 
3mo 

q 
1Yr 

q 
5Yrs 

Personal/family Hx X X 
Weight (BMI) X X X X X 
Waist Circumference X X 
Blood Pressure X X X 
Fasting glucose X X X 
Fasting lipids X X X 



Real world monitoring 
!  Retrospective cohort study of patients  <65 y.o. 

started on atypical antipsychotics 
!  5,787 pre- vs. 17,832 post-guideline 

Haupt DW et al Am J Psych. 2009 



Treating metabolic complications 

!  Switch to AP agents 
with minimal effects 
on metabolic 
parameters 

!  Medications for 
obesity, lipids, bp, 
DM 

!  Promote/ support  
health lifestyle 
choices 

!  Regular primary care 
visits 





THANK YOU 



PHQ-9 — Nine Symptom Checklist  

Copyright held by Pfizer Inc, but may be photocopied ad libitum 

1        Tools  May be printed without permission   

 
 
 
Patient Name  Date   

1. Over the last 2 weeks, how often have you been bothered by any of the following 
problems?  Read each item carefully, and circle your response. 

a. Little interest or pleasure in doing things 
 Not at all Several days More than half the days Nearly every day 

b. Feeling down, depressed, or hopeless 
 Not at all Several days More than half the days Nearly every day 

c. Trouble falling asleep, staying asleep, or sleeping too much 
 Not at all Several days More than half the days Nearly every day 

d. Feeling tired or having little energy 
 Not at all Several days More than half the days Nearly every day 

e. Poor appetite or overeating 
 Not at all Several days More than half the days Nearly every day 

f. Feeling bad about yourself, feeling that you are a failure, or feeling that you have 
let yourself or your family down 

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

g. Trouble concentrating on things such as reading the newspaper or watching 
television 

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

h. Moving or speaking so slowly that other people could have noticed. Or being so 
fidgety or restless that you have been moving around a lot more than usual 

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

i. Thinking that you would be better off dead or that you want to hurt yourself in 
some way 

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

2. If you checked off any problem on this questionnaire so far, how difficult have these 
problems made it for you to do your work, take care of things at home, or get along 
with other people?  
 Not Difficult at All Somewhat Difficult Very Difficult  Extremely Difficult 



PHQ-9 — Scoring Tally Sheet  

Copyright held by Pfizer Inc, but may be photocopied ad libitum 

2        Tools  May be printed without permission   

 
 
 
Patient Name  Date   
 

1. Over the last 2 weeks, how often have you been bothered by any of the 
following problems?  Read each item carefully, and circle your response. 

 
 Not 

at all 
Several 

days 
More than 

half the days 
Nearly 

every day 
 0 1 2 3 

a. Little interest or pleasure in doing things     
b. Feeling down, depressed, or hopeless     
c. Trouble falling asleep, staying asleep, or 

sleeping too much 
    

d. Feeling tired or having little energy     
e. Poor appetite or overeating     
f. Feeling bad about yourself, feeling that you are 

a failure, or feeling that you have let yourself 
or your family down 

    

g. Trouble concentrating on things such as 
reading the newspaper or watching television 

    

h. Moving or speaking so slowly that other 
people could have noticed. Or being so fidgety 
or restless that you have been moving around a 
lot more than usual 

    

i. Thinking that you would be better off dead or 
that you want to hurt yourself in some way 

    

Totals     
 
 

2. If you checked off any problem on this questionnaire so far, how difficult 
have these problems made it for you to do your work, take care of things at 
home, or get along with other people?  

    
Not Difficult At All Somewhat Difficult Very Difficult Extremely Difficult 

0 1 2 3 

    



How to Score PHQ-9 

Copyright held by Pfizer Inc, but may be photocopied ad libitum 

3        Tools  How to Score PHQ-9   

  
  
  

Major Depressive Syndrome is suggested if:  
• Of the 9 items, 5 or more are circled as at least "More than half the days" 
• Either item 1a or 1b is positive, that is, at least "More than half 

the days" 

Scoring Method 
For Diagnosis 

Minor Depressive Syndrome is suggested if: 
• Of the 9 items, b, c, or d are circled as at least "More than half the 

days" 
• Either item 1a or 1b is positive, that is, at least "More than half 

the days" 

Scoring Method 
For Planning 
And Monitoring 
Treatment 

Question One 
• To score the first question, tally each response by the number 

value of each response: 
Not at all = 0  
Several days = 1 
More than half the days = 2 
Nearly every day = 3 

• Add the numbers together to total the score.  
• Interpret the score by using the guide listed below: 
 

Score Action 
<4 The score suggests the patient may not need depression 

treatment. 

> 5-14 Physician uses clinical judgment about treatment, based on 
patient’s duration of symptoms and functional impairment. 

>15 Warrants treatment for depression, using antidepressant, 
psychotherapy and/or a combination of treatment   

  
 Question Two 

In question two the patient responses can be one of four:  not 
difficult at all, somewhat difficult, very difficult, extremely difficult.  
The last two responses suggest that the patient's functionality is 
impaired.  After treatment begins, the functional status is again 
measured to see if the patient is improving. 

 
 



The Primary Care PTSD Screen (PC-PTSD) 
 

Prins, Ouimette, Kimerling et al., 2003 
http://www.ptsd.va.gov/professional/pages/assessments/pc-ptsd.asp 

 
 
 

Description 
The PC-PTSD is a 4-item screen that was designed for use in primary care and other medical settings 
and is currently used to screen for PTSD in veterans at the VA. The screen includes an introductory 
sentence to cue respondents to traumatic events. The authors suggest that in most circumstances the 
results of the PC-PTSD should be considered "positive" if a patient answers "yes" to any 3 items. 
Those screening positive should then be assessed with a structured interview for PTSD. The screen 
does not include a list of potentially traumatic events. 
 
Scale 
Instructions 
In your life, have you ever had any experience that was so frightening, horrible, or upsetting that, in 
the past month, you: 
1. Have had nightmares about it or thought about it when you did not want to? 
YES / NO 
 
2. Tried hard not to think about it or went out of your way to avoid situations that reminded you of it? 
YES / NO 
 
3. Were constantly on guard, watchful, or easily startled? 
YES / NO 
 
4. Felt numb or detached from others, activities, or your surroundings? 
YES / NO 
 
Current research suggests that the results of the PC-PTSD should be considered "positive" if a patient 
answers "yes" to any three items. 
 
References 
Prins, A., Ouimette, P., Kimerling, R., Cameron, R. P., Hugelshofer, D. S., Shaw-Hegwer, J., Thrailkill, 
A., Gusman, 
F.D., Sheikh, J. I. (2004). The primary care PTSD screen (PC–PTSD): development and operating 
characteristics. 
Primary Care Psychiatry, 9, 9-14 

http://www.ptsd.va.gov/professional/pages/assessments/pc-ptsd.asp�


YES NO
1. Has there ever been a period of time when you were not your usual self and...

...you felt so good or so hyper that other people thought you were not your " "
normal self or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments? " "

...you felt much more self-confident than usual? " "

...you got much less sleep than usual and found you didn’t really miss it? " "

...you were much more talkative or spoke much faster than usual? " "

...thoughts raced through your head or you couldn’t slow your mind down? " "

...you were so easily distracted by things around you that you had trouble " "
concentrating or staying on track?

...you had much more energy than usual? " "

...you were much more active or did many more things than usual? " "

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

...you were much more interested in sex than usual? " "

...you did things that were unusual for you or that other people might have " "
thought were excessive, foolish, or risky?

...spending money got you or your family into trouble? " "

2. If you checked YES to more than one of the above, have several of these " "
ever happened during the same period of time?

3. How much of a problem did any of these cause you – like being unable to 

work; having family, money or legal troubles; getting into arguments or fights? 

Please circle one response only. 

No Problem Minor Problem Moderate Problem Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, " "
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness " "
or bipolar disorder?

THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

© 2000 by The University of Texas Medical Branch. Reprinted with permission. This instrument is designed for screening purposes only and is not to be used as a diagnostic tool.



The MDQ was developed by a team of psychiatrists, researchers and consumer advocates to address

a critical need for timely and accurate diagnosis of bipolar disorder, which can be fatal if left untreated.

The questionnaire takes about five minutes to complete, and can provide important insights into

diagnosis and treatment. Clinical trials have indicated that the MDQ has a high rate of accuracy; it is

able to identify seven out of ten people who have bipolar disorder and screen out nine out of ten

people who do not.1

A recent National DMDA survey revealed that nearly 70% of people with bipolar disorder had received

at least one misdiagnosis and many had waited more than 10 years from the onset of their symptoms

before receiving a correct diagnosis. National DMDA hopes that the MDQ will shorten this delay and

help more people to get the treatment they need, when they need it.

The MDQ screens for Bipolar Spectrum Disorder, (which includes Bipolar I, Bipolar II and 

Bipolar NOS). 

If the patient answers:

1. “Yes” to seven or more of the 13 items in question number 1; 

AND

2. “Yes” to question number 2; 

AND

3. “Moderate” or “Serious” to question number 3; 

you have a positive screen. All three of the criteria above should be met. A positive screen should 

be followed by a comprehensive medical evaluation for Bipolar Spectrum Disorder. 

ACKNOWLEDGEMENT: This instrument was developed by a committee composed of the following individuals: Chairman, 

Robert M.A. Hirschfeld, MD – University of Texas Medical Branch; Joseph R. Calabrese, MD – Case Western Reserve School 

of Medicine; Laurie Flynn – National Alliance for the Mentally Ill; Paul E. Keck, Jr., MD – University of Cincinnati College of 

Medicine; Lydia Lewis – National Depressive and Manic-Depressive Association; Robert M. Post, MD – National Institute of

Mental Health; Gary S. Sachs, MD – Harvard University School of Medicine; Robert L. Spitzer, MD – Columbia University; 

Janet Williams, DSW – Columbia University and John M. Zajecka, MD – Rush Presbyterian-St. Luke’s Medical Center.

1 Hirschfeld, Robert M.A., M.D., Janet B.W. Williams, D.S.W., Robert L. Spitzer, M.D., Joseph R. Calabrese, M.D., Laurie Flynn, Paul E. Keck, Jr., M.D., 
Lydia Lewis, Susan L. McElroy, M.D., Robert M. Post, M.D., Daniel J. Rapport, M.D., James M. Russell, M.D., Gary S. Sachs, M.D., John Zajecka, M.D.,
“Development and Validation of a Screening Instrument for Bipolar Spectrum Disorder: The Mood Disorder Questionnaire.” American Journal of 
Psychiatry 157:11 (November 2000) 1873-1875.

SCORING THE MOOD DISORDER 
QUESTIONNAIRE (MDQ)



Side-Effect Profiles of  
Common Antidepressant Medications 

 
“+” signifies that, on average, the medication is more likely to cause the given side-effect 

 
Medication Usual 

dose 
range 

Drowsy/ 
sedating 

Insomnia/ 
activating 

Weight 
gain 

Sexual 
side 

effects 

GI 
upset 

P-450 
inhibition 

SSRIs        
citalopram 
Celexa* 

10-60mg 
qd 

0 1+ 0 1+ 1+ weak 

escitalopram 
Lexapro 

10-30mg 
qd 

0 1+ 0 1+ 1+ weak 

fluoxetine 
Prozac* 

20-60mg 
qd 

0 2+ 0 2+ 3+ moderate 

paroxetine 
Paxil* 

20-60mg 
qd 

2+ 1+ +1 2+ 1+ moderate 

sertraline 
Zoloft* 

50-200mg 
qd 

0 2+ 0 2+ 3+ weak 

SNRIs        
venlafaxine 
Effexor* XR† 

75-375mg 
qd 

0 2+ 0 1+ 2+ weak 

duloxetine 
Cymbalta‡ 

30-60mg 
bid 

0 2+ 0 1+ 2+ moderate 

DNRI        
bupropion 
Wellbutrin* XL§ 

150-450mg 
qd 

0 2+ -1∫ 0 1+ moderate 

NSSA        
mirtazepine 
Remeron*  

15-45mg 
qhs 

4+ 0 3+ 0/1+ 0 minimal 

        
 
*generic available (30-80$/mo) 
† may raise blood pressure 
‡indicated for chronic pain 
§lowers seizure threshold 
 paradoxical effect of increased sedation at lower doses 
∫ bupropion is associated with mild weight loss, on average 
 
References:  
(1)AHCPR Depression Guideline Panel. Depression in Primary Care: Volume 2. Treatment of Major 
Depression. Clinical Practice Guideline, Number 5. Rockville, MD. U.S. Department of Health and Human 
Services, Public Health Service, Agency for Health Care Policy and Research, 1993 
(2) American College of Physicians PIER: The Physicians’ Information and Education Resource. Diseases. 
“D” Diseases. Depression. TABLES – STANDARD. Drug Treatment for Depression. Retrieved May 1, 2007 
from database STAT!Ref Online Electronic Medical Library, date posted April 10, 2007, from 
http://online.statref.com/document.aspx?fxid=92&docid=976 


	1-2010 intro
	2-Treatment resistant depression SGIM 2010
	3-2010 Depression SGIM workshop_BC 100319 red
	4-SGIMBipolar
	5-2010 SGA tr red
	6-PHQ9
	Score

	7-The Primary Care PTSD Screen
	8-MDQ
	9-anti-dep_MedEd_ID535_revised-1



