1duasnueln Joyny vVd-HIN 1duasnueln Joyny vd-HIN

yduasnuey Joyiny vd-HIN

> " NIH Public Access
@@‘ Author Manuscript

2 HEpst

o WATIG,

Published in final edited form as:
Home Healthc Nurse 2011 September ; 29(8): 480-489. doi:10.1097/NHH.0b013e318229d75b.

Depression Care for Patients at Home (Depression CAREPATH):
Home Care Depression Care Management Protocol

Martha L. Bruce, Ph.D., M.P.H.,
Department of Psychiatry, Weill Cornell Medical College, White Plains, NY

Patrick J. Raue, Ph.D.,
Department of Psychiatry, Weill Cornell Medical College, White Plains, NY

Thomas Sheeran, Ph.D., M.E.,
Rhode Island Hospital and The Warren Alpert Medical School of Brown University, Providence,
RI

Catherine Reilly,
Department of Psychiatry, Weill Cornell Medical College, White Plains, NY

Judith C. Pomerantz, RN, MS, PMHCNS-BC.,
Consultant for Weill Cornell Medical College, White Plains, NY

Barnett S. Meyers, MD,
Department of Psychiatry, Weill Cornell Medical College and New York Presbyterian Hospital —
Westchester Division

Mark I. Weinberger, Ph.D., MPH, and
Department of Psychiatry, Weill Cornell Medical College, White Plains, NY

Diane Zukowski, RN, BSN
Triumph Home Health Care, Livonia, Ml

Abstract

High levels of depressive symptoms are common and contribute to poorer clinical outcomes even
in geriatric patients who are already taking antidepressant medication. The Depression CARE for
PATients at Home (Depression CAREPATH) intervention was designed to meet the needs of
medical and surgical patients who suffer from depression. The intervention’s clinical protocols are
designed to guide clinicians in managing depression as part of routine home care.

INTRODUCTION

Most clinicians have observed depressive symptomsin many of their older medical/surgical
patients (Brown, McAvay, Raue, Moses, & Bruce, 2003; Bruce et ., 2002; Ell, Unutzer,
Aranda, Sanchez, & Lee, 2005; Suter, Suter, & Johnston, 2008). High levels of depressive
symptoms that persist across time are clinically significant whether or not a patient has
received aformal depression diagnosis or is already taking antidepressant medication. Given
the negative impact of depression on clinical care and outcomesin medical and surgical
patients, these depressed patients require ongoing depression care management (Suter et al.,
2008).
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The Depression CARE for FPA Tients at Home (Depression CAREPATH) intervention was
designed specifically for use in home healthcare in managing depression as part of ongoing
care for medical and surgical patients. The CAREPATH intervention was designed to be
delivered by nurses, physical therapists and primary providersin the home. Training
occupational therapists and other care providers to assist in the delivery further strengthens
theintervention. A key feature of the intervention is that rather than assigning depression
care management (DCM) to a speciaist, al primary clinicians are expected to manage
depression as part of the routine care provided to their patients. The DCM protocol guides
cliniciansin when and how to take advantage of specialists and other resources. Home care
clinicians are expected to manage an array of patients problems in addition to the presenting,
mostly acute, conditions and to consult experts as needed. Thus the management of
depression is treated like the management of many other medical conditions.

The purpose of this articleisto describe the clinical protocols developed as part of the
Depression CAREPATH intervention to guide home care clinicians in the management of
depression in their medical and surgical patients. The intervention also helps home health
agencies (HHA) develop the infrastructure needed to implement and sustain depression care
management (DCM) as part of routine care. Effective use of the DCM protocol by clinicians
requires that each HHA tailor key proceduresto fit its own resources and routines. For
example, HHAs should specify their own guidelines for case coordination so that clinicians
will know whom to contact (e.g., the patient’ s physician, a psychiatric nurse, another
specialist) when case coordination or referral isindicated by the DCM protocol. Similarly,
each HHA should tailor a suicide risk protocol that operationalizes both gradations of
suicide risks and the specific steps that should be taken by clinicians at each stage. They
should also develop alist the mental health resources available in the communities that serve
their patients.

TWO PROTOCOLS

The Depression CAREPATH includes a*“ Screening Protocol” for identifying patients who
require depression care management (DCM) as well asthe “DCM Protocol” itself. Eachis
described, below.

Depression Screening Protocol

The recommended process for identifying patients who require depression care management
isillustrated in Figure 1. The Depression Screening Protocol builds on the start-of-care
OASISM1730. It is recommended that agencies use the PHQ-2 option to screen for
depression because it: (1) assesses the two “gateway symptoms’ of depression, including
little interest or pleasure in doing things and experiencing a depressed mood, at |east one of
which isrequired in determining a clinically significant depression; (2) is an evidence-based
approach to depression screening (Kroenke, Spitzer, & Williams, 2003), and (3) leads
naturally to the PHQ-9, awell-used measure of depression severity that is also a component
of the DCM protocol (Kroenke, Spitzer, & Williams, 2001).

Patient who screen positive for depressive symptoms on the PHQ-2 should then be assessed
with the full PHQ-9 to determine depression severity. Consistent with the CMS OASIS-C
Guidance Manua (Centersfor Medicare & Medicaid Services, 2009), research (Lowe,
Kroenke, & Grafe, 2005) and clinical experts (Carson & Vanderhorst, 2010), atotal score of
3 or higher is the recommended indicator for additional assessment. Because the first two
questions of the PHQ-9 have been asked by the PHQ-2, the most efficient approach isto ask
the PHQ-9's remaining seven questions immediately following M1730. Agencies may,
however, decide to use a lower cut-off score on the PHQ-2 as criterion for further
assessment or to have nurses conduct a full PHQ-9 later in the visit. More thorough
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discussion of how to use the PHQ-9 in home healthcare has been discussed el sewhere (Ell et
al., 2005; Sheeran et al., 2010).

Who Requires Depression Care Management

Home health patients require DCM when they experience clinically significant depressive
symptoms, regardless of whether or not they are currently taking antidepressant medication
or have aformal depression diagnosis. The screening protocol identifies clinically
significant depression as a score of: a. 10 or higher on the total PHQ-9, or b. 1 or higher on
the PHQ-9's Item 9 (“ Thoughts of death or harming yourself”). Because Item 9 screens for
suicide ideation, a clinician should always follow positive responses to Item 9 with
additional questions to determine the level of such risk and follow their agency’s own
suicide risk protocol as indicated.

Patients who screen positive for depressive symptoms on the PHQ-2 but score less than 10
on the PHQ-9 may have mild levels of depression. These patients may be evaluated by their
physician if judged to be clinically indicated, but, as standard practice, we recommend that
such patients be monitored with weekly PHQ-9 scores for two weeks to identify patients
whose depression is worsening or those who may have under-reported symptoms at the start
of care. Such information on the course of depressive severity is useful for reevaluating the
need for DCM. While monitoring symptoms, it is also recommended that clinicians provide
these patients and their families educational materials about depression and depression
treatment.

The protocol recommends weekly PHQ-2 screening for two weeks for patients who score 2
or less at the start of care. Clinicians have frequently commented that some patients may be
more willing to acknowledge depressive symptoms after they have gotten to know the
clinician better or when the immediate medical needs that led to home health care are under
control.

Homecare Depression Care Management Protocol

The Homecare DCM protocol (Figure 2) is designed to fit within aroutine visit. The
protocol should be followed weekly or, for patients seen less frequently, at each visit. For
patients whose depression is identified at first visit, the initial DCM visit may be integrated
into this visit or as part of a more extended start of care. Each DCM visitsinvolves five
basic (and interrelated) clinical functions: 1. Assessment, beginning with the full PHQ-9; 2.
Case coordination; 3. Medication management; 4. Education of patients and families; and 5.
Patient goal setting. Each is described below.

a. Assessment—The purpose of depression assessment is not to make aformal diagnosis
but to identify its presence and follow the course of clinically meaningful symptoms across
time. The DCM protocol recommends using the PHQ-9 as an efficient, evidence-based
approach to quantifying depression severity and changes in severity over time. Because it
was originally developed for use in primary care, many physicians understand the clinical
meaning of PHQ-9 scores, thus making communication with physicians easier. The
symptoms assessed by the PHQ-9 parallel those of DSM-1V criteriafor major depressive
episode, so that physicians and specialists may use the results in diagnostic decision making
aswell as determining severity.

The DCM protocol requires that clinicians assess depressed patients with the full PHQ-9,
and document these scores on aweekly basis and at discharge from the HHA. The ongoing
record or chart of weekly scoresis useful in clinical decision making, case coordination,
discussions with physicians, and patient education.

Home Healthc Nurse. Author manuscript; availablein PMC 2012 May 23.
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b. Case Coordination—Case coordination isintegral to DCM, and an expected first step
following the first DCM visit. Evidence of clinically significant depressive symptoms
indicates that some form of treatment may be needed or, for patients already taking an
antidepressant, a review and possible change in treatment is required. The steps for case
coordination will depend upon the agency and its resources, and should be developed into
formal guidelinesfor clinicians. Typically, these guidelines require clinicians to contact the
patient’s physician, athough agencies with psychiatric nurses, clinically trained social
workers, or access to other mental health specialists may designate these clinicians as the
initial point of contact. It isimportant, however, that case coordination at some point involve
someone with the professional knowledge and authority to make changes in medications,
especialy for symptomatic patients who are already taking an antidepressant or patients
with very high PHQ-9 scores.

The DCM protocol requires that clinicians re-contact the patient’ s physician or mental
health specialist when depressive symptoms or suicide ideation emerge or worsen, patients
have adverse side effects to medications, if there has been no change in symptoms after 4
weeks or otherwise clinically indicated. As discussed above, providing arecord or chart of
the weekly PHQ-9 scores will be important to clinical decision making in these
consultations.

Case coordination is most effective when clinicians present information to physiciansthat is
clear, concise, and contains the information needed by physicians for their own decision
making. A Case Presentation Template, shown in Figure 3, was developed to facilitate such
asadiscussion (Brown et al., 2010). Clinicians who are unable to reach the physician can
fax or email the pertinent information using this same tool. This information includes clear
and unembellished statements regarding the: 1. Reason for the call; 2. Patient’ s age, gender,
race/ethnicity, and marital status; 3. The symptoms of depression, their duration and severity
(PHQ-9 score), suicidal ideation, psychiatric history (if any); 4. Key psychosocial factors
(e.g., living situation or social support stressors); 5. Medical illnesses, medications, and 6.
Recommendation for further evaluation by MD or psychiatric nurse. It was found that, with
training, case presentations following this template usually take less than two minutes.

At discharge, it isimportant that information on depression and depression careis available
to the patient’ s primary care physicians or other clinicians who will be providing patient
care. Asit isnot always possible for this information to be transferred directly from an
agency, it isrecommended that clinicians provide patient and their families a summary of
their depression care with the instructionsto bring it with them to their next doctor’ s visit
and next level of care. The Case Presentation Template (Figure 3) can be modified for this
purpose. The summary isimportant to a successful transition of care for patients with short,
aswell aslong, lengths of stay.

c. Medication Management—Antidepressant medication and psychotherapy are the
most effective treatments for depression in late life. The most commonly used treatment is
antidepressant medication, most often a Selective Serotonin Reuptake Inhibitor (SSRI) or a
Serotonin—Norepinephrine Reuptake Inhibitor (SNRI) although other classes of
antidepressants are also effective. Approximately one in three geriatric home healthcare
patients will be already taking an antidepressant at the start of care (Shao, Peng, Bruce, &
Bao, in press) and a significant number of patients taking an antidepressant will till be
experiencing clinically significant depressive symptoms (Bruce et a., 2007). The persistence
of symptoms despite antidepressant medication is an indicator that areview of, and possible
change in, treatment is indicated.

Home Healthc Nurse. Author manuscript; availablein PMC 2012 May 23.
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While managing antidepressant medication is similar to general medication management,
there are several additional considerations. First, patients already taking an antidepressant
may have been prescribed a subtherapeutic dose. In the general population, older patients
taking antidepressants are over 2.5 times more likely to have received their prescription
from an general medical provider than a psychiatrist, increasing the likelihood that they will
not receive even the minimum recommended therapeutic dose of their specific
antidepressant (Mojtaba & Olfson, 2008). More generally, finding an effective
antidepressant regimen for a specific patient can take time. The therapeutic dose for most
antidepressants is not a single value but falls within arange of values. Treating depression
often involves changing doses, changing to a different antidepressant (or different class of
antidepressant) or augmenting one medication with another. Therefore, basic knowledge of
antidepressant classes and access to information on dosing for specific antidepressantsis
useful to clinicians in discussions with physicians. A list of commonly used antidepressants
(Figure 4) can be useful to clinicians while conducting home visits, although they will want
additional information for more complex circumstances.

As with other medications, managing anti depressants involves understanding possible side-
effects. An advantage of SSRIs and SNRIsisthat serious side effects are rare, although
knowledge about how to identify them and when to contact a physician isimportant. Most
side effects are not serious, however, and appear within days after the patient first begins
taking the medication or after an increase in dosage. Most are also transient and normally
resolve within afew weeks. Clinicians can help patients with interventions to help them
cope with side effects until they resolve. Sometimes patients misinterpret symptoms of
depression (such as fatigue or lack of appetite) as side effects of medication. It is useful to
determine whether the symptoms preceded the antidepressant, and if so, reassure patients
that the depression, not the antidepressant, is causing the problem.

Like other medications, adherence to antidepressants increases the likelihood of their being
effective. A challenge in promoting adherence to antidepressants, however, is that most
patients do not respond to antidepressant medication for several weeks. Full remission may
take much longer. Patients who do not get better quickly may want to stop their medication
because they feel discouraged. Similarly, it is usually recommended that antidepressant
treatment last ayear or more after the acute phase (i.e., after symptoms resolve). Patients
who begin to feel better may want to stop taking their medication. Clinicians can intervene
by reminding patients that they should never make changes to antidepressant treatment
without supervision by their physician or other treating clinician. As discussed below,

hel ping patients understand the purpose of antidepressant medication and dispel myths about
depression can aso promote adherence (Feldman et al., 2009).

d. Education—While patient education is part of al good clinical care (Suter & Suter,
2008), it may be particularly important for depression and depression treatment, as both are
subject to myths, preconceptions, misinformation, and stigma. The more patients and
families know what depression is, what causes it and how to treat it, the more likely they
will follow the prescribed medication or psychotherapy plan, monitor symptoms and
communicate their progress to clinicians.

Some of the most frequently asked questions from patients and family members include:
What makes you think |I'm depressed? What are the signs of serious depression? What
causes depression? How do you treat depression? Clinicians are encouraged to use patient
education handouts to convey information about the clinical manifestation of depression, the
underlying biology, known risk factors, and treatment options in a straightforward way.
Figure 5 lists some of the many sources of free patient depression educational materials.

Home Healthc Nurse. Author manuscript; availablein PMC 2012 May 23.
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It isimportant to neither dismiss their symptoms or try to ‘ cheer patients up’ with the
expectation that symptoms will go away that easily. Helping patients understand that
depression isamedical illness, not a character flaw or a condition that they have brought
upon themselves, is especially important. At the same time, patients will benefit from
reminders that depression is treatable and that treatment works best when patients are
adherent and participate in goal setting (described below). Thusthereis reason for patients
to be hopeful.

Although depression is becoming better understood in society as awhole, many people still
have misconceptions about depression that make patient education more challenging, but
also more important. On the one hand, some people believe that depressionisa‘normal’ or
‘inevitable’ part of the aging process, especially with older adults who experience significant
medical illness, disability, or loss. While these factors can contribute to the risk of
depression, they do not mean that living with depression is necessary. Conversely, some
people consider depression a character flaw or somehow self-inflicted so that patients
merely need to ‘buck up’ to relieve themselves from depression. Again, helping patients
understand that depression isreal, that they are not responsible for being depressed, that
depression is treatable, and that they can help in the treatment process will contribute
significantly to the recovery process (Ayaon, Arean, & Alvidrez, 2005; Sirey, Bruce, &
Kales, 2010).

e. Patients Goal Setting—While a home healthcare clinician is not a psychotherapist,

nor expected to function as one, assisting patients in setting goals is consistent within routine
practice. Goal setting is particularly important to depression care asit servesto activate
patients, a process that in and of itself has therapeutic value. Evidence from both home
healthcare and primary care demonstrates that even with patients who are homebound, in
pain, or disabled, activating patients through goal setting is both possible and effective
(Dobscha et al., 2009; Kroenke et al., 2009; Scott, Setter-Kline, & Britton, 2004). We
recommend that clinicians assist patients in setting goals for self care, pleasurable activities,
and socia contact. Clinicians should review these goals with patients at each visit by
discussing their progress and/or revising their goals.

More specificaly, clinicians should encourage patients to take as much responsibility as
possible for their self care, including eating a healthy diet, maintaining personal hygiene,
and participating in their physical therapy regimen. They should help patients plan daily
pleasurable activities such as reading, watching videos, listening to music, doing puzzles or
engaging in hobbies they enjoy. Finaly, clinicians should remind patients to stay connected
to friends and family. They should take time to call people on the phone or video chat,
email, have talks with friends and spend time with their families.

CONCLUSION

Many older medical and surgical home care patients experience depressive symptoms that
areclinically significant depression. These patients, their families, and clinicians will benefit
from clinical care that manages depression as much as care for other chronic illnesses. The
Depression CARE for PA Tients at Home (Depression CAREPATH) intervention was
developed to provide the home care clinician skills and procedures needed to include
depression care management in routine practice.
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Conduct Assessment
Using PHQ-2/M1730

Repeat PHQ-2 weekly for two weeks;
if 0-2 no further action; rescreen for

depression if symptoms arise during
care or otherwise clinically indicated

PHQ-2 Score: PHQ-2 Score:
0-2 3 or higher

Homecare

Depression Screening Protocol

in geriatrc mental heal

(g Training & Reﬁ\ources for Care Providers

©2010 Weil Cornell Homecare Research Partnership
www.mentalhealthtrainingnetwork.org

Conduct full PHQ-9

PHQ-9 Score: <10 &
no suicide ideation

« Instruct patients with
Depression Education Toolkit

+ Repeat PHQ-9 weekly for 2 wks;
Follow Depression Care Management
when PHQ-9 i positive (>10) or if
suicidal ideation emerges.

PHQ-9 Score: >10

Suicidal Ideation
PHQ “item 9” (1)

Depression Care

Management (DCM)

« Follow agency Suicide Risk Protocol
when indicated

Figure 1.
Depression Screening Protocol
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Homecare

Depression Care Management Protocol

Weekly

(or at next visit)

First DCM Visit Discharge

Assess Monitor Coordinate
depression severity using the PHQ-9 depression severity using the PHQ-9 A\ next level of care by giving patient
Coordinate Coordinate De‘_"ess""" cla’e S“’"m‘i’ hy a":f .
care by preparing the Depression as needed review r§ erral options with patient
Case Presentation Template and and family

4 on lempiaté anc Manage
contacting physician or specialist antidepressants:
(per agency guidelines) . /\ Recontact

dosage, adherence, side effects A Physician or Mental Health

Manage

" Instruct Specialist when:
antidepressants: patients and family about ongoing * PHQ-9 score remains the
dosage, adherence, side effects .

depression care same or worsens over 4 weeks
Instruct ‘ Assist  Suicide ideation (PHQ-9 item 9)
patients and family with the emerges or worsens

patient by reviewing goals for self

* Patient reports significant
care and pleasurable activities P 9

side effects
* Otherwise clinically indicated

Depression Education Toolkit
Assist

patients in goal setting: self care
and pleasurable activities

@ Training & Resources for Care Providers

ingeriatric mental health

www.mentalhealthtrainingnetwork.org ©2010 Weill Cornell Homecare Research Partnership

Figure 2.

Depression Care Management Protocol
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Figure 3.

Depression Case Presentation Template

Date: /. /.

Dear Dr.

| am writing about your patient Mr./Ms. (D.O.B. / / )

whom | suspect has symptoms of depression. The following information is pertinent to this
case:

Marital Status, Race, Gender

Psychosocial (Living situation, social support, stressors)

PHQ-9 Score (dated) and Clinically Significant Symptoms (duration, frequency)

Date

PHQ-9
Score

Suicidal Thoughts or Plan? YES NO
If YES, please elaborate:

Medical lliness and Medications (include dose for Psychotropic medication)

Recommendation for further evaluation by the physician or psychiatric nurse, psychologist,
or social worker:

Please contact our agency or the nurse at when you receive this form.

Training & Resources for Care Providers
3 in geriatric mental health

MentalHealthTrainingNetwork.org

Depression Case Presentation Template for Use By Nurses
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Commonly Used Antidepressants
GenericName  Brand Name Usual Daily Common Side Effects
Dose Range
(mg)
escitalopram?  Lexapro 10-20 Nausea/constipation/diarrhea, Dry mouth,
Sleepiness, Insomnia, Increased sweating,
Headache, Restlessness, Sexual dysfunction
citalopraml Celexa 10-40 Nausea/constipation/diarrhea, Dry mouth,
Sleepiness, Increased sweating, Sexual
dysfunction
venlafaxine Effexor 75-225 Nausea/constipation/diarrhea, Dry mouth,
Sedation/fatigue, Sleepiness, Headache,
Increased sweating, Increased blood pressure,
Sexual dysfunction
paroxetinel Paxil 20-50 Nausea/constipation/diarrhea, Dry mouth,
Sleepiness, Insomnia, Increased sweating,
Headache, Restlessness, Sexual dysfunction
fluoxetinel Prozac 10-40 Nausea/constipation/diarrhea, Dry mouth,
Sleepiness, Insomnia, Increased sweating,
Headache, Restlessness, Sexual dysfunction
sertralinel Zoloft 50-150 Nausea/constipation/diarrhea, Dry mouth,
Sleepiness, Sedation/fatigue, Insomnia,
Increased sweating, Headache, Restlessness,
Tremor, Sexual dysfunction
mirtazapine? Remeron 15-45 Sedation/Sleepiness, Weight/appetite
increase, Dizziness
bupropion Wellbutrin 150-450 Headache, Dry mouth, Insomnia,
Nausea/constipation/diarrhea,
Anxiety/restlessness, Tremor
nortriptyline3 Pamelor 50-100 Sedation, Constipation (moderate), Blurred
vision Orthostatic Hypotension, Slowed
cardiac conduction, Increased sweating,
Tremor, Urinary retention
1ssRI (selective serotonin reuptake inhibitor), ZHeterocyclic, 3Tricyclic 2011
Training & Resources for Care Providers
; in geriatric mental health
MentalHealthTrainingNetwork.org

Figure4.
Commonly Used Antidepressants

Home Healthc Nurse. Author manuscript; availablein PMC 2012 May 23.




1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Bruceet a. Page 13

Resources for Patient Education on Depression

A Guide to Mental Wellness in Older Age: Recognizing and Overcoming Depression,
Geriatric Mental Health Foundation:

gmhfonline.org/gmhf/consumer/depression_toolkit.html

NIH Senior Health: Depression, National Institute of Health:

nihseniorhealth.gov/depression/toc.html

Patient Education Resources, The MacArthur Initiative on Depression and Primary Care:

www.depression-primarycare.org/clinicians/toolkits/materials/patient edu/

Patient Education Tools, U. Washington IMPACT Project:

1mpact-uw.org/tools/patient edu.html

Figureb.
Resources for Patient Education on Depression
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