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Foreword

Depression Alliance and SANE are two of the UK’s leading mental health charities,
dedicated to improving the lives of people living with mental illness.

Depression is the most common mental health problem in the UK and the majority of people with depression
receive almost all their care from their GP. Depression is a recurrent condition and a substantial proportion of those
who have a single episode will go on to have further episodes’. In addition, some people with depression find it
difficult to reach remission and then recovery, and may have to live with symptoms of depression for many years,
with or without a diagnosis.

Anecdotal evidence from the people we support, who often have recurrent and chronic depression, has repeatedly
highlighted that more healthcare support would be a welcomed improvement for those who have to live with ongoing
symptoms. Now, for the first time, we have evidence directly from people with depression showing how they would
like this ongoing care provided. The suggestions made in this report on how to improve care have been informed by
comprehensive research among over 450 people with experience of depression, and support and advice from a multi-
disciplinary advisory committee of healthcare professionals. The Now we’re Talking! campaign has been developed in
partnership with and funded by Lilly UK and Boehringer Ingelheim.

As well as providing valuable insight into patients’ perceptions of their care, these findings are now even more significant
because the Department of Health has called for input from patient and professional groups on where the current Quality
and Outcomes Framework (QOF) of the ‘GP contract’ (i.e. General Medical Services [GMS] contract) could be expanded.
The QOF currently contains only two depression-focused indicators and the Now We're Talking! survey provides a unique
opportunity to share the experiences of people with depression with those who influence and provide their care.

Specifically, we are calling for those involved in the review of the QOF to develop further indicators that will provide
GPs with increased knowledge and awareness focusing on three suggested areas: 1) diagnosing depression from a
wide range of psychological and somatic symptoms and co-morbidities; 2) engaging better with patients to ensure
informed choice of treatment; and 3) providing effective long-term care to prevent relapse, help patients achieve
remission and reach recovery.

The initial inclusion of depression in the QOF is a great step forward, but much more still needs to be done. We want
to ensure that this is just the first step on a journey towards providing GPs with the necessary guidance and support
to improve treatment outcomes for the millions of people in the UK currently affected by this debilitating condition.

Depression Alliance and SANE

Emer O’Neill, Chief Executive Marjorie Wallace, Chief Executive
Depression Alliance SANE
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Introduction

Depression is one of the world’s most common and debilitating conditions; by 2020 the World Health Organisation
(WHO) estimates it will be second only to heart disease as the biggest global health burden?. Defined as a feeling of
persistent sadness and often accompanied by feelings of helplessness and hopelessness?®, the exact (aetiology or)
cause of depression is yet to be uncovered. However, it appears to arise from a complex interaction between external
and internal stressors, genetic factors and biochemical changes in the brain'. Environmental stresses such as job loss
or bereavement (social factors), anxiety or childhood rejection (psychological factors) and long-term health problems
(physical factors) are believed to trigger depression. Additionally, although the exact biological cause of depression is
unknown, the neurotransmitters serotonin and noradrenaline are believed to play a major role in the onset and
continuation of the condition and are thought to contribute to many of the psychological and somatic symptoms
experienced, such as sleep disturbance and possibly aches and pains that appear to have no physical cause®*.

Depression is the UK’s most common mental health
problem?®, affecting between 8 and 12 per cent of the
population in any year®. For all those people who do not
achieve remission or recovery, depression can become a
significant long-term condition associated with
considerable medical and social problems.

In the UK, depression is thought to be responsible for 70
per cent of recorded suicides’ and is estimated to cost
England and Wales in the region of £8 billion annually in
terms of lost productivity®. Thirty five per cent of people
who receive Incapacity Benefit cite mental health
problems (including depression) as their core disability®.
However, despite its prevalence and potentially serious
consequences, when it comes to depression
management, the majority of those who participated in
the Now We're Talking! survey were satisfied with the
care they received'®. General practitioners (GPs) are at the
forefront of this successful management; 80 per cent of
depression is managed in primary care' and it is the third
most common reason for GP visits™.

Like many long-term conditions, the Government is keen
to tackle the burden of depression and recently included
two indicators within the QOF, a welcomed and important
step for ensuring improved treatment for many people
with risk factors for depression. However, in terms of
what people with depression need, these indicators need
to be expanded in several ways.

The QOF, in its current form, focuses solely on the
assessment of severity of depression and screening of
people with two co-morbidities, diabetes and coronary

heart disease. It does not address the bigger picture,
such as the key issue of providing ongoing management
and treating those who do not achieve remission or
experience a recurrence of symptoms. As a result,
Depression Alliance and SANE are working together to
provide evidence to those reviewing the QOF to support
depression being given a higher priority. People with
depression often face a long road to recovery, hence it is
important that GPs provide encouragement and support,
and that in order to do this, they actively screen for the
broad range of possible symptoms of depression,
improve speed of diagnosis, provide informed treatment
choice and maintain effective ongoing care.

This report presents the findings of a detailed survey, in
which over 450 people with depression were asked to
share their thoughts on depression management. The
Now We’'re Talking! survey was undertaken to gather first-
hand evidence of patients’ experiences as they journey
through the care pathway, and contributes to the growing
evidence base supporting the case for the development
of additional QOF indicators to further improve the
management of depression in primary care. The Now
We’re Talking! survey was conducted among Depression
Alliance’s membership and posted on SANE’s website
with funding for the project provided by Lilly UK and
Boehringer Ingelheim.
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Depression is one of the UK’s most common mental health problems?®, affecting between 8 and 12 per cent of the
population in any year® and accounting for 70 per cent of recorded suicides’. It is estimated to cost England and Wales
in the region of £8 billion annually in terms of lost productivity® and is the third most common reason for GP visits'™,

The Government has recently included two indicators
relating to depression within the Quality and Outcomes
Framework (QOF) of the General Medical Services (GMS)
contract. Although this is welcomed as an important step
for improving treatment for people with depression, in
terms of what is needed, these new indicators do not go
far enough to provide effective ongoing care.

Until now, people with depression have had little or no
involvement in the development of QOF indicators. For
the first time, the QOF Expert Panel is inviting patient and
professional groups to submit evidence on potential areas
that they feel should be included within the QOF. The
evidence presented in this report is from a survey
developed by Depression Alliance and SANE, in
partnership with Lilly and Boehringer Ingelheim. The Now
We’'re Talking! survey was posted on SANE’s website and
mailed out to Depression Alliance’s membership in

December 2006. After a period of four weeks, 473
responses were analysed by the independent market
research company IPSOS Mori.

Now We’re Talking! provides first-hand evidence of the
experiences of people with depression in primary care and
explores where in the primary care pathway people with
depression feel their care could be improved. The results
from this survey support the following call to action.

Call to action

From the evidence collected, Depression Alliance and
SANE believe that more could be done to improve the
experiences patients have of the management of
depression within primary care. Reflecting the typical
journey a patient takes through primary care (the ‘patient
care pathway’), there are three areas where it is
considered the QOF could be expanded:

1. Initial recognition of symptoms and diagnosis

The Now We’re Talking! survey showed that there are a wide range of long-term conditions commonly associated
with depression. People with depression are likely to suffer from other health conditions such as high blood
pressure (14 per cent), chronic painful conditions (12 per cent) and arthritis (11 per cent)®. However, the QOF is
currently limited to recommending that GPs identify how many patients on their diabetes and coronary heart
disease registers have been screened for depression. Although it would be difficult to look for depression in all
associated conditions, there is scope to expand the QOF and encourage the identification of depression in other

disease areas.

Depression Alliance and SANE recommend... the development of a QOF indicator that encourages GPs to:

© Look for depression in a wider range of disease areas, in addition to diabetes and coronary heart disease.

¢ Take into account the broad range of psychological and somatic symptoms associated with depression when

considering an initial diagnosis.

As a GP you can... actively check for all symptoms associated with depression in patients presenting with other
long-term conditions and consider their relevance when making your initial diagnosis.

As a patient you can... improve your awareness of the many and varied symptoms of depression and proactively
highlight these to your GP to help them i) with their initial diagnosis or ii) identify relapse.
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2. Informed choice of treatment

The Now We’re Talking! survey showed that when it comes to depression, some patients currently feel their
opinions on treatment are not adequately considered or discussed and they would welcome more ongoing advice
and support from their GP™.

Depression Alliance and SANE recommend... the development of a QOF indicator that supports the increased
involvement of patients in their treatment decisions.

As a GP you can... provide patients with additional information on alternative and/or available treatments with
reference to the NICE stepped care model". If time does not allow, you can refer patients to an appropriate
support group or third party patient organisation.

As a patient you can... make yourself aware of available treatments through your own research or through
contact with a suitable support group or third party patient organisation. Having done this, you will be in a better
position to ask your GP about the suitability of particular treatments for you.

3. Ongoing management

Over half of respondents (58 per cent) in the Now We’re Talking! survey felt more ongoing support from GPs would
lead to an improvement in care™. The results showed that over half of respondents (57 per cent) first started to
experience depression over ten years ago', yet a significant proportion of people who have had several episodes of
depression or who suffer from chronic depression (39 and 48 per cent, respectively) reported not being advised
how long to stay on treatment™. The fact that over half of survey participants treated with antidepressants (55 per
cent) had at some point terminated their treatment early may reflect this lack of adequate guidance™.

Depression Alliance and SANE recommend... the development of a QOF indicator that supports GPs in the
identification, management and ongoing care of those with depression.

As a GP you can... keep in regular contact with patients with a known history of depression and, if and when
prescribing antidepressants, provide an ‘information prescription’ to inform patients about the medication and
possible side-effects, and also provide support for treatment adherence.

As a patient you can... be vigilant for signs of relapse and seek regular treatment reviews with your GP.

It is hoped that as a result of providing a forum to highlight the opinions of people with depression and by
acknowledging the patient perspective, future revisions to the QOF will be wider in scope and enable those working in
general practice to meet the needs of people with depression and ultimately enhance treatment outcomes.
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What guides the management
of depression in primary care”?

An increased Government focus on long-term conditions

An increased focus on improved management of long-term conditions is a major aspect of the current health agenda.
The NHS improvement plan, Putting People at the Heart of Public Service™, sets out the Government’s four year
strategy for improving the NHS. Central to this strategy is the development of a health service focused on the
individual. For people with long-term conditions such as depression, it is hoped to bring about closer personalised
care which will enable people to have greater control of their treatment and spend more time with their families and
friends'™. The 2005 White Paper Our Health, Our Care, Our Say™ developed similar goals, supporting the provision of
community-centred care and the empowerment of patients to act as partners in their care, hence also encouraging

increased control over their treatment.

An increasingly greater emphasis is being placed on
managing chronic conditions such as depression within
primary care. One key tool to help healthcare
professionals deliver these proposals is the Long-term
(Neurological) Conditions National Service Framework
(NSF), launched in March 2005 and developed to support
the provision of care tailored to the needs and choices of
the individual™.

One way in which primary care teams are responding to
increased responsibility for managing common chronic
conditions, such as depression or diabetes, is through
collaborative care. This typically involves the introduction
of a case manager who facilitates improved liaison
between primary care clinicians and secondary health
specialists, delivers low-intensity psychological
treatment, and aims to improve treatment adherence and
implement mechanisms to collect and share information
on individual patients. Case managers often support
patients using the telephone.

Guidelines for treating depression

Advice on the effective management of depression was
developed by the National Institute for Health and Clinical
Excellence (NICE)" in 2004 and is designed to achieve
the following goals:

e |dentify people with depression

e Treat depression effectively (to improve mood, social
and occupational functioning and quality of life)

* Reduce the chance of relapse or recurrence

As well as suggesting a system for the diagnosis and
categorisation of people with depression, NICE also offers
a stepped-care model for the management of clinical
depression. The stepped-care model provides guidance
on the most effective treatment or intervention,

depending on whether the individual is experiencing mild,
moderate or severe depression. (See figure A for details
of the NICE stepped-care approach to treatment)

Figure A: The stepped-care approach to the management of depression. Adapted from NICE 2004

Step 1: GP, practice nurse

Step 2: Primary care team, primary
care mental health worker

Step 3: Primary care team, primary
care mental health worker

Step 4: Mental health specialists,
including crisis team

Step 5: In-patient care, crisis teams

Recognition

Mild depression

Moderate or severe depression

Treatment-resistant, recurrent,
atypical, and psychotic depression,
and those at significant risk

Risk to life, severe self-neglect

CBT, cognitive behavioural therapy; ECT, electroconvulsive therapy.

Assessment

Watchful waiting, guided self-help, computerised
CBT, exercise, brief psychological interventions

Medication, psychological interventions, combined
treatments

Medication, complex psychological interventions,
combined treatments

Medication, combined treatments, ECT

Page 5
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Quality and Outcomes Framework (GMS contract)

The Government’s NSF, NICE guidelines and guidance
on long-term conditions demonstrate a positive
commitment to tackling depression. However, there is
concern that health delivery systems do not go far
enough to encourage the best and most effective care.
The recent addition of depression to the QOF is a case
in point. Although the inclusion of depression is a useful

Figure B: Current QOF indicators on depression'®

starting point, there are just two indicators, focusing on
aspects of depression management for only a small
percentage of people who have or may be at risk of
depression. In its present state, the QOF will not
necessarily encourage GPs to ask the right questions to
reach diagnosis and, beyond diagnosis, it does not offer
the most effective holistic care for all people with
depression. (See figure B below)

The percentage of patients on the diabetes register and/or the CHD (coronary heart disease) register for whom
case finding for depression has been undertaken on one occasion during the previous 15 months using two

standard screening questions. (8 points)

In those patients with a new diagnosis of depression, recorded between the preceding April 1 to March 31, the
percentage of patients who have had an assessment of severity at the outset of treatment using an assessment

tool validated for use in primary care. (25 points)
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The patient journey through primary care

Although every person’s experience of depression is unique and some may only experience
a single episode, the majority of people in the Now We’re Talking! survey found depression
to be a long-term or recurrent condition. As with many chronic conditions, there is a typical
pathway of care that people with depression will follow through primary care.

The first step of this pathway is usually presentation of symptoms which leads to diagnosis. At present, the QOF calls for
GPs to screen for depression in two common co-morbidities — diabetes and coronary heart disease. It also recommends
the use of one of three depression rating scales — the Patient Health Questionnaire (PHQ-9), the Hospital Anxiety and
Depression Scale (HADS) or the less frequently used Beck Depression Inventory Second Edition (BDI-Il) — to assist with the
detection and severity assessment of the condition. For high-risk groups, NICE recommends the use of two screening
questions to identify those potentially at risk™. However, it is important to recognise depression not as a single entity but as
the name given to a cluster of symptoms. As people with depression can experience a broad spectrum of psychological
and somatic symptoms, it is not surprising the scales do not provide an exhaustive list. Consequently, it is important that
GPs are conscious of and respond to the broad range of symptoms potentially associated with depression.

Although the early identification of depression is a crucial first step and worthy goal, it is important to recognise it as

the beginning of a more thorough appraisal of the patient. Following diagnosis, the pathway of care typically leads to
initiating the most appropriate treatment, depending on the characteristics and severity of the individual’s depression.
After treating the initial episode, the focus moves to ongoing management of the individual’s depression, with the aim
of preventing relapse or a recurrence of symptoms, achieving remission and reaching recovery.

Initial recognition of symptoms and diagnosis

Results from the Now We’re Talking! survey suggest that GPs are at the forefront of identifying depression. As is the
case with many long-term conditions, 78 per cent of those who sought help from their GP during their most recent
episode were diagnosed by their GP; while 10 per cent were diagnosed after referral to a mental health specialist™.
However, as this survey highlights, depression is not always simple to diagnose.

Although the vast majority of people (75 per cent) who quarter only made another appointment because
took part in the Now We’re Talking! survey reported they felt it appropriate, rather than being encouraged
having been aware of early symptoms of depression to do so by their GP™.

prior to full onset of the condition™, evidence suggests
that many of those with depression do not present to
their GP and, of those who do, not all admit to having
psychological symptoms''. It is thought that up to 69
per cent of people present exclusively with somatic

¢ Of those who had further appointments with their GP,
one in four waited between one and three months
before receiving a diagnosis of depression and 12
per cent waited more than a year to be diagnosed™.

symptoms that may not always be perceived * When asked about potential areas where depression
immediately as symptoms of depression, including management could be improved, 38 per cent of
headache, constipation, weakness and musculoskeletal those surveyed rated a more rapid diagnosis as an
pain in the lower back, joints and neck. important potential improvement™.

According to the Now We're Talking! survey, one in four ~ Recognising the broad range of symptoms of

of those who went to their GP with symptoms of depression is a key step in ensuring early diagnosis.
depression were not diagnosed on their first visit'®. For Results from the Now We’re Talking! survey highlight
these unidentified patients, the road to diagnosis can that these delays may be as a result of people with

be a complicated and lengthy process: depression not reporting all potential symptoms to their

GP. However, the survey results also suggest that GPs

¢ Of those who were not diagnosed at the first visit, 7 are not questioning patients to identify all possible

per cent of people didn’t go back to their GP and a
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symptoms of depression, which may hinder rapid
diagnosis and, where applicable, the initiation of
suitable treatment™.

Loss of confidence and self-esteem were the most
commonly recognised symptoms of depression; 79
per cent of those who were able to tell they were
becoming ill reported this symptom™. However, at the
first visit to the GP, loss of confidence and self-
esteem ranked only seventh in symptoms mentioned
by the patient to the GP and tenth in symptoms
which the GP asked their patient about (43 per cent
and 17 per cent, respectively)™®.

Although suicidal thoughts were a common early
symptom (60 per cent who were able to tell they
were becoming ill reported this symptom™), only 42
per cent of those who sought help from their GP
mentioned it during their first consultation™.

Feelings of self-harm were reported by 21 per cent of
those who were able to tell they were entering an
episode of depression’®. However, only one in ten
who approached their GP proactively discussed this
symptom with their GP during their first visit™.

A third (83 per cent) of those who recognised early
symptoms of depression felt physical aches and
pains. When asked which symptoms they mentioned
to their GP at their first visit, only 23 per cent of
those who sought their GP’s help talked about
physical aches and pains and only 9 per cent
reported their GPs asking about it™.

Although our survey reveals that a wider recognition of
all the symptoms of depression is needed, patients do
not equate this with a lack of knowledge or
professionalism from their GP. In fact, the majority of
people with depression (80 per cent) stated their GP
was interested in seeing them and hearing about their
symptoms’® and 78 per cent felt that their GP was
‘knowledgeable’ about depression™.

It is widely acknowledged that many people with an
established physical ilness become depressed during the
course of their condition™*°. The link between depression
and other conditions is also acknowledged in the NICE
guideline which advises screening for depression in
patients with dementia™ and within the QOF, which
encourages GPs to screen for depression in patients who
suffer from diabetes and / or coronary heart disease.

However, a higher incidence of depression and its
associated risks is not limited to diabetes and coronary
heart disease. For example, recent research into the
incidence and impact of depression among patients
with chronic obstructive pulmonary disease (COPD)
found that almost half of those hospitalised with COPD
(44 per cent) also suffered from depression. Moreover,
those with depression were at an increased risk of
death, underwent longer hospital stays and
experienced between 12 and 37 per cent worse COPD
symptoms?®. Depression is also commonly seen among
people who have suffered a stroke, affecting over a
third of these patients®'.

The Now We're Talking! survey provides further
evidence to illustrate the wide range of long-term
conditions commonly associated with depression. From
our survey, anxiety and migraine were the most
commonly reported health conditions before a
diagnosis of depression was made, followed by high
blood pressure, high cholesterol and angina™. However,
it is important to recognise that the symptoms of
depression and anxiety overlap considerably and that
these two conditions often exist together. Out of the
345 respondents who had other health conditions
besides depression, only 6 reported having diabetes
and 1 reported having heart disease before being
diagnosed with depression™.
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Informed choice of treatment

Among health professionals, GPs still have the greatest degree of contact with people with depression beyond
diagnosis. 50 per cent of people in the Now We're Talking! survey reported that a GP was the healthcare professional
they visited most often, compared with 10 per cent whose main healthcare provider was a community psychiatric
nurse, 16 per cent who saw their counsellor most often and 11 per cent who had most contact with their
psychiatrist’. However, despite GPs being heavily involved in depression management, many people with depression
feel that there could be a better partnership between doctors and patients. When asked to consider which factors
were important in improving the management of depression, respondents thought a better understanding from their
GP on how depression makes you feel (61 per cent) would lead to an important improvement in the provision of care'.

A better understanding of what support patients would
like from their GP would help to further improve the
patient-doctor partnership. When asked about what
they expected from their GP on their first visit to
discuss symptoms of depression, the most common
responses from survey participants were ‘advice’ or
prescription medication (55 per cent each)’®. However,
when it comes to learning about depression, people in
the survey were as likely to turn to the internet for
information as they were to approach their GP™.

A study [conducted by Loh and colleagues] suggests
that engaging in a dialogue with patients about their
treatment and acknowledging their wishes may help
improve treatment outcomes by improving adherence
rates?. NICE recommends that patients’ preferences
and their experiences and outcomes with previous
treatments should be taken into account when deciding
the most appropriate treatment™'.

The Now We're Talking! survey suggests that, in reality,
patient preference has a limited influence on treatment
choice. Only just over half (59 per cent) felt that their
preferred treatment option was adequately discussed or
considered™ and 58 per cent thought it was important
that people with depression be given greater freedom
around treatment options™. For example, 59 per cent of
respondents expressed a preference for antidepressants,

46 per cent for counselling and 30 per cent for CBT as
their treatment of choice™. Whilst this is reflected in the
way antidepressant medication is prescribed — 67 per
cent of people were given antidepressants for their most
recent episode of depression — counselling was offered
to 23 per cent and CBT to only 12 per cent of
respondents™. This is indicative of the limited availability
of psychological support throughout the UK, despite
being recommended by NICE as a front-line treatment
for depression'. Increased access to CBT and talking
therapies is acknowledged by both patients and
healthcare providers as a potential area where care for
people with depression could be significantly improved.
(This view is supported by the Government which
introduced pilot schemes in 2006 to evaluate the best
means of providing increased access to counselling and
talking therapies.) In the Now We’re Talking! survey, 75
per cent of people agreed better access to counselling
and other talking therapies would amount to an
important improvement for depression management™.

Ongoing management

Although it is possible to experience a single episode of depression and then make a full recovery, this is unfortunately only
the case for up to 50 per cent of people. It is thought at least half of those affected by a first episode of clinical depression
will have at least one more episode’. Of those surveyed by Depression Alliance and SANE, 45 per cent have chronic
depression (where the symptoms are present continuously)® and almost half of those who have experienced several
episodes (46 per cent), have experienced three to five™. (However, those surveyed by Depression Alliance and SANE may
be more likely to have chronic or recurrent depression, which would account for the high incidence of long-term depression
in the findings.) Relapse is a significant barrier to remission; after experiencing a second episode of depression, the risk of
further recurrence rises to 70 per cent and people who have a third episode are at a 90 per cent risk of relapsing again'.
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Preventing relapse is therefore a key component of
successful depression management. Providing regular health
checks, keeping in contact with patients with a known
history of depression and proactively contacting patients to
discuss their treatment progress are key steps healthcare
professionals can take to provide ongoing care and prevent
relapse. Results from the Now We're Talking! survey
highlight areas where improvements could be made.

e 32 per cent of respondents were given no advice
about making further appointments during their most
recent visit to the GP

e Qver half of respondents (58 per cent) called for more
ongoing support from GPs and 68 per cent felt that a
proactive, ongoing support programme would lead to
an important improvement in the provision of care™

A study [by Paykel] suggests that ineffective treatment
of the symptoms of depression is also a major
contributor to relapse, making patients three times
more likely to experience another episode of
depression®. |dentification and treatment of somatic
symptoms such as change in appetite, sleep
disturbance and physical aches and pains may be of
particular importance because it is thought that treating
all the symptoms of depression - both psychological
and somatic - may lead to a greater number of people
reaching remission®. In addition to directly targeting
symptom relief, effective depression management
should involve the implementation of management
techniques, including psychological therapies such as
CBT or counselling, that improve the quality of life and
social functioning of people with depression.

The Now We’'re Talking! survey also revealed that
people with depression often demonstrate a lack of
knowledge about their medication, in terms of how long
to take it for, the side-effects they may experience and
when it may be appropriate to stop™.

Although NICE recommends all people prescribed an

antidepressant should be informed of the possibility of

discontinuation symptoms', a number of survey participants

reported not being given information on the following™:

e How long to take their treatment for (36 per cent)

e How to stop taking it (43 per cent)

e What to do if the medication did not appear to be
working (45 per cent)

e Possible side-effects (37 per cent)

Furthermore, while it is recommended that patients

who have experienced two or more serious episodes of
depression be considered for long-term antidepressant

treatment (continued treatment for two years after
remission) and that after remission, treatment be
continued for a further six months™, a significant
proportion of survey participants taking antidepressants
who have had several episodes of depression or who
suffer from chronic depression, reported not being
advised how long to stay on treatment (39 and 48 per
cent, respectively)'®. Encouraging wider use of the
depression severity assessment tools may lead to more
people having their depression characteristics
accurately assessed which would support the provision
of suitable treatment and, where appropriate,
monitoring of patients’ progress over time.

The fact that over half of those in the survey treated with
antidepressants (565 per cent) had at some point
terminated their treatment early may reflect this lack of
adequate guidance™. More significantly, 57 per cent who
stopped taking their medication did so without informing
their doctor or nurse™. Over a quarter of participants
who had discontinued a course of medication (27 per
cent) reported having done so because they didn’t feel
the medication was working and 30 per cent because
they felt better and thought they didn’t need to continue
taking it"®. The most common reason for interrupting a
course of medication was side-effects (46 per cent),
highlighting the need for open and early discussion on
the subject between the GP and the patient.

WHO stresses the implications of patients abandoning
treatment too quickly are potentially very serious,
highlighting the fact that those who stop their
medication because their symptoms disappear often
relapse within a short space of time, resulting in loss of
ability to work, reduced quality of life and leading, in
some cases, to suicide®. There is also evidence that
people who remain on treatment for at least six months
incur significantly reduced medical service costs,
reducing the overall burden placed on health services®.

The results from the Depression Alliance and SANE
survey indicate there is a clear need for improved
communication between doctors and people with
depression, a critical factor for optimal adherence and,
as a result, improved treatment outcomes.
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How can the management of depression
in primary care be further improved”?

The Now We’re Talking! survey suggests there are three

areas within the pathway of care where depression

management can be further improved in primary care:

e |nitial recognition of symptoms and diagnosis of
depression

¢ Informed choice of treatment

e Ongoing management

1. Initial recognition of symptoms
and diagnosis

When identifying depression, look at other

co-morbidities in addition to diabetes and
coronary heart disease

The present QOF recommends the screening of certain
groups of patients for depression, specifically asking
GPs to identify how many patients on their diabetes and
coronary heart disease registers have this condition.
However, the Now We're Talking! survey indicates that
people with depression are likely to suffer from other
health conditions such as high blood pressure (14 per
cent), chronic painful conditions (12 per cent) and
arthritis (11 per cent)’. Notwithstanding the fact that the
range of health conditions which can be associated with
depression is high, and acknowledging that it is not
feasible to screen for depression in every GP
consultation, these findings indicate there is scope to
expand the QOF beyond those patients diagnosed with
diabetes and coronary heart disease™.

Take into account a broader range of

symptoms when considering an initial
diagnosis of depression

The Now We're Talking! survey highlights the
importance of recognising all the possible symptoms
associated with depression when seeking a diagnosis:

* A quarter of people with depression do not receive a
diagnosis on their first visit to their GP™

* Itis thought up to 69 per cent of people present

exclusively with somatic symptoms that may not always
immediately be perceived as symptoms of depression’

Updating the QOF to encourage GPs to be conscious
of and respond to the broad range of psychological
and somatic symptoms potentially associated with
depression would facilitate diagnosis and inform
appropriate treatment.

2. Informed choice of treatment

The NHS has committed itself to ensuring individuals
are more involved in treatment choice and made active
partners in their overall care. However, when it comes
to depression, in many cases patients feel their
opinions on treatment are not adequately considered
or discussed and they would welcome more ongoing
advice and support from their GP™. An example of
this, highlighted in the Now We’re Talking! survey, is
that many people with depression would like better
access to counselling and other talking therapies™.

3. Ongoing management

Support GPs in the management and ongoing

care of those with depression

The Now We’'re Talking! survey highlights the long-
term nature of depression; over half of those
surveyed (57 per cent) first started to experience
depression more than ten years ago™. As is the case
with many long-term conditions, chronic or recurrent
depression may require ongoing treatment and
support. Indeed, over half of respondents (58 per
cent) called for more ongoing support from GPs and
68 per cent felt an a proactive, ongoing support
programme would lead to an important improvement
in the provision of care. The survey reveals that 55
per cent of survey participants had at some time
discontinued their treatment before the end of the
course'®. Case managers can support GPs by
keeping in regular contact with patients, getting
feedback about their experience of the treatment
prescribed and where appropriate, by encouraging
patients to stay on treatment (‘adherence’). GPs
themselves can provide detailed information to their
patients, educating them about their condition,
medication and the importance of adherence which
should help to address this issue.
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Appendix 1: Further information

DeprzssionAlliance

Depression Alliance is the leading UK charity for people
with depression, working to relieve and to prevent this
treatable condition by providing information, support and
understanding to those who are affected by it.

Depression Alliance
212 Spitfire Studios
63 - 71 Collier Street
London N1 9BE

0845 123 2320
information@depressionalliance.org

www.depressionalliance.org

=
e
SANE

SANE is a UK-wide charity established in 1986 to
improve the quality and care for people affected by
mental illness. SANE has three objectives:

e To raise awareness and respect for people with mental
illness and their families, improve education and
training, and secure better services

* To undertake research into the causes of serious
mental illness through The Prince of Wales International
Centre for SANE Research

e To provide information and emotional support to those
experiencing mental health problems, their families and
carers through SANEline and SANEmail

SANE

1st Floor Cityside House
40 Adler Street

London, E1 1EE

020 7375 1002 / SANEline: 0845 767 8000

info@sane.org.uk
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