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The Stepped Care Model 

For Management of Common Mental Disorders in Primary Health Care 

Stepped care is a system of delivering and monitoring treatments so that the most effective, yet 

least resource intensive, treatment is delivered to service users first. A stepped care model is one in 

which: 

 there are interventions of different levels of intensity available to the service user  

 the service user's needs are matched with the level of intensity of the intervention  

 there is careful monitoring of service user outcomes, allowing treatments to be ‘stepped up' 

if required 

 service users usually move through less intensive interventions before receiving more 

intensive interventions (if necessary) 

 there are clear referral pathways between the different levels of intervention 

 the importance of supporting self care is recognized as an important aspect of managing 

demand. 

 

There is now good evidence for both the clinical and cost effectiveness of stepped care models1 3. 

Potential benefits of a stepped care approach include: 

 increased recognition rates 

 greater numbers of people receiving 

treatment for mental health and 

addiction problems 

 increased recovery rates 

 reduced disability and impairment 

related to work, family and social 

participation 

 reduced socioeconomic and ethnic 

inequalities in mental health and 

addiction 

 economic and social benefits 

associated with fewer patients 

developing more severe mental 

health and addiction problems 

 a more cost-effective way of 

delivering services 

 shorter waiting times 

 reduced demand for specialist mental 

health and addiction services 

 reduced stigma for patients  

 a more relaxed environment for the 

patient 

 increased patient satisfaction 

 a more holistic and integrated 

approach to treating health problems 

 greater opportunities for promotion, 

prevention, and early intervention in 

mental health and addiction 

 increased chances of a person 

accepting a psychiatric assessment if 

it does not involve going to the 

hospital 

 enhanced communication between 

GPs and specialists. 
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The image above provides a visual representation of a stepped care model. The target group for 

primary mental health care is the central area of the pyramid. A person's needs may be matched 

with services of different levels of intensity. For example, the needs of service users with mild 

mental and/or addiction disorders may adequately be addressed through extended GP 

consultations, active monitoring, lifestyle advice and/or green prescriptions, e-therapies, or through 

libraries to access self-help resources. Those with moderate mental and/or addiction disorders may 

require a more thorough assessment by a primary mental health coordinator, possibly followed by a 

brief (talking therapy) intervention, package of care (POC), and/or drug prescription. 

Levels of Care 

Focus of intervention Nature of intervention 

STEP 1: All known and suspected 

presentations of disorder 

Assessment, support, psycho-education, active 

monitoring and referral for further assessment and 

interventions 

STEP 2: Persistent subthreshold 

depressive symptoms; mild to 

moderate depression 

Low-intensity psychosocial interventions, psychological 

interventions, medication and referral for further 

assessment and interventions 

STEP 3: Persistent subthreshold 

symptoms or mild to moderate 

disorder with inadequate 

response to initial interventions; 

moderate and severe disorder 

Medication, high-intensity psychological interventions, 

combined treatments, collaborative care , and referral 

for further assessment and interventions 

STEP 4: Severe and complex disorder; 

risk to life; severe self-neglect  

Medication, high-intensity psychological interventions, 

electroconvulsive therapy, crisis service, combined 

treatments, multiprofessional and inpatient care   
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Clinical Practice Guidelines for Management of Common Mental Disorders in Primary Health Care 

Depression 

Defining depression 
Depressive symptoms range along a continuum from everyday sadness to suicidal 
depression, and any cut-off between a ‘normal’ and a ‘depressed’ person is to an extent 
arbitrary, but categorical diagnoses are necessary in clinical practice to make decisions 
about intervening. Psychiatric classification systems identify a category of ‘major 
depression’ which predicts the need for active treatment, irrespective of environmental 
factors, except for bereavement (American Psychiatric Association, 2000). 
 

Stepped Care Model for Depression: 

Step 1  recognition of depression 

Step 2  mild depression in primary care 

Step 3  moderate to severe depression in primary care 

Step 4  refractory, recurrent, atypical and psychotic depression in specialist mental 
health services 

Step 5  depression requiring in-patient care. 

 

Step 1. Recognition of depression 
Detection/screening 
Screening for depression should be undertaken in high-risk groups, including: 

 patients with significant physical illnesses 

 patients with other mental health problems, such as dementia 

 patients who have faced significant life events: 
o unemployment and financial difficulties 
o childbirth, and the care of young children 
o bereavement, or loss of significant relationships 
o past physical or sexual abuse. 

 
Two questions concerning mood and interest are recommended, specifically: 

1 ‘During the last month, have you often been bothered by feeling down, depressed or 
hopeless?’ 

2 ‘During the last month, have you often been bothered by having little interest or 
pleasure in doing things?’ 
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PHQ-9 

Patient Health Questionnaire – 9  

Over the last 2 weeks, how often have you been bothered by 

any of the following problems? 
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1. Feeling down, depressed, or hopeless?  0 1 2 3 

2. Little interest or pleasure in doing things?  0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much? 0 1 2 3 

4. Feeling tired or having little energy?  0 1 2 3 

5. Poor appetite or overeating?  0 1 2 3 

6. Feeling bad about yourself—or that you are a failure or have 
let yourself or your family down? 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television? 

0 1 2 3 

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

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way?* 

0 1 2 3 

Add Columns  + + 

Total PHQ-9 Score  

Number of Symptoms in shaded Area  

 

PHQ-9 
Score 

Functional assessment Symptom Severity Guidelines 

  5- 9 No functional impairment Subthreshold 
Depression 

Step 2 

10-14 Minimal functional impairment Mild Depression Step 2 

15-20 Mild to severe functional 
impairment 

Moderate 
Depression 

Step 2,3 

    >20 Sever functional impairment Severe Depression Step 4 
 

How to Score the Patient Health Questionnaire (PHQ-9) 

The PHQ-9 can assist in diagnosing depression, as well as planning and monitoring 

depression treatment. There are three steps to scoring the PHQ-9: Number of Depressive 

Symptoms, Severity Score, and Functional Assessment. The Number of Depressive 

Symptoms is used to aid in making the diagnosis of Depression. The PHQ-9 Severity Score 

and Functional Assessment are measured at initial assessment and regularly after treatment 

begins to determine the severity of depression and to evaluate patient progress. 

Number of Depressive Symptoms (Diagnosis) 
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1. For questions 1–8, count the number of symptoms the patient checked as “More 

than half the days” or “Nearly every day.” For question 9, count the question positive 

if the patient checks “Several days,” “More than half the days,” or “Nearly every day.” 

2. Use the following interpretation grid to diagnose depression subtypes: 

0–2 PHQ symptoms Not clinically depressed 

3–4 PHQ symptoms* Other depressive syndrome 

5 or more PHQ symptoms* Major depression 

Severity Score 

1. Assign a score to each response by the number value under the answer headings (Not at 

all _ 0; Several days _ 1; More than half the days _ 2; and Nearly every day _ 3). 

2. Total the values for each response to obtain the severity score. 

3. Use the following interpretation grid: 

0–4 Not clinically depressed 

5–9 Mild depression 

10–14 Moderate depression 

15 or greater Severe depression 

Functional Assessment 

The final question on the PHQ-9 asks the patient how emotional difficulties or problems 

impact work, things at home, or relationships with other people and if this has caused 

difficulty for 2 years or more. Patient responses can be one of four: “Not difficult at all”; 

“Somewhat difficult”; “Very difficult”; or “Extremely difficult.” 

• If the patient selects one of the last two responses, “Very difficult” or “Extremely 

difficult,” his or her functionality at work, at home, or in relationships with other 

people is significantly impaired. 

• If the patient has had difficulty with these problems for 2 years or more, consider 

the diagnosis of dysthymia (chronic depression). 
Steven A.Cole,MD, Stony Brook University Medical Center. 

 

 

 

 

*PHQ-9 items #1 or #2 must be one of the symptoms checked. 
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Clinical Practice Guidelines for Management of Common Mental Disorders in Primary Health Care 

Anxiety Disorders 

 

Definition of anxiety 
Anxiety is considered to be a universal adaptive response to a threat; this 

response can, however, become maladaptive. The distinction between 

abnormal and normal anxiety occurs when the anxiety is out of proportion 

to the level of threat or when there are symptoms that are unacceptable 

regardless of the level of threat, including recurrent panic attacks, severe 

physical symptoms and abnormal beliefs such as fear of sudden death. 

Abnormal anxiety is present when it causes ‘unacceptable and disruptive 

problems in its own right’ (House & Stark, 2002). 

 

12 month prevalence of anxiety disorders 

Any anxiety disorder  20.7  14.8 

Specific phobia  11.0  7.3 

Generalised anxiety disorder  6.6  2.9 

Post-traumatic stress disorder  3.4  3.0 

Obsessive–compulsive disorder  2.9  0.6 

Panic without agoraphobia  2.0  1.7 

Social phobia  3.7  5.1 

Agoraphobia  0.2  0.6 

 

Presentation in primary care 

The figures in Table 10.1 are taken from a primary care study and a community study 

conducted in New Zealand. The two surveys were conducted over similar time periods, 

allowing a direct comparison of the community and primary care settings. They both used 

the computerised Composite International Diagnostic Interview (CIDI; World Health 

Organization, 1997). Most anxiety conditions were more common in primary care than they 

were in the community, except for social phobia and agoraphobia, both of which involve 

avoidance of public places like doctors’ surgeries. The reason for the higher rates of the 

other disorders in primary care than in the community is most likely that while many people 

have symptoms of ill health, it is anxiety that will make them see a doctor. This was 

demonstrated in a study in Hong Kong where patents with irritable bowel syndrome and 

dyspepsia who saw a doctor, had higher levels of anxiety than those with the same 

symptoms who did not see their doctor  (Hu et al, 2002). 

Anxiety symptoms are often not recognised by primary care professionals, as patients may 

not complain of them overtly.  

A
n

xiety 
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Presentation  Details  

Fatigue, insomnia, chronic pain  Consider both mixed depression and anxiety disorders  

Frequent attendance with multiple  For example a patient with irritable bowel  

symptoms, despite reassurance  syndrome + headaches + back pain  

Cardiovascular symptoms  Palpitations, chest pain, faintness, flushing, sweating  

Respiratory symptoms  Shortness of breath, hyperventilation, dyspnoea  

Gastrointestinal symptoms  Choking, lump in throat, dry mouth, nausea, vomiting, diarrhoea  

Neurological symptoms  Dizziness, headache, paraesthesia, vertigo  

Musculoskeletal symptoms  Muscle ache, muscle tension, tremor, restlessness  

Presentations that may initially go unrecognized as being due to anxiety disorders (After Blashki et al (2007). 
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GAD-7 

 

Over the last 2 weeks, how often have you been bothered by any of 

the following problems? (circle the best answer)  

Not at 

all  

Several 

days  
More 

than half 

the days  

Nearly 

every 

day  

1. Feeling nervous, anxious or on edge  0  1  2  3  

2. Not being able to stop or control worrying  0  1  2  3  

3. Worrying too much about different things  0  1  2  3  

4. Trouble relaxing  0  1  2  3  

5. Being so restless that it is hard to sit still  0  1  2  3  

6. Becoming easily annoyed or irritable  0  1  2  3  

7. Feeling afraid as if something awful might happen  0  1  2  3  

TOTAL SCORE =   + + 

  

 

GAD-7  Anxiety Symptoms Severity  

0-4  Minimal  

5-9  Mild  

10-14  Moderate  

15-21  Severe  

 

Assess functional impairment 
If you are experiencing any of the problems on this form, 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  None 
Somewhat Difficult  Mild 
Very Difficult  Moderate 
Extremely Difficult  Severe 

 
Severity of Anxiety Disorder 
Severity Functional Diagnosis Action 

0-5 No Impairment Minimal anxiety No Treatmet 

6-10 Mild Mild anxiety Step 2 

11-15 Moderate Moderate anxiety Step 3 

16-21 Severe Severe anxiety Step 4 
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Specific Anxiety Disorders 

Generalised anxiety disorder This may be difficult to diagnose in primary care. Patients do not 

experience acute panic but do feel tense and anxious most of the time and these symptoms need to 

be present for at least 6 months to make the diagnosis. They feel restless, tire easily, have trouble 

concentrating, are irritable, have increased muscle tension and initial insomnia with unrefreshing 

sleep. There are no specific triggers. 

Panic disorder A common presentation of panic attack is the young adult patient who presents to an 

emergency department with hyperventilation and tachycardia and chest pain, who gets an 

electrocardiograph and chest radiograph and leaves without a diagnosis of anxiety. A panic attack is a 

specific event, while panic disorder is a condition of recurrent attacks. The panic attacks can be 

triggered by specific situations but occasionally are uncued. A panic attack can include symptoms 

suggesting acute cardiorespiratory and neurological events, a fear of dying or passing out, and a 

feeling of being detached from oneself and losing self-control. Panic disorder often occurs along with 

agoraphobia. Panic disorder with agoraphobia includes a change in behaviour to avoid public 

situations in which panic attacks may take place. Agoraphobia can be diagnosed with or without panic 

disorder. This involves anxiety about being in places from which escape may be difficult or where help 

may not be available if an unexpected panic attack or panic-like symptoms occur. Agoraphobic fears 

typically involve situations such as being outside the home alone, being in a crowd or standing in line, 

and travelling in a train, bus or car. 

Social phobia This is a recurring fear of social performance situations that involve facingstrangers or 

being watched by others. The patient realises that this fear isunreasonable or out of proportion to the 

problem. Patients under the ageof 16 must have had symptoms present for 6 months or more. The 

distressmust interfere with the person’s social or occupational functioning and bemore than just 

shyness. 

Specific phobias These are unwarranted fears of specific objects or situations (Morrison,1995). The 

most commonly recognised are phobias relating to animals,blood, heights and aeroplane travel, but 

can include darkness, urinatingor defecating in public places, certain foods and dentistry. The resultant 

anxiety can present as a panic attack or GAD, but it is always directed at something specific. Patients 

with this condition may have a vasovagal response and faint when exposed to the object, especially 

blood, injury or injection. The degree of discomfort and interference with daily living is often mild, so 

most people do not seek professional help. Anecdotally, the presentation of specific phobias is 

uncommon in primary care unless asked for specifically. Onset of this condition is usually in the teens 

and women outnumber men, as in other anxiety disorders. 

Obsessive–compulsive disorder (OCD) Recurrent obsessional thoughts as well as compulsive acts 

can occur in OCD. The recurrent thoughts, beliefs or ideas dominate a sufferer’s thought content. They 

are almost always distressing and the patient, who is usually aware that they are unrealistic, often 

tries unsuccessfully to resist them. The compulsive acts or rituals are stereotyped behaviours that are 

repeated again and again. They are not enjoyable, nor do they result in the completion of useful tasks. 

Their function is to prevent some unlikely event which, if it happened, would result in some harm, 

either to the patient or caused by the patient. The symptom patterns typically include a fear of 

contamination, which leads to excessive hand-washing, doubts, which lead to excessive checking 

obsessions (e.g. of locks or taps) and compulsions, which slow some patients down to the point that it 

can take them hours to eat breakfast.  

Post-traumatic stress disorder Post-traumatic stress disorder (PTSD) arises as a delayed or 

protracted response to a stressful event or situation of an exceptionally threatening or catastrophic 
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nature. Typical features include reliving the trauma in intrusive memories (flashbacks), dreams or 

nightmares occurring against the persisting background of a sense of numbness and emotional 

blunting, detachment from other people, unresponsiveness to surroundings, anhedonia and avoidance 

of activities and situations reminiscent of the trauma. The onset often follows a latency period, which 

may range from a few weeks to months after the traumatic event. The course is fluctuating but 

recovery can be expected in the majority of cases. Some individuals experience years of incapacity, 

however. 
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Medically Unexplained Symptoms 

The experience of bodily sensations is a normal phenomenon. Most people suffer from 

palpitations or stomach aches when they feel nervous or are exposed to stressful events. If 

patients start thinking of sensations as signs of illness, doctors use the term ‘symptoms’, and 

worries about symptoms may lead to visits to a general practitioner (GP). However, in 

general practice only a minority of physical symptoms are explained by organic pathology 

(Kroenke & Mangelsdorff, 1989; Toft et al, 2005). Most patients who present physical 

symptoms will have self-limiting symptoms, medically unexplained symptoms (MUS) or 

psychiatric disorders (Rosendal et al, 2007a). 

The concept of MUS has changed in the course of time, and doctors have used many 

different names for this heterogeneous group of conditions, including ‘somatisation’, 

‘somatoform disorders’, ‘hypochondriasis’, ‘functional symptoms/disorders’, ‘multiple 

unexplained physical symptoms’ and ‘idiopathic symptoms’, among others. These days a 

descriptive approach tends to taken, rather than a focus on aetiology. MUS are understood 

as a spectrum of disorders going from normal reactions through moderate Medically 

unexplained symptoms conditions to chronic, disabling disorders. 

Definition of Medically Unexplained Symptoms: 

 

conditions where the patient experiences physical symptoms that cause 

excessive worry or discomfort, and lead them to seek treatment, but for which 

no adequate organic pathology or patho-physiological basis can be found. (Fink 

et al, 2002) 

 

•• are not fully explained by a general medical condition 

•• are not the direct effect of drugs or another mental disorder 

•• cause clinically significant distress 

•• lead to impairment of social, occupational and other areas of functioning. 

 

There is currently no agreed diagnosis for the broad category of MUS seen in primary care. 

Furthermore, it is widely acknowledged among specialists in the field that the diagnosis 

‘somatoform disorder’ used in specialised care has failed as a diagnostic grouping (Mayou et 

al, 2005; Engel, 2006). There is a need to develop the current classification systems in 

primary care as well as in specialised care, in order to include MUS in a way that makes this 

patient group visible and helps the clinician to avoid iatrogenesis and to make appropriate 

decisions about care. 
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Aetiology 
The aetiology behind MUS is unknown 

and probably multi-factorial. We may 

usefully divide the aetiological factors 

into:  

• Predisposing factors. These include 

genetics (Kato et al, 2006), 

childhood traumas and role 

models. Predisposing factors 

make the individual 

vulnerable in terms of a 

biological hypersensitivity, increased illness worry and a lack of coping strategies. 

Biological mechanisms have been demonstrated in patients with severe 

somatisation disorders. These patients may have little or no inhibition of afferent 

stimuli from bodily sensations, resulting in a conscious experience of multiple 

symptoms (Miller, 1984). 

• Triggering/activating factors. These include physical traumas, disease, social strain 

(Theorell et al, 1999) and emotional conflicts (Hatcher & House, 2003). 

• Maintaining factors. These include illness perception (Frostholm et al, 2005a,b), iatrogenic 

factors (Salmon et al, 1999; Fink et al, 2002; Ring et al, 2005) and 

neurophysiological changes (Rief et al, 1998). Patients’ illness behavior is 

determined by their perceptions, symptom evaluations and interpretations 

(Mechanic, 1962). Thus, cognitive and emotional factors may provide the 

motivation for a given behavior.  

 

Mild conditions and general treatment aspects 

In mild and potentially self-limiting conditions, it is important that the doctor takes a balanced bio-

psychosocial approach to the patient’s symptoms and considers all three aspects from the beginning 

of the consultation. A narrow focus on the exclusion of physical disease will result in negative 

feedback to the patient and the patient may interpret a subsequent focus on psychological or social 

issues as a rejection of the perceived illness (Salmon, 2006). Furthermore, a narrow biomedical focus 

may increase the patient’s illness worry and reinforce illness behaviour (maintaining factors) 

(Kendrick et al, 2001; Fink et al, 2002; Dowrick et al, 2004). 

Avoiding iatrogenic communication: A crucial starting point is to acknowledge that the 

problems of patients with MUS do not necessarily – or completely – lie within themselves, 

and that their interaction with healthcare also plays its part. It is also important to be aware 
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of what patients with MUS want or expect from their doctors. They do not generally have 

high expectations of cure. They are often aware that their problems are complex, and that 

medicine is limited in what it can do to overcome them. Instead, they may merely be 

looking for an acknowledgement of suffering, for emotional support and for explanations 

that enable them to make sense of their problems (Salmon et al, 2005). 

Encouraging self-help: General practitioners have learned much about curing physical 

symptoms when a biomedical aetiology is present. However, when it comes to MUS there is 

no biomedical cure and the doctor will have to shift the paradigm from ‘the doctor as the 

expert’ to ‘the patient as the expert’ on illness perception, meaning and behavioural 

changes. Whenever possible, GPs’ explanations should provide patients with the 

opportunity to do something themselves about the problems they face. GPs should be 

aiming to build up the patient’s sense of personal agency (Dowrick, 2004). Patients with 

irritable bowel syndrome, for example, are receptive to models of selfcare that 

acknowledge the intensity of their bodily experiences and that stress physical as well as 

psychological dimensions, the disruption that the symptoms cause to their to social and 

domestic roles, and the consequent loss of control (Kennedy et al, 2003). 

By taking an approach based on facilitated self-management, GPs can help patients with MUS to 

acquire the skills and confidence to manage their own illness (Chew-Graham, 2005). At the same 

time, they can reduce the burden of expectation on themselves. If they can be reassured that 

patients with MUS do not expect them to cure their problems, they may feel less of a failure, and so 

become less defensive in their dealings with them. They may then be more able to respond 

empathically to these patients’ need for emotional support and understanding, and to think with 

them about what steps they can take to make life better for themselves. 

Managing moderate conditions 

In moderate conditions, the bio-psychosocial approach and effective normalisation may be 

supplemented by brief psychological interventions. Several psychosocial and cognitive-oriented 

interventions exist. During the past 20 years, the focus has been on the reattribution model and 

different versions of this model have been applied throughout Europe. These models have all 

been designed for general practice and include basic interviewing skills. The reattribution model 

used in the MUST trial (Morriss et al, 2006) contains four key elements: 

1 Feeling understood. The doctor elicits physical symptoms, psychosocial problems, mood 

state, beliefs held by patient about the problem, relevant physical examination and 

investigations. 

2 Broadening the agenda. The doctor summarises the physical and psychosocial findings, 

and negotiates these findings with the patient. 

3 Making the link. The doctor then gives an explanation relating the physical symptoms to 

psychosocial problems of lifestyle in terms of a link in time or physiology. 

4 Negotiating further treatment. The doctor arranges follow-up or treatment of symptoms, 

psychosocial problems or mental disorder. 
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Principles for the management of patients with persistent MUS in primary care (chronic 

conditions) 

Physical 

1. Make a brief physical examination, focusing on the organ 1 system from which the patient has 

(new) complaints. 

• Look for signs of disease instead of symptoms. 

• Avoid tests and procedures, unless indicated by objective signs of disease or a well-

defined (new) clinical illness picture. 

2 Reduce unnecessary drugs, do not use on-demand prescriptions and avoid habit-forming 

medication. 

Psychological 

3 Make the diagnosis and inform the patient that the disorder is known and has a name when you 

are dealing with a chronic disorder (e.g. ‘somatisation disorder’). 

4 Acknowledge the reality of the patient’s symptoms.  

5 Be direct and honest with the patient about the areas you agree on and those you do not agree on, 

but be careful not to make the patient feel ignorant or not respected. 

6 Be stoical; do not expect rapid changes or cure. 

7 Reduce expectations of cure and aim at containment and (iatrogenic) damage limitation. 

8 Perceive worsening of symptoms or new symptoms as emotional communication rather than as a 

manifestation of a new disease. 

9 Apply a specific therapeutic technique (e.g. reattribution or TERM-model). 

10 Consider referral to specialised treatment and motivate the patient to receive such treatment. 

Psychopharmacological 

11 Consider treatment with psychoactive medication (usually an antidepressant). 

12 Choose non-habit-forming medication and, if possible, choose medication that can be serum 

monitored. 

13 Start with a smaller dosage than usual and increase slowly (be stoical about side-effects). 

14 Treat any coexisting psychiatric disorders according to usual guidelines.  

Administrative 

15 Be proactive rather than reactive. Agree on a course with fixed, scheduled appointments with 2–

6-week intervals and avoid consultations on demand. 

16 If the patient has a job, avoid giving sick leave if at all possible. 17 Try to become the patient’s 

only physician and minimise the patient’s contact with other healthcare professionals, doctors 

on call and alternative therapists. 

18 Inform your colleagues of your management plans and develop contingency plans for when you 

are not accessible. 

19 Inform the patient’s nearest relative and try to co-opt a relative as a therapeutic ally. 

20 If necessary, arrange support or supervision for yourself. 

 

Severe conditions: management and collaborative care 

In patients with severe and persistent MUS, the aim is often containment, support and prevention of 

iatrogenic harm, rather than cure. We speak of ‘management’ rather than of ‘treatment’. Efforts 

should focus on: 
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• reducing anxiety and distress emanating from the symptoms and their associated impact 

• avoiding unwarranted diagnostic and therapeutic procedures and medications 

• preventing serious psychiatric complications of chronic invalidism and/or drug 

dependence (Bass, 1990; Fink et al, 2002; Blumenfield & Strain, 2006). 

A precondition for good management is a strong doctor–patient relationship and general 

practice provides good opportunities for this because of the continuity of care. There is 

evidence that this can lead to improved outcomes for patients with MUS, when combined 

with mixed cognitive–behavioral and pharmacological treatments provided by trained 

family physicians. 

Key points 

Patients commonly present medically unexplained symptoms (MUS) in primary care. 

• MUS can be understood from different perspectives, including as psychiatric disorders, 

as functional somatic problems, and as difficulties arising from dysfunctional doctor–

patient communication and entrenched cultural beliefs about the relationship of 

mind and body. 

• Many presentations of MUS are simple and self-limiting. 

• It is important for doctors to avoid communication and intervention strategies that 

exacerbate or perpetuate MUS. 

• For patients with persistent MUS, a stepped-care approach can offer practical 

solutions. 

• Successful primary care consultations with patients with MUS contain three  key 

elements: alliance, exculpation, and convincing explanation. 

• Training in reattribution enhances GP skills in doctor–patient communication, and 

increases patient satisfaction with care; however, it is unclear whether reattribution 

leads to improved health or functional outcomes for patients with persistent MUS. 

• Collaborative models of care, including targeted psychological and pharmacological 

interventions, can be effective in severe cases. 



Clinical Practice Guidelines for Management of Common Mental Disorders in Primary Health Care –WHO-Gaza 2010 17 

Clinical Practice Guidelines for Management of Common Mental Disorders in Primary Health Care 

Early Detection of Psychosis 

Importance of Early Detection 
Psychosis is one of the most serious conditions that can affect a young person: 

• Suicide – 10% lifetime risk; usually within first 5 yrs; highest risk at 1st relapse 
• 88% end up with NO job – a path to social exclusion 

Its first appearance can be bewildering for an individual. As GPs we are often the first point 
of contact with a health  professional. 
There is overwhelming evidence for the benefits of intervening early in the illness: 

• Suicide risk is halved  
• Over 50% will secure a job 
• If caught very early, it is possible to delay or, better, prevent the onset of a 
disabling psychotic  illness. 

 
Stages of psychosis 
 

 Symptoms of psychotic illness are often preceded by a lengthy prodrome, often 

lasting for years. The prodromal focus is the frontier for clinical research in early 

intervention and is becoming a possible therapeutic focus for the first time. 

 Psychotic symptoms become apparent in the acute phase, which may include a brief 

initial crisis lasting days or weeks, or a late behavioral crisis may trigger entry to care 

following a prolonged period of untreated psychosis.  

 Recovery should be expected following an acute episode of psychosis. The recovery 

process may take some time – usually months. Symptomatic recovery is more easily 

achieved than social or  functional recovery in the short term.   

 Once recovery has occurred, the individual often enters a phase of relative stability. 

Depending on the underlying cause of the initial episode, there may be a risk of 

acute psychosis recurring, especially during the critical period of the first 2–5 years 

post-onset. 

 
Who is at risk? 
Psychosis is about as common as insulin dependent diabetes. Previously we relied on family 
history to alert us to risk. Yet only a small proportion of those with psychosis have an 
immediate family member with psychosis. 
But we now know: 

• The life time risk of psychosis is 3 in 100 
It usually starts when young: 

• 80% aged between 16 – 30 
• 5% are aged 15 or less 

It is about 3 times more common for those living in inner city areas Prolonged Cannabis use 
increases the risk of developing psychosis Awareness of those at most risk combined with 
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sensitivity to the earliest symptoms can allow us to predict individuals with 30 - 40% chance 
of developing psychosis. 
 
Early symptoms which are often difficult to define or indeed uncover may include: 

• poor sleep, panic, mood changes 
• social withdrawal, isolation, loss of job, broken relationships. 
• early psychotic thinking such as suspicion, mistrust or perceptual changes. 

 
Key learning points 

1.  Psychosis is usually heralded by a gradual 
deterioration in intellectual and social functioning 

 
2. GP recognition of early changes, clinical intuition 

and acting on family concerns are the key to early 
detection 

 
Ask yourself: “Would I be surprised if this turned out 

to be psychosis within the next 6 months?” 
 

Management in Primary Health Care: 
Rule out physical conditions: 

• Drug withdrawal states 
• Liver function disorders 
• Systemic infections 
• Nutritional deficiencies 
• CNS abnormalities 
• Metabolic disorders 

 
Seek specific evidence of psychotic thinking. 
The sort of questions could include: 

• Have you felt that something odd might be going on that you cannot explain? 
• Have you been feeling that people are talking about you, watching you or giving you a 

hard time for no reason? 
• Have you been feeling, seeing or hearing things that others cannot? 
• Have you felt especially important in some way, or that you have powers that let you do 

things which other cannot?  
 
The presence of any of these symptoms in a distressed young person should lead you to 
seek specialist advice and assessment for potential psychosis. 
 
Risk Assessment: 
Assess for risk, given the frequency of self harm in this early phase (less commonly of harm 
to others). Evidence of such risk demands urgent action. 
Suicide 
Violence 
 
Referral to Specialized Mental Health Services: 
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Prompt assessment by services specialized in Early Intervention in Psychosis should ensure 

these young people and families get the right help at the right time.
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Clinical Practice Guidelines for Management of Common Mental Disorders in Primary Health Care 

Patient Psychoeducation 

 
General Facts 

Depression is a very common, yet highly treatable, medical illness that can affect anyone. About 1 of 

every 20 Americans get depressed every year. Depression is not a character flaw, nor is it a sign of 

personal weakness. 

Depression is a treatable medical illness. Unfortunately, many persons with depression do not tell 

their clinician how they are feeling. This is very regrettable since effective treatments are available for 

depression, and most people with depression can begin to feel better in several weeks when they are 

adequately treated. 

Talking with a clinician about how they are feeling is the depressed person’s first important step 

toward getting better. 

 
What is Depression? 

Depression isn’t just feeling “down in the dumps”. It is more than feeling sad following a loss or 

hassled by hard times. Depression is a medical disorder (just like diabetes and high blood pressure are 

medical disorders) that affects your thoughts, feelings, physical health and behaviors. People with 

major depression experience a number of symptoms all day, nearly every day, for at least 2 weeks. 

Symptoms of depression include: 

• Feeling sad, blue, or down in the dumps 

• Loss of interest in things you usually enjoy 

• Feeling slowed down or restless 

• Having trouble sleeping or sleeping too much 

• Loss of energy or feeling tired all the time 

• Having an increase or decrease in appetite or weight 

• Having problems concentrating, thinking, remembering, or making decisions 

• Feeling worthless or guilty 

• Having thoughts of death or suicide 

 
If I’m Depressed, What Can Be Done About It? 

The good news is that depression is treatable. Your primary care clinician can effectively treat 

depression by supportive counseling, prescribing an antidepressant medication and/or referring 

depressed persons to a mental health specialist for counseling. Talking with your clinician about how 

you are feeling is a very important first step. You can further help your clinician treat you most 

effectively by participating actively in treatment by (a) asking questions and (b) following through 

with the treatment that both you and your clinician decide is best for you. 

 

Quick Facts about Antidepressant Medications 

• Antidepressant medications work by helping to correct an imbalance of chemicals in the brain. 

• Antidepressant medications are not addictive or habit forming; they are not uppers; and they are 

not tranquilizers. 

 

Treating Depression with Antidepressant Medications 

Your clinician will consider several factors in selecting an appropriate antidepressant medication for 

you from the many that are available. Most people respond well to medication. Some antidepressant 

medications are started at low doses to allow your body time to adapt; your clinician will then 

gradually increase the dose until you begin to feel better. After about 3-6 weeks of taking 

antidepressant medications, most people with depression begin to feel more like their usual self. It 

may take time for you and your clinician to find the medication that works best for you with the 

least number of side effects. 
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It is very important that you continue to take the medication exactly as the clinician 

prescribed even if you feel better. For the first 6-8 weeks after you begin treatment, your clinician 

will want to see you often (possibly every week) to check how much and how often you take the 

medication, to watch for and address any side effects you may experience, and to see how the 

medication is working on your depression. If your depression is significantly improved after 12 

weeks, you will continue taking the medication for an additional 4-9 months to prevent your 

depression from returning. People who have had 2 or more previous episodes of depression may need 

to continue taking their medication for longer periods. 

 

What Can You Do to Help Your Clinician Treat Your Depression With Medication? 

• Keep all of your appointments. 

• Speak to your clinician about questions or concerns you have about the medication. 

• Take the medication exactly as your clinician prescribes. 

• Tell your clinician immediately about any side effects you have to the medication. 

• Tell your clinician how the medication is working (e.g., whether you are feeling better or worse). 
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FREQUENTLY ASKED QUESTIONS ABOUT ANTIDEPRESSANT MEDICATION 

 

How do antidepressants work? 

Antidepressants help restore the correct balance of important chemicals (called neurotransmitters) in 

the brain that affect a person’s mood. 

 

Are antidepressants addictive? 

No, absolutely not. Antidepressants are not addictive or habit-forming, and they do not provide a 

“high”. 

 

Will I get better if I take the antidepressant? 

Between 50% and 80% of people with depression recover completely with an adequate trial of 

medication. If you do not feel better after taking an adequate trial of one antidepressant, there is an 

excellent chance that you will respond more favorably to a different antidepressant. 

 

How long will the antidepressant medication take to work? 

People with depression usually start to feel better after taking an antidepressant medication for two to 

six weeks. In many cases, sleep and appetite improve first. It may take a little longer for your mood 

and energy to improve. If the depression is not improved after about six weeks, your clinician may 

want to increase the dose of the medication you are taking or switch you to another antidepressant. 

 

How long will I have to take the antidepressant? 

Once you have completely recovered from your depressive episode, you should stay on the 

medication for 

another four to nine months to prevent your depression from returning. Some people who have had 

previous episodes of depression should stay on antidepressant medication for longer periods of time to 

prevent new episodes of depression. 

 

What should I do if I forget to take a dose of the medication? 

Do not take a double dose to correct for the dose you forgot without asking your clinician. Take your 

next dose at the regular time. 

 

Should I drink alcohol when I’m taking an antidepressant medication? 

Alcoholic beverages can produce side effects in some persons taking antidepressants. Therefore, if 

you intend to have any alcohol-containing drinks while taking antidepressants, it is important you 

discuss this with your clinician. 

 

Is it safe to take antidepressants with other medications? 

In general, antidepressants can be taken safely with other medications. However, it is very important 

for you to tell your clinician exactly which other medications you are taking (including over-the-

counter medications) so s/he can assure that there are no potentially dangerous interactions. 
 

Can I stop taking the medication once I start feeling better? 

No. You should not stop taking the medication without first talking with your clinician. If you stop 

taking the medication too soon, you would be at high risk for having your depression return. In 

addition, some medications must be stopped gradually to give your body time to adjust. In most cases, 

you should expect to continue taking the medication for four to nine months after all of your 

depressive symptoms have gone away. 

 

My problem is inability to sleep. How can an antidepressant help with this? 

In many cases, poor sleep is a primary symptom of depression. Once the depression lifts, sleep 

improves as well. Some antidepressants can help restore normal sleep, even in people who do not 

have depression. They are advantageous over other sleeping pills in that they are not habit-forming, 

and they usually do not impair concentration or coordination. 
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I have a problem with pain. How can an antidepressant help with this? 

Some antidepressants have been shown to be successful (even in the absence of major depression) in a 

number of pain conditions such as diabetic neuropathy, postherpetic neuralgia, and phantom limb 

pain. Antidepressants may also help restore normal sleep and 'reverse' a vicious cycle of pain and poor 

sleep. 

 

I have low energy and feel tired a lot of the time. How can an antidepressant help with this? 

Low energy and fatigue commonly occur in people with depression. Once the depression improves, 

their energy starts to return as well. Antidepressants can help restore energy in patients who are 

depressed. With successful treatment, patients will feel less tired and more able to do their usual 

activities. 

 

I have a lot of stress in my life. How can an antidepressant help with this? 

Life stress can cause or worsen the symptoms of depression. The depression can then worsen the 

impact of stress (such as work stress, family problems, physical disabilities or financial worries) and 

your ability to cope with them. Treating depression can help some patients break out of this vicious 

circle. 

 

My problem is anxiety or panic attacks, not depression. How can antidepressants help? 

In many cases, anxiety is a by-product of depression. Once the depression lifts, the anxiety improves 

as well. Some antidepressant medications are also among the most effective medical treatments for 

anxiety disorders, including panic disorder and generalized anxiety disorder. 

 

Are there any dangerous side effects? 

Side effects from antidepressants are usually mild. You should ask your clinician what to expect and 

what to do if you have a problem. 

In many cases, your body will get used to the medication and you won't be bothered with the side 

effect for long. In other cases, you clinician may suggest that you lower the dose, add another 

medication, or change to another antidepressant. If used properly, there are no dangerous or life-

threatening side effects. 
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Problem Solving Therapy 

What is Problem-Solving Therapy? 

PST is an evidenced-based, cognitive-behavioral clinical intervention, geared to foster the adoption 

and effective application of adaptive problem-solving attitudes and skills. The general aim of PST is 

to reduce psychopathology, enhance psychological and behavioral functioning, and to optimize 

one’s overall quality-of-life. Originally outlined by D’Zurilla and Goldfried (1971), the theory and 

practice of PST has been refined and revised over the years by D’Zurilla, Nezu, and their associates 

(D’Zurilla & Nezu, 2007; D’Zurilla, Nezu, & Maydeu-Olivares, 2002; Nezu, 2004; Nezu, Nezu, & 

D’Zurilla, 2007; Nezu, Nezu, Friedman, Faddis, & Houts, 1998; Nezu, Nezu, & Perri, 1989). Based on 

scores of randomized controlled trials (RCT) conducted by researchers around the world during the 

past several decades, PST has proven to be an effective treatment for a highly diverse population of 

adolescents and adults with a wide range of psychological, behavioral, and health disorders. 

According to contemporary SPS theory, problem-solving outcomes are conceptualized as being 

largely determined by two general, but partially independent, dimensions: (a) problem orientation, 

and (b) problem-solving style.  

Problem Orientation 

Problem orientation (PO) is the set of relatively stable cognitive-affective schemas that represent a 

person’s generalized beliefs, attitudes, and emotional reactions about problems in living and one’s 

ability to successfully cope with such problems. One’s problem orientation can be either positive or 

negative. A positive problem orientation involves the tendency to appraise problems as challenges, 

be optimistic in believing that problems are solvable, have confidence in one’s own ability to solve 

problems, understand that successful problem solving can involve significant effort, and view 

negative emotions as an integral part of the process that can ultimately be helpful in coping with 

stressful problems. 

Conversely, a negative problem orientation is one that involves the tendency to view problems as 

threats, expect problems to be generally unsolvable, have doubts about one’s ability to solve 

problems successfully, and become especially frustrated and upset when faced with problems or 

confronted with negative emotions. As implied by its description, problem orientation serves a 

motivational function. For example, a positive orientation can engender positive affect and approach 

motivation, which in turn can facilitate later adaptive problem-solving efforts (e.g., willingness to 

attend to difficult situations rather than avoid them). Conversely, a negative orientation can foster 

negative affect (e.g., depressive symptoms and avoidance motivation), which can later serve to 

inhibit subsequent problem-solving attempts.  

Problem Solving Style 

The second major dimension, problem-solving style, refers to the core cognitive-behavioral activities 

that people engage in when attempting to cope with problems in living. There are three differing 

styles that have been identified— one of which is adaptive, whereas the remaining two reflect 

maladaptive ways of coping.  
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Rational problem solving is the constructive problem-solving style that involves the systematic and 

planful application of specific skills, each of which makes a distinct contribution toward the 

discovery of an adaptive solution or coping response. This style encompasses four specific 

skills: (a) defining a problem (i.e., delineating a realistic problemsolving goal and identifying 

those obstacles that prevent one from reaching them), (b) generating alternative solution 

ideas (i.e., producing a range of possible solution strategies using various brainstorming 

principles), (c) decision making (i.e., predicting the likely consequences of the differing 

solution ideas in order to conduct a cost-benefit analysis that informs the decision-making 

process), and (d) implementing and evaluating the solution plan (i.e., monitoring and 

evaluating the consequences after a solution is carried out and determining whether one’s 

problem-solving efforts have been successful or needs to continue). 

In contrast, the two other problem-solving styles are dysfunctional or maladaptive in nature. In 

general, both styles can lead to ineffective or unsuccessful problem resolution. In fact, they 

are likely to worsen existing problems or even create new ones.  

An impulsivity/carelessness style involves the generalized response pattern characterized by 

impulsive, hurried, and careless attempts at problem resolution. Although the individual high 

on this dimension actively attempts to apply various strategies to address problems, such 

attempts are narrow, hurried, and incomplete. For example, a person with this style is likely 

to consider only a few solution alternatives, often impulsively implementing the first idea 

that comes to mind. In addition, the narrow range of options and their consequences are 

scanned quickly, carelessly, and unsystematically. 

Avoidance is a second general maladaptive problem-solving style, this one characterized by 

procrastination, passivity, and over-dependence on others to provide solutions. Individuals 

high on this dimension generally avoid problems rather than confronting them “head on,” 

wait for problems to resolve themselves, and attempt to shift the responsibility for solving 

one’s problems to other people. 

In essence, through psychoeducation, guided discussion, interactive problem-solving exercises, and 

motivational homework assignments, PST helps individuals to (a) adopt a more realistically 

optimistic view of coping, (b) better understand the role of negative emotions and how they impact 

coping effectiveness, and (c) create, implement, and monitor a solution action plan geared to reduce 

psychological distress and enhance well-being. 

Using PST in practice 

Problem solving therapy is a skill that GPs can easily learn and confidently use, as it builds upon the 

counselling and consulting skills many GPs already have. It requires little ongoing supervision, fits 

within the time constraints of current Australian general practice, and requires between 2–6 visits.8 

The sequential stages of PST, as they might be applied in general practice, are described in Table. 

Problem solving therapy is a useful approach with broad therapeutic application. In the context of 

depression it is useful for patients overwhelmed by multiple life problems who want a  

nonpharmacotherapeutic treatment approach. It makes it easier for such patients to re-engage in 

processes to address these difficulties.8 General practitioners will be familiar with the common 

problems affecting such patients including: 
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• relationship conflicts 

• financial stress 

• employment uncertainties 

• difficulties with children, and 

• social isolation. 

In clinical practice, patients may select more than one goal and more than one solution. A key role of 

the GP is to assist the patient in deciding which goal and which solution to work with first. 
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Problem Solving Stages 

PST stage  Clinician actions  Additional notes  

Introduction  • Briefly explain the aims and stages of PST  

• If needed, discuss the following with the 

patient:  

– symptoms may be caused by life problems, 

which, if resolved, may improve symptoms  

– PST is an organised way to approach many life 

problems  

The patient may need assistance recognising:  

• psychological (emotional) symptoms  

• that PST requires active patient involvement to 

be effective  

Problem  • Ask the patient to list current problems • Ask 

the patient which problem they want to start 

with today  

If the problem is large and complex, the patient 

may need to be encouraged to reduce it to a 

number of smaller problems  

 • Encourage the patient to discuss that problem, 

clarifying it for them and the GP • If needed ask 

further clarifying questions  

If the problem is unclear to the GP, it may also be 

unclear to the patient  

Goal  • Ask the patient what they want to achieve • 

Encourage SMART goals:  

– specific – relevant 

– measurable – timely 

– achievable 

 

If the overall goal has longer time frame, 

encourage short term interim goals achievable 

before next consultation  

Generating 

solution  

• Ask the patient to brainstorm as many 

solutions as possible  

The more solutions considered the greater the 

chance of successful resolution  

Choosing 

solution  

• Ask the patient to consider the pros and cons 

of each potential solution  

• Encourage the patient to consider if solution 

will achieve their goal  

The patient may need to be encouraged to work 

through pros and cons  

 

Implementing 

solution  

(homework)  

• Encourage the patient to describe their plan to 

implement solution  

• Ensure both patient and GP are clear about 

details of plan  

Solutions implemented before next consultation 

are often more effective  

Review  

(at beginning  

of next 

consultation)  

1–2 weeks  

• Ask the patient how they got on  

• Explore patient’s symptoms  

• Discuss further action, including changes to 

solution  

• If appropriate discuss other problems to be  

addressed  

Encourage successes  
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Difficulties using PST 

A number of difficulties, along with solutions to these difficulties, have emerged from the 

experiences of both Australian GPs' and other health professionals' use of PST. These solutions are 

discussed in the Table below. They should be seen as suggestions only, not as prescriptive answers 

and considered by each GP in the context of their own clinical setting and experience. 

 
Clinical difficulties  Potential solutions for GPs to use  

Problem is unclear/vague  Ask the patient to describe the problem in a single sentence  

Problem appears very complex  Suggest the patient breaks the problem into a number of smaller problems  

Unrealistic problem  

(loss of perspective)  

Consider other cognitive interventions – PST may not be the best  

approach  

Goals not clear (may be contributed 

to by having moved directly from 

problem to solution)  

Ask the patient to pause and define goal(s)  

Do not assume you know what the patient wants to achieve  

The patient can’t think of any 

solutions (brainstorming)  

(patient may say ‘If I knew the  

answer I would not have come’)  

Ask the patient some probe questions to help get them started considering 

possible solutions  

The patient’s solution is very  

unlikely to be achieved  

Ask the patient probe questions to help him/her recognise this  

difficulty  

The patient's plan is vague  Ask the patient to describe in detail what they will do – ask for  

more specific detail if required  

The patient reports at review  

consultation that the solution did 

not work  

Support the patient, encourage consideration of other solutions  

(skills learned are often more valuable than immediate outcome)  

GP concerns  

‘Using PST will take too long’  

Possible solution  

Try using PST; see how long it takes  

(the structure PST adds may have a positive rather than negative  

impact on consultation time)  

‘I haven’t the skills to use PST…  

I’m not a psychologist’  

Develop your existing skills with training and rehearsal  

(ideally with an actor or role play consultations)  
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Problem solving style questionnaire 

1 not true at all 2 somewhat true 3 moderately true 4 true 5 very true 

 

Positive attitude   5 + 8 + 15 + 23 + 25  

Rational problem solving:  2+9+12+17+18 

Careless/impulsive:   4+13+20+22+24 

Negative:     1+3+7+11+16 

Avoidant:    6+10+14+19+21 

1 I feel afraid when I have an important problem to solve 1   2   3   4   5 

2 When I make a decision I think carefully about my options 1   2   3   4   5 

3 I get nervous and unsure of myself when I have an important decision 1   2   3   4   5 

4 When my first attempt to solve a problem fails, I give up quickly, because finding a solution is 

so difficult 

1   2   3   4   5 

5 Sometimes even difficult problems can have a way of moving my life forward 1   2   3   4   5 

6 If I avoid problems, they will generally take care of themselves 1   2   3   4   5 

7 When I am unsuccessful at solving a problem, I get very frustrated 1   2   3   4   5 

8 If I work at it. I can learn to solve difficult problems effectively 1   2   3   4   5 

9 When faced with a problem, before deciding what to do, I carefully try to understand why it is 

a problem by sorting it out, breaking it down, and defining it. 

1   2   3   4   5 

10  I try to do anything I can in order to avoid problems in my life 1   2   3   4   5 

11 Difficult problems make me very emotional 1   2   3   4   5 

12 When I have a decision to mak, I take time and try and predict the positive and negative 

consequences of each possible option before I act 

1   2   3   4   5 

13 When I am trying to solve a problem, I often rely on instinct with the first good idea that comes 

to mind 

1   2   3   4   5 

14 When I am upset, I just want to run away and be left alone 1   2   3   4   5 

15 I can make important decisions on my own 1   2   3   4   5 

16 I frequently react before I have all the facts about a problem 1   2   3   4   5 

17 After coming up with an ideaof how to solve a problem work out a planto carry it out 

successfully 

1   2   3   4   5 

18 I am very creative about coming up with ideas when solving problems 1   2   3   4   5 

19 I spend more time worrying about problems than actually solving them 1   2   3   4   5 

20 May goal for solving problems is to stop negative feelings as quick as I can. 1   2   3   4   5 

21 I try to avoid any trouble with others in order to keep problems to a minimum 1   2   3   4   5 

22 When someone upsets me or hurts my feelings, I always react the same way 1   2   3   4   5 

23 When I am trying to figure out a problem, it helps me to stick to the facts of the situation 1   2   3   4   5 

24 In my opinion, being systematic and planful with personal problems seems too cold or 

“business-like” 

1   2   3   4   5 

25 I understand that emotions, even bad ones, can actually be helpful to my efforts 1   2   3   4   5 
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Antidepressant* 

Therapeutic 

Dose Range 

(mg/day) 

Initial Suggested 

Dose** 
Titration Schedule Advantages Disadvantages 

Selective Serotonin Reuptake Inhibitors (SSRIs)  
Citalopram  

(Celexa)  

20 – 40  20 mg in morning with  

food (10 mg in elderly  

or those with panic  

disorder)  

Maintain initial dose for 4  

weeks before dose increase.  

If no response, increase in 10  

mg increments every 7 days  

as tolerated.  

Helpful for anxiety  

disorders. Few drug  

interactions. Generic  

available.  

 

Escitalopram  

(Lexapro)  

10 – 30 mg  10 mg for escitalopram  Increase to 20 mg if partial  

response after 4-weeks  

More potent s-enantiomer  

of citalopram, 10 mg dose 

effective for most. FDA  

labeling for general anxiety 

disorder. Reduces all three 

symptom groups of PTSD.  

More expensive than  

citalopram.  

Fluoxetine  

(Prozac)  

10 – 80  20 mg in the morning  

with food (10 mg in  

elderly and those with  

comorbid panic  

disorder)  

Maintain 20 mg for 4-6  

weeks and 30 mg for 2-4  

weeks before additional dose  

increases. Increase in 10 mg  

increments at 7-day  

intervals. If significant side  

effects occur within 7 days,  

lower dose or change  

medication.  

Helpful for anxiety  

disorders. Long half-life  

good for poor adherence,  

missed doses; less  

frequent discontinuation  

symptoms. Reduces all  

three symptom groups of  

PTSD.  

Generic available.  

Slower to reach steady 

state and eliminate when  

discontinued.  

Sometimes too stimulating.  

Active metabolite has half- 

life ~10 days and renal  

elimination. Inhibitor of  

cytochrome P450 2D6 and  

3A4. Use cautiously in the 

elderly and others taking 

multiple medications.  
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(Paxil CR)  25 – 62.5 (50 in 

elderly)  

25 mg daily (12.5 mg in 

elderly and those with 

panic disorder)  
Increase by 12.5 mg at weekly 

intervals, maintain 25 mg for 4 

weeks before dose increase  

May cause less nausea and 

GI distress.  

Generic not available  

Sertraline (Zoloft)  25 – 200  50 mg once daily, usually 

in the morning with food 

(25 mg for elderly)  

Maintain 50 mg for 4 weeks. 

Increase in 25-50 mg 

increments at 7-day intervals as 

tolerated. Maintain 100 mg for 

4 weeks before next dose 

increase.  

FDA labeling for anxiety 

disorders including PTSD. 

Safety shown post MI. 

Generic available  

Weak inhibitor of CYP2D6 – 

drug interactions less likely.  

Serotonin and Norepinephrine Antagonist  
Mirtazapine (Remeron)  15 – 45  15 mg at bedtime  Increase in 15 mg increments 

(7.5 mg in elderly) as tolerated. 

Maintain 30 mg for 4 weeks 

before further  

dose increase.  

Few drug interactions. Less 

or no sexual dysfunction. 

Less sedation as dose 

increases.  

May stimulate appetite. 

Generic available  

Sedation at low doses only 

(<15 mg). Weight gain due to 

appetite stimulation.  

 

Tricyclic Antidepressants: Secondary Amines 
Desipramine‡  

(Norpramin)  

100 – 300  

(25 – 100 in  

elderly)  

50 mg in the morning  

(10 or 25 mg elderly)  

Increase by 25 to 50 mg  

every 3 to 7 days to initial  

target dose of 150 mg (75 or  

100 mg elderly) for 4 weeks.  

Target serum concentration:  

>115 ng/mL  

More effect on  

Norepinephrine than  

serotonin. Effective for  

diabetic neuropathy and  

neuropathic pain.  

Compliance and effective  

dose can be verified by  

serum concentration.  

Generic available.  

Can be stimulating, but  

sedating to some patients.  

Anticholinergic, cardiac,  

and hypotensive (less than  

tertiary amines); caution in  

patients with BPH or  

cardiac conduction disorder  

or CHF  
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Nortriptyline‡  

(Pamelor)  

25 – 100  25 mg (10 mg in  

elderly) in the evening  

Increase in 10-25 mg  

increments every 5-7 days as  

tolerated to 75 mg/day.  

Obtain serum concentration  

after 4 weeks; target range:  

50-150 ng/mL.  

Less orthostatic  

hypotension than other  

tricyclics. Compliance  

and effective dose can be  

verified by serum  

concentration.  

Generic available  

Anticholinergic, cardiac,  

and hypotensive (less than  

tertiary amines); caution in  

patients with BPH or  

cardiac conduction disorder  

or CHF  

 

*There are more antidepressants than those listed in this table. However, this list provides a reasonable variety of drugs that have different side effects and act 

by different neurotransmitter mechanisms. The January 29, 2009, issue of The Lancet includes a meta-analysis and an editorial concluding that sertraline 

offers the best balance among efficacy, acceptability, and costs compared to 11 other agents.1,2,3 

 

Treatment of Parkinson’s disease may include selegiline (Eldepryl), which is a selective monoamine oxidase inhibitor (MAOI) at low doses only. 

Because the use of many antidepressants is contraindicated in conjunction with a nonselective MAOI, caution with or discontinuation of Eldepryl may be in 

order. Selegiline is also available as a higher dose and nonselective, transdermal patch (Emsam) approved for the treatment of major depressive disorder. 

 

**For SSRIs, venlafaxine, and the tricyclic antidepressants, start at the beginning of the therapeutic dosing range. If side effects are bothersome, reduce the 

dose and increase slower. In the elderly, the debilitated or those sensitive to medications, start lower. For all antidepressants, allow four weeks at a 

therapeutic dose, then assess for response. If only partial or slight response but well tolerated, then increase the dose. If no response, worse symptoms, or 

intolerable side effects, switch antidepressants. 

For treatment of depression in pregnancy, TCAs and SSRIs (particularly fluoxetine) are generally the agents of choice. However, the SSRIs have been 

associated with persistent newborn pulmonary hypertension with maternal use after 20 weeks of gestation, a slight decrease in gestational age, lower birth 

weight, and neonatal withdrawal or adaptation syndrome. Paroxetine has been associated with first-trimester cardiovascular malformations (ventricular and 

atrial septal defects); hence the use of paroxetine should be avoided during the first trimester. TCAs have been associated with neonatal withdrawal 

symptoms and anticholinergic adverse effects. There are insufficient data about other newer antidepressants, although there may be a link between bupropion 

and spontaneous abortion 

For women planning to breast feed, an antidepressant with the lowest excretion into breast milk, i.e., lowest infant serum concentrations and fewer adverse 

reactions, should be considered. These include sertraline, paroxetine and nortriptyline. Citalopram and fluoxetine have the highest concentrations in breast 

milk and more reports of infant adverse effects. A 40% decrease in breast milk concentration can be achieved by switching to escitalopram at 25% of the 

citalopram dose. Venlafaxine is detectable in the serum and associated with less weight gain in breast-fed infants. Less information is available about 

burpropion, mirtazepine and trazodone, although the concentrations in breast milk infant serum are low. The TCAs are nearly undetectable in infant plasma 

concentrations and low concentrations are found in breast milk but have less advantageous side effect profiles. 

 

†Avoid bupropion in patients with a history of seizures, eating disorders, significant central nervous system lesions, or recent head trauma. 
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‡Tricyclic antidepressants (TCAs) have lower costs but somewhat higher discontinuation rates compared to SSRIs and second generation antidepressants due 

to side effects. The TCAs are more lethal in overdose than SSRIs. TCAs may be contraindicated in patients with certain physical comorbidities such as 

recent myocardial infarction, cardiac conduction defects, urinary retention, narrow angle glaucoma, orthostatic hypotension, and cognitive impairment. 

 


