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Purpose
The purpose of this guideline is to provide a summary of current
New Zealand and overseas evidence about the identification of
common mental disorders and the management of depression
among young people and adults in the primary care setting.
Among young people the focus is largely on adolescents as they
are the most vulnerable.
The guideline has been developed for health care practitioners
in primary care, and for health service provider organisations
and funders.
The guideline identifies evidence-based practice for most
people, in most circumstances. It thus forms the basis for
decision-making by the health care practitioner in discussion
with the person in developing an individualised care plan.

Identification of Common Mental Disorders and Management of Depression in Primary Care

v

About the guideline
Foreword
The New Zealand Guidelines Group Incorporated (NZGG) is a not-for-profit
non-governmental organisation committed to leading the effective use of reliable
evidence in the New Zealand health and disability sector. One way it shows
leadership is through the production of evidence-based guidelines.
Our guidelines are developed from systematic reviews of international literature.
The evidence is placed within the New Zealand context, so that recommendations
on best practice can be implemented by all people affected by the guideline,
whether they are practitioners, consumers or policy makers.

Scope of the guideline
This guideline addresses the identification of common mental disorders and the
management of depression in primary care in all age groups. Special issues pertaining
to older adults and mental disorders in the antenatal and postnatal period are also
addressed. Among young people the focus is largely on adolescents as the prevalence
of mental disorders is high in this group.
The guideline does not detail the management of common mental disorders other
than depression. It is intended for use by all health care practitioners practising in
a primary care setting, including general practitioners, practice nurses, midwives,
counsellors, nurse practitioners, psychologists, psychotherapists, social workers and
school nurses. While the guideline is intended to inform development of service
frameworks, it does not make specific recommendations in this area.
In this guideline, the term depression is used as shorthand for a disorder meeting
the Diagnostic and Statistical Manual of Mental Disorders (DSM) or the International
Statistical Classification of Diseases and Related Health Problems (ICD) diagnostic
criteria for major depression/major depressive episode. Depressive disorder is used
to refer to a condition meeting DSM or ICD diagnostic criteria for a depressive
disorder (eg, major depression, dysthymia, postnatal depression).
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Treaty of Waitangi
The New Zealand Guidelines Group acknowledges the importance of the Treaty
of Waitangi to New Zealand, and considers the treaty principles of partnership,
participation and protection as central to improving Mäori health. As part of its
commitment to the Treaty, NZGG explicitly involves Mäori consumers and health care
practitioners in all its work. This guideline seeks to promote clinical practice that will
protect and improve Mäori mental health. Mäori collaboration in the development
of the guideline is described in the guideline development process section.

Guideline development process
The New Zealand Guidelines Group convened a Guideline Development Team (GDT)
in October 2006. GDT members were nominated by a variety of stakeholder groups
and are acknowledged in the next section.
The GDT identified key issues and developed clinical questions to be addressed
by this guideline, taking into account parameters specified by the Ministry of Health.
To answer the clinical questions, NZGG’s researchers undertook a systematic literature
review of the evidence, appraised the studies for quality and summarised the results.
(see Appendix A: Guideline Development Process for further details).
The results were presented to the GDT in the form of evidence tables (the search
strategy and evidence tables are available online at http://www.nzgg.org.nz). The
GDT discussed the evidence and developed graded recommendations suitable for
the New Zealand context, using the considered judgment process (see Appendix B:
Evidence and Recommendation Grading System).
The guideline text was drafted by the project team with contributions from members
of the GDT, based upon the agreed recommendations. Mäori-specific content was
drafted with the help of the two Mäori members of the GDT, who met with members
of the research team to discuss the final draft, and with the perspectives of Mäori
members of the NZGG Board of Directors.
The guideline was finalised after accounting for feedback received at consultation.
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Summary
Key messages
• Mental disorders are common in primary care and are a major cause of disability
• All assessment, support and treatment of mental disorders in primary care should
be culturally appropriate
• Routine psychosocial assessment is the key to improving the recognition of common
mental disorders
• The use of verbal 2–3 question screening tools is recommended as a support for
clinical assessment, when targeting adults at high risk for common mental disorders
• A high index of suspicion is needed for substance use disorder which is common
but often hard to recognise as it is relatively less disabling than other mental
disorders
• Most young people and adults with depression can be managed within primary
care using a ‘stepped care’ approach. A good outcome depends on partnership
between the patient and practitioner and on provision of active treatment and
support for a sufficient length of time
• Planned treatment for depression should reflect the individual’s values and
preferences and the risks and benefits of different treatment options
• Use of self-management strategies for depression should be encouraged and
supported by practitioners
• Psychological and pharmacological therapies are equally effective for treating
adults with moderate depression, on the basis of current evidence
• Brief psychological interventions for depression such as structured problem-solving
therapy should be available in the primary care setting
• Where antidepressant therapy is planned, selective serotonin reuptake inhibitors
are first-line treatment, with few exceptions
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Algorithm 1

Management of depression in ndjc\eZdeaZ in primary care
Immediate referral* 

Ndjc\eZghdcl^i]hjheZXiZYYZegZhh^dc

Refer at any stage if:
t TFSJPVTTVJDJEBMJOUFOU
t QTZDIPUJDTZNQUPNT
t TFWFSFTFMGOFHMFDU

8a^c^XVaVhhZhhbZcid[YZegZhh^dc

* Immediate referral:SFGFSSBMJTUPCF
NBEFCZUIFQSJNBSZDBSFQSBDUJUJPOFS
UIBUEBZXJUIUIFFYQFDUBUJPOPGB
TBNFEBZSFTQPOTFUPUIFSFGFSSBM

Immediate
Urgent

Urgent referral†

GZ[Zg

gZ[ZggVaidhZXdcYVgn
XVgZbZciVa]ZVai]
hZgk^XZh4

Refer at any stage if:
t TFWFSFEFQSFTTJPO
t QFSTJTUFOUTZNQUPNT
t QSPGPVOEIPQFMFTTOFTT
t PUIFSTFSJPVTNFOUBMPS
TVCTUBODFVTFEJTPSEFST
t TJHOJGJDBOUGVODUJPOBM
JNQBJSNFOU FH VOBCMFUP
EPNPTUEBJMZBDUJWJUJFT
t TVTQFDUFECJQPMBS
EJTPSEFS
†

Yes

No
6Xi^kZbVcV\ZbZci^ceg^bVgn
XVgZhZZcdiZh&VcY'

8a^c^XVagZVhhZhhbZciVi'¶)lZZ`h

Urgent referral:SFGFSSBMJTUPCFNBEF
CZUIFQSJNBSZDBSFQSBDUJUJPOFSXJUIJO
IPVST XJUIUIFFYQFDUBUJPOUIBU
UIFQFSTPOSFGFSSFEXJMMCFTFFOXJUIJO
7–10 EBZT PSTPPOFSEFQFOEJOHPO
TFDPOEBSZDBSFTFSWJDFBWBJMBCJMJUZ

Yes

GZVhhZhhbZci^cY^XViZh
^begdkZbZci4

No
Bdc^idg&¶'bdci]anWn
[VXZ"id"[VXZ$e]dcZ$ZbV^a$iZmi
jci^agZb^hh^dcd[
hnbeidbh$gZijgcid
cdgbVa[jcXi^dc

GZ[ZggVaidhZXdcYVgn
XVgZbZciVa]ZVai]
hZgk^XZh4hZZcdiZ(

Yes

No
Note 1

>ciZch^[nhjeedgid[[ZgV
ehnX]dad\^XVa^ciZgkZci^dcZ\!
higjXijgZYegdWaZb"hdak^c\i]ZgVen

*OJUJBMNBOBHFNFOUTIPVMEJODMVEF
BDUJWFMJTUFOJOH QSPCMFNJEFOUJGJDBUJPO 
BEWJDFBCPVUTJNQMFTFMGNBOBHFNFOU
TUSBUFHJFTBOEBDUJWFGPMMPXVQ
XFFLMZNPOJUPSJOHCZGBDFUPGBDF
QIPOFUFYUFNBJM 

Note 2
CPOTJEFS inWPMWJng sVQQPrt TFSWJDes
TVDI BTTDIPPM HVJEBODF DPVnTFMMPrs
PS GBNJMZ seSWJDeT

Note 3
ReWJeX XIFUIer refeSSBM is inEiDBUFE at
UIJT QPJOUHJWFO MBDL Pf JNQrPWFNent
Pr PUIer DPODFSOT

xvi

Yes

GZVhhZhhbZciVi+¶-
lZZ`hh]dlhhjWhiVci^Va
^begdkZbZci4

No
GZ[ZgidhZXdcYVgnXVgZ
bZciVa]ZVai]hZgk^XZh
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Summary

Algorithm 2

Management of depression in adults in primary care
Immediate referral* 
Refer at any stage if:
t serious suicidal intent
t QTZDIPUJDTZNQUPNT
t TFWFSFTFMGOFHMFDU

6Yjail^i]hjheZXiZYYZegZhh^dc

8a^c^XVaVhhZhhbZcid[
YZegZhh^dchZZcdiZ&

* Immediate referral: referral is to be
made by the primary care practitioner
that day with the expectation of a
same-day response to the referral
Immediate

Urgent referral†

Urgent

Refer at any stage if:
t TJHOJGJDBOUCVUOPU
immediate risk of harm
to self/others
t TVTQFDUFEOFXPOTFU
bipolar disorder
t USFBUNFOUSFTJTUBOU

Consider

†

Yes

GZ[Zg

gZ[ZggVaidhZXdcYVgn
XVgZbZciVa]ZVai]
hZgk^XZh4

No

Urgent referral: referral is to be made
by the primary care practitioner within
24 hours, with the expectation that
the person referred will be seen within
7–10 days, or sooner depending on
secondary care service availability

HZkZgZYZegZhh^dc4

Yes

HZZVa\dg^i]b'V
HZkZgZ

Consider referral
No

Refer at any stage if:
t DPNPSCJENFEJDBM
condition that impacts on
antidepressant use
t SFDVSSFOUEFQSFTTJPO
t atypical depression resistant
to initial treatment
t EJBHOPTUJDVODFSUBJOUZ

BdYZgViZYZegZhh^dc4

Yes

HZZVa\dg^i]b'W
BdYZgViZ

No
Note 1
Accurate assessment of acuity and severity is
important for appropriate management and
referral. In addition to the practitioner’s clinical
assessment, consideration should be given to
the use of assessment tools. Tools such as the
Patient Health Questionnaire for Depression
(PHQ-9) will enable the practitioner to
appropriately attribute the degree of severity.

B^aYYZegZhh^dc4

Yes

HZZVa\dg^i]b'X
B^aY

E=F".hXdgZ[dgBV_dg9ZegZhh^dc

PHQ-9 score
&%¶&)

Provisional diagnosis

B^aY YZegZhh^dc



&*¶&.

BdYZgViZ YZegZhh^dc

r '%

HZkZgZ YZegZhh^dc



* >cVYY^i^dc!fjZhi^dc&%VWdjiY^[[^XjainVildg`
dg]dbZdg\Zii^c\Vadc\l^i]di]Zghh]djaY
WZVchlZgZYViaZVhiºhdbZl]ViY^[[^Xjai»
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Algorithm 2a

Management of severe depression in adults in primary care
Immediate referral* 
Refer at any stage if:
t TFSJPVTTVJDJEBMJOUFOU
t QTZDIPUJDTZNQUPNT
t TFWFSFTFMGOFHMFDU
* Immediate referral:SFGFSSBMJTUPCF
NBEFCZUIFQSJNBSZDBSFQSBDUJUJPOFS
UIBUEBZXJUIUIFFYQFDUBUJPOPGB
TBNFEBZSFTQPOTFUPUIFSFGFSSBM

Urgent referral†

6YjaiY^V\cdhZYl^i]hZkZgZYZegZhh^dc

>c^i^VabVcV\ZbZci
 8dch^YZgXdchjai^c\ehnX]^Vig^hi
 8dbW^cVi^dci]ZgVen/VcVci^YZegZhhVci
hZZcdiZ&
 EAJHhigjXijgZYehnX]dad\^XVa^ciZgkZci^dc
Z\!87Idg>EI&+¶'%hZhh^dch
 8a^c^XVagZk^ZlVi&¶'lZZ`hidVhhZhh
egd\gZhhVcYhV[Zin
 Bdc^idghZZcdiZ&

Refer at any stage if:
t TJHOJGJDBOUCVUOPU
JNNFEJBUFSJTLPGIBSN
UPTFMGPUIFST
t TVTQFDUFEOFXPOTFU
CJQPMBSEJTPSEFS
t USFBUNFOUSFTJTUBOU
†

8a^c^XVaVhhZhhbZci
Vi(¶)lZZ`h^cY^XViZh
igZVibZcigZhedchZ4
hZZcdiZ'

Urgent referral:SFGFSSBMJTUPCFNBEF
CZUIFQSJNBSZDBSFQSBDUJUJPOFSXJUIJO
IPVST XJUIUIFFYQFDUBUJPOUIBU
UIFQFSTPOSFGFSSFEXJMMCFTFFOXJUIJO
7–10 EBZT PSTPPOFSEFQFOEJOHPO
TFDPOEBSZDBSFTFSWJDFBWBJMBCJMJUZ

Caution
Antidepressants should
be used with care in
pregnant women and
the frail elderly

Yes

No
8dch^YZg^ciZch^[n^c\!X]Vc\^c\dg
Vj\bZci^c\bZVhjgZhiV`ZcidYViZ

Consider referral
Refer at any stage if:
t DPNPSCJENFEJDBM
DPOEJUJPOUIBUJNQBDUTPO
BOUJEFQSFTTBOUVTF
t SFDVSSFOUEFQSFTTJPO
t BUZQJDBMEFQSFTTJPOSFTJTUBOU
UPJOJUJBMUSFBUNFOU
t EJBHOPTUJDVODFSUBJOUZ

HjWhiVci^Va^begdkZbZci
gZedgiZY4hZZcdiZ'

IgZVibZcigZh^hiVci4
hZZcdiZ(

Note 1: Monitoring after initiation of
an antidepressant

Note 2: Antidepressants

If at increased risk of suicide:

If only a partial response, consider increasing
the dose.

If not at increased risk of suicide:
review within 1–2 weeks, then monitor at least
2-weekly until clear improvement.

At 3–4 weeks

If no response or minimal response, or
unacceptable side effects, consider changing
antidepressant, or changing to or adding
a psychological therapy.
At 4–6 weeks
If the person has not responded to treatment,
consider increasing the dose, changing
antidepressant, or changing to or adding
a psychological therapy.
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Gdji^cZbVcV\ZbZci
l^i]^ceg^bVgnXVgZ

No

No

see at 1 week, monitor 1–2 weekly, preferably
face-to-face, until the risk is not significant,
then at least 2-weekly until clear improvement.

Yes
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Yes

GZ[ZgidhZXdcYVgnXVgZ

Antidepressants should normally be
continued for at least 6 months after
remission, to reduce the risk of relapse.

Note 3: Treatment resistance
Treatment resistance is defined as lack
of a satisfactory response after trial of
two antidepressants given sequentially at
an adequate dose for an adequate time
(with or without psychological therapy).

Summary

Algorithm 2b

Management of moderate depression in adults in primary care
Immediate referral* 

6YjaiY^V\cdhZYl^i]bdYZgViZYZegZhh^dc

Refer at any stage if:
t TFSJPVTTVJDJEBMJOUFOU
t QTZDIPUJDTZNQUPNT
t TFWFSFTFMGOFHMFDU

>c^i^VabVcV\ZbZci

 6Xi^kZhjeedgi!VYk^XZdcZmZgX^hZVcY
hZa["bVcV\ZbZci

Antidepressants should
be used with care in
pregnant women and
the frail elderly

 8dch^YZggZ[ZggVaidehnX]dhdX^Va
]Zae^c\V\ZcX^Zh

* Immediate referral:SFGFSSBMJTUPCF
NBEFCZUIFQSJNBSZDBSFQSBDUJUJPOFS
UIBUEBZXJUIUIFFYQFDUBUJPOPGB
TBNFEBZSFTQPOTFUPUIFSFGFSSBM

 EitherVcHHG>hZZcdiZ&
 orVehnX]dad\^XVai]ZgVenZ\!+¶-
hZhh^dchd[egdWaZb"hdak^c\i]ZgVendg
87IdkZg&%¶&'lZZ`h

Urgent referral†

 Bdc^idghZZcdiZ&VcY'

Refer at any stage if:
t TJHOJGJDBOUCVUOPU
JNNFEJBUFSJTLPGIBSN
UPTFMGPUIFST
t TVTQFDUFEOFXPOTFU
CJQPMBSEJTPSEFS
t USFBUNFOUSFTJTUBOU
†

Caution

8a^c^XVaVhhZhhbZci
Vi(¶)lZZ`h^cY^XViZh
igZVibZcigZhedchZ4
hZZcdiZ(

Urgent referral:SFGFSSBMJTUPCFNBEF
CZUIFQSJNBSZDBSFQSBDUJUJPOFSXJUIJO
IPVST XJUIUIFFYQFDUBUJPOUIBU
UIFQFSTPOSFGFSSFEXJMMCFTFFOXJUIJO
7–10 EBZT PSTPPOFSEFQFOEJOHPO
TFDPOEBSZDBSFTFSWJDFBWBJMBCJMJUZ

Yes

No
8dch^YZg^ciZch^[n^c\!X]Vc\^c\dg
Vj\bZci^c\bZVhjgZhiV`ZcidYViZ

Consider referral
Refer at any stage if:
t DPNPSCJENFEJDBM
DPOEJUJPOUIBUJNQBDUTPO
BOUJEFQSFTTBOUVTF
t SFDVSSFOUEFQSFTTJPO
t BUZQJDBMEFQSFTTJPOSFTJTUBOU
UPJOJUJBMUSFBUNFOU
t EJBHOPTUJDVODFSUBJOUZ

HjWhiVci^Va^begdkZbZci
gZedgiZY4hZZcdiZ(

Yes

Gdji^cZbVcV\ZbZci
l^i]^ceg^bVgnXVgZ

No

No

Note 1: Monitoring

IgZVibZcigZh^hiVci4
hZZcdiZ)

GBDFUPGBDF VOUJMUIFSJTLJTOPUTJHOJGJDBOU 
UIFOBUMFBTUXFFLMZVOUJMDMFBSJNQSPWFNFOU

Initial monitoring
Monitor at 1–2 weeks by face-to-face/
phone/text/email to:
t DIFDLTFWFSJUZ

If not at increased risk of suicide:
SFWJFXXJUIJOoXFFLT UIFONPOJUPSBUMFBTU
XFFLMZVOUJMDMFBSJNQSPWFNFOU

t HBVHFQSPHSFTT
t FODPVSBHFUSFBUNFOUBEIFSFODF

Note 3: Antidepressants

t UBLFSFNFEJBMBDUJPO

At 3–4 weeks
*GPOMZBQBSUJBMSFTQPOTF DPOTJEFSJODSFBTJOH
UIFEPTF
If no response or minimal response, or
VOBDDFQUBCMFTJEFFGGFDUT DPOTJEFSDIBOHJOH
BOUJEFQSFTTBOU PSDIBOHJOHUPPSBEEJOHB
QTZDIPMPHJDBMUIFSBQZ

Note 2: Monitoring after initiation of
an antidepressant
If at increased risk of suicide:
see at 1 week, monitor 1–2 weekly, preferably

Yes

GZ[ZgidhZXdcYVgnXVgZ

At 4–6 weeks
*GUIFQFSTPOIBTOPUSFTQPOEFEUPUSFBUNFOU 
DPOTJEFSJODSFBTJOHUIFEPTF DIBOHJOH
BOUJEFQSFTTBOU PSDIBOHJOHUPPSBEEJOH
BQTZDIPMPHJDBMUIFSBQZ
"OUJEFQSFTTBOUTTIPVMEOPSNBMMZCF
DPOUJOVFEfor at least 6 months after
SFNJTTJPO UPSFEVDFUIFSJTLPGSFMBQTF

Note 4: Treatment resistance
5SFBUNFOUSFTJTUBODFJTEFGJOFEBTMBDL
of a satisfactory response after trial of two
BOUJEFQSFTTBOUTHJWFOTFRVFOUJBMMZBUBO
BEFRVBUFEPTFGPSBOBEFRVBUFUJNF XJUI
PSXJUIPVUQTZDIPMPHJDBMUIFSBQZ 
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Management of mild depression in adults in primary care
6YjaiY^V\cdhZYl^i]b^aYYZegZhh^dc

6Xi^kZbVcV\ZbZci
 ;^ghi"a^cZigZVibZci^hVXi^kZhjeedgi!
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8a^c^XVaVhhZhhbZciVi
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igZVibZcigZhedchZ4

Yes

No
8dch^YZg^ciZch^[n^c\!X]Vc\^c\dg
Vj\bZci^c\bZVhjgZhiV`ZcidYViZ
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gZedgiZYVi)¶+lZZ`h4

Yes

No
IgZViVhbdYZgViZYZegZhh^dc
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Background

1.1 Primary care challenges
The identification and management of mental disorders in primary care is a
challenging and complex process. Mental disorders are extremely common in this
setting, with over one third of adults attending primary care likely to have met the
criteria for a DSM-IV® diagnosis within the past 12 months.1
The identification of common mental disorders is dependent on a number of factors, not
least the availability of treatment resources that make identification worthwhile. There is
evidence that identification rates might be improved by encouraging disclosure, fostering
continuity of care and having a high index of suspicion with patients who have known
risk factors for common mental disorders.2 However, practitioners rarely address mental
disorders in isolation from other health problems and must prioritise between competing
clinician, patient and practice needs, often within difficult time and resource constraints.
Low identification rates of mental disorders can be attributed partly to a process of
prioritisation, whereby practitioners treat only those with marked mental distress and
address other more urgent problems in patients with minimal functional impairment.3
Presentations of psychosocial distress in primary care often do not correspond well
with standard diagnostic criteria, as subthreshold conditions are often associated with
significant functional impairment, while people meeting diagnostic criteria are not
always as disabled.4,5 There is ongoing debate about diagnostic cut-off points.6,7
A high proportion of patients in primary care practice present with medically
unexplained symptoms, that is, a mix of physical and psychological symptoms with no
identifiable pathology.8 Although practitioners recognise that in most cases medically
unexplained symptoms are an expression of psychosocial distress, it can be difficult
to know what approach to take. A sense of frustration (and concern about missing a
possible biomedical disease) can make the patient-practitioner relationship difficult.8
A British Columbia guideline on depression9 claims that even when depression has
been recognised, treatment is often suboptimal. The guideline suggests that this is due
to the following problems, several of which may apply in New Zealand:
• patient reluctance to seek and/or comply with treatment, due to the stigma
associated with mental disorders
• inadequate dosage and duration of antidepressant therapy
• failure to educate patients about the nature of depression and to support
self-management
• failure to recommend evidence-based psychotherapy
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• limited access to psychiatrists and other mental health practitioners
• lack of ongoing monitoring and maintenance treatment despite high rates
of relapse and recurrence.
Given competing demands, resource constraints and uncertain diagnostic criteria,
it can be difficult for the primary practitioner to allocate intervention thresholds.
For more intensive treatments, such as psychological therapies, there is a constant
tension between need and treatment availability. It is the intention of this guideline
to focus on best practice notwithstanding current resource constraints.

1.2 Cultural perspectives
Cultural constructs of mental health
The assessment of mental disorders requires culturally sensitive practice.10 This includes
an openness to holistic views of health with a spiritual dimension, though no assumptions
can be made about an individual based solely on culture or ethnicity as there is wide
diversity within any cultural group.11 Symptoms described in one cultural group do
not necessarily have a counterpart in others. For example, some beliefs regarded as
delusional in one culture may be accepted within another.12
Traditional Mäori and Pacific perspectives challenge some commonly-held
assumptions in Western psychological and counselling theory, such as the Western
focus on developing individuality and self-advocacy.13,14 Mäori may question the view
that detachment from the family is a sign of strength and likewise query the merits
of verbalising thoughts and feelings.13,15 There is speculation that some counselling
therapies that focus on the individual may be less relevant and less acceptable for
Mäori and Pacific patients, who place more emphasis on relationships beyond the
person than on self-searching.16,17
Mäori and Pacific models of wellbeing emphasise collectivity over individualism,
continuity over the ‘here and now’ and spirituality over the secular. Mäori models
of wellbeing, such as Te Wheke18 and Whare Tapa Wha,19 view the wellbeing of the
individual as inseparable from the wellbeing of the whänau, hapü, iwi and family in
all its dimensions, as do Pacific models, such as Fonofale.14
Interventions serve to sustain these various dimensions, rather than to correct
dysfunction.18,20 The wairua or spiritual wellbeing is not only the key to one’s identity
but also provides a link to the wider whänau, thus connecting the individual with the
wider community that provides strength, support and safety.21
Medical terminology may be misinterpreted and concepts such as ‘chemical imbalance’
may not be easily understood if they are at variance with beliefs that ascribe mental
disorder to wider causes.22 Similarly, clinicians using restricted interpretations of
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psychiatric phenomena are at risk of misinterpreting their significance,23 and might,
for example, ignore spiritual experiences or regard them as pathological.22,24
Models of mental health are now embracing more holistic views, with an acceptance
of the significant impact that social, economic and environmental factors have on
wellbeing, an awareness of diversity and a recognition that mental distress is part of
common human experience.25 Even so, utilisation of Mäori and Pacific communitybased mental health service providers, such as kaumätua (koroua/kuia), tohunga and
traditional healers, requires a level of understanding of theoretical and methodological
differences on the part of most New Zealand health practitioners.22,26,27

Cultural barriers to mental health care
Mäori
As a group, Mäori have poorer health status than non-Mäori, regardless of their
level of education, income or occupation.28 Mäori have a high prevalence of mental
disorders29 and tend to access mental health services at a later stage of illness
and with more severe symptoms.28 Disparities in outcome have been attributed to
different variables including historical, economic, cultural and social factors, and
both interpersonal and institutional racism.30,31 There is also evidence that ineffective
communication between provider and patient contributes to some of the disparity in
Mäori primary mental health outcomes.15
Although the burden of addressing disparities cannot be taken up solely by health
practitioners, they need to be aware of the context within which they are delivering health
care to Mäori, and the potential barriers to, and facilitators of, the delivery process.11

Pacific peoples
Pacific peoples in New Zealand are also relatively disadvantaged across most social,
economic and health indicators and their health status falls about midway between
that of Mäori and non-Mäori groups.32 Pacific peoples have a high prevalence of
mental disorders and suicidal behaviour, compounded by significant underutilisation
of health services.33 Prevalence rates of mental disorders also appear to increase as
a function of time spent in New Zealand.34 Pacific people frequently present late to
services,33 and report difficulty accessing culturally appropriate care and information.33
In addition, Pacific people may face language barriers.35 Doctors responding to the
National Primary Care Medical Survey rated 22% of Pacific people attending primary
care as lacking fluency in English.36 The language used in health care interactions can
pose particular difficulties,37 and there can be difficulty in ensuring confidentiality when
interpreters are used.33 As with Mäori, provision of acceptable and accessible services
must be a priority in this vulnerable population.
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Asian peoples
About 7% of the New Zealand resident population is Asian, the largest ethnic
groups being Chinese, Indian and Korean, of whom the vast majority are migrants.38
This population group is very diverse in religion, culture, language, education and
socioeconomic situation, and few generalisations can be made. However, as a group,
Asian migrants share a range of risk factors for mental disorders, such as social
isolation, language barriers, underemployment and unemployment.38
There is little evidence on specific ways that social and cultural factors impact on
the presentation of mental disorders in this population, but the literature notes that
for many Asians there is a strong stigma associated with mental disorders which
may delay presentation and treatment.39 It has also been reported that somatisation
(the physical manifestation of mental distress) is more common in this population
than in Western societies.39 Health surveys have identified that Asian patients want
better access to more user-friendly services and have identified mental health as a
priority.38,39 The Mental Health Commission report on Asian mental health highlighted,
in particular, the high mental health needs of women and refugees within smaller
migrant communities (eg, Vietnamese, Indonesian), and of older migrants and
refugees suffering from pre-migration trauma, combined with the stress of adapting
to a new culture.39 Refugees often have specific needs associated with the effects of
trauma and/or torture.39-41 There is general recognition of the need for New Zealand
practitioners to develop skills in interacting with Asian patients and to increase their
awareness of how cultural factors influence the presentation and treatment of mental
disorders in this population.38

1.3 Epidemiology of common mental disorders
Prevalence in different populations
All adults
The New Zealand Mental Health Survey,34 undertaken between 2003 and 2004,
was a nationally representative face-to-face household survey of nearly 13,000
New Zealanders (aged 16 years and over). The survey provides prevalence data for
four groups of major mental disorders: anxiety disorders, mood disorders, substance
use disorders and eating disorders. Disorders were diagnosed using a fully-structured
diagnostic interview which generated DSM-IV® diagnoses. The survey revealed that
mental disorders are common in New Zealand, with 40% of respondents reporting
that they had experienced a disorder at some time in their lives. A total of 21% had
experienced a disorder in the 12 months preceding the survey, of which approximately
5% were classified as serious, 9% as moderate and 7% as mild.34 Overall, anxiety
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disorders were the most commonly encountered mental disorder (lifetime prevalence
rates of 25%), followed by depression and other mood disorders ie, bipolar disorder
and dysthymia (20%) and substance use disorders (12%) (see Table 1.1).34
Data from the Dunedin Health and Development Study showed that most adults with
a psychiatric disorder had a diagnosable disorder in childhood (any DSM-IV® disorder,
identified either by structured interview or by self-report of treatment).42 Similarly, the
New Zealand Mental Health Survey found that half of all people who developed a major
mental disorder had experienced the disorder by age 18 years and three-quarters by the
age of 34 years.34 Median age of onset was 13 years for anxiety disorders, 32 years for
mood disorders, 18 years for substance use disorders and 17 years for eating disorders.
Generalised anxiety disorder and major depressive disorder had the highest median
onset ages (32 years). However, a first episode of depression, one of the most common
disorders, can occur at any time of life, with one quarter of first episodes reported in the
New Zealand Mental Health Survey experienced at age 50 years or older.34
Women have slightly higher overall lifetime prevalence rates of mental disorder (42%)
than men (37%).34 Women have higher rates of major depressive disorder (9% higher
than men), specific phobia (7% higher), post-traumatic stress disorder (4% higher)
and generalised anxiety disorder (3% higher). Men have higher rates of alcohol abuse
(9% higher than women), alcohol dependence (3% higher), drug abuse (4% higher)
and drug dependence (1% higher).34
The Mental Health and General Practice Investigation (MaGPIe) survey of mental
health in general practice1 reported rates of common mental disorders in the preceding

Table 1.1

Lifetime prevalence of common mental disorders
in New Zealand adults

Anxiety disorders

Mood disorders

Specific phobia

11%

Social phobia

9%

Post-traumatic
stress disorder

6%

Panic disorder

3%

Agoraphobia

1%

Obsessive
compulsive disorder

1%

Any anxiety disorder

25%*

Substance use
disorders

Major depressive
disorder

16%

Bipolar disorder

4%

Dysthymia

2%

Any mood disorder

20%*

Alcohol abuse

11%

Drug abuse

5%

Alcohol
dependence

4%

Drug dependence

2%

Any substance use
disorder

12%*

* Includes those with more than one disorder
Source: Oakley Browne MA, et al. (eds). Te Rau Hinengaro: The New Zealand Mental Health Survey.
Wellington: Ministry of Health; 2006.
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12-month period amongst adults attending general practice. Substance use disorders
were found to be more common in men than women (17% vs 8%). Depressive disorders
(depression and dysthymia) and anxiety disorders were approximately twice as common
in women compared with men (22% vs 12% and 26% vs 12%, respectively).1

Mäori
The New Zealand Mental Health Survey found that mental disorders were common
among Mäori with at least half (50.7%) of adults experiencing at least one disorder
over their life before interview and 29.5% experiencing at least one disorder in the
previous 12 months.29 These findings are consistent with evidence from the MaGPIe
study that showed a relatively high prevalence of common mental disorders among
Mäori primary care patients.43 Many disorders experienced within the previous 12
months were considered serious (29.6%) or moderately serious (42.6%), and analyses
of comorbidity found that multiple disorders were common, suggesting that such
disorders have a considerable impact among Mäori.29
Anxiety disorders were the most common disorder (lifetime 31.3%; previous 12 months
19.4%), and mood and substance disorders were also common, especially major
depressive disorder (lifetime 15.7%; previous 12 months 6.9%). Alcohol disorders
were the most prevalent substance use disorder (lifetime 24.5%; previous 12 months
7.4%). Drug disorders were also common (lifetime 14.3%; previous 12 months 4.0%),
particularly marijuana abuse and dependence.29
Disorders were more prevalent among Mäori women than men (previous 12 months
33.6% vs 24.8%), partly due to an increased rate of anxiety and mood disorders.
Disorders were also more prevalent among young people, with a disorder occurring
in the previous 12 months in about one-third of 15- to 44-year-olds. When the
relationship between household income and mental disorder was examined, the
prevalence rates for mental disorder were highest among Mäori with the lowest
income and supported the view that socioeconomic position contributes to mental
disorders among Mäori.29

Pacific peoples
The New Zealand Mental Health Survey found high rates of mental disorders among
Pacific adults, with an overall prevalence of 25% for the previous 12 months compared
with 21% for the total New Zealand population.34 There were also higher rates of
suicidal ideation (4.5%) and attempts (1.2%) for the previous 12 months than among
the general population. Only 25% of Pacific people who had experienced a serious
mental disorder had visited any health service for mental health reasons, compared with
58% for the general population. The prevalence of mental disorders was lower among
Pacific people born in the Pacific Islands than among those born in New Zealand.44
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Asians
There have been few studies of the prevalence of mental disorders among Asian
ethnic groups in New Zealand. The limited evidence suggests that the prevalence of
mental disorders among Asians does not differ significantly from that of the general
population.39 However, there are indications of high levels of depression among older
Chinese immigrants and of a high prevalence of post-traumatic stress disorder among
Cambodian refugees.39

Young people
The most prevalent childhood and adolescent mental disorders among young
people in New Zealand are anxiety disorders, mood disorders, conduct disorder and
substance abuse.45 The overall and gender-specific prevalence of various disorders
changes over time (see Table 1.2), with an overall increase up to the age of 18 years.
In childhood and early adolescence, males are at greater risk, with higher rates of
conduct disorder, attention-deficit hyperactivity disorder, and depressive disorder
(depression and dysthymia) in boys. In adolescence, the rates of depression/dysthymia
and anxiety disorders increase dramatically in females. However, the rate of substance
abuse is higher in males.45
New Zealand rates of mental disorders for young people are commonly taken from
two long-term South Island studies of a 1972 to 1973 birth cohort of 1037 children
(Dunedin Health and Development Study46) and a 1977 birth cohort of 1267 children
(Christchurch Health and Development Study).45,47 The Dunedin study found that in
11-year-olds there was an 18% 1-year prevalence rate of mental disorders in their
cohort, rising to 35% in 18-year-olds. Prevalence in 18-year-olds in the Christchurch
study was similarly high at 42%. A limitation of these epidemiological data on the
prevalence of mental disorders is that the extent of functional disability is not described.
The disorders identified are likely to range from relatively mild and adolescent-limited
conditions, to severe and chronic illness. The data from these studies should therefore
be taken to represent an upper limit estimate of the number of young New Zealanders
with significant psychiatric problems.48 Overall, the studies showed that rates stabilised
from the age of 18–21 years and new cases began to decline.49
Childhood anxiety commonly precedes adolescent depression51 and studies comparing
anxiety and depression have revealed a common genetic predisposition for these
disorders.53 In the presence of both anxiety and depression, there is an increased
risk of developing a comorbid substance disorder and treatment responsiveness is
reduced.54 Forty percent of 18-year-olds met the criteria for more than one disorder.45
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Table 1.2

Prevalence of common mental disorders in children
and adolescents

Disorder (in order of prevalence)

Estimated population prevalence
(%)*
Total

Boys

Girls

16

17

14

2

2

2

14

19

9

Anxiety disorder (esp. separation anxiety)

5

n/a

n/a

Conduct disorder

3

5

2

3

4

2

9

12

5

Attention-deficit hyperactivity disorder

7

11

2

Separation anxiety

4

2

5

Overanxious disorder#

3

4

2

Depression/dysthymia#

2

3

<1

Any mental disorder#††

18

20

17

13

7

19

5

7

3

6

3

9

22

16

28

Alcohol or substance abuse/dependence**

24

29

20

Depression/dysthymia**

18

10

27

Anxiety disorder**

17

12

22

42

39

45

Preschool
Preschool behaviour problems (parent rated)†
Hyperactive behaviour disorder

‡

Primary school age
Attention-deficit hyperactivity disorder§
||

§

Depression/dysthymia

§

Pre-adolescence (11 years)
Conduct/oppositional disorder#
#

#

Mid adolescence (15 years)
Anxiety disorder**
Conduct disorder**
Depression/dysthymia**
Any mental disorder**

‡‡

Late adolescence (18 years)

Any mental disorder

**‡‡

*

New Zealand data have been used where available

†

New Zealand. 2.5- to 5-year-olds, current prevalence in Pavuluri MN, et al. J Paediatr Child Health
1996;32:132–7.50

‡

New Zealand. 3-year-olds, current prevalence from Dunedin Health and Development Study in
McGee R, et al. Mental Health. In: Silva PA, Stanton WR, editors. From child to adult: the Dunedin
Multidisciplinary Health and Development Study. Auckland: Oxford University Press; 1996.
p. 150–62.

§

Australian. 6- to 12-year-olds, 1-year prevalence from Sawyer MG, et al. Mental health of young
people in australia: child and adolescent component of the National Survey of Mental Health and
Wellbeing. Canberra: Commonwealth Department of Health and Aged Care; 2000.
continued over...
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Table 1.2 Prevalence of common mental disorders in children
and adolescents continued...
||

US Great Smoky Mountains Study. 9- to 10-year-olds, 3-month prevalence from Costello EJ, et al.
Arch Gen Psychiatry 996;53:1137-43.51

#

Dunedin Health and Development study. 1-year-olds, prevalence from Anderson JC, et al. Arch Gen
Psychiatry 1987;44:69-76.52

**

1-year prevalence, Christchurch Health and Development Study from Fergusson D, et al. Aust N Z
J Psychiatry 2001;35(3):287-96.47

††

Any common DSM-III disorder (attention-deficit hyperactivity disorder, conduct disorder, oppositional
disorder, depression, dsythymia, separation anxiety, overanxious disorder, avoidant disorder, phobia,
panic disorder, obsessive-compulsive disorder, psychosis).

‡‡

Any common DSM-III–IV disorder (anxiety disorder, conduct disorder, depression/dsythmia, alcohol/
substance use disorder).

Late puberty is associated with widespread and common experimentation with drugs
(usually alcohol and marijuana) and also with a three-fold increase in substance
abuse.55 Most 12- to 17-year-olds in New Zealand have access to alcohol and over
12% consume large amounts weekly (6 and 4 standard drinks for males and females,
respectively).56 About 38% of 15- to 17-year-olds have tried marijuana.57 Multiple
substance abuse is also common. Two-thirds of New Zealand adolescents with
marijuana dependence are also alcohol dependent.58 Clinicians tend to underestimate
adolescent substance-related pathology and this is probably the most commonly
missed diagnosis in this age group.59
Mental disorders in young people lead to emotional distress, impaired functioning,
physical ill-health and increased suicide risk.34,60,61 They also carry a high risk of a
pattern of recovery and recurrence (more likely in females) or unremitting persistence
(more likely in males) into adult life.42,62,63
Follow-up data from the Dunedin Health and Development Study found that young
men who were antisocial and aggressive in childhood and delinquent in adolescence
were highly maladjusted at 26 years, with mental health problems, psychopathic
personality traits and histories of drug-related and violent crime (including domestic
violence). Problems among those with a history of adolescent-onset delinquency
were less extreme but included mental health and financial problems, and property
offences. A third group who were aggressive as children but not very delinquent
as adolescents were anxious, depressed, and had financial and work problems.
These findings reinforce the need for effective intervention with aggressive children
and delinquent adolescents, in an effort to prevent very serious problems in adult life.64
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1.4 Etiology of common mental disorders
The etiology of common mental disorders is multifactorial and complex. It involves
the interaction of differing susceptibilities, environmental exposures and stressful life
events,65,66 and encompasses a range of genetic,67 developmental,68 biochemical,69
endocrine,70 nutritional71 and psychosocial72 factors. Moreover most risk factors,
whether genetic or environmental, involve probabilistic rather than deterministic
effects.67 This complexity explains the heterogeneity of presentations and may account
for differential responses to treatment. There is strong research interest in genetic53,67
and biochemical vulnerabilities73-76 and their influence on mental health, including the
potential for biochemical prevention and/or treatment of depression.77,78
There is widespread acceptance that mental disorders can be triggered by the
interaction of individual risk factors with stressful situations.66,79 However, this sequence
of events does not invariably apply; further, there are factors that appear to protect
against depression following a stressful life event.65 For a first episode of depression,
the commonly encountered risk factors are detailed in Table 1.3, along with a short list
of protective/resilience factors.
Table 1.3

Risk factors and resilience factors for depression

Common risk factors
(which could lead to vulnerability)

Resilience factors
(protective in the presence of risk factors)

Parental history of depression

Good parenting§

Difficult temperament as a child*

Easy temperament as a child†

Attachment difficulties/parental neglect

Good peer relationships

Family discord‡

Stability in love relationships

Previous depression/anxiety in adulthood

Has coped with past difficulties well

Ruminating over negative circumstances
* Displays behaviour such as impulsiveness, shyness, difficulty in concentrating, easily upset,
poor task persistence, irritability.
†

Displays behaviour such as adaptability in novel situations, sociability; has a low intensity of
reactions.

‡

Tension between parental figures, arguments or fighting (often preceded by financial problems).

§

Research indicates that good parenting includes emotional warmth and cognitive stimulation
(Kim-Cohen 2004).82

Sources:
Bruder-Costello B, et al. Psychiatry Res 2007;153(2):145–51.80
Brown GW, et al. J Affect Disord 2007;103;(1-3):225–3.81

10

Identification of Common Mental Disorders and Management of Depression in Primary Care

Chapter 1 Background

A history of depression in one or both parents puts offspring at a three-fold increased
risk of depression.80 Furthermore, a history of parental depression increases the risk
that a child will have a difficult temperament, which is itself a risk factor for depression.
A child with a difficult temperament is two to three times more likely to develop
depression than a child with an easy temperament.80
Parental maltreatment or experiencing family discord as a child provide a two- to fourfold increased risk of recurrent or chronic adult depression83 and if the individual is
maltreated while siblings are not, that risk increases to 12-fold.84 Emotional neglect and
abuse, including physical or sexual abuse during childhood, can also act as precursors
to mental disorders, given a lack of protective factors (see Table 1.3), as can attachment
problems.85 However, there is nothing inevitable about the development of mental
disorders, particularly in the presence of protective factors of resilience.84
Low socioeconomic status in childhood does not appear to predict psychopathology86
unless accompanied by family discord or lack of maternal responsiveness.82 However,
socioeconomically disadvantaged adults appear to be less likely to receive effective
treatment.86

Vulnerability and resilience
Resilience can be viewed as a collection of personal qualities that enable one to thrive in
the face of adversity, that is, possessing innate stress-coping abilities.87 High resilience has
biological validity given the correlations with specific genetic markers and sympathetic/
parasympathetic balance.88 Vulnerability has correlations not only to the presence of
certain genetic markers but also to childhood adversity and attachment difficulties.89
It has been reported that insecurely attached 15-month old babies can have problems
with anxiety by 5- to 6-years of age if affected by stress, unlike securely attached babies.90
A secure maternal attachment style is also associated with raised social maturity in girls.91
Differences in basic patterns of reaction towards unhappy and traumatic circumstances
are found in all humans and are relatively stable characteristics. Resilience is related to
having at least one caring parent, good peer relationships in adolescence, the quality
of adult friendships and the stability of marital and other love partnerships.92 Knowing
(or asking) whether a person is able to adapt easily to stress and has a tendency to
‘bounce back’ after illness or hardship gives an indication of the risk of mental health
consequences when a person is exposed to new stressful life circumstances.88
The concept of resilience, once regarded as a personal trait, is more recently viewed
as a dynamic developmental process, and the focus in research has shifted towards
resilience-based intervention and prevention programmes.93
The ‘stress-vulnerability model’, also known as the ‘diathesis-stress model’79 takes
into account both biological and psychological factors in explaining mental disorders.
This theory predicts that an underlying vulnerability can be triggered or exacerbated
by current stressful conditions.66
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The ‘hopelessness theory’94 concentrates on hopelessness as the core characteristic
of depression, the presence of which signifies the need for further exploration of
depressive symptoms. Stresses and vulnerabilities combine to exacerbate hopelessness,
especially when the person attributes stress to global and stable causes (eg, ‘It’s always
like that’ or ‘You can’t do anything about it’), or catastrophises thoughts, or views her
or himself as deficient or incapable.95
These two theories and others coalesce under the umbrella of ‘developmental
psychopathology’, which takes into account vulnerabilities, contexts and timing.
In this theory, mental health is conceptualised as a consequence of intra-individual
and extra-individual circumstances, which fits in with the stress-vulnerability model.96
Obvious signs of stress in children are associated with later mental health problems.97
Some personality types are particularly vulnerable to depressive tendencies. Depressive
symptoms in 18-year-old boys are often associated with a pattern from early childhood
of antisocial, aggressive and outwardly-directed behaviour.98 Girls are more likely to
have a history of overly-compliant, self-blaming and inwardly-directed behaviour.98
Anxiety is a risk factor for developing substance dependence (1.3 – 3.9 times more
likely) among young people in New Zealand. The association appears to be largely
non-causal, reflecting adverse factors that increase individual susceptibility to both
anxiety disorders and substance use, such as family adversity, parental psychopathology,
child abuse, personality factors and behavioural adjustment in childhood.99

1.5 Special issues
Depression in the antenatal and postnatal period
Depression in the antenatal and postnatal period is common, although estimates
of prevalence vary.100 A systematic review of prevalence and incidence suggests
that about 13% of women have an episode of major or minor depression during
pregnancy, of which up to 6% meet the diagnostic criteria for major depression.100
Similarly, up to 19% of women have an episode of major or minor depression within
3 months of childbirth, of which approximately 7% are major depression.100
The etiology of mental disorders in the antenatal and postnatal period is complex and
reflects the profound social, psychological and biological changes occurring in this
period. Genetic, biochemical, endocrine, and social factors may all play a part.101
Although the course and prognosis of depression in the antenatal and postnatal
period is similar in many respects to depressive disorders experienced at other times,
there may be distinct causative factors for postnatal depression occurring in women
with no history of a mood disorder (ie, de novo), possibly associated with postnatal
neuroendocrine changes.102,103 Women with de novo postnatal depression appear
to recover more quickly than those with a history of a mood disorder.102 It has also
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been suggested that such women may have specific vulnerability to the relationship
demands of early motherhood104 or may have predisposing physiological traits.74
Women with de novo postnatal depression appear to be at increased risk of further
episodes of postnatal depression, but not for non-post partum episodes.102
The potential impact of a maternal mental disorder early in an infant’s life favours
urgent identification and intervention. Postnatal mental disorders have been associated
with a wide range of negative outcomes affecting both mother and child, including
obstetric and perinatal difficulties,105 poor mother-child interaction,106 long-term
developmental and mental health problems in offspring,107,108 and mental disorders
in male partners.109
A systematic review of literature on risk factors for postnatal depression found that
potentially important factors were the mother’s level of social support, life events and
psychiatric history.101 Depressed mood or anxiety during pregnancy were the strongest
predictors of depression in the antenatal and postnatal period.101 However, it has been
reported that many women presenting in primary care in New Zealand with depression
in the postnatal period do not have identifiable risk factors, such as poor social
support or partner relationship problems.103

Depression in older adults
Overall, the 12-month prevalence of depressive disorders among community-dwelling
older adults aged over 65 years in New Zealand primary care is about 2% for men
and 5% for women.1 Older adults in residential care are at much higher risk of
depression, with a prevalence of about 18% in low-level care residential facilities.110
A study from the Netherlands111 reported that the best predictors of depressive
symptoms in the very old (75–85 years) were the fear that they were declining
cognitively, difficulties in daily functioning, fear of falling, and being alone during
part of the day, followed by the presence of chronic physical disease. Depression
in older adults is often missed by practitioners, as older adults appear reluctant to
report mental health problems and when reported, practitioners tend to attribute the
problems to normal aspects of aging or disease.112

Chronic medical conditions
Mental and physical illness commonly coexist.113 The course of disease is altered,
disability is increased, quality of life is reduced, treatment is more complex, and mortality
risks higher when physical disease is comorbid with mental disorders.114 A chronic
medical condition combined with a mental disorder can lead to a less than optimum
medical response unless both conditions are treated. Identifying and treating the mental
disorder can thus improve health outcomes and reduce health care utilisation.113
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Sexuality
Data from the Christchurch Health and Development Study indicated that lesbian, gay
and bisexual young people are at significantly increased risk of mental health problems.
The risk of a disorder between 14- and 21-years-old is increased approximately fourto six-fold for major depression, suicidal ideation and suicide attempts, conduct disorder,
nicotine dependence and multiple disorders.115 These adolescents are highly vulnerable
to bullying and verbal assault at school, with negative effects on educational attainment
and on satisfaction with a lesbian, gay or bisexual identity.116
There is also evidence of increased vulnerability to mental disorders, psychological
distress and/or alcohol abuse among lesbian, gay and bisexual adults in comparison
to heterosexuals.117,118 There is evidence that lesbian women who have identified
with their sexual orientation for a long period of time are less likely to have mental
disorders than those who have more recently identified as lesbian.118
Mental health issues related to sexuality will go unaddressed unless the health provider
is aware of the patient’s sexual identity, yet most health providers assume that patients
are heterosexual and do not provide them with an opportunity to disclose otherwise.119

Suicide
Prevalence
Suicide and attempted suicide are important health problems in New Zealand.120
Each year there are approximately 500 deaths by suicide and 10 times as many
hospitalisation events for intentional self-harm (5400 events in 2006).120 Suicide rates
are high in young people aged 15–24, among whom New Zealand has one of the
highest rates out of comparable OECD countries.120
The prevalence of suicidal ideation (thinking about committing suicide), suicide plans
and suicide attempts were reported in The New Zealand Mental Health Survey.121
Among the general population aged over 16 years the 12-month (lifetime) prevalences
were 3.2% (15.7% ) for suicidal ideation, 4.1% (5.5%) for making a suicide plan and
1.6% (4.5%) for attempted suicide.

Risk factors
Suicide rates are higher in the following sociodemographic groups:120
• males (age-standardised rate: 20.3 per 100,000 versus 6.5 per 100,000 in females)
• Mäorii (age-standardised rate 17.9 per 100,000 versus 12 per 100,000
for non-Mäori)

i

14

Most Mäori who die by suicide are aged under 35 years (Ministry of Health, Suicide Facts:
2005–2006 Data. 2007).120
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• age 15–24 (rate 18.1 per 100,000 versus 13.1 per 100,000 overall)
• socioeconomically disadvantaged people (age-standardised rate 15.6 per 100,000
versus 9.1 per 100,000 in most deprived versus least deprived areas).
The same sociodemographic groups are at increased risk of attempted suicide,
except that for this outcome rates are higher among females, with twice as many
hospitalisations for intentional self-harm occurring among females as among males.120
Although the determinants of suicide and suicide attempts include a wide range
of influences, including biological, psychological, social and macro-social factors,122
the overwhelming majority of cases are associated with mental disorder.123 In the
New Zealand Mental Health Survey121 people with a mental disorder had increased
risks of suicidal ideation (12-month prevalence: 11.8%), suicide plan (4.1%) and
attempted suicide (1.6%) compared with those without mental disorder. Specific
mental disorders associated with increased risk of suicidal behaviour (ideation,
plan or attempt) were mood disorder (depression, dysthymia or bipolar disorder),
substance use disorder and anxiety disorder. Major depression was the specific
disorder most strongly associated with suicidal behaviour. Less than half of those
who reported suicidal behaviours within the past 12 months had seen a health
professional during that time.
The profile of individual risk factors for suicidal behaviour varies across the life span.122
Suicidal behaviour in young people is often associated with a disturbed or unhappy
family background, educational or social disadvantage, mental health or behavioural
problems, and/or experience of a recent stressful life event, such as relationship
break-up, court appearance or family crisis.124 In adults the contribution of current
mental disorders becomes more prominent, and factors such as childhood adversity
become relatively less important, with recent interpersonal or legal problems also
adding to risk.28 Among older people, current mental illness, particularly depression,
remains the most important risk factor.120 In all age groups, social isolation confers
additional risk, and negative life events may act as immediate precipitants in those
already at risk.125
The association of socioeconomic factors with suicide is complex and may vary across
time. For example, the ratio of inequality in suicide between the least deprived and
most deprived areas of New Zealand rose from 1.68 in 1980–1982 to a high of
1.94 in 1990–1992, a period in which New Zealand experienced rapid social and
economic change.126

Prevention and postvention
The recently published New Zealand Suicide Prevention Action Plan127 provides
direction on suicide prevention initiatives. It emphasises the role of improved
recognition and management of mental disorders, particularly depression, in the
prevention of suicide.
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Since those who are affected by suicidal behaviour in others are also at increased
personal risk of suicidal behaviour, support services need to be available for family
and friends after a suicide bereavement or suicide attempt. This applies particularly
where there is a risk of suicide contagion, which can result in a cluster of suicides.
A postvention support initiative is currently being developed by the Ministry of Health
to guide programme development in this area, which may from time to time involve
participation by primary health organisations.128
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Principles of intervention
in the primary care setting

2.1 Rationale for intervention
The high prevalence and morbidity of common mental disorders such as depression
and the potential for effective treatment provide a strong rationale for identification,
active management and follow-up in primary care.65,101 Likely benefits include ease
of access for patients, early intervention and a holistic and integrated approach.129

2.2 Recognising potential mental disorders
A routine check of psychosocial health is the first step in recognising potential
mental disorders and the most vital assessment tools are the communication and
observational skills of the practitioner. A structured approach to assessment ensures
that the relevant domains are addressed and enables the practitioner to identify risks,
protective factors and any issues of cultural context and identity.
Functional disability should be considered carefully, as many patients with modest
or subthreshold symptoms have significantly impaired occupational or social
functioning.4,73,130 Substance use disorder can be difficult to recognise because
it is relatively less disabling than some other disorders.131
Formal assessment tools may have a supplementary role in diagnosis, but can be
time-consuming and are less versatile than global clinical assessment. Tools may
also be useful to help assess severity and monitor response to treatment.
Although many people with mental disorders present with physical complaints, the
majority will divulge psychological problems if asked directly.132,133 A nonjudgmental
manner and assurance of confidentiality increase the likelihood of disclosure.134 The
involvement of family/whänau in the assessment process may also encourage disclosure.
Sometimes problems take several sessions to ‘unravel’ in the clinical setting and
may involve an assessment process of ‘trial and error’.135 For all patients with mental
distress it is therefore vital to negotiate active follow-up.
There may only be sufficient time to address urgent concerns within the course of a
15-minute primary care appointment. In the opinion of the Guideline Development
Team (GDT), many patients would benefit from an extended consultation to allow
time to explore their personal perspectives and promote self-management goals,136
though it may be difficult to provide this within current resource constraints.
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2.3 Managing depression:
the stepped care model
Management options for depression in primary care sit on a continuum from simple
advice and monitoring to intensive multidisciplinary intervention. Most individuals with
depression present with relatively mild disorders, which are of recent onset and are
amenable to treatment in a primary care setting. The minority with severe or chronic
disorders require more intensive management, with secondary mental health care input.65
A ‘stepped care’ approach to management entails choosing the least intrusive
intervention required to achieve clinical change for an individual. It is often possible
to ‘do more with less’, by starting with a low-intensity therapy, monitoring patient
response and moving to more intensive treatments only if the problem persists.
The stepped care model guides treatment using a combination of evidence-based
principles and continuous clinical assessment. Progression through levels of care is
determined on the basis of patient response.137,138 Support for self-care is a major
feature of this approach.139
The choice of initial therapy will inevitably depend not only on the individual’s needs
and preferences but also on service availability. Minimum intervention should not be
used as a triaging device as this would risk delaying access to therapy to those with
serious need, or loss to follow-up for some who fail to respond at the lower level of
input. There also needs to be a clear plan on how to decide whether a treatment is
effective and when to employ another approach.137,138

2.4 Practitioner roles
The term ‘practitioner’ in this guideline is used to refer to any health care practitioner
in the primary care or community setting. However, practitioners involved in targeted
screening for common mental disorders in primary care will, in most cases, be health
professionals working in a general practice setting (eg, GP, practice nurse, nurse
practitioner), an educational setting (eg, school nurse or guidance counsellor), or a
maternity setting (eg, midwife). Other health care practitioners working in first-point-of
contact settings could also undertake this role, if supported to do so by local protocols
(eg, public health nurses, occupational health nurses, iwi and Pacific providers, district
nurses, Plunket nurses, counsellors, social workers and psychologists). Any practitioner
administering screening for common mental disorders needs to have a high standard
of communication skills, to be educated in the use and limitations of the screening
questions, be aware of the appropriate management of individuals who screen
positive, and to be able to action referral for further assessment and treatment.
Practitioners involved in the diagnosis and treatment of depression in primary care
are likely to be members of the general practitioner/practice nurse team, or therapists
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providing psychological therapies who are members of a recognised professional
organisation with documented ethical guidelines, professional conduct procedures
and requirements for supervision.
In New Zealand, general practitioners often focus on the diagnosis and treatment
of illness, while the practice nurse role has evolved to include preventative activities,
health maintenance and management of long-term disorders.140 In the general
practice setting, there is no good evidence that outcomes differ according to whether
care is led by the general practitioner or the practice nurse.65,141 General practitioners
and practice nurses working collegially and collaboratively could share the
management of patients with depression and utilise their differing skills to the benefit
of patients.140,142 The literature strongly advocates the use of interdisciplinary teambased models of care as a cost-effective way of improving primary care outcomes for
patients with depression. The practice nurse and general practitioner working together
could share the tasks involved in the management of patients with depression, such
as screening, diagnosis, treatment intervention, patient education, self-management
support, monitoring of progress and concordance with treatment, relapse-prevention
planning and liaison with other team members. These activities can be undertaken by
a mix of face-to-face and other means (eg, telephone, text or email).142
Structural changes arising from the implementation of the Primary Health Care Strategy
are increasing the potential for New Zealand practice nurses to undertake an expanded
role. Despite ongoing challenges concerning funding and employment arrangements,
a professional infrastructure is now developing and there are growing opportunities for
professional development. These changes will increase the capacity for practice nurses
to work effectively and collaboratively within a general practice team.140

2.5 Managing depression:
shared decision-making
Successful management of depression is far more likely if the patient is an active
participant in the care process.143 A collaborative partnership between the practitioner
and the patient is a consistent predictor of outcome regardless of the therapy used.144-147
Integral to this partnership is an understanding between practitioner and patient on the
significance of depression and the tasks and goals of treatment.136,145,148,149 The needs,
resources and cultural preferences of family and whänau should also be integrated
into the care plan, as they can provide the support networks that help facilitate patient
lifestyle changes and meet treatment goals.150,151
In the view of the GDT, treatment for depression is generally ‘preference-sensitive’:
there is no one treatment that is clearly superior and so the best choice of treatment
depends not only on the benefits and risks of treatment options, but also on the
person’s lifestyle, values and preferences. In this situation the practitioner’s aim should
be shared decision-making, with an emphasis on informed patient choice as opposed

Identification of Common Mental Disorders and Management of Depression in Primary Care

19

to informed consent.152 There is accumulating evidence that shared decision-making
increases the cost-effectiveness of treatment,147 strengthens the therapeutic alliance
and improves patient satisfaction.152

2.6 Goals of treatment for depression
It is estimated that 30% of young people and 50% of adults who experience an
episode of depression subsequently relapse (regardless of treatment) and a proportion
experience chronic depression.65,66,153
Psychosocial stressors, such as major stressful life events, appear to play a greater
role in the first episode of depression than in subsequent episodes (which require
decreasing triggering from external events).154 This suggests that effective intervention
in the first episode of depression may be crucial in halting the development of a
vulnerable cognitive style associated with recurrence.154 There is evidence that achieving
full remission from an acute episode is a significant factor in preventing relapse or
recurrence,155 and that the risk of recurrence and/or chronicity increases if residual
symptoms persist.156 The ultimate goal of treatment for most patients should be full
remission of symptoms, return to premorbid function and prevention of recurrence.9
However, there is an alternative paradigm that regards the goal of treatment as recovery,
defined as the process of living well regardless of ongoing symptoms or difficulties.28
Thus, for some primary care patients, the priority is to adapt to living with depression and
to learn how to manage it. Such patients may perceive a cure as unachievable and will
benefit from setting short-term goals to help them manage day-to-day.136

2.7 Culturally competent care
Cross-cultural, practitioner-patient interactions are common. All practitioners
need to be competent in dealing with patients whose cultures differ from their own,
as there is evidence that when the practitioner and the patient come from different
cultural or racial groups, the practitioner devotes less attention to building and
maintaining the relationship.15
Cultural competence means that a practitioner has the attitude, skills and knowledge to
work effectively and respectfully with people of other cultural backgrounds. The benefits
include improved willingness to access services, improved communication, increased
patient satisfaction and compliance with treatment, improved patient outcomes, and
improved cost-effectiveness and efficiency in health service delivery.157-159
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Cultural affiliations include ethnicity, gender, spiritual beliefs, sexual orientation,
lifestyle, beliefs, age, social status or perceived economic worth.157,159 The practitioner’s
skill lies in determining which culture is likely to have the greatest significance in a
specific context.159
Key cultural issues that need to be addressed in the care of Mäori patients include:
• acknowledgement of the role of the broader whänau and other environmental factors
• awareness of Mäori belief systems and lifestyles
• a knowledge of existing support systems such as kaiatawhai (Mäori health workers),
whänau, kaumätua (tribal elders), consumer advisers and other specialist service
providers.151
Kaumätua, both male (koroua) and female (kuia) have wide networks at all levels and
diverse expertise not available to Western practitioners. This includes the assessment
of patients with culturally specific syndromes such as mate Mäori and whakamaa.160
Use of their specialist knowledge should be appropriately acknowledged and
remunerated.161
Similarly for Pacific peoples, reciprocity between the patient, the family and the service
provider may be key to a satisfactory outcome, with treatment seen not solely as a
clinical event, but as part of the experience of the whole family.14 Specialist input
from cultural advisors, leaders, healers and/or ministers of religion may be needed
to address distress related to cultural issues or breaches of protocol.162,163
There is strong evidence of cultural barriers to the provision of effective mental health
care among young people, who tend to avoid seeking professional help for fear
of stigmatisation, loss of confidentiality and communication problems with health
practitioners.164,165 There is also evidence that young people have a preference for
youth-specific health clinics and that utilisation of services increases when these are
available.164 Youth-friendly service models are staffed by practitioners and support
staff who are motivated to work with young people and treat them in a respectful,
non-judgmental way.166
Lesbian, gay and bisexual people are often marginalised by health providers, their
sexuality remaining unacknowledged and thus important aspects of their identity and
relationships ignored.167 Assessment frameworks frequently fail to include options
for non-heterosexual reponse168 and opportunities to disclose sexual identity are
often minimal.167 A survey of 2269 lesbian, gay and bisexual New Zealanders found
that about 66% of men and 73% of women had primary care health practitioners
who usually or always presumed that they were heterosexual.119 If practitioners are
comfortable working with lesbian, gay and bisexual patients and provide them with
opportunities to disclose their sexual identity and behaviours, then they are more likely
to proactively seek health care, to adhere to treatment regimes, and to be satisfied
with the care they receive.169
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3

Recognition and assessment of
common mental disorders in
young people/rangatahi/tamariki
Young people/rangatahi/tamariki are defined in this context as
individuals up to the age of 18 years and comprise both rangatahi
(adolescents) and tamariki (young children). However, 18 years is
a pragmatic cut-off point that reflects the cut-off age used in most
research: it does not necessarily represent a developmental threshold.

This chapter focuses on the recognition and assessment of common mental disorders
in young people/rangatahi/tamariki.
Recommendations
Recognition of common mental disorders in young people
A young person with serious suicidal intent, psychotic symptoms or
severe self-neglect should be referred immediately to secondary care
mental health services

C

Every interaction with a young person in primary care should be regarded
as an opportunity to assess their psychosocial as well as physical wellbeing.
Both strengths and difficulties should be taken into account

C

Psychosocial wellbeing in adolescents should routinely be assessed using a
standardised format, such as the HEEADSSS acronym (Home, Education/
Employment, Eating, Activities, Drugs, Sexuality, Suicide, Safety)

C

Adolescents presenting in primary care should routinely be offered
individual time with a practitioner

C

Brief tools may be used as optional aids to the practitioner’s clinical
assessment. Valid brief tools include:

C

• the Strengths and Difficulties Questionnaire (SDQ)
• the Short Moods and Feelings Questionnaire (SMFQ)
• Reynolds Adolescent Depression Scale (RADS)
• the Substance Use and Choices Scale (SACS)
• the CRAFFT acronym
Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details
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Good practice points
Recognition of common mental disorders in young people
Practitioners involved in the assessment of young people for mental
disorders should endeavour to build a supportive and collaborative
relationship with the young person and their family/whänau



Practitioners should discuss the right to confidentiality and exceptions
to confidentiality with the young person



In young children, a standardised format such as the HEARTS acronym
(Home, Education, Activities, Relationships, Temper, Size) should be
used for routine assessment of psychosocial wellbeing



Practitioners should be aware of the cultural identity and health care
preferences of young people in their care



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available

3.1 Applying strengths-based
and biomedical models
Recent models of health promotion take a positive youth development or ‘strengthsbased’ approach, which focuses on enhancing resiliency and minimising obstacles
to healthy development. This contrasts with the traditional biomedical model, which
focuses on problem identification and risk management.170-172 Research on resiliency
suggests that there are factors that help to protect young people/rangatahi/tamariki
from harm across categories of ethnicity, social class and gender, by acting as a buffer
against adverse circumstances.173
Social connectedness has been identified as a strong protective factor against mental
disorder. Strengths/resilience-based models aim to help young people/rangatahi/
tamariki build positive connections with the people and communities around them
and learn new skills to increase their capacity to cope with both current and future
situations.170 The strengths-based approach aligns well with Mäori philosophies of
development and holistic models such as Te Wheke, which focus on affirmation rather
than dysfunction.18,174 It is also congruent with emerging medical models that explain
and treat disorders by addressing psychological, social and environmental issues as
well as biological and genetic factors (eg, the biopsychosociocultural model).175
Although the strengths-based approach is promising, there is as yet little hard evidence
about applicability or efficacy. In practice, both strengths-based and biomedical
models are useful and a dual strategy of promoting protective factors while reducing
risk factors is suggested.173
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3.2 Screening young people/rangatahi/
tamariki for common mental disorders
There is ongoing debate about the merits of screening for common mental disorders
among young people/rangatahi/tamariki in primary health care or educational settings.
Evidence was sought on screening young people/rangatahi/tamariki in an educational
or primary care setting. Screening in this context refers to routine use of a tool, over and
above customary clinical assessment. Two systematic reviews were identified, but neither
found any randomised controlled trials to determine whether screening for mental
disorders improves either identification rates or outcomes for young people.66,176
However, a further two systematic reviews evaluated the role of routine screening in
educational settings for depressive disorders177 and/or anxiety disorders,178 or elevated
symptoms of depression177 and/or anxiety178 with targeted psychological intervention
in those testing positive on screening. One reported a clinically meaningful reduction
in depression scores (mean effect size 0.55) and calculated that thirty-one students
would need to be screened (and, if necessary, treated) in order to successfully treat
one case of depression.177 The other systematic review reported positive results from
a number of school programmes targeting depression and anxiety.178 There was very
little evidence about long-term effectiveness and none about potential negative effects.
There was evidence that screening for mental disorders in a student population is
feasible179 and that asking about suicidal behaviour in an educational setting does
not appear harmful.180 There was insufficient good-quality evidence to evaluate the
feasibility of screening in a primary health care setting.181,182

Screening young people/rangatahi/tamariki:
issues for evidence-based practice
Given the lack of evidence on the long-term and/or adverse effects of screening with
early intervention for young people/rangatahi/tamariki with mental disorders, routine
use of a screening tool is not recommended in any setting at present. However, there
is sufficient evidence to support further research on the benefits and risks of routinely
screening young people/rangatahi/tamariki in an educational setting for common mental
disorders in conjunction with early psychological intervention in those screening positive.
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3.3 Psychosocial assessment of young people/
rangatahi/tamariki
Young people/rangatahi/tamariki are at high risk of mental disorders, and every
interaction with a young person should be regarded as an opportunity to enquire after
their psychosocial wellbeing, regardless of the presenting complaint.183,184
The communication skills of the practitioner help determine the likelihood of a disorder
being diagnosed.185,186 Young people/rangatahi/tamariki may not raise psychological
concerns spontaneously and therefore they need to be asked. The most significant
factor in promoting problem recognition is discussion of psychological issues during
consultation.187 This requires a positive, nonjudgmental approach and a willingness to
discuss sensitive issues.188 Good communication also requires a knowledge of cultural
background, and every young person/rangatahi/tamariki (or their family/whänau)
should be asked about their ethnic background. This also provides an opportunity to
discuss their cultural preferences with respect to health care.151
The practitioner should endeavour to build a supportive and collaborative relationship
with the young person and their family/whänau. This should help to clarify problems
underlying the presenting symptoms and identify factors that may help or hinder
treatment success.66 Evidence of strengths (eg, solid relationships with adults, taking
on responsibilities at home) and of risks avoided should be acknowledged and
reinforced.189 It is important to ask adolescents/rangatahi whom they can talk to if
they have problems, especially if they have not identified a trusted adult in the family.
They can be invited to regard the practitioner as an additional trustworthy adult who is
genuinely interested in their wellbeing.189

Structured clinical assessment
Structured clinical assessment is the key to identifying both problems and protective
factors. Psychosocial wellbeing in adolescents should routinely be assessed using
a standardised format, such as the HEEADSSS acronym (see Box 3.1). This should
include an opportunity for the young person to acknowledge their sexual identity119
(see Box 3.2).
In young children, a standardised format such as the HEARTS acronym (see Box 3.3)
should be used. A simple way of gauging emotional intensity in children is a
‘moodmeter’, such as a pictorial thermometer, whereby they indicate their current level
of anxiety or fear on a scale. This method can also be used for monitoring progress.190
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Box 3.1

HEEADSSS

The HEADSS acronymi updated in 2004ii to HEEADSSS or HE2ADS3 is a wellknown prompt to structure a psychosocial assessment in adolescents. It has the
advantage of progressing from routine questions to more probing ones, giving
the practitioner a chance to establish rapport before approaching the most
difficult areas. However, the order of the interview depends on the dictates of
common sense and clinical instinct and the young person’s presenting complaint
should be addressed as a priority.ii
Home: relationships, communication, anyone new?
Education/Employment: ask for actual marks, hours, responsibilities
Eating: body image, weight changes, dieting, exercise
Activities: with peers, with family
Drugs: tobacco, alcohol, other drugs – use by friends, family, self
Sexuality: sexual identity, relationships, coercion, contraception, pregnancy,
sexually transmitted infections (STIs)
Suicide and depression: sadness, boredom, sleep patterns, anhedonia
Safety: injury, seatbelt use, violence, rape, bullying, weapons
Issues of ethnic identity may also be critical domains, particularly among
adolescents/rangatahi from minority cultures.* iii
* The earlier version, HEADSS, has been adapted for New Zealand.iv
Sources:
i

Goldenring JM, et al. Contemp Pediatr. 1988;5(75).191

ii

Goldenring JM, et al. Contemp Pediatr. 2004;21(64):1–20.189

iii

Ministry of Social Development. Cultural identity: the social report. Wellington: Ministry of Social
Development; 2007.192

iv

Ministry of Health. Family violence intervention guidelines: child and partner abuse. Wellington:
Ministry of Health; 2002.193

Family involvement
Family/whänau environments influence all aspects of the development and wellbeing
of young people/rangatahi/tamariki.195 Adequate assessment of a young person/
rangatahi/tamariki requires a willingness to work with their parents or caregivers,
and also consideration of the wellbeing of the wider family/whänau network.11,196
There is emerging evidence that among parents who request help for child behaviour
problems, positive parenting interventions supported by primary care can improve
parental functioning and reduce child behaviour problems.197 Such interventions may
also reduce the risk of mental disorders at a later stage.198
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Box 3.2

Asking about sexual identity

In order to give a young person the opportunity to acknowledge their sexual
identity, the practitioner could say:
• How do you feel about relationships in general/about your own sexuality?
• Some people are getting involved in sexual relationships. Have you had
a sexual experience with a guy or girl or both?i
Ask for permission to pass relevant information to other health professionals
involved in the young person’s care. This may save them the stress of having
to explain themselves anew.ii
i

Access Seru. Improving young people’s access to health care through general practice:
a guide for general practitioners and divisions of general practice; 1999.194

ii

Neville S, Henrickson M. Perceptions of lesbian, gay and bisexual people of primary healthcare
services. J Adv Nurs 2006;55(4):407–15.119

Box 3.3

HEARTS

Currently, there is no well-established acronym that can be used to structure a
psychosocial interview with young children and their family/whänau. However,
the HEARTS acronym is suggested by the GDT:
Home: conduct, general behaviour, ‘manageability’
Education: any concerns about behaviour/progress
Activities: attention span, ability to finish tasks, friendships
Relationships with peers/parents: any big changes in the family, any bullying
Temper: mood
Size: weight gain, appetite
Children tend to provide different information from their parents, so it is helpful
to gather information from both sources.
Mäori and Pacific peoples have collective societies14,199 and whänau have a central
role in providing a sense of identity, security and belonging for young people/
rangatahi/tamariki.200 Although, in general, rangatahi and tamariki value the whänau
environment highly195 and it is a strong, positive influence,174 the whänau potential to
nurture is threatened by socioeconomic deprivation.174 A large percentage of Mäori
rangatahi and tamariki are part of whänau who struggle to meet their daily financial
needs and may be unable to function effectively in supporting them.201 Many Mäori
families are no longer linked to hapü and iwi structures or engaged in kohanga reo
or marae activities.202 Similarly, Pacific families may be fragmented, with little family
or church support.203
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Whänau is a much wider concept than the nuclear family. It approximates
what non-Mäori would generally understand to be an extended family. For
Mäori, whänau provides care, nurturing, identity and a sense of belonging
and purpose.204 The goal of health for Mäori is whänau ora: ‘Mäori
families supported to achieve their maximum health and wellbeing’.202
Practitioners assessing younger children/tamariki (up to about 12 years) are largely
reliant on collaboration with parents or caregivers and should see families together
unless there is obvious parent-child conflict, in which case a brief interview with the
child/tamariki alone could be considered.205
A supportive and cooperative relationship with an adolescent/rangatahi requires an
assurance of privacy and confidentiality.188 Adolescents presenting in primary care
should routinely be offered individual time with a practitioner.66 It may be helpful to
gain a parental perspective as well, particularly for younger adolescents/rangatahi
(about 12–15 years). Adolescents/rangatahi have been noted to be fairly reliable
informants with regard to describing their feelings, but may be less accurate in
reporting externalising behaviour, such as aggression or mood swings.206

Confidentiality
The practitioner should discuss with a young person/rangatahi/tamariki their right not
to have personal information disclosed without their permission, along with the limits
to this right. The exceptions to absolute confidentiality are the ‘Three Harms’: if someone
might harm the young person, or if they might harm themselves or harm someone
else, it is necessary, justifiable and legally defensible to discuss the situation with other
appropriate professionals.207 Box 3.4 contains an example of a statement that could be
used to explain the limits of confidentiality in a clinical consultation. A careful discussion
of confidentiality will help to build trust and will increase the likelihood that the young
person/rangatahi will keep follow-up appointments.208
A study of Pacific health care practices notes that patient confidentiality can be
contradictory to Pacific (and Mäori) expectations of involving significant others. The authors
of the study suggest that the practitioner should aim to engage parents positively in cultural
and educational areas, without revealing details of the consultations/sessions.14
Box 3.4

Explaining the limits of confidentiality

‘What you say is confidential to the service, unless I believe that you are at
serious risk of harm to yourself, harm to others or harm from others. In such
a case I will take the necessary steps to protect your safety, although wherever
possible I will discuss this with you beforehand.’
Source: New Zealand Guidelines Group, Ministry of Health. The assessment and management
of people at risk of suicide. Wellington: New Zealand Guidelines Group; 2003.162
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3.4 Further assessment where there is concern
Structured psychosocial assessment may alert the practitioner to a potential
mental disorder, in which case problem areas should be explored more thoroughly.
In particular, it is important to find out to what extent symptoms are affecting normal
functioning for the young person/rangatahi/tamariki and to ask them directly about
suicidal intent or attempts.209
Particular attention should be paid to the symptoms of hopelessness (nothing will
change) and/or helplessness (I can’t change).162 If a young person/rangatahi/tamariki
expresses hopelessness the practitioner should check what they mean by this and
how they view the future. Profound hopelessness is a strong risk factor for suicide in
adults210 and in young people it has been linked to increased suicidal ideation and
intent, depression and overall psychopathology.211 Studies from mixed settings have
found that adolescent-reported hopelessness correlates with high dropout rates and
poor outcomes from treatment for depression.212,213
Use of a brief assessment tool may be helpful as an aid to clinical judgment
(see 3.5: Assessment Tools: Evidence Review), but does not reduce the necessity
for thorough assessment in formulating a diagnosis.

Assessment of suicide risk
Assessment of suicide risk can be challenging as there is no evidence for absolute
markers that predict the presence or intensity of suicide risk, and assessment only
provides a snapshot of risk at a given time. Moreover, deliberate self-harm such as
superficial cutting may be used as a means of tension reduction, without intention
to die. The most immediately important factors to consider are contextual triggering
factors and the young person’s current mental state.162 The Guideline Development
Team (GDT) notes that assessment of suicide risk needs to be an ongoing aspect of
monitoring, as new triggers can supervene even if the young person’s mental state
is improving or staying the same.
Assessment of suicide risk represents an integration of the following factors:162
• intent/definite plan
• lethality
• access to means
• presence of risk factors (eg, alcohol use, impulsiveness)
• hopelessness
• psychosocial triggers
• lack or presence of protective factors.
Questions to assist in assessing risk of suicide may be found in Appendix C:
Assessment of Suicide Risk.
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Somatic complaints
Children frequently display distress by means of physical symptoms and 2% to 10%
experience functional aches and pains for which no organic cause is found.214 Young
children with mental disorders in primary care usually present with parental reports that
they are in poor health, low in energy and physically ill when under stress.215 Common
symptoms are dizziness, back pain, abdominal pain, headaches, or sleeping and eating
problems.205 Adolescents are more likely to present with emotional symptoms, but fatigue
and other somatic symptoms are still common, especially in early adolescence.188
Possible medical illness should be ruled out as a cause of symptoms.216,217 Also, the
practitioner should be mindful of the possibility of culturally-specific syndromes and,
if concerned, seek advice from cultural support workers151,162 or consider liaising with
local iwi groups.

Family violence
If family violence or child abuse of any form is identified or suspected, some level of
safety planning is needed. New Zealand guidelines on family violence193 recommend
consultation with an experienced colleague, social worker, specialist child protection
team, paediatrician or family violence prevention advocate or with the duty social
worker at Child, Youth and Family or Youth Health Service. It is advisable to develop
referral relationships with local staff from agencies that provide support for actual or
suspected victims of abuse.193

Common mental disorders
The most common mental disorders in primary school-aged children are attentiondeficit hyperactivity disorder (ADHD), anxiety (especially separation anxiety), conduct
disorder, and depressive disorders (depression and dysthymia), in that order. The most
common mental disorders in adolescents are anxiety, conduct disorder, depressive
disorders and alcohol or substance abuse/dependence. Table 1.2 (see Chapter 1:
Background) provides further detail on prevalence rates by age group. The clinical
features of these disorders are outlined in this chapter in the section entitled:
Clinical features of common mental disorders in young people/rangatahi/tamariki.

3.5 Assessment tools: evidence review
A brief assessment tool may help the practitioner to reach a provisional diagnosis,
assess severity or evaluate response to treatment. A systematic review of the literature
was undertaken to identify evidence on brief assessment tools for common mental
disorders in young people/rangatahi/tamariki. ‘Brief’ was defined as taking 5 minutes
or less to administer.
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The relevant evidence comprised six systematic reviews66,176,182,218-220 and 32 primary
studies (some of which were included in the systematic reviews), which evaluated a
total of 12 different assessment tools. Tools for which evidence of effectiveness was
found are discussed in the following section. The evidence relating to the effectiveness
of these tools is also discussed in the following section. Further details of other studies
and tools evaluated can be found in evidence tables (4a–c) on the NZGG website
(http://www.nzgg.org.nz).

Overall mental health
There is evidence that both the Pediatric Symptom Checklist (PSC)221-225 and the
SDQ226-235 are valid and feasible for assessing child and adolescent mental health
problems from 4 years of age. The PSC and the SDQ can be completed within
5 minutes by a young person or their parent and/or teacher. Among adolescents,
the SDQ is reasonably reliable for detecting depressive disorders, conduct disorder,
ADHD disorders, and some anxiety disorders (social phobia, post-traumatic stress
disorder, obsessive compulsive disorder and generalised anxiety disorder).226
However, the SDQ has been shown to identify fewer than 50% of adolescents with
specific phobias, separation anxiety, panic disorders and eating disorders.226 Parent
and teacher responses on the SDQ were noted to be better predictors of disorder than
self-reporting.226-231,233-235 There was some limited evidence that the SDQ is sensitive
to change.232 No evidence was found on sensitivity to change in mental health with
respect to the PSC. Overall the SDQ appeared the most robust tool for assessing
overall mental health and monitoring response to treatment in young people.

Depression
The SMFQ is valid as a screen for depression, though there is limited evidence on
sensitivity to change.66,176,236-238 The RADS is designed to measure the severity of
depressive symptoms. It has acceptable validity, feasibility and sensitivity to change,
and has been tested in New Zealand populations.66,219,239 However, there is a fee
for use of the RADS.

Anxiety
The systematic review of the literature found no brief anxiety screening tools that
were well-validated for use in primary care. The brief Multidimensional Anxiety Scale
for Children (MASC-10)240 is a short version of a longer empirically-derived tool but
there is insufficient evidence to support use of the short version. There is a fee for use
of this instrument.
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Substance abuse
CRAFFT is an acronym for a set of questions that is valid for detecting alcohol
and substance abuse, and dependence among adolescents in primary care
(see Box 3.5).241 Another option is the SACS, a self-report questionnaire that has
been validated and found both feasible and sensitive to change in a New Zealand
population.242 SACS is designed for use with the SDQ. The frequency-of-use part
of the tools awaits validation.242

Assessment tools: issues for evidence-based practice
There is evidence to support the use of the following brief tools to aid diagnosis,
evaluate severity and/or monitor progress. However, these are not a substitute for
clinical assessment.
• SDQ (for overall mental health)226-235
• SMFQ (for depression)66,176,219,236-238
• RADS (for depression)66,219,239
• CRAFFT acronym (for alcohol abuse)241
• SACS (for alcohol or substance abuse or dependence).242
See Appendix D: Assessment Tools for Common Mental Disorders, for links to these tools.
The evidence review identified no brief well-validated assessment tool for assessing
anxiety in young people/rangatahi/tamariki.
Box 3.5

CRAFFT

The CRAFFT tool is designed specifically for adolescents for detecting alcohol
and substance abuse, and dependence.
1. Have you ever ridden in a Car driven by someone (including yourself)
who was high or had been using alcohol or drugs?
2. Do you ever use alcohol or drugs to Relax, feel better about yourself, or fit in?
3. Do you ever use alcohol or drugs while you are by yourself, Alone?
4. Do you ever Forget things you did while using alcohol or drugs?
5. Do your Family or Friends ever tell you that you should cut down on your
drinking or drug use?
6. Have you ever got into Trouble while you were using alcohol or drugs?
Scoring: 2 or more positive items indicate the need for further assessment.
Source:
Knight JR, Sherritt L, Shrier LA, et al. Arch Pediatr Adolesc Med 2002;156(6):607–14.241
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3.6 Clinical features of common mental disorders
in young people/rangatahi/tamariki
Depressive disorders
Depressive disorders, such as depression, dysthymia and bipolar disorder, are
characterised by changes in mood, thinking and activity, sufficient to cause impairment
in personal and/or social functioning.
The GDT notes that hopelessness is a critical symptom and is considered by many
practitioners in this area to be the most important prognostic sign in adolescents/
rangatahi in both genders and across all ethnic groups.

Depression
The DSM-IV® criteria for depression in children are as follows:243
• persistent sad or irritable mood
• loss of interest in activities once enjoyed
• substantial change in appetite or body weight, failure to make expected weight gain
• oversleeping or difficulty sleeping
• psychomotor agitation or retardation
• loss of energy
• feelings of worthlessness or inappropriate guilt
• difficulty concentrating
• recurrent thoughts of death or suicide.
Five or more of the DSM-IV® symptoms (including at least one of the first two) must
persist for 2 or more weeks and must cause clinically significant distress or functional
impairment before major depression can be diagnosed.243 However, the GDT
notes that symptoms may be more unstable in young people/rangatahi/tamariki
than in adults and that a day of normal mood within the 2 weeks does not negate
the diagnosis. Somatic complaints are very common in both children/tamariki and
adolescents/rangatahi who meet the diagnostic criteria for depression, particularly
in the younger group.188 Adolescent depression is more similar to the adult form,
with a greater likelihood of mood symptoms at presentation, but these may still be
masked by behavioural problems, substance misuse or somatic symptoms.
The GDT notes that irritability and frustration are very important symptoms of depression in
children and adolescents, and may be more prominent than low mood. A New Zealand
survey of 121 adolescents with depression reported that feeling ‘grumpy and cross’ was
one of the symptoms most commonly reported by both genders.244 Irritability may become
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more prominent with the increasing severity of the disorder.188 Among other symptoms
there are gender differences: girls report more internal symptoms, such as loneliness,
unhappiness and ‘hating themselves’, while boys report more overt behaviours, such as
reluctance to talk, and difficulty in sleeping, concentrating and making decisions.244

Dysthymia
Dysthymia is a chronic lowering of mood that does not fulfil the criteria for recurrent
depressive disorder in terms of either severity or duration of individual episodes.66
There are variable phases of minor depression and comparative normality. Despite
tiredness, feeling down and experiencing little enjoyment (anhedonia), people with
dysthymia are usually able to cope with everyday life. In diagnosing dysthymia, it is
important to establish that the person does not fulfil criteria for current depression.
If depression has preceded the onset of dysthymia then there must have been full
remission of all depressive symptoms for at least 2 months before the development
of dysthymia, to make the diagnosis. By contrast, episodes of depression can be
superimposed on dysthymia, in which circumstances both diagnoses can be given.66
An observational study of young people with dysthymia noted that in contrast to
depression, dysthymia was distinguished by the virtual absence of anhedonia and
social withdrawal.245 In addition, levels of guilt, morbid preoccupation and impaired
concentration were lower than for those with depression. Children with dysthymia in
this study did not exhibit reduced appetite and few had hyposomnia or fatigue.245

Bipolar disorder
Symptoms of depression with marked melancholic or manic/hypomanic features
may signal bipolar depression, especially if there is a family history. Symptoms of
mania include:
• elevated, expansive or irritable mood
• decreased need for sleep (eg, rested after 3 hours sleep)
• racing speech and pressure to keep talking
• grandiose delusions
• excessive involvement in pleasurable but risky activities
• increased physical and mental activity
• poor judgment
• in severe cases, hallucinations.
If bipolar disorder is suspected, urgent referral to secondary care mental health
services is indicated. Urgent referral is defined by the GDT as referral by the primary
care practitioner within 24 hours with the expectation that the person referred will be
seen within 7–10 days, or sooner depending on secondary care service availability.
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Anxiety disorders
The defining features of the most common anxiety disorders in young people are
as follows:188,205
• separation anxiety: developmentally inappropriate and excessive worry
concerning separation from parent and home, refusal to go to school, reluctance
to be home alone, nightmares and/or physical complaints, for at least 4 weeks.205
Refusing to go to school differs from truancy in that parents are often aware of the
child’s absence from school and the child is compliant in other respects205
• generalised anxiety disorder: excessive and uncontrolled worry, difficulty
concentrating, restlessness, irritability, sleep problems, fatigue, and/or muscle
tension, for at least 6 months188
• panic disorder: spontaneous recurrent episodes of panic, with palpitations, sweating,
trembling or dry mouth and other physiological and psychological symptoms.188
Separation anxiety is more common in younger children, while generalised anxiety
disorder and panic attacks are more often diagnosed in adolescents. Other types of
anxiety disorder include phobias, obsessive compulsive disorder and post-traumatic
stress disorder. Symptoms overlap and many young people will meet criteria for more
than one type of anxiety disorder.205
Anxiety disorders often present with somatic symptoms and other conditions, such as
hypoglycaemia, migraine, seizure and other neurological problems, must be excluded.188

Attention-deficit hyperactivity disorder
The defining features of ADHD are as follows: 205
• difficulty sustaining attention, makes careless mistakes
• often does not listen when spoken to directly
• avoids difficult tasks
• easily distracted, disorganised and forgetful
• often fidgets, leaves seat in classroom or feels restless
• runs about or climbs in inappropriate situations (in young children)
• often interrupts.
Attention-deficit hyperactivity disorder, especially when associated with conduct
disorder, increases the risk of behavioural problems and substance use disorders
in adolescence.205 It is six times more common in boys than girls.188 The diagnosis
requires information from external sources, such as teachers, as well as the child’s
parents or caregiver, and usually involves specialist assessment.205
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Conduct disorder
Conduct disorder consists of a repetitive and persistent pattern of behaviours in which the
basic rights of others or major age-appropriate norms or rules of society are violated.243
The defining features are as follows:205
• often bullies
• initiates physical fights
• physically cruel to people or animals
• stealing
• forced sexual activity with others
• deliberate fire setting or destruction of property
• often lies
• runs away
• is truant.
The diagnosis requires at least 3 symptoms for 12 months and is more common in boys.
Most young people with conduct disorder have a history of disruptive behaviour
and defiance from early childhood but problems can become more severe during
adolescence.205 Sudden development of conduct disorder is unusual in adolescents
and may be associated with depression, substance misuse or psychosocial problems.188

Substance misuse
Substance use and misuse are strongly linked to puberty and are uncommon in young
children, though the age of initiation is steadily dropping.246 Clinical impressions of
alcohol and drug involvement frequently underestimate use, so young people who
disclose in a routine HEEADSSS interview that they have used cigarettes, drunk alcohol
or used other drugs should be further assessed through direct questioning to determine
their level of use.59,247

Comorbidity
A large number of studies have shown that young people who present with one
disorder (eg, conduct disorder) are at increased risk of other disorders (eg, substance
use or depressive disorders). In the Christchurch and Dunedin longitudinal studies,
around 40% of New Zealand 18-year-olds who met the criteria for a mental disorder
had more than one disorder.45
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Concurrent symptoms of anxiety and behavioural disturbances are present in
almost all cases of depression, and between 50% and 80% of young people with
depression will also meet criteria for another mental disorder. Conduct disorder
and/or oppositional disorder occur in around 25% of young people with depression,
with a similar proportion meeting criteria for separation anxiety disorder.66
Conduct disorder rarely manifests for the first time in adolescence.188 Sudden
development of new behaviour problems in adolescence may be associated with
depression, substance misuse or situational problems.188 Ideally, the clinician should
supplement self-report with teacher and parent accounts.226
In young people with mood disorders, comorbid psychiatric disorders are linked to
poorer treatment outcomes, with a reduced likelihood of recovery, longer episodes
and an increased rate of recurrence.248

3.7 Reaching a diagnosis
In practice, there is no clearly defined threshold between normal and pathological
behaviour in young people/rangatahi/tamariki.249 Among adolescents/rangatahi,
variability in mood, periods of despondency, and aberrant or experimental behaviour
are common and it can be difficult to differentiate ‘normal’ turmoil from more
serious mental disorder.188,250 Some problems can be ascribed to clearly delineated
psychosocial issues and may be expected to resolve if these are addressed, provided
the young person/rangatahi is sufficiently resilient. However, it is often unclear in a
specific instance whether psychosocial pressures amount to a mental disorder.250
The GDT notes that the following criteria can be used to help distinguish normal
variations in behaviour from more serious mental health problems:
• duration: problems last more than a few weeks188
• intensity: symptoms are severe and fixed, with a loss of normal fluctuations
in mood and behaviour188
• impact: problems impact significantly on school work, interpersonal relations,
home and leisure activities188
• safety: there is a perceived risk
• hypomanic episodes: these may indicate bipolar disorder.
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3.8 Determining severity and when to refer
Recommendations
Determining severity and when to refer
A young person with serious suicidal intent, psychotic symptoms or
severe self-neglect should be referred immediately to secondary care
mental health services

C

A young person with severe depression should be referred urgently to
secondary care mental health services

C

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details

Good practice points
Determining severity and when to refer
A young person with suspected bipolar disorder should be referred
urgently to secondary care mental health services



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available

For the purposes of this guideline, the GDT define immediate referral as referral by
the primary care practitioner that day, with the expectation of a same-day response
to the referral. Urgent referral is defined by the GDT as referral by the primary care
practitioner within 24 hours with the expectation that the person referred will be seen
within 7–10 days, or sooner depending on secondary care service availability.
Defining the severity of depression in young people/rangatahi/tamariki helps to guide
the initial treatment approach and to determine whether referral to secondary care
mental health services is appropriate. There are a handful of symptoms that signal a risk
to safety and the need for immediate referral to secondary care mental health services.
In other respects, severity is assessed across a continuum of multiple factors including
social context, history, symptoms and protective factors as illustrated in Figure 3.1.

Immediate referral to secondary care
The following symptoms indicate a need for immediate referral to secondary care mental
health services, even if there are few other symptoms and/or they are relatively brief:66
• serious suicidal intent
• psychotic symptoms (hallucinations and/or delusions)
• severe self-neglect.
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In the opinion of the GDT, suspected bipolar disorder warrants urgent referral
to secondary care mental health services.

Urgent referral to secondary care
Young people/rangatahi/tamariki with severe depression should be assessed by
secondary care mental health services.66 In the opinion of the GDT, the following
factors are likely to indicate severe depression and the need for such referral:
• persistent symptoms66
• profound hopelessness211-213
• other serious mental or substance use disorders251
• significant functional impairment (unable to do most daily activities).66
It is good practice to be more proactive about consultation/referral to secondary care
mental health services if the following factors apply:
• past episodes of depression66
• family history of psychiatric disorder252
• lack of caring family relationships253
• lack of other support services.253,254

3.9 From assessment to management
The following chapter of this guideline addresses how to manage depression in a
young person/rangatahi/tamariki in the primary care setting. This guideline does not
address in detail the management of other common mental disorders. For information
resources on common mental disorders other than depression, see Appendix E:
Management of Common Mental Disorders other than Depression in Young People.

40

Identification of Common Mental Disorders and Management of Depression in Primary Care

Chapter 3 Recognition and assessment of common mental disorders in young people/rangatahi/tamariki

Figure 3.1

When to refer a young person/rangatahi/tamariki
to secondary care mental health services

Red Flag symptoms
refer immediately to secondary care
• Suicidal ideation or intent
• Psychotic symptoms
• Severe self-neglect

Symptoms to evaluate when determining
whether to refer to secondary care
Manage in
primary care
Symptoms for hours

Positive view of future

Refer to
secondary care
Symptoms for months

Profound hopelessness

No other mental health or
substance use disorders

Multiple other serious
mental health or
substance use disorders

Able to do daily activities

Unable to do
most daily activities

Moderating factors to consider when
determining whether to refer to secondary care
No past history
of depression
No family history
of mood disorders
Extensive available
network of caring
family relationships
High level of support
services available

Past episodes
of depression
Many family members
with mood disorders

Isolated and alone

No other support
services available
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4

Management of depression in
young people/rangatahi/tamariki
Young people/rangatahi/tamariki are defined in this context as
individuals up to the age of 18 years and comprise both rangatahi
(adolescents) and tamariki (young children). However, 18 years is a
pragmatic cut-off point which reflects the cut-off age used in most
research: it does not necessarily represent a developmental threshold.

This chapter focuses on the management of depression in young people/rangatahi/
tamariki. For information on management of other common mental disorders in this
population see Appendix E: Management of Common Mental Disorders other than
Depression in Young People.
Recommendations
Management of depression in young people
A young person with serious suicidal intent, psychotic symptoms or
severe self-neglect should be referred immediately to secondary care
mental health services

C

A young person with severe depression should be referred urgently to
secondary care mental health services

C

Practitioners involved in the management of a young person with
depression, should endeavour to build a supportive and collaborative
relationship with the young person and their family/whänau

C

A young person with mild or moderate depression should typically be
managed within primary care services

C

Practitioners should consider involving support services such as school
guidance counsellors or family services in the management of a young
person with depression

C

If a young person with depression does not report substantial
improvement after 6–8 weeks of treatment, he/she should be referred
to secondary care mental health services

C

Antidepressant treatment of a young person (<18 years) should not
be initiated in primary care without consultation with a child and
adolescent psychiatrist

C

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details
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Good practice points
Management of depression in young people
When planning management of a young person with depression,
practitioners should consider symptom severity, symptom persistence,
functional impairment, response to any previous intervention and also
the wider psychosocial context, identifying factors that may impact
positively or negatively on outcome



Initial management in primary care of a young person with mild
to moderate depression should include active listening, problem
identification, advice about simple self-management strategies and
systematic follow-up comprising 2-weekly monitoring (eg, by phone/
text/email)



A young person being treated for depression in primary care should be
seen for reassessment at 2–4 weeks



A young person who reports improvement with treatment in primary
care should be proactively monitored (by phone, email, text, or face-toface) 1–2 monthly until he/she has a satisfactory response to treatment
(remission of symptoms/return to normal function). He/she should have
an action plan to use if symptoms recur (ie, what to do and who to
contact)



If the young person reports no improvement at 2–4 weeks, he/she
should receive an extended appointment for intensified support. A
simple psychological intervention such as structured problem-solving
therapy should be offered



If the young person reports deterioration in symptoms at 2–4 weeks,
either treatment should be intensified or he/she should be referred to
secondary care mental health services, depending on the severity of
symptoms



Counselling for young people in primary care should use a recognised
therapeutic approach which targets depression and related problems
and which focuses on resilience and behavioural support



If another health practitioner delivers psychotherapy to a young
person with depression in primary care, there should be regular
communication about the young person’s progress



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available
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4.1 Clinical management
Approach to intervention
The goal of treatment for depression is to achieve remission,255 with the intensity of
intervention adjusted in accordance with the young person’s response to treatment
(the ‘stepped care’ approach).65 The Guideline Development Team (GDT) advises
using a combined risk-management and strengths-based approach. Comorbidities,
such as substance abuse, should be addressed concurrently, as in practice they often
improve with remission of depression.54
It is feasible and appropriate for most young people/rangatahi/tamariki with
depression to be managed within primary care.256,257 Interventions that can be
provided in this setting comprise a spectrum of therapies from advice and monitoring
to more intensive psychological therapies: in many cases a young person will respond
to a relatively simple intervention.256
Evidence relating to specific interventions is presented in detail in later sections of this
chapter. When planning management, practitioners should consider symptom severity,
symptom persistence, functional impairment, response to any previous intervention
and also the wider psychosocial context, identifying factors that may impact positively
or negatively on outcome.
There is little evidence from randomised controlled trials (RCTs) of treatment of young
people in primary care to guide practice. Therefore the recommendations reflect
international and GDT consensus opinion.

Active support and monitoring
A collaborative relationship between the young person/rangatahi/tamariki and the
practitioner is a key component of treatment and improves the likelihood of a good
clinical outcome.185,186 The practitioner should signal clearly that the disorder is a
significant issue requiring follow-up, and should provide information about depression,
treatment options, and an explanation of how to recognise signs of deterioration and
how to access help, if necessary.
Family/whänau and caregivers should be involved as much as possible, as this will
improve outcomes.66,196 For young Mäori, recovery includes a cultural dimension that
is shaped around Mäori values, knowledge and social systems within the concept of
whänau ora (see Box 4.1). A secure cultural identity helps strengthen resilience to
mental disorder even in the presence of adverse socioeconomic conditions.258
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Box 4.1

Whänau Ora

The concept of Whänau Ora guides Mäori health care service delivery as the
pinnacle of the He Korowai Oranga: Mäori Health Strategy.i
It is defined as Mäori families supported to achieve their maximum health and
wellbeing and can also be likened to a welcoming embrace or korowai so that
whänau can begin their journey to wellness and recovery.ii
Sources:
i

Ministry of Health. He korowai oranga: Mäori health strategy. Wellington: Ministry of Health;
2002.

ii

Te Rau Matatini. Whakapakari ake te tipu: Mäori child and adolescent mental health
and addiction workforce strategy. Palmerston North: Te Rau Matatini; 2007.

The practitioner should consider the provision of telephone monitoring and support
for young people being treated for depression, delivered by an appropriately trained
member of the primary care team and informed by clear management protocols.256 In
the opinion of the GDT, 2-weekly contact (by telephone or face-to-face) is generally
appropriate to assess progress, identify any adverse effects and modify treatment, if
necessary.
The GDT considers that monitoring should continue even if a young person/rangatahi/
tamariki is referred for treatment to other agencies (eg, for counselling) or to secondary
care mental health services, in order to maintain the therapeutic relationship and support
treatment initiated elsewhere. If another health practitioner delivers psychotherapy
to a young person with depression in primary care, there should also be regular
communication between practitioners about the young person’s progress.

Self-management advice
Simple self-management interventions for young people/rangatahi/tamariki with
depression include exercise, sleep hygiene, activity scheduling, keeping a diary, stress
management, and curtailing the use of alcohol and recreational drugs.66 A governmentsponsored youth-friendly website with extensive downloadable self-management advice
is available at http://www.thelowdown.co.nz. This website also has free online support
services. For additional resources, see Appendix F: Self-management Resources.
A young person/rangatahi/tamariki can be encouraged to be more physically active,
by means of any sports or recreational activities that appeal to them (for example,
cycling, aerobics, dancing, mau räkau (martial art), waka ama (canoeing).259
There is currently no good evidence that dietary interventions are effective in treating
depression; however, a balanced diet and plenty of fluids should be encouraged to
promote general health.256,260
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Mild to moderate depression
A young person/rangatahi/tamariki with mild or moderate depression can generally
be treated using a psychosocial approach. A simple psychotherapeutic intervention
such as structured problem-solving therapy may also be beneficial.
The GDT recommends that initial management include active listening, identification of
current problems, discussion of simple self-management strategies and active monitoring.
The practitioner should encourage factors that promote resilience and social
competence, such as positive connections with a parent or other trusted adult,
involvement in community activities, and ‘required helpfulness’ (eg, chores and
responsibilities to the family or community).170,171,253
Ideally, the young person/rangatahi/tamariki can be engaged in setting their own
treatment goals, which can be revisited or revised during follow-up. A plan for followup should be agreed.
Two-weekly monitoring is recommended for most young people, but earlier or more
frequent contact may be required for some. Referral to support services, such as
school guidance counsellors or family services, should be considered.66 Suicide risk
should be reassessed regularly.162
The young person/rangatahi/tamariki should be fully reassessed at a face-to-face visit
at 2–4 weeks.66 If there is no improvement in symptoms, the GDT recommends that the
practitioner offer intensified support. This should comprise an extended consultation
(eg, with the GP or practice nurse) to provide emotional support, active listening and
a review of the situation (eg, self-management strategies tried, depressive symptoms,
school/work attendance, suicidality and recent social activities). Although provision
of extended consultations can be difficult due to time and funding constraints, there is
growing evidence that longer consultations have the potential to improve mental health
outcomes.261 A psychological intervention should also be offered at this stage.
The most feasible psychological intervention in a primary care setting is structured
problem-solving therapy. This can be delivered by a member of the primary care
team (eg, GP or practice nurse) with appropriate training and skill in working with this
age group: 4–6, 30-minute sessions over a 6–10-week period are suggested.256,260
Structured problem-solving therapy is based on the principles of cognitive behavioural
therapy (CBT) and focuses on identifying and clarifying problems, setting realistic goals,
generating and implementing solutions and monitoring progress. This approach is well
supported by international expert opinion256 though the research evidence is scant.262
There is evidence to support the use of a course of formal CBT, interpersonal
psychotherapy (IPT) or behavioural activation (usually at least 6–8 sessions) for young
people with moderate depression,262 but access to these therapies is very limited and
there is a strong need for increased availability in primary care. If referral to community
services, such as a school guidance counsellor or family services, has not already been
actioned, the option should be reconsidered at this stage.66
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If the young person/rangatahi/tamariki reports deterioration in symptoms at 2–4 weeks,
the GDT recommends that either treatment be intensified (as above) or they be referred
to secondary care mental health services, depending on the severity of symptoms.
If the young person/rangatahi/tamariki is referred for formal counselling, in the
opinion of the GDT, the counsellor should use a recognised therapeutic approach
which targets depression and focuses on resilience and behavioural support (eg, CBT,
IPT, behavioural activation) and should have training and expertise in working with
the relevant age group. Counselling should also address any trauma that may have
precipitated the depression.263 The young person/rangatahi/tamariki should continue
to be monitored by a member of the primary care team, in order to maintain the
therapeutic relationship.
If the young person/rangatahi/tamariki does not report substantial improvement
after 6–8 weeks of treatment, they should be referred to secondary care mental
health services.66
Antidepressant treatment should not be initiated in a young person/rangatahi/tamariki
in primary care except in consultation with a child and adolescent psychiatrist, in
accordance with Medsafe advice.264 Specialist advice should also be sought before
changing or stopping antidepressant therapy in this population.264,265 During the
initial few months of antidepressants treatment or at times of dose increase or
decrease, the family/whänau and caregivers of a young personrangatahi/tamariki
on antidepressants need to be aware of the importance of seeking help from a health
care provider if they notice any symptoms of agitation, irritability or unusual changes
in behaviour. Such symptoms are thought to be precursors of emerging suicidality.66
The GDT notes that a young person who reports improvement with treatment
in primary care should be proactively monitored 1–2 monthly until they have a
satisfactory response to treatment, defined as remission of symptoms and return to
normal function. Monitoring may consist of phone, email, text or face-to-face contact.
The practitioner should ensure that a young person has an action plan to use if
symptoms recur at any stage (ie, what to look out for, what to do and who to contact).
See Appendix F: Self-management Resources for links to a self-management resiliency
tool with a focus on relapse prevention strategies.
A young person/rangatahi/tamariki with serious suicidal intent, psychotic symptoms
or severe self-neglect should be referred immediately to secondary care mental
health services.66 Steps should be taken to ensure the safety of the young person
while the referral is actioned and there should be regular reassessment of risk.
The family, whänau and others should be advised of the need for close observation,
and to remove potential suicide means, such as obvious ligature points, firearms
and toxic substances (including unnecessary medications) from the household.127
Those supporting the young person/rangatahi/tamariki while awaiting entry to
secondary services should be made aware of the fact that alcohol intoxication
may increase suicide risk.266
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Severe depression
A young person/rangatahi/tamariki with serious suicidal intent, psychotic symptoms
or severe self-neglect should be referred immediately to secondary care mental health
services.66 An urgent referral to specialist mental health services for assessment is also
indicated for a young person with severe depression.66 In the opinion of the GDT,
persistent symptoms, profound hopelessness, severe functional impairment, or other
serious mental health or substance use disorders are factors that are likely to indicate
severe depression and the need for referral. Further information on determining severity
of depression and when to refer is included in Chapter 3: Recognition and Assessment
of Common Mental Disorders in Young People/Rangatahi/Tamariki. The practitioner
should be mindful also of culture-specific syndromes and, if concerned, consider liaison
with local iwi groups.
The young person/rangatahi/tamariki should also be actively monitored within primary
care, in order to maintain a therapeutic relationship and support treatment initiated in
secondary care.
The GDT notes that a strengths-based approach may be less feasible with a young
person/rangatahi/tamariki with severe depression, but once recovering they may
benefit from this type of model.

4.2 Specific interventions: review of the evidence
A systematic review of the literature was undertaken to identify RCTs on therapies for
depression for young people/rangatahi/tamariki in primary care. Given the dearth of
primary care studies, studies from secondary care included in the National Institute for
Health and Clinical Excellence (NICE) guideline (2005)66 or highlighted by the GDT
were also considered.
Therapies of interest included:
• guided self-help
• exercise
• psychological therapies
• pharmacological therapies
• complementary and alternative medicines (CAMs).

Guided self-help
Guided self-help is defined, in this context, as the provision of psychological therapies
via written or IT-based materials. No evidence applicable to primary care was found.
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Exercise
There was insufficient evidence to determine whether exercise is effective for the
treatment of depression in young people.

Psychological therapies
Primary care studies: review of data
The NICE (2005)66 guideline and a subsequent systematic review267 considered RCTs
of psychological therapies for young people and included studies from a variety of
educational, correctional, psychiatric, research and unreported settings. Only one
small RCT was clearly applicable to primary care.268 This study found 12 sessions of
IPT significantly more effective than treatment as usual at 16-week follow-up among
64 adolescents at a school-based mental health clinic in the US. The intervention
focussed on problem solving and social functioning. Most adolescents in the treatment
as usual arm received a form of supportive counselling and the additional use of
antidepressants was an option in both arms. The largest treatment effects occurred in
the older and/or more severely depressed adolescents.
Two more recently published primary care-based RCTs were identified: one from
the US and one from Australia. The US RCT269 enrolled 152 moderately depressed
adolescents, all receiving a newly-prescribed selective serotonin reuptake inhibitor
(SSRI), and randomised one group to brief CBT treatment (5–9, 1-hour sessions).
Greater improvement in depression scores was seen in the group receiving CBT, but
the difference in scores between the two groups was not statistically significant. The
Australian RCT270 was a three-way comparison between sertraline, CBT, and combined
therapy in 73 adolescents. This trial found CBT superior to sertraline alone in the
treatment of mild to moderate depression.270 However, 14% of the CBT group and
54% of the sertraline group had not achieved full or partial remission at post-treatment
follow-up (12 weeks). The authors commented that the dosage of sertraline used
(maximum of 100 mg daily) was relatively low compared to some studies. At 9-month
follow-up, improvements from the baseline were maintained in all groups, with no
significant difference between the groups. No significant advantage was found from
combined therapy at either post-treatment or 9-month follow-up.

Studies conducted in secondary care or other settings:
review of data
A well-known US RCT,271 the Treatment for Adolescents with Depression Study (TADS),
claims to be broadly applicable to general clinical practice. However, more than half the
participants were volunteers and the mean level of severity of depression was moderate
to severe.
The Treatment for Adolescents with Depression Study found that treatment with CBT
alone was not significantly more effective than placebo. Combined therapy with
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fluoxetine and CBT was more effective than either therapy alone, and fluoxetine alone
was more effective than CBT alone for improving depression at 12-week follow-up.
At 36 weeks, response rates were similar in all three groups (81–86%). This is in
keeping with the small primary care study269 discussed previously, which found
little benefit from combined therapy at 12 or 26 weeks. Similarly, a large (n=249)
secondary care study published recently272 found no evidence that the addition of CBT
to SSRI treatment improved outcomes among adolescents with moderate to severe
depression who had failed to respond to an initial brief (1–2 session) psychosocial
intervention. At 28 week follow-up, 61% of the SSRI-only group and 53% of the SSRIplus-CBT group reported that they were much or very much improved; 17% and 25%
(respectively) reported that they were unchanged or worse.
With regard to specific psychological therapies, the evidence is difficult to interpret.
NICE (2005)66 found no conclusive evidence of the effectiveness of individual CBT
compared to either no treatment or other treatments, though there was limited
evidence of short-term benefit of CBT compared to relaxation, self-modelling and
problem solving. However, there was evidence that group CBT was more effective,
at least in the short term, in comparison to non-active treatment (eg, waiting list or
general clinical management). There was limited evidence favouring IPT compared
to non-active treatment, but in a direct comparison of IPT versus CBT the results were
inconclusive.66 The NICE guideline66 included three studies of family therapy: one
found some evidence to support the effectiveness of family therapy versus a waitlist
condition,273 and one comparing family therapy with non-directive supportive therapy
were inconclusive.274 The third, which is unpublished,275 compared long-term courses
of IPT (30, 50-minute sessions) and family therapy (14, 90-minute sessions) in young
people with moderate to severe depression, and found high remission rates in both
arms, with maintenance of gains at follow-up.
An Australian cost-benefit analysis of CBT versus antidepressants276 found CBT the
most cost-effective first-line intervention for depression in children and adolescents.
The data for efficacy were derived from studies of volunteers and outpatients and
the relevance of these findings to New Zealand primary care is unclear.
A 2007 high-quality systematic review262 examined the effectiveness of structured
psychotherapies in 6- to 18-year-olds with current depression (major or minor) or
dysthymia, most of whom (54%) were recruited in schools. The review included 25 RCTs
which compared psychotherapies versus no treatment, waiting-list controls, attentionplacebos, or treatment as usual. Psychotherapeutic interventions included CBT (n=25
comparisons), cognitive therapy (n=2), behavioural therapy (n=3), IPT (n=2), problemsolving therapy (n=1) and supportive therapy (n=1). At post-treatment, 50% in the
psychotherapy groups and 35% in the control groups had responded (RR 1.39, 95% CI
1.18 – 1.65), but by 6-month follow-up there was no difference between the groups.
Pre-specified subgroup analysis showed that the effect was stronger in adolescents and
among those with moderate to severe depression. Psychotherapy was more effective than
attention placebo or waiting-list/no treatment at post-treatment and psychotherapy was
more effective than a waiting-list control at 1–6 month follow-up. However, there was no
significant difference between psychotherapy and treatment as usual plus psychotherapy
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at any timepoint. Treatment as usual in these studies comprised any non-study mental
health or other health service. None of the studies provided data on adverse effects or
cost-effectiveness. The therapies with most evidence of effectiveness were CBT, BT and
IPT. This review262 identified strong evidence of publication bias. However, adjustment
for this bias did not affect the significance of the results.

Psychological therapies: issues for evidence-based practice
The only psychological interventions supported by any controlled evidence from a
primary care setting are IPT and CBT.268,270 For these interventions there is evidence
of benefit, albeit from only one small study of each.
Pooling of studies from all settings supports these findings: psychological therapies
are helpful for young people in the short term and appear to be more effective
than naturalistic follow-up (ie, follow-up without active intervention) for up to
6 months. Those with most evidence of effectiveness are CBT, IPT and BT.262
However, psychological therapies do not appear to be significantly more effective
than treatment as usual, which in these studies included monitoring plus a variety
of active treatments with psychosocial, psychotherapeutic and pharmacological
components.262 This supports the need to provide active intervention based on
what evidence is available, accompanied by systematic follow-up and monitoring.
Studies that have specifically compared monotherapies and combination treatments
reported that at their final follow-up assessments (at 28–52 weeks), CBT groups had
similar response rates to SSRI and combination groups.269-272
In the primary care setting, formal psychological therapies are rarely accessible.
However, structured problem solving is a simplified psychological therapy drawn from
cognitive behavioural principles that is well suited to general practice.277 Maladaptive
responses to stress are significant risk factors for depression in this population278 and
structured problem solving teaches methods of coping with the stresses of everyday life.277
Psychological interventions for mental disorders in young people typically focus on
improving the skills of the individual in order to promote resilience to challenging life
situations. These efforts also need to be accompanied by attempts to improve the
high-risk unsupportive socioeconomic environments in which many young people/
rangatahi/tamariki live.279

Pharmacological therapies
Primary care evidence
Three guidelines or systematic reviews evaluated the effectiveness and/or safety of
antidepressants for young people with depression, but none included any trials set
in primary care.66,280,281
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Evidence from other settings
Randomised controlled trials from secondary care settings66,272 support the effectiveness
of fluoxetine for moderate to severe depression, in children and adolescents. However,
the benefits are modest and must be balanced against an approximately doubled risk
of suicidal ideation or attempt compared to placebo, from 1–2% to 2–4%. This estimate
is based on data from 13 primary studies, which in most cases carefully screened out
young people at risk and moreover collected data on adverse events retrospectively.281
Antidepressants, including fluoxetine, are also significantly more likely to cause
discontinuation due to adverse effects than placebo.66 As discussed in the previous section
on psychological therapies, it is unclear whether it is beneficial to add CBT to antidepressant
therapy, as the evidence is inconsistent as to whether this improves efficacy or safety.

Pharmacological therapies: issues for evidence-based practice
There is good evidence from secondary care that fluoxetine is moderately effective
for moderate to severe depression in young people/rangatahi/tamariki, but safety
concerns preclude the initiation of antidepressant treatment in a young person in
primary care without the support of a child and adolescent psychiatrist.

Complementary and alternative medicines
There was insufficient evidence to determine whether any complementary or alternative
medicines are effective for the treatment of depression in young people/rangatahi/
tamariki. A systematic review found very few RCTs and no evidence in favour of any
therapy, apart from two small studies (total n=33) providing limited support for the
use of light therapy for seasonal depression.282
No RCTs were found on the use of St John’s Wort for depression in young people.
However, there are safety concerns about the use of St John’s Wort in adults.283
Young people using or considering using St John’s Wort should be advised of
possible drug interactions.
There is currently great interest in the role of omega-3 polyunsaturated fatty acids
(omega-3) for the treatment of mental disorders. A recent systematic review included
a single small placebo-controlled RCT (n=28) conducted among depressed children
from 6- to 12-years of age presenting in secondary care with a first episode of
depression.284 An over-the-counter preparation was used containing approximately
400 mg eicosapentanoic acid (EPA) and 200 mg docosahexaenoic acid (DHA),
which was given as monotherapy. There was a statistically significant reduction in
symptom scores in the group taking omega-3 compared to the placebo group at all
follow-up times from week 8 to week 16 (p≤0.041). No clinically relevant side effects
were reported, though studies of omega-3 for attention disorder in children have
reported mild gastrointestinal effects.285 This small study supports the possibility that
omega-3 supplementation may be an effective monotherapy for childhood depression
and highlights the need for more randomised controlled trials in this area.
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5

Recognition and assessment
of common mental disorders
in adults/pakeke
Recommendations
Recognition of common mental disorders in adults
An adult with serious suicidal intent, psychotic symptoms or severe and
persistent self-neglect should be referred immediately to secondary
care mental health services

C

Targeted screening for common mental disorders is indicated for adults
not well-known to the practitioner and for:

C

• people with chronic illness, a history of mental disorder or suicide
attempt, multiple symptoms or a recent significant loss
• other high prevalence groups, such as Mäori (especially Mäori
women) and older adults in residential care
• women in the antenatal and postnatal period
Targeted screening for depression and anxiety should include the use
of verbal 2–3 question screening tools

B

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details

Good practice points
Recognition of common mental disorders in adults
Every interaction with an adult in primary care should be regarded
as an opportunity to assess their psychosocial as well as physical
wellbeing. Both strengths and difficulties should be taken into account



The practitioner should strive to establish and maintain a good
therapeutic relationship with the patient, as this increases the likelihood
that mental disorders will be identified



Targeted screening for substance abuse should comprise a verbal 2–3
question screening tool



Targeted screening should be conducted annually


continued over...
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Good practice points

continued...

Recognition of common mental disorders in adults
Brief tools are optional aids for use by the primary care practitioner as
an adjunct to clinical assessment. Examples of brief tools include:



• the Kessler 10 (K10)
• the Patient Health Questionnaire for Depression (PHQ-9)
• the Generalised Anxiety Disorder Scale (GAD-7)
• the Alcohol Disorder Use Identification Test (AUDIT)
• the Case-finding and Help Assessment Tool (CHAT)
Practitioners should be aware of the cultural identity and health care
preferences of people in their care



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available

5.1 Psychosocial assessment of adults/pakeke
It is good practice to enquire after the psychosocial wellbeing of every patient whatever
their reason for presentation. Every interaction with an adult in primary care should be
regarded as an opportunity to assess psychological wellbeing, taking into account both
strengths and difficulties. Establishing and maintaining a good therapeutic relationship
between the practitioner and the patient is also important and increases the likelihood
that mental disorders will be identified and addressed.186,286 Depression, anxiety and
substance abuse are the most common mental disorders in New Zealand adults.34
Good communication requires knowledge of the patient’s cultural background, and
it is standard good practice to ask every patient about their ethnicity. This also provides
an opportunity to discuss their cultural preferences with respect to health care.151
Correct pronunciation of a person’s name is fundamental, and learning how to
pronounce Mäori names correctly has been suggested as ‘perhaps the single greatest
way to show respect to your Mäori patients’.151
Culturally appropriate forms of greeting may help build a sense of familiarity.287 For
both Mäori and Pacific patients it may be easier for practitioners of other ethnicities
to establish a rapport if they allow initial introductions to proceed at a relatively formal
and unhurried pace, and exchange some information about their background with
the patient. Long-term, allowing enough time at this stage in the process will improve
the patient-practitioner relationship, the information disclosed and the delivery of
services.14,151,163 Family involvement at all stages is a priority for many Mäori and
Pacific patients: this may include biological or adopted family members, and nuclear
or extended family.163 Face-to-face (kanohi ki te kanohi) consultation is generally
preferred, and often whänau members also attend the consultation for support.17,151
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As whänau/family involvement does not necessarily constitute support,203 all patients
need the opportunity to advise who they would like to be present and how much
information they want to be shared with others.151

5.2 Targeted screening of high-risk groups
Targeted screening: evidence review
Evidence was sought on screening for common mental disorders in primary care.
Screening is defined as administering a tool to identify common mental disorders
to a complete population of adults/pakeke presenting in primary care.
Thirteen randomised controlled trials (RCTs) evaluated screening for common mental
disorders among adults in a primary care setting. Nine of the RCTs were included
in a Cochrane systematic review (2005)288 and four had been published since.289-292
The studies addressed depressive disorders with or without anxiety (n=11), alcohol
problems (n=1),291 and a range of mental disorders, including somatisation and
alcohol abuse (n=1).290 These studies found no evidence of any benefit associated
with routinely screening unselected adults in primary care, except as part of a more
comprehensive programme aiming to improve care.288,290,291
However, there was evidence that targeted screening of selected high-risk adults
increased the identification rate of common mental disorders in adults in primary care290
and that it also increased the likelihood of general practitioner intervention.289,293,294
In the relevant literature, ‘high-risk’ adults were defined as those who had previously
scored high on a mental health screening questionnaire. There was insufficient evidence
to show that such identification led to significantly better clinical outcomes overall.

Targeted screening: issues for evidence-based
practice
The evidence supports targeted screening of high-risk patients in primary care (see
Box 5.1: Screening for Common Mental Disorders in Primary Care). High prevalence
groups include people with long-term disabling conditions, multiple disorders or a
past history of mental disorder.34,295 Prevalence is also high in Mäori, particularly
Mäori women.2 Screening is also indicated in new patients and those infrequently
seen, as mental disorders are less likely to be identified in patients with whom the
practitioner is not familiar.2
Evidence is lacking on the optimum frequency of screening. A UK report296 supports
screening people with coronary heart disease or diabetes for depression as part of
their routine annual check. The Guideline Development Team (GDT) notes that the
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New Zealand ‘Get Checked’ programme provides a suitable opportunity for an
annual mental health assessment of people with diabetes, which could be usefully
applied to other chronic disease management programmes. Annual screening is
considered good practice by the GDT.297
Targeted screening for depression and anxiety should include the use of verbal 2–3
question screening tools. These tools have been validated to screen for anxiety298
and depression.299 There is also promising evidence to support the use of two questions
to screen for substance abuse300,301 (see 5.4, Assessment Tools: Evidence Review) and

Box 5.1

Screening for common mental disorders in primary care

Consider screening with verbal 2–3 question screening tools:*
• people with chronic illness eg, long-term physical or mental conditions
causing disability,i such as coronary heart disease, diabetes, respiratory
disease, hypertension, chronic pain or dementia†
• people with multiple symptoms† ii
• people with physical or intellectual disability† iii
• Mäori, particularly Mäori women† i,iv
• people with a history of mental disorder or suicide attempt† v,vi
• people with recent significant loss, bereavement or major negative life event† ii
• older adults/koroua/kuia in residential care† vii
• people not seen for a year or more‡ iv
• new patients‡ iv
• women in the antenatal or postnatal period.viii
* See Box 5.2 for verbal 2–3 question screens for common mental disorders.
†

There is a high prevalence of mental disorders in these groups.

‡

A disorder is more likely to be missed in these groups.

#

The potential impact of a missed disorder is particularly serious in this group.

Sources:
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i

Oakley Browne MA, Wells JE, Scott KM. (eds). Te Rau Hinengaro: the New Zealand Mental
Health Survey. Wellington: Ministry of Health; 2006.34

ii

Institute for Clinical Systems Improvement. Major depression in adults in primary care.
Bloomington (MN): Institute for Clinical Systems Improvement; 2006.255

iii

Cooper S, Smiley E, Morrison J, et al. Br J Psychiatry 2007;190:27-35.303

iv

Bushnell J, MaGPIe Research Group. Br J Gen Pract 2004;54(508):838-42.2

v

National Institute for Health and Clinical Excellence. Depression: management of depression in
primary and secondary care. National Clinical Practice Guideline Number 23. London; 2004.65

vi

Beautrais AL, Wells JE, Mcgee MA, et al. Aust N Z J Psychiatry 2006;40 (10):896-904.121

vii

Kuruvilla G, Davidson T, McCabe MP, et al. Aust N Z J Psychiatry 2006;40(Supplement 1):A50.110

viii

National Institute for Health and Clinical Excellence. Antenatal and postnatal mental health.
London; 2007.101
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the GDT encourages the use of this screening tool for the targeted screening of alcohol
and drug use. If the initial screening questions return a positive response, a third
question inquiring whether help is needed (‘Is this something with which you would like
help?’) is likely to improve the predictive value of the tools.302 Box 5.2 Verbal 2–3
Question Screening Tools for Common Mental Disorders details the relevant questions
for the depression, anxiety and substance abuse screening tools, as well as suggested
further action if they elicit a positive response.

5.3 Further assessment where there is concern
Practitioners should consider using verbal 2–3 question screening tools to assess for
depression, anxiety or alcohol or drug problems in any adult if concerned about their
psychosocial wellbeing, whether or not they belong to a high-risk group (see Box
5.2). If a person responds positively to screening questions or there are other factors
that arouse concern about psychosocial issues, it is good practice to explore problem
areas thoroughly.
For Mäori and Pacific patients, in particular, roles and responsibilities within the
family/whänau and wider community may take precedence over individual wellbeing,
and the practitioner should consider this when taking a history.17,19
Use of a formal assessment tool could be considered, though such tools should not
be viewed as a substitute for thorough clinical assessment. A large number of tools
have been validated (see 5.4, Assessment Tools: Evidence Review). It is suggested that
a practitioner wishing to use such tools becomes familiar with a limited repertoire.
Selected tools for assessing common mental disorders are listed in Box 5.3.
The GDT notes that the ICD-10 or DSM-IV® criteria for depression, anxiety and
substance abuse may be useful to frame a dialogue about specific symptoms.243,306
The practitioner should review any medications or medical conditions that might cause
depression or account for the symptoms and perform laboratory tests as indicated (eg,
for thyroid hormone levels).9
Discussion of the following factors will help to put current problems into context:162
• duration of symptoms and what interventions (if any) have been tried
• functional impairment
• family and personal history of similar episodes and how they were managed
• any precipitating factors such as psychosocial stressors (eg, domestic violence,
sexual abuse)
• any perpetuating factors (eg, cognitions that they are ‘useless’)
• protective resources, both internal (such as self-insight) and external (such as
helpful social supports)
• any experience of manic episodes
• any suicidal ideation or attempts.
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Box 5.2

Verbal 2–3 question screening tools for common
mental disorders

Screening questions for depressioni,ii
• During the past month, have you often been bothered by feeling down,
depressed or hopeless?
• During the past month, have you often been bothered by little interest or
pleasure in doing things?
If Yes to either question, ask Help question (below)
Screening question for anxietyiii
During the past month have you been worrying a lot about everyday problems?
If Yes, ask Help question (below)
Screening questions for alcohol and drug problemsiv
• Have you used drugs or drunk more than you meant to in the last year?
• Have you felt that you wanted to cut down on your drinking or drug use in the
past year?
If Yes to either question, ask Help question (below)
Help questionv
Is this something with which you would like help?
Options: no / yes, but not now / yes
Further action
A positive response to one of the screening questions detects most cases of the
relevant disorder.
If a person responds positively to a screening question and identifies that they want
help to address the issue, the GDT recommends that the practitioner proceeds with
further clinical assessment, reschedules a further consultation or refers the person to
their general practitioner/practice nurse team, as appropriate.
Sources:
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i

Arroll B, et al. BMJ 2003;327(7424):1144–6.299

ii

Kroenke K, et al. Med Care 2003;41(11):1284–92.304

iii

Goodyear-Smith F, et al. Br J Gen Pract 2008;58(546):26–31.305

iv

Brown RL, et al. J Am Board Fam Pract 2001;14(2):95–106.300

v

Arroll B, et al. BMJ 2005;331(7521):884.302
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Box 5.3

Selected tools for assessing common mental disorders

These are self-report measures:
• Patient Health Questionnaire for Depression (PHQ-9)* i
• Kessler Psychological Distress Scale (K10)† ii
• Generalised Anxiety Disorder Assessment Tool (GAD-7)* iii, iv
• Alcohol Use Disorders Identification Test (AUDIT)* ‡ v
• The Case Finding and Help Assessment Tool (CHAT)# vi
Note: See Appendix D: Assessment Tools for Common Mental Disorders for links to the above tools.
* Validated for use in primary care.
†

The K10 focuses on anxiety and depression. It has been validated for use in population surveys
rather than primary care.

‡

Adapt for other substance misuse.

#

Validated using a pragmatic composite gold standard to check for tobacco use, alcohol and
other drug misuse, problem gambling, and anger problems. Less reliable for exercise and eating
disorders.

Sources:
i

Spitzer RL, et al. JAMA 1999;282(18):1737–44307

ii

Brooks RT, et al. Psychol Assess 2006;18(1):62–70.308

iii

Kroenke K, et al. Ann Intern Med 2007;146(5):317–25.298

iv

Spitzer RL, et al. Arch Intern Med 2006;166(10):1092–7.324

v

Seale JP, et al. J Stud Alcohol 2006;67(5):778–84.309

vi

Goodyear-Smith F, et al. Br J Gen Pract 2008;58(546):26–31.305

5.4 Assessment tools: evidence review
A systematic review of the evidence on brief assessment tools for common mental
disorders in adults/pakeke was undertaken. ‘Brief’ was defined as taking 5 minutes
or less to administer.
The relevant evidence comprised 4 systematic reviews65,176,310,311 and 27 primary studies
(some of which were included in the systematic reviews), which evaluated a total of
18 different assessment tools. Tools for which evidence of effectiveness was found are
discussed below. For several tools there was insufficient evidence of validity in a primary
care setting: details of other studies and tools evaluated can be found in evidence table
4d on the New Zealand Guidelines Group (NZGG) website (http://www.nzgg.org.nz –
enter ‘evidence tables’ into search box, then select publication by title).
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Overall mental health
A number of tools have been validated for assessment of common mental disorders,
but the PHQ-9 appears to be the most robust: it is well-validated, acceptable to
patients and quick for practitioners to review.307 Other acceptable tools are the
General Health Questionnaire (GHQ-12)312,313 and the Common Mental Disorder
Questionnaire (CMDQ).314 A New Zealand tool, CHAT, appears to have good
sensitivity and specificity for a range of lifestyle and mental health risk factors
(depression, anxiety, alcohol and other drug misuse, problem gambling, stress, abuse,
anger problems, and tobacco use).305 It is less accurate as a check for inactivity
and eating disorders. It should be noted that validation of the CHAT tool utilised a
composite gold standard comprising other validated screening tools and diagnostic
tests, rather than diagnostic interviews for all conditions.305 The CHAT tool has been
found acceptable in a large multi-ethnic New Zealand population.301,315

Depression and anxiety
The verbal 2–3 question screening tool for depression (see Box 5.2) is as accurate
as longer tools and is acceptable and feasible for use in New Zealand populations.299
The Help question (see Box 5.2) has been validated in a written form.302
The PHQ-9 is reliable and valid for identifying depression and also for severity
assessment,316-320 and it is sensitive to changes for both major depression and
dysthymia.321 Other brief tools, such as the Center for Epidemiological Studies
Depression scale (CES-D),322 the World Health Organization Wellbeing Index
(WHO-5),319 and Duke-Anxiety-Depression scale (Duke-AD)323 are less accurate
for routine use in primary care.
Both the GAD-7 and the 2-question version of the same instrument (GAD-2)
are valid for detecting anxiety disorders.298,324
The K10 questionnaire measures psychological distress, focusing on anxiety
and depression, and has been widely used in population surveys and secondary
care clinical settings.34,308 It has not been validated for test-retest reliability or for
sensitivity to change325 and no evidence was found on its validity in primary care.
The recommended cut-off points are based on data from community samples.325
No valid case-finding tools for dysthymia were identified.

Alcohol and/or substance abuse
The AUDIT questionnaire was found to be the most accurate tool for identifying
risky, harmful and hazardous drinking,310 while CAGE (a 4-question acronym) is the
most accurate for identifying lifetime alcohol abuse or dependence.311 A US study300
identified two questions adapted from CAGE which detected 80% of current drug
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and alcohol problems and which they suggested could be used as a verbal screen,
though the questions have not been fully validated as standalone verbal questions.
These questions are specified in Box 5.2: Verbal 2–3 Question Screening Tools for
Common Mental Disorders.

Assessment of suicide risk
Assessment of suicide risk can be challenging as there is no evidence for absolute
markers that predict the presence or intensity of suicide risk, and assessment only
provides a snapshot of risk at a given time. Moreover, deliberate self-harm such as
superficial cutting may be used as a means of tension reduction, without intention to die.
The most immediately important factors to consider are contextual triggering factors and
current mental state.162 Mental and physical illness are major risk factors, while the role
of social triggers is less prominent in older people.162,326 The GDT notes that assessment
of suicide risk needs to be an ongoing aspect of monitoring, as new triggers can
supervene even if a person’s mental state is improving or staying the same.
Assessment of suicide risk represents an integration of the following factors:162
• intent/definite plan
• lethality of likely means
• access to means
• presence of risk factors (eg, mental or physical illness, chronic pain, alcohol use)
• hopelessness
• psychosocial triggers
• lack or presence of protective factors.
Questions to assist in assessing risk of suicide may be found in Appendix C:
Assessment of Suicide Risk.

5.5 Reaching a diagnosis
A person with mental distress may or may not meet the criteria for a DSM-IV®
diagnosis, as significant disability is often associated with mental disorders below
the diagnostic threshold, particularly in the mood and anxiety symptom domains.4
The GDT recommends that in adults/pakeke the following criteria signify a need
for follow-up and possible intervention:
• safety: there is a perceived risk
• duration: problems last more than a few weeks
• intensity: symptoms are severe and fixed, with a loss of normal fluctuations
in mood and behaviour
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• impact: problems impact significantly on work, interpersonal relations, home and
leisure activities
• hypomanic episodes: these may indicate bipolar disorder.

5.6 Determining severity and when to refer
Recommendations
Assessing severity of depression and when to refer
An adult with serious suicidal intent, psychotic symptoms or severe and
persistent self-neglect should be referred immediately to secondary care
mental health services

C

Practitioners should consider the use of a tool such as the Patient
Health Questionnaire for Depression (PHQ-9) for assessment of the
severity of depression

B

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details

Good practice points
Assessing severity of depression and when to refer
An adult with suspected new-onset bipolar disorder should be referred
urgently to secondary care mental health services



When assessing the severity of depression in an adult and planning
management, practitioners should consider symptom severity,
symptom persistence, functional impairment, response to any previous
intervention and also the wider psychosocial context, identifying factors
that may impact positively or negatively on outcome



For the purposes of this guideline, the GDT define immediate referral as referral by
the primary care practitioner that day, with the expectation of a same-day response
to the referral. Urgent referral is defined by the GDT as referral by the primary care
practitioner within 24 hours with the expectation that the person referred will be seen
within 7–10 days, or sooner depending on secondary care service availability.
The severity of depression at presentation largely guides the options for first-line
management. When assessing the severity of depression in adults and planning
management, practitioners should consider symptom severity, symptom persistence,
functional impairment, response to any previous intervention and also the wider
psychosocial context, identifying factors that may impact positively or negatively
on outcome.
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Identification of any of the following factors should trigger immediate referral
to secondary care mental health services:65
• serious suicidal intent
• psychotic symptoms
• severe and persistent self-neglect (eg, not eating).
A person with a new episode of bipolar disorder may be managed in primary care if a
management plan can be put in place that has been successful on previous occasions.
However, if new-onset bipolar disorder is suspected, urgent referral to secondary mental
health care is generally recommended. The urgency of a referral in an individual case
is dependent upon the acuity of symptoms. The patient needs active support during the
waiting phase for secondary care mental health services treatment.9,65
The GDT notes that factors signalling the need to refer urgently to secondary care
mental health services include:9,65
• perceived significant but not immediate risk of harm to self or others
• treatment resistant depression
• new-onset bipolar disorder.
Further factors, including the following, indicate that referral should be considered:
• recurrent depression if not responsive to past treatments
• atypical depression resistant to initial treatment
• a comorbid medical condition that impacts on antidepressant use
• diagnostic uncertainty.
An adult with mild depression is generally disturbed but able to carry out normal
activities. An adult with moderate depression may have significant difficulty continuing
with normal activities, while an adult with severe depression will have very marked
functional impairment and often has strong feelings of worthlessness and guilt and/
or suicidal thoughts.327 Accurate assessment of acuity and severity is important for
appropriate management and referral. In addition, using their clinical judgment,
the practitioner should consider the use of a severity-assessment tool. The severity of
symptoms and functional disability can be measured using the PHQ-9.320 The GDT
notes that the K10 may also be useful for monitoring severity.325 Details of the thresholds
used to determine severity with the PHQ-9 and K10 are included in Box 5.4: Thresholds
to Determine Severity. Responses to the functionality questions on these tools may be
helpful in triggering discussion of patient priorities and goals for treatment.
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Box 5.4

Thresholds to determine severity

Patient Health Questionaire for Major Depression (PHQ-9)i
PHQ-9 score

Provisional diagnosis

10–14

Mild depression

15–19

Moderate depression

20

Severe depression

Kessler Psychological Distress Scale (K10)ii
K10 score
16–29

Medium risk of anxiety or depressive disorder

30–50

High risk of anxiety or depressive disorder

Sources:
i

The MacArthur Initiative on Depression and Primary Care. Patient health questionnaire:
using PHQ-9 diagnosis and score for initial treatment selection.328

ii

Clinical Research Unit for Anxiety and Depression. K10 symptom scale. 2000.329

5.7 From assessment to management
Chapter 6 of this guideline addresses how to manage depression in an adult/pakeke
in the primary care setting. This guideline does not address in detail the management
of other common mental disorders. For information resources on mental disorders
other than depression, see Appendix G: Management of Common Mental Disorders
other than Depression in Adults/Pakeke.
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Management of depression
in adults/pakeke
This chapter focuses on the management of depression in adults/pakeke. For information
on management of other common mental disorders in adults/pakeke see Appendix G:
Management of Common Mental Disorders Other than Depression in Adults/Pakeke.
Recommendations
Management of depression in adults
An adult with serious suicidal intent, psychotic symptoms or severe and
persistent self-neglect should be referred immediately to secondary
care mental health services

C

First-line treatment for an adult with mild depression is active support,
advice on exercise and self-management, and referral to psychosocial
helping agencies as required (eg, relationship counselling)

C

First-line treatment for an adult with moderate depression is either a
selective serotonin reuptake inhibitor (SSRI) or a psychological therapy
(eg, 6–8 sessions of problem-solving therapy or cognitive behavioural
therapy [CBT] over 10–12 weeks)

B

For an adult presenting initially with severe depression, the practitioner
should consider a combination of antidepressant medication with
a structured psychological intervention (eg, CBT or interpersonal
psychotherapy [IPT], 16–20 sessions)

B

An adult starting antidepressant treatment who is considered at
increased risk of suicide or is younger than 30 years should be
followed up at 1 week and monitored 1–2 weekly, preferably face-toface, until the risk is no longer considered significant, then at least 2
weekly until there is clear improvement

C

An adult starting antidepressant treatment who is not considered at
increased risk of suicide should be reviewed by the health practitioner
within 1–2 weeks and monitored at least 2 weekly until there is clear
improvement

C

If an adult on antidepressant medication has had only a partial
response after 3–4 weeks, consider increasing the dose

C
continued over...
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Recommendations

continued...

Management of depression in adults
If an adult on antidepressant medication has not responded to
treatment by 4–6 weeks, review the treatment plan and consider either
increasing the dose, changing the antidepressant, or changing or
adding a psychological therapy

C

An adult being treated for depression should be actively monitored
and supported (eg, by phone, text, email or face-to-face) by an
appropriately trained member of the primary care team, informed by
clear treatment protocols

B

Practitioners should consider the use of a tool such as the Patient
Health Questionnaire for Depression (PHQ-9) to assist in the
monitoring of treatment response in an adult with depression

B

If another health practitioner delivers psychotherapy to an adult with
depression, the primary care team should be in regular communication
about the individual’s progress

C

An adult with depression who is treatment resistant should be referred
urgently to secondary care mental health services while continuing
treatment. Treatment resistance is defined as an unsatisfactory
response after adequate trial of two antidepressants (with or without
psychological therapy)

C

An adult with depression who is responding to antidepressant treatment
should normally continue to take the antidepressant for at least 6
months after remission of an episode of depression in order to reduce
the risk of relapse

B

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details

Good practice points
Management of depression in adults
When planning the management of an adult with depression,
the practitioner should consider: symptom severity and symptom
persistence; functional impairment; response to any previous
intervention; and the individual’s wider psychosocial context, identifying
factors that may impact positively or negatively on outcomes



The practitioner should endeavour to build a supportive and
collaborative relationship with an adult with depression and their
family/whänau


continued over...
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Good practice points

continued...

Management of depression in adults
A practitioner managing an adult with severe depression in primary
care needs to have easy access to consultation with a psychiatrist



First-line treatment for an adult with melancholic depression is a
tricyclic antidepressant



If an adult on antidepressant medication has had no or minimal
response after 3–4 weeks, or if side effects are unacceptable, review
the treatment plan and consider changing to a different antidepressant,
or changing to or adding a psychological therapy



If an adult with mild depression does not respond to supportive
treatment (psychosocial support and self-management strategies)
within 2–4 weeks (ie, ≥50% reduction in symptoms) the patient and
practitioner should review the treatment plan and consider intensifying,
changing or augmenting measures taken to date



The primary care team should include members skilled in conducting
brief psychological interventions for depression



Psychological therapies offered should use a recognised therapeutic
approach which targets depression and related problems and which
focuses on resilience and behavioural support



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available

6.1 Clinical management
Approach to intervention
Most adults/pakeke with depression can be treated within primary care.65 The goal of
treatment is to achieve remission of symptoms255 and prevent relapse or recurrence.143
The intensity of intervention should be determined by the severity of depression
and adjusted in accordance with patient response (the ‘stepped care’ approach).65
Comorbidities should be addressed concurrently: in practice they may improve with
remission of depression.330
Interventions for depression in adults comprise a spectrum of therapies, from exercise
and self-management to psychological therapies (of varying length and intensity) and/
or antidepressants.65 The evidence relating to specific interventions is presented in
detail in later sections of this chapter.
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Overall, the evidence suggests that psychological therapies and antidepressants are of
comparable efficacy.65,331-333 Psychological therapies are better tolerated,65 and may
have a more sustained effect,334,335 though the GDT notes that access to these therapies
can be difficult due to barriers of cost and accessibility. Secondary care evidence
suggests that combined therapy appears to enhance the effectiveness and tolerability of
treatment for people with more severe depression,65 or with residual symptoms,65 though
it is not indicated in the initial stages of mild or moderate depression.9,65
Studies favouring exercise and guided self-help strategies have been conducted almost
exclusively in volunteer populations but their findings may reasonably be applied to
adults in primary care, particularly those with milder forms of depression.65 Similarly,
a number of self-management interventions, such as sleep hygiene and activity
scheduling, have not been the subject of controlled research trials, but are supported
by international expert opinion and appear to be reasonable strategies for adults with
depression65 (see Appendix F: Self-management Resources).
Some patients, particularly Mäori and Pacific peoples, may choose other approaches
including prayer (karakia) or traditional healing practices (eg, rongoä) and other
providers, such as tohunga or spiritual leaders.22,151 The role of the primary care
practitioner is to be aware of any alternative therapies the patient is using, work
with their beliefs and seek a compromise if necessary. Both traditional and Western
medicine can be usefully employed in patient treatment.151
There is emerging evidence that depression is biologically heterogeneous and that
different treatments differ in the likelihood of achieving remission in different patients.336
When planning the management of an adult with depression, the practitioner
should consider: symptom severity and symptom persistence, functional impairment;
response to any previous intervention, and the individual’s wider psychosocial context,
identifying factors that may impact positively or negatively on outcomes.

Providing active support
Successful management of depression depends largely on enabling the patient
to be an active participant in the care process.143 A collaborative partnership
between the practitioner and patient is a consistent predictor of therapy outcome
for both psychological144,145 and pharmacological treatments.146,147 Integral to this
partnership is agreement between practitioner and patient on the tasks and goals of
treatment.136,145,148,149 The practitioner should endeavour to build a supportive and
collaborative relationship with an adult with depression and their family/whänau.
The needs and resources of family and whänau should also be integrated into the
care plan, as they can provide the intimate support networks that help facilitate
patient self-management changes and meet treatment goals.150
The practitioner should signal clearly to the patient and supporting family/whänau
that the disorder is a significant issue that requires follow-up. Provision of accurate
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information at this stage should help to facilitate active engagement and encourage
adherence to treatment in the future.277 Information on depression and treatment
options should include an explanation of how to recognise signs of deterioration
and how to access help if necessary.255
The patient should be involved as fully as possible in planning treatment, though it
may require considerable practitioner skill and sensitivity to elicit and articulate the
perspective of a patient with depression, gain their trust and find common ground
with respect to treatment goals.150 It is important to maintain a non-directive approach.
Goals should be recorded and revisited/revised during follow-up.9,255
In preference to voicing dissent or questioning treatment plans, many people
(especially Mäori and Pacific-born) may remain silent or defer to the authority of the
practitioner. The practitioner should actively solicit feedback, rather than assuming
patient agreement.151,337

Monitoring
All patients should be actively monitored within primary care, even if referred
elsewhere, by means of proactive contact with a member of the primary care team
(eg, by phone, email, text or face-to-face).255 The GDT suggests that approximately
five face-to-face consultations within a 6-month episode of care are appropriate:
this approximates to US quality-of-care standards that recommend at least 3 visits
within the first 12 weeks after the initial identification of depression.338
Studies of quality-improvement interventions in primary care have shown that
telephone monitoring from a care manager (usually a practice nurse) improves
outcomes for patients with depression.339 Telephone, text and/or email monitoring can
be used to check severity (eg, using the PHQ-9) and progress towards treatment goals,
address treatment side effects, encourage treatment adherence and initiate remedial
action if an adequate response is not being achieved.338,340,341 Each contact provides
an opportunity to ask about any cognitive and behavioural changes previously
identified as part of the treatment plan.338 Monitoring is particularly important in the
first few weeks for adults starting antidepressant treatment (see Moderate and Severe
Depression, later in this section).
The GDT suggests that monitoring protocols should include a system to repeat
the call if contact is not made, and that a reminder service for appointments may
also be helpful.
If another health practitioner delivers psychotherapy to an adult with depression,
the primary care team should be in regular communication about the individual’s
progress.9 In the opinion of the GDT, if a person is referred for treatment to other
agencies (eg, for counselling), the primary care practitioner should maintain regular
contact with the patient, in order to maintain the therapeutic alliance.9 Suicide risk
should be reassessed regularly.162
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Patient report and clinical assessment can be used to monitor response to treatment.
Practitioners should also consider the use of a tool, such as the PHQ-9 to assist
in the monitoring of treatment response.321 In the opinion of the GDT, the Kessler
Psychological Distress Scale (K10) may also be useful for monitoring response to
treatment. A PHQ-9 score of <5328 or a K10 score of <15342 indicate likely resolution
of symptoms.

Referral to other agencies
If the disorder is associated with specific life events, referral to appropriate psychosocial
helping agencies (eg, relationship counselling services, grief counselling services) can
be considered. To facilitate this, practitioners are encouraged by the GDT to be familiar
with relevant local providers. Any counselling provided should target either depression
or specific issues that have been identified as precipitating and/or perpetuating the
depression, with a focus on resilience and behavioural support.9,65

Self-management
Health practitioners can educate patients in self-management skills and strategies.
These include engaging in activities that promote health, self-monitoring of warning
signs and symptoms, addressing the effects of depression on personal relationships
and following a treatment plan.343 The GDT notes that brief formal training in selfmanagement support is available for health practitioners (eg, practice nurses).
Self-management strategies should be encouraged and promoted, by providing
relevant information and directions to available resources.143 Useful resources could
include information about physical activity, diet, sleep hygiene, activity scheduling,
stress management, and avoiding the use of alcohol and recreational drugs.9,65
A leaflet with relevant advice344 is available from http://www.nzgg.org.nz. The patient
can also be directed to useful websites, such as MoodGym (see Appendix F: Selfmanagement Resources).
A patient can be encouraged to incorporate more physical activity into their everyday
life, using any form of exercise that they enjoy. An approach that encourages the
patient to identify and cultivate their own interests and build on their own strengths
fits well into a strengths-based paradigm in which the person is an active participant
in their own recovery.345
There is currently no good evidence that dietary interventions are effective in treating
depression; however, the GDT suggests that a balanced diet and plenty of fluids
should be encouraged to promote general health.
Patients can be encouraged to keep a daily diary, to aid in self-monitoring and
reviewing the effects of any lifestyle changes.277
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Mild depression
Provided there are no high-risk features, appropriate first-line management for
mild depression is active support and advice on exercise and self-management,
with consideration of referral to other psychosocial helping agencies as applicable
(eg, family services, employment counselling).346
In the opinion of the GDT, the practitioner should review the patient at 2–4 weeks and if
symptoms have resolved it is appropriate to resume routine management within primary
care without any additional mental health follow-up, provided the patient agrees with
this approach and understands the need to report any recurrence of symptoms.
If the patient does not report substantial improvement (≥ 50% reduction in symptoms)
within 2–4 weeks, treatment should be intensified, in accordance with the principles
of ‘stepped care’.65 Intensified treatment comprises an extended consultation with a
member of the primary care team, with a review and extension of self-management
and other measures taken to date. Although provision of extended consultations can
be difficult due to time and funding constraints, there is growing evidence that longer
consultations have the potential to improve mental health outcomes.261 A structured
problem-solving intervention should be considered,65 preferably delivered by a member
of the primary care team. Further information on structured problem-solving therapy is
provided in the following section on management of moderate and severe depression.
If the patient does not report substantial improvement within 6 weeks, or if he/she
deteriorates, the GDT advises that the patient should be treated as for moderate
depression.

Moderate and severe depression
Most adults/pakeke with uncomplicated depression can be treated in primary care
regardless of severity. A patient with moderate depression may have significant
difficulty continuing with normal activities, while a patient with severe depression
will have significant functional disability, which in extreme cases can result in total
incapacity. Strong feelings of worthlessness and guilt and the presence of suicidal
thoughts are common.327 All patients with moderate or severe depression should be
followed up by the practitioner within 1–2 weeks. An immediate referral to secondary
care mental health services is required if a patient develops any of the following
high-risk features, at any stage:65
• serious suicidal intent
• psychotic symptoms
• severe and persistent self-neglect (eg, not eating).
Also see 5.6, Determining Severity and When to Refer for guidance on when to refer
or consider referral to secondary care mental health services.
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When patients are awaiting consultation with secondary care services, the GDT
advises that antidepressant therapy should normally be initiated by the primary care
practitioner. The patient needs active support and regular reassessment during the
waiting phase for secondary treatment, and the patient and family need to know how
to access help at all times of day. If the patient is at risk of suicide, family/whänau
and others should be advised of the need for close observation and to remove
potential suicide means, such as obvious ligature points, firearms and toxic substances
(including unnecessary medications) from the household.127
All patients with moderate to severe depression should be offered active support and
advice on self-management as appropriate, and the choice of an antidepressant
or a psychological intervention.9,65,255 Their choice of treatment will depend on
personal preference, past experience and the availability and cost of psychological
therapies.347 The practitioner should also offer the patient the option of referral to
other psychosocial support agencies and action the appropriate referrals (eg, social
workers, Community Alcohol and Drug Services).
For patients who choose it, a brief psychological intervention is suitable as a first-line
treatment for moderate depression (eg, CBT or structured problem-solving therapy
[PST], 6–8 sessions over 10–12 weeks).65 Structured PST is likely to be the most
accessible form of psychotherapy for primary care practitioners. PST aims to teach the
person to re-engage with practical approaches to perceived problems and to generate
preferred solutions.277 It can be a useful means of securing the involvement of other
key people in the family/whänau, who should be encouraged to suggest additional
options or assist with implementation. Practitioners must not simply offer their own
advice or solutions. PST can be readily learnt by a member of the primary care team
and can be delivered in short sessions within a manageable time frame.277 The
National Institute for Health and Clinical Excellence (NICE) guideline suggests 6 to
8 sessions over 10–12 weeks.65 This should be followed by a review in primary care:
some patients will need further sessions or more intensive treatment. Improvement
with psychotherapy may be slower than with antidepressant medication. If there is no
marked clinical improvement after 6 sessions of treatment it is reasonable to consider
changing or augmenting treatment (eg, by adding an antidepressant).9,255,347
For a patient with more severe depression, a longer structured psychological intervention
is an appropriate first-line treatment (eg, 16–20 sessions CBT or IPT),65 if this is
available. The GDT notes the need for more widespread access to these treatments
in primary care. Psychological therapies offered should use a recognised therapeutic
approach that targets depression and related problems, and that focuses on behavioural
support. Fully trained and accredited therapists should be used.9,65
For a patient presenting initially with severe depression, a combination of antidepressants
and a structured psychological intervention (eg, 16–20 sessions CBT or IPT) should be
considered, as the combination is more effective than either treatment on its own.65
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The clinical effectiveness of antidepressants is controversial, with disagreement arising
partly from differing interpretations of clinical effectiveness (ie, what magnitude of
effect is deemed clinically significant).348 This debate is discussed in the evidence
review (see 6.3, Specific Interventions: Evidence Review, Pharmacological Therapies).
Meta-analyses of published studies in the NICE (2004) guideline65 found evidence
that antidepressants are effective for both moderate and severe depression and that
the effect increases with the severity of the disorder. The GDT supports the use of
antidepressants as a treatment option for moderate and severe depression.
Unless there are specific reasons for choosing another type of antidepressant, the most
suitable antidepressant for first-line treatment of moderate or severe depression is a
SSRI, starting at 20 mg.65 Most patients can tolerate a therapeutic dose of an SSRI
from the outset of treatment, although there may be a temporary increase in anxiety
during the first weeks of treatment (see Box 6.1). The relative safety of SSRIs in overdose
makes them safer than tricyclic antidepressants (TCAs) and they have less potential for
cardiovascular side effects than TCAs (see Box 6.2).65,347
Box 6.1

Selective serotonin reuptake inhibitors

Selective serotonin reuptake inhibitors are overall fairly well-tolerated, apart from
mild nausea, occasional diarrhoea and sometimes headache.i Gastrointestinal
effects usually settle within 2 weeks.i In the meantime, taking the drug with meals
may help, as may antacids. For headache, a temporary dose reduction and/or
paracetamol may be helpful.i
Sexual problems, such as decreased libido and difficulty achieving orgasm, occur
in around 40% of people taking SSRIs, and in around 30% of cases the problem
is likely to be drug-related, though estimates vary widely.ii A temporary dose
reduction or a trial of medication (eg, for men, sildnafil) could be considered.i
Some people gain weight and there is also an increased risk of bleeding.iii
Fluoxetine has a long half-life, which may cause problems with washout periods
when switching to other antidepressant drugs, but has the advantage of causing
less withdrawal symptoms.iv
Increases in anxiety, restlessness or agitation may occur in the first few weeks
of SSRI treatment.i This may be very distressing and can be associated with
increased suicidality. Consider a change of medication.iv
Sources:
i

The MacArthur Initiative on Depression and Primary Care. Depression tool kit.349

ii

Clayton A, et al. J Clin Psychiatry 2002;63(4):357–66.350

iii

Gelenberg AJ, et al. Am J Med 2007;120(2):105–8.347

iv

National Institute for Health and Clinical Excellence. Depression: management of depression in
primary and secondary care. National Clinical Practice Guideline Number 23. London: National
Institute for Health and Clinical Excellence; 2004.65
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The GDT recommends TCAs as a first-line treatment for a person with melancholic
depression and note that they may also be considered for those who have responded
to a TCA in the past. Tricyclic antidepressants are also appropriate as a second-line
treatment for a person who fails to respond to an SSRI.65
The patient and their family/whänau should be given simple information about
antidepressants to encourage adherence (see Box 6.3).

Box 6.2

Tricyclic antidepressants

All TCAs65 cause anticholinergic side effects (such as dry mouth, blurred vision,
constipation, urinary retention and sweating), sedation and postural hypotension.
Usual recommendations are to start with a low dose and titrate up to the
therapeutic serum level as quickly as the patient can tolerate this. TCAs can
cause ventricular arrhythmias in the absence of adequate oxygenation of heart
muscle (eg, with ischaemic heart disease) and in overdose. Overdose can also
cause seizures.
Source:
National Institute for Health and Clinical Excellence. Depression: management of depression in
primary and secondary care. National Clinical Practice Guideline Number 23. London: National
Institute for Health and Clinical Excellence; 2004.65

Box 6.3

Information for patients on antidepressants and their
family/whänau

• Antidepressants are not addictivei,ii
• They should be taken daily as prescribed even if the person is feeling betteri,ii
• Early improvement may be seen within 2–4 weeks; however, full response
usually takes longer to occuri,ii
• Discontinuation symptoms may occur if the drugs are suddenly stopped, doses
are missed or (occasionally) the dose is reducedii
• Mild side effects are common, but are usually temporaryi
• Patients are strongly advised to talk to their primary care practitioner if they
have any concerns, and before stopping an antidepressanti
Sources:
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i

Ministry of Health British Columbia. Depression (MDD) – diagnosis and management. Victoria:
Guidelines and Protocols Advisory Committee; 2004.

ii

National Institute for Health and Clinical Excellence. Depression: management of depression in
primary and secondary care. National Clinical Practice Guideline Number 23. London: National
Institute for Health and Clinical Excellence; 2004.
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Between 50% and 60% of patients are likely to respond within 12–14 weeks to initial
treatment with an SSRI; around 35% to 45% are likely to achieve full remission within
this timeframe.336,351 For definitions of different levels of treatment effectiveness, see
Box 6.4.
Some improvement is usually evident within 2 weeks of treatment with antidepressant
medication at a therapeutic dose: a family member may notice improvement before
the patient does.347 In the opinion of the GDT, if at 3–4 weeks the patient reports no
improvement at all or only a minimal response, the practitioner should re-evaluate the
treatment plan with the patient and consider changing to a different antidepressant,
changing to a psychological therapy or adding a psychological therapy. This also
applies if the side effects of medication are unacceptable.
If after 3–4 weeks of treatment with antidepressant medication the patient reports a
partial response, the practitioner and patient should consider increasing the dose.255
If the patient does not respond to treatment (ie, report a significant level of
improvement) by 4–6 weeks, the practitioner should review the treatment plan with
the patient and consider either increasing the dose, changing the antidepressant,
changing to a psychological therapy or adding a psychological therapy.65,255
If the patient opts to change to a different antidepressant medication, either a second
SSRI or a TCA (eg, nortriptyline) is suitable as a second-line treatment.65,352 As recent
evidence suggests that up to one third of patients have a relatively slow response to
antidepressants, continuation of the same medication (and even the same dose) is also
a reasonable option to discuss with patients who show a partial response at 6 weeks.353
An adult/pakeke starting antidepressant medication who is not considered at increased
risk of suicide should be reviewed by a health practitioner within 1–2 weeks and
monitored at least 2 weekly until there is clear improvement. Adults considered at
higher risk of suicide should be reassessed at 1 week, as should younger patients
(<30 years), as they may be at higher risk of suicidal ideation.65 Weekly follow-up

Box 6.4

Response to treatment

Partial response: a reduction in symptom severity of at least 25% on a scale
such as the PHQ-9.
Response: a significant level of improvement; or clinically relevant reduction in
symptom severity of more than 50% on a scale, such as the PHQ-9.
Remission: a condition where only minimal signs of illness remain,
or a PHQ-9 score of 4 or less.
Source:
Institute for Clinical Systems Improvement. Major depression in adults in primary care.
Bloomington (MN): Institute for Clinical Systems Improvement; 2006.255
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should continue in this group for the first few weeks, until they are considered to be
no longer at significant risk, then at least 2 weekly until there is clear improvement.65
Face-to-face assessment is preferable.
In the initial stages of treatment the practitioner should continue to enquire about
suicidal ideation and about any increase in symptoms. In the first few weeks of
treatment with an SSRI, an increase in anxiety, restlessness or agitation may occur.
This can be very distressing and may be associated with increased suicidality.
Patients should be advised to contact the practitioner if this happens. A change
of medication could be discussed in these circumstances if the cause appears
to be related to medication rather than other stressors.65

Treatment resistance
Treatment resistance is defined as lack of a satisfactory response after trial of two
antidepressants given sequentially at an adequate dose for an adequate time (with
or without psychological therapy). Patients who respond to treatment but do not
subsequently continue improving to the point of remission could be considered in this
category. If a patient is treatment resistant, the practitioner should refer urgently to
secondary care mental health services while continuing to treat the patient.9 The GDT
advises that augmention with lithium may be considered. Other strategies include
changing to a TCA (eg, nortriptiline) or venlafaxine.9
If a patient is transferred into the care of secondary care mental health services,
primary care monitoring should continue in order to support treatment and aid the
eventual transition back to primary care for longer-term management.346

Subtypes of depression
Melancholic depression
A person with melancholic depression typically presents with marked physical slowness
or marked agitation, a range of somatic symptoms and a loss of pleasure in almost
all activities.243 The practitioner should assess the patient to exclude bipolar disorder.
In the opinion of the GDT, a TCA (eg, nortriptyline) is appropriate as a first-line
antidepressant for melancholic depression. Secondary care consultation or referral
could also be considered.9
The GDT notes that a positive attempt to discriminate between melancholic and
non-melancholic forms of depression is at least as important as distinguishing
between moderate and severe depression, as treatment decisions and the need
for referral can be highly influenced by this distinction.
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Atypical depression
Atypical depression generally presents with symptoms such as over-eating and oversleeping. The patient may report that their mood improves in response to positive
events, and the mood disorder may be preceded by a longstanding sensitivity
to rejection.243 Compared to other patients with depression, those with atypical
depression are more commonly female, with younger age of onset and a more severe
degree of psychomotor retardation, which can be described as ‘leaden paralysis’.65
Treatment with an SSRI is appropriate. If the patient does not respond to an SSRI and
has significant functional impairment, they should be referred urgently to secondary
care mental health services for consideration of other strategies.65

6.2 Prevention of relapse or recurrence
Ongoing strategies are needed to reduce the risk of relapse or recurrence of
depression. Many patients do not receive adequate follow-up after treatment and do
not persist with ongoing preventive measures,338 partly because primary care models
tend to emphasise acute care and rely on patient-initiated follow-up.
Chronic disease management models have shown the effectiveness of relatively simple
interventions, such as ensuring regular follow-up during treatment, proactive ongoing
telephone follow-up of patients at risk, support for self-management, and relapseprevention planning after recovery from an acute episode.142
Adults/pakeke taking antidepressants should normally continue to take them for at
least 6 months after remission of a first episode of depression as this greatly reduces
the risk of relapse.354 After a second or subsequent episode, antidepressants should
be continued for at least 2 years.9 Maintenance therapy needs to address not only the
issue of how long the person should continue taking antidepressants but also what other
nonpharmacological strategies are necessary for this individual.277 Various psychological
therapies (such as CBT, behavioural therapy [BT], interpersonal psychotherapy
[IPT] and mindfulness-based cognitive therapy) either alone or in combination with
antidepressants, have been shown to reduce the long-term risk of relapse.334,335,355-357
The relevant studies delivered therapy in a variety of formats, ranging from 8 sessions
weekly,335,355 to 16 sessions over 20 weeks plus ongoing booster sessions.357
Once the patient has recovered from an acute episode and before he/she is
discharged, the practitioner should discuss with the patient the need to be vigilant for
early indications of relapse.358 The patient should be strongly encouraged to continue
with preventive measures, such as maintaining lifestyle changes and complying with
maintenance therapies. Early warning signs and triggers of possible recurrence should
be discussed and the patient should have planned in advance what steps to take,
if necessary.142 Appendix F: Self-management Resources includes a web address for
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a self-management resiliency tool available from the Mental Health Foundation
of New Zealand, which has a focus on relapse prevention strategies.
The GDT notes that it is good practice to see patients face-to-face to review progress
when renewing 3-monthly scripts for antidepressant medication. The practitioner could
also consider regular ongoing contact with patients considered at high risk of relapse
after treatment has been completed.9,142

Withdrawing antidepressants
Antidepressants should normally be withdrawn over a 4-week period.65 Patients should
be warned that they may experience withdrawal symptoms, which are usually mild and
self-limiting. Common withdrawal symptoms for SSRIs are flu-like symptoms, ‘shocklike’ sensations, dizziness, excessive dreaming, insomnia and tearfulness.65 Withdrawal
of TCAs can cause flu-like symptoms and insomnia.65 If symptoms are severe, the
patient may need to resume taking the antidepressant and reduce it more slowly.65

6.3 Specific interventions: evidence review
A systematic review of randomised controlled trials (RCTs) of therapies for depression
in adults in primary care was undertaken. In some areas the primary care evidence
was scanty and inconsistent, and evidence from other settings was taken into
consideration. Where primary care evidence was lacking, evidence from community
settings and/or secondary care was included. Studies that were included in the NICE
(2004) guideline65 or highlighted by the GDT were also considered.
Therapies of interest included:
• guided self-help
• exercise
• psychological therapies
• pharmacological therapies
• complementary and alternative medicines (CAMs).

Guided self-help
Guided self-help refers to the provision of psychological therapies via written or ITbased materials (either computerised or web-based) which are usually based on the
strategies of CBT. The process may involve a limited amount of health-practitioner
guidance and feedback. Most of the studies in this area have been conducted among
volunteers rather than primary care populations.359-364
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A systematic review365 of eight RCTs conducted in primary care evaluated the
effectiveness of written interventions based on behavioural principles for treating
anxiety and depression or depressive symptoms. The primary studies were generally
of poor quality and the review found no conclusive evidence of lasting clinical benefit
in the guided self-help group.
Three relevant RCTs have been published since this systematic review, with mixed
results. Two evaluated the use of CBT booklets with practice nurse or assistant
psychologist support. One found no benefit at 3 months in the intervention group
compared to waiting list controls,366 while the other reported cost-effective clinical
benefits to the intervention group compared with usual GP care.367 The third RCT
found improved knowledge in the intervention group compared to the group having
GP care alone, but there was no difference in depression outcomes.368
A health technology assessment included three RCTs evaluating the use of
computerised CBT (CCBT) for depression and/or anxiety. Computerised CBT
comprises interactive computer sessions, typically completed weekly for 6–8 weeks
at the GP practice, plus homework projects. Progress reports are delivered to the
practitioner at the end of each session. Only one of the RCTs in this review was clearly
conducted in a primary health care setting: this study found CCBT more effective
than treatment as usual for patients with depression and/or anxiety, but only 60% of
patients were included in post-treatment analysis.369 The other two RCTs found CCBT
equally as effective as therapist-delivered CBT.370
A systematic review of RCTs of web-based interventions for mental disorders371
found three trials of interventions designed to reduce depressive symptoms. Two of
these studies were conducted among volunteers with depressive symptoms in the
community372,373 and one among patients in a managed care organisation.374 One
of these studies reported positive results, reporting that both MoodGym (which is CBT
based) and Blue Pages (a depression literacy site) significantly reduced symptoms;
MoodGym also improved dysfunctional thoughts.372

Guided self-help: issues for evidence-based practice
There is insufficient evidence of the efficacy of book-based guided self-help in primary
care populations. However, there is evidence suggesting that computerised CBT may
be effective for the treatment of mild and moderate depression. The GDT notes that
the applicability of CCBT may be limited by the need for patient computer literacy.
There are promising indications that web-based self-management interventions may
be useful for treating depressive symptoms in primary care patients.372 Since patients
are likely to consult websites of their own accord, practitioners may choose to provide
them with guidance on sites supported by some evidence of efficacy (eg, MoodGym).
Also promising is a web-based patient education programme which allows general
practitioners to remotely monitor symptom and well-being indicators. It is available at
http://www.climategp.tv and is currently the subject of a RCT and a study of utilisation.375
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Exercise
Primary care evidence
We found only two RCTs conducted in primary care settings.364,376 The participants
in these studies were older adults and this evidence is reported in Chapter 8: Special
Issues for Older Adults/Koroua/Kuia.

Evidence from mixed and other settings
The NICE (2004)65 guideline included nine studies of exercise but none were primary
care based; all recruited participants through volunteer databases, media advertising
or secondary care. In these populations, structured and supervised exercise had a
clinically significant impact on mild or moderate depressive symptoms. There was
no good evidence to support one form of exercise over another, nor was there any
relevant evidence on relapse prevention or on the provision of ‘maintenance’ exercise
programmes. This evidence from volunteer populations may be of limited relevance
to a primary care population.
A large informal survey was conducted on the Australian Black Dog website asking
people with depression to rate the effectiveness of different interventions. People
with depression (from the general population) rated exercise very highly as a selfmanagement strategy: of 2692 adult Australian respondents who had been depressed
for at least 2 weeks, 80% had tried exercise and 56% found it at least moderately
effective.377 It was the most highly-rated self-management strategy in this survey.
Again, this evidence is from a volunteer population and so it may have limited
relevance for a general primary care population.

Exercise: issues for evidence-based practice
These studies of exercise for depressive symptoms among younger adults were
undertaken among highly-motivated populations, and it would seem unlikely that many
primary care patients with depression would be able to undertake such intensive activity.
However, the evidence suggests physical activity may be helpful and exercise is rated
highly as an intervention strategy among people who have experienced depression.377

Psychological therapies
Primary care evidence
Very few RCTs of psychological therapies for depression have been conducted among
patients recruited from primary care and moreover the comparator in such studies is
often ‘treatment as usual’, which varies significantly between different practices. Most
of the evidence on psychological therapies derives from studies of patients referred to
specialist services or volunteers recruited from the community.
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The NICE (2004) guideline65 included 11 RCTs of psychological therapies recruited
in primary care, three involving CBT,378-380 two involving IPT,380,381 three involving
PST141,382,383 and three involving ‘counselling’, defined as counselling that did not use a
single approach (non-specific counselling).141,384,385 In most cases the comparator was
usual GP care, including antidepressants.
There was insufficient evidence to determine the effectiveness of CBT versus usual
GP care.378-380 Both PST and IPT were more effective than usual GP care,380,381
though the evidence for PST was restricted to people with mild depression only.
There was no evidence that the outcome differed if PST was delivered by a general
practitioner or by a nurse.
The three studies of non-specific counselling384-386 used widely-differing methods and
one included patients with a range of primary diagnoses other than depression.65,386
They concluded that non-specific counselling was effective for patients with mild to
moderate depression of recent onset.
Two studies in the NICE guideline,334,335 compared mindfulness-based cognitive
therapy (MBCT) with usual care for the prevention of relapse over 60 weeks in people
with a history of depression. In people who had had more than two previous episodes
of depression, there was strong evidence favouring MBCT in reducing the risk of
relapse. Mindfulness-based cognitive therapy was also associated with fewer residual
symptoms and enabled substantial reductions in the use of antidepressants.
A RCT387 published since the NICE (2004) guideline65 randomised 247 primary
care patients with depression, anxiety or distress to a problem-solving intervention
or generic support, both provided by a specialist community mental health nurse,
or to usual GP care. Community mental health nurse support demonstrated no overall
clinical or economic advantage over usual GP care. All three groups were much
improved at 3 months, with no significant difference apart from greater satisfaction
in the groups with community mental health nurse support.
A recent unpublished primary care-based study355 with 1-year follow-up compared
MBCT with continuation of antidepressants for the prevention of relapse in people
with at least three previous episodes of depression. Participants in the intervention
group were ‘tapered off’ their antidepressants. MBCT was comparable to
antidepressant treatment in preventing relapse, was associated with fewer residual
symptoms and enabled substantial reductions in the use of antidepressants.

Evidence from mixed and other settings
NICE (2004)65 pooled the findings of nine RCTs that utilised short-term psychological
therapies (counselling, PST or CBT, in most cases 6–8 sessions over 10–12 weeks)
and recruited participants either in primary care (six studies) or among volunteers
(three studies). The primary care studies are among those discussed in the previous
section.141,383-386 Short-term psychological therapies were more effective and more
acceptable to patients than either placebo or waiting-list control. Short-term
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psychological therapies were of equivalent efficacy to other treatments (in most cases
antidepressants and GP care), but were better tolerated.
A recent New Zealand study388 compared CBT and IPT in 177 outpatients with
depression and found CBT and IPT equally effective for mild and moderate
depression, with about 55% of patients experiencing at least a 60% reduction in
symptom scores over 16 weeks. Cognitive behavioural therapy was more effective than
IPT in severe depression. Melancholia did not predict poor response to either therapy.
Other evidence from mixed settings suggests that CBT, IPT and BT are as effective as
antidepressants65,331-333 and that CBT and BT may have a longer-lasting effect.65,389
Both IPT and CBT may be useful as a maintenance treatment.65 Combined therapy
with CBT and antidepressants may enhance the effectiveness and tolerability
of treatment, particularly for people with more severe depression65 and may also
reduce relapse rates in patients with residual symptoms.65
A 2006 meta-regression of studies from a variety of settings found that the mode
of delivery of CBT did not impact on its effectiveness, although the evidence for
telephone and computerised CBT was limited.390 It was unclear to what extent the
professional background of the therapist affected efficacy: it was clear that trained
psychologists delivered effective therapy, but there was insufficient evidence to
determine the effect of delivery by other health care practitioners.390

Psychological therapies: issues for evidence-based practice
The evidence on psychological therapies applies to ‘textbook’ approaches which target
depression and have a behavioural element, such as CBT, BT, IPT, MBCT and PST.
The GDT notes that in practice most therapists use a less structured approach than the
methods used in research and it is unclear whether this influences clinical outcomes.
Given the resource problems with formal therapy, it may be useful for members of
primary care teams to develop the skills to teach simple cognitive strategies such
as PST, activity scheduling and goal-directed therapy. Ideally, these therapies will
be provided within primary care,352 but some skills may need to be introduced from
elsewhere. Any psychological therapy offered in the treatment of depression should
use a recognised therapeutic approach (eg, CBT, IPT or PST) which focuses on
depression, resilience and behavioural support, or includes components targeted to
the individual’s specific problem.9,65
Other features likely to affect outcomes but which have not been subject to controlled
comparison are a good therapeutic relationship and (on the part of the patient)
motivation, positive expectations and receptiveness to the therapeutic model.391
The NICE (2004) findings on non-specific counselling derive from three studies of
widely differing and eclectic approaches and need to be viewed with caution. In the
opinion of the GDT, psychological therapies that encourage rumination may not be
helpful for people with depression and may potentially cause harm. Currently, there
is a trend towards the use of specific interventions such as behavioural activation, a
type of behavioural therapy that is a component of CBT. In the opinion of the GDT,
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this approach is promising, though as yet there is no relevant evidence from a primary
care setting.
Secondary care evidence supports the use of combined psychological and
antidepressant therapy, particularly for people with more severe depression.65

Pharmacological therapies
Primary care evidence
A systematic review392 of 10 RCTs evaluated the efficacy and tolerability of SSRIs and
TCAs among patients with depressive disorders or subthreshold depression in primary
care. Both SSRIs and TCAs were more effective than placebo, with pooled estimates
showing a relative benefit of 1.24 (95% CI 1.11 – 1.38) for improvement with TCAs
and 1.30 (95% CI 1.15 – 1.46) for SSRIs. The review calculated the overall number of
patients who would need to be treated in order to benefit (or harm) one patient. The
number needed to treat for TCAs ranged from 7 to 16, and for SSRIs it was 7 to 9.
The numbers needed to harm (for withdrawal due to side effects) ranged from 4 to 30
for TCAs and 20 to 90 for SSRIs (Arroll, B 2007 pers. comm.). Medium dose (75–100
mg), as well as high-dose TCAs were effective; 56% to 60% of patients responded
to active treatment compared with 42% to 47% for placebo (Arroll, B 2007 pers.
comm.). Most of the studies were small, of limited quality and industry-funded, and
the review authors note the possibility of publication bias, whereby studies showing
positive results for the intervention are more likely to be published than studies with
inconclusive or negative results.
The NICE (2004)65 guideline included 13 studies of antidepressants set in primary
care393-404 all of which compared the efficacy of different antidepressants. Three studies
also included a placebo arm.396,401,403 SSRIs were relatively well-tolerated and of
equivalent efficacy to alternatives, such as the TCA amitryptyline, and also venlafaxine,
that are generally less well-tolerated.65
A recent health technology assessment by the Agency for Healthcare Research and
Quality (AHRQ) evaluated the comparative effectiveness of second-generation
antidepressants (see Box 6.5).351 This review drew a distinction between trials of
efficacy and of effectiveness. Efficacy trials were defined as those conducted in
carefully-selected populations under carefully-controlled conditions, while effectiveness
trials were those designed to have greater generalisability to typical practice. Only
seven trials (of 187 considered) met the AHRQ criteria for effectiveness and were
considered to have good applicability to primary care populations.336,405-411 A further
180 studies were also included in the AHRQ (2007) review,351 of which 139 were
RCTs. For treatment of major depression, there were no substantial differences in
effectiveness among second-generation antidepressants. This conclusion was based
on direct evidence from three effectiveness studies,405-407 as well as indirect evidence
from efficacy trials.
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The AHRQ (2007) health technology assessment351 concluded that there was
insufficient evidence to determine the role of antidepressants for dysthymia. They noted
that one fair-quality effectiveness study408,409 found no difference between the SSRI
paroxetine and placebo, except for people aged 60 years and over, who showed
greater improvement on paroxetine.351
For managing treatment-resistant depression (in this context, depression not
responding to initial antidepressant treatment), results from two effectiveness
studies336,411 were conflicting. One of these two studies336 was rated as good quality
by the authors of the AHRQ review,351 while the other411 was rated as fair quality only.
The study rated as good quality336 found no significant differences in effectiveness
between different antidepressants. No placebo-controlled evidence was found.351
No effectiveness studies in AHRQ (2007) provided evidence on the role of secondgeneration antidepressants in maintaining response, preventing relapse, treating
recurrent depression or treating depression with specific symptom clusters.351

Evidence from mixed and other settings
Evidence from other settings generally supports the findings of the primary care
and effectiveness studies described in the previous section.
NICE (2004)65 found strong evidence that antidepressants have greater efficacy than
placebo in achieving a 50% reduction in depression scores in severe and very severe
depression, with some evidence for a similar effect in moderate depression. The
reviewers note that these results should be treated with caution because of publication
bias, as studies with positive findings are more likely to be published.
For patients with atypical depression, NICE (2004)65 found evidence suggesting no
clinically significant difference in efficacy between the SSRI fluoxetine and phenelzine
(a non-selective MAOI); there was insufficient evidence on other outcome measures.
A recent meta-review of systematic reviews412 reported similar findings, but noted the
scarcity of randomised evidence in this area.
Tricyclic antidepressants may be more effective than SSRIs in patients with melancholic
depression,413 but the relevant evidence is inconsistent and there are very few
randomised studies.413-415
Indirect evidence from efficacy trials supported the AHRQ (2007)351 findings from
effectiveness trials and did not reflect any substantial differences between second-

Box 6.5

First-generation and second-generation antidepressants

First-generation antidepressants include TCAs and non-selective monoamine
oxidase inhibitors (MAOIs). More recently developed second-generation
antidepressants include SSRIs, serotonin and noradrenaline reuptake inhibitors
(SNRIs) and moclobemide.
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generation antidepressants in comparative effectiveness in adults. These trials did
not support the selection of one second-generation antidepressant over another
for specific symptoms such as anxiety, melancholia, psychomotor change, pain,
somatisation, fatigue or loss of energy. For these symptoms evidence was either
inconclusive, insufficient or absent.
The AHRQ review found that remission rates were low: over 50% of patients treated
with second-generation antidepressants as first-line treatment did not achieve remission,
the goal of depression treatment, and almost 40% percent failed to respond. There was
insufficient evidence to determine patient factors that could reliably predict response
or non-response to an individual drug.351 Although limited evidence indicated that
second-generation antidepressants were similar in efficacy for treating patients who had
failed to respond to a first-line agent, a substantial proportion of these patients did not
achieve response or remission with second-line treatment. The reviewers suggested that
combined pharmacological and psychological treatment is indicated for patients who do
not respond to first- or second-line treatment.351
There is strong evidence of publication bias among trials of antidepressants, and
meta-analyses that included unpublished data416,417 have shown a smaller benefit for
antidepressants relative to placebo. The most recent publication was a meta-analysis
of 35 studies of efficacy trials of fluoxetine, venlafaxine, nefazodone and paroxetine
by Kirsch and colleagues.417 The authors utilised data that had been submitted to the
US Food and Drug Administration by drug companies when applying for permission
to market the drugs; the companies are required to submit all relevant data. The mean
standardised difference in effect size between antidepressant and placebo was 0.32,
which falls below the NICE criteria for clinical significance (0.50).417 However,
antidepressants did exceed this criterion among patients with very severe depression.
A systematic review of the long-term treatment of depression with antidepressants found
some evidence to support the effectiveness of augmenting SSRIs (ie, adding a second
antidepressant) in patients who had little or no response to acute phase therapy.354
However, there was little empirical support for other strategies, such as dosage increase
or switching to a different class of antidepressants, though evidence was limited.
Continuation of the same antidepressant at the same dose induced remission in a
substantial minority of patients even if they did not show remission at the end of the
acute-phase treatment. The same review found strong evidence that such long-term
antidepressant treatment reduced the risk of relapse in patients who achieved remission
on acute-phase therapy. Over 1–3 year follow-up periods, the average rate of relapse
on placebo was 41%, compared with 18% on active treatment. The benefit of ongoing
antidepressant treatment (in reducing the risk of relapse) did not diminish regardless
of the length of follow-up in the studies included, up to 36 months.354
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Pharmacological therapies: issues for evidence-based practice
Antidepressants are not recommended for the treatment of mild non-melancholic
depression; secondary care evidence suggests that the benefits are unlikely to
outweigh the side effects.418,419 However, antidepressants are effective in primary care
and are recommended as a good option for moderate or severe depression.
Kirsch and colleagues (2008)417 have challenged the efficacy of antidepressants
for all but the most severe cases of depression. Although their data suggest that
antidepressant efficacy may be less than generally accepted, there was a superior
effect in the antidepressant group compared with placebo, albeit below the somewhat
arbitrary NICE criterion for clinical significance.348 The studies pooled by Kirsch et al.417
may have been too short to show an effect: their mean duration was around 6 weeks,
whereas one third of responders and one half of those who achieved remission in the
Sequenced Treatment Alternatives to Relieve Depression (STAR*D) trial took longer than
6 weeks to respond.353 Furthermore, the GDT notes that many of the trials included in
the meta-analyses included volunteers rather than patients representative of a primary
care population. However, the meta-analysis does confirm the trend for antidepressant
effectiveness to increase with the severity of depression, if only because the placebo
effect is less pronounced in this group.417
There appears to be no substantial difference in effectiveness between different types
of antidepressant, either in the acute stage of treatment or in maintaining remission,
nor is there evidence to support the selection of one second-generation antidepressant
over another for specific symptoms such as anxiety or melancholia. SSRIs are generally
better tolerated than other types of antidepressant and are therefore appropriate as a
first-line choice of antidepressant.65
The GDT notes that while it is reasonable to expect some improvement within 2 weeks,
response (50% or greater decrease in symptom severity) may take up to 4–6 weeks
and remission usually takes longer. Therefore it is important to ensure an adequate
dose and duration of treatment.65 A substantial number of patients who do not achieve
remission within 6 weeks will do so if they continue taking the same drug,353 even if the
dosage is not increased.354
There is very strong evidence, largely from secondary care, that maintenance treatment
with an antidepressant for up to 36 months after remission reduces the risk of relapse.
The desirable length of therapy for an individual patient will depend on their risk of
relapse and on how tolerable they find the antidepressant.354
There are risks associated with the use of antidepressants in pregnancy (see Chapter 7:
Special Issues: Women with Mental Disorders in the Antenatal and Postnatal Period).
As pregnancy may not be confirmed until it is relatively well-advanced, it is important
that women with depression who are of child-bearing age are aware of these risks (and
of the risks of untreated depression). Women with depression should be encouraged to
discuss pregnancy plans with their practitioner.101
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Complementary and alternative medicines
Four Cochrane reviews evaluated CAMs for treating depressive disorders or reducing
depressive symptoms. The interventions included St John’s Wort,283 acupuncture,420
inositol421 and folate.422 Subsequent systematic reviews investigated the role of
acupuncture423 and omega-3 oils.285 The RCTs in these reviews were recruited in a
variety of community, inpatient and outpatient settings of doubtful applicability to primary
care. There was evidence from mixed settings that St John’s Wort (Hypericum) may be
beneficial in patients with mild to moderate depression.283 However, St John’s Wort is
known to have clinically significant interactions with a number of frequently used drugs,
such as the contraceptive pill.283 Commercially available preparations standardise only
one active constituent, so different batches may not be therapeutically equivalent.424
The review of omega-3 oils285 reported a statistically significant reduction in depressive
symptoms in the intervention group in three out of five studies of adults with unipolar
depression. The patients in these three small studies were taking antidepressants and
had moderate to severe depression. The intervention was well-tolerated, apart from
mild gastrointestinal effects reported in some studies.
There was insufficient good-quality evidence to evaluate the effectiveness of
acupuncture, inositol, folate or other alternative therapies for depression.

Complementary and alternative medicines:
issues for evidence-based practice
There are safety concerns about the use of St John’s Wort. Patients using or
considering using St John’s Wort should be advised of possible drug interactions.
There is insufficient evidence to support the use of any other CAMs.
Although the evidence for omega-3 oils is not conclusive, it is promising, especially
as there is biological plausibility that omega-3 oils may have an antidepressant effect.
It is unclear which omega-3 fatty acid (or combination of acids) is most effective and
whether it depends on a previous deficiency or has primary effects.425,426
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7

Special issues: women with
mental disorders in the
antenatal and postnatal period
This chapter focuses on special issues in the recognition and assessment of common
mental disorders and the management of depression in women in the antenatal and
postnatal period.
Recommendations
Women in the antenatal and postnatal period
As part of routine antenatal care, the practitioner should enquire
whether a woman has any history of mental disorder or any family
history of mental illness in the antenatal or postnatal period

C

At a pregnant woman’s first contact with primary care, her ‘booking’
visit and 6-week postnatal check, the practitioner should consider the
use of the verbal 2–3 question screening tool for depression as part of
routine assessment

C

A woman with depression in the antenatal or postnatal period requires
full discussion of the risks and benefits of treatment options and the
risks of untreated depression. The uncertain state of the evidence
should be acknowledged

C

There should be close collaboration and sharing of information
between the midwife, general practitioner and other practitioners
involved in the care of a woman with antenatal or postnatal
depression. All relevant information should be available to the
Lead Maternity Carer

C

Nonpharmacological interventions such as enhanced social support
and/or a psychological intervention should be considered before
prescribing medication for antenatal or postnatal depression,
especially for a woman with mild symptoms or in very early pregnancy

C

If a woman’s response to a verbal 2–3 question screening tool arouses
concern about a possible mental disorder (or if other issues do so) she
should normally be referred promptly for further clinical assessment
by her general practitioner/practice nurse team. This should include a
check for suicidal ideation or intent

C

continued over...
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Recommendations

continued...

Women in the antenatal and postnatal period
If a possible mental disorder or a history of significant mental disorder is
identified in a woman in the antenatal or postnatal period, her general
practitioner/practice nurse team should be made aware, even if no
referral is made (eg, referral is declined), provided the woman consents

C

A brief psychological intervention (eg, 6–8 sessions of non-directive
counselling, interpersonal psychotherapy [IPT] or cognitive behavioural
therapy [CBT]) should be considered as a first-line intervention in the
management of a woman with mild to moderate depression in the
antenatal or postnatal period

C

For a woman with depression in the antenatal or postnatal period
who does not respond to initial treatment, a structured psychological
therapy (eg, CBT or IPT) could be considered, in consultation with
maternal mental health services

C

An antidepressant may be considered as first-line treatment for a
woman with moderate to severe depression in the antenatal or
postnatal period, after thorough discussion of the likely benefits and
possible risks of treatment

C

A woman with severe depression in the antenatal or postnatal period
should be managed in consultation with maternal mental health
services or other appropriate psychiatric services

C

If a woman who is pregnant or planning pregnancy is being treated
with an antidepressant, her treatment preference, previous history and
risk should be reviewed. If appropriate, attempts should be made to
withdraw the antidepressant and substitute an alternative treatment and/
or ensure that the antidepressant with the lowest risk profile is used

C

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details

Good practice points
Women in the antenatal and postnatal period
At a pregnant woman’s first contact with primary care, at her ‘booking’
visit and 6-week postnatal check, the practitioner should consider the
use of verbal 2–3 question screening tools for anxiety and substance
abuse as part of routine assessment



A practitioner should regularly review his/her practice in relation to
antidepressant prescribing during the antenatal or postnatal period
and consider seeking specialist advice when initiating antidepressant
treatment in a woman who is pregnant or breastfeeding



continued over...
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Good practice points

continued...

Women in the antenatal and postnatal period
A practitioner should support breastfeeding in a woman with
depression in the postnatal period who opts to take antidepressants,
provided she is well-informed about known risks and benefits



A woman with depression in the postnatal period should be
encouraged to attend a mother and baby support group



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available

Much of the evidence on the assessment of common mental disorders and the
management of depression in the general adult population applies equally to women
in the antenatal and postnatal period. However, there are specific issues that differ in
this population101 and these are outlined in this chapter.

7.1 Mental disorders in the antenatal
and postnatal period
Pregnancy and childbirth are critical times of psychological adjustment for women
and are often accompanied by sleep disturbance, tiredness, loss of libido and
anxious thoughts about the infant.101 In this context some changes in mental state
and functioning can be regarded as a normal part of the process.101 However, these
significant and stressful life events may increase the risk of a new mental disorder or
precipitate relapse of a pre-existing disorder, particularly in women with other known
risk factors.101 There is increasing evidence of the risks of untreated mental disorders
in the antenatal and postnatal period, including potentially enduring harm to the
infant.427-429 The potential negative impact of a maternal mental disorder favours more
urgent identification and intervention than might otherwise be the case.101
The characteristics of most mental disorders are similar in pregnancy and the postnatal
period to those experienced at other times. However, psychotic disorders may develop
more rapidly and be more severe in this population101 and childbirth can trigger a
severe bipolar episode, as either a first presentation or a relapse.430,431 Although
suicide following childbirth is rare, a UK study found it to be the leading cause of
maternal death.432 In most cases it was associated with postnatal recurrence of a
severe pre-existing mental disorder.
At 6-months post partum about 12% of women report significant distress related to
birth trauma, and during the first year post partum about 2% of these women meet
the diagnostic criteria for post-traumatic stress disorder (PTSD).433
Depression is common in the antenatal and postnatal period: the best estimates
suggest that up to 13% of women have an episode of major or minor depression
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during pregnancy, of which up to 6% meet diagnostic criteria for major depression.
Up to 19% have an episode of major or minor depression within 3 months of
childbirth, of which about 7% are major depression.100
Depression is associated with a wide range of negative outcomes potentially affecting
the mother, newborn and wider family. These include obstetric and perinatal
difficulties,105 poor mother-child interaction,106 mental disorders in male partners109
and long-term developmental problems in offspring.107,108,434-436 In severe cases there
is a risk of child/fetal neglect or abuse and maternal self-harm.101
A systematic review of literature on risk factors for postnatal depression found that
potentially important factors were the mother’s level of social support, life events and
psychiatric history.101 Depressed mood or anxiety during pregnancy were the strongest
predictors of postnatal depression.101 However, it has been reported that many women
presenting with postnatal depression in primary care in New Zealand do not have
identifiable risk factors, such as poor social support or partner relationship problems.103
For most women with an identified or suspected mental disorder during the antenatal
or postnatal period, assessment and treatment will take place in primary care,
coordinated by the general practitioner.101

7.2 Screening of women in the antenatal
and postnatal period
Women with a previous history of a serious mental disorder face a substantial
risk of recurrence following delivery.101 The practitioner should ask a pregnant
woman about any history of mental disorder or any family history of mental illness
in the antenatal or postnatal period, as part of routine antenatal care during her
pregnancy.101 An appropriate management plan can then be set up for those at
risk.432 It is inadvisable to use the term postnatal depression as a generic term for
all types of postnatal psychiatric disorder, as it may give false reassurance regarding
the nature of previous episodes of illness.437
There has been debate in the literature about targeted screening for common mental
disorders in the antenatal and postnatal period in primary care, and which tool(s)
should be used.101,438,439 Targeted screening is defined as administration of a tool
designed to identify common mental disorders, administered to a selected patient
population (in this case, women in the antenatal and postnatal period) presenting
in primary care.
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7.3 Screening and assessment tools:
evidence review
Screening
No randomised controlled trials (RCTs) were found that evaluated routine screening
(versus not screening) for common mental disorders in the antenatal or postnatal period.

Assessment tools
Primary care evidence
Studies of the validity and utility of screening, case-finding and monitoring tools for
common mental disorders in the antenatal and postnatal period were sought. Three
guidelines were found.440,441 The most recent of these101 evaluated studies of a range
of diagnostic tools, but only two of the primary studies were conducted in primary
care, one in Australia442 and one in the UK.441
The Australian RCT reported that the positive predictive value of the Edinburgh Postnatal
Depression Scale (EPDS) in primary care was 49% to 84% but that its sensitivity and
specificity in this setting remain unknown. Its use has integrated well into routine care
at an Australian Maternal and Child Health Centre.443 The UK study, which evaluated
screening using the EPDS, reported that routine screening by health visitors in a UK
community-health setting might not be feasible in deprived areas without extra resources:
overall screening rates at 8 months were only 55%.441 It is unclear whether the findings
of these studies are generalisable to a New Zealand context.
National Institute for Health and Clinical Excellence (NICE) 2007101 also reported the
findings of a review commissioned by the UK National Screening Committee440 which
questioned the acceptability of the EPDS in primary care. However, a recent survey
conducted in Australia, demonstrated the acceptability of the EPDS in a community
sample of 407 women receiving antenatal care from midwives.439
The EPDS has been extensively used to screen for postnatal depression in research
and clinical practice in New Zealand.444-447 A large screening programme447 (14,127
screens) used the EPDS to screen for postnatal depression in New Zealand general
practice at child immunisation visits. Twelve percent of women exceeded a cut-off
of 13 on the EPDS, and were offered a free GP consultation for assessment
and treatment options. High-needs patients screening positive had access to free
psychological services. The screening programme demonstrated good utility in
reaching different ethnic and socioeconomic groups and only 5% of women declined
further consultation/treatment.447
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Secondary care evidence
Based on evidence from secondary care, a US health technology assessment448 concluded
that the accuracy of assessment tools for depression used in women with postnatal
depression was fairly consistent with results reported for their use in general primary care
settings. However, the authors noted that the lack of precision in the results, particularly
with respect to diagnostic sensitivity, precluded the recommendation of any particular
screening instrument or any particular cut off. Based on similar evidence, the Scottish
Intercollegiate Guidelines Network (SIGN) 2002 guideline449 recommends the routine
use of the EPDS for screening for postnatal depression but notes that the EPDS is not a
diagnostic tool and that the diagnosis of postnatal depression requires clinical evaluation.

Screening and assessment:
issues for evidence-based practice
There is evidence that postnatal depression is inadequately recognised and treated
in New Zealand.446 In view of the potentially very serious consequences of failure to
identify a mental disorder in women in the antenatal or postnatal period, a policy of
targeted screening for mental disorders in all women in the antenatal or postnatal
period is recommended. At a pregnant woman’s first contact with primary care, at
her maternity care ‘booking’ visit and 6-week postnatal check, practitioners should
consider asking questions that screen for depression as part of routine assessment.101
In the opinion of the GDT, the practitioner should also consider using questions to
screen for anxiety and substance use (see Box 5.2).
For around 22% of women with postnatal depression, onset may occur later than 6 weeks
after childbirth.450 The infant’s 3-month or 5-month immunisation visit presents a further
opportunity for maternal screening.447 The GDT notes that maternal screening may in
future become part of Ministry of Health recommendations for Well Child packages.
Although the verbal 2–3 question screening tools have not been evaluated specifically
for use in the antenatal or postnatal period, they have been validated for identifying
common mental disorders in adults in primary care (see 5.4 Assessment Tools:
Evidence Review). Moreover, there is evidence that targeted screening of selected
high-risk adults is feasible, that it increases the identification rate of common mental
disorders in adults in primary care and also increases the likelihood of general
practitioner intervention (see 5.2: Targeted Screening of High-risk Groups, Targeted
Screening: Evidence Review). Women in the antenatal and postnatal period are
regarded as a high-risk group because mental disorders occurring during pregnancy
and the postnatal period may have greater adverse consequences for all concerned
than they do at other times.101 The GDT notes that, in this population as in others,
routine screening needs to be accompanied by easy access to effective and acceptable
treatment where required, and that research is needed to determine whether screening
for common mental health disorders results in improved long-term outcomes.
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With regard to tools for further assessment, there is no conclusive evidence about the
psychometric accuracy, particularly the sensitivity, of assessment tools for antenatal and
postnatal depression.448 Tools found to be useful and readily available in clinical practice
include the EPDS, the Patient Health Questionnaire for Depression (PHQ-9), and the
Hospital Anxiety Depression Scale (HADS).101,451 The GDT notes that the EPDS and
HADS both identify anxiety symptoms, which are prominent in postnatal depression.

7.4 Further assessment where there is concern
If a woman’s response to any of the verbal 2–3 question screening tools arouses
concern (or if other issues do so), a full clinical assessment is indicated. If the screen
has been administered by a practitioner outside of the general practice setting
(eg, a midwife), the woman should normally be referred promptly to her general
practitioner/practice nurse team.
If a practitioner outside of the general practice setting detects a possible mental
disorder or a history of significant mental disorder in a women in the antenatal or
postnatal period, the general practice team should be advised even if no referral is
made (eg, referral is declined), provided the woman consents. This will foster continuity
of ongoing care.101
Assessment and monitoring tools may be used as an optional aid to assessment by the
general practice team, though they are not diagnostic instruments and do not reduce
the necessity for thorough clinical evaluation.101 Assessment should include a check for
suicidal ideation or intent.
The practitioner could consider using one of the following tools:
• EPDS
• PHQ-9
• HADS.
A web link to the PHQ-9 and the EPDS can be found in Appendix D: Assessment Tools
for Common Mental Disorders.
The symptoms of PTSD overlap with some of those of postnatal depression (and women
with PTSD score highly on the EPDS). Therefore it is advisable for the practitioner to
ask a woman about her experience of the birth and be alert to symptoms such as
flashbacks and nightmares, in order that post-traumatic stress as a result of childbirth
is not overlooked in assessment of potential postnatal depression.433
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Advice for women
It may be helpful to advise women that the ‘postpartum blues’ are
a different entity from depression. The ‘blues’, with characteristic
tearfulness, anxiety and low mood, are relatively common but are
transient, peaking at 3–5 days after birth and resolving by 10–14 days.452

7.5 Management of antenatal
and postnatal depression
Approach to intervention
The evidence relating to specific interventions for depression in women in the antenatal
and postnatal period is presented in detail in later sections of this chapter (see 7.6:
Specific Interventions: Evidence review). However, the relevant evidence is very limited
in this population, and practice must be guided largely by patient preference and by
the practitioner’s clinical experience.453
At the primary care level, there should be close collaboration and sharing of
information between the midwife, general practitioner and other practitioners
involved in the care of a woman with depression in the antenatal or postnatal period.
All relevant information should be available to the Lead Maternity Carer (with the
woman’s consent). Every effort should be made to foster mutual trust and respect
between the woman and all practitioners involved in her care, and to maintain a high
level of support for other children/family/whänau members involved. The therapeutic
relationship may be even more important than the specific treatments offered.101
The GDT notes that a woman with depression in the antenatal or postnatal period is
likely to experience increased distress arising from concern about her ability to care for
the child. There is no evidence to suggest that a good response to treatment is less likely
than at other life stages, and it may be helpful to provide this reassurance to the woman.
A woman will require thorough discussion of the likely benefits and possible risks of
treatment and also the potential risks of untreated depression. Advising in this area
can be very challenging and time-consuming. It is important to avoid an instructive
prescriptive approach and to fully acknowledge the uncertainty of the evidence.101
The woman’s partner and/or other family/whänau should be involved in the discussion
if possible.453 Partners in particular can be a key source of practical and emotional
support and may be able to mediate between the mother and any family members
who find it difficult to understand the nature of postnatal depression.454 Treatment
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planning should involve a discussion of how to recognise signs of deterioration
and how to access help if necessary.101,455
The GDT notes that careful history taking, close monitoring and good psychosocial
care will be sufficient for some women. Monitoring is particularly important because
a pregnant woman with depression is at increased risk of poor antenatal and postnatal
care.455 Her appetite may be reduced, with consequent poor weight gain during
pregnancy, and she may be at increased risk of smoking and substance abuse.455
Her risk of suicide or self-harm should be assessed regularly.453 Contraception needs
must be addressed, to avoid a woman proceeding from an inadequately-treated
episode of mental illness directly into a subsequent pregnancy.103

First-line interventions
Nonpharmacological interventions, such as enhanced social support and/or a
psychological intervention, should be considered before prescribing medication
for depression in the antenatal or postnatal period, especially if the woman has
mild symptoms or is in very early pregnancy.455
Brief psychological therapy is an appropriate first-line intervention for a woman with
mild to moderate symptoms (eg, 6–8 sessions of non-directive counselling [CBT or
IPT]). Ideally, this will be provided within primary care.101 For a woman who has severe
depression in the antenatal or postnatal period, or does not respond to initial treatment,
a structured psychological therapy that targets depression such as CBT or IPT could be
considered, in consultation with maternal mental health services as appropriate.
An antidepressant may be considered as a first-line treatment for a woman with
moderate to severe depression in the antenatal or postnatal period, provided she
expresses a preference for this treatment after full discussion of the potential risks,
the potential benefits and the uncertain state of the evidence.456 Antidepressants
need to be used with great care in this population and the GDT recommends that
practitioners consider consulting maternal mental health services before initiating
antidepressant treatment in women who are pregnant (see 7.5: Management of
Antenatal and Postnatal Depression, Special Issues: Antidepressant Use).
Mobilisation of support/resources for the mother, infant and wider family/whänau
are a valuable component of management,454 as lack of social support is strongly
associated with postnatal depression.457-459 The practitioner could check that referral
has been made to the Plunket Nurse, who can assist the family in accessing support,
and could offer referral to other health professionals (eg, social worker) or for services
that will provide ‘time out’ (eg, short-term childcare or home-help).101 Transport
problems, domestic responsibilities and childcare needs are potential barriers to
treatment, and interventions that can be provided at the woman’s home or via the
phone or internet may be more effective.101,458
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Social networks appear to be an influential protective factor against postnatal
depression,460 and there is also emerging evidence that peer support is effective
in reducing depressive symptoms in new mothers.458 Women can be encouraged
to make use of natural support systems available from trusted family members and
friends and/or consider joining a community support group, such as a new mother
and baby group. The GDT notes that the establishment of voluntary peer support
groups and facilitated support groups for new mothers should be encouraged.
There is some evidence for the effectiveness of group exercise (eg, ‘pram walking’)
for women with depression in the postnatal period.461
A woman with depression in the antenatal or postnatal period that does not respond
to initial treatment should be managed in consultation with maternal health services or
other appropriate psychiatric services.

Special issues: antidepressant use
There is a dearth of good evidence on the use of antidepressants in women who
are pregnant or breastfeeding. As this is an area in which new evidence is emerging,
recommendations on the safety of antidepressants during pregnancy may change
during the currency of these guidelines. Practitioners are encouraged to regularly
review practice in relation to prescribing antidepressant in this population, and to
consider seeking specialist advice when initiating antidepressant treatment for a
woman who is pregnant or breastfeeding.
Clinical management with antidepressants involves balancing competing risks
between mother and offspring.455 Potential problems associated with withholding
antidepressants include the well-documented risks of untreated maternal depression,
which may seriously affect the mother, child and other family members.101
Potential risks to the foetus/child associated with prescribing antidepressants include
congenital abnormality, spontaneous abortion, growth retardation, neonatal toxicity
or withdrawal effects and longer-term neurodevelopmental effects.101 Risks to the
mother include overdose, medication side effects, and premature labour.101

Antidepressants in pregnancy
The risks associated with antidepressants in the antenatal period vary according
to the stage of pregnancy. Any teratogenic effects are most likely to occur in the
first trimester, while exposure in the second and third trimesters is more likely to be
associated with toxic effects or effects on growth and functional development.455
When antidepressants are the treatment of choice, selective serotonin reuptake
inhibitors (SSRIs), except paroxetine, are recommended as an appropriate firstline therapy for most women.453 Paroxetine should be avoided in pregnancy due
to teratogenic risk, in accordance with Medsafe advice.462 Some practitioners may
recommend shorter-acting SSRIs such as citalopram or sertraline, but the longer half-
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life of fluoxetine means that any neonatal withdrawal effects are likely to be more
gradual.453 For women at risk of preterm birth, the practitioner may wish to consider
the use of a TCA in preference to an SSRI, as there is some evidence that SSRIs may
increase the risk of premature labour.463
Women should be informed of a possible link between SSRIs in early pregnancy
and the occurrence of birth defects.464,465 They should be advised to bear in mind
that in the general population, there is an underlying risk of 2% to 4% of a major or
minor congenital malformation (ie, a structural abnormality with surgical, medical or
cosmetic importance),466,467 and that the absolute risk increase associated with most
SSRIs appears to be low.464 The possibility of delaying medication until the second
trimester may be considered.455
Late in pregnancy, concerns over neonatal toxicity or drug withdrawal associated with
third trimester exposure to SSRIs (eg, irritability, respiratory difficulties and feeding
problems)453 may prompt some women to lower the dose of SSRIs until after delivery.
The same concerns also apply to venlafaxine.468
Anecdotally, many women can manage dose reduction well, given appropriate
psychosocial support.453 For others, the risk of not receiving adequate antidepressant
treatment in the third trimester outweighs the risks of adverse events in the infant469
and they will choose to continue on current doses with support and appropriate
management of the neonate.453 If considering a dose reduction, the practitioner
should be aware that women taking paroxetine and venlafaxine could experience
withdrawal or discontinuation side effects when reducing the dose, due to the short
half-life of these drugs. The GDT notes that because one cannot accurately determine
when a woman is likely to go into labour, it is challenging to get the timing right.
Reducing the dose too early places the woman at greater risk of experiencing a
recurrence of her symptoms and possibly even relapse.
There have been few documented problems arising from the use of TCAs in
pregnancy, though data are limited, but they are generally avoided nowadays due
to their adverse effects and risk of fatal overdose.453 The GDT notes that when TCAs
are used, particularly in the higher dose range, one might consider reducing the dose
in the last week or so of pregnancy, so as to minimise the potential adverse effects
on the baby in the immediate neonatal period. During pregnancy, use of a TCA with
less anticholinergic-type side effects (such as nortriptyline) may be preferable, in the
opinion of the GDT.

Antidepressants while breastfeeding
There have been no RCTs of antidepressant use during breastfeeding and there is little
evidence on the long-term impact of drug exposure through breast milk, but casestudies indicate that SSRIs, TCAs (apart from doxepin) and venlafaxine are compatible
with breastfeeding.470 Infant drug exposure is generally lower in breastfeeding than in
utero, though babies with risk factors such as prematurity, neonatal disease or inherited
metabolic disturbances may be more vulnerable to such exposure.470 Early cessation of
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breastfeeding, or not breastfeeding, may be associated with an increased risk
of maternal postpartum depression.471
In the opinion of the GDT, a practitioner should support breastfeeding in a woman
with postnatal depression who opts to take antidepressants, provided she is wellinformed about known risks and benefits.

Principles of prescribing in this population
When prescribing an antidepessant for a woman with depression who is planning
a pregnancy, is pregnant or breastfeeding, the NICE guideline101 recommends that
prescribers should:
• choose an antidepressant with the lowest possible risk profile
• start at the lowest possible dose and increase it slowly
• aim to use only one drug
• consider the possibility of neonatal complications.
The GDT notes that smoking, alcohol and recreational drugs are likely to have an
additive effect on the risk associated with antidepressants, and the practitioner should
discuss this when exploring treatment options.
Decisions about antidepressant use should take account of the stage of pregnancy in
which medication is being prescribed, as this determines the risk/benefit profile.101

Preconception planning for women taking antidepressants
or mood stabilising drugs
A woman who is taking lithium or other mood stabilising drugs should be periodically
reminded of the need for preconception counselling about medication if she plans
a pregnancy. An increased incidence of congenital abnormalities has been noted
in infants of women given mood stabilising drugs (eg, lithium,472 carbamazapine,473
lamotrigine474) in pregnancy.
If a woman on antidepressants is planning conception, she may wish to attempt slow
withdrawal from her medication before conception, provided the depression has
receded. She should be monitored carefully so that any relapse is detected early.453

Conception while taking antidepressants
Unplanned conception for a woman on antidepressants may prompt her to abruptly
stop taking the medication, incurring high risk of recurrence of depression before
delivery.475 Careful reassessment of risks will help women to decide whether
continuation of antidepressants is appropriate.453
If a woman who is pregnant or planning pregnancy is being treated with an
antidepressant, her treatment preference, previous history and risk should be
reviewed.101 If appropriate, attempts should be made to withdraw the antidepressant

102

Identification of Common Mental Disorders and Management of Depression in Primary Care

Chapter 7 Special issues: women with mental disorders in the antenatal and postnatal period

and substitute an alternative treatment and/or ensure that the antidepressant with the
lowest risk profile is used.101
If a pregnant woman decides to keep taking antidepressants, she should be
advised that the pharmacokinetics of many drugs (including SSRIs)453 change during
pregnancy, especially in the third trimester, due to increased fluid volumes. In the event
of a relapse, a dose increase may be required to maintain clinical improvement.453
A woman may be less able to tolerate side effects during pregnancy or the postnatal
period (eg, nausea as a side effect when starting an SSRI in pregnancy, postural
hypotension or constipation when taking a TCA during pregnancy).101

7.6 Specific interventions: evidence review
A systematic review of the literature was undertaken of RCTs on therapies for women
with antenatal or postnatal depression in the primary care setting.
Therapies of interest included:
• guided self-help
• exercise
• psychological therapies
• pharmacological therapies
• complementary and alternative medicines.

Guided self-help
No evidence was found specific to this population.

Exercise
A search was conducted for RCTs of structured exercise programmes for women reporting
depressive symptoms in the antenatal or postnatal period. One systematic review476
was found which included two small RCTs both by the same research group.461,477 The
participants in these studies had been recruited from both primary and secondary care.
The limited evidence supports a significant relationship between participation in exercise,
such as group ‘pram-walking’, and a reduction in symptoms of postnatal depression.

Psychological therapies
Randomised controlled trials of psychological interventions for depression in the
antenatal and postnatal period were reviewed.
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This evidence comprised two recent Cochrane reviews of depression454,458 and mental
health101 in the antenatal and/or postnatal periods.
These three publications included a total of 13 relevant RCTs,442,478-489 and a costeffectiveness modelling study conducted for the guideline.101 A high proportion of the
participants in the primary studies were initially recruited from secondary care rather
than primary care. The relevant RCTs looked at treatment courses of 30–90 minutes
weekly for 6–16 weeks, including CBT,479,481,484,486-488 IPT,482 psychodynamic therapy
(PT),484 non-directive counselling (listening visits)481,483-485,488,489 and peer support.478
The structured psychological therapies (CBT, IPT, PT) were delivered by trained
therapists and the non-directive counselling by health visitors or child health nurses
with brief extra training.
In the antenatal setting, the only relevant RCT480 was a small study with a high
attrition rate (38/50 included in analysis), which was included in the Cochrane
review.454 It compared IPT to a parenting education course in Hispanic women.
Depression scores post intervention significantly favoured IPT.454
In the postnatal setting, the Cochrane review found that any psychosocial or
psychological intervention was associated with a reduction in depressive symptoms at
1 year, compared with usual care (9 RCTs; RR 0.44, 95% CI 0.24 – 0.80). Psychosocial
interventions comprised non-directive counselling or peer support. Study quality was
limited and ‘usual care’ varied widely but there was low heterogeneity in the metaanalysis. A comparison of non-directive counselling versus structured psychological
therapies (CBT) found no statistically significant difference, though numbers were
relatively small (2 RCTS, n = 358). One small pilot RCT478 (n = 42) of telephone-based
peer support showed statistically significant benefit in the intervention group at 4 weeks
post treatment. Support was provided by a woman who had previously experienced
depression in the postnatal period and had received a 4-hour training session.
Similarly, the NICE guideline found that in women with a formal diagnosis of
depression in the postnatal period, targeted psychological treatments (CBT, IPT, PT
and non-directive counselling) reduced symptoms of depression more than standard
care.101 There was very little evidence comparing psychological therapies. The
economic analysis (based on data from these studies) calculated that non-directive
counselling (home listening visits) were likely to be the most cost-effective option for
treatment of women with mild to moderate depression in the postnatal period, but
noted considerable uncertainty around this finding.101
In summary, both structured psychological therapies (eg, CBT, IPT, PT) and
psychosocial interventions, such as including peer support and non-directive
counselling (listening visits) appear to be effective, at least in the short term, for
reducing symptoms in women with depression in the antenatal or postnatal period.
However, most of these interventions are time and labour intensive, with challenging
resouce implications.458
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Pharmacological therapies
A search was conducted for RCTs of antidepressant use in women with depression in
the antenatal or postnatal period. The evidence comprised one guideline101 with three
relevant studies conducted in mixed primary and secondary care populations.479,486,490
Given the dearth of evidence from controlled studies on the safety of antidepressants
in this population, recent reviews of relevant observational evidence were also
retrieved. Three narrative reviews453,456,470 were identified and studies from their lists of
references were accessed. Advice on relevant studies was also sought from a maternal
mental health specialist.

Efficacy
There was some evidence (from a single RCT)486 of the efficacy of the SSRI fluoxetine
with a single session of CBT in the postnatal period. However, fluoxetine with six
sessions of CBT was only as effective as 6 sessions of CBT alone. This finding was
supported by low-quality evidence from uncontrolled trials.65

Safety and adverse effects on the infant/foetus
Selective serotonin reuptake inhibitors in pregnancy
Small prospective cohort studies in the 1990s found no association between maternal
SSRI use and birth defects.453 However, more recently large case-control studies464,491
and a population-based cohort study492 found a significant association between
maternal SSRI use in early pregnancy and major birth defects. In two studies,464,491 the
increase associated with SSRIs applied only to specific rare defects (eg, omphalocele),
with no increase in the overall rate, but in the third492 there was a moderate increase
in overall risk of birth defects (RR 1.34, 95% CI 1.00 – 1.79). There has been concern
about a possible increase in the risk of cardiovascular malformations associated
with the use of paroxetine during the first trimester.465,493 A Canadian study linking
databases of medications and hospital discharges involving International Classification
of Diseases, Ninth Revision (ICD9) codes for malformations, also showed an
association between major cardiac malformations and exposure to paroxetine, though
only at daily doses of greater than 25 mg (adjusted odds ratio 3.07; 95% CI 1.00 –
9.42).494 However, a recent study identified outcomes in over 3000 infants exposed to
paroxetine during the first trimester and found that the rate of malformations was well
within incidence in the general population, at around 1%.495 Current Medsafe advice
recommends avoiding the use of paroxetine in pregnancy.462
A systematic review of more than 20 small observational studies reported a neonatal
syndrome with symptoms of increased muscle tone, tremulousness, and difficulty
with respiration, feeding, and sleep in infants who had third-trimester exposure to
SSRIs.496 A large study using British Columbian population health data over a 3-year
period found that prenatal exposure to SSRIs was associated with an increased risk of
neonatal respiratory distress, even after accounting for maternal illness severity.496,497
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There is also some evidence that the use of SSRIs increases the risk of preterm birth.
An observational study reported a preterm birth rate of 14% among 49 women
with depression taking antidepressants (in most cases SSRIs), while among women
with depression not taking antidepressants (n=22) there were no preterm births
(p = 0.004).463 A dose-response relationship was also noted in this study between
antidepressant dose and gestational age at birth.463
Selective serotonin reuptake inhibitors and breastfeeding
Pharmacokinetic studies have found that the excretion of SSRIs into breast milk is
generally low, though it appears to be slightly higher for fluoxetine and citalopram
than for other SSRIs. Data on potential adverse effects are scarce. There have been
a few case reports of adverse effects (such as increased crying, decreased sleep,
irritiability, gastrointestinal distress and reduced weight gain) in infants of mothers
who breastfed while receiving fluoxetine or citalopram.470 Observational studies have
reported no adverse effects in infants exposed to paroxetine (n=70 infants), sertraline
(n=102) and fluvoxamine (n=10).470
Tricyclic antidepressants in pregnancy
Animal studies and observational case series have reported that TCAs appear to be
relatively safe in pregnancy, and long-term studies of children exposed to TCAs have
shown no association with developmental problems.498-500 However, some case studies
have reported neonatal toxicity, including urinary retention, bowel obstruction and
transient withdrawal symptoms such as irritability and tremor.455
Tricyclic antidepressants while breastfeeding
The excretion of TCAs into breast milk appears to be generally low. Doxepin is
contraindicated in lactation, due to case reports of drowsiness and hypotonia in the
breastfed infants of mothers taking this drug.501 Otherwise most case reports have
observed no immediate adverse effects in infants exposed to TCAs through breast
milk and no adverse long-term effects have been reported.470,502,503 However, there is
limited data.
Venlafaxine in pregnancy
There has been one multicentre case-control study evaluating pregnancy outcome
following exposure to venlafaxine.504 It found no evidence that venlafaxine increased
the risk of major fetal malformations. The doses used were relatively low (≤ 20 mg
daily for most women).504 Evidence on neonatal symptoms following exposure to
venlafaxine is very limited but it is likely that infants will experience similar effects to
those exposed to SSRI’s.468
Venlafaxine while breastfeeding
The few studies available suggest venlafaxine is safe in breastfeeding. The dose
received by the infant is higher than for SSRIs and may approach notional safe limits in
some infants. No adverse effects have been noted in infants exposed to venlafaxine via
the breast milk.505-507
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Complementary and alternative medicines
There is speculation that omega-3 oils may be a safe and effective treatment option
for depression in women in the antenatal or postnatal period, with the advantage
that they appear to be beneficial for the foetus, provided their source is mercury-free.
However, no controlled trials have yet been conducted in this population425 and no
evidence was found for other specific complementary and alternative interventions in
this population.
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Special issues: older adults/
koroua/kuia
This chapter focuses on special issues in the recognition and assessment of common
mental disorders and the management of depression in older adults/koroua/kuia.
Recommendations
Older adults
Targeted screening for common mental disorders is indicated for older
adults in groups with high prevalence rates including:

C

• older adults in residential care
• older adults with a history of mental disorder or suicide attempt
• older adults with multiple symptoms
• older adults with a recent significant loss
An older adult presenting with possible cognitive impairment should be
assessed for both dementia and depression

C

Where there is a rapid change in cognitive status in an older adult,
medical assessment should exclude delirium

C

An older adult with depression should be offered the same range of
psychological therapies as other adults: chronological age should not
be a bar to specific therapies

C

Selective serotonin reuptake inhibitors (SSRIs) are suitable as a firstline antidepressant for an older adult: for a patient also taking other
medications, choose one with a low risk of drug interactions

C

An older adult prescribed antidepressants should be carefully
monitored for adverse effects

C

Where antidepressants are the treatment of choice, treatment for an
older adult with depression and dementia should be as for other older
adults with depression

C

Grades indicate the strength of the supporting evidence, rather than the importance of the
recommendations – refer to Appendix B for grading details

Identification of Common Mental Disorders and Management of Depression in Primary Care

109

Good practice points
Older adults
Among older adults living in residential care, older adults with other
risk factors or where there is clinical concern, routine psychosocial
assessment should include questions that screen for depression, anxiety
and substance abuse. This assessment should be conducted annually



Brief tools are optional aids for use by the primary care practitioner as
an adjunct to clinical assessment. Examples of brief tools for detecting
depression among older adults include:



• the Geriatric Depression Scale (GDS)
• the Patient Health Questionnaire for Depression (PHQ-9)
Clinical assessment of an older adult for dementia and depression
should include the use of tools to assess cognitive function, such as
the Mini Mental State Examination (MMSE) and/or clock drawing test,
in addition to a tool to assess for depression (such as the GDS or the
PHQ-9)



Assessment of an older adult with depressive symptoms should include
a physical examination, complete blood count and thyroid function
tests. The practitioner should also consider checking creatinine and
B12 and folate levels



An older adult with depression should be offered advice on simple
behavioural measures to increase social, physical and/or intellectual
activity



In an older adult starting treatment with a selective serotonin reuptake
inhibitor (SSRI) consider checking serum sodium after 1 week and
after each dose adjustment, especially if the patient is at risk of
hyponatraemia (eg, frail, on diuretics, has renal impairment)



In a frail older adult prescribed antidepressants, treatment should be
initiated at a low dose and increased slowly to optimisation or until a
response is achieved



Opinion of the Guideline Development Team, or feedback from consultation within New Zealand
where no evidence is available

There are more similarities than differences between older adults and the general adult
population with regard to the presentation and appropriate management of common
mental disorders, and much of the evidence on adults applies also to those aged over
60–65 years (older adults/koroua/kuia).255
Notable differences include the higher prevalence of comorbid chronic disease
and dementia in older adult populations.255 Among older adults there is also a
high prevalence of risk factors for mental disorders, such as physical comorbidity,
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bereavement and social isolation.508 Elder abuse and/or neglect can be associated
with low self-esteem and depression.509
Overall, the 12-month prevalence of depressive disorders among community-dwelling
older adults aged 65 years and over in New Zealand primary care is about 2% for
men and 5% for women.1 Older adults in residential care are at much higher risk of
depression, with a prevalence of about 18% in low-level care residential facilities.110

8.1 Psychosocial assessment of older adults/
koroua/kuia
The psychosocial wellbeing of older adults can be assessed using the same approach
as for other adults. Targeted screening for common mental disorders is indicated for
older adults in groups with high prevalence rates, such as:
• older people in residential care
• those with multiple symptoms
• a history of mental disorder or suicide attempt
• a recent significant loss.510
Among older adults living in residential care, older adults with other risk factors
or where there is clinical concern, routine psychosocial assessment should include
questions that screen for depression, anxiety and substance abuse. This assessment
should be conducted annually.
A low threshold for intervention is required where there is evidence of suicidal ideation
or intent in older people, as there is a high rate of completed suicide in this group,
particularly in men aged 75 years and over.511
The Guideline Development Team (GDT) noted that older Mäori living away from their
birthplace sometimes describe feelings of moke moke, a sense of loneliness or physical
and mental displacement that may resolve when they return to their home environment.

8.2 Assessment tools for older adults:
evidence review
As for other adults, a brief assessment tool may be useful as an adjunct to clinical
assessment of older adults. A systematic review of the evidence on brief assessment
tools for common mental disorders in older people was undertaken. ‘Brief’ was
defined as taking 5 minutes or less to administer.
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Common mental disorders
Few studies have addressed the identification of common mental disorders other than
depression among older people in primary care. Two studies evaluated the use of
assessment tools for a range of mental disorders in a primary care population restricted
to older adults. Neither the Primary Care Evaluation of Mental Disorders (PRIME-MD)
nor the Pain Disability Index (PDI-29) accurately identified mental disorders among frail
older people receiving home care nursing services,512 and neither the General Health
Questionnaire (GHQ-28) nor the MMSE performed well among older patients at a
GP practice.513,514

Depression and dysthymia
There was evidence that the GDS514-517 is valid for detecting depression among older
people. A shortened version of this instrument, the Geriatric Depression Scale, Short
Form (GDS-15) appears to be of comparable accuracy to the longer version for
detecting depression.514,516,517 The Patient Health Questionnaire for depression is
also widely used as a case-finding tool for depression in this population. It has been
well-validated in a general adult population for case-finding, and in an older adult
population for measuring response to treatment for depression and dysthymia.321
Several studies have also found the Centre for Epidemiological Studies Depression
Scale (CES-D) valid for detecting depression among older people,514,516,518-520 though
its accuracy for routine use in primary care populations has been questioned521 and it
was found poor at detecting dysthymia. 518 The Hospital Anxiety and Depression Scale
(HADS) was not found to be valid for use in older people.513

8.3 Assessing an older adult with
cognitive impairment
The patient or an informant may report cognitive symptoms, such as poor
concentration, confusion or memory complaints. These can be the presenting features
of depression, but the practitioner should also be alert for the possibility of early
dementia. The relationship between dementia and depression is complex: they are
often comorbid, and late-onset depression is a risk factor for dementia.522
A recent US Preventive Services Task Force (USPTF) systematic review523 noted that
several instruments are valid for identifying cognitive impairment in primary care and
nursing home populations, but that no single instrument is suitable for all situations.
The MMSE is appropriate for assessing moderate cognitive impairment, but has limited
sensitivity in highly functioning individuals, takes 7–10 minutes and has copyright
restrictions.523 The USPTF review proposes a number of options (see Appendix H:
Assessing for Cognitive Impairment in Older Adults): a clock drawing test or the
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Memory Impairment Screen are useful if time is restricted, with the proviso that these
tools have limited sensitivity, especially for mild forms of impairment.523
A study in a residential care setting found the GDS valid for identifying depression
in residents with an MMSE score of 15 or more,524 but it may not be practicable if
cognitive impairment is marked.525
An older adult presenting with possible cognitive impairment should be assessed for
both dementia and depression using tools to assess cognitive function,522 such as the
MMSE and/or clock drawing test, as well as tools for depression such as the GDS or
PHQ-9.523
It is also considered by the GDT to be good practice to undertake a relevant physical
examination, consider adverse drug effects, and undertake complete blood count and
thyroid function tests when older adults present with depressive symptoms. Further, the
practitioner should also consider checking creatinine and B12 and folate levels.
Where there is a rapid change in cognitive status in an older person, delirium should
be excluded by clinical examination.526 This applies particularly in residential care,
where delirium is relatively common.527 Delirium is characterised by a disturbance of
consciousness, usually fluctuating, and a change in cognition developing over a short
period of time.243 Australian guidelines on the assessment and treatment of delirium
(Australian Health Ministers’ Advisory Council) can be found at http://www.health.vic.
gov.au/acute-agedcare/
Where the practitioner suspects depression but some doubt remains, in the opinion of
the GDT, it is reasonable to initiate antidepressant treatment and monitor the person’s
response by clinical assessment and optional use of a monitoring tool, such as the
PHQ-9.320 However, antidepressant medication should not be continued in a confused
older person unless there is clear clinical evidence of benefit.

8.4 Management of depression
Approach to intervention
In most respects, older adults/koroua/kuia with depression should be managed in
a similar way to other adults/pakeke, and chronological age should not be a bar to
specific therapies.65
The evidence relating to specific interventions is presented in detail in later sections
of this chapter. The available evidence supports offering older people/koroua/kuia
the same range of psychological therapies as younger people.65 Similarly, in terms of
pharmacological therapy a SSRI is suitable as first-line antidepressant therapy in older
people/koroua/kuia, as for other adults/pakeke.65
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Special issues: medication use
Medication use needs to be monitored with extra care in older people. The high
prevalence of multiple prescribing in this population increases the risk of drug
interactions and may reduce adherence. There is also a high prevalence of comorbid
disorders and the possibility of variation in drug metabolism.65 Older adults prescribed
antidepressants should therefore be carefully monitored for adverse effects.65 In frail
older adults prescribed antidepressants, treatment should be initiated at a low dose
and increased slowly to optimisation or until a response is achieved.351
SSRIs are suitable as the first-line antidepressant in this age group.65 In an older adult
taking multiple medications, an antidepressant with a low risk of drug interactions
should be chosen (eg, citalopram, sertraline).510 International guidelines recommend
that an SSRI should be commenced at half of the initial dose recommended for younger
adults and increased over about 4 weeks until therapeutic effects are achieved.510 In the
opinion of the GDT, this advice is suitable for frail older adults but normal adult dosage
may be appropriate for older adults who are fit and well. The GDT also recommends
that practitioners consider checking serum sodium within the first week of initiation of
SSRI treatment and after each dose adjustment, especially in older adults at increased
risk of hyponatraemia (eg, those who are frail, on diuretics or have renal impairment).
The cardiovascular and anticholinergic effects of TCAs can be particularly problematic
in older people, with an increased risk of falls, urinary retention, constipation and
drug-induced delirium.510 However, if a SSRI is ineffective, it is appropriate to use
a TCA with less anticholinergic properties, such as nortriptyline, as a second-line
therapy.65 The GDT advises increasing the dose slowly as required, from a starting
dose of 10–25 mg to 75–100 mg if tolerated over at least 2 weeks. Slower titration is
advised in frail older adults/koroua/kuia.

Active support and liaison with other agencies
Psychoeducation, active listening and regular follow-up are particularly important in
older people/koroua/kuia with depression, who are more vulnerable to social isolation
and physical disability.65,510 Simple behavioural measures to increase social, physical
and/or intellectual activity can be encouraged.528 Older people/koroua/kuia should
be offered advice on taking such measures and can be encouraged to increase any
physical, domestic or leisure activities that they enjoy259 (eg, housework, bowls, brisk
walking, mau räkau [martial art], dancing, gardening or waka ama [canoeing]).
Similarly, social and intellectual activities can be encouraged529 (eg, reading, listening
to music, waiata [song], raranga [weaving], going to the beach or seeing friends).
Psychosocial support agencies (such as Age Concern) may have relevant services
to offer.
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8.5 Interventions for depression in older
adults/koroua/kuia: evidence review
A systematic review of the literature for randomised controlled trials (RCTs) on
therapies for depression for older adults/koroua/kuia in primary care was undertaken.
Evidence was found specific to this population on the following therapies:
• exercise
• psychological therapies
• pharmacological therapies.

Exercise
The evidence comprised a systematic review530 of the effects of physical exercise on
depression or depressive symptoms in older adults and two more recently published
RCTs.364,376
The systematic review found evidence of short-term benefit from exercise, but the
26 included studies were conducted among community volunteers, rather than
in a primary care setting.530
A study conducted among older people in primary care in Australia376 found highintensity supervised progressive resistance training significantly more effective than
low-intensity exercise or usual GP care in reducing depressive symptoms, with a 50%
reduction in depression score achieved after 8 weeks in the high-intensity group.
A feasibility study showed that older people with depressive symptoms could
successfully be recruited to a community-based progressive resistance training
programme delivered by existing community facilities.364

Exercise: issues for evidence-based practice
Participation rates were low in these studies and it seems unlikely that many primary
care patients with depression would be able to undertake such intensive activity.
However, any physical activity may be helpful and exercise is rated highly as an
intervention by adults who have experienced depression.377

Psychological therapies
The evidence comprised a meta-analysis of 25 RCTs conducted among older
people with major or minor depression or dysthymia531 and 2 RCTs published
more recently.532,533
The meta-analysis found psychological therapies moderately effective in the short
term compared to placebo and not significantly different from antidepressants.531
The psychological interventions included cognitive behavioural therapy (CBT),
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behaviour therapies (BT), reminiscence and life-review therapies, interpersonal
psychotherapy (IPT) and problem-solving therapy (PST). No statistically significant
difference in efficacy was found between different psychological therapies. There was
insufficient evidence to determine whether psychological treatment combined with
antidepressants was superior to either treatment alone.531 Many of the included studies
were of dubious quality and most were recruited from community rather than clinical
settings. One subsequent primary care study supported the efficacy of IPT for moderate
to severe depression in older people,533 but another found psychotherapy ineffective in
preventing recurrence.532

Psychological therapies: issues for evidence-based practice
This evidence suggests that psychological treatments are effective in older people,
though it is unclear which specific therapies work best and whether they are best
combined with antidepressants.

Pharmacological therapies
A National Institute for Health and Clinical Excellence (NICE) guideline243 and a recent
Agency for Healthcare Research and Quality (AHRQ) review351 addressed this topic.
Neither of these found sufficient evidence to determine whether there is any difference
between older people and other adults in the efficacy of antidepressants, either in a
primary care or a secondary care setting. The AHRQ review also noted that there is
insufficient evidence to determine whether older adults experience different side effects
from young adults when taking second-generation antidepressants. However, some
non-primary care studies and observational evidence suggest older patients may be at
increased risk of rare but potentially serious adverse events associated with SSRIs, such
as hyponatraemia and weight loss.351 Moreover, a large observational study published
recently reports a doubling of fracture risk in people aged 50 years and over taking
SSRIs.534 The GDT notes that the risk of fractures secondary to postural hypotension
with many of the TCAs should also be considered.

8.6 Depression with dementia
Dementia is a chronically progressive disease that impairs intellect and behaviour to
the point where customary activities of daily living are compromised.535 Depression
may be comorbid with dementia and may or may not respond to intervention.523
Among older adults/koroua/kuia with comorbid depression and dementia, there
is some evidence, albeit scanty, to support the use of psychosocial interventions.
Pharmacological interventions can also be used in this population, based on
international expert opinion.65 Clinicians need to monitor response to treatment
carefully and reconsider the diagnosis if there is no improvement.
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Specific interventions: evidence review
A review of the literature for randomised studies of pharmacological and psychosocial
interventions for depression with comorbid dementia was conducted. The evidence
was limited.

Pharmacological therapies
There is little evidence on the use of antidepressants for depression in older people
with dementia. A single small RCT from a Cochrane systematic review with a search
to 2005536 found SSRIs effective. A further paper on this RCT537 reported that response
to antidepressants was not associated with any baseline demographic, mood,
neuropsychiatric, neurophysical or caregiver variable. Other studies in the Cochrane
review were small, inconclusive and generally poorly designed.536 A subsequent small
RCT of venlafaxine versus placebo was also inconclusive.538
The Cochrane review also noted that the likelihood of side effects is significantly increased
by antidepressants compared to placebo in people with depression and dementia.536
The Scottish Intercollegiate Guidelines Network (SIGN) guideline on dementia522 notes
that evidence is weak to support the use of antidepressants to treat depression in older
people with dementia but suggests that they can be used providing their use is evaluated
carefully for each patient.

Psychosocial interventions
There is very limited evidence from a systematic review539 which includes two relevant
RCTs540,541 that psychosocial interventions are effective in treating depressive symptoms
in older adults with dementia. One of the studies541 involved therapeutic biking,
whereby residents with dementia and depressive symptoms at a long-term care facility
were taken on one-to-one outings on a wheelchair bicycle. In the other study,540
caregivers of older adults with dementia and depression in the community were taught
behavioural strategies such as environmental modification, distraction, communication
and increasing pleasant events. In both RCTs, depression scores decreased
significantly in the intervention group compared to controls, with evidence of continued
benefits at up to 6-month follow-up.

Depression with dementia: issues for evidence-based practice
The potential to improve depressive symptoms and functional ability in an older
person/koroua/kuia with dementia warrants active intervention if depression is
suspected. Either a psychosocial and/or pharmacological approach may be useful in
this population, though evidence is overall very scanty. Pharmacological treatment for
depression in an older adult with dementia should be managed in the same way as for
other older adults.65
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Management of dementia in primary care
It is beyond the scope of this guideline to address the management of dementia.
A Royal Australian College of General Practitioners guideline on this topic can be
found at http://www.racgp.org.au/guidelines/dementia.542
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Models of care

9.1 Introduction
Various models of service delivery have been proposed for the delivery of mental
health services in primary care and for the configuration of primary care and
secondary care mental health services. A narrative review was conducted of the
relevant evidence, with a focus on New Zealand literature and special issues for
Mäori and Pacific peoples.
This review does not constitute guidance, but aims to provide an informative summary
of issues and points to consider.

9.2 Generic models: evidence review
A recent high-quality New Zealand Health Technology Assessment systematic review339
reviewed nine systematic reviews and 35 randomised controlled trials (RCTs) on the
structure and workforce configuration of effective models of mental health service
provision and quality improvement in primary care, focusing on services for those
with mild to moderate mental disorders.
The following models were identified:
• staff training: education of primary care staff (eg, on prescribing habits, skills in
psychological therapies, dissemination of guidelines and information, intensive
practice-based education seminars)
• consultation-liaison: mental health specialist involvement in an ongoing
educational relationship with primary care clinicians to enable them to care for
individual patients. Referral to specialist care required in a small proportion of cases
• collaborative care: includes new quasi-specialist staff (sometimes called case or
care managers) who work with patients and liaise with both primary care clinicians
and secondary care specialists in order to improve quality of care. This model may
also involve screening, education of patients, changes in practice routines and
developments in information technology
• replacement/referral: primary responsibility for the management of the patient’s
presenting problem is passed to a mental health specialist for the duration of
treatment (eg, often associated with psychological therapy).
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The models are not mutually exclusive and a combined approach to service provision
was the norm. Variants of the collaborative care model (including stepped care) were
the most widely researched. There was a trend towards multidisciplinary collaborative
care showing short-term, modest benefits for people with depression, compared with
usual care. The collaborative models incorporated a care management approach
using the services of a care manager or primary mental health care worker. This
approach was most effective for individuals with persistent or recurrent disorders, and
for older adults with depression. The approach was less effective for those with milder
or subthreshold disorders.
Telephone care management interventions were effective for people with mild to
moderate mental disorders, especially in combination with other interventions such
as cognitive behavioural therapy (CBT).
There were two studies favouring a consultation-liaison approach, but overall,
evidence was lacking on the effectiveness of approaches other than collaborative care
and there was insufficient evidence to determine the effectiveness of individual models
or to compare models. Moreover, most of the relevant studies were conducted in the
US and may not be applicable in other health care systems.339 Relevant New Zealand
initiatives are underway, due to report back in 2008.543
Barriers to the adoption of collaborative care models could include financial or time
costs to anyone involved, including patients and their families, and the need for
substantial changes to clinical practice (eg, protocols for follow-up or referral between
services). Incentives for engagement may increase uptake by providers. Collaboration
between primary and secondary services can be helped by processes such as mapping
pathways to care, and linking of stepped care models to treatment guidelines.544
An Australian study545 describes a modelling exercise that found that with the number
of people needing treatment held constant, evidence-based care using a stepped
care approach was no more expensive and was more effective than the traditional
model (ie, allocating resources top-down, according to the needs and demands of
stakeholder groups). Increased coverage was also possible because the additional
cases tended to be of disorders that were easier and less expensive to treat. The model
assumed a sequence of stepped care from the less intensive, lower-cost interventions
(ie, GP advice plus patient self-management), through to more intensive higher-cost
interventions (ie, active GP treatment, involvement of allied mental health staff and on
to psychiatric and inpatient care).
A retrospective service audit of the provision of stepped care for common mental
health disorders in the UK found this model clinically effective, with a high rate of
patient satisfication.546 There was a high use of psychological interventions (eg, brief
psychological/behavioural interventions in primary care). These were rated by patients
as the most helpful intervention. Psychological interventions were complemented by
a range of other approaches, including computerised CBT (CCBT), social support
(eg, with housing), exercise and other activities, information and support with training,
educational and job opportunities. Waiting times for specialist psychological therapies
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were reduced due to lower referral rates from primary care, with a higher volume
of patients being managed in the primary care setting.546
Recent efforts to improve the management of specific long-term conditions in primary
care have moved towards a ‘chronic care model’.547,548 This model entails organisational
change to identify and meet the needs of practice populations with long-term conditions,
evidence-based decision support, multidisciplinary approaches, links to community
resources and support for patient self-management.150,343 In New Zealand, an adapted
model has been utilised that includes cultural competency and an increased emphasis
on the patient (plus their family and community).549 Patient self-management includes
strategies such as reasonable problem-solving, realistic goal setting, symptom control,
relapse prevention and shared decision-making.150
A recent systematic review suggests how the management of patients with depression
in primary care could benefit from a ‘chronic care’ approach, utilising the following
measures:142
• registry of patients with a current or prior diagnosis of depression
• use of a guideline-based treatment algorithm in patient notes
• routine screening
• care manager (eg, practice nurse) monitoring of care
• interdisciplinary team care
• telephone monitoring
• general practitioner/practice nurse liaison with secondary care mental health
services
• individually developed care plan (Wellness Plan) for each patient
• increased support for patient self-management
• relapse prevention planning
• prepared visits with resources available in advance
• adequate preparation and ongoing education for all primary care staff.

9.3 Service delivery: special issues
for young people
A World Health Organization (WHO) review165 discusses the increasing recognition
of barriers faced by young people in accessing health care for mental disorders.
These barriers include:
• reluctance to seek professional help
• inaccessibility of services (due to location, cost, hours, or lack of publicity/visibility)
• fear of stigma or lack of confidentiality
• ‘unhappy encounters’ with health professionals.

Identification of Common Mental Disorders and Management of Depression in Primary Care

121

New Zealand evidence supports these findings.57 A WHO framework for development
of youth-friendly health services has been drawn up166 and various models of youthfriendly service provision have been initiated, but as yet there is little evidence on
health outcomes.164,165 Accessible health services for young people is a national
goal in New Zealand,550 and a network of services is being set up, though provision
remains patchy.551,552 The provision of innovative and well-assessed youth-friendly
services should be a priority for the future.165

Issues for evidence-based practice
There is evidence that multifaceted collaborative care has benefits for the treatment
of depression in the primary care setting. Potential elements of a cost-effective model
include a stepped care approach, use of telephone care management and the
employment of care managers (eg, practice nurses) to work with patients and liaise
across levels of care.

9.4 Service delivery: special issues for Mäori
Kaupapa Mäori services
For Mäori, cultural identity is an essential component of good health and effective
services must reflect all dimensions of wellness.553 It is a cornerstone of government
health policy that Mäori should be actively involved in defining and prioritising their
health needs and directly aided to deliver services to their own communities.553
Services that are delivered by Mäori for Mäori have been termed ‘Kaupapa Mäori’.200
Materoa Mar554 suggests that Kaupapa Mäori services include the following:
• kuia and koroua influencing, guiding and advising in all aspects of the service,
both delivery and development
• development of identity for both staff and clients encompassing te reo (Mäori
language), tikanga (values and beliefs) and Mäori models of practice
• recruitment and retention of skilled Mäori staff
• workforce development opportunities for Mäori
• provision of training/education/information about kaupapa Mäori approaches
• ability for kaimahi (community health workers), tangata whaiora and whänau to
participate at all levels
• research that supports further development for Mäori
• clear accountability both internally and externally
• advocacy
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• networking by all kaimahi internally and intersectorally
• a physical environment conducive to Mäori beliefs
• autonomy and control in development of Mäori mental health services
• striving to work with whänau, thus contributing to overall Mäori development
• access to information that assists informed development
• building and maintaining relationships at all levels with consumers, whänau groups
and individuals on a national, local and international level
• acknowledgement of Mäori processes, both at a managerial level and within
service provision.

Workforce issues
Current efforts to increase Mäori health workforce recruitment and retention are
having a positive effect. A recent report555 has described key success factors as follows:
• Mäori led, focussed and targeted interventions
• consistent investment over a prolonged period
• emphasis on the development of dual cultural and clinical competencies
• integration of student support programmes within a university environment
• provision of comprehensive support to tertiary students, including financial
assistance, access to Mäori mentors and peer support, and inclusion in
communities of learning
• congruence with industry needs
• supported transitions into and between study and work
• attention to the broader determinants of Mäori health workforce participation
• action across workforce development areas (including secondary schools).

Primary-care based mental health services
Mäori working in mental health have consistently described the interdependence
of Mäori as the individual’s responsibility to a collective that is linked by whänau,
whänaungatanga and whakapapa.200 Whakapakari Ake Te Tipu, the Mäori Child and
Adolescent Mental Health and Addiction Workforce Strategy200 advocates a cross-sector,
all age approach to reflect a holistic view of health. The primary care sector has been
identified as the logical place for the delivery of mental health care to Mäori, as it offers
better prospects of early intervention and the management of comorbidities, and is
more closely linked to community agencies such as schools, maraes and recreational
centres.200 This will require developing the workforce and upskilling primary care workers
so that interventions can be delivered in primary care settings.200
Whakapakari Ake Te Tipu provides examples of primary-based mental health services
that deliver early intervention programmes for young Mäori and reduce the divide
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between primary and secondary mental health care. Programmes such as the Rau
ö Te Huia Trust and the Pumau Ki Te Ora service ‘walk the talk’ of whänau ora by
providing culturally appropriate prevention and recovery services.200
They note that Mäori providers working in partnership with mainstream Primary Health
Organisations (PHOs) are vulnerable to historically prevailing power relationships,
even where the intentions of the mainstream PHOs are appropriate. Small Mäori
PHOs working independently do not benefit from economies of scale that partnerships
may provide, but they may be able to achieve more positive outcomes for Mäori by
remaining independent.556
Abel and colleagues556 illustrate the implementation of the New Zealand Primary
Health Care Strategy by a Mäori health provider, using Ngäti Porou Hauora (NPH) as
a case study. They conclude that despite a number of ongoing challenges, the NPH
system of governance, with strong community participation and a holistic approach
to health care delivery, is well suited to delivery of the strategy. Further, Abel et al.
suggest that frameworks used by Mäori health providers are appropriate models for
the delivery of primary care, not only for Mäori but also for the rest of the sector.
They note that these approaches have already succeeded in increasing access to
services. However, it is too early to say whether these approaches will reduce hitherto
intractable disparities in health outcomes.556

9.5 Service delivery: special issues
for pacific peoples
A review undertaken to identify Pacific models of mental health care service delivery557
found no such models per se, though the authors described several Pacific models
of health care that inform service delivery, including the Samoan Fonofale558 and
Faafaletui559models, the Tongan Kakala560 model and the Cook Islands Tivaevae
model.560 A ‘for Pacific by Pacific’ approach is a feature of many of these models.
These support the view that having access to a service run by Pacific staff and using
Pacific principles of health and wellbeing is fundamental to achieving good outcomes.
However, it was identified as a weakness of these models of care that they may favour
a Pacific Island-born perspective over and above New Zealand-born Pacific youth
perspectives.557 Pacific approaches to service delivery are distinguished by Pacific beliefs
and value systems with spirituality (including both Christian and Pacific pre-Christian
elements) as a key component.
A study conducted among Pacific alcohol and drug and mental health services
reported that the Fonofale model was the most commonly used approach.557 This
model utilises the metaphor of a fale (house) to symbolise the wholeness of a Pacific
person, with the physical, spiritual, mental and ‘other’ parts of the person forming the
four pillars, and culture and family comprising the roof and base.557 The differences
between a Pacific-specific mental health Non-Governmental Organisation (NGO)
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service as opposed to a District Health Board (DHB)-based Pacific mental health
service were reported to be minimal, according to participants at the fonos (meetings)
held as part of this study. While Pacific-specific NGOs had been developed to provide
more ‘culturally appropriate’ services (compared to services offered by mainstream
organisations), they were now regarded as one of a number of Pacific-specific service
options available to Pacific consumers and families.557

Workforce issues
There is a shortage of Pacific people working in all areas of mental health. Workforce
development is needed, with an emphasis on the development of both cultural and
clinical competencies.33

Primary-care based mental health services
The literature proposes increased intervention for Pacific peoples at a community and
primary care level.33 However, it appears that there are currently no developed Pacific
models of mental health service delivery.557 Further research is needed to develop
appropriate models of care and service delivery, with attention to organisational
infrastructure, governance and workforce capability.14
A discussion paper on a study of mental health care service use in New Zealand
commented that Pacific people need seamless mental health services that reflect their
cultural values and acknowledge the nurturing role of the family to support recovery.33
It suggests that culturally-specific models of care will be the most effective way to
improve outcomes for Pacific mental health consumers. The paper noted that Pacific
people use primary care services and that general practitioners are well-placed to
provide information and raise awareness about mental health issues. Pacific people
may need encouragement to ensure that family members are assessed early to avoid
the need for more invasive treatment.33
The growing population of Pacific young people will have a strong impact on Pacific
demographic characteristics in the future, and design and delivery of mental health
services for the future must be responsive to their needs.33 The ideal model should
focus on families rather than individuals, acknowledge the spiritual dimension to
healing, employ ethnic-specific workers and integrate knowledge from both Palangi
and Pacific approaches.14
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10

Implementation

10.1 Introduction
Effective implementation of this guideline should encourage development of the
models of care discussed in Chapter 9. The New Zealand Guidelines Group
(NZGG) has identified four principles which should characterise implementation.
These are:
1. strong visibility of the guideline, given the opportunity that evidence-based care
represents to improve the lives of people living with depression
2. the use of multifaceted approaches to engage practitioners and patients
3. recognition that all implementation is ultimately ‘local’; this means an emphasis
on providing useful tools and processes for practitioners, with central agencies
as facilitators of change
4. a commitment to supporting the sector to measure its performance in following
the guideline’s recommendations.
The following sections discuss potential implementation activities which align with
one or more of the principles.

10.2 Potential implementation activities
Improved access to and uptake of patient
self-management tools
Chapter 6 of this guideline notes encouraging early evidence of the efficacy of
web-based self-management interventions in adults with depression. For this
reason, increasing access to self-management interventions should be an important
implementation goal. Appendix F contains a list of web-based self-management
resources. The existence of these should be published widely to practitioners, who
should be encouraged to make patients aware of these tools, where patients have
access to the internet.
The developing national network of mental health coordinators (see 10.2
Potential Implementation Activities, Workforce Development) within Primary Care
Organisations (PHOs) should be encouraged to develop a place for these tools
within local clinical pathways for people with depression.
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Quality improvement collaboratives
Aligning clinical practice with evidence-based practice has been achieved using
multidisciplinary collaboratives561-563 Following publication of its guideline, ‘Assessment
and Management of People at Risk of Suicide’ (2003),162 NZGG developed a
collaborative methodology for systems improvement in the management of self-harm.
It is based on the ‘Breakthrough’ approaches developed at the US-based Institute
of Healthcare Improvement (IHI)564, and the Australian National Institute for Clinical
Studies’ (NICS) ‘Community of Practice’ work.563 The methodology has been applied
to improve uptake of the guideline’s recommendations in emergency departments
throughout New Zealand.565 Across the 11 District Health Boards (DHBs) which
participated in the New Zealand collaborative in 2007, the median percentage of
self-harm or suicidality cases seen within 1 hour (as recommended in the guideline)
increased from 47% to 72% during the project.566 Half of the DHBs showed increases
in the proportion of guideline-recommended mental health assessments completed
within 72 hours of presentation, ranging from substantial increase (0–73%) to more
modest improvements(13–36%).566
Since mid-2005, a ‘Mental Health Initiatives’ programme has resulted in the creation
of a network of new ‘primary mental health coordinators’.543 These positions have been
created to strengthen PHOs’ capacity and capability to deliver primary mental health
services. A recent evaluation of the programme found several challenges in the ‘process
of care’, including communication difficulties between general practitioners and nurses,
difficulties targeting the most at-risk populations, more acute cases using up resources,
and far fewer Mäori and Pacific people using the services than had been hoped.543
Such issues are to be expected in these early stages of capacity development within
primary care; but the existence of this new mental health-dedicated infrastructure
represents an important opportunity to employ collaborative quality improvement
methods. Resources should be identified to involve primary mental health coordinators
and other stakeholders from primary, community and secondary mental health care
to change practices and pathways to better reflect recommendations in this guideline,
and improve the experiences of care for patients.

Workforce development
Chapter 9 discusses workforce as it relates to care models for Mäori and Pacific
populations. In addition to these particular challenges, there is a need to build further
workforce capacity to strengthen the capability of PHOs to better meet the mental
health needs of enrolled populations. Priorities here are:
• increasing capacity to deliver psychological therapies in the primary care setting
• increasing capacity to provide ongoing case management and monitoring
of patients with depression in the primary care setting
• increasing the use of protocol-driven assessment and management processes (see
Appendix D: Assessment Tools for Common Mental Disorders), as well as structured
interviewing to assess suicide risk (see Appendix C: Assessment of Suicide Risk).
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The ‘Mental Health Initiatives’ programme and the coordinator positions it creates are
an important steps toward meeting these priorities, especially the first two.
A 2005 review of post entry clinical training (PECT) recommended that the Clinical
Training Agency (CTA) should better consult ‘the broader mental health sector’, and
that programmes should better reflect the needs of primary care.567 Responsibility for
funding PECT programmes passed from the Clinical Training Agency (CTA) to Mental
Health Programmes Ltd (trading as Te Pou) in late 2007, and Te Pou is developing
a new strategic direction for PECT. This should be considered an opportunity to
strengthen programme offerings for the management of mental health in primary care,
especially around psychological therapies.

Electronic evidence resources
Levels of computerisation in primary care have increased rapidly in recent years, and
New Zealand has been top-ranked in an international survey of the use of electronic
tools to assist routine clinical processes and communication.568
Uptake of this guideline’s recommendations will be assisted by easy electronic access
in a range of formats. Consideration should be given to establishing coordinated
content management processes nationally, which would enable well-documented
tailoring of electronic resources centring on this guideline to local service settings,
consistent with the guideline recommendations.
Potentially, the development of electronic decision support tools to aid effective
clinical decision making at the point of care could also increase the uptake of the
recommendations in this guideline. New Zealand has significant experience in the
application of electronic decision support in primary care.569-571
A complex set of technical and commercial issues surrounds deployment of such
systems. Currently, there are no standards or nationally agreed processes to assure
quality in sources of evidence used to develop decision support tools. Nor are there
standards for assuring the fidelity of electronic representations to their source clinical
knowledge (even where tools are ostensibly evidence-based). Ensuring equitable
access to high-quality electronic decision support (including for disadvantaged
populations) will require a well-developed national approach to both technical
and commercial issues.

Broad guideline dissemination
NZGG’s experience is that a guideline’s key messages should be disseminated as
widely as possible, as part of the initial awareness-raising of a new guideline and to
support implementation activities. In this case, key audiences are primary
health practitioners, consumers and support services throughout New Zealand,
via publication in multiple formats.
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NZGG has been funded to develop summary statements of the most important
recommendations for general practitioners. This should be followed up by the
production of materials for use in primary care clinical training. Publicity of this
guideline should also be sought in the academic, clinical professional and public
media, and consideration should be given to production of materials for other
audiences, including consumers, their family/whänau and carers, professional
associations, health care and social service agencies, and the voluntary sector.

Evaluation and performance indicator development
In regional feedback workshops and formal submissions on the Ministry of Health’s
‘Key Directions Policy for the Information Environment’ document, a key theme relating
to ‘Improving performance and evidence-based decisions’ was identified in responses.
Of these responses, 53% related to the need to develop measures of performance in
evidence-based care.572
Options for clinical audit and performance indicator development should be scoped
as soon as possible within the context of the PHO Performance Management
Framework managed by District Health Boards New Zealand (DHBNZ). Scoping
should include consideration of methods and measures in use overseas. For example,
the NICE recommends the use of measures around the proportion of patients at high
risk who are screened for depression. As at 2008, NZGG and DHBNZ have agreed
in principle that there is an opportunity to inform performance indicator development
with evaluation and measure development work conducted as part of this Framework.
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Appendix A:
Guideline development process
Clinical questions
The Guideline Development Team (GDT) developed the following clinical questions:
1. What risk factors are associated with depression in children/adolescents/adults?
2. How do children/adolescents/adults with common mental disorders present in
primary care?
3. Does routine screening for depression/common mental disorders/postnatal
depression in children/adolescents/adults in primary care lead to improved
outcomes?
4. What is the validity and utility of case-finding tools for assessment of depression,
anxiety and dysthymia (either alone or with other common mental disorders) in
children/adolescents/adults in primary care?
5. In children/adolescents/adults managed in primary care for depression do the
following interventions improve outcomes:
• a healthy lifestyle (eg, complementary and alternative medicines, exercise, etc)
• guided self-help
• psychological therapies
• pharmacological therapies?
6. In children/adolescents/adults managed in primary care for depression, which
models of liaison/teamwork/service delivery have the best outcomes (in general,
and specifically for Mäori and Pacific peoples)?

Evidence collation and appraisal
To address the clinical questions, New Zealand Guidelines Group (NZGG) used the
AGREE instrument573 to appraise the following international guidelines for the quality
of their methodologies: Agency for Healthcare Research and Quality (AHRQ) 2002,176
National Institute for Health and Clinical Excellence (NICE) 2004,65 NICE 2005,66
NICE 2007.101 They were assessed as being well-developed and suitable for updating
where they addressed one or more of the clinical questions.
The GDT determined that questions 3 to 5 required an updated search and systematic
review, while questions 1, 2 and 6 could be answered with reference to the abovementioned international guidelines, supplemented by a narrative review of New Zealand
literature and literature published since the guidelines.
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The research team determined inclusion criteria for studies pertaining to questions
3 to 6 and designed literature searches. The full searches and inclusion criteria for
studies are available on the NZGG website (http://www.nzgg.org.nz).
Searches of electronic databases were undertaken and studies were retrieved and
appraised using Scottish Intercollegiate Guidelines Network (SIGN) tools (see Appendix
B: Evidence and Recommendation Grading System). The characteristics and results of
studies selected for inclusion were summarised in evidence tables, which are available
on the NZGG website (http://www.nzgg.org.nz). A considered judgment form574 was
then prepared, taking into account the quality, volume, consistency, applicability and
clinical impact of the evidence available.
The review of the evidence confirmed that more research is needed in many areas
relating to common mental disorders. Primary care based evidence is particularly
sparse. Studies conducted in primary care were prioritised, but where evidence
from this setting was lacking, relevant evidence from other settings was taken into
consideration in the considered judgment process.

Recommendation development
The GDT developed consensus recommendations following a review and discussion
of the evidence as expressed in the evidence tables and considered judgment forms.
Recommendations are graded based on the level to which they are supported by the
evidence (see Appendix B: Evidence and Recommendation Grading System).
Two expert subgroups were convened to consider the evidence and draft
recommendations for the specific populations of youth (children and adolescents)
and older adults. The subgroups comprised both GDT members and external experts.
Their recommendations were discussed and finalised by the full GDT.

Validation and finalisation
NZGG drafted the guideline with support from GDT members, expert contributors and
Mäori perspectives from the NZGG Board of Directors. The guideline was circulated
nationally for feedback. Following consideration of the feedback, the guideline was
redrafted. Significant changes were made to Chapter 7, following advice from a
maternal mental health specialist, the New Zealand College of Midwives, the Royal
New Zealand Plunket Society and general practitioners with an interest in this area.
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Appendix B:
Evidence and recommendation
grading system
Details of the grading system
The evidence was assessed and graded, and recommendations were developed using
the three-step process described in the New Zealand Guidelines Group (NZGG)
Handbook for the Preparation of Explicit Evidence-Based Clinical Practice Guidelines.574

Step 1: Study appraisal
Studies that met the inclusion criteria for each clinical question were appraised and
graded for quality, using relevant checklists developed by the Scottish Intercollegiate
Guidelines Network (SIGN).575 These were modified to incorporate summary levels
of evidence for the validity, magnitude/precision of effect and applicability of each
study. An overall summary level of evidence was assigned to each study, as follows:
+ assigned when all or most of validity criteria met
~ assigned when some of criteria met and where unmet criteria are not likely to affect
the validity, magnitude/precision or applicability of the results markedly
x assigned when few or none of the criteria met.
Intermediate grades (+/~, ~/x) were assigned when overall study quality fell between
these categories. Studies that met few or none of the quality criteria were excluded.
For every study included in our evidence review, the level of evidence assigned is listed
alongside the citation in the reference list at the end of the guideline.

Step 2: Weighing the evidence
Evidence tables were prepared for each clinical question and were summarised on
considered judgment forms.574 The Guideline Development Team (GDT) considered
the body of evidence and made recommendations, based on the validity, quantity,
consistency and clinical impact of the whole body of evidence.

Step 3: Developing recommendations
Grading of the recommendations was based on the quality of the evidence, which
does not equate to the importance of the recommendation. When there was no
evidence to answer a specific question, recommendations were based on the
consensus of the GDT and were classified as ‘Good Practice Points’. The NZGG
Grading System is outlined below (see Grading of Recommendations).
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Grading of recommendations
Recommendations
The recommendation is supported by good evidence (based on a
number of studies that are valid, consistent, applicable and clinically
relevant)

A

The recommendation is supported by fair evidence (based on studies
that are valid, but there are some concerns about the volume,
consistency, applicability and clinical relevance of the evidence that
may cause some uncertainty but are not likely to be overturned by
other evidence)

B

The recommendation is supported by international expert opinion

C

Grades indicate the strength of the supporting evidence rather than the importance of the evidence

Good practice points
Where no evidence is available, best practice recommendations are
made based on the experience of the Guideline Development Team,
or feedback from consultation within New Zealand
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Appendix C:
Assessment of suicide risk
Suicide assessment
Have you had thoughts that life isn’t worth living?

Yes

No

Have you thought of harming yourself?

Yes

No

Are you thinking of suicide?

Yes

No

Have you tried to harm yourself in the past?
If yes, how many times?

Yes

No

When was the most recent time?
in last day
in last week

last month

longer ago (specify)

How often are you having these thoughts?
Have you thought about how you would act on these (is there a plan)?
(Does this plan seem feasible? Are the methods available? Is it likely to be lethal?)
Have you thought about when you might act on this plan?
Are there any things/reasons that stop you from acting on these thoughts?
Do you know anyone who has recently tried to harm themselves?
If any answer is ‘yes’ prompt with:
‘Tell me more about that’ as discussion will help to convey the extent of risk.

If a suicide attempt has been made
What did you hope would happen as a result of your attempt?
(Did they want to die, or end their pain?)
Do you still have access to the method used?

Yes

No

Yes

No

Did you use alcohol or drugs before the attempt?
What did you use?
Do you have easy access to a weapon?
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Commentary
Consider whether the person is safe to be alone
Risk factors include:
• definite plan
• hopelessness
• severe depression
• psychotic symptoms
• recent discharge from a psychiatric unit
• use of alcohol, street drugs, particularly recent escalation
• recent suicide attempt
• single men: young, older people
• homelessness
• medical illness
• history of childhood abuse
• recent suicide attempt by a whänau/family member or a friend.
Adapted with permission from:
RAPID assessment of patients in distress. In Centre for Mental Health. Mental Health for emergency
departments: a reference guide. NSW Department of Health; 2001.

A guideline on the ‘Assessment and Management of People at Risk of Suicide’162
can be found at http://www.nzgg.org.nz – enter the guideline title into the search box,
then select the publication.
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Appendix D:
Assessment tools for common
mental disorders
Assessment tools recommended in this guideline are listed below. Copies of all tools
(together with scoring instructions) can be accessed through the following New Zealand
Guidelines Group (NZGG) weblink: http://www.nzgg.org.nz/CMD-assessmenttools
• Alcohol Use Disorders Identification Test (AUDIT)
• Clock drawing test
• CRAFFT acronym for alcohol and drugs
• Edinburgh Postnatal Depression Scale (EPDS)
• Generalised Anxiety Disorder Assessment Tool (GAD-2, GAD-7)
• Geriatric Depression Scale (GDS)
• Kessler Psychological Distress Scale (K10)
• Mini Mental State Examination (MMSE)
• Patient Health Questionnaire for Depression (PHQ-9)
• Reynolds Adolescent Depression Scale (RADS) (NB there is a fee for use of this tool)
• Substance Use and Choices Scale (SACS)
• Strengths and Difficulties Questionnaire (SDQ) ages 4–10yrs/11–17yrs/parent version
• Short Moods and Feelings Questionnaire (SMFQ) young people/parent version
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Appendix E:
Management of common mental disorders
other than depression in young people
The scope of this guideline does not extend to a full evidence review on the
management of common mental disorders other than depression, but the following
resources may be helpful for practitioners who identify or suspect that young people
have common mental disorders other than depression.

Attention-deficit hyperactivity disorder
Young people with suspected attention-deficit hyperactivity disorder (ADHD) should be
referred to a specialist for assessment and, if necessary, pharmacological treatment.
Primary care practitioners may be comfortable to undertake ongoing prescribing and
physical monitoring in liaison with the specialist and to coordinate the numerous other
practitioners who may be involved in management.205
Parents and teachers can be advised that the following strategies may be useful:188

At home (parents)
• Use simple commands
• Set defined limits and expectations
• Praise and reinforce desired behaviours (rewards)
• Establish a formal structure for time schedules
• Use lists and calendars to help prevent forgetfulness
• Break long tasks into shorter ones

At school (teachers)
• Ensure that the young person sits close to the teacher’s desk (away from distractions)
• Give only one task at a time (with assignments as short as possible)
• Use written not just oral instructions for homework (in notebook to be taken home)
• Do a daily or weekly report
• Allow more time for examinations (including untimed tests)
• Ensure the young person can rely on a neighbouring student
• Ask for the help of a trained specialist tutor
A guideline for managing ADHD can be accessed online: ‘New Zealand Guidelines
for the Assessment and Treatment of Attention-Deficit Hyperactivity Disorder’576 at:
http://www.moh.govt.nz/publication, search by title.
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Anxiety
Anxiety is often comorbid with depression and will generally resolve along with the
depression if managed in the same way.65 Treatments for anxiety disorders include
simple educational strategies, behavioural interventions, cognitive behaviour therapy,
family therapy and (rarely) the use of anxiolytics.188 Currently, there appears to be no
relevant guideline on this topic.

Conduct disorder
The origins of conduct disorder appear to involve an interaction of genetic/constitutional,
familial and social factors.577 It is often associated with parental psychosocial or mental
problems and problems with parenting style. Practitioners should stress the need for
significant intervention. Suggested577 management is as follows:
• assess severity and refer for treatment with a subspecialist as needed
• treat comorbid substance abuse first
• describe the likely long-term prognosis without intervention to caregiver
• structure children’s activities and implement consistent behaviour guidelines
• emphasise parental monitoring of children’s activities (where they are, who they
are with)
• encourage the enforcement of curfews
• encourage children’s involvement in structured and supervised peer activities
(eg, organised sports, scouting)
• discuss and demonstrate clear and specific parental communication techniques
• help caregivers establish appropriate rewards for desirable behaviour
• help establish realistic, clearly communicated consequences for non-compliance
• help establish daily routine of child-directed play activity with parent(s)
• consider pharmacotherapy for children who are highly aggressive or impulsive,
or both, or those with mood disorder.
A guideline on parent-training/education programmes in the management
of children with conduct disorder is online at: http://www.nice.org.uk/guidance/
index.jsp?action=download&o=33427

Dysthymia
The National Institute for Health and Clinical Excellence (NICE) guideline for children
and young people66 suggests that in the absence of a published evidence base for
the treatment of dysthymia, the treatment of dysthymia, if clinically necessary, should
follow that for mild depression.
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Eating disorders
A NICE (2004) guideline for eating disorders makes recommendations on the
identification, treatment and management of anorexia nervosa, bulimia nervosa
and atypical eating disorders (including binge eating disorder) in primary, secondary
and tertiary care for adults, adolescents and children aged 8 years and older can be
accessed at the weblink below:
Eating disorders: core interventions in the treatment and management of anorexia
nervosa, bulimia nervosa and related eating disorders is available at:
http://www.nice.org.uk/cg009niceguideline

Substance misuse/abuse
Young people with substance misuse or abuse should receive an intervention based on
their level of use/misuse/abuse. Referral to school counselling services, family services
and/or mental health services should be considered.
For high-risk users, counselling is the mainstay of treatment, which may be in an
individual, family or group format.247 Brief behavioural therapies and family-directed
therapies have been shown to effectively reduce drug use in adolescents.247 Group
therapy (based on the twelve steps of Alcoholics Anonymous) is effective for adults,
but has not been widely studied in adolescents.101,247
The management plan should include review arrangements.578
A NICE guideline for managing substance misuse in young people can be accessed
at: http://guidance.nice.org.uk/PHI4
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Appendix F:
Self-management resources
These self-management resources are all available free of charge.

Fact sheets to learn self-management skills
Reducing stress
http://www.beyondblue.org.au/index.aspx?link_id=89.586&tmp=FileDownload&fid=326
Sleeping well
http://www.beyondblue.org.au/index.aspx?link_id=89.586&tmp=FileDownload&fid=327
Keeping active
http://www.beyondblue.org.au/index.aspx?link_id=89.586&tmp=FileDownload&fid=328
Reducing alcohol and drugs
http://www.beyondblue.org.au/index.aspx?link_id=89.586&tmp=FileDownload&fid=329
Changing your thinking
http://www.beyondblue.org.au/index.aspx?link_id=7.246&tmp=FileDownload&fid=799

Self-management CBT-based booklets
Resources from the Centre for Applied Research in Mental Health and Addiction
(CARMHA), Canada:
Antidepressant skills for teenagers
http://www.carmha.ca/publications/index.cfm?fuseaction=publications.
showOnePublication&contentID=2
Self-management CBT workbook for adults
http://www.carmha.ca/publications/index.cfm?fuseaction=publications.
showOnePublication&contentID=1
Dealing with mood problems in the workplace
http://www.carmha.ca/antidepressant-skills/work/
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Self-management resiliency tool
Resources from the Mental Health Foundation of New Zealand:
Wellness and Resilience Action Planning (WRAP)
http://www.mentalhealth.org.nz/page.php?p=181&keyword=WrAP&b=1

Interactive web CBT programmes
MoodGYM http://moodgym.anu.edu.au
Reachout http://www.reachoutcentral.com.au

Information about depression
For adults
http://www.mentalhealth.org.nz/conditions.php?ID=14&p=&fp=
For young people
http://www.mentalhealth.org.nz/conditions.php?ID=13&p=&fp=
For women in the postnatal period
http://www.mentalhealth.org.nz/page.php?97
For older adults
http://www.mentalhealth.org.nz/page.php?97
For men
http://www.mentalhealth.org.nz/page.php?97
For friends and family
http://www.mentalhealth.org.nz/page.php?97
General
http://www.depression.org.nz
http://www.outoftheblue.org.nz
http://www.thelowdown.co.nz
http://www.beyondblue.org.au
http://www.bluepages.anu.edu.au

Identification of Common Mental Disorders and Management of Depression in Primary Care

143

Information about mental disorders in Chinese
Information sheets in Chinese are available from the Mental Health Foundation.
For young people
There are four titles in the series: Feeling Sad, Feeling Stressed, Feeling Lonely,
and Feeling Angry:
http://www.mentalhealth.org.nz/news.php?p=44&fp=22&ID=195&keyword=asian&b=1
For all ages
Reducing stigma and discrimination associated with mental illness:
http://www.mentalhealth.org.nz/page.php?97

Further resources
New Zealand Guidelines Group
• Depression – there is a way through it: information for you, and for family, whänau,
friends and support networks
• Having suicidal thoughts? Information for you, and for family, whänau, friends and
support networks
These resources are available at: http://www.nzgg.org.nz – click on ‘Consumer
Resources’ then ‘Mental Health’

Crisis phone services
Youthline
http://www.youthline.co.nz – Freephone 0800 37 66 33
Lifeline
http://www.lifeline.org.nz – Freephone 0800 543 354
Mental Health Services Crisis Response Team
Your local team is listed under ‘Hospitals and other Health Service Providers’ in the
green section of your local phone book.
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Appendix G:
Management of common mental disorders
other than depression in adults
The scope of this guideline does not extend to the full evidence review on the
management of common mental disorders other than depression, but the following
resources may be helpful for practitioners who identify or suspect that patients have
common mental disorders other than depression.
Guidelines or topic reviews for managing anxiety and substance abuse in adults
in primary care can be accessed at the weblinks below.

Anxiety
Management of anxiety (panic disorder, with or without agoraphobia,
and generalised anxiety disorder) in adults, in primary, secondary and community
care, National Institute for Health and Clinical Excellence (NICE) April 2007, at:
http://guidance.nice.org.uk/CG22/guidance/pdf/English

Substance abuse
Drugs other than alcohol
Drug misuse and dependence: UK guidelines on clinical management (UK
Department of Health, 2007), at: http://www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/DH_4009665

Alcohol
The identification and management of hazardous and harmful drinking, with or without
alcohol dependence, alcohol detoxification in primary care, and the maintenance
of abstinence following detoxification: topic review (National Health Service 2007:
based on the Review of the Effectiveness of treatment for alcohol problems by the
National Treatment Agency for Substance Misuse (2006) and Guideline on the
management of harmful drinking and alcohol dependence in primary care by the
Scottish Intercollegiate Guidelines Network (2003), at: http://www.cks.library.nhs.uk/
alcohol_problem_drinking
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Dysthymia
Dysthymia is a chronic lowering of mood that does not fulfil the criteria for recurrent
depressive disorder in terms of either severity or duration of individual episodes. There
are variable phases of minor depression and comparative normality. Despite tiredness,
feeling down and not enjoying very much, people with dysthymia are usually able to
cope with everyday life.65 DSM criteria for dysthymia in adults require a duration of at
least 2 years.255
The management of dysthymia is discussed briefly in the Royal Australian and
New Zealand College of Psychiatrists’ clinical practice guidelines for depression,
at: http://www.ranzcp.org/pdffiles/cpgs/Depression%20Clinican%20Full.pdf
Further information given below is derived from the relevant sections of two guidelines
and a Cochrane systematic review.
No guidelines were found specifically on the management of dysthymia. The information
below derives from the relevant sections of two guidelines and a Cochrane systematic
review.

beyondblue Guideline
Treat dysthymia as for moderate depression with an antidepressant or one of the brief
psychological therapies. Monitor for side effects (at least twice a week by telephone)
and encourage compliance with the selected treatment. If after 6–8 weeks symptoms
still persist, consider changing to a second- or third-line treatment option.529

National Guidelines for Seniors’ Mental Health, Canada –
applies to older adults
People with dysthymic disorder should be treated with pharmacological therapy,
with or without psychotherapy, with periodic reassessment to measure response. [B]510
In specific clinical situations, for example where patients do not wish to take
antidepressants, psychotherapy may be used alone with periodic reassessment
to measure response.510

Lima 2005
A Cochrane review of pharmacotherapy for dysthymia579 found that antidepressants
are effective in the treatment of dysthymia with no differences between and within drug
classes. Tricyclic antidepressants are more likely to cause adverse events and dropouts.
There is little information on quality of life and medium- or long-term outcome.
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Appendix H:
Assessing for cognitive impairment
in older adults
Practical screening instruments by clinical issue
and appropriate test
Want to find cognitive impairment of at least moderate severity
• Mini-Mental State Examination
Suspicion of mild impairment or highly educated patient
• Hopkins Verbal Learning Test, or
• Word List Acquisition Test
Very little time available
• Memory Impairment Screen, or
• Clock Drawing Test
Plenty of time available
• Cambridge Cognitive Examination
• Modified Mini-Mental State Examination
• Community Screening Interview for Dementia, or
• Montreal Cognitive Assessment523
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Glossary, abbreviations
and acronyms
Adult

Aged 18 years or over

Anhedonia

Inability to feel pleasure or happiness from things that are
normally pleasurable

Anticholinergic side
effects

Side effects such as dry mouth, blurred vision, constipation,
urinary retention and sweating, which may occur with a
number of drugs including tricyclic antidepressants

Attachment difficulty

Difficulty in establishing a close relationship between child
and primary caregivers in early childhood. Attachment is
a two-way process in which both the primary caregiver(s)
and the infant are active participants

Atypical depression

A sub-type of major depressive disorder in which people
have reactive mood and at least two of the following four
symptoms: hyperphagia, hypersomnia, leaden paralysis
or a lifetime history of interpersonal sensitivity to rejection,
resulting in functional impairment

Augment

Increase the effectiveness or speed of response of one
treatment by adding another

Behaviour therapy (BT)

A structured psychological intervention, in which the
therapist and patient work collaboratively to identify the
effects of behaviours on current symptoms, feelings states
and/or problem areas. They seek to reduce symptoms
and problematic behaviours through behavioural tasks
related to reducing avoidance, graded exposure, activity
scheduling, behavioural activation and increasing positive
behaviours

Cognitive behavioural
therapies (CBT)

Structured psychological interventions in which the patient
works collaboratively with a therapist to identify the types
and effects of thoughts, beliefs and interpretations on
current problem areas; develops skills to identify, monitor
and then counteract problematic thoughts, beliefs and
interpretations related to the target symptoms/problems;
and learns a repertoire of appropriate coping skills

Comorbidity

Two or more diseases or conditions occurring
simultaneously
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Delirium

A disturbance of consciousness, usually fluctuating,
and a change in cognition developing over a short
period of time

Delusion

A firm belief or perception held in the face of evidence
to the contrary, not accounted for by cultural or religious
background

Dementia

Multiple cognitive deficits that include memory impairment
and at least one of the following cognitive disturbances:
agnosia, aphasia, apraxia or a disturbance in executive
functioning

Depression

In this guideline, the term depression is used as shorthand
for a disorder meeting DSM or ICD diagnostic criteria for
major depression/major depressive episode.
These criteria refer to a cluster of depressive symptoms (see
below) that is present on most days, for most of the time,
for at least 2 weeks and which is out of the ordinary for that
individual. See relevant manual/website for details243,306

Depressive disorder

Is used to refer to a condition meeting DSM or ICD
diagnostic criteria for a depressive disorder (eg, major
depression, dysthymia, postnatal depression)

Depressive symptoms

ICD-10 and DSM-IV include the following as depressive
symptoms:243,306
• depressed mood
• loss of interest or pleasure in normal or previously
enjoyable activities
• decreased energy and increased fatigue
• sleep disturbance
• inappropriate or excessive feelings of worthlessness
or guilt
• diminished ability to think or concentrate
• appetite change with corresponding weight change
• psychomotor agitation or retardation
• suicidal ideation or recurrent thoughts of death.
The ICD-10 lists loss of confidence or self esteem as an
additional symptom306

DSM
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Commonly known as DSM, the Diagnostic and Statistical
Manual of Mental Disorders lists different categories of
mental disorders and the criteria for diagnosing them
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Dysthymia

A chronic lowering of mood that does not fulfil the criteria
for recurrent depressive disorder, in terms of either severity
or duration of individual episodes

GDT

Guideline Development Team

GP

General practitioner

Grandiose delusions

A delusion in which one believes oneself possessed of
great wealth, intellect, importance and/or power

Hallucinations

A sensory perception in the absence of an external
stimulus, which occurs while conscious and awake

Hypomania

See mania

Hyposomnia

Insufficient sleep

ICD

Most commonly known by the abbreviation ICD, the
International Statistical Classification of Diseases and
Related Health Problems provides codes to classify
diseases and a wide variety of signs, symptoms, abnormal
findings, complaints, social circumstances and external
causes of injury or disease

Interpersonal
psychotherapy (IPT)

A structured psychological intervention that focuses on
interpersonal issues and where therapist and patient work
collaboratively to identify the effects of key problematic
areas related to interpersonal conflicts, role transitions,
grief and loss, and social skills, and their effects on
current problems. They seek to reduce symptoms by
learning to cope with or resolve these problem areas

Maintenance treatment

Treatment after remission of depressive symptoms in order
to prevent relapse or recurrence

Mania

Symptoms of mania (impacting on daily functioning to
a marked degree) or hypomania (clearly observable
changes to others that are uncharacteristic but not
impacting on life to a marked degree) are:
• inflated self-esteem or grandiosity
• decreased need for sleep (eg, feels rested after only
3 hours of sleep)
• more talkative than usual or pressure to keep talking
• flight of ideas or subjective experience that thoughts
are racing
• distractibility (ie, attention too easily drawn to
unimportant or irrelevant external stimuli)
continued over...
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Mania continued...

• increase in goal-directed activity (either socially,
at work or school, or sexually)
• psychomotor agitation, or excessive involvement in
pleasurable activities that have a high potential for
painful consequences (eg, engaging in unrestrained
buying sprees, sexual indiscretions, or foolish business
investments)

152

Mate Mäori

Ill health or uncharacteristic behaviour among Mäori
which is related to spiritual causes and may take several
forms, with both physical and mental presentations.
It requires expert cultural assistance160

Melancholic depression

Depression distinguished by characteristic somatic
symptoms and psychomotor change, with the loss of
pleasure in all, or almost all, activities or a lack of
response to usual pleasurable stimuli

Mindfulness-based
cognitive therapy
(MBCT)

A form of cognitive therapy that develops a person’s
ability to be attentive and aware of their negative thoughts
but not react to them. The idea is to change the person’s
relationship with their negative thoughts, rather than the
content of their thoughts

Minor depression

A mood disorder with depressive signs and symptoms
that are just below the threshold for diagnosis of major
depression

Mood stabilising drug

A drug used to prevent moods from cycling and
shifting, used for disorders characterised by intense and
sustained mood shifts such as bipolar disorder. Most
mood stabilisers are anticonvulsants, with the important
exception of lithium

Older adult

Aged 60–65 years or over

Omphalocele

A birth defect of the abdominal wall in which the infant’s
intestines or other abdominal organs protrude outside the
abdominal wall in a sac

Oppositional defiant
disorder

An ongoing pattern of hostile and defiant behaviour
towards authority figures, which goes beyond the bounds
of normal age-appropriate behaviour. It is strongly
associated with progression to the more serious Conduct
Disorder.

Overanxious disorder

Term for Generalised Anxiety Disorder (GAD) occurring
in children
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Pharmacokinetics

The study of the movement of drugs into, within and out
of the body ie, what the body does to the drug

Placebo

A physically inactive substance given as part of a clinical
research trial. It has no specific pharmacological activity
against illness

Problem-solving
therapy

A structured psychological intervention that focuses on
learning to cope with specific problem areas and where
the therapist and patient work collaboratively to identify
and prioritise key problem areas, break problems down
into specific manageable tasks, solve problems, and
develop appropriate coping behaviours

Psychodynamic
psychotherapy

A psychological intervention in which the therapist and
patient explore conflicts and how these are represented
in current situations and relationships, and patients are
given an opportunity to explore feelings and conflicts,
originating in the past. Therapy is non-directive and
patients are not taught specific skills such as thought
monitoring or problem-solving

Psychomotor agitation
and retardation

Psychomotor activities are the physical movements
related to mental processes. Agitation is displayed by
unintentional and purposeless motions (eg, incoherent
conversation, expansive gesturing, pacing and hair
twirling) and retardation by a slowing of thought
processes, speech and physical movements

Psychotic symptoms

Hallucinations and/or delusions

Rangatahi

Adolescent

Screening

A test performed on a large number of people to identify
those who have a disorder, used routinely over and above
customary clinical assessment

Self-management

Engagement in activities that protect and promote health,
monitoring and management of the symptoms and
signs of illness, management of the impact of illness on
functioning, emotions and interpersonal relationships and
adherence to treatment regimes

Sleep hygiene

Behavioural practices that promote effective sleep

Somatic/somatisation

Related to the body rather than the mind: somatisation
refers to the expression of a mental event via physical
symptoms or a physical disorder
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Statistical significance

An effect size that is statistically significant is one where
the probability of achieving the result by chance is less
than 5%

Stepped care model

A sequence of treatment options to offer simpler
interventions first and more complex interventions
if the patient has not benefited

STI

Sexually transmitted infection

Sub-threshold
depression

Depressive symptoms that fail to meet criteria for major
depressive disorder

Tamariki

Young child/children

Therapeutic
relationship

A collaborative relationship between practitioner and
patient which has an emotional dimension

Whakamaa

A mental and behavioural response among Mäori,
associated with a sense of disadvantage or a loss of
standing. It can manifest as a marked slowness of
movement and a lack of responsiveness to questioning,
as well as avoidance of any engagement with the
questioner580

Young person

Aged under 18 years
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