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Abstract: This study was aimed to evaluate the screening procedures and treatment approaches of depression in
primary care setting by family physicians, and to identify the impact of depression management and the antidote
of FPs toward the recognition and treatment of this disorder. We conducted an electronic search using; Cochrane
Collaboration librarian using the MEDLINE and PubMed databases. The search was to identify relevant studies
discussing measurement and diagnosis of depression in Family practice, this search was for articles that were
published in English in the mentioned databases up to December, 2016. Furthermore, additional studies were
identified from searching the references listed of each included study. Depression is a typical illness especially for
patients in the 3rd decade. Boosts the number of males suffering from depression which proved to be true in our
research. Depression is more typical amongst jobless people, so according to evidence about 60% of depressed
patients in primary care were out of work. In both sexes normally happens mild depression that could be avoided
with sufficient psychotherapy access and rehabilitation, however applied on time. The modest frequency of
depression in medical care means that misidentifications surpass missed out on cases. Medical diagnosis could be
enhanced by re-assessment of people who may have depression. The Family physicians need to boost their efforts
to acknowledge depression in their patients and make sure that the myriad of reliable treatments are offered and
utilized.

Keywords: Screening Methods and Treatment, Family Practice.

1. INTRODUCTION

Mood disorders are among the most typical afflictions that bring patients to physicians. Nearly 20% of adults will have a
mood condition requiring treatment during their lifetime, and about 8% of adults will have a major depressive condition
during their lives . Recognition and treatment of depressive disorders represent a terrific challenge for family physicians
due to the fact that the signs of physical and psychological diseases overlap and many patients present with comorbidities
instead of with basic cases. Psychiatric disorders account for practically a quarter of family practice guests *?, around
60% of depressed patients in family practice are left neglected and unidentified . Depression represent an excellent part
of all psychiatric diseases in family practice and they are connected with each other in 50 - 70% of the patients ©.
Depressive conditions are highly prevalent and have a high occurrence ©”). They are likewise associated with huge losses
of quality of life in patients and their loved ones ®, increased death rates, © high levels of service use, and enormous
economic costs . Major depression is presently the 4th condition worldwide in regards to disease burden, and is
expected to be the disorder with the greatest disease burden in high-income nations by the year 2030 ®%.

The majority of depressive conditions are dealt with in medical care “?. Although numerous family doctor (FPs) tend to
prescribe antidepressant medications, the majority of patients prefer mental treatments ®. In the last few years, a number
of randomized research studies have taken a look at the effectiveness of psychological treatments in medical care patients
(1419 some of these discovered favorable impacts, “®* but a number of others found no significant effects “®9. It is
essential to examine the general efficiency of treatments and to study possible determinants of treatment outcome, as
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psychological treatments for depression are extensively used in primary care. Patients registered in primary care typically
have a less progressed developmental stage of their health problem than patients in specialized health care settings, and
this might be associated with the effectiveness of mental treatments .

This study was aimed to evaluate the screening procedures and treatment approaches of depression in primary care setting
by family physicians, and to identify the impact of depression management and the antidote of FPs toward the recognition
and treatment of this disorder.

2. METHODOLOGY

We conducted an electronic search using; Cochrane Collaboration librarian using the MEDLINE and PubMed databases.
The search was to identify relevant studies discussing measurement and diagnosis of depression in Family practice, this
search was for articles that were published in English in the mentioned databases up to December, 2016. Furthermore,
additional studies were identified from searching the references listed of each included study.

3. RESULTS
o Prevalence of depression in primary care:

In primary care settings, about 5 % of adults aged 65 and older meet research diagnostic requirements for major
depression ?*?? with rates of subsyndromal depression approximated at 8% -16% “®. Information from the National
Comorbidity Study were used to approximate the predicted life time risk of significant depression to be 23 % by age 75
@9 Current epidemiological information shows general rates of depression to be comparable between industrialized
nations (5.5%) and establishing countries (5.9%), however rates of depression have the tendency to decrease with age in
developed countries while they have the tendency to increase with age in establishing nations. Older grownups in
industrialized nations were reported to have reasonably low average depression rates (2.6 %) while those in establishing
countries had an average rate nearly three times higher (7.5%) “. The rates of geriatric depression boost to 12-30% in
institutional settings, and approximately 50% for homeowners in long-term care facilities “*%"). Approximately 5-10% of
older grownups seen in primary care settings have clinically substantial depression “®. Women suffering from depression
most likely and the ratio is from 1:1.5 to 1:2 compared with guys. The outcomes of our study did disappoint it as
suggested by the ratio was statistically substantial and amounts 1.07. When they have a depressive condition or it's about
a preconception ®®, perhaps males do not seek for help.

o Screening methods of depression in primary care:

Screening for depression in primary care is a problem that is highly contentious and fiercely disputed, and suggestions
have actually progressed gradually. Early policy declarations from the 1990s in Canada ®® and the United States ¢
suggested against screening for depression in primary care “* or did not find adequate evidence to recommend either for
or against it ®. Later, in 2002 in the United States ©® and in 2005 in Canada, ®? suggestions were made to screen
grownups for depression in medical care settings when incorporated, staff-assisted systems for handling and assessing
depression were available. These "collective care" programs typically include multifaceted systems with central roles for
nonmedical specialists, such as case managers, who deal with medical care physicians, mental health specialists and
others to supply management and follow-up 2.

In 2009, an updated declaration from the United States Preventive Services Task Force ¥ reiterated the recommendation
that primary care physicians screen patients for depression in the context of integrated systems for managing the
condition, but not where such resources are unavailable. In contrast to this position, a 2010 standard for depression
management from the United Kingdom's National Institute for Health and Clinical Excellence kept in mind a lack of

evidence that depression screening would benefit patients and did not suggest routine screening in medical care settings
(35)

One effective tool for determining the seriousness and recognizing of depressive signs is the 9-item Patient Health
Questionnaire (PHQ-9), which is based upon 9 Statistical and diagnostic Manual of Mental Disorders, Fourth Edition
(DSM-1V) requirements for the diagnosis of MDD ©®. The PHQ-9 is rapidly and quickly completed, can be self-
administered, and offers a method not just to examine the patient at initial diagnosis of major depression however also
during his/her course of treatment . A PHQ-9 rating of 19 indicates that robust therapy might be in order, while a
patient who ratings 9 may just need workout, relaxation, and counseling. Other instruments, such as the Beck Depression
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Inventory ®®, Zung Self-Rating Depression Scale 9, and the 16-item Quick Inventory of Depressive Symptomatology
(QIDS) “2,

Because these patients are much more most likely to look for treatment when they are depressed than when they are
manic, evaluating for bipolar disorder is likewise a crucial part of patient assessment. The Mood Disorder Questionnaire
“D is a beneficial tool in this regard. A family history of bipolar illness and a exaggerated and early action to
antidepressant monotherapy-- especially combined depression or a switch to mania-- are also signs to try to find when
evaluating for bipolar affective disorder, noted Dr. Susman. Hirschfeld et al “?. discovered that, in a medical care clinic,
21% of patients taking an antidepressant for depression screened favorable for bipolar disorder. If a patient has bipolar
affective disorder and not depression, the treatment strategy, including pharmacotherapy, will be quite various.

o Treatment of depression in Family practice:

Although older adults are less most likely to access and get appropriate mental health care services than their younger
equivalents, late life depression is treatable with suitable psychosocial and pharmacological interventions “**. Evidence
reveals that depression can be dealt with in both primary care settings and psychiatric specialty care settings, as long as
effective treatments are supplied. In a current meta-analysis, Dawson and colleagues “* found that the remission rate of
depression symptoms in interventions in primary care settings range between 50% and 67% although the research studies
included did not focus specifically on older adults. Antidepressant medications or psychotherapy are suggested as first-
line treatments for depression in older adults “® and while millions of prescriptions are written for antidepressant
medications in medical care each year, few practices remain in a position to use evidence-based psychiatric therapies for
depression. Physical activity has actually also been shown to be helpful in late-life depression and electroconvulsive
therapy (ECT) remains a practical and crucial treatment alternative for older grownups with psychotic or extreme,
treatment resistant depression “*).

Patients with depression and somatic signs are harder to deal with. Papakostas and associates “® showed that somatic
symptoms existed in 95% of patients with treatment-resistant depression (N = 40) who had actually registered in a 6-week
treatment study. Logistic regression analysis demonstrated that the variety of somatic symptoms was a risk factor for
further treatment resistance and had the tendency to forecast a poorer action to treatment. The intensity of somatic
symptoms appears to be associated to bad treatment action. Bair and associates ®* utilized data from the ARTIST (A
Randomized Trial Investigating SSRI Treatment) research study a randomized research study with naturalistic follow-up
performed in the United States in 37 medical care centers to show that the severity of standard general pains and
discomforts might anticipate action to antidepressant treatment. More than 2 thirds of the depressed patients in this
research study reported basic pains and discomforts of differing seriousness at standard. Analysis of depression outcomes
after 3 months of treatment with selective serotonin reup-take inhibitors exposed that patients with moderately serious
pains and discomforts at baseline were 2 times less most likely to respond to treatment. Patients with severe pains and
discomforts at standard were 4.1 times less likely to react to treatment ©°).

Remarkably, in the ARTIST research study, recurring general aches and pains of mild intensity or above existed in 58%
of patients with depression after 3 months of antide-pressant treatment . Recurring depressive signs are understood for
their association with poor outcome in depression. In a study of 60 patients dealt with to remission and after that followed
up for 15 months, Paykel and coworkers ®¥ found that 19 patients had recurring depressive signs; the most typical
recurring signs were somatic, taking place in 18 (95%) of the 19 patients. Relapse happened in 76% of patients with
residual symptoms who were available for follow-up, compared to only 25% of patients without recurring symptoms
(10/40 patients). Patients with residual signs fell back nearly 3 times faster than those without ©%.

o Quality of depression treatment in Family practice:

Although depression is a common problem in older grownups, it is frequently undiscovered, undiagnosed, without
treatment, or undertreated 2. A current meta-analysis showed that primary care service providers found just 40-50% of
depression amongst older grownups and they were less successful detecting depression amongst older adults than amongst
younger grownups 2. Only about one in five older adults with depression receives effective treatment for depression in
primary care ®¥. Poor quality care results in unfavorable depression outcomes and serious public health problems. In a
research study of 1,198 consecutive suicide attempters in Helsinki, Finland in between 1997 and 1998, Suominent and
colleagues ®® found that throughout the 12 months instantly before the attempt, most of elderly suicide attempters had a
contact with a healthcare agency. Only 4% of them had been diagnosed with a state of mind disorder prior to the effort,
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and just 57% after the effort. This finding stresses the value of early detection and treatment of late-life depression in
primary care.

Barriers to reliable late-life depression treatment are at the patient-, service provider-, and system-level ®®. Patients might
present with somatic instead of emotional grievances, decreasing the probability of being identified with depression ©7.
Patients may likewise resist a diagnosis of depression and attribute their signs to physical causes or to 'typical aging
Patients typically have restricted understanding about depression and available treatments. Special help looking for
patterns among particular population groups, preconception, and poor adherence have actually been likewise identified as
barriers. Service provider barriers consist of concerns about stigmatizing patients with a psychiatric medical diagnosis 2,
time pressures, insufficient understanding about diagnostic requirements or treatment alternatives, lack of a psychosocial
orientation, and inadequate insight into different cultural presentations of mental disorders ®%. System barriers include
productivity pressures, minimal mental health coverage, minimal availability of mental health experts, especially for
evidence-based psychotherapy ©”, absence of systematic approaches for detecting and managing depression, and
insufficient continuity of care. Policies that regulate suppliers' practice contexts and patients' access to evidence-based
depression care can produce essential barriers to effective treatment ©°.

(58)

4. CONCLUSION

Depression is a typical illness especially for patients in the 3rd decade. Boosts the number of males suffering from
depression which proved to be true in our research. Depression is more typical amongst jobless people, so according to
evidence about 60% of depressed patients in primary care were out of work. In both sexes normally happens mild
depression that could be avoided with sufficient psychotherapy access and rehabilitation, however applied on time. The
modest frequency of depression in medical care means that misidentifications surpass missed out on cases. Medical
diagnosis could be enhanced by re-assessment of people who may have depression. The Family physicians need to boost
their efforts to acknowledge depression in their patients and make sure that the myriad of reliable treatments are offered
and utilized.
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